











disease was managed well. But in other communities, TB
control programs were geared to needs 15 years back.
Too many patients had a recurrence of their disease, in-
creasing the number of people with infectious TB and
increasing the cost to taxpayers when the patients had to
return for retreatment.

Aware of these needs, the National Tuberculosis Asso-
ciation (NTA) and the Public Health Service (PHS) asked
a small group of leaders in tuberculosis and public health
to come together to set a new course. At about the same
time, the governing council of the National Conference
of Tuberculosis Workers suggested that the NTA develop
standards for evaluating TB control programs.

Adequate drug treatment can eradicate TB

These recommendations resulted in the landmark 1959
Arden House Conference, so named because it took place
at Arden House, a conference center in Harriman. N.Y.
The conferees came up with a strong, new focus for TB
control: eradication of the disease in the U.S.—to be
accomplished by making drug treatment the main tool in
public health TB programs.

The specific goal was the seeking out and destroying
of the reservoirs of tubercle bacilli that still existed in the
nation. These reservoirs could be found in persons whose
tuberculosis had gone untreated or whose disease had
been inadequately treated. The thrust of the Arden House
Conference was to mobilize all resources to adequately
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treat all persons with TB.

The conferees also made 11 secondary recommenda-
tions, most of which were targeted at making chemother-
apy feasible and efficient. These recommendations in-
cluded concentrating funds and health worker efforts on
population groups with the greatest TB incidence; making
provisions for convenient laboratory services that also met
certain minimum standards; intensifying research on a
simple and accurate tuberculin test that could be applied
and read by nonmedical personnel; and continuing study
of isoniazid in recognition of the drug’s potential to pre-
vent TB.

Also among the secondary recommendations was the
establishment of intermediate goals en route to TB elim-
ination and the development of suggested program prior-
ities and performance standards. A committee appointed
by the Public Health Service took on this task. After much
study and discussion, the committee set up this goal: a
new active case rate of no more than 10 new cases per
100,000 population by 1970 and the control of infection
to the point where not more than one percent of any
community’s 14-year-olds had a positive reaction to the
tuberculin skin test.

Apparently, Arden House was too radical
a shift in emphasis

Although the Arden House Conference groups which
afterward worked on eradication plans sparked much dis-




TB experts set forth new priorities at Arden House.

cussion and planning during the next several years, the
recommendations of the conferees and other committees
that followed were apparently too radical a shift in em-
phasis for many who would have to carry them out. Most
health professionals concerned with TB treatment had been
trained in more traditional methods, such as treatment in
large TB hospitals. At any rate, little changed.

In 1963, however, Congress decided that action was
needed due to the continuing problem of tuberculosis, and
the lawmakers requested that the U.S. Surgeon General
appoint a task force to recommend what PHS should do
to control tuberculosis in the United States.

After months of deliberation, this task force—of which
I was a member—concluded that, though very good tools
were available for the control of tuberculosis, they were
not being applied as effectively and efficiently as they
might be. These tools were principally the tuberculin test,
chest X-rays and the use of chemotherapy in treatment
and prevention.

The task force sets priorities in TB control

In the task force’s report, **The Future of Tuberculosis
Control,”” a “*workable and productive course of action™
was outlined. Top priority in TB control was given, first,
to providing treatment to those with active TB, then to
those with a history of TB, and then to identifying and
treating contacts of newly reported cases. Beyond the
contacts, other people who might be at risk were also
considered for treatment—those who had a positive tu-
berculin skin test and might develop tuberculosis later in
life. Some people are more likely to do this than others,
and there was considerable knowledge about which of
these might develop the disease.

Beginning in the mid-1960s, extensive programs of
drug treatment and isoniazid preventive therapy aimed at
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those at risk of developing the disease were inaugurated
by health departments throughout the U.S. TB control
also shifted from prolonged treatment in sanatoriums, or
TB hospitals, to early discharge, together with continued
management on an outpatient basis.

Though various plans looked good
on paper, they were not implemented

To implement these changes, many groups were ap-
pointed to outline specific plans for the nation’s desig-
nated TB problem areas. | was honored to serve on sev-
eral of these, including the Mayor’s Task Force on
Tuberculosis in New York City and the City of Detroit’s
Committee on Tuberculosis Control. However, although
the various plans looked good on paper, they were not
fully implemented. The reasons for this were similar to
the ones that had kept the Arden House recommendations
from being fully achieved: First, the sanatorium system
was firmly established, and its abandonment meant dis-
placement of many people, including the medical direc-
tors of the institutions. Second, as the urgency over TB
lessened, the monies saved by a shift from expensive
inpatient care to less expensive outpatient management
were not transferred to operating clinics responsible for
such care. And third, there was a rather widespread belief
that isoniazid preventive therapy was far from a panacea;
some physicians had grown skeptical of so-called wonder
drugs and were hesitant to rely heavily on a single drug
which had not yet proved to be cost-effective. Last and
perhaps more important by the late 1960s, it was evident
that there was a risk of isoniazid-associated hepatitis,
especially in older people, a fact that discouraged both
physicians and patients from starting preventive pro-
grams.

By the end of the 1960s, despite the many advances in
TB control, including improved chemotherapy, the goals
and standards set by the Arden House Conference had yet
to be met on a nationwide basis. Perhaps the standards
were unrealistically high, but more likely the failure was
a result of two things: Tuberculosis is a very stubborn
disease; it stays viable 40 to 50 years in a person if it is
not treated. In addition, as Koch said in 1882, TB is a
manifestation of social misery. Today, the main pockets
of TB infection are still found among the poor.

Much pride can be taken in the advances made in TB
control. The 1980s can be a decade of promise, a time
when the goal of Arden House is achieved. There is still
important work to be done before tuberculosis is con-
quered in this country. <«

WintHror N. Davey, M.D., was associated for many vears with the
University of Michigan, where he became professor of medicine in 1960,
He was a member of the Task Force on TB Control which reporied 1o
the Surgeon General of the Public Health Service in 1963 and was a
consultant to the PHS TB program. He is a past president of the
American Thoracic Sociery.
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WHERE DO WE GO FROM HERE?

Pockets of disease remain in this country. We have the tools to root them out—all we need is the will

William C. Bailey, M.D.

VICTORY OVER TUBERCULOSIS in the United States seemed
close a few years ago. The incidence of the disease had
been decreasing in this country for many years, a decline
hastened significantly by the advent of effective TB drugs.
Many health professionals, such as myself, who were
concerned with controlling the disease believed that pa-
tients on modern drug treatment could be discharged from
hospitals early and that most of the tuberculosis care could
be provided through an outpatient system. In the 1960s
and 1970s, TB hospitals were closed, and millions of
dollars were saved as TB care was shifted to physicians’
offices and clinics.

We expected tuberculosis in the United States to be-
come a medical curiosity. This has not happened. The
decline seems not only to have stabilized, but tuberculosis
appears to have increased in some parts of the United
States. In fact, in many urban areas—such as Miami and
Los Angeles—TB cases have increased significantly in
recent years, and there are isolated pockets in these places
where case rates are quite high. The problem is further
aggravated because many patients with tuberculosis do
not seek medical help until the disease is advanced. And
even when they do get care, the disease may be inade-
quately treated; there are even cases where improper med-
ications are prescribed. Instead of a tuberculosis story that
should have had a happy ending, tragedy occurs.

Many local health departments
are not geared to help the TB patient

This treatment problem has arisen in the aftermath of
a dramatic drop in TB cases. Because less than 30,000
new cases of tuberculosis now appear in the U.S. each
year and there are very few cases in some regions, many
physicians rarely encounter a TB patient. Such physicians
often are not sufficiently prepared to make a diagnosis or
prescribe the proper treatment for the disecase. Many are
not even aware that TB infection is still something they
might have to deal with. A recent study showed that even
recently trained internists from excellent medical schools
can make significant errors in the treatment of the disease.
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In most regions, even the local health departments are
not geared to be of real help to the TB patient. In former
years, health departments were staffed to provide special-
ized services to TB patients, but they no longer have the
resources to do so.

During the sanatorium era, most people with tubercu-
losis were treated in the hospital—often for many years—
and health departments maintained the tuberculosis case
register, conducted tuberculin skin-testing surveys in
schools, and provided tuberculosis laboratory and X-ray
services and outpatient clinics. Medical care was really a
very small part of these departments’ overall function at
that time. When the sanatoriums — or TB hospitals—
closed, money that should have been earmarked to up-
grade the outpatient facilities in health departments was
simply not transferred. Particularly in the bigger cities,
where the problem was the greatest and the cry for funds
from many other programs the loudest, health depart-
ments remained inadequately staffed for providing diag-
nostic and follow-up services.

Today, many TB patients are treated in the hospital for
two weeks or less, and then are discharged to a health
department to receive the rest of their therapy as outpa-
tients. Until recently, this required at least 18 months of
care.

If a TB patient is loyal, diligent, enthusiastic and has
great perseverance, he or she will use what often is a poor
public transportation system to return time and again to a
clinic that may be open only at inconvenient hours. Chances
are the patients will have to wait many hours to see clinic
staff, who have many duties other than overseeing tuber-
culosis cases. So, if the TB patient has even the slightest
lack of motivation to continue such outpatient treatment,
that patient can be easily lost to follow-up. In 1977, for
example, 15 percent of TB patients in the United States
were known to have stopped taking their TB medication.

As a result, the close contacts of these patients are at
high risk of developing tuberculosis. This problem has
become even more complicated in recent years by a large
influx of foreign refugees and migrant workers, many
with tuberculosis, and some with drug-resistant disease.
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The answer does not lie in adequate funding alone

What can be done? In some regions, certain cities and
counties have been able to conduct successful programs.
A number of these communities have had the foresight to
transfer funds for TB care when the TB hospitals closed.
In these instances, the redirected funds went toward the
expansion and improvement of TB facilities and services
at the local health department.

Adequate funding alone, however, is not the only in-
gredient for an efficient TB control program. In successful
localities the health department works closely with phy-
sicians in the community who have an interest in tuber-
culosis—usually with pulmonary and infectious disease
specialists. In these communities, such physicians be-
come well versed in the treatment of tuberculosis by going
to the clinic at the local health department, working with
perhaps 40 to 50 patients a week and learning about tu-
berculosis. They are then in a position to teach and influ-
ence their colleagues throughout the community. This seems
to work particularly well when the health department has
a formal relationship with an academic institution because
the opportunities for training extend to the entire medical
community.

Successful local tuberculosis programs set priorities and
get the most out of the budget dollar. Many activities
effective in the past are no longer economically efficient.
These include tuberculin skin-testing the entire commu-
nity, skin-testing particular sections of the community
and even screening for abnormalities through X-ray hos-
pital admission programs. Even the best funded health
departments have very limited resources, and in urban
areas, health departments almost exclusively have to pro-
vide the bulk of care. They are, therefore, forced to be
very good stewards of their limited funds.

Today, the two prime priorities in tuberculosis control
are: 1) adequate treatment of known cases, and 2) contact
investigation and provision of preventive treatment, where
necessary. Until these are done and done well, it is foolish
to do anything else. These activities are not carried out
perfectly anywhere, and there is no large urban area with
a TB control program so well funded that it can consider
other activities. The only successful control programs are
those that are reasonably well funded and that concentrate
only on these two aspects of tuberculosis control.

It will take time and effort to ensure
that people take their medication

We need to concentrate on the practical development of
priority number one—adequate treatment of known cases.

Wirtiam C. Baicey, M D ., is professor of medicine in the pulmonary
division, Universiry of Alabama School of Medicine. He was chairman
of the American Thoracic Sociery’s Scientific Assembly on Tuberculosis
1976-77 and currently chairs on ATS Assembly Subcommittee on
Treatment of Mycobacterial Disease.
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In recent years, it has become firmly established that a
significant percentage of tuberculosis patients require su-
pervision to ensure the taking of proper medication during
the long period required. Even so-called short-term
chemotherapy means that the patient must take isoniazid
and rifampin for nine months. This treatment can be pro-
vided on a twice-weekly basis after about a month of
daily therapy. But no matter how good the patient educa-
tion, no matter how friendly the environment of the clinic,
no matter how convenient the location and the hours of
the clinic, at least 25 percent of tuberculosis patients in
urban areas will not take the medicine required for the
full nine months unless their drug taking is supervised.

To devote the time and effort required to ensure that
these people do take their medication, the successful health
department will have to eliminate all unnecessary activi-
ties in tuberculosis control. Adequate supervision often
requires a public health nurse or public health investigator
who will visit TB patients in their homes, and that takes
considerable staff time. Therefore, in order to provide the
staff to supervise drug taking, the health department must
eliminate unnecessary paperwork, pare down clinic visits
and examinations, and conduct only the laboratory tests
that are truly necessary.

With only a few hundred dollars in the average health

1B can afflict the very poor, such as Haitian immigrants.
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department budget for the care needed to get a patient
through nine months of TB therapy, it is much more im-
portant to provide the staff to see that the patient takes the
medicine than to recheck the possibility of recurrence of
the disease. It has been well documented that following
patients with X-rays on an annual basis after completion
of therapy is a complete waste of time, and yet many
health departments often spend their limited time and
money following people with treated TB who come in for
an annual chest X-ray.

In the face of limited resources and a very big problem,
solutions will not be easy, but I would make the following
recommendations: First, those physicians in the commu-
nity who are involved in delivering care to TB patients
should, in an organized manner, become allied with the
health department. This may be accomplished in different
ways, but a reasonable model would be an academic in-
stitution acting as the bridge between these physicians and
the health department. Under this arrangement, the phy-
sicians can learn about tuberculosis and can serve the
community by providing care and policy direction. This
model could have continuing future impact as physicians
trained at such institutions move to other communities.
The local lung association can serve as a facilitator to
promote the development of this very productive liaison.

Health departments should eliminate unnecessary
activities and concentrate on priorities

Second, community groups should push for legislation
to adequately fund health departments so they can provide
the required outpatient care. This effort should be coupled
with very strong encouragement to health departments to
use the funds wisely by eliminating all unnecessary activ-
ities in order to concentrate on the priorities of adequate
treatment of known cases—including supervision of ther-
apy where necessary—and contact investigation. Again,
the focal point for the promotion of such an effort is the
local lung association.

If these proposals were carried out, the overwhelming
impact on tuberculosis that should have occurred in the
1960s can occur in the 1980s. The opportunities for suc-
cess are even better now because chemotherapy currently
can be cut to nine months. Patients can be completely
eliminated from the case register at the end of treatment,
so the total number of patients under supervision should
be less than the total number diagnosed per year.

Tuberculosis really is a manageable problem, but the
eradication of TB will take the cooperation of the public
and private sector to succeed. With modern tuberculosis
control, victory remains within our grasp. «

Dr. Jerome Beloff (left) in Miami examines a refugee. At right
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, a patient takes his medication at an Atlanta clinic.
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The Man }n Lthis Picture has

Consumption

He has spit on the floor.

The germs of CONSUMPTION are in his spit.
Flies walk in the spit and carry the germs of CONSUMP-
TION to the mouth of the baby and to the food the woman eats

In Your Home

Do NOT spit on the floor.
Keep the baby’s crib covered from the flies.
Keep food covered from the flies.
Keep flies out of your house.
Screen your windows and doors.
If you cannot buy wire screen, use mosquito netting.
Fasten this wire screen or mosquito netting on the outside of the window frame.
If possible make, or have made, a door frame; fasten wire screen or mosquito
netting onto this door frame.
Keep this SCREEN DOOR shut.
Sleep with your windows open at night.

Issued by

MISSISSIPPI ANTI.-TUBERCULOSIS CAMPAIGN COMMITTEE
Paid for out of 1915 Red Cross Christmas Seal Sale Fund.

In 1915, when this poster was put up in Mississippi post offices, scientists thought
that TB was transmitted mainly by spitting. However, it was later proved that the
disease is airborne. Prolonged exposure to the bacillus is usually necessary before
IB is contracted





