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CORRESPONDENCE

COVID-19 and tuberculosis in South
Africa: A dangerous combination

To the Editor: There has been much speculation during the past
week about the catastrophe that awaits once coronavirus disease
2019 (COVID-19) establishes itself in the poorest communities
of South Africa (SA) and, importantly, in informal settlements.
Evidence to date suggests that COVID-19 is efficiently passed from
infected individuals via large droplets and hard-surface fomites. [1]
Given the housing density and shared toilet and tap facilities in
informal settlements, interventions such as frequent hand washing,
social distancing and self-isolation will be particularly difficult to
achieve. In addition, the disproportionate burden of HIV has left
many making dire predictions for the consequences to the people
and the health system if, or more appropriately when, COVID-19
reaches these communities.[2] In the wake of World TB Day, we would
like to remind readers why tuberculosis (TB) is also an important
and complex consideration for vulnerable populations in relation to
COVID-19.
At the time of writing (24 March 2020), 554 cases of COVID-19
have been detected and reported in SA, largely among people aged
21 - 60 years.[3] No deaths have yet been reported, and the majority of
cases are still imported by people who have recently travelled.[4] In the
language of the day, the SA epidemic curve has just begun. Early data
from China indicate that individuals most at risk for severe responses
to COVID-19 are those aged >60 years and those with comorbidities
such as chronic respiratory disease, hypertension, diabetes and
cardiovascular disease.[5,6] To date, COVID-19 has not been studied
in low- and middle-income countries with endemic HIV. With an
estimated 7.7 million people living with HIV in SA,[7] concerns about
the effect of COVID-19 on people with suppressed immune systems
have largely dominated the conversation. Yet HIV is only one piece
of the equation.
In SA, an estimated 301 000 people developed TB in 2019, nearly
60% of whom were also HIV-infected.[8] It is unclear how COVID-19
may manifest itself in this population. Regardless of HIV status, people
with undiagnosed pulmonary TB (PTB), those with drug-resistant
TB or complex presentations such as disseminated forms, and those
who have only just begun PTB treatment may be at increased risk for
severe responses if they become infected with COVID-19. As seen
with PTB and silicosis, combined pulmonary diseases can multiply
the gravity of the situation.[9,10] Moreover, common COVID-19
symptoms (cough, fever, and to a lesser degree, shortness of breath)
overlap with PTB, which may make distinguishing between the two
problematic for healthcare workers in high-burden communities.
Although sputum production, a common feature of PTB, is less
common among individuals with COVID-19,[5] those with TB-HIV
co-infection may not present with sputum production.[11] It will be
important for clinicians to stay vigilant and consider PTB in their
differential diagnosis of COVID-19 alongside the possibility of dual
infection with COVID-19 and PTB, especially among people living
with HIV. It is equally important that patients with confirmed or
presumptive PTB symptoms be prioritised for COVID-19 testing.
TB and COVID-19 could result in poorer treatment outcomes,
especially if TB treatment is interrupted.[12] Another danger is
the inadvertent de-prioritisation of TB care if the health system
becomes inundated with people experiencing severe acute respiratory
syndrome from infection with SARS-CoV-2.[12,13] We run the risk of
amplifying the effect when people with PTB return to communities
without adequate treatment, with potential consequences well
beyond the COVID-19 pandemic. It therefore behoves us as

epidemiologists, clinicians and citizens to act now to stem the tide of
COVID-19 transmission through our practice and communication.
The World Health Organization recommends that TB patients follow
all recommended precautions against COVID-19 and continue taking
TB treatment throughout the pandemic.[12] Ensuring continuity of
TB care will require adequate stock of medication for patients to take
home and the ramping up of digital technologies and other community
support systems to provide outpatient and community care when it is
safe to do so.[12] Given that self-isolation may be a challenge to those
at heightened risk, appropriate testing and the strict enforcement of
infection control protocols, cough etiquette, and segregation of people
who may have either TB or SARS-CoV-2 infection among in- and
outpatients will be of paramount importance to limit further spread.
TB-focused clinicians and health workers can also be vital points of
reference for people infected with SARS-CoV-2 and for health staff
undertaking active case finding and contact tracing.[12]
The spread of COVID-19 among people living with HIV is a wellfounded concern in SA. The implications of TB with and without
HIV must equally be considered. Factors related to PTB and TB-HIV
co-infection may complicate clinical suspicion for either COVID19 or PTB, and require clinical vigilance. Given the unknowns
regarding COVID-19 in the context of SA’s unique health burden, the
resounding call to flatten the curve remains of critical importance.
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