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Letters to the Editor

Author reply to comments

Sir,

We appreciate the comments of Animesh Ray. However,

majority of the points raised by him have already been

alluded to in the review.!"! Following is our reply to their
remarks.

1. The conventional classification of chest tuberculosis
(CTB) into primary and post-primary forms helps
to understand the pathogenesis of the disease and
its manifestations. Though there are typical imaging
features described for both, nevertheless, there is
considerable overlap in the radiological patterns, as
already discussed in our article.!"”! Also, since the article
focuses on imaging features, molecular studies are
beyond the scope of the article.

2. As author et al. themselves state that chest
radiograph (CXR) has high sensitivity, so it makes
sense to employ it as an initial imaging modality,
keeping in view its wide availability, low cost, and
substantially less radiation. In a considerable proportion
of patients, CXR along with clinical and laboratory
findings would help to diagnose TB accurately and CT
would be unnecessary. In the remaining patients where
CXR is equivocal and/or the clinical and laboratory
findings are non-contributory, CECT is justified and
is the investigation of choice. Thus, CT cannot be
advocated in all smear-negative patients. We agree that

infected patients, and this test may have false-positive
results due to detection of dead bacilli.

In case of radiological worsening of CTB and no definite
clinical improvement, we have suggested doing a CT
first to assess disease activity.l! This will also serve to
rule out alternative diagnosis. If CT suggests residual
disease activity, then intensive phase of ATT may
be prolonged. At this point of time, other relevant
investigations/therapies may be instituted to detect
drug resistance and to treat any secondary infection.
The point is well-taken that clinical/radiological
worsening despite treatment should lead one to
proceed with an exhaustive work-up to find the cause.
We wish to highlight here that the suggested protocols
may be modified depending on clinical judgment on a
case-to-case basis.

It goes without saying that imaging findings are
always interpreted in conjunction with clinical features.
If there is high index of suspicion and in case of
immunocompromised patients where there may be
atypical radiological findings, other investigations such
as bronchoalveolar lavage and tissue/fluid sampling
frequently prove beneficial. Also, adequate work-up
to rule out alternative diagnoses is essential in case of
atypical imaging features.

a section of patients (like those infected with retrovirus)
usually need a CECT chest and abdomen to rule out
TB (both pulmonary and extra-pulmonary) and other
opportunistic infections. However, this was beyond the
scope of the current article.

Sputum culture may be done along with smear
microscopy where facilities are available and where
smear examination is equivocal. We agree that Gene
Xpert MTB/RIF serves as a helpful add-on test, especially
in cases of smear-negative TB (because of its increased
sensitivity) and to detect rifampicin resistance (in
previously treated cases and contacts of drug-resistant
TB patients).>*! However, high costs and limited
availability hamper the routine use. There is no definite
data to justify its use in treatment-naive, non-retroviral

The purpose of the suggested recommendations is to enable
judicious use of imaging in diagnosis and follow-up of
CTB patients, with the caveat that they may need to be
customized to the given clinical situation.
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