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DISCLAIMER

This article/STW, was originally published by Indian Council of Medical Research (ICMR) under
Standard Treatment Workflow. The reprinting of this article in Journal of the Epidemiology Foundation
of India (JEFI) is done with the permission of ICMR. The content of this article is presented as it was
published, with no modifications or alterations. The views and opinions expressed in the article are
those of the authors and do not necessarily reflect the official policy or position of JEFI or its editorial
board. This initiative of JEFI to reprint STW is to disseminate these workflows among Health Care
Professionals for wider adoption and guiding path for Patient Care.
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PAEDIATRIC INTRATHORACIC TUBERCULOSIS
(PULMONARY, PLEURAL, MEDIASTINAL)

ICD-10-A15
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+ Chest examination findings depend upon ing like consolidation. pleural effusion etc.

Unremitting cough for
2 weeks or more
Unexplained docu- Es al

X - Chest x-ray
oF t::m'g'::t?ss » TB suggestive: Hilar/ paratracheal lymph

nodes, fibrocavitory disease, Miliary pattern

Desirable
+ Chest x-ray of family members

months (to be done in institutions)

» Non Specific : effusion, consolidation, §oEClsmmn
WHEN TO No weightgain bronchopneumonia, other shadows etc. ﬁk&ur:lgal:ﬂ:sy (USG/CT)
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+ Smear examination (if NAAT unavailable)
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PAEDIATRIC INTRATHORACIC TUBERCULOSIS
(PULMONARY, PLEURAL, MEDIASTINAL)

ICD-10-A15
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Unremitting cough for
2 weeks or more
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Unexplained docu- Ez:::&'_: + Chest x-ray of family members
mented weight loss o = 7
of >5% in last3 »TB suggestive: Hilar/ paratracheal lymph (
nodes, fibrocavitory disease, Miliary pattern| Optioml (to be done in institutions)
» Non Specific : effusion, consolidation, 'S'E‘gd Soos
" o bronchopneumonia, other shadows etc.
SUSPECT? el | . Sputum/Induced Sputum/Gastric Lavage/ i Im ki de(léSG/CT)
despite adequate = 2 iastinal LN bi
Autition Aspirate /pleural fluid for NAAT . Bronchoscow&
- Smear ination (if NAAT il XA
- If facilities exist, send aliquot of sample for
Unexplalned loss of = S ——— )
culture, if NAAT negative for MTB DO NOT DO
« Pleural tap™: Gross, Cytology, Biochemistry, +TST/Mantoux test
Chespali [Epaciicto "I’;‘AAT hblleG:rll_'l ZNif NAAmmailr:?Ie D » Overemphasized, supportive
pleural effusion) cant e done dtprmany tils > anrto diagnose TB or to start
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DIAGNOSTIC ALGORITHM

FACTORS FOR DRUG RESISTANCE

ALGORITHM FOR PEDIATRIC INTRATHORACIC TB AMONG CHILDREN WITH

+ Persistent Fever 22weeks, without a known cause and/or
+ Unremitting cough for >2weeks and/or

Presumed TB
+ Weight loss 25%; or no weight gain in past 3 months despite adequate nutrition; or cases
failure of nutritional rehabilitation in babies with SAM
+ With or without contact with patient with Pulmonary TB in past 2 years MTB ve
T 1 0 "
Clinicall e
[ Chest X-ray | exrNormal T8 Cassuath ne ok [Rif resistance -ve ] [ Rifresistance wet |
¥ L factors for DRTB
| CXR suggestwe | | CXR Non specific shadows J Pleural Effusion 1 l / Repeat NAAT :tf‘f:x
l Pleural fluid for NAAT, || * Sheckior FPTB Treat with
Give antibiotics (Amoxyclav | cytol ogy. blochemlslry - Needs detailed tandard Reir
or Amoxicillin & avoid & Sp um/cA/I investigation for TB/ stanaar for nonresponse || Rif resistance -ve
quinolones, linezolid) alternate diagnosis. regime i i
Skip if alreadly taken I—l May need CECT 2HRZE/4RHE | | including for
I [MTB +ve | [ MTB-ve | | chest/other Add Pyridoxine | \2FT2
7 i aspe mprﬁ' /3:' e FQand/or SLI
Persistent shadow &| [ Microbiologicall P g/day Resistance
symptoms confirmed TB case -Consider referral to :
higher center for = =
+ Lok for significantly enlarged peripheral LN & further H Resistant (inhA and/or
test LN aspirate for MTB ir H Resistant ( KatG mutation)
= . - + Repeat NAAT with good sample/ alte Notdetected [€— FL-LPA™ Eto resistance (inhA
Microbiologically sample (BAL/aspirate) as per feasibility Straw colored, exudative mutation)
confirmed TB case | |* May seek review from a higher centre effusion
T *RR detected in new case with no risk factors for DRTB needs retesting if only
¥ lg'[? r;!Aet.ectege ISd very l‘ow asI it ;nakes Rif reilstanoz ?:te,jgﬁ"ﬁlﬁfs reli |at;|e
v MTB -ve or if repeat | [Noalterative diagnosis may be done directly if smear +ve else send for owed by
(Rif resi 1 SLLPA or LC DST (Mfx 2.0, Km,Cm, Lzd)
‘ R\:Lreslstance ‘R'f resistance -ve Testnatieashle ";ag:é gl_lrrgccaallsyedlagnosed “LPA may be done directly if smear +ve else send for MGIT followed by FLPA
| DRTB pathway LGIve Ist line ATT P to evaluate for H (inhA and/ or KatG mutn) and Eto (inhA) resistance
TYPE OF PATIENTS T8 TREATMENT ber of tablets (dispersible FDCs|
REGIMENS o )
Microbiologically confirmed RS WEIGHT | Intensive phase Continuation phase
Pulmonary TB BAND HRZ E HR E
Clinically diagnosed Pulmonary TB 2HRZE + 4HRE 50/7515 = 100 50/75 100
Drug sensitive previously treated TB 4-7 kg 1 1 1
(recurrent, failure, treatment after
default)’ 8-11kg 2 2 2 2
*DR TB algorithm-DST
. 12-15 kg 3 3 3 3
ISONIAZID (H) 715 mg/kg (maximum dose 300mg/day)
RIFAMPICIN (R) 10-20 mg/kg (maximum dose 600mg/day) 1624 kg = 4 4 4 4
PYRAZINAMIDE (Z) 30-40 mg/kg (maximum 2000mg/day) | 25-29Kg | 3+1A* 3 3+1A 3
ETHAMBUTOL (E) 15-25 mg/kg (maximum 1500mg/day) 30-39 kg 2+2A* 2 2+ 24 2

*A=Adult FDC (HRZE = 75/150/400/275; HRE = 75/150/275)

When to assess MONITORING MANAGING TREATMENT INTERRUPTIONS (NON-ADHERENCE)
+ Within 2 weeks of starting therapy for checking that- correct dose, combination of drugs is > =
being taken, adherence and tolerance to drugs Interruption up to 4 weeks| | Interruption over 4 weeks
¥

. 1‘hen evevy month till completion of treatment

Resume thera) = -
ASWOWImms of therapy: [(Restart if missed withirﬁ{mweeksﬂ Reinvestigate for DRTB
orrect combination, acceptance/tolerance
« Counsel about need to complete & not miss on doses (Inform, if doses are missed) [R.f.- i not ] ] J [ Rif
+ Response to therapy:

« Clinical (sym adverseeﬂ‘ects weight, dose revision)

% -ra atend of thel : : Retreat with Ist Ilne drugs and [ TreatasMDRTB |
+ Do X-ray for worsomng at any time OR slow resolution OR pors|s:fogt symptoms at end of IP Check for INH resistance and treat

3 NMT is not appropriate follow up tool for monitoring progress -In case interruption happens in CP & on retrieval, the patient has

- Smear examination at end of treatment (to declare outcome) no clinical evidence of active disease & tests for DRTB are
« Repeat microbiological test (smear, MGIT, NAAT)atend of IP & at end of therapy, if still negative, the remaining treatment course to be com|

leted
omatic or any deterioration/failure to respo . P
ls\yrﬁgﬁreatment oomny plet!on follow up patients cllmcally atend of 6,12,18 & 24 months ?::msags' m;gz;;'%‘;:g;g ,acl,‘f:),/fy ?;27:::2‘)1 &adclressed

ABBREVIATIONS
FQ: Fluoroguinclones
Gastric aspirate

RIF. Rifampi
SAM malnutrition

nide; Ethambutol
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