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uA normal CRP is useful to rule out TB in 

ambulant patients

u1.True 

u2.False



Clinical Presentation

uSymptoms
uSigns
uInvestigations:

CXR
Ancillary investigations

CRP-useful in ambulatory patients
Hb
Albumin



Cardinal symptoms of TB

u Fever x >2/52

u Night sweats x >2/52

uWeight loss >2.5% over 1/12

u Cough x >2/52.

IJTLD 2004 8(6):792 ð795



u SYMPTOM SCREEN FOR PTB IS 100 % SENSITIVE FOR AT LEAST 2 

SYMPTOMS

u 1.TRUE

u 2.FALSE



Diagnosis -PTB

uAbsence of  symptoms exclude TB

u1.TRUE

u2.FALSE



Diagnosis PTB

u In HIV positive patients the sensitivity of 2 -3  sputum smears is 

u 1.60-70%

u 2.40-50%

u 3.30-40%

u 4.>70 %



Reliability of Symptoms

uThe presence of any 2 symptoms: 

uSensitivity - ~100% (all pts with TB have symptoms)

uSpecificity - 88% (12% that donõt have TB had symptoms)

uPPV - 44% (of pts with symptoms 56% falsely diagnosed with TB)

uNPV - ~100% (absence of symptoms excludes TB)

uCXR not sensitive at excluding TB. 

uAbsent symptoms reliably excludes TB. 

IJTLD 2004 8(6):792 ð795



BIGGER CHALLENGES



GeneXpert

u Smear-positive Sn: TB 98.2%
u Smear-negative TB: 

1 sample Sn: 72.5%
2 samples Sn: 85%
3 samples Sn: 90.2%

u Sp: 99.2%

12.5%

5%



Definitive Diagnosis

Smear
u HIV negative - sensitivity of 2 -3 

smears » 50-70%
u HIV positive sensitivity of 2 -3 

smears » 30-40%
Culture (MGIT, MODS)
Nucleic acid amplification 
Ag detection in urine (LAM )



Response to ATT at 8/52 to Diagnosis TB

uResponse to ATT is an effective way to 
diagnose HIV -associated SNTB

uClinical criteria to monitor @ 8/52:

Wt gain of Ó 5%

Hb increase Ó 1g%

Reduction in CRP by >60%

Increase in KPS

Improvement in Ó 50% of initial symptoms. 

IJTLD 2006;  10(1):31



Response to ATT at 8/52 to Diagnosis TB

uÓ 2 response criteria at 8/52 has 97.5% 
sensitivity for confirmed TB.  

uPatients with suspected SNTB who do 
not meet this criteria are unlikely to 
have TB:

TB treatment should be discontinued 

Referred to the next level of care for 
diagnostic evaluation.

IJTLD 2006;  10(1):31



WHO Recommendation

uBest approach to reduce time to Rx 
of SNTB is to use a clinical 
approach, based on case definitions . 

uImposes evaluation over time

uHCW is expected to be a clinician, 
think and use discretion. 



Classify Clinical State: Based on Danger Signs

RR, PR, T



Chest X -ray

Pattern recognition

Distribution

Characteristic pictures

















Bilateral hilar/
mediastinal LAN







Recent developments

1. Implementing the inpatient WHO SNTB algorithm for 

saves lives and gets patients home sooner

2. The outpatient WHO SNTB algorithm misses 20% of 

patients with culture -positive PTB

3. Compared to smear - the Xpert MTB-RIF assay 

rapidly diagnoses more (but not all) patients with 

culture -positive TB (at $20 / test)



Standard practice

N = 338

WHO algorithm

N= 187

On TB Rx 46% 100%

In hospital after 7 days 38% 27%

Alive after 8 weeks 68% 83%
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Clinical Presentation -EPTB
31

Tuberculosis lymphadenitis - most frequent form and 

typically miltifocal in HIV-infeced hosts. 

Dx -An abdominal ultrasound and contrast-enhanced CT 

showing lymph nodes with central low attenuation suggests 

the diagnosis of mesenteric and para-aortic extrapulmonary

TB. 

CXR- Hilar ademopathy characteristic of mediastinal TB. 

FNA- TB lymphadenitis (scrofula), fine-needle aspiration 

may be helpful in the diagnosis, as acid-fast staining and 

culture is often positive in HIV-infected hosts. 



TB Pericarditis and pleural effusions
Tuberculosis pericarditis - usually due to 
contiguous spread, may be with hematogenous
spread. O ften have coexistant pleural effusion which 
may be aspirated to establish a diagnosis. 

Dx-Pericardiocentesis

u TB pleurisy,

Dx- Pleural fluid aspirate -typical features include a 
high cell count with a lymphocytic predominance, a 
high protein and a low glucose count.  Aid-fast bacilli 
are not frequently seen and culture is often negative. 

Pleural needle biopsy may be helpful in diagnosis and 
may reveal granuloma formation or possibly culture 
positively for TB. 



Skeletal TB
(Pottõs disease) typically presents with back pain or 

stiffness in the absence of other symptoms, and 

sometimes develops into weakness or paralysis of the 

lower extremities (Pottõs paraplegia) if diagnosis is 
delayed . The diagnosis of skeletal TB is difficult, given that 

bacilli are sparse and the culture of pus or tissue rarely 

positive.  Tuberculosis vertebral osteomyelitis (Pottôs disease) 

characteristically shows contiguous destructive vertebrae and 

paraspinal masses



Asymptomatic renal involvement

may occur in all forms of TB, 

Patients typically have 

concomitant extragenitourinary

disease. 

Sterile pyuria is the most frequent 

presentation of genitoutinary TB. 



Abdominal TB
u Bowel involvement is not commonly seen in HIV -associated 

TB, 

u Visceral abscesses (including hepatic, splenic and pacreatic ) 

u TB peritonitis may be seen.

u Dx-diagnosis of gastrointestinal TB is often made by physical 
exam, which may reveal ascites, peritonitis, or tender abdominal 
masses. 

u Abdominal ultrasound or CT (if available) may reveal mesenteric 
lymphadenopathy as well as hepatic, splenic or pancreatic 
enlargement and/or abscesses, which may be aspirated for 
definitive diagnosis.  

u If peritoneal fluid is present, it may be aspirated and examind for 
the typical findings: an exudative fluid with lymphocytic 
predominance, high protein, and low glucose.  

u Peritoneal biopsy may also be obtained and tissue examined 
histologically. 



u Patients with TB meningitis could have a normal CSF protein 

u 1.True 

u 2.False



Diagnosis -TBM
u 1.Many patients have evidence of TB elsewhere

u 2. 50% of adults have an abnormal CXR

u 3. Elevated protein

u 4. 43% of HIV+ patients had a normal protein

u 5. Moderate pleocytosis (usually 100 -1000 cells/mm 3) -Lymphocytic 
-PMN predominance in 25% of cases, esp. in early phase

u 6. Low CSF sugar

u 7.CSF smears for AFB positive only in 50%

u 8.Culture of CSF gold standard



Imaging (continued)

uBasilar enhancement and thickening

uHydrocephalus ñventricular 
enlargement

uInfarcts: basal ganglia

uIntracranial mass (tuberculoma)

uMay be more frequent in patients with 
HIV



Treatment 

u Steroids if patients present with:

uMental status changes

uFocal neurologic deficits

uSignificant cerebral edema

uSpinal cord disease

u Dose: 8-12 mg/d of dexamethasone or 60 -80 mg of 

prednisone tapered over 6 -8 wks
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The current short -course treatment for 

active tuberculosis
Duration: 6 months

Antibiotics: rifampin (R), isoniazid (H), 
pyrazinamide (Z), ethambutol (E) for 2 months 
followed with RH for 4 months  (2RHZE/4RH)

Efficacy: > 95% vs. drug -susceptible TBé if 

- all drugs are available, 

- appropriately prescribed,

- appropriately delivered, 

- and actually taken by the patient for the entire 
treatment duration



Updated TB treatment guidelines -2013 

Standardised treatment protocols with fixed dose combination medicines 

are used for TB treatment.
There are now three treatment regimens;

uRegimen 1: for new and previously treated 
adults and children >8yrs/ >30kg

uRegimen 3A: for children < 8yrs and <30kg with 
uncomplicated TB disease

uRegimen 3B: for children < 8yrs and <30kg with 
complicated TB disease



Updated 2013 guidelines for 

retreatment of TB consists of 

u1. 3 months of intensive phase and 5 

months of continuous phase 

u2. 2 months of intensive phase and 4 

months of continuous phase.



Treatment for Extra pulmonary TB
Six months treatment is as effective in extra-pulmonary 
as in pulmonary disease.
In some instances of severe or complicated disease 
(meningitis, TB bones/joints, miliaryTB) treatment may 
need to be extended to nine months. 
The intensive phase remains two months and the 
continuation phase is prolonged to seven months ς
2(RHZE)/ 7(HR).
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