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studies have proposed. However, concrete changes remain buried
in the Federal budget morass as the furious party-line debate
continues on how best to balance the national budget. At present,
Medicare is reimbursing hospitals for costs associated with more
than 77 600 residencies, or 42% more than would be needed to
accommodate every graduate of a US medical school. It pays
direct costs such as the residents' stipends, based on a hospital-
specific per resident cost, with no difference between US citizens
and other trainees. Indirect expenses such as additional tests
ordered as part of the teaching process add on about 7.7% for
every 10 residents per 100 beds to the teaching hospitals' Medi-
care payrnent.l The recent Presidential veto ofthe budget bill has
brought current official action to a.halt but there is anxiety that the
inevitable cutbacks will have profound effects on GME.
International medical graduates remain sceptical, because

they have always been the first targets for removal. The 10M
report includes the statement: 'no persuasive rationale can be put
forward for leaving the incentives and openings in place for IMGs
to practice in the United States while curtailing the opportunities
for the nation's own youth to enter a distinguished profession.'
IMGs are questioning a national physician surplus, some wonder
if it is more a problem of maldistribution. The reason the 10M
performed the study in the first place, was to find out how doctor
surpluses affect society. The 10M panel concluded that the
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present physician surplus is of very little discernible benefit to
society.
The market for physician services is changing so that the

income gap between primary care and specialty medicine is
shrinking. Surveys of expected starting salaries and the 'want'
advertisements for physicians both suggest an increase in demand
and incomes for generalists and a decline for many procedure-
oriented specialties. Recent data show that incomes fell in most
specialties in 1994 but remained steady in family practice and
internal medicine. While the percentage of senior medical stu-
dents expecting to be certified in generalist fields increased for the
third time in a row in 1994, the interest in generalist careers is still
lower than in 1980, offset by the continued influx of graduates
from medical schools in other countries. As the entire health care
industry continues in the throes of rapid changes, some clarity is
beginning to emerge. The IMG is no longer needed and in many
places no longer wanted.
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TUBERCULOSIS AND HIV INFECTION IN
SOUTHERN AFRICA
The World Health Organization (WHO) has declared tuberculosis
(TB) to be a global emergency. Factors aggravating the disease
include deteriorating socio-economic conditions, rising poverty
and homelessness, a breakdown in TB control programmes, the
emergence of multi drug resistant tuberculosis (MDR TB),
nosocomial outbreaks of TB affecting health care workers, HIV-
positive patients, and an increase in the number ofTB patients in
the wake of the HIV epidemic.
Concurrent with the epidemic of AIDS, there has been a

resurgence of tuberculosis, WHO estimates that the annual num-
ber of new cases will increase from 7.5 million in 1990 to 10.2
million in 2000, a global burden of almost 90 million new cases
during this decade. Deaths attributable to tuberculosis are likely
to rise from 2.5 million in 1990 to 3.5 million by 2000, making a
total of 30 million deaths during the 1990s, i.e. one-quarter of all
preventable adult deaths. All this is taking place in spite of
knowing the cause of the disease for more than a century and the
availability of effective treatment for half that time.
In Africa, the TB case load is increasing steadily. Average

notification rates indicate that the total number of cases (all forms)
registered in the Africa region, increased from 273 825 in 1984-
86 to 414 542 in 1990-93.
South Africa's TB problem reflects that of the global commu-

nity. More cases of TB than of any other infectious disease are
reported annually. There were 82 500 cases in 1992, with an
overall incidence rate of about 2501 I00 000 population. The basic
epidemiology of the disease in South Africa is well described.

While the rate for the white population is only 17per 100 000, that
forthe coloured population in the Western Cape is 700/1 00000-
the highest in the world.
In South Africa, among pregnant African women the current

HIV infection rate is 7.6%; it is 15% in Kwa-Zulu.
Understandably, regionally, the dual epidemics ofTB and HIV

infection are threatening to overwhelm the already strained health
care systems of many countries, especially in the continents of
Africa and Asia, where high rates of both TB and HIV prevail. In
South Africa, as an extreme example, at Hlabisa Hospital, a
typical rural district hospital in northern Kwa-Zulu, 35% of
African adults diagnosed with tuberculosis in mid-1993 were
HIV-positive.
What of the possibilities of prevention? Many years ago South

Africa was one of the first countries to institute compulsory
vaccination in the newborn. However, later it was abandoned
because of lack of finance and facilities to carry it out, and because
its effectiveness was impaired by the immune-compromising
combination of malnutrition, overcrowding and infections. To
provide regular prophylaxis by administering antituberculous
drugs to all at risk, especially HIV-infected persons, was found to
be too great and too costly a task.
Tuberculosis control in South Africa is inadequate, and it is a

formidable task. The South African Tuberculosis Control
Programme (TBCP) has estimated a control rate of less than 70%
for 1991. an alarmingly high figure in the light of the increasing
HIV epidemic in the country. The failure to control TB is, in large
part, a result ofthe previous government's discrimination, and the
fragmentation of health services.
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Recently, a number of specialists from southern African coun-
tries met in Windhoek, Namibia, to establish ajoint programme
to fight TB, under the guidance of Dr Bernard Fourile from South
Africa.
The South African TBCP proposes to adopt the targets en-

dorsed by the WHO for global tuberculosis control; firstly, to seek
to cure at least 85% of the newly detected smear-positive tuber-
culosis cases; and secondly, to detect at least 70% of existing
cases by the year 2000. In these endeavours there are five key
elements: (i) government commitment to an effective control
programme; (ii) case detection through predominantly passive
case finding; (iii) administration of standardized short course
chemotherapy to all patients (i.e. supervised administration of
drugs); (iv) establishment and maintenance of a system of regular
drug supply; and (v) the establishment and maintenance of an
effective monitoring system for programme management and
evaluation.
Of course, there are numerous problems. Like India, South

Africa IS a country of vast distances, and poor rural areas.
Unfortunately, sophisticated laboratory services are concentrated
in a few urban centres. A plan is now being formulated to establish
a countrywide network of laboratories, which would be attached
to local clinics and staffed by community-based microscopists
with mobile laboratories, and with reference laboratories for
culture and susceptibility testing.
As to treatment, modern multidrug short course' chemotherapy

can cure 95%-99% of drug susceptible cases among patients who
are not infected with HIV. Isoniazid (lNH), rifampicin and
pyrazinamide are the backbone of these regimens, while ethambutol
and streptomycin play useful though lesser roles. In many poor
African countries with meagre resources, rifampicin-containing
regimens are considered too expensive, and short course (6 or 12
months) therapy is not possible. Instead, INH and thiacetazone
regimens are administered for 18 months, a practice associated
with poor compliance and unacceptable side-effects, especially in
HIV-positive patients.
However, despite gloomy predictions, the adverse situation

described can be improved by implementing control strategies
advocated by the WHO. In this respect, successful projects have
been carried out in a number of developing countries (Tanzania
and Korea).
The emergence of multidrug resistant (MDR) TB is a sign of

a failed TB control programme. MDR--defined as laboratory
resistance of a strain of Mycobacterium tuberculosis to both INH
and rifampicin-occurs most commonly secondary to poor
patient compliance with multi drug regimes, and with inappropri-
ate or inadequate regimes prescribed by health care professionals.
In South Africa at present, approximately I%-2% of new cases of
pulmonary tuberculosis, and 4% of retreatment cases, are
believed to be caused by MDR strains of mycobacteria. In a high-
incidence community in Cape Town, recent observations showed
that over half the drug-resistant cases of TB detected were
probably the result of recent transmission of drug-resistant strains,
and were not attributable to the development of drug resistance in
an existing strain. There are reports of a numberoffamily contacts
of MDR TB cases who have contracted primary MDR TB, and
nosocomial outbreaks affecting patients and health care workers.
The options for treatment are limited, expensive, not readily
available, and the results are disappointing. In an investigation
carried out near Johannesburg, at the Rietfontein Hospital for
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Tuberculosis and Tropical Diseases, only 53% of HIV-negative
patients with pulmonary MDR TB survived, and became micro-
biologically negative after 18 months oftreatment with an 'alter-
native drug regimen'. While MDR TB is a preventable problem,
its emergence has the potential to cause TB to become an untreatable
disease. Directly observed therapy is an important tool for com-
bating patient non-compliance with therapy, and it forms an
important component of the new TBCP in South Africa.
In this country, TB is the most important opportunistic infec-

tion in HIV-infected patients. The interaction between HIV/AIDS
and TB will severely challenge the already overextended TBCP.
The potential rise in the number of new cases makes it imperative
that the limited health care resources be used in the most cost-
effective manner.
In a study made at Hlabisa Hospital (previously mentioned),

HIV-positive TB patients, who were found to be younger, and
more often female, presented more commonly with extrapulmonary
TB, and had a higher case-fatality rate than HIV-negative TB
patients. Unfortunately, HIV-positive TB patients were the more
likely to default on treatment than HIV-negative patients.
The use of prophylactic chemotherapy has been successful,

but controversy regarding the prophylactic agent to be employed,
the time of its institution and the duration of its administration
remains. The results of an economic assessment of the costs of a
chemoprophylaxis policy for TB in a hypothetical cohort of
100000 HIV-positive people in South Africa over 8 years showed
a net savings in direct health care costs of about 41 million rand
(about Rs 400 million) during this period. This suggests that
chemoprophylaxis may be a beneficial strategy. However, the
logistics for administering such a programme present enormous
difficulties.
Nosocomial outbreaks affecting mainly HIV-positive patients

and staff have been reported mainly from the USA. In South
Africa, preventive measures such as high efficiency particle air
(HEPA) filters and appropriate ventilation are beyond the re-
sources available, and the prevention of nosocomial spread,
especially of MDR TB strains, remains a great concern.
These considerations underline the search for novel drugs and

vaccines. Hence, a better knowledge of the pathogenesis of the
disease is a prerequisite. These goals are being actively pursued
in South Africa, the UK and Canada, by the Glaxo-Wellcome
Action TB initiative. The prime motivation for this effort is to
discoveran entirely new antituberculous agent.
It must be kept in mind that the background of all the endeavours

described, to control TB and HIV, is the impoverished continent
of Africa. While some African countries are making a measure of
progress, others are not. For example, a recent report from
neighbouring Zimbabwe revealed that although the country's
health delivery in 1990 was rated among the best in Africa, it has
deteriorated rapidly, the reason being that the government is being
forced by international financing institutions to reduce public
spending. I A recent report from Kampala, Uganda indicated that
more than half of all adult deaths are now AIDS-related and are
'manifest in an endless chain of funerals'. 2
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