Prioritizing Person-
Centered Tuberculosis
Care: Urgent Actions

to Combat Drug-
Resistance

Jennifer Furin, MD., PhD
The Sentinel Project on Pediatric Drug-Resistant Tuberculosis

March 21, 2024



WHO/TB/96.210 (Rev.1)
Distr.: General

Original: English

GUIDELINES FOR
THE MANAGEMENT OF
DRUG-RESISTANT
TUBERCULOSIS

by

Sir John CROFTON
Professor Emeritus of Respiratory Diseases and Tuberculosis
University of Edinburgh, Scotland
Pierre CHAULET and Dermot MAHER
Global Tuberculosis Programme
World Health Organization, Geneva, Switzerland
with contributions from
Jacques GROSSET
William HARRIS
Norman HORNE
Michael ISEMAN
Bryan WATT

7y
¢
© World Health Organization
1997

With these considerations in mind, a specialized unit for dealing with MDR tuberculosis
may reasonably be regarded as an expensive luxury which is only affordable where
national resources are moderate or good, and after full implementation at country level



Pre-existing socioeconomic stresses worsened by
illness.

Newer agents (if exist) rationed in attempts to
“protect” the drugs, often requnng forced
hospitalization.

If DST shows addifional resistance, person with
TB often blamed.

%

Proportion of people not improving/cured with
first regimen but continue on empinic treatment
while awaiting additional drug susceptibility
testing (if they can access it at all).

AN

People unable to return to commumiy roles while
receiving care but become increasingly unable to
prioritize treatment given the structure of TB
SETVICES,

Treatment literacy and therapeutic partnerships

Multiple structural bamers lead to late
presentation at health facility.

Diagnosis does not routinely include access to dmg-
resistance testing for commonly used medications
and people at nsk of recerving meffechive regimens.

/

Patients given the same treatment regardless of
disease stage, resistance pattems, comorbid
conditions, etc.

“Relative” acceptability mistaken for absolute
acceptability, with no accounting for individual
preferences or needs.

ignored n favor of DOT (or its virtual equivalents).
Limited offers of fammly, nutnitional, financial support.




Fears of emerging resistance dominate
the research landscape. New drugs are
continually sought, which are then
“protected” through ratiomng but fed
back mto the same inadequate system

Provision of

social/economic/psychologic support
viewed as fostenng dependence

Preferences and needs of impacted commumities
not systematically solicited Shared decision
makmg overlooked 1 favor of retaiming power
dynamics that favor the system.

Fears of emerging drug resistance
drnive a treatment and research agenda
focused on simpheity.

Aim for a “one size fits all” treatment,
with a universal regimen approach.

Attempts to remove the need for dmg
suscephbility testing for most people
with TB.

Treatment shortemng 1s pnonhzed
over other aspects of care.

DOT (with enhanced technology) still
overshadows other approaches to care
and limited counseling only focuses on

improving adherence.




* “The excuses of our times can be ingenious: failure to provide
access to treatment becomes reframed as failure to adhere to
prescribed drug regimens. This perceived ‘noncompliance’ of the
poor (but not other classes of patients) is reframed, In turn, as a
public health issue. Not only are ‘precious pills’ wasted on such
patients, but their noncompliance is seen as leading to new drug-
resistant strains....Thus does denial of access to treatment become
transformed into a rational public health strategy.”

-Dr. Paul Farmer, Pathologies of Power, 2003




