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ABSTRACT
Background: So far, there is no reliable information on the drugs actually taken by tuberculosis patients.
With billing data from a large German health insurance company, valid data from practice will be used for
analysis. The objective here is to use the claims data of a health insurer to gain an insight into the
prescriptions issued to patients with tuberculosis in Germany.
Methods: The study design encompasses a longitudinal, analytical observational study of selected
insurance holders. Descriptive analyses of the outpatient drug supply of pulmonary tuberculosis patients
are determined for 6 payroll years. We have studied whether different doses of tuberculosis medication are
associated with age, sex, inpatient status and comorbidity. Quantile regression is used as a method to
identify subgroups or characteristic dosages.
Results: The number of defined daily doses prescribed per patient varies among insurance holders and
encompasses widely differing timeframes. Higher doses are observed with increasing age, as well as in
patients with tuberculosis-related hospitalisations. The sex of the patient has no identifiable effect on the
prescribed doses for any of the first-line tuberculosis drugs. Comorbidity partially has a significant impact
on the duration and intensity of tuberculosis drug prescriptions.
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Introduction
Every 3 s, a person is infected with Mycobacterium tuberculosis and 5–10% of the immunocompetent
carriers develop active tuberculosis (TB) over the course of their lives [1]. As far as active TB is concerned,
a number of Western European countries have been considered to be low-incidence countries for several
years now. However, TB is still the infectious disease with the highest number of deaths worldwide [2–4].

The conventional method of treating TB consists of the administration of multiple drugs, known as
anti-TB drugs, for a period of 6 months. In the initial phase, a combination of four drugs is taken to
prevent resistance and quickly reduce the number of reproductive pathogens. During this initial 2-month
phase, a combination of the drugs rifampicin (RMP), isoniazid (INH), pyrazinamide (PZA) and
ethambutol (EMB) is given. Streptomycin (SM) may also be prescribed as an alternative to EMB, although
this is rarely the case nowadays and is mainly used for cases of TB affecting the central nervous system
and, if there is a proven susceptibility, for multidrug-resistant strains. The standard “short course” therapy
with proven sensitivity to all four of these first-line drugs involves treatment with a combination of RMP
and INH for another 4 months. The required duration of the drug treatment may far exceed the
conventional 6-month period; multidrug-resistant strains may necessitate treatment periods of 20 months,
even under ideal conditions [5, 6].

The World Health Organization (WHO) adopted a strategy in 2014 that aims to drastically reduce the
spread of TB by 2035. Compliance with therapy standards is essential to achieve the goals of this End TB
Strategy [7, 8]. In line with WHO guidelines [9], consensus-based S2 standards for the treatment of TB in
adults and in children [6, 10] were developed in Germany to specify the ideal doses and treatment durations
for both the conventional form of TB and for special drug-resistant forms and specific patient groups [11].

Aims of the study
The data of a health insurer are being used here to give an insight into how drugs are prescribed to
patients with active TB. This will enable to analyse factors that might influence TB treatment. In addition
to age, sex and medical risk factors for TB, the influence of the form of treatment (inpatient combined
with outpatient care or outpatient care only) on the prescribed doses of drugs will be analysed.

Materials and methods
Study design
The study design encompasses a longitudinal, analytical observational study of selected insurance holders
of the DAK-Gesundheit, Germany’s third-largest statutory health insurance fund.

The analysis is based on personal data of insurance holders at DAK-Gesundheit. These data represent a
complete collection of data for insurance holders in the period from 1 January, 2009 to 31 December, 2014.
Insurance holders could appear in the database by one of two means: 1) They were diagnosed with TB.
The diagnoses in this case are those recorded in the claims data of DAK-Gesundheit. For outpatients,
confirmed diagnoses in the course of outpatient consultations are required, and only main diagnoses
recorded upon discharge are recognised for inpatients. 2) Insurance holders collected prescriptions with
drugs for the treatment of TB. At least one prescription for a TB-specific drug must have been redeemed in
the period under consideration (2009–2014). Information on the person (i.e. year of birth and sex) was
required. Moreover, only the billed drugs with a correct centrally administered pharmaceutical identification
number (‘Pharmazentralnummer’ (PZN)), were used. The coding in the numerical sequence of the PZN
ensures a clear identification of a drug, its purpose, formulation and package size, supporting the
elimination of unsuitable drug usage. The selection criteria produced 1817 insurance holders (figure 1).

Ethical statement
No decision of the Ethics Committee is required for this investigation of claims data. In accordance with
the Professional Code for Physicians in Hamburg (Art. 15, 1, Status of 10.03.2014) and the Chamber
Legislation for Medical Professions in the Federal State of Hamburg it is only necessary to obtain advice
on questions of professional ethics and professional conduct from an ethics committee if data which can
be traced to a particular individual are being used in a research project.

Target variables
An analysis and count of 14 anti-TB drugs listed in the prescriptions of the anatomical therapeutic
chemical (ATC) classification system was performed. The outpatient prescriptions of the four current
first-line drugs were studied using the innovative quantile regression method [12–14]. In our case, the use
of quantile regression studied the effect of independent variables on various levels of intensity of the
drugs. This enables a study of how each of the factors of influence differ in their impact as drug intensity
is varied (i.e. variations in the dose of the drug studied as the reference measure) [15].
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Temporary discharges from hospitals, something that is not uncommon in practice due to patient wishes
or organisational needs, were recognised as a single hospital admission for the purpose of drug
administration if the period until discharge period did not last more than 3 days. Patients treated for TB in
a hospital were assumed to have received drug treatment from the fourth day onwards in relation to the
period of drug administration [16].

All personal health-related data in this sample was collected and processed [17] following the European
General Data Protection Regulation and the German Social Code Book X [18]. The necessary approval was
granted by the competent regulatory authority, contractual agreements were concluded on the collection
and use of the data [19]. Internal data protection rules were applied for the pseudonymisation of data
collected by DAK-Gesundheit, including the personally identifiable health insurance account numbers and
identifying information of service providers [20].

A one-time snapshot extract of the treatment database of DAK-Gesundheit was prepared and submitted
for the period from 1 January, 2009 to 31 December, 2014.

Definitions
TB of the respiratory tract is defined as diagnosed in accordance with the ICD-10 GM (German
Modification) codes and comprises the three-digit codes A15 “Respiratory TB (confirmed by
bacteriological, molecular biological or histological means)” and A16 “Respiratory TB (not confirmed by
bacteriological, molecular biological or histological means)”. The ICD-10-GM three-digit code A19 refers
to miliary TB [21]. The ICD-10 three-digit codes A15 and A16 will also be referred to jointly as
“pulmonary TB” in the following.

Patients identified in the database

of the health insurance (DAK)

(n=1821)

Eligible for analyses

(n=1817)

Patients with outpatient

TB medication

Patients with outpatient

TB medication

Patients with outpatient

TB medication

Patients with outpatient

TB medication

and

with outpatient diagnosis,

no inpatient diagnosis

(n=484)

and

with outpatient diagnosis,

with inpatient diagnosis

(n=565)

and

no outpatient diagnosis,

no inpatient diagnosis

(n=509)

and

no outpatient diagnosis,

with inpatient diagnosis

(n=259)

Reasons for exclusion

No sufficient master data in

   the database (n=3)

No outpatient TB medication during

   the period of the study (n=1)

Without diagnosis

(n=509)

Outpatient diagnosis

(n=1049)

Inpatient diagnosis

(n=824)

FIGURE 1 Composition of the study population (n=1817). TB: tuberculosis.
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Variables and information sources
These data were sourced from the routine data of DAK-Gesundheit and comprises pseudonymised master
data (year of birth, sex, start of insurance, end of insurance), outpatient data (confirmed diagnoses),
outpatient drug prescriptions (ATC codes and PZN) with corresponding dispensing dates and hospital
data (date of admission, date of discharge, diagnosis and diagnostic status).

This study considers patients with pulmonary and/or miliary TB. The current first-line drugs (RMP, INH,
PZA and EMB) as well as second-line drugs (streptomycin, rifabutin, moxifloxacin, levofloxacin,
protionamide, amikacin, aminosalicylic acid, delamanid, terizidone and bedaquiline) were considered here
as TB-specific drugs. The latter drugs are used mostly in patients who exhibit intolerances or resistances to
drugs, where the first-line drugs are unable to have their intended effect.

Due to statutory data retention requirements, the data encompass different time periods (for the inpatient
diagnoses, data are available on insurance holders for the entire period from 2009 to 2014). These data
enable an analysis of hospitalisation duration and discharge diagnoses. For the outpatient diagnoses, the
obtainable time period is limited, as German health insurers are required by law to delete these diagnostic
data after 4 years [22]. Due to this legal restriction, outpatient diagnoses are only available for the years
from 2012 to 2014. There is also a specific factor to take into consideration regarding drugs administered
during hospital stays. Data on specific drugs during the hospital stays are not transmitted to the health
insurers, which is why the drugs administered in the hospital are not included in the analyses presented
below. The database relating to specific drugs is therefore limited to outpatient prescriptions.

The prescription rates for active ingredient groups (first based on the ATC classification) are presented
here. Based on the additional information for the PZN of the billed drug, the number of the received
defined daily doses (DDDs) for the active ingredients is determined [23, 24]. This enables the information
on the ATC classification to be supplemented with the package size recorded under the PZN, which
indicates the number of standardised DDDs of the included active ingredients. The DDDs and the time
period between the prescription redemptions allow a measure to be defined that represents the theoretical
compliance. The number of DDDs identified using the billed prescription only allows for an estimate of
the drugs taken, because neither the specific prescription by the physician nor the correct use of the drugs
by the patient have been documented.

For the purposes of statistical inference, these DDDs related to the period in which each insurance holder
had the characteristic TB drugs available for use. Accordingly, the usage time starts upon the first
prescription issued and ends upon the last prescription used for characteristic TB drugs. All drugs with the
exception of the last prescription are considered in terms of the DDD available per day for the related
analyses. Both measures, the DDD and the derivative quotient, primarily serve as a means of estimating
therapy compliance and do not need to be consistent with the recommended drugs nor with the actual
prescribed doses [24]. The DDD for the four first-line drugs for standard treatments were 600 mg for
RMP, 300 mg for INH, 1750 mg for PZA and 1200 mg for EMB in the period under study.

Miliary TB is initially treated in exactly the same way as a complication-free case of pulmonary TB. If
response to therapy is poor (e.g. due to immunosuppression), special second-line drugs are used. The drug
treatment of miliary TB is therefore addressed separately (table S1). The impact of known risk factors on
the duration of treatment and the use of drugs has been studied in terms of differences relative to the
remaining population. Risk factors include diabetes mellitus, HIV, renal failure, alcoholism [6], Crohn’s
disease and antibiotic resistance. These risk factors have been identified from the confirmed outpatient
diagnoses (categorised in accordance with the ICD) and from the hospital discharge diagnoses. Differences
in age and sex were also identified in terms of drug treatment durations and hospital stay durations.

Statistical analysis
Counts and categorical variables are shown as frequencies and proportions (as a percentage). Continuous
variables are reported both as arithmetic mean values with SD and as median values with range. Group
comparisons are performed using a t-test or Fisher’s exact test based on the scale of measure of each
variable, as appropriate. If necessary, the continuous scales are log-converted beforehand to satisfy the
distribution requirements. The values shown in the text have been transformed back to their original scale.
To study the derived individual compliance (total DDDs per total days) in relation to age, sex and hospital
discharge, quantile regressions were performed for the four first-line drugs (RMP, INH, PZA, EMB) on
the adult insurance holders at the time of the initial diagnosis of pulmonary TB using the interior
algorithm with 95% confidence interval.

A relatively new analysis method, quantile regression, was chosen. The objective of this method is to
identify subgroups and any potential inconsistent effects in terms of how TB drugs are supplied. The
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advantage of quantile regression over generalised linear models is that no distribution requirements need
to be met.

Quantile regression examines the entire spectrum of the available medication intensity, whether an
influence of the investigated, independent variables on adherence can be statistically demonstrated. This
method of compliance analysis examines insurance holders who have redeemed at least two prescriptions
for TB drugs in the study period. The compliance quotients for first-line drugs (RMP, INH, PZA, EMB)
were studied using quantile regression in terms of the impact of the variables age, sex and main diagnosis
upon discharge from hospital. The effect of the three factors of influence is stated for the four compliance
quotients. All analyses were prepared using the statistical analysis software R 3.5.2 [25] and SAS 9.4 [26].

Patient and public involvement
This was a secondary data analysis and therefore there was no direct patient or public involvement.

Results
Selection of study population
Of the 1817 patients under study, there were exactly 206 insurance holders for the year 2009 who first
appeared in the database as a result of a TB drug prescription. Regarding the additional insurance holders,
the diagnosis figures for pulmonary TB is in a range of 171 to 262 patients, while the diagnosis figures for
miliary TB are between 4 and 10 patients each year (figure 2). In addition to 32 cases of miliary TB
diagnosed in hospitals, there were 18 outpatient diagnoses of miliary TB.

Descriptive results
The share of women was 49% and the average age upon the initial TB diagnosis or prescription of a
TB-specific drug was 51 years. The proportion of older insurance holders (>64 years of age) was 35%,
whereas the average age was 51 years among men (±24 years) and 52 years among women (±23 years).
Table 1 provides an overview of the descriptive variables for the population.

Over the 6 years there were 1172 main diagnoses upon discharge from hospital for 824 insurance holders,
as multiple hospital stays resulted in individual insurance holders being referenced several times. This
meant that there were 567 insurance holders with one hospital discharge, 201 with two, 34 with three, 14
with four, 5 with five, 2 with six and 1 insurance holder with eight main discharge diagnoses of TB within
the hospital discharge period from 2009 to 2014. The number of prescribed daily doses is shown for the
active ingredients over the years in table 2. Of the 14 studied drugs, 13 were prescribed in the period
under study. For 905 patients, the simultaneous administration of three or four different drugs is
documented, which is conventional for initial medication. Of these patients, 722 (79.8%) received therapy
comprising the four first-line drugs RMP, INH, PZA and EMB, while treatment comprising the three
drugs RMP, INH and PZA was administered to 183 patients (20.2%).

Overall, 260 patients (14.3%) had a derived medication period of over 6 months from the first to the last
TB drug prescription. 658 (36.2%) of insurance holders received TB treatment lasting more than 2 months
in the period under study.

For patients exhibiting more than one redeemed prescription in the database, the average DDDs per day
are shown in table 3. It should be noted here that only the drugs INH and RMP are usually taken

FIGURE 2 Year of the first diagnosis
or first medication with specific
anti-tuberculosis (TB) drugs (n=1817).
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throughout the entire treatment period, meaning that only these median values are observed at a value of
above one.

Table 4 shows the figures for documented comorbidity in the period from 2009 to 2014. The number of
comorbidity cases is shown both in aggregated form and stratified by outpatients and inpatients being
admitted due to TB. The most common comorbidity among the insurance holders in the study was with
diabetes mellitus, renal failure and alcoholism. Table 5 shows the difference in the length of the hospital

TABLE 1 Sociodemographic data of included patients

Variable Women
n (row

percentage)

Men
n (row

percentage)

Overall
n (column
percentage)

Sex n (rate) 896 (49.3%) 921 (50.7%) 1817 (100%)
Age# years
Mean±SD 51.8±23.3 51.0±23.7 51.4±23.5
Median (range) 56 (0–93) 54 (0–92) 55 (0–93)

ICD-10 diagnosis (3-digit)
A15 (confirmed respiratory TB) 263 (46.6%) 301 (53.4%) 564 (31.4%)
A16 (unconfirmed respiratory TB) 439 (48.8%) 461 (51.2%) 900 (49.5%)
A19 (miliary TB) 27 (54.0%) 23 (46.0%) 50 (2.8%)

Death, unknown cause
Number 105 (35.1%) 194 (64.9%) 299 (16.5%)

Age years
Mean±SD 74.1±11.7 72.8±11.7 73.2±11.7
Median (range) 76 (35–93) 74 (23–92) 75 (23–93)

Work incapacity certificate (reason: A15, A16, A19)
Number of cases of work incapacity¶ 58 (45.3%) 70 (54.7%) 128 (7.0%)

Work incapacity period days
Mean±SD 141.0±137.4 133.0±134.9 136.6±135.5
Median (range) 113.5 (1–550) 98 (2–547) 99.5 (1–550)

Number of cases of work incapacity involving
disease of the respiratory system+

167 (49.1%) 173 (50.9%) 340 (18.7%)

TB as main diagnosis upon hospital discharge 344 (41.7%) 480 (58.3%) 824 (45.3%)
TB as outpatient diagnosis 287 (47.7%) 315 (52.3%) 602 (33.1%)

TB: tuberculosis. #: Age upon initial TB diagnosis/TB drug treatment in the period from 2009 to 2014. The
age curve of the insurance holders is shown by a bar plot in figure S3; ¶: work incapacity certificates for
the ICD-10 TB diagnoses: A15, A16, A19; +: work incapacity certificates for the ICD-10 diagnoses of TB or
disease of the respiratory system.

TABLE 2 Number of outpatient prescription-defined daily doses for tuberculosis drugs for the
years 2009 to 2014 (n=1817)

Active ingredient (number of
patients)

Year

2009 2010 2011 2012 2013 2014

First-line drugs Isoniazid (n=1563) 64358 50100 52400 52375 45383 45025
Rifampicin (n=1458) 54860 46979 47921 43131 37340 39152
Ethambutol (n=1110) 23498 22650 24687 21783 18638 17438
Pyrazinamide (n=991) 15127 12713 11007 11650 10533 10850

Second-line
drugs

Protionamide (n=18) 333.3 666.7 616.7 183.3 183.3 116.7
Amikacin (n=9) 0 10 47.5 0 5 70
Aminosalicylic acid (n=1) 0 0 0 0 0 19.3
Delamanid (n=1) 0 0 0 0 0 10
Rifabutin (n=96) 3960 5190 6420 6030 6180 4860
Terizidone (n=5) 14.3 28.6 0 157.1 71.4 0
Streptomycin (n=14) 160 50 20 100 0 0
Bedaquiline (n=0) 0 0 0 0 0 0
Moxifloxacin (n=304) 779 1376 2003 1578 1698 1245
Levofloxacin (n=363) 938.5 1239 1145 1133.5 1049.5 768.5

https://doi.org/10.1183/23120541.00369-2019 6

TUBERCULOSIS | J.F. KERSTEN ET AL.

http://openres.ersjournals.com/lookup/doi/10.1183/23120541.00369-2019.figures-only#fig-data-supplementary-materials


stay and length in drug treatment compared to those insurance holders without the relevant comorbidity.
The differences are additional days observed in patients with the diagnosed comorbidity compared to the
rest of the population. It has been demonstrated with statistical significance that patients with at least one
comorbidity spend a longer period during a hospital stay of an average of 27.2 days, especially where there
is comorbidity with alcoholism (48 days) and antibiotic resistance (63 days). HIV caused a significant
increase in TB drug administration (112 days).

Patients of advanced age (>64 years) trended towards longer hospital stays and lower drug treatment
durations, although the effects were not statistically significant. Male patients exhibited on average a
shorter TB drug treatment duration compared to women. Patients with a documented TB diagnosis
exhibited higher values for hospital stay durations and drug treatment durations on average. The effects of
the diagnosis were (with the exception of the hospital stay duration amongst pulmonary TB patients) all
statistically significant. Insurance holders with documented miliary TB exhibited hospitalisation of 35 days
longer and a drug treatment duration of 117 days longer compared to the rest of the population (table 6).

Quantile regression
The following compliance analyses examine all 727 adult insurance holders who have received at least two
prescriptions for TB drugs in the study period. The results for the four first-line drugs are described
below.

TABLE 3 Defined daily doses per medication day (difference: last prescription, first prescription with n=727 insurance holders
having at least two redeemed prescriptions for tuberculosis drugs under study)

Active ingredient (patients) Minimum 1st quartile Median Mean 3rd quartile Maximum

First-line drugs Isoniazid (n=640) 0.034 0.906 1.527 2.536 2.263 133.334
Rifampicin (n=641) 0.026 0.791 1.359 2.380 2.198 130.000
Ethambutol (n=532) 0.011 0.309 0.595 1.090 0.951 45.834
Pyrazinamide (n=527) 0.018 0.293 0.514 1.007 0.851 66.666

Second-line drugs Protionamide (n=7) 0.017 0.082 0.441 1.104 0.989 5.128
Amikacin (n=4) 0.033 0.104 0.130 0.362 0.387 1.154
Aminosalicylic acid (n=1) 0.254 0.254 0.254 0.254 0.254 0.254
Delamanid (n=1) 0.132 0.132 0.132 0.132 0.132 0.132
Rifabutin (n=25) 0.047 0.526 0.737 1.448 1.826 7.826
Terizidone (n=4) 0.044 0.070 0.144 0.174 0.248 0.365
Streptomycin (n=10) 0.010 0.054 0.082 1.952 0.148 20.000
Bedaquiline (n=0) 0.000 0.000 0.000 0.000 0.000 0.000
Moxifloxacin (n=144) 0.004 0.040 0.098 0.352 0.228 7.500
Levofloxacin (n=165) 0.003 0.041 0.082 0.179 0.161 2.857

TABLE 4 Comorbidity among insurance holders (multiple assignments possible)

Comorbidity# No hospital stay due to
TB n (row percentage)

Hospital stay due to TB
n (row percentage)

Number (proportion of
total population)

Diabetes mellitus 105 (30.9%) 235 (69.1%) 340 (18.7%)
HIV 9 (23.1%) 30 (76.9%) 39 (2.1%)
Renal failure 52 (16.9%) 256 (83.1%) 308 (17.0%)
Alcoholism 54 (28.7%) 134 (71.3%) 188 (10.3%)
Crohn’s disease 15 (39.5%) 23 (60.5%) 38 (2.1%)
Antibiotic resistance 7 (17.9%) 32 (82.1%) 39 (2.1%)
Patients with at least
one comorbidity#

168 (22.9%) 565 (77.1%) 733 (40.3%)

Patients with no known
comorbidity#

825 (76.1%) 259 (23.9%) 1084 (59.7%)

#: These are the only comorbidities that were reported in the main hospital discharge diagnoses during
the period from 2009 to 2014 or confirmed outpatient diagnoses in the period from 2012 to 2014.

https://doi.org/10.1183/23120541.00369-2019 7

TUBERCULOSIS | J.F. KERSTEN ET AL.



Rifampicin
There is no demonstrable effect of age or sex on compliance.

Another factor that we presumed to affect drug administration was hospital discharge. Our data show that
the effect of a hospital discharge, with the exception of very low doses, is around one DDD higher. It is
almost entirely independent on the initial dose. Insurance holders exhibiting a very high RMP dose even
had their hospital discharge associated with an increase in the dose of more than two DDDs (figure 3).

Isoniazid
There is no observable effect of age with isoniazid therapy. Hospital discharge is associated with a
statistically significantly higher compliance, which seems to remain practically constant at around 0.9. Sex
has no effect on INH therapy in the lower compliance range, although the DDDs are around 0.4 higher
for men than for women in the higher compliance range (figure 4).

Ethambutol
There is no demonstrable effect of sex, although compliance is higher among male patients with higher
doses. Age has no demonstrable significant effect on EMB compliance. The hospitalisation effect with this
therapy differs significantly from zero and is well above 0.5 units, especially where compliance is higher
(figure S1).

Pyrazinamide
Age and sex are not linked with PZA compliance, while hospital discharges are linked to an approximately
0.5 DDD increase in PZA adherence in the medium and higher compliance range (figure S2).

TABLE 5 Univariate group differences for selected risk factors in relation to hospital stay
duration and tuberculosis drug treatment duration

Comorbidity# Comorbidity effect difference days

Additional hospital stay duration of
hospitalised patients (n=824)

Additional drug treatment
duration (n=1817)

Diabetes mellitus −0.3 (p=0.981) 4.6 (p=0.766)
HIV 25.3 (p=0.399) 111.9 (p=0.007)**
Renal failure −3.7 (p=0.761) 14.8 (p=0.353)
Alcoholism 48.0 (p<0.001)*** 14.6 (p=0.456)
Crohn’s disease −32.2 (p=0.402) 77.1 (p=0.065)
Antibiotic resistance 63.2 (p=0.016)* 70.1 (p=0.093)
Patients with at least one
comorbidity

27.2 (p=0.003)** 25.0 (p=0.040)*

#: These are only comorbidities that were reported in the main hospital discharge diagnoses during the
period from 2009 to 2014 or confirmed outpatient diagnoses in the period from 2012 to 2014; *: p<0.05;
**: p<0.01; ***: p<0.001.

TABLE 6 Hospital stay durations and drug treatment durations in relation to sociodemographic
factors and diagnoses, each compared to the rest of the population

Variable Effect difference days

Additional hospital stay duration of
hospitalised patients (n=824)

Additional drug treatment
duration (n=1817)

Age >64 years 4.4 (p=0.603) −5.1 (p=0.479)
Sex male 1.5 (p=0.855) −21.6 (p=0.002)**
Diagnosed
pulmonary TB

7.0 (p=0.411) 42.5 (p<0.001)***

Diagnosed miliary
TB

34.9 (p=0.001)** 117.4 (p=0.009)**

TB: tuberculosis. **: p<0.01; ***: p<0.001.
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Summary of results
The analyses have shown that insurance holders being diagnosed with TB upon discharge from hospital
receive a statistically significantly higher number of prescriptions than those insurance holders diagnosed
solely on an outpatient basis. It is not possible to determine on the basis of the data used whether this
difference is attributable to a different approach to how prescriptions are issued or to differences in
morbidity between patients initially admitted to hospital for treatment and patients exclusively treated as
outpatients. More extensive studies are required here.

Over one-third of insurance holders received TB treatment lasting more than 2 months in the period
under study. The rate of insurance holders receiving work incapacity certificates in the study period due to
TB was 7%.

The recommendation issued until 2011 by the German Central Committee against TB (namely to use just
three drugs as an initial therapy in mild cases) was found to have been followed in 183 cases. The
recommendation was subsequently expanded to include EMB, which is reflected in the increasing
prescription rates of this active ingredient [6, 11]. However, both recommendations were suitable here, as
no relevant changes to dose regimens resulted from the changed recommendations.

Discussion
To our knowledge, this is the first longitudinal study of routine data from a German health insurer on the
effect of age, sex and hospitalisation on the administration of TB drugs to patients.

The analysis of the four first-line drugs has shown that patients having received a main diagnosis of TB
upon hospital discharge would redeem prescriptions that mandated higher doses of TB drugs. There was
no demonstrable age curve, even if the intensity of the prescriptions did tend to rise with increasing age.
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FIGURE 3 Quantile regression for the reference measure rifampicin (defined daily doses per day) on the variables (a) sex, (b) age and (c) hospital
discharge (n=727). Blue points represent the estimators for the particular quantile of the drug dose that was available per day. The light blue
areas highlight the corresponding 95% confidence intervals. Useful for comparison is the solid red line representing the constant estimation of a
standard regression model.
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Our analyses have shown with all four therapy compliance levels that firstly, age is not associated with
higher compliance levels, secondly, insurance holders having a TB diagnosis upon discharge from hospital
exhibit higher compliance levels, and thirdly, male insurance holders are linked to a somewhat higher
compliance. However, the latter case is not statistically significant for any of the first-line drugs.

Comorbidity with alcoholism and antibiotic resistance resulted in longer hospital stays. A longer drug
treatment duration was demonstrated in patients infected with HIV.

A relatively large number of insurance holders, consisting of TB patients, were included in the analysis.
One possible explanation for the identified, sometimes very short prescription times is that patients
initially treated with TB drugs were subsequently found to have received a misdiagnosis. This specific
health insurer exhibits a number of particularities in terms of the structure of the insurance holder group
under study that should not go unmentioned here; it is a health insurance fund that has evolved from the
oldest health insurer in Germany with a history stretching back to the 18th century. In the period under
study, this health insurer insured around 5 million people, of whom around 3 million (60%) were female.
This high percentage of female insurance holders may explain the almost balanced sex representation in
our sample, even though the disease occurs much more commonly in men [27, 28].

The low rate of work incapacity certificates (7%) may be attributable to the fact that we have older
insurance holders who do not require a work incapacity certificate, as they may no longer be in gainful
employment. Also, around 60% of the client base of the studied health insurer comprised women whose
careers may have been put on hold to start a family. The inclusion of TB-related work incapacity
certificates (e.g. due to bronchitis) has resulted in a substantial increase in the work incapacity certification
rate to 19%. Even so, this rate is still lower than would be expected given the age distribution. In addition
to the high proportion of women, the low work incapacity certification rate may be due to the high
proportion of unemployed insurance holders among the patients. Unemployment is also a risk factor for
TB [6].

The DDDs were lower than recommended for the majority of patients. It is not possible based on the
available data to determine whether these patients actually received fewer drugs or whether our method of
calculating the DDDs resulted in an underestimation of the DDDs. The usage duration was not known for
the last redeemed prescription and was not reflected in the calculation of the DDDs per day. This means
that the drug treatment duration may be generally underestimated.

Transferability
With around 5 million insurance holders, the customers of DAK-Gesundheit represent just a fraction of
the population covered by statutory health insurance in Germany. As a proportion of all statutory
insurance holders in Germany, they accounted for a share of around 7% during the study period. The
historical development of DAK-Gesundheit is unusual and has produced a specific insurance clientele that
cannot be considered to be representative of Germany. The reason of the lack in significance may stem
from the heterogeneity of the population. So, for instance we could not prove an effect of sex on the
amount of prescriptions. On the other hand, a high level of generalisation can be derived from the billing
data, which are real valid prescription data. There is no doubt about the validity of the data and the
conclusions drawn therefrom. While selection bias is to be expected, it can also be assumed that the effects
found within the population can be also considered to be valid.

Strengths and limitations
The analyses allow a high level of generalisation that retains its validity beyond the specific study (high
external validity). This is in contrast to clinical studies, which usually offer very low external validity. The
study of the various diagnostic methods in terms of outpatient and inpatient diagnoses presents numerous
opportunities for categorisation and different interpretations, and these in turn can lead to different results
and conclusions. The most valid available information was used for this study. The disease definition
resulted in the recognition of only confirmed diagnoses for outpatient diagnosis and main discharge
diagnoses for inpatient diagnosis. The treatment of outpatients using TB-specific drugs has also been taken
as an indication of TB infection, but does not allow for a study of the effect of the diagnosis. The
methodological challenges included the differing lengths of data availability periods resulting from legal
requirements. Outpatient diagnoses may only be stored in the health insurer’s database for the index year
minus 4 years, which in this context means that data were available for three claim years for our analyses.
Hospital diagnoses are available for much longer, but the extra years cannot be placed into proportion
with the corresponding outpatient diagnoses. For the hospital discharge diagnoses, the stay in hospital due
to TB is known, but the actual supply of medication during the hospital stay is not documented in the
claims data and is therefore a “black box” in analytical terms. There will almost certainly be differences in
terms of how drug treatment is applied for TB in hospitals. A sputum examination with a positive
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laboratory result for TB generally results in drug treatment commencing sooner than sputum
examinations with a negative result. However, from the fourth day, all patients can be assumed in practice
to be on TB medication [16]. The method of assuming adequate medication only from the fourth day
after diagnosis may well be a conservative estimate, but the data do not allow for differentiated modelling.
Outpatient drug prescriptions were available for the entire 6-year study period for all patients included in
the analysis.

The definition of affected patients takes a pragmatic approach that uses confirmed outpatient diagnoses,
the administration of TB-specific drugs and a main diagnosis of pulmonary TB or miliary TB upon
hospital discharge. The quality of ICD diagnoses for work incapacity certifications may not be sufficiently
reliable for secondary data.

The compliance levels used for analysis can only be taken as an approximation of the doses actually taken
as it is impossible to determine when and in which dose the drugs were actually taken.

There were inconsistent effects observed regarding prescription intensity (compliance) in the analysis. Our
secondary statistical analyses indicated that prospective studies that took resistances to first-line drugs and
comorbidity into particular account may be helpful. This is a field in which the factors of influence on the
supply of drugs to TB patients in Germany have not yet been adequately described.

A direct review of compliance with guidelines (i.e. how consistent the actions of the prescribing physicians
are with treatment guidelines) is not possible on the basis of claims data, but there was no indication of
widespread contravention of the guidelines.

Conclusions
About 40% of all TB patients are diagnosed and treated in outpatient care, only. The doses of the prescribed
four first-line drugs are higher for patients having received a main diagnosis of TB upon hospital discharge
than for outpatients without previous hospitalisation. It should be analysed in further studies as to whether
TB treatment for outpatients is sufficient regarding the doses of prescription first-line drugs.
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