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IMPORTANT DRUG INTERACTIONS
Rifampicin induces CYP3A4

ECNG TUBERCULOSIS (TB) IN CKD & RENAL TRANSPLANTS _

Higher risk » Atypical presentation » Early diagnosis * Timely treatment * Better outcomes

What to do?

(Granuloma)

PATHOGEN

Mycobacterium
tuberculosis

IMMUNOSUPPRESSION MANAGEMENT

= Hemoptysis

CLINICAL PRESENTATION

Pulmonary TB Extrapulmenary TB Disseminated TB
(&0—-60%) [30-50%) {15-30%)
* Fever * Lymph nodes + Miliary TB
* Cough > 2weeks . plaura « Multi-organ
* Weight locs + Bane & Jsin imolvernent l::;\l

» Genftourinary
» Abdominal
+ CNS
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TREATMENT (9-12 MONTHS)

Intensive Phase Continuation Phase

(2 months) {4-10 months) Always give
o lsoniazid (H) = Pyridoxing
* |soniazid
* Rifampicin (R} e with isoniazid
» Pyrazinamide () = Rifampicin (R)
* Ethambutal (E)
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LATENT TB SCREENING & PIOPHYLAXIS

4 Levels of W Monitor drug levels 5
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F graft function not stop wduce MMF / Comtinue CNI - -
+ Corticortercids Lwlk- - & okianeion S st with drug level ‘ if possible) for &9 months @ ¢
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DUTCOMES KEY TAKE HOME MESSAGES PREVENTION
Cure Rate Mortalty {;'-' Sereen for latent TB |
70-90% 15-30% dizseminated TB, - Troat latent TB
deugﬂmrs ’s. - :.:\ o T r' | | |
ar drugnm:-:ﬁurm (O S .Jk Good infection control |
High i"‘:ﬂ“:; : Extrapulmonary & Rifampicin causes Obtain tissue Tﬁ:m;‘:ﬁ = in dialysis units
Sugpicion tor i e B & dia i ot % |
e glieelion S disseminated TB major :mnJ mtltmﬁmﬁl ,.’ whf:;: ’r with & multickiscipliaary ® BCG not routinely
patient with fover SR MoTe common ke reoacl | passible approach recommended in adults

HIGH INDEX OF SUSPICION «

EARLY TESTING + ACCURATE DIAGNOSIS « BETTER OUTCOMES

A multidisciplinary approach involving nephrologiet,
infectious disease specialist and microbiclogist is essential,
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ECNG _ TREATMENT OF KOCH’S

Extracorporeal Nephrology Group

An Academic Forum for Nephrologists, I U B E R ‘ U Lo S ' s
DM Trainees, Physicians and

Healthcare Professionals

Robert Koch
Discovered Mycobacterium

® 7B is curable with early diagnosis, appropriate treatment and complete adherence. tubereulosis in 1882

1. STANDARD TREATMENT REGIMEN (Drug Susceptible TB) 2. SPECIAL SITUATIONS

INTENSIVE PHASE CONTINUATION PHASE | Drug Resistant TB TB in CKD / TB in Liver Disease TB in Pregnancy
2 MONTHS 4 MONTHS (RR/MDR-TB) Dialysis

Isoniazid Rifampicin = Pyrazinamide  Ethambutol Isoniazid Rifampicin &?? W
{H) R (Z) (E) (H) (R) : T
o®
@ O O OO O | | eme
based on DST * Mo doso adjustmant neaded * Llsa with eaution

for Isoniazid, Rifampicin,

5 mg/kg 10 mg/kg 20-25 mg/kg | 15-20 mg/kg 5 mg/kg 10 mg/lkg + Langer duration Pyrasinamic « Monitor LET * HR safe in all trimesters
Max 300 Max 600 oD oD Max 300 Max 600 = -
(Max 300 mg) | { “ﬂD mg) { MGD mg) { NOD mg) (9= 20 months) + Edmbuteol: 18 m/kg « Pyridoxine 25-50 mg/day . Av::l Et!mn‘-butral
; / * Speciallst cane essential thrice weakly after dinlysis with lsoniazid iR M
+ Manitor for toxicity « Pyridoxine 25 mg/day

Total duration: & months (ZHRZE/4HR) for most forms of TB

3. SUPPORTIVE CARE 4. MONITORING DURING THERAPY

. DURATION OF TREATMENT (Guideline Based)

LFT: Baseline & if symptoms i tor Aidiaren Gifasts Pulmeonary TB (most cases) & months
G ® @ @ (‘!} Vision testing: if Ethambutal used « Hepataotoxicity m Extrapulmaonary TB 6=9 months
4 f} Hearing: if injectable used (MDR TB) + Paripheral neuropathy D Meningeal TB 9-12 months
m:: ey AT::L‘:I S:mﬂ m::c;:;? E CBC, Renal function: as indicated : zr::::uﬁtls Bone & Joint TB 9=12 menths
s 5 er_h Assoss symptoms & adherence regularly * Rash, hypersensitivity | e MDR/ RR TB 9-20 months

BCG vaceing in infants (as per programme)

6. ADHERENCE IS THE KEY TO SUCCESS 7. KEY TAKE HOME MESSAGES
- [

Early detection & treatment of T8

o

Good ventilation & cough etiquette
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Regulor drugs | Familysupport Do not Follow up | Ensures cure TB is curable Complete the full | Take madicines | Ragulsr follow up | Prevent spread:
complete cowrse | & counseling ~ miss doses regularly & provents with standard course — Do not regularly & improves cure Cover cough, Good nutrition & strengthen immunity
drug resistance treatment stop earhy corractly & outcomes good hygiene
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Let us unite to eliminate TB -
for a healthier tomeorrow.

EARLY DIAGNOSIS « APPROPRIATE TREATMENT - COMPLETE ADHERENCE - TB CAN BE CURED o




parsorpeaomion oo [N CKD AND POST TRANSPLANT PATIENTS

An Avadesie Forim for Nephrofogiet, DM Trnimees,
Phyascimms, and Healthoane Professhanals

ECNG  DIAGNOSIS OF TUBERCULOSIS GD

_“I. * TBin CKD and Post Transplant patients is often atypical and paucibacillary.
‘" High index of suspicion and a combination of tests are essential for early diagnosis.

3. MICROBIOLOGICAL TESTS 4. OTHER DIAGNOSTIC TOOLS 5. EXTRAPULMONARY TB

Pédo j90@

1. CLINlCAL SUSPICION

[

) » Sputum for AFB smear * TST: variable in CKD/Tx, * Evaluate based on clinical
. zrgl?”r;ﬁt: fever, cough " :*h:::_:l;:?;f.icmay be normal llow sensitivity) may be anergic site involved
o A N e s | * NAAT (CBNAAT/GeneXpert): * IGRA (e.g., QuantiFERON-TB * Pleural fluid: ADA, NAAT,
| TR e ' * HRCT chest: increased detects MTB & Rifampicin Gold): useful adjunct, culture
anorexia sensitivity for early/atypical TB resistance - preferred test not affected by BCG
‘ * Atypical presentation + Imaging of involved organ * Culture (LJ/MGIT): « ADA (Adenosine deaminase): s AFWN?‘; o
PRGN R ChAY (USG/CT/MR) in suspected Gold standard ~ higher yield pleural/fluid samples RO
| Extrapulmonary TB extrapulmonary TB (takes time) » Tissue biopsy for

* Histopathology: caseating

is common * Repeat samples (early morning - .
granuloma supports diagnosis

histopathology & NAAT
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sputum/BAL/induced sputum)
SPECIAL CONSIDERATIONS ALGORITHM (STEPWISE APPROACH) KEY TAKE HOME MESSAGES
with compatible symptoms.
@ Use a combination of microbiclogical, radiological
o e i i i Clinical  Imaging NAAT Cuture/  Confirm & @ NAAT (GeneXpert) is the preferred initial test.
* Always rule out other infections and malignancy Suspicion {First line test) Histopathology Treat o Early diagnosis improves outcomes and

tU + CKD patients may have atypical, paucibacillary disease e o Think TB in any CKD or post transplant patient
: ¢ Immunosuppressed post transplant patients - higher risk Y -7 @
of reactivation & atypical presentation
and immunclogical tests.
prevents complications.

) Multidisciplinary approach involving
o-89 nephrologist, infectious disease specialist
EE® nd microbiclogist is essential.




