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NEWS  ABOUT  MEDICINE  &  HEALTH 
Frequently asked questions - XDR-TB  (Part 1) 

 
1. What is XDR-TB? 

XDR-TB is the abbreviation for extensively drug-resistant 
tuberculosis (TB). One in three people in the world is infected 
with dormant TB germs (i.e. TB bacteria). Only when the 
bacteria become active do people become ill with TB. Bacteria 
become active as a result of anything that can reduce the 
person’s immunity, such as HIV, advancing age, or some 
medical conditions. TB can usually be treated with a course of 
four standard, or first-line, anti-TB drugs. If these drugs are 
misused or mismanaged, multidrug-resistant TB (MDR-TB) can 
develop. MDR-TB takes longer to treat with second-line drugs, 
which are more expensive and have more side-effects. XDR-TB 
can develop when these second-line drugs are also misused or 
mismanaged and therefore also become ineffective. Because 
XDR-TB is resistant to first- and second-line drugs, treatment 
options are seriously limited. It is therefore vital that TB control 
is managed properly. 

2. What is the medical definition of MDR-TB and XDR-TB?  

MDR-TB, or multidrug-resistant TB, is a specific form of drug-
resistant TB. It occurs when the TB bacteria are resistant to  
at least isoniazid and rifampicin, the two most powerful anti-TB 
drugs. XDR-TB is TB that is resistant to any fluoroquinolone, 
and at least one of three injectable second-line drugs (capreo-
mycin, kanamycin, and amikacin), in addition to MDR-TB. This 
definition of XDR-TB was agreed by the WHO Global Task 
Force on XDR-TB in October 2006. 

3. How do people become infected with XDR-TB?  

People who are ill with pulmonary TB (i.e. TB of the lungs, the 
site most commonly affected) are often infectious and can 
spread the disease by coughing, or sneezing, or simply talking, 
as this propels TB bacteria into the air. A person needs only to 
breathe in a small number of these germs to become infected 
(although only a small proportion of people will become 
infected with TB disease). Sometimes the bacteria are already 
drug resistant if they come from a person who already has drug-
resistant TB. A second way of developing MDR-TB or XDR-TB 
is when a patient’s own TB develops resistance. This can occur 
when anti-TB drugs are misused or mismanaged. This happens 
when TB control programmes are poorly managed, for example 
when  patients  are  not properly supported to complete their full 
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course of treatment; when health-care providers 
prescribe the wrong treatment, or the wrong dose, or 
for too short a period of time; when the supply of 
drugs to the clinics dispensing drugs is erratic; or 
when the drugs are of poor quality. 

4. How easily is XDR-TB spread? 
There is probably no difference between the speed of 
transmission of XDR-TB and any other forms of TB. 
The spread of TB bacteria depends on factors such as 
the number and concentration of infectious people in 
any one place together with the presence of people 
with a higher risk of being infected (such as those 
with HIV/AIDS). The risk of becoming infected 
increases the longer the time that a previously 
uninfected person spends in the same room as the 
infectious case. The risk of spread increases where 
there is a high concentration of TB bacteria, such as 
can occur in closed environments like overcrowded 
houses, hospitals or prisons. The risk will be further 
increased if ventilation is poor. The risk of spread will 
be reduced and eventually eliminated if infectious 
patients receive proper treatment. 

5. Can XDR-TB be cured or treated? 

Yes, in some cases. Several countries with good TB 
control programmes have shown that cure is possible 
for up to 30% of affected people. But successful 
outcomes also depend greatly on the extent of the 
drug resistance, the severity of the disease and 
whether the patient’s immune system is compromised. 
It is vital that clinicians caring for TB patients are 
aware of the possibility of drug resistance and have 
access to laboratories that can provide early and 
accurate diagnosis so that effective treatment is 
provided as soon as possible. Effective treatment 
requires that all six classes of second-line drugs are 
available to clinicians who have special expertise in 
treating such cases. 

6. How common is XDR-TB? 

We do not know at the moment, but XDR-TB is rare. 
However, WHO estimates that there were almost half 
a million cases of MDR-TB worldwide in 2004, and 
MDR-TB usually has to occur before XDR-TB arises. 
We also know that findings from the only global 
study carried out so far showed that in some places 
perhaps as many as 19% of MDR-TB cases were in 
fact XDR-TB, but this is likely to be uncommon. 
Wherever second-line drugs to treat MDR-TB are 
being misused, the possibility of XDR-TB exists. 
Research is being carried out urgently to find out 
more. 

7. How can a person becoming infected with  
XDR-TB? 

The majority of healthy people with normal immunity 
may never become ill with TB, unless they are heavily 

exposed to infectious cases who are not treated or 
who have been on treatment for less than about one 
week. Even then, 90% of people infected with TB 
bacteria never develop TB disease. This applies to 
XDR-TB as well as to “ordinary” TB. People with 
HIV infection, however, in close contact with a TB 
patient, are more likely to catch TB and fall ill. The 
TB patients whom they meet should be encouraged to 
follow good cough hygiene, for example, covering 
their mouths with a handkerchief when they cough, or 
even, in the early stages of treatment, using a surgical 
mask, especially in closed environments with poor 
ventilation. The risk of becoming infected with TB is 
very low outdoors in the open air. Overall, the 
chances of being infected with XDR-TB are even 
lower than with ordinary TB because cases of XDR-
TB are still very rare. 

8. How can a person who already has 'ordinary' 
TB  i. e drug-sensitive TB, avoid getting XDR-TB? 
The most important thing is for a patient to continue 
taking all their treatment exactly as prescribed. No 
doses should be missed, but this is especially 
important if the course of treatment is meant to be 
taken every other day: so-called “intermittent 
treatment”. Above all, the treatment should be taken 
right through to the end. If a patient finds that side-
effects are a problem, for example, the tablets make 
them feel sick, they should inform their clinician or 
nurse, because often there is a very simple solution. If 
they need to go away for any reason, patients should 
make sure they have enough tablets with them for the 
duration of the trip. 

9. Why have we never heard of XDR-TB before?  
For some years we have seen isolated cases of very 
highly resistant TB around the world that we would 
today call XDR-TB. All the drugs used against TB 
have been around for a long time. If they are not used 
carefully, then resistance can develop. It is only 
recently as we carry out regular surveys of drug 
resistance in more and more countries, and with 
improvements in laboratory capacity, that these cases 
are being reported in greater numbers. This has led to 
the problem being more closely examined and given a 
name. 

10. How do countries prevent XDR-TB?  

Countries can prevent XDR-TB by ensuring that the 
work of their national TB control programmes, and all 
practitioners working with people with TB, is carried 
out according to the International Standards for TB 
Care. These emphasize providing proper diagnosis 
and treatment to all TB patients, including those with 
drug-resistant TB; assuring regular, timely supplies of 
all anti-TB drugs; proper management of anti-TB 
drugs and providing support to patients to maximize 
adherence to prescribed regimens; caring for XDR-TB 
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cases in a centre with proper ventilation, and 
minimizing contact with other patients, particularly 
those with HIV, especially in the early stages before 

treatment has had a chance to reduce the 
infectiousness.    (To be continued) 
Source: The World Health Organization 

 
 

FHI - Health and Family Life Education Program in Jamaica 
 

"Preparing for the Vibes in the World of Sexuality" _ 
Changing the behavior of young people requires a 
method that is stimulating and dynamic, involves the 
participants in the process, and allows them to make 
their own decisions. Ideally, the method should bring 
about long-term change, but provide some quick, 
noticeable results. To help young people make healthy 
and informed decisions about their reproductive and 
sexual health, FHI partnered with the Jamaica-based 
Ashe Caribbean Performing Arts Ensemble and 
Academy (Ashe). Founded in 1993 by two Caribbean 
artistic directors and 70 talented young Jamaicans, 
Ashe's mission is to teach audiences about healthy 
sexual behavior through performances that combine 
education with entertainment. The troupe performs 
Jamaican and Caribbean folk songs, dance, and 
drumming, while relaying messages about 
reproductive health, self-respect, and respect for one's 
partner. The songs and dances show the challenges 
and problems that arise when a group of teenagers on 
the brink of becoming sexually active are taken on a 
"journey" into the world of sexuality. USAID/Jamaica 
in 1998 supported Ashe, the Jamaican Ministry of 
Education, and FHI in developing a health and family 
life education curriculum and training guidance 
counselors, school nurses, teachers, and youth group 
leaders to educate young people about reproductive 
health.  The   "Vibes" methodology,   known   as   the 
 

Excite and Involve Young People (EIC) Model, is an 
effective tool for working with youth in schools. The 
EIC Model is an innovative and creative method of 
teaching, where education comes alive, where young 
people dance out myths related to sex and sexuality, 
act out stereotypes, and sing about preventing 
unintended pregnancy and sexually transmitted 
infections (STIs), including HIV. In contrast, when 
teachers and educators use the "talk and chalk" 
method and preach to their students, it can turn them 
off and close them up. For the EIC Model to be 
effective, the guidance counselor, teacher, or school 
nurse must be trained to be a successful facilitator. 
The Vibes methodology helps to desensitize 
facilitators to issues related to sex and sexuality, 
including empowerment of self, puberty, mastur-
bation, abstinence, dating, marriage, sexual inter-
course, pregnancy, STIs, HIV/AIDS, contraceptive 
use, gender, homosexuality, and violence. Since the 
completion of the "Preparing for the Vibes in the 
World of Sexuality" manual, more than half of 
Jamaica's guidance counselors have been trained. 
Additionally, with assistance from USAID/Jamaica 
and USAID, Ashe is now reaching out to parents and 
students throughout the Caribbean, and its materials 
have been adapted in Namibia, Rwanda, Senegal, and 
Haiti.  
Source: HIV/AIDS on the development gateway 

 
 

Highlights on Useful Research Findings Applicable to Health 
 
Snakebite ( by Dr. Tun Pe )  

 
Storage of Liquid Antivenom in Villages  

 
Early administration of potent antivenom following 
snakebite plays a vital role in management of  
snake-bite. Early administration of antivenom  
in villages combined with local compression pad  
and immobilization first aid were found to delay onset 
of systemic envenoming [1,2]. Cold storage of 
antivenom is essential in order to maintain its 
neutralizing efficacy. Storing liquid antivenom in the 
absence of cold chain in villages was an important 
issue so that ways of storing antivenom in villages 
should be explored.  
 
The efficacy of liquid Russell’s viper antivenom 
stored at two different conditions: (pot/ground) 
keeping it in a sand pot embedded in the ground and 

another (pot/house) in a sand pot embedded in a larger 
sand pot and kept in the house with two schedules of 
watering sand, daily and every third day was studied 
for seven months covering the winter and hot summer 
months in two localities in midland, Taungoo and 
Taungdwingyi respectively [3].  

At the end of the study the efficacy of antivenoms 
were assessed by WHO recommended methods.  
Daily   watering   keeps   the sand temperature  
1-2˚C cooler than every third day and maintains  
its temperature at 30 - 32˚C during the hot summer 
days of 40˚C. The efficacy of the antivenom  
in pot-ground with daily watering was found to  
be comparable to the control and  superior than  



 4 

pot-ground with every third day watering and also to 
that stored in the pot-house with daily watering.  
It is suggested that liquid antivenom should be  
stored in a sand pot embedded in the ground with 
daily watering of the sand in places where no  
cold storage facility is available. It is simple, 
effective, in expensive and could be carried out by the 
rural farmers. 
 
 

References: 
1. Tun Pe, Khin Aye Kyu, Aye Aye Myint, Nu Nu Aung,  
       Sann Mya and Tin Oo. MHSRJ 1998; 10 ; 22-25 
2.  Tun Pe, Aye Aye Myint, Khin Aye Kyu & Sann Mya. 

MHSRJ 2003 ; 15:1-5 
3. Tun   Pe,  Aye   Aye   Myint   &  Kyi   May  Htwe. In: 

Management   of    Snakebite   and   Research, WHO/ 
SEARO publication,  2002 ; 81-85. 

 
 Nutrition ( by Dr.Tin Khine Myint ) 
 

 
 

Determination of Glycaemic Indices of See-Cho ( Diabetic) rice, Parboiled rice  
and commonly eaten variety of Myanmar rice ( Pawsun) 

 
The aim of the study was to compare the Glycaemic 
Indices (GIs) of so-called See-cho (Diabetic) rice  
and Parboiled rice with that of commonly eaten 
variety of Myanmar rice (Pawsun) in order to give 
nutritional advice to the individuals with diabetes. 
Glycaemic Indices were determined in fifteen healthy 
women volunteers with normal glucose tolerance. 
They ingested test meals containing 50-g carbo-
hydrate portions of above rice samples cooked and 
served with natural tomato paste for palatability  
and 150ml of water over a 5-10 min period.  
Venous blood samples were collected through an 
intravenous cannula inserted into an antecubital vein, 
before and at 30, 60, 90 and 120 minutes after the  
test meal and analyzed for glucose by 0- touidine 
method. The GIs of the rice meals were determined  
by dividing the incremental blood glucose area for 
rice   by    the  incremental   blood   glucose  area   for 
  

50 gm glucose and multiplying that by 100, for each 
person. The GI of each rice sample was expressed as 
mean (± S.E.M) of the fifteen subjects. The  
fasting blood glucose levels of the fifteen subjects 
ranged from 2.22 to 4.96 mmol/L (mean ± S.D.  
3.6 ± 0.67 ) and the blood glucose levels returned to  
the baseline at the end of two hours. Glycaemic 
indices of the rice samples were 71.57 ± 8 percent for 
See-cho (Diabetic) rice 71.91 ± 9 percent for 
Parboiled rice and 65.05 ± 5 percent for Pawsun rice. 
Statistical differences were calculated using the  
’t’ test. The GIs of See-cho and Parboiled rice were 
not statistically significantly different from the GI of 
Pawsun rice.  
From the  findings, it can be stated that so-called See-
cho rice and Parboiled rice cannot be classified as low 
GI-food and cannot be recommended for individuals 
with diabetes mellitus as superior to that of Pawsun.  

 
Main recommendations of WHO/SEARO guidelines for the clinical management of 

snakebites in the Southeast Asian region ( by Prof. DA Warrell ) 
 

(Continued  from previous issue) 
 
8.    Antivenom   is  the  only effective antidote for snake venom. However, it is usually expensive and in short 

supply and its use carries the risk of potentially dangerous reactions. 

    
1. It  is  recommended  that antivenom should be used only in patients in whom the benefits of treatment 

are considered to exceed the risks. Indications for antivenom include signs of systemic and / or severe 
local envenoming.  

2. Skin/conjuntival hypersitivity testing does not reliably predict early or late antivenom reactions and is 
not recommended. 

3. It  is  recommended  that whenever possible antivenom should be given by slow intravenous injection  
or infusion. 

4. Epinephrine  (adrenaline)  should  always  be  drawn  up  in readiness in case of an early anaphylactic 
antivenom reaction. 

5. Subcutaneous  epinephrine  (adrenaline)  may  reduce  the  incidence  of  early antivenom reactions if 
given immediately before the start of antivenom treatment. 
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9.  
    When no antivenom is available, judicious conservative treatment can  in  many cases  save the  life of the   
       patient. 
10. 
      In  the  case  of  neurotoxic  envenoming with bulbar and respiratory paralysis, antivenom alone cannot be 
 relied  upon  to  prevent early  death  from  asphyxiation. Artificial  ventilation  is essential  in such cases. 
 In  countries  where  neurotoxic  envenoming  is  common, more  doctors  should  be  trained to carry out 

endotracheal intubation and mechanical ventilators should be available in major hospitals. 
11. 
      Conservative  management  and,  in  some  cases,  dialysis,  is  an  effective supportive treatment for acute 
 renal failure in victims of Russell’s viper, saw scaled viper and  sea  snake  bites.   
12. 
 Fasciotomy  should  not  be  carried  out  in  snakebite  patients  unless  or until haemostatic abnormalities 
 have   been   corrected,  clinical  features   of  an   intracompartmental  syndrome are  present  and  a  high 

intracompartmental pressure has been confirmed by direct measurement. 

MEDICAL UPDATE 

( Source: Reader’s Digest, March 2007)  
No Cancer from Mobile Phone Use 

 
Using a mobile phone does not raise the risk of brain 
tumours, according to a study of users. Mobile phone 
antennas emit electromagnetic fields that penetrate 
four to six centimetres into brain tissue, raising 
questions about the safety of long-term use. 

"The penetration of the technology is so high, and 
justified research into possible adverse health effects," 
says lead author Dr Joachim Schuz, of the Institute of 
Cancer Epidemiology in Denmark. 

However, after following 420,000 mobile phone users 
who first started using mobiles in the years 1982-
1995, the study concluded mobile phone use was not 
linked to a higher risk of tumours in the brain, 
salivary glands, eyes or around the ears.  

But don't up your usage just yet. "Theoretically, there 
may be a small risk for heavy users (more than one 
hour a day)," says Schuz, adding that follow-up 
studies are warranted.  

 

Lower Your Prostate Risk 
 

MAYO CLINIC RESEARCHERS have found that 
taking non-steroidal anti-inflammatory drugs 
(NSAIDs) such as aspirin or ibuprofen may prevent or 
delay the development of an enlarged prostate, which 
can casuse urinary symptoms in men as they age.  

"This study suggests that men s urinary health may  
be  improved  by  taking  NSAIDs,"  says  Dr Michael  

Lieber, Mayo Clinic urologist and study investigator. 
He and colleagues found the risk of developing an 
enlarged prostate was 50 per cent lower in aspirin or 
ibuprofen users compared to non users, and risk of 
developing moderate to severe urinary symptoms was 
35 per cent lower, he says, Prostate problems affect 
one in four men aged 40 to 50 and almost half of 70-
to 80- year- old men. 
 

Long Life to Those Born to Young Mums 

 
FIRST-BORN CHILDREN of young mothers are 
more likely to make it to the age of 100. After 
studying the data of 198 centenarians born between 
1890 and 1893, University of Chicago researchers 
Natalia Gavrilova and Leonid Gavrilov found that 
first-borns were 1.7 times more likely than their 
siblings  to  reach  the  mighty  milestone . Birth order 

 
itself  appears to be insignificant; the main predictor 
was if the mother was younger than 25 when she gave 
birth . "The protective effect of being first-born is 
mostly driven by young maternal age," says Gavrilov. 
Among theories they offer to explain the findings are 
that a woman's best eggs are fertilised first and 
younger mothers are likely to be healthier. 
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Diagnosing Eating Disorders  
 

A team of researchers at Brigham Young University 
in the US has developed a method to diagnose eating 
disorder using hair samples from patients. With five 
hairs from each participant, the team achieved  
80 per cent accuracy in diagnosis. "People  with  
eating  disorders  are  often  unable  or unwilling to 
discuss their dietary practices," says study co- author 
Steve Thomsen. "But the hair can tell the story. The 
approach, used in conjunction with other methods, 
would allow us to be more accurate because women 

often under-report their unhealthy dietary practices, 
which means we are probably underestimating some 
of our findings."  "This test would give a clinician an 
objective ً measure to use to diagnose an eating 
disorder, and we hope it will eventually allow a sound 
diagnosis at an earlier stage," says Kent Hatch, 
assistant professor of integrative biology and lead 
author of the study. Larger studies will be conducted 
later to develop an approach that can be used 
clinically. 
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