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From the author:

We thank A. Proaño and co-workers for their important comments on our cost analysis of tuberculosis

(TB) in the European Union [1]. As pointed out in our study, the cost calculation only refers to direct

treatment costs of the disease itself under the implicit assumption that treatment success has either been

gained over 24 months or, alternatively, that according to the official World Health Organization data a

minor percentage of patients (shown separately for fully susceptible TB and multidrug-resistant (MDR)-

TB) will die immediately afterwards. In addition, to our knowledge, the disability weight of 0.271 used to

calculate disability-adjusted life years includes only the clinical stage of TB disease without considering any

sequelae after treatment.

We fully agree with A. Proaño and co-workers that sequelae of TB should be included in cost calculations as

far as possible to further enhance the economic weight of that disease. In terms of costs, however, we have to

differentiate between radiographic abnormalities, as described by KIM et al. [2], and clinical consequences

sui generis that need to be treated in the long run. Thus, for bronchiectasis, from an economic point of view

the question that has to be answered is how many patients with radiological signs of bronchiectasis

simultaneously suffer from chronic lung disorders, characterised by cough, sputum production and

recurrent respiratory infections and/or frequently associated chronic obstructive lung disease? The latter

group of patients seems to differ from other patients with bronchiectasis in terms of disease severity, more

frequent detection of Pseudomonas aeruginosa and other potential pathogenic microorganisms, more

frequent exacerbations and increased mortality [3–5]. However, the major burden of clinically manifest

bronchiectasis may be managed in the outpatient setting by primary care physicians and pulmonologists in

private practice and, thus, neither the prevalence of bronchiectasis in general nor TB-induced bronchiectasis

is accurately known.

In our patients, most of whom are immunocompetent, pulmonary aspergillosis as a complication of TB is

rare and only occasionally found in cavities of the destroyed lungs of mismanaged MDR-TB patients. In

addition, haemoptysis, which occurred in ,14% of patients following TB, as stated by A. Proaño and co-

workers, may be seen as an eventual indicator of untreated manifest disease rather than as a post-treatment

complication.

Nevertheless, there are also additional consequences predisposed by prior TB disease, such as infections with

non-tuberculous mycobacteria [6] or lung cancer, of which the latter is seen in an ,11-fold higher

incidence in TB patients [7] versus the general population bringing with it significant costs. We would like

to take advantage of this opportunity to state that we intend, in the near future, to conduct a systematic

follow-up of German TB patients to catalogue the modern clinical consequences of this ancient disease and

the respective costs. We respectfully agree with our distinguished colleagues that such studies are needed.

@ERSpublications

Significant post-treatment costs may arise due to tuberculosis sequelae, but these still have to be

determined http://ow.ly/xbwHW
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