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North West TB Summit 
 

Guidance for Co-ordinated Management of Multi-Drug Resistant and 
Extensively Drug Resistant Tuberculosis in the North West of England 

 
1 Purpose  
 

This guidance is intended to guide the co-ordination of clinical and public health 
management of known or suspected cases of multi-drug resistant tuberculosis (MDR 
TB) and extensively drug resistant tuberculosis (XDR TB) in the North West (NW) of 
England.  It is intended to supplement the existing national and international 
guidelines: 

 
a) The Interdepartmental Working Group on Tuberculosis (1998) The prevention and 
control of tuberculosis in the United Kingdom: UK guidance on the prevention and 
control of transmission of 1. HIV-related tuberculosis 2. drug-resistant, including 
multiple drug-resistant, tuberculosis. London: Department of Health. Available online 
at: 
http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4006196  

 
b) National Institute for Health and Clinical Excellence (NICE) TB Guideline (March 
2011) (although this does not replace the above, it contains recommendations 
regarding the management of drug resistant TB, including those relating to infection 
control). Available online at: www.nice.org.uk/CG117  
 
c) World Health Organisation guidelines:  
 

 Guidelines for the programmatic management of drug-resistant tuberculosis  

 Emergency update 2008 at: 
http://whqlibdoc.who.int/publications/2008/9789241547581_eng.pdf?ua=1 

 2011 edition at: 
http://whqlibdoc.who.int/publications/2011/9789241501583_eng.pdf?ua=1 

 

 Treatment of Tuberculosis 
  http://whqlibdoc.who.int/publications/2010/9789241547833_eng.pdf?ua=1 
 
 

This guidance updates and replaces the previous NW Regional MDR TB Policy dated 
10 October 2010.  

 
2 Definitions, disease burden and risk factors for MDR/XDR TB 
 
2.1 MDR TB  
 

This is defined as an isolate that is resistant to at least rifampicin and isoniazid – the 
two main first-line anti-TB drugs.  

 

http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4006196
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4006196
http://www.nice.org.uk/CG117
http://whqlibdoc.who.int/publications/2008/9789241547581_eng.pdf?ua=1
http://whqlibdoc.who.int/publications/2011/9789241501583_eng.pdf?ua=1
http://whqlibdoc.who.int/publications/2010/9789241547833_eng.pdf?ua=1
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MDR TB is not common in the UK and is relatively rare outside London.  In 2012 there 
were 6 cases of MDR TB in NW England (1.3% of isolates). In the period 2000-2012, 
the number of isolates that were MDR in NW England has ranged from 1-7 per year.  
 
In the UK as a whole in 2012, 1.6% of isolates (n=81) were MDR. The vast majority of 
MDR cases were non UK-born (89%; 71/80). Of non UK-born MDR cases, the 
majority (44.9%; 31/69) were born in South Asia, followed by Eastern Europe (18.8%; 
13/69) and Sub-Saharan African (18.8%; 13/69). MDR cases represented 24.1% 
(13/54) of culture confirmed TB cases of those born in Eastern Europe, 1.6% (13/819) 
in Sub-Saharan Africa and 1.4% (31/2,144) in South Asia. Compared to 2011, there 
was an increase in the number and proportion of MDR cases born in Western Europe 
(5.2%; 5/96 versus 0/76 in 2011) and Central Europe (3.6%; 5/139 versus 0.8%; 1/125 
in 2011).  
 
Further details are available in the Public Health England (PHE) 2013 TB Annual 
report at:  
http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317139689583  

 
Although annual MDR case numbers are relatively small in the North West, 
arrangements should be in place to ensure effective clinical treatment and to minimise 
the risk to public health as MDR TB has significant societal and individual implications. 
Whereas a typical drug sensitive TB case is estimated to cost around £5,000 to treat, 
a case of MDR TB costs between £50,000 and £70,000, with a much longer, less 
effective and more toxic drug regime. A typical MDR treatment course lasts 18-24 
months and involves taking 8-11 tablets per day for at least two months, plus 
additional daily intravenous injections for the first six to eight months. In order to 
ensure completion of treatment, the requirement that patients have adequate care and 
support is critical. (For further details see the All Party Parliamentary Group on TB 
report “Drug-Resistant Tuberculosis: Old Disease – New Threat” at:  
http://www.appg-tb.org.uk/images/reports/Report%20on%20TB%2011.04.2013%20-
MTA.pdf)  

 
2.2 XDR TB  
 

This is defined as an isolate that is: 

 MDR (i.e. resistant to at least rifampicin and isoniazid of the first line drugs) and  

 Has resistance to any fluoroquinolone and 

 Has resistance to at least one of three injectable second line drugs (capreomycin, 
kanamycin and amikacin) 

 
This definition was agreed by the World Health Organisation in October 2006, 
following a review of extended drug resistance patterns in TB isolates from the global 
network of supranational TB laboratories.  
 
The incidence of XDR TB in the UK has been small with a total of 26 XDR cases 
reported by UK laboratories since 1995 but it is relatively high in some parts of 
Europe. There is currently no national UK guidance on the management of XDR TB. If 
a case does occur in the North West it should be managed according to the principles 
laid out in this guidance and always in consultation with one of the physicians listed in 
section 4 below. 

http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317139689583
http://www.appg-tb.org.uk/images/reports/Report%20on%20TB%2011.04.2013%20-MTA.pdf
http://www.appg-tb.org.uk/images/reports/Report%20on%20TB%2011.04.2013%20-MTA.pdf
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2.3 Risk factors for drug-resistant TB 
 

A risk assessment for drug resistance should be made for each patient with TB, based 
on the risk factors outlined in the NICE TB guideline:  

 History of prior TB drug treatment; prior TB treatment failure 

 Contact with a known case of drug-resistant TB 

 Birth in a foreign country, particularly high-incidence countries  

 HIV infection 

 Residence in London 

 Age profile, with highest rates between ages 25 and 44 

 Male gender 
 
3 Fast track molecular diagnosis 
 

Molecular diagnosis for direct detection of M.tuberculosis and rifampicin and isoniazid 
resistance is available from the microbiology laboratories at: 

 Lancashire Teaching Hospitals Trust, Royal Preston Hospital (Tel: 01772 
716565) 

 Manchester Medical Microbiology Partnership (Tel microbiology lab 0161 276 
4424);  

 The Royal Liverpool and Broadgreen University Hospitals Trust, Liverpool (Tel 
0151 706 4410).  

 The Pennine Acute Hospitals NHS Trust, Central Pathology Laboratory (Tel 
0161 627 8360) 

 
Molecular diagnosis (including speciation of mycobacteria isolated on culture) is also 
available from the Northern Regional Centre for Mycobacteriology, Newcastle (Tel: 
0191 213 8787). 

 
 
4 Referral and management 

 
Clinicians managing cases of MDR/XDR TB are recommended to discuss 
management through the online advice forum for MDR TB, hosted by the British 
Thoracic Society.  The forum can be accessed at: http://forums.brit-thoracic.org.uk 
 
This confidential, online service will allow the posting of an anonymised clinical or 
public health query on MDR/XDR TB, which, once approved, will be referred to a 
panel of experts.  This multi-disciplinary panel includes chest and infectious disease 
physicians, paediatricians, a public health physician, a TB specialist nurse, a patient 
and the directors of the laboratories undertaking drug sensitivity testing.  
 
Clinicians are also invited to submit follow-up data to this service so that management 
and outcome of cases can be monitored on a national basis. Once a patient’s isolate 
is confirmed to be MDR (or more resistant), the reference laboratory will, via the 
source laboratory, alert the clinician to the availability of this service. 

 

http://forums.brit-thoracic.org.uk/
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All cases of TB should be managed by, or in consultation with, a physician 
specialising in this disease. Cases should be notified by means of the PHE Enhanced 
TB Surveillance System (ETS) and referred to a specialist TB nurse.  In addition, 
where MDR/XDR TB is known or suspected, there should be liaison with, or referral 
to, consultant physicians experienced in the management of MDR TB.  In the North 
West the relevant physicians are: 
 
 Dr Alec Bonington, Regional Infectious Diseases Unit, North Manchester General 

Hospital (Tel: 0161 720 2729) 
 
 Prof S Bertel Squire, Tropical & Infectious Disease Unit, Royal Liverpool University 

Hospital (Tel: 0151 705 3101). In Prof Squire’s absence, contact the consultant on 
call for the Regional Tropical and Infectious Diseases Unit, on ward 3Y at the 
Royal Liverpool University Hospital (Tel: 0151 706 2000) 

 
 Prof Mark Woodhead, Manchester Royal Infirmary (Tel: 0161 276 4381) 

 
The management of children with MDR/XDR TB should involve a paediatrician with 
experience and training in the treatment of TB and a physician with MDR TB 
expertise.  
 
Patients with suspected or known infectious MDR/XDR TB who are admitted to 
hospital should be admitted to a negative-pressure room. If such facilities are not 
available locally, the patient should be transferred to a hospital that has these facilities 
and a clinician experienced in managing complex drug-resistant cases. Patients 
should be cared for in the negative-pressure room until they are found to be non-
infectious or non-resistant, and ideally until cultures are negative. (For further details 
please refer to the national UK guidance, documents a and b, in section 1.)  

  
  

5 Case conference/incident meeting 
 

Initiation 
 
As soon as MDR/XDR TB is confirmed or strongly suspected, the local PHE Centre 
(PHEC) health protection team (HPT) should be informed by the TB service and a 
case conference/incident meeting should be convened by the consultant in 
communicable disease control (CCDC).   

 
Core membership  
 
This should normally include: 

 CCDC and other members of the PHEC HPT team as appropriate 

 TB nurse 

 Physician in charge of the case 

 Physician expert in MDR management (if different from above) 

 Director of public health 

 Representative of responsible commissioner 
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The case conference might also include, if relevant: 

 General practitioner  

 HIV co-ordinator 

 Community infection control nurse 

 Local microbiologist 

 Hospital infection control doctor 

 Hospital occupational health department 
 

Remit  
 

 To agree diagnosis of MDR/XDR TB 

 To agree responsibility for clinical management of the case including consultant in 
overall charge, TB nurse and location for the treatment of the case 

 To agree definitions of ‘close and frequent’ and ‘casual’ contacts and to monitor 
contact tracing 

 To ensure that staff and others who have contact with the case are adequately 
protected against infection 

 To agree criteria for discharge to the community  

 To identify, and agree responsibility for, funding/commissioning issues 
 
6 Contact tracing 

 
This should be carried out as agreed by the case conference/incident meeting. 
Guidance for management of contacts of MDR/XDR TB cases is available in: 

 NICE TB Guideline (see section 1 above) 

 European Centre for Disease Prevention and Control (ECDC) Guidance 
“Management of contacts of MDR TB and XDR TB patients” at: 
http://www.ecdc.europa.eu/en/publications/publications/201203-guidance-mdr-tb-
contacts.pdf  

 
 
7 Occupational health 
 

Staff who have had contact with the case should be followed up in accordance with 
local occupational health policy.  This is the responsibility of the occupational health 
department.  
 

8 Community treatment 
 

Where cases are treated in the community, directly observed therapy (DOT) should be 
standard practice.  Regular reports (and exception reports if non-compliant) should be 
made to the consultant in charge of the case and the CCDC, as agreed by the case 
conference/incident meeting. 
 

9 Compulsory medical examination and admission  
 

When considering compulsory medical examination, or compulsory removal to, and 
detention in, hospital (previously sections 35, 37 and 38 respectively) the relevant 

http://www.ecdc.europa.eu/en/publications/publications/201203-guidance-mdr-tb-contacts.pdf
http://www.ecdc.europa.eu/en/publications/publications/201203-guidance-mdr-tb-contacts.pdf
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legislation is now the Public Health (Control of Disease) Act 1984 (section 45G) and 
Health Protection (Part 2A Orders) Regulations 2010.  
 
An application for a Part 2A Order is made by the local authority to a justice of the 
peace (JP) (magistrate) and should usually follow a multi-professional case review as 
detailed evidence will be required by the JP. Guidance on the process can be 
obtained at:  
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/P
ublicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_114510  
 
Consideration needs to be given to additional costs (e.g., for employing a security 
provider) that compulsory detention might incur. 

  
 
Date of agreed final version: 30 September 2014 
Date of review:    29 September 2015   

 
 

http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_114510
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_114510

