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INTRODUCTION 

India accounts for the fourth global burden of 

tuberculosis (TB).
[1]

 The risk is even more in health care 

workers.
[2]

 Because of poor knowledge, attitude and 

wrong beliefs, TB is associated with social stigma.
[3]

 TB 

infection more than once is common. But; it is rarely 

seen more than twice. This is a case of an Indian lady 

physician who suffered from TB for the third time in her 

life and the psychological issues associated with same.  

 

Case 

Twenty year old thin and skinny final MBBS student was 

evaluated for pyrexia of unknown origin since one 

month. As the focus of infection was not found and fever 

was not responding to higher antibiotics, chest 

radiograph was done. It suggested cavitatory lesion in the 

right apical lung parenchyma. The sputum examination 

for acid fast bacilli (AFB) was negative. She was started 

on anti-Kochs therapy (AKT) with AKT-4 kit (Isoniazid, 

Rifampicin, Ethambutol and Pyrazinamde for two 

months, Isoniazid and Rifampicin for next four months). 

As the fever responded to AKT, it was continued for six 

months.  This was the first episode in year 2000.  

 

Four years later, she again presented with fever not 

responding to routine antibiotic therapy. Chest 

radiograph was done and showed right sided moderate 

pleural effusion. Pleural fluid was negative for AFB. 

With the diagnosis of Tuberculor right pleural effusion, 

AKT was started. Injection Streptomycin was added. 

Because of sever ear pain; streptomycin was stopped 

after five days.  AKT-4 course was continued for further 

six months. At end of six months therapy, repeat chest 

radiograph was normal and she was declared cured of 

disease. This was the second episode in year 2004.  

 

Twelve years after completing the second course of 

AKT, she presented with fever on and off for around two 

weeks not responding to routine antibiotic therapy. In 

third week she presented with pleuritic chest pain.  Chest 

radiograph was done and reported as normal. 

Ultrasonography examination of thorax was advised 

because of persistent pleuritic chest pain. It showed right 

sided pleural effusion. Both therapeutic and diagnostic 

pleurocentesis was done. Pleural fluid was negative for 

AFB and biochemistry was suggestive of infective 

etiology. With the diagnosis of Tuberculor right pleural 

effusion she was started on AKT with Tab 

Pyrazinamaide 750 mg twice daily for two months and 

Ethambutol 800mg OD, Isoniazid 300mg OD and 

Rifampicine 600mg OD for nine months. After 

completion of intensive phase therapy chest radiograph 

and ultrasound thorax was normal. Computed 

tomography done at the end of AKT treatment showed 

no active lesion. Patient was symptom free. This was the 

third episode in 2017. 

 

In retrospect, she gave history of irregular eating and 

sleep pattern during first two episodes of disease while 

psychological stress and poor eating habits at the third 

time. The first episode was not disclosed openly because 

of fear of problems in future social life. Though she 

received good psychological support from her family and 

friends, she experienced wired behavior even from few 

medical colleagues. Now, at thirteen months after 

completing treatment she is doing well.  
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Figure 1: HRCT after completion of third course AKT. 

 

DISCUSSION 

About 40% of Indian population is infected with TB 

bacteria and majority has latent TB than TB disease.
[1]

 

The risk is even more in health care workers, especially 

medicine and radiology residents.
[2]

 This patient might 

have inhaled the organism during her clinical postings in 

Medicine. Some peoples are more susceptible to TB than 

the others. Mathew et al had studied the risk factors for 

tuberculosis in health care workers. They found low 

body mass index and frequent contact with TB patients 

are significantly associated with high risk of TB.
[4]

 

Although BCG vaccination is given to all Indians as a 

part of National Vaccination Program, it does not appear 

to prevent primary infection with mycobacterium 

tuberculosis. There is no evidence that repeated BGC 

vaccination confers additional protection.
[5]

 But; Aronson 

et al had shown that BCG is protective for 50-60 years.
[6]

 

  

TB is the most common cause of pleural effusion in 

areas where TB is endemic. It can be because of 

reactivation of disease or primary infection. Rate of re-

infection with TB is around four times high within five 

years.
[7]

 Relapse is difficult to treat because of some kind 

of mutation of original strain of bacteria. This patient 

must have re-infection rather than reactivation of 

previous disease as it responded to standard AKT. 

Literature review showed only one case of tuberculosis 

occurring more than twice.  It was a case of Tibetan 

Nurse whose second episode was multi-drug resistant.
[8]

 

In our case, infection was susceptible to standard AKT 

for all three times.   

 

Along with physical disease TB patient suffers from 

psychological stress. They need to be strong enough to 

cope up with treatment toxicities and social stigma.  In 

India, patients with TB often experience rejection and 

social isolation. The stigma has taken a greater tool on 
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women than men. Because of fear of being ostracized, 

person also hides symptoms especially women.
[3]

  

  

The important thing in this case is, for all the three times 

mycobacterium tuberculosis organism was not detected 

and for all three times she responded to standard AKT. 

The health care workers in India need to take special 

precautions while with patients.  
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