
Editorials
Éditoriaux

Tuberculosis (TB) is a problem of global propor-
tions. Within Canada, rates of TB are low rela-
tive to international standards, with a current

rate below 8 per 100 000.1 However, this national rate
hides a number of high-risk groups, whose incidence rates
considerably exceed the national average. Most notable
among these groups are aboriginal Canadians and, to a
lesser extent, immigrants from high-prevalence countries.

The key principle in TB control involves identifying
active cases, particularly smear-positive pulmonary cases,
and rendering them noninfectious with appropriate anti-
tuberculous therapy.1 In Canada, we are fortunate that
multidrug-resistant TB is not a major problem.

The paper by Dr. Wendy Wobeser and colleagues in
this issue (page 789) highlights the challenges in manag-
ing 145 of 150 cases of pulmonary TB diagnosed in 5
Toronto hospitals in 1992/93.2 The results should be in-
terpreted with caution, as the authors note in their intro-
duction that, for regimens not observed directly, treat-
ment completion can be estimated only indirectly.
Completion rates will be more difficult to estimate in the
self-administered group. Allowing for this caveat, their re-
sults are of particular concern in that only 58% of the
subjects completed treatment. For 127 patients, the drug
regimen was prescribed by a specialist. Thirteen different
drug regimens were used, of which only 75% were cor-
rect. Initial treatment with an appropriate regimen is cri-
tical to rendering an active smear-positive case of TB
noninfectious. Given the wide disparity in regimens 
prescribed in this study, it is tempting to suggest that a
more centralized process or clearance system for the ini-
tial regimen would be useful. Such a centralized coordina-
tion should not, however, detract from the importance of
local community agency involvement in implementing
TB control strategies.

Although Wobeser and colleagues’ results are less
striking than those reported for New York City in the late
1980s,3 their findings for the HIV-infected cohort are
alarming: of the 22 patients with HIV infection, only 27%
completed treatment, 23% died, 36% defaulted, and 14%
were transferred to another treatment centre and no
treatment results were available. These are frightening

data, given that many HIV-infected people come from in-
ner-city environments, where many of their friends and
cohabitants in housing shelters either have HIV infection
or are at high risk by the nature of their recreational activ-
ities, in particular, intravenous drug use. The potential for
transmission of Mycobacterium tuberculosis infection and
progression to active TB in these populations, particularly
the homeless, was dramatically illustrated by Barnes and
colleagues4 in Los Angeles and our group in Vancouver.5

An additional concern is that only 21% of the patients
not known to be HIV positive at the time TB was diag-
nosed were screened for this coinfection; 2 of these 26 pa-
tients were found to be HIV positive. This low rate of
screening for HIV infection among patients with TB is a
major cause for concern. Because TB is often the sentinel
opportunistic infection in HIV-positive people, it may
represent the first opportunity for the clinician to identi-
fy a person as being HIV positive. Early diagnosis of 
HIV infection brings with it the opportunity for disease-
modifying intervention with antiretroviral therapy. The
more recent introduction of protease inhibitors has given
rise to problems of interaction between these agents and
rifamycin-based compounds, but a pragmatic strategy has
recently been suggested.6 The high death rate in the HIV-
infected subset of patients in Wobeser and colleagues’
study is consistent with reports that AIDS, lack of initia-
tion of TB treatment and multidrug-resistant M. tubercu-
losis are all associated with increased mortality.7

Subsequent to Wobeser and colleagues’ experience in
the early 1990s, several papers have been published em-
phasizing strongly the benefits of directly observed ther-
apy.8 Markers of a poor TB control program, including
primary and secondary resistance rates as well as relapse
rates, have all been shown to be reduced with the use of
directly observed therapy.9 As the name implies, the
process involves the ingestion of medication under direct
observation. It may initially appear to be more expensive,
but there are reports indicating that it ultimately is more
cost effective than self-supervised therapy.10,11 A 2-month
intensive daily phase of treatment has been suggested be-
fore twice-weekly therapy is begun. In groups at high risk
of default from therapy, the twice-weekly regimen can be
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started at an earlier stage.12 As outlined by Caminero and
associates,12 the use of directly observed therapy allowed
them to be immediately aware of poor compliance, be-
cause missed doses of medication are immediately known
to the public health agency, in contrast with self-adminis-
tered therapy, where poor compliance may not be noted
right away.

A more recent trial, from South Africa, has indicated a
higher treatment completion rate among patients ran-
domly assigned to self-supervision of their therapy than
among those randomly assigned to receive therapy under
direct observation (60% v. 54%).13 Among “retreatment”
patients (those receiving a second course of therapy), the
difference in completion rates was even more striking
(74% v. 42%). Given the location of this study, the low re-
cruitment rates and the low completion rates in both
groups, the generalizability of this study to North Amer-
ica is uncertain.

Although studies have identified people who, owing to
a certain lifestyle (e.g., intravenous drug use), appear more
likely to be noncompliant, overall it is not possible, in a
general population sample, to predict those who will or
will not take their medications.

An important group of patients in Wobeser and col-
leagues’ paper was subjects who were transferred to an-
other treatment centre and for whom treatment comple-
tion could not be determined. A study from Los Angeles
showed that for patients who moved, the odds ratio for
defaulting was 5.5 compared with the stable population.14

It is unclear whether patients in Wobeser and colleagues’
study who were transferred are truly comparable to those
in the Los Angeles study who moved; however, the latter
study does alert us to the problems of patients moving be-
tween jurisdictions and the need for careful follow-up to
ensure treatment completion.

We should thus learn from Wobeser and colleagues’
paper that optimal control of TB will come only from 
improved prescribing of appropriate antituberculous
treatment. Although debate continues, it would appear
reasonable to have a low threshold for the use of directly
observed therapy in high-risk inner-city populations as we
await further randomized controlled trials. Improved
communication between clinicians and public health
agencies is also critical, as is communication between pub-
lic health agencies when a patient moves or is transferred
to another area. Careful attention to improving manage-
ment is the only way to prevent the emergence of mul-
tidrug-resistant TB and its attendant challenges.
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