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If it turns out that none of his fellow passengers were actually infected with the 
dangerous form of tuberculosis he carries, then Andrew Speaker, the young honeymooner 
who recently eluded government efforts to keep him off commercial flights, may actually 
have done a favor to public health. His case has brought to light the neglected but 
growing problem of super drug-resistant tuberculosis, and the ease with which this deadly 
airborne disease can travel around the world.  
 
Federal health officials have recently warned state and city TB treatment programs to 
expect budget cuts of as much as 25 percent over the next five years. But Mr. Speaker is 
not the first world traveler to carry the most drug-resistant TB, and he will surely not be 
the last. Instead of cutting back on TB research and treatment, we should be intensifying 
our efforts to fight the disease. 
 
We urgently need tests capable of diagnosing drug resistance overnight, so that we can 
know which patients present the most danger to the public. We need new drugs to outwit 
the disease. And we need to support a worldwide effort to prevent TB bacteria from 
developing further drug-resistance. 
 
Tuberculosis is an illness that was once thought to be under control. A century ago, it was 
responsible for one in five deaths in the United States. But then antibiotics came along, 
and a national effort to develop new drugs and diagnostic tools and to institute TB-
control public health programs drove down the rates of tuberculosis in the United States 
to the point where people assumed it was eradicated. 
 
Twenty years ago, complacency about TB control combined with the H.I.V. epidemic 
and a growing immigrant population to bring about a resurgence. As a result, in the early 
1990s, TB programs in the United States were rebuilt to provide better patient care and 
case investigation and to improve adherence to treatment. 
 
These programs have become models for TB treatment around the world. But 
unfortunately, in many countries, public health standards still fall short. Patients infected 
with tuberculosis are given inadequate courses of antibiotics, or they fail to adhere to the 
course of treatment they are given. In such cases, the most drug-resistant strains of the 
bacteria are allowed to multiply.  
 
It’s easy to see how drug resistance in any one country grows into a global problem. One-
third of the world’s population carries the TB bacillus in their bodies, and in the stream of 
people traveling around the world the bacteria are constantly on the move. 



 
The World Health Organization estimates that each person with TB infects 10 to 15 other 
people, usually by coughing the germs into the air. And once the bacteria reach a new 
host, they can either progress to disease, keeping the cycle going, or be carried around for 
years or decades, only to cause illness later on in a chosen few. A robust immune system 
is needed to contain the infection, but even in healthy people, 5 percent to 10 percent of 
those exposed go on to develop TB. 
 
The most extremely resistant form of the illness — the kind that Mr. Speaker has, known 
as XDR-TB, which is impervious to even our most powerful antibiotics — is now found 
all over the world. It is thought to be rare, though the exact numbers are unknown. But 
we know that the numbers are rising, because strains of TB that are resistant to multiple 
drugs — the precursors to XDR-TB — are proliferating. In 2004, almost half a million of 
the more than 8 million cases of tuberculosis worldwide were resistant to the most potent 
TB drugs. And drug resistance feeds further drug resistance. 
 
Adding to the problem is the long time, often a period of months, that it takes to detect 
drug resistance. Doctors are forced to treat in the dark, not knowing whether their drugs 
are actually working. 
 
What is needed are tests capable of diagnosing drug resistance within 24 hours — tests 
that do not require letting the bacteria grow in culture for days but rather identify gene 
mutations that confer drug resistance.  
 
Such genetic tests to detect resistance to first-line TB drugs already exist, though they are 
in limited use, mainly in New York and California. We need to put in the effort to 
develop them for the second-line antibiotics, and make the investment to ensure that the 
quick tests are put into widespread use. 
 
Perhaps if Mr. Speaker’s doctors had known before he left for Paris that his tuberculosis 
was the drug-resistant kind, they might have taken even stronger action to keep him from 
flying to Europe in the first place. State and federal laws give public health officials the 
authority they need to keep contagious patients away from the public, but in exercising 
that authority, it helps to know the danger that a patient poses. 
 
In addition, we need more drugs to treat TB. No new drug class has been approved for 
TB since the antibiotic rifampin, 35 years ago. Without effective drugs to treat the new 
superbugs, patients often suffer longer periods of contagion, and that makes their 
treatment extremely costly (from about $90,000 to more than $700,000 per patient). 
 
Last fall, the World Health Organization proclaimed XDR-TB to be a public health 
emergency and called on governments to provide $95 million in 2007 to deal with the 
problem. Three bills now before Congress would increase domestic and international 
spending for TB treatment and research.  
 



As global travel continues to increase and the rate of drug-resistant TB rises, the number 
of cases of drug-resistant tuberculosis inevitably will grow. It is essential that we 
redouble our efforts to halt the epidemic of drug resistance and the global spread of all 
forms of TB.  
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