LETTER TO EDITOR OF THE LANCET (1998)
This file is at www.theperthgroup.com under “Papers/letters rejected by the scientific press”

Sir - In your editorial feature (July 11, p122) you pointed out that the developing world "bears more than 90% of the global burden of HIV infection" and that "Tuberculosis (TB) is the leading cause of death worldwide among people with HIV". However:

(1) "Tuberculosis kills more people than any other single disease - almost 3 million in 1990".1  No less an authority on AIDS in Africa than De Cock admits that TB has been present in an epidemic proportion in developing countries long before the AIDS era.2
(2) Neither in the 1982, nor in the 1985, CDC AIDS definitions is TB considered to indicate AIDS. Extrapulmonary TB became an AIDS indicator disease in the 1987 AIDS definition and in the 1993 definition TB, any TB, was defined as an AIDS indicator disease. This was because a limited number of TB patients were tested and a significant proportion (but by no means all) was found positive in an HIV antibody test, the extrapulmonary outnumbering the pulmonary.

(3) Before the AIDS era it was known that: "In TB as well as in lepromatous leprosy, an immunosuppressive state will frequently develop in the host. This state is characterised by T lymphopenia with a decreased number of T helper cells and an inverted T-helper/T-suppressor cell ratio...Immunosuppression induced by the infection with M.tuberculosis can persist for life, even when the TB is not progressive".3  In 1984 Piot wrote: "Tuberculosis, protein calorie malnutrition, and various parasitic diseases can all be associated with depression of cellular immunity".4
According to researchers from the USA and the Indian Council of Medical Research, in India, a "community with pre-existing endemic diseases such as tuberculosis and diarrhoea disease makes the clinical diagnosis of AIDS difficult".5  In 1992 De Cock wrote; "widespread access to HIV testing will be required, as firm diagnosis of HIV-associated tuberculosis without serological testing for HIV is impossible"2 (italics ours).

Even today the WHO AIDS definition which is used in the developing countries does not require immunological (T4 cells) or HIV antibody tests. Patients can be said to have AIDS on the basis of disease or, even in the absence of disease, when such symptoms and signs as weight loss, diarrhoea, cough and fever are present.6  Most importantly:

(a) As far back as 1986 the HIV/AIDS experts were saying that: "reactivity in both ELISA and Western Blot analysis may be non-specific in Africans".7  In 1994, no less an authority on HIV/AIDS than Myron Essex proved that antibodies to mycobacteria cross-react in the HIV antibody test and concluded: "...ELISA and WB may not be sufficient for HIV diagnosis in AIDS-endemic areas of central African where the prevalence of mycobacterial disease is quite high".8
(b) In 1992 De Cock wrote: "In developing countries the majority of adults coinfected with M.tuberculosis and HIV are likely to have been infected with the former before the latter". In 1986 researchers from the USA were saying: "Of great interest to us is the fact that most Haitians who develop AIDS in south Florida have been previously treated for tuberculosis".1  One year later, before TB was defined as an AIDS indicator disease, researchers from Canada, noticing that the vast majority of patients of African or Haitian origin who were developing the then AIDS defining disease, TB was present "prior to infection with HIV or development of overt AIDS". These led them to "hypothesise that infection with M.tuberculosis prior to exposure to HIV (including heterosexual contact) is a common predisposing factor to infection with the AIDS virus and development of AIDS in Africans and Haitians".3  In other words the effect, TB, preceded the cause, HIV.

Given the above facts will you not canvas the HIV/AIDS experts among your readers to answer the following questions?

(1) Where is the proof that between 1987 and 1993 there were two major precipitating causes for TB? One, HIV, for extrapulmonary, and other(s) for pulmonary?

(2) Where is the proof that in 1993, the major precipitating cause(s) of TB which existed before 1993 suddenly disappeared and TB became synonymous with AIDS, a disease caused by nothing else but HIV?

(3) If in the AIDS era there has been an increase in reported cases, where is the proof that it is caused by a new agent and not due to an increase in the old causes, increased population or better diagnosis?

(4) Since not all TB patients test positive and "diagnosis of HIV-associated tuberculosis without serological testing for HIV is impossible", why in the developing countries is TB classified as AIDS solely on clinical grounds6 without either HIV antibody or immunological tests?

(5) Even if such tests were to be performed, given the fact that neither ELISA nor WB are sufficient to diagnose HIV infection in TB patients, where is the proof that "AIDS" patients with TB, "the leading cause of death worldwide among people with HIV", are indeed infected with this retrovirus?

(6) Even if the antibody tests were 100% specific and all TB patients were tested and found positive, where is the proof that since 1993 the major precipitating cause of TB is HIV and not still drug abuse,9 "crowding, poor sanitation, lack of proper hygiene"3 or "malnutrition and general lack of medical services", which according to Essex, contribute to "diarrhoea, tuberculosis and other common African diseases that signify AIDS"?10  Is it possible that the leading cause of death from AIDS worldwide is based on mistakenly identifying M. tuberculosis antibodies for HIV antibodies?
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