


2 treatable since the 1940s, controlled since the 1970s: why is an ancient disease making

a 21st century comeback in London? by anna poppa

tuberculosis in the UK

As Michael Carter reports in the accompanying

article, the global resurgence in tuberculosis

(TB) has been attributed to problems both old

and new. Cramped living conditions and poor

access to medical care, typical in economically

deprived communities, enable contagious diseases

to spread easily. HIV, a disease which suppresses

the body’s ability to fight infections, and one

which is commonly linked to poverty, has

provided an ancient disease with new impetus,

and at just the time when many national TB

control programmes had been stagnating.

TB, a condition which has been treatable since

the 1940s, is responsible for around 3 million

deaths per year worldwide, and is the most

common cause of AIDS-related mortality. And

far from being limited to low and middle-income

countries, high TB incidence rates were common

in New York in the early 1990s, and are now

being reported in another of the world’s

wealthiest and most powerful cities – London.

In 2001, there were a total of 7,300 cases of TB

in the UK, over 3,000 of which were in London.

Whilst these absolute figures are small, and TB

is not a threat to the majority of Britons, they

hide alarming trends in some localities. In

London,TB rates have risen by 80% in the last

ten years, and in parts of East London rates are

higher than those in Brazil. In Brent, to

London’s north west, the rate now exceeds that

seen in China, and rivals that of Russia.

In this article we consider the reasons why TB is

gaining such a foothold here, report on a health

and social care system which is failing to

respond adequately to the problem, and ask what

this means for people with HIV in this country.

HIV & TB: A Special Relationship
According to the World Health Organisation

(WHO), a third of people with HIV worldwide

are coinfected with the mycobacteria which

cause TB. Regionally, coinfection is most
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TB terms 
A glossary of TB terms

can be found on page 10.

UK TB
surveillance
programme 
For more information on

TB in the UK, including

drug resistance, see the

Public Health

Laboratory Service

website

http://www.phls.org.uk

TB and
homelessness
Monitoring the burden of

TB amongst homeless

people is hampered by

the difficulty in

accurately assessing the

size of this population,

and agreeing how

homelessness is defined.

Reports from the

mid-1990s found TB

rates in homeless people

in London to be 150

times the national

average.

TB in East
London
East London and the

City Health Authority’s

(ELCHA) 2000/01

Public Health Report,

which describes the

Authority’s response to

the local TB problem,

can be read online at

http://www.elcha.co.uk

common in sub-Saharan Africa, where HIV

prevalence in some countries approaches 70%

of those with active TB disease1.

HIV infection increases the risk of developing

active TB, both from a newly acquired infection

and from the reactivation of latent disease.

Treating TB can be more difficult in people who

are coinfected with HIV – partly because TB

may present atypically, but also because

interactions between drugs commonly used to

manage the two infections mean that they are

not easily administered together.

The spread of drug-resistant TB is a further

problem. HIV infection is frequently associated

with increased risk of drug-resistant TB. Further,

people with HIV who acquire drug-resistant TB

strains are more likely than people who are

immunocompetent to develop active TB disease

as a consequence, and face a poorer prognosis.

WHO declared TB a global emergency in 1993,

advocating the widespread uptake of their TB

control strategy, DOTS. As the HIV epidemic

worsened in parallel, the policy approach within

both UNAIDS and WHO has been that of a

‘dual strategy for a dual epidemic’.This position

changed significantly in 2001, when WHO

acknowledged this split was failing to address

the mutual concerns of the two epidemics2.

WHO and UNAIDS are now promoting a

unified strategy, where control of HIV-related

TB is viewed as an integral part of HIV control.

Whilst the primary audiences for campaigns of

this kind are lower-income, high-prevalence

countries, there are lessons to be learnt from

this policy change much closer to home.

Table 1: Burden of TB in selected London boroughs and High-burden countries 20013

London boroughs

Brent

Newham

Hackney

Ealing

Haringey

Tower Hamlets

Islington

Camden

Lambeth

all London

High-burden countries

India

China

South Africa

Russian Federation

Kenya

Brazil

Thailand

Afghanistan

Cambodia

all 22 High-burden countries

number of TB cases 2001

297

249

117

241

158

128

106

103

137

2,917

number of TB cases 2001

1,820,369

1,447,947

243,306

193,363

161,085

110,511

85,870

70,531

78,564

6,776,160

TB rate per 100,000 population

117

104

87

77

70

69

60

51

50

40

TB rate per 100,000 population

178

113

556

134

515

64

135

314

585

177

ATU 122.qxd  1/28/2003  10:28 AM  Page 3



tuberculosis in the UK

continued

4

250

200

150

100

50

0

ra
te

 p
e
r 

1
0

0
,0

0
0

1988

1993

1998

1999

2000

Figure 1: Tuberculosis case report rates, by ethnic group in England and Wales, 1988-20004

White Indian,
Pakistani,

Bangladeshi

Black
African

Black
Caribbean

Chinese

TB in the UK
In the UK, cases of active TB are notified to the

Communicable Disease Surveillance Centre of

the Public Health Laboratory Service (PHLS),

who implemented an enhanced surveillance

programme for TB in 1999. Notification rates

for TB are usually given as the number of cases

per 100,000 population per year, and that’s the

convention used in this article.

Notification rates for England and Wales rose

from 11.8 in 1993 to 13.3 in 2000. Aside from

London however, only one region has had rates

consistently (just) above the national average;

West Midlands where the rate was 14.9 in

1993 and 13.7 in 2000. In London, the 1993

rate of 28.3 rose to 40.3 in 2000, and

provisional data for 2001 suggest it has

remained at this level. In Scotland, the absolute

number of notifications has fallen from 452

cases in 1993 to 303 cases in 2000, and the

provisional rate in 2001 was 8.

Just as the national UK case rate hides the

much higher rate in London, the overall rate for

London (39.6 in 2001) masks significant

variations between London boroughs.Table 1

above shows TB case rates in the nine London

boroughs where the provisional rate for 2001

was above 50 cases per 100,000 population.

For context, these are compared with 2001

rates from nine arbitrarily selected nations

designated as ‘high-burden’ countries by WHO.

(WHO has afforded high-burden status to 22

countries in total; these account for 80% of the

world’s TB cases).

TB and ethnicity
Readers in London will recognise many of the

boroughs listed in Table 1 as those with large

immigrant communities, and this is one factor

driving the imbalances in case rates across the

UK. In England and Wales, the proportion of TB

cases which have been reported in foreign-born

individuals (compared to those born in the UK)

has grown steadily since 1988.Then, the

proportion was 45.1% of all TB cases. In 1998

it was 56.2%; and in 2000, 63.5%.

TB is much more prevalent amongst minority

ethnic groups than amongst White people. As

Figure 1 shows, rates by ethnicity have varied
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glossary
adherence The act of

taking a treatment

exactly as prescribed.

antiretroviral A

substance that acts

against retroviruses such

as HIV.

CD4 A molecule on the

surface of some cells

onto which HIV can

bind.The CD4 cell count

roughly reflects the state

of the immune system.

HAART Highly Active

Antiretroviral Therapy, a

term used to describe

anti-HIV combination

therapy with three or

more drugs.

opportunistic infections

Specific infections which

cause disease in someone

with a damaged immune

system.

prophylaxis Taking a

drug to prevent an

illness. Primary

prophylaxis is the use of

drugs to prevent a first

occurrence of illness.

Secondary prophylaxis is

the use of drugs to

prevent re-occurrence of

illness.

resistance A

drug-resistant HIV strain

is one which is less

susceptible to the effects

of one or more anti-HIV

drugs because of its

genotype.

over time.The HIV epidemic will be one factor

driving this variation, along with changes in

immigration patterns.

It’s when one looks at these two variables

together that one sees even higher TB case

rates. Among foreign-born Black Africans, the

TB rate for England and Wales between 1998

and 2000 was 281, whilst for foreign-born

people of Indian, Pakistani or Bangladeshi

origin it was 175.

How common is HIV/TB coinfection?
The most recent evaluation of the extent of HIV

coinfection in people with active TB disease in

the UK was published last year5, but focussed

on information which has been held in the

PHLS National Tuberculosis Survey databases

for over four years. Nevertheless, it’s

conclusions were important.

Using confidential patient codes, people aged

between 16 and 54, who were recorded as

having being diagnosed with active TB disease

in 1993 or 1998, were matched with individuals

in the UK HIV/AIDS database. In 1993, 61

(2.2%) TB patients were HIV-positive. By

1998, the proportion had increased significantly

to 3.3% (112 cases). It was estimated that

coinfected patients contributed 8.5% of the

increase in TB cases in England and Wales

between 1993 and 1998, and 11% in London.

At both time points, coinfection was most

common amongst people of White and Black

African origin.The authors suggest, however,

that these figures are likely to be an

underestimate because HIV infection may go

undiagnosed in people with TB, and TB may be

under-reported in people with HIV.They

advocate therefore that routine HIV testing

should be considered in everyone diagnosed with

active TB, particularly those of White or Black

African origin.

Treating coinfected patients
In the UK, active TB should be managed and

prevented according to guidelines issued by the

Joint TB Committee of the British Thoracic

Society.These were last updated in 19986 and

20007. More recently published data underline

the clinical importance of the timely diagnosis

of both TB and HIV in coinfected patients.

Standard TB therapy appears as effective in

HIV-positive individuals as in the HIV-negative

population, though it’s not yet clear whether

there may be some increase in the rate at which

TB recurs.TB is an AIDS-defining illness, albeit

one which may occur at higher CD4 counts than

most other opportunistic infections. Because it’s

recommended that anyone with HIV-related

symptoms should be encouraged to take

anti-HIV therapy, being diagnosed with active

TB would be an indicator of the clinical need to

start HAART if you hadn’t already done so.

However, some TB drugs interact negatively with

HIV therapies, and both types of treatment are

associated with significant side-effects.The

latter is a concern not solely from the point of

view of the patient’s quality of life, but because

side-effects are a major driver of poor

adherence, and following the medication course

accurately is a crucial aspect of the successful

treatment of both diseases.

The best time to begin HAART in TB patients is

not known. However, because the standard TB

treatment course is to begin with two months

on four antimicrobial drugs before switching to

two drugs for the next four months, it’s become

common for doctors to delay HAART for at

least two months while the TB disease is

stabilised. After two months, the pill burden is

lighter and initial side-effects should have

settled. Whilst delaying HAART in these

circumstances averts risks, it clearly also

precludes potential benefits.

Last year in AIDS, Dr Gillian Dean and

colleagues reported on a retrospective review of

case notes from 188 HIV patients with low

CD4 counts who were diagnosed with active TB

disease in London and south east England

between January 1996 and June 19998.

Forty-one per cent had been unaware of their

HIV infection at the time their TB disease was

diagnosed.The median CD4 count at TB

diagnosis was 90 cells, and at presentation,

85% were not taking anti-HIV therapy.

Forty-five per cent started HAART whilst

taking treatment for their TB disease, and the

median delay between TB diagnosis and starting

HAART was two months.Twenty-seven people

had a further AIDS-defining illness during the

study period, a third of these within two months
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of their TB diagnosis.The risk of experiencing a

further opportunistic infection was fourteen

times higher in those who were not on HAART

compared to those who were. It was also

greater for those with lower CD4 counts at the

time of their TB diagnosis; 10% of those with a

baseline CD4 above 100 developed a further

AIDS-defining illness compared to 20% of

those with a baseline CD4 below 100.

Side-effects were common however, occurring in

54% of the group and causing a third to change

or interrupt their HIV and/or TB treatment.

These problems were seen most often in the

first two months of TB therapy. On balance

therefore, Dean and colleagues concluded that a

CD4 count below 100 should be an indicator for

early use of HAART in coinfected people being

treated for active TB disease. At higher CD4

counts, HAART should be delayed for two

months until the maintenance phase of TB

treatment begins.

Resourcing TB control
So, if parts of the UK are experiencing a

resurgent TB problem, can we be confident that

our health care system is responding as it should

be? Treatment is an essential element of TB

prevention because it reduces infectivity. And as

Michael Carter reports elsewhere in this issue,

drug-resistant TB, with its attendant costs both

for individual and public health, is the predictable

outcome of inadequate TB control programmes.

An Action Plan on TB was expected from the

Department of Health in January 2003, but at

the time of writing the Department were unable

to confirm exactly when it will appear.The

available evidence, however, suggests current

resources are wholly inadequate.

The Joint TB Committee of the British Thoracic

Society have recommended since 1990 that all

health districts employ a minimum of one whole

time equivalent TB nurse or Health Visitor for

every 50 TB case notifications, plus clerical

support. Late last year, the Committee reported

on their most recent audit of compliance with

this recommendation9. Postal surveys in 43 high

incidence TB districts, completed in 1998 and

2001, found major under-provision. In 1998, the

minimum criteria for both nursing and clerical

support were met by only six out of the 22 high

incidence areas outside London, and by none of

those inside London. In 2001, by which time TB

incidence had worsened significantly, the

situation was no better: five out of 22 high

incidence areas outside London met both

criteria, and one of 21 inside London.

The now defunct East London and the City

Health Authority (ELCHA, which was replaced

by several Primary Care Trusts in April 2002)

hosts three of the UK’s TB hotspots – Hackney,

Newham and Tower Hamlets – and in fact made

TB the exclusive focus of its 2000/2001 Annual

Public Health Report. In this interesting (though

not entirely reassuring) document, ELCHA

describe how many patients’ experience of active

TB disease is aggravated by delayed 

diagnosis – a problem which affects people with

HIV-related illness in the UK too. In the period

between 1995-97, the median duration of

symptoms prior to TB diagnosis was 14 weeks10.

Aside from the ongoing infection risk to those in

contact with these patients, late diagnosis adds

to the costs of their care as they will be more

likely to require inpatient treatment.

In a separate report from East London,

published last year, the health care utilisation of

62 people diagnosed with active, drug-sensitive

TB in Tower Hamlets in 1998 was analysed11.

Sixty-one per cent required inpatient care, the

median inpatient stay being 14 days.The

authors suggest that false assumptions about

the rate of outpatient care versus inpatient care

of TB patients could be an added drain on

resources allocated to TB control.

tuberculosis in the UK

continued
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Further reports on TB in London were

presented at last year’s Winter Meeting of the

British Thoracic Society. During 1999, half of

the 243 notified TB cases in Newham presented

to Accident and Emergency (A&E)

Departments prior to notification12. Fifty-one

people presented more than once (one person

presenting six times), giving a total number of

visits to A&E of 211. Of 106 visits for

TB-related episodes where staff did not suspect

TB, 61 cases (58%) had one or more

symptoms suggestive of TB.

In a second report from London, this time from

the North Central London Sector,TB

notifications between January 2001 and March

2002 were reviewed for prior presentation to

A&E13. Of 171 notifications, just under a third

(48 cases) presented to A&E in the six month

period prior to notification. In seventeen of

these cases, eight of whom were admitted onto

wards, a TB diagnosis was not made.

Outbreak of resistant TB in London
The overall rate of drug-resistant TB in the UK

remained stable during the 1990s, with

resistance to isoniazid present in around 6% of

cases, and multi-drug resistance in less than

2%. However, an outbreak of isoniazid-resistant

TB in North London has been under

investigation since January 200014.

Eighty-eight cases have been confirmed so far,

with transmission documented within hospitals

and in prison, as well as in the community.

Problems with adherence to treatment have

been documented in 38% of cases.

Where next?
Whilst it’s worth reiterating that most people in

this country are not at risk of TB, the status

quo regarding TB control is clearly failing some

of the most vulnerable members of our society,

including those at highest risk of both HIV

infection and TB disease.

The Government’s National Strategy on Sexual

Health and HIV aims to reduce the prevalence

of undiagnosed HIV, but sets down targets for

HIV diagnoses in GUM settings alone. Similar

targets have been in use for some time in

antenatal settings, where offering an HIV test is

mandatory (though it’s not mandatory to take

one).This policy change has generally been

hailed a success, enabling significant numbers of

HIV-positive women to receive appropriate

medical care, both during pregnancy and

beyond, and reducing the transmission of HIV to

children.This raises the question of whether

mandating the offer of an HIV test to everyone

diagnosed with active TB in the UK, with

appropriate counselling and education, could

prove to have similar benefits both for

individuals and for the wider public health.

key conclusions

Most people living in the UK are at very low

risk of developing TB. However, incidence

rates have increased in some areas,

particularly in London, where some boroughs

house very high rates.

In the UK, TB disease is more prevalent in

people born outside the country than those

born inside. It is also more prevalent

amongst minority ethnic communities than

amongst White people.

There is evidence that British tuberculosis

control programmes are failing to meet

recommended standards of care.

Inadequate TB control has been blamed for

the emergence of drug-resistant TB. Whilst

drug-resistant TB has been stable in the UK

of late, an outbreak of isoniazid-resistant TB

is ongoing in North London.
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On the 24th March 2003, communities around

the world will mark World TB Day with a series

of events planned to raise awareness of one of

the major health concerns for the 21st 

century – tuberculosis (TB). Along with HIV

and malaria, it is one of the diseases

categorised for special international attention

by the United Nations (UN) and World Health

Organisation (WHO). According to WHO, a

third of the world’s population has been infected

with TB; around 3 million people die of TB

every year; a third of the globe’s 42 million

people with HIV are also coinfected with TB;

and, in some resource-limited settings,TB is

responsible for 75% of HIV-related deaths1.

The importance of TB to the global HIV

pandemic is enormous.TB, as well as being a

major health problem in its own right, is also

the opportunistic infection most likely to cause

illness and death in HIV-positive people.

Moreover, like HIV,TB has had an uneven

impact around the globe, hitting resource-

limited countries, such as those in southern

Africa, the hardest. In middle-income countries

with emergent HIV problems, such as Russia,

and many other countries in eastern Europe,TB,

and particularly multi-drug resistant TB, is also

a major health problem. Nor are richer

countries unaffected. An early instance of the

interplay between TB and HIV to gain media

attention was the increase in TB in New York

City, particularly multi-drug resistant TB,

amongst the city’s HIV-positive population.

In this review article, the interaction between

HIV and TB will be examined through three

cases studies from southern Africa, eastern

Europe and the USA.

Southern Africa
Nearly 5 million South Africans are

HIV-positive, and over one and a half million of

these will develop active TB disease, which is

the leading causes of illness and death amongst

people with HIV in sub-Saharan Africa. What’s

more,TB adds to the pressures on already

overstretched and under-resourced healthcare

structures.This is partly because TB, unlike

most other HIV-related illnesses, can occur

when a person still has a relatively intact

immune system, and can be transmitted to, and

readily cause disease in people who are

HIV-negative.

In recognition of this, in 1999 the South

African Department of Health, in collaboration

with UNAIDS and WHO, established four

TB/HIV Pilot Districts.These offer health

information and preventative therapy for TB to

HIV-positive people with no evidence of TB, and

HIV and TB can be treated and managed successfully where resources are made

available by michael carter

8

tuberculosis worldwide
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improved management of other HIV-related

coinfections.TB prophylaxis, consisting of

300mg of the anti-TB drug isoniazid taken once

daily for six months, was provided to between a

quarter and a half of HIV-positive patients, and

is estimated to have prevented 900 cases of

active TB. However, the success of the venture

has been undermined in part by low levels of

adherence to treatment. In one district, only

13% of people collected their isoniazid as

required, with lack of money, either for

transport to the clinic or for food, identified as

the principal cause2.

A key strategy used to combat TB is DOTS,

which stands for Directly-Observed Treatment

Short-course. DOTS is one of five elements that

make up WHO’s STOP-TB campaign, promoted

for over twenty years in resource-limited settings.

This campaign promotes the adoption of

structured TB control programmes which involve:

Government commitment to a national 

TB programme.

The reliable and continued supply of 

anti-TB drugs.

The provision of effective diagnostic

microscopy services.

Treatment being administered under direct

observation by a trained supervisor.

Audit of the strategy’s efficacy.

Evidence from Zambia in southern Africa

suggests that key TB diagnostic services, such

as chest x-rays and treatments, are only

available intermittently, even for HIV/TB

coinfected patients. In addition, shortages of

key staff have been identified3.

The potential for effective HAART to

drastically reduce the incidence of TB in

southern Africa has been demonstrated by

doctors in Cape Town.They compared the risk

of developing TB between 264 people who

received HAART as part of clinical trials at the

New Somerset Hospital HIV Clinic between

1995 and 2001, with a control group of non-

HAART patients seen between 1992 and 2000.

Although the HAART group had lower CD4

counts and were more likely to have had major

HIV disease, they were significantly less likely to

have developed TB, with only six people in the

HAART arm becoming ill with TB, compared to

82 people who did not receive anti-HIV therapy.

The protective effects of HAART were greatest

for patients with more advanced HIV disease

and CD4 counts below 200.

Commenting on their findings, the Cape Town

investigators said, “HIV control is required for

effective tuberculosis control. HAART can have

a critical role in addressing the therapeutic

nihilism surrounding HIV and tuberculosis

coepidemics in South Africa and other 

African countries”4.

The lesson here is that HIV and TB can be

treated and managed successfully if resources

are available.

Russian Federation & Eastern Europe
The number of cases of HIV and TB is

increasingly rapidly in eastern Europe and in the

former Soviet Union. According to UNAIDS, by

the end of 2002 there were over 1.2 million

people living with HIV in eastern Europe, and

WHO estimates that in the Russian Federation,

the prevalence of TB is increasing by 8% a year.

More than 2 million people are registered as

patients at Russia’s TB clinics, and currently

30,000 TB deaths are recorded per year, a

figure which is predicted to double by 20105,6,7.

The economic and social disruption which has

followed the collapse of the former Eastern

Bloc, with attendant poverty, malnutrition and

alcohol and drug abuse, are fuelling the spread

of TB, with drug use being the main reason for

the spread of HIV in Russia and some eastern

European countries in recent years.

Of particular concern is the prevalence of

multi-drug resistant TB (MDR-TB). A recent

study published in the US journal Emerging

Infectious Diseases found that in a sample of

140 Russian civilians and prison inmates in

Samara, approximately 50% were infected with

a strain of TB resistant to at least one of the

two first drugs of choice to treat the infection

(rifampicin and isoniazid), and nearly 45% had

multi-drug resistance.

The situation in Russia’s prisons is particularly

alarming. In 2001, it was estimated that 10%
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of Russian prisoners, approximately 100,000

people, had active TB, and 80% of prisoners in

the Samara study had TB which was resistant

to rifampicin8.This is the legacy of Soviet and

Russian doctors’ practice of offering

sub-optimal TB therapy, which departed from

accepted international guidelines, leading to the

development of MDR-TB.

Although eastern Europe has established health

infrastructures, there is concern that in many

former Soviet republics these are crumbling

through lack of investment, with few resources

available for the detection and effective

treatment of TB. What’s more, there is

resistance to the implementation of the WHO

DOTS TB programme in some quarters. Given

that 200,000 Russians were, by mid-2002,

diagnosed with HIV, the potential exists for the

Russian Federation’s HIV and TB epidemics to

fuel eachother to disastrous extent.

New York City
It is easy to characterise TB as being a disease

of the past, or of poorer countries. However, in

the 1980s and early 1990s these assumptions

were shattered when substantial increases in

cases of TB were detected in one of the world’s

richest cities, New York.

In 1978, after decades of decline, the number 

of TB cases in New York increased, rising

steadily to just over 2,000 cases a year by

1989, before leaping by over a third to a peak

of 3,700 in 1992.

The increase in New York’s TB cases coincided

with the disintegration of its public health

services. Over twenty years, the amount of

money spent on TB control fell from $40

million in 1968 to just $4 million in 1988. At

the same time, treatment strategies focused on

providing prophylactic treatment to people with

latent TB infection to prevent them becoming

sick, whilst neglecting to ensure that people

with active TB were taking enough medication

to cure them. In 1988 in one Harlem hospital,

only 11% of TB patients were completing their

treatment course.The problem was made worse

by high rates of homelessness and drug and

10

tuberculosis worldwide

continued

TB terms

tuberculosis (TB) Disease due to infection with

Mycobacterium tuberculosis complex.

TB infection A condition in which M. tuberculosis

organisms are present in the body without

necessarily causing active TB disease.

active TB Currently active TB disease, whether or

not it is infectious.The symptoms of disease include

weakness, weight loss, fever, no appetite, chills and

sweating at night. Other symptoms of TB disease

depend on where in the body the bacteria are

growing. If TB is in the lungs (pulmonary TB), the

symptoms may include a cough, pain in the chest,

and coughing up blood.

latent TB (sometimes known as 'dormant' TB) A

state in which viable mycobacteria are present in

the body without currently causing active disease 

but with the potential to reactivate and cause

disease.The latent focus may be the result of TB

infection which has not progressed to cause disease,

or old TB disease that is not currently active. An

adequate course of anti-TB treatment is believed to

effectively prevent latent TB from reactivating in

most patients for at least 20 years.

MDR-TB Multi-drug resistant TB;TB which is

resistant to both isoniazid and rifampicin, two

anti-TB drugs.

reactivated TB Old TB infection (whether previously

known or not) which has become active.

re-infection Active TB due to acquisition of new

infection in someone who has had previous 

TB infection.

from PHLS: http://www.phls.co.uk/topics_az/tb/glossary.htm

ATU 122.qxd  1/28/2003  10:28 AM  Page 10



HIV news
NAM's website offers a

free news service

covering the key

developments in HIV and

AIDS worldwide. Log on

to www.aidsmap.com

and join our weekly

email bulletin service.

Look out for daily

reports from the 10th

Retroviruses Conference

held in Boston, February

10-14.

editor's note
After ten years on

NAM's Medical Advisory

Panel, we say a fond

goodbye to Professor

Tony Pinching this

month, who is soon to

leave Bart's Hospital to

work in Cornwall.Tony's

contribution to ATU has

been consistently

thoughtful, informed, and

freely-given, and he will

be very much missed.

NAM forum
February's NAM Patient

Information Forum will

be held on February

24th at the usual venue,

University of London

Union, Malet Street,

WC1, from 7-9pm.

Check aidsmap.com for

further details.

alcohol problems amongst people with TB.The

result was not only a rapidly worsening TB

problem, but the transmission of MDR-TB.The

emergence of HIV made matters worse, and by

1990 at least a third of all TB cases were

amongst people with HIV.

By 1993, worldwide media attention and the

huge cost of treating MDR-TB prompted 

both the city and federal government to take

action, backed by $40 million of funding.

Outreach workers were recruited, and new staff

added to the New York City Bureau of TB

Control, in order to staff a programme 

where the taking of TB treatment would be

directly observed.

In 2001, the success of the programme was

demonstrated when the city recorded its lowest

ever number of TB cases, lowest number of TB

deaths, and only 24 cases of MDR-TB, a fall of

94% from the 1992 peak9.

Further, only 14% (184 people) of tuberculosis

cases in New York in 2001 were amongst people

with HIV.This number has been falling steadily

since 1992 and undoubtedly, more effective HIV

treatments have a role to play. Unlike treatment

for many other conditions, HIV medication is

available free of charge to residents of New York.

The use of Directly Observed Therapy resulted in

88% of people completing their TB therapy.

The experience of New York shows that even

wealthy countries are vulnerable to TB, and to

TB and HIV acting together, but that

investment, effort and effective therapy can

reduce not only the overall prevalence of

tuberculosis, but the incidence of MDR-TB, and

the number of cases amongst people with 

HIV, particularly against a background of

effective HAART.

Action can be taken
Just before the Barcelona World AIDS

Conference in July 2002, the New York-based

Treatment Action Group, which campaigns for

wider access to HIV treatments, interviewed

leading players involved in the treatment of HIV

and TB.These included clinicians, patient

advocacy groups, WHO officials, government

administrators and representatives from the

pharmaceutical industry.They identified the

need for more cooperation between HIV and TB

groups and specialists, the need for better

clinician and patient information on how to

diagnose and treat TB, and the provision of

DOTS to all people with HIV and TB

coinfection10.

Perhaps following these steps will help ensure

that TB, which is after all a condition for 

which a cheap, effective cure exists, stops being

the leading cause of illness and death in people

with HIV.

key conclusions

Tuberculosis causes around 3 million deaths

a year and is a major health concern around

the globe.

TB is the major cause of illness and death

amongst people with HIV.

TB and HIV are acting in synergy in Africa,

where TB control programmes are

frequently under-resourced.

Where effective HAART is available, 

the incidence of tuberculosis can be

dramatically reduced.

TB, particularly drug-resistant TB, is a

major health issue in middle-income

countries such as Russia, which have

emergent HIV epidemics.

Tuberculosis is also an issue for wealthy

countries, and can re-emerge if health

services are under-funded and adherence to

treatment is poor.

New York City’s experience of TB in the

1980s and 1990s demonstrates that TB can

be controlled through structured investment.
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about NAM

NAM is a charity that exists to support

the fight against HIV and AIDS with

independent, accurate, up-to-date and

accessible information for affected

communities, and those working to

support them.

For more information, and details of 

our other publications and services,

please contact us, or visit our website,

www.aidsmap.com.

disclaimer

The publishers have taken all such care as 

they consider reasonable in preparing this

newsletter. But they will not be held responsible

for any inaccuracies or mis-statements of fact

contained herein. Inclusion in this newsletter of

information on any drug or clinical trial in no 

way represents an endorsement of that drug or

trial. This newsletter should always be used in

conjunction with professional medical advice.

subscriptions

free subscriptions for individuals

AIDS Treatment Update is 

available free to individuals in 

the UK affected by HIV or AIDS.

We ask individuals from overseas 

to contribute to postage costs.

costs to professionals and 

organisations

professional/organisational rate:

£75/year

voluntary organisation rate:

£55/year

To begin your subscription simply

complete the form opposite and 

return it to NAM, or call or 

email us.

AIDS Treatment 

Update is also 

available on audio 

tape, and can be

emailed to you 

as a pdf file.

Call NAM on +44

(0)20 7627 3200 

for details.

any questions

for an introduction to HIV treatment issues

NAM’s information booklets are free to people

with HIV.Titles include: anti-HIV 

drugs, clinical trials, glossary, HIV & hepatitis,

HIV therapy, lipodystrophy, nutrition,

resistance, and viral load & CD4. Please contact

NAM for your copies.

HIV & AIDS Treatments Directory

This is a comprehensive guide to the medical

aspects of HIV. Available at only £12.95 to 

people with HIV and £64.95 to professionals.

Please contact us to order your copy.

www.aidsmap.com

Visit our website for the latest news and

conference reports, a fully searchable 

treatments database, and The Wheel – 

your personal pill planer.

information forums in London

Each month an expert speaker discusses 

an HIV treatment-related topic. Entry is free.

Future forums are advertised inside this

newsletter and on our website.

THT Direct Phoneline 

0845 1221 200

Mon-Fri 10am-10pm Sat-Sun 12-6pm

i-Base Treatment Phoneline 

0808 8006013

Mon-Wed 12-4pm

NAM recommends that you discuss all your treatment

decisions with your doctor.

NAM

16a Clapham Common

Southside 

London SW4 7AB

published monthly by tel

+44 (0) 20 7627 3200 

fax

+44 (0) 20 7627 3101

email 

info@nam.org.uk   

web

www.aidsmap.com

order form

Please set up my subscription to AIDS Treatment 

Update at the following rate:

free (for personally affected individuals)

£75 (professional rate)

£55 (voluntary organisations rate)

format required 

(please tick the format you require):

paper  email (pdf)   audio tape

overseas postage costs 

(for paper and audio subscriptions only)

within EU please add £10/year

outside EU please add £15/year

name

address

postcode

email address (if applicable)

signature

total payment due: £ (if applicable)

Payment can be made by cheque (payable to NAM), or 

call +44 (0) 20 7627 3200 with your credit card details.

NAM publishes a complete range of information resources 

about HIV and AIDS. Please tick this box if you would 

not like to receive information about them.

NAM occasionally undertakes fundraising campaigns to 

help support its work. Please tick this box if you would 

not like to receive information about them.
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