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Editorials

Antituberculous Chemotherapy in India

The advent of powerful antitubercular chemotherapy has impressively reduced the
mortality from tuberculosis, but little impact has been made on the prevalence of
the disease in several developing countries including India. Although this is largely
attributable to default on the part of patients in taking the prescribed medications in
their correct doses over prolonged periods, the problem is compounded by the
consequent emergence of drug resistant organisms.

In the developing countries the cost of antitubercular drugs continues to be an
important consideration in the choice of a chemotherapy regimen. Thus the
NatiQpaL Tuberculosis Programme has not found it possible to administer short
course chemotherapy on a large scale. Standard chemotherapy, based on the WHO
recommendations has been the usual practice, with isoniazid and thiacetazone for
12 months, supplemented by streptomycin in the first I to 1. months: However,
short course chemotherapy regimens are routinely used in the urban areas where
patients can afford to buy their own drugs.

A highly acceptable and successful regimen' is to give daily rifampicin,
isoniazid and ethambutol for 2 months, followed by daily or twice weekly
rifampicin and isoniazid for another 7 months. If ethambutol is substituted by
pyrazinamide, the continuation phase may be reduced to 4 months, provided the
prevalence of drug resistance in the region is low.' If the prevalence of primary
drug resistance to one or two drugs is high, as in India," a successful 6 month
chemotherapy regimen should include daily streptomycin. isoniazid, rifampicin
and pyrazinamide for 2 months followed by isoniazid and rifampicin for the
remaining 4 months. In this regimen it may be acceptable to substitute strepto-
mycin by ethambutol thereby making the treatment less painful.'

There has been serious concern in India that the rifampicin-isoniazid combina-
tion may have greater hepatotoxicity than reported from the West where the risk of
this complication is about I%.6 The risk of hepatitis is greater in undernourished or
elderly patients, or in those with a history of jaundice. According to a report? from
the Tuberculosis Research Centre, Madras, 16% of children with tuberculous
meningitis and 10% of adult patients with spinal tuberculosis developed clinical
jaundice while receiving the rifampicin-isoniazid combination on a daily basis. Bi-
weekly administration of drugs was associated with a much lower incidence of
hepatitis. There has been speculation that the risk of hepatitis is greater in slow
acetylators but this has not been confirmed. It would be prudent if doctors inform
all patients receiving the rifampicin-isoniazid combination that they run a risk of
getting hepatitis, and that they should cease medication and consult their physician
should this complication arise.

The high cost of rifampicin has prompted trials with short course regimens in
which rifampicin is replaced by thiacetazone in the continuation phase. Thus, daily
streptomycin, isoniazid, rifampicin and pyrazinamide for 2 months followed by
isoniazid and thiacetazone for 6 months has been shown to give fairly good results"
and is currently being evaluated by the National Tuberculosis Programme. Unfor-
tunately, allergic skin reactions to thiacetazone are frequent in Indians and more



2 THE NATIONAL MEDICAL JOURNAL OF INDIA VOL. 4, NO.1

serious reactions such as the Stevens-Johnson syndrome and toxic epidermal
necrolysis are not rare. Therefore, short course chemotherapy regimens containing
thiacetazone may not be the ideal treatment in India.

At present there appears to be no alternative to using rifampicin throughout the
standard 9 month or 6 month short course regimens. The cost of treatment may be
reduced if rifampicin is administered biweekly in the continuation phase although
the effectiveness of unsupervised bi-weekly treatment is yet to be evaluated.
Government subsidies have considerably reduced the cost of rifampicin in India
(Rs 2.50 for a 450 mg capsule) thereby making it affordable for most patients.
However, success in controlling tuberculosis in India depends not only upon the
easy availability of short course chemotherapy to patients but also to general
improvements in environmental sanitation, nutritional status, and the level of
education.
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Surgery for Leprosy

The fear of leprosy is the fear of the deformities associated with the disease. The
unsightly leonine facies and contractures, ulceration, loss of the fingers and toes and,
in endemic areas, early signs such as the thickening of the ear lobule or the loss of the
eyebrows are recognized even by the lay person. These universally known defonni-
ties, have always made the patient with leprosy an outcast of society. The Atlas of
Leprosy (1848) by Boeck of Norway was the earliest medical record of leprosy. 1

Though it has been known since 1873 that leprosy is caused by a mycobacterium
some members of the medical profession have refused to treat the disease. Like AIDS
the fear is particularly manifested in surgeons who are exposed to contact with
infected tissue. As a result the myth has been propagated that leprous tissues are
'rotten and fall off on their own, hence surgical wounds will not heal in leprosy'.

The surgical care of leprosy had, therefore, to await the discovery of dapsone
(DDS) when, for the first time, there was a medical cure for the disease. Cochrane-
started the large-scale treatment of leprosy with DDS at the Victoria Hospital (now
the Central Leprosy Training and Research Institute) at Chingleput, and stimulated
a young orthopaedic surgeon, Paul Brand, at the Christian Medical College, Vellore
to try and correct the deformities. Thus began the era of surgery in leprosy. Brand
soon realized that the deformities of the hands and feet were similar to those resulting
from traumatic nerve damage. He used the uninvolved forearm muscles, extended
when necessary by plantaris tendon grafts,' to replace the paralysed intrinsic muscles


