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AbstrAct
Aim: This study aimed to investigate the attitudes and knowledge of 
health professionals with regard to the ethical issues arising in the 
treatment of tuberculosis patients. mEThods: The research was car-
ried out with the use of a questionnaire to a sample of n=105 health 
professionals. REsulTs: 61.9% of the respondents have knowledge of 
the Who Guidance document. 41.9% are cautious regarding consent. 
47.2% believe that patients reach erroneous a decisions because of 
insufficient prior information. As far as communication with foreign 
patients is concerned, there is no systematic practice. 89.5% inform 
the patient’s family regarding her health conditions as well as the 
risks arising from the disease and 63.5% informs the employer, if 
they know him. Non-compliance to treatment is attributed to low 
educational level of patients (71.8%), lack of social support (70.2%) 
and limited access to health services (68.3%). 41% believe that de-
tention measures do not constitute a violation of human rights as 
the protection of public health always prevails. 94.3% believe that 
further education in ethics is required. CoNClusioNs: The results 
(e.g. questioning the purpose of consent, violation protection of the 
patient’s privacy, abuses in disclosure of information to third parties 
and lack of systematic communication with non-native patients) 
reveal lack of organized management of the ethical aspects of TB. 
These issues require further investigation and continuing education 
of health professionals in Bioethics.
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iNTRoduCTioN

This paper attempts to investigate the ethical issues regarding tuber-
culosis, as they are faced in our country, for which TB has been a constant 
public health challenge and remains so.1 Following HIV it is globally the 
second cause of death from infectious diseases, despite the availability of 
effective medication.2,3 The ethical aspects and the importance of social 
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information and consent, follow-up reminding practices, 
risks and containment of transmission, confidentiality 
and restriction measures.. No standardization process 
was performed due to the small sample. Overall 107 
individuals participated and 105 questionnaires were 
deemed valid. Written consent was obtained from the 
participants after provision of written information re-
garding the purpose, the method, the time, the place of 
the study, details of communication with the principal 
investigator, the voluntary and anonymous character of 
participation and confirmation that results of this study 
would not be used for any other purpose. The research 
protocol was approved by the Research Ethics Committee 
of the National School of Public Health. Distribution and 
collection of the questionnaires took place in October-
November 2012. 

REsulTs 

The study consisted of investigation of greek and 
foreign bibliography, field work (questionnaires) and 
description of the study results. Statistical analysis was 
performed using the SPSS 20. From the resulting variables, 
mean, frequency and dispersion were studied. Missing 
values did not constitute a problem for the statistical 
analysis. Beside the general description of the data, chi-
square test and Kolmogorov-Smirnov test were used. 

Demographic data are shown in Table 1. There were 
71 women and 34 men with a mean age of 41.8 years. 
From the application of chi-square test and recording of 
data no differentiation was observed on gender for the 

determinants which have a significant impact on the suc-
cess or the failure of effective TB control, largely converge 
with those regarding HIV/AIDS.4-9 

Today the biggest burden of the disease is observed in 
countries where access to basic health services is limited 
and where there exist conditions of poverty, massive im-
migration, political instability, environmental pollution, 
under-nutrition, unhealthy accommodation and exposure 
to infectious diseases.10 In Greece, in particular, during an 
earlier period, an increased frequency of TB and MR-TB 
cases was observed due to the massive entrance of im-
migrants from countries in which TB was inadequately 
controlled, but also because of insufficiency of national 
epidemiological surveillance, prevention and treatment.11 
For some years now, TB incidence has been falling at an 
average rate of 4.3% per year.12 The ethical issues however, 
still remain and additionally, several studies reveal the 
linear correlation between the global economic crisis, the 
loss of productivity and the increase of TB cases, bringing 
to the surface the necessity of developing special skills, 
programs and relationships. The latter in particular, does 
not only concern relationships between health professional 
and patients but relationships of values such as protection 
of public health, autonomy, solidarity, reciprocity, effective-
ness, participation, transparency and accountability.13-15 

Given all the above, the World Health Organization 
published in 2010 a text of “Guidance on ethics of tuber-
culosis prevention, care and control”, based on the respect 
of fundamental human rights and ethical values.16 Τhe 
aim of this paper has been to study the knowledge and 
attitudes of health professionals dealing with TB patients 
on a daily basis with regard to a number of ethical issues 
addressed in the WHO Guidance. 

mEThods

Given the small number of the target population, no 
specific method of sampling was followed. The sample 
was homogeneous and defined with accuracy, namely 
medical doctors (lung-/TB specialists and infectious dis-
eases specialists), nursing personnel and health visitors 
daily involved in the management of TB patients in the 
cities of Athens and the wider area of Thessaloniki. Due to 
the limited scale of the study and its focus on the ethical 
issues, no distinction was deemed necessary between 
various types of TB.

An anonymous and self-completed questionnaire, 
especially designed for this study was used, including 
28 closed questions addressing the following topics: 

tAble 1. Demographic data 
f %

Gender (n=105)
Men 34 32.4
Women 71 67.6

Specialty(n=105)
MD 81 77.1
Νurse 17 16.2
Health Visitor 7 6.7

Place of work (n=104)
Hospital Clinic 81 77.9
TB health Center 20 19.2
Health Center 2 1.9
Other 1 1.0
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questions regarding knowledge of the WHO Guidance 
Text (p = 0.66).

The majority of the respondents were medical doctors 
(77.7%), nurses (16.2%) and health visitors (6.7%) whose 
participation is especially important in the provision of 
DOTs.17 The majority of the participants worked in hospital 
clinics (77.1%) whereas the rest worked in TB centres (19%) 
and health centres (1.9%). The average time of experience 
with TB patients was 11.36 years. Knowledge of the ethical 
guidance according to place of work of the respondents 
is shown in Table 2: 61.9% of the respondents confirmed 
knowledge of the WHO Guidance text while the rest have 
no knowledge. From the application of chi-square test 
and and recording of data, it was shown that those who 
work in hospital setting have better knowledge than 
other professionals (p = 0.048).

Data regarding provision of information to the patient 
regarding various aspects of the disease, are shown in 

Table 3. The great proportion of respondents (>83%) 
provides sufficient information regarding the nature and 
the transmissibility of the disease, the reason for which 
testing is necessary, the risks and the side effects of the 
recommended treatment, the importance of compliance 
and of protective measures. However, 41% of the respon-
dents believe that processes of provision of consent and 
participation of the patient to decision-making causes 
delays in the course of the treatment. 2.4% of justify this 
view by supporting the fact that patients make wrong 
decisions due to lack of information, 21.9% believe that 
this is due to cultural and religious beliefs and 14.3% 
that this is due to bias and prejudices against doctors 
as authorities.

Data regarding provision of information according 
to specialty are shown in Table 4: from the application 
of chi-square test and recording of data, it is shown that 
medical doctors provide information more often that 

tAble 2. Distribution of respondents according to issues for which information is provided to the patient 

Yes (%) No (%)
Basic information regarding the nature and the transmissibility of disease 92.4 7.6
Description of the reasons for which testing is necessary 83.8 16.2
Information regarding risks (side effects) and benefits of the proposed treatment 87.6 12.4
Importance of compliance to treatment 90.5 9.5
Importance of prophylactic measures for avoiding transmission of the disease 93.3 6.7

tAble 3. Factors which affect non-compliance to treatment 

A lot 
(%)

A little 
(%)

Not at all 
(%)

Don’t know/ 
not sure (%)

Low income 53.8 38.5 7.7 -
Lack of social support 68.3 29.8 1 1
Low educational status 71.8 23.3 4.9 -
Difficulty in understanding instructions for taking medication 39.8 55.3 3.9 1
Difficulty in understanding the language during communication with the doctor 48.1 44.2 7.7 -
Age of patient >50 years 6.9 47.1 43.1 2.9
Inadequate knowledge about the disease 37.5 50 12.5 -
Ignorance of the importance of following treatment 53.8 36.5 9.6 -
Fear of stigmatization 46.5 40.6 11.9 1
Inadequate care by the health personnel 8.7 35.9 53.4 1.9
Negative attitude of patients towards health personnel 12.5 49 33.7 4.8
Lack of medication 25 42.3 28.8 3.8
No access (geographical, financial) and no insurance 70.2 25 4.8 -
Strong side effects 26.9 51.9 21.2 -
Temporary improvement of the patient 31.1 56.3 10.7 1.9
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other specialties (p = 0.001) but there is no differentiation 
regarding their opinions on the issue of consent (p = 0.098).

The concept of information includes reminding of 
follow-up appointments to the patients: 45.7% remind 
by telephone, 3.8% in a written form, 1% by e-mail, 13.3% 
with a combination of the above-mentioned methods 
and 35.2% do not systematically follow one of the above 
mentioned methods. 

As far as medical confidentiality and privacy are con-
cerned, 69.5% of the sample believe that this right is 
covered in a satisfactory way, whereas 21.9% support the 
opposite view, giving as reasons lack of space and time. 
8.6% believe that in case of infectious diseases like TB, 

tAble 4. Bivariate distribution of specialty with the question 
“Information regarding risks (side effects) and benefits of the 
recommended treatment”

Information regarding 
risks (side effects) 

and benefits of 
the recommended 

treatment 

total 

Yes No 

Specialty 
MD

f 78 3 81
% 96.3 3.7 100.0

Other 
f 14 10 24
% 58.3 41.7 100.0

Total 
f 92 13 105
% 87.6 12.4 100.0

FIgure 1. Communication with foreigners

confidentiality and privacy are not an issue. 
Regarding confidentiality in relation to third parties, 

i.e. family and employers, 89.5% of the sample reply that 
they inform the family environment for the patient’s 
condition and risks of transmission and 63,5% reply 
that if they had access to the employer they would also 
inform her. On the contrary, 26.9% reply that they do 
not inform third parties but try to persuade the patient 
to do so. 9.6% believe that informing third parties is 
against medical deontology. Regarding the question of 
whether medical data concerning the patient must be 
made publicly known against the patient’s will for the 
protection of public health, 24% reply positively, 67.3% 
also reply positively but solely for cases where the risk to 
public health is very high, whereas only 8.% state that in 
no case at all should the patient’s data be made public. 

Attitudes regarding communication with non-native 
patients are shown in Figure 1: the majority of the re-
spondents (57.4%) follow the practice of approaching a 
compatriot of the patient who knows the greek language 
and asks him/her to act as an interpreter, 25.3% address 
special services of the hospital, 12.3% provide the patient 
with written instructions hoping that a third person will 
help her follow the treatment and 4.9% of the respondents 
ask the patient to leave and come back with a person who 
could act as an interpreter. 

Regarding the issue of receiving treatment, 20.9% 
-29.1% of the respondents believe that patients provide 
the necessary information to the health personnel regard-
ing the problems they face and their medical history. 
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Factors affecting non-compliance are shown in Table 
5: A great proportion of the respondents (71.8%) believe 
that the major reason for non-compliance is low educa-
tional status, followed by lack of access to health services 
(70.2%), lack of social support (68.3%), low income (53.8%), 
ignorance of the importance of treatment (53.8%) and 
language barriers (48.1%). The age of the patient and the 
provision of insufficient care by the health personnel do 
not seem to constitute factors enhancing non-compliance. 

Not surprisingly, a great proportion of the respon-
dents has faced circumstances where it was necessary to 

proceed to isolation of a patient. 53% support the view 
that although isolation is tantamount to a violation of the 
rights of the patient, they would agree to such measures 
if these are imposed in accordance with the law and the 
International Health Regulation. On the contrary, 41.9% 
believe that there is no issue of violation when public 
health is at risk (Figure 2).

According to the respondents, when restrictive mea-
sures are applied, health care is often (32%) or always 
(57.3%) provided, whereas opinions on the simultaneous 
provision of social welfare measures, are divided. 42% 
believe that fear of isolation rarely prevents patients from 
accessing health services. 

Finally, the majority (94.3%) believe that education 
in the ethical and human rights aspects of TB treatment 
falls short of what it should be. The most appropriate 
methods of further education seem to be workshops 
(28.3%), seminars (26.2%), as well as courses on a gradu-
ate (21.3%) and post-graduate (24.3%) level. 

disCussioN

In the present study we found that despite a certain 
knowledge of the WHO Guidance text, in practice a lack of 
a systematic approach is observed regarding a number of 
ethical issues in the daily management of TB (consent, data 
protection and privacy, communication with the patient, 
restrictive measures). The opinions of the population study, 
albeit reflecting a long standing experience, do not seem 
to be based on theoretical and educational background 

tAble 5. Bivariate distribution of the Dept of work and the 
question “Do you know the WHO Guidance on ethics of tuber-
culosis prevention, care and control?”

“Do you know 
the WHO 
guidance 

on ethics of 
tuberculosis 

prevention, care 
and control?”

total 

Yes No 
Dept of work Hospital 

Clinic

f 47 34 81
% 45.6 33.0 78.6

Other 
f 18 4 22
% 17.5 3.9 21.4

Total f 65 38 103
% 63.1 36.9 100.0

FIgure 2. Restrictive measures as violation of human rights?



365PNEUMON Number 4, Vol. 28, October - December 2015

in Bioethics. As a result additional interventions, further 
research and continued systematic education of health 
professionals in ethics seem to be imperative. 

Τhe first part of the study concerned demographical 
data and knowledge of WHO Guidance document: accord-
ing to the results the majority seems to know the docu-
ment, which serves as a model framework to be adapted 
in each country, albeit without qualitative deductions.18

The second issue that was investigated was informed 
consent. The relatively high percentage of the respon-
dents who believe that informed consent is an obstacle 
to treatment, righly creates the impression of a serious 
deviation from the internationally existing norm regard-
ing necessity of consent. This finding therefore should be 
analyzed by distinguishing two issues: offering testing and 
offering treatment. Given that TB is a disease that must be 
notified to the authorities and that albeit in a lower level 
than HIV/AIDS in the 1980s,20 it remains highly stigmatized, 
testing and screening belong to an intermediate legal 
point: When testing is offered “there is usually no need for 
a specific process of confirming the patient’s agreement, 
as consent to go through necessary diagnostic testing is 
implicit in general agreement given to undergo medical 
examination. An exception is situations where there is no 
treatment available and only testing can be performed”. 
In case of refusal of consent, the role of the health person-
nel is to advise and understand reasons of refusal.19 This 
mostly regards subsaharian countries where second-line 
treatment is not available.16,20 When however, patients are 
offered treatment, “their specific consent should be sought 
as it would be for other significant medical interventions” 
(WHO Guidance, p. 14). 

Reminding of follow-ups is considered absolutely 
necessary not only for the positive outcome of the treat-
ment but for the establishment of a good relationsgip 
and cooperation with the patient. The active location of 
defaulters (for more than 2 months) and of those who 
appear to follow-ups with a delay, also raises issues of 
consent.21 Today, mobile health has significantly contrib-
uted to compliance.22-24 

The third group of questions concerned protection 
of privacy and confidentiality with regard to third par-
ties. Systematic and compulsory notification of TB cases 
according to existing legislation, which is required for 
effective epidemiological surveillance, is a different thing 
from occasional breach of medical confidentiality and 
personal data. Regarding information of the greater so-
cial environment and of employers (and here it should 
be mentioned that TB can affect a significant number of 

workers in many fields),25,26 the Code of Medical Ethics 
(Act 3148/2005) stipulates that personal medical data 
can be communicated to a third party following the 
written consent of the patient. Publication of personal 
data, according to recent experience in Greece , lead to 
phenomena of stigmatization and social exclusion without 
any real benefit to public health.27 

Communication in particular with foreign patients, 
was also investigated. Lack of knowledge of the dominant 
language is confirmed as a major obstacle regarding the 
accessibility of health services.28-31 The study reveals that 
there is no systematic way of dealing with the problem, 
as only ad hoc solutions are being sought by the health 
personnel (assistance by a fellow country man of the 
patient, appeal to intercultural mediators, or recommenda-
tion to the patient to leave and come back accompanied 
by a person who knows the Greek language).32 The latter 
in particular, albeit well intentioned, may have a reverse 
effect on patients who, feeling rejected may default. 

The next group of questions concerned reliability of 
the patient and compliance to the recommended regimen. 
Compliance is not only important for a positive outcome, 
it also reflects a change of behaviour and adaptation to 
a new kind of reality in the patient diagnosed with TB, 
which may lead to personal empowerment and increased 
sense of personal responsibility,17 not only with regard to 
treatment but also to prevention through health educa-
tion.33 Empowerment has deep roots in the history of 
TB (as was later the case of HIV/AIDS and education in 
safe sex practices) and has been based on the assump-
tion that TB cannot be eradicated, it can just enter into 
remission, prevention therefore with regard to lifestyle, 
is especially important.34,35 As far as the behaviour of 
health professionals towards TB patients is concerned, 
“Any practitioner treating a a patient for tuberculosis is as-
suming an important public health responsibility. To fulfil 
this responsibility the practitioner must not only prescribe 
an appropriate regimen, but also be capable of assessing 
the adherence of the patient to the regimen and addressing 
poor adherence when it occurs”.36 This is repeated in the 
guidelines of the National Drug Organization (EOF) for 
the management of pulmonary tuberculosis, according 
to which “the responsibility of the completion and the suc-
cessful outcome of the treatment belongs to the treating 
physician and the health system”.*

The findings of the present study regarding lack 

* http://www.eof.gr/c/document_library/get_file?p_l_id=34765&fold
erId=33979&name=DLFE-1007.pdf.
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of compliance are in line with international references 
which also give as reasons low socio-economic status 
and ignorance of the importance of treatment.37-40 Older 
bibliography was pointing out to the fact that in some 
cases especially “compliant” patients either build a wall 
around them or develop hostility towards their environ-
ment.41 Today there is concern about the power of health 
professionals as stigmatisers and the language used in 
TB health services and support is growing against use 
of words such as defaulter, suspect and control, as these 
are considered inappropriate, coercive and disempower-
ing.42,43 The way health professionals perceive the ethical 
aspect of restrictive measures, was also considered of 
special importance. A broad range of legislative models 
can be found in the control of TB, ranging from the most 
authoritarian to the least restrictive.44 Isolation of TB cases 
consist one of the most burdensome measures in most 
European countries although its effectiveness has been 
heavily criticized. In a comparative research, Martin has 
supported that in France where the legal framework is 
less severe, TB is better controlled than in the UK where 
stricter measures are applied.45 The focus of this study is 
not the analysis of the existing legal framework, rather 
the way in which health professionals perceive the sense 
of isolation as an act which, albeit necessary, is a violation 
of rights and should be applied only under very specific 
conditions and should follow a very high evidential stan-
dard. The risk of discrimination or stigmatization caused 
by isolation, even for a short period, raises an ethical 
problem.46-49 It is important that information has been 
previously provided to the patient in question regarding 
her options and provision of consent. Informing the pa-
tient also has a secondary effect, namely enhancing trust 
to the health system.50 According to the WHO Guidance, 
isolation is accompanied by treatment only if the patient 
agrees and cooperates otherwise a continuous violation 
of her bodily integrity and continuous risk for the health 
personnel would arise.51

It is encouraging that the majority of the respondents 
is aware of the ramifications of the restrictive measures 
but also of the importance of social determinants, as they 
believe that whereas medical care is almost always pro-
vided to the isolated patient, this is not the case regarding 
parallel application of social measures.52

The last issue was education. The respondents under-
lined the necessity of further education regarding the 
ethical aspects confirming the fact that the knowledge 
and skills required for the management and treatment 
of TB are not limited το the medical field. Such education 

would significantly contribute to the achievement of the 
strategic aims of STOP-TB (improvement of quality of DOT, 
acknowledgement of the social determinants of health, 
general empowerment of the patients7 and participation 
of more professionals) and should focus on skills and tools 
addressed to the management of serious and complex 
ethical dilemmas.53-54

Despite some limitations in the study, such as lack of 
relevant Greek bibliography, the need to design a new 
questionnaire and small sample size, the originality of 
the topic, the specialties involved in the study population 
and the range of issues investigated can be considered as 
strong points. Τhe National Action Plan for the prevention 
of Infectious Diseases which had been drafted before the 
WHO Guidance text, does not make any specific reference 
to bioethical issues with regard to TB, it provides however 
actions for the education of health professionals.55 Τhis 
education should include: a) a general overview of the 
basics of public health ethics, b) implementation of these 
principles as tools for appropriate decision making, c) 
exploration of the relation of ethics and law, d) discussion 
of case studies in order to identify ethical issues, e) find-
ing practical ways to integrate ethical considerations in 
the day-to-day decision making.56 Moreover a common 
helpful practice is the the publication of short collections 
pertaining to the legal framework, the organization of 
educational seminars with international participation 
as well as with the contribution of the World Health Or-
ganization on issues regarding training, human rights, 
dissemination of good practices and experiences and 
creation of protocols including all the steps that have to 
be taken in cases of isolation or quarantine57,58. As a con-
clusion the implementation of international guidelines 
in combination with continuing education and acquisi-
tion of specific skills of health professionals working in 
this difficult and value laden field, in Bioethical issues, 
could prove especially beneficial importance for better 
management of TB in our country. 

CompETiNG iNTEREsTs

The authors have indicated no financial or other 
conflicts of interest.

REfERENCEs

1. Δημοπούλου Χ, Τσιάμης Κ, Μάνδυλα-Κουσουνή Μ, Πουλάκου-
Ρεμπελάκου Ε, Ανωγιάτης-Pele Δ. Τα πεπραγμένα του Σανατο-
ρίου Πάρνηθας (Νοσοκομείο Γεωργίου Σταύρου και Γεωργίου 



367PNEUMON Number 4, Vol. 28, October - December 2015

Φουγκ) ως πηγή ιατρικής και δημογραφικής προσέγγισης 
της φυματίωσης κατά το Μεσοπόλεμο. Ιστορία της Ιατρικής 
2013;30:480-90. 

2. WHO, Global Tuberculosis Control Report 2010, http://www.
who.int/tb/publications/global_report/en/

3. WHO, Global Tuberculosis Control Report 2013, http://www.
who.int/tb/publications/global_report/en/

4. Γκαράνη-Παπαδάτου Τ, Δανιήλ Ε. Φυματίωση: Η λευκή επιδημία 
και τα δικαιώματα του ανθρώπου. Δικαιώματα Tου Ανθρώπου 
2009;42:397-439.

5. Courtwright A, Turner AN. Tuberculosis and stigmatization: 
pathways and interventions. Public Health Rep 2010;125:34-42.

6. Farmer P. Social scientists and the new tuberculosis. Soc Sci 
Med 1997;44:347-58.

7. Lönnroth K, Jaramillo E, Williams BG, Dye C, Raviglione M. Driv-
ers of tuberculosis epidemics: the role of risk factors and social 
determinants. Soc Sci Med 2009;68:2240-6.

8. Lönnroth K, Castro KG, Chakaya JM, et al. Tuberculosis control 
and elimination 2010-50: cure, care, and social development. 
Lancet 2010;375:1814-29.

9. Mamotte N, Wassenaar D, Koen J, Essack Z. Convergent ethical 
issues in HIV/AIDS, tuberculosis and malaria vaccine trials in 
Africa: Report from the WHO/UNAIDS African AIDS Vaccine Pro-
gramme’s Ethics, Law and Human Rights Collaborating Centre 
consultation, 10-11 February 2009, Durban, South Africa. BMC 
Med Ethics 2010;11:3.

10. Das P, Horton R. Tuberculosis-time to accelerate progress. 
Lancet 2010;375:1755-7.

11. Χούχουλα Δ, Σκαρμούτσου Ν, Φαβίου Ε, Φακίρη Ε. Η επιδημιολο-
γία της πνευμονικής φυματίωσης σε ασθενείς δύο νοσοκομείων 
της Αθήνας. Αρχεία Ελληνικής Ιατρικής 2006;23:52-62.

12. World Health Organization-ECDC. Surveillance in Europe: 
Tuberculosis Report 2015 [Internet]. WHO. 2007 [cited 2015 
December 26]. Available from: http://ecdc.europa.eu/en/pub-
lications/Publications/tuberculosis-surveillance-monitoring-
Europe-2015.pdf.

13. Arinaminpathy N, Dye C. Health in financial crises: economic 
recession and tuberculosis in Central and Eastern Europe. J R 
Soc Interface 2010;7:1559-69.

14. Gruskin S. What are health and human rights? Lancet 
2004;363:329.

15. Levett J. From cradle of European civilization to grave austerity: 
does Greece face a creeping health disaster? Prehosp Disaster 
Med 2014;29:2-3.

16. WHO. Guidance on ethics of tuberculosis prevention, care and 
control. Geneva, Switzerland: World Health Organization; 2010. 

17. Σγούντζος Β, Σιμοπούλου Σ. Φυματίωση-σύγχρονη προσέγγιση. 
Ιατρική 2006;89:94-9. 

18. Kass NE. An ethics framework for public health. Am J Public 
Health 2001;91:1776-82. 

19. Pinet G. Good practice in legislation and regulations for TB 
control: An indicator of political will [Internet]. WHO 2001 
[cited 2015 May 4]. Available from: http://whqlibdoc.who.int/
HQ/2001/WHO_CDS_TB_2001.290.pdf

20. Coleman CH, Selgelid MJ, Reis A, Reichman LB, Jaramillo E. The 

role of informed consent in tuberculosis testing and screening. 
Eur Respir J 2012;39:1057-9.

21. Ohkado A, Sugiyama T, Murakami K, et al. Informed patient 
consent for defaulter tracing: should we obtain it? [Unresolved 
issues]. Int J Tuberc Lung Dis 2009;13:551-5. 

22. Barclay E. Text messages could hasten tuberculosis drug com-
pliance. Lancet 2009;373:15-6.

23. Hoffman JA, Cunningham JR, Suleh AJ, et al. Mobile direct 
observation treatment for tuberculosis patients: a technical 
feasibility pilot using mobile phones in Nairobi, Kenya. Am J 
Prev Med 2010;39:78-80. 

24. Mohammed S, Siddiqi O, Ali O, et al. User engagement with 
and attitudes towards an interactive SMS reminder system for 
patients with tuberculosis. J Telemed Telecare 2012;18:404-8. 

25. Κουρουτού Π, Κάλης Σ, Χατζησταύρου Κ, Λινού Α. Επίδραση της 
επαγγελματικής έκθεσης σε βαρέα μέταλλα στη νοσηρότητα 
και στη θνησιμότητα. Αρχεία Ελληνικής Ιατρικής 2012;29:70-76. 

26. Seidler A, Nienhaus A, Diel R. Review of epidemiological studies 
on the occupational risk of tuberculosis in low-incidence areas. 
Respiration 2005;72:431-46. 

27. Παναγοπούλου-Κουτνατζή Φ. Η δημοσιοποίηση φωτογραφιών 
οροθετικών εκδιδομένων ως μέτρο για την προστασία της 
δημόσιας υγείας σε μία εθελοτυφλούσα κοινωνία. Εφημερίδα 
Διοικητικού Δικαίου 2012;4:459-69.

28. Καναβάκη Σ, Νικολάου Σ, Καράμπελα Α, Παπαβασιλείου Α. 
Επιδημιολογικές μεταβολές της φυματίωσης στην Ελλάδα, από 
τη συνεχιζόμενη μετανάστευση. ΠΝΕΥΜΩΝ 2005;18:74-83. 

29. ΚΕΕΛΠΝΟ. Επιδημιολογικά δεδομένα φυματίωσης στην Ελλάδα, 
2004-2010 | ΚΕΕΛΠΝΟ [Internet]. [cited 2015 May 4]. Available 
from: http://www2.keelpno.gr/blog/?p=643.

30. Κιτσαράς Γ, Μπάκα Α. Ο λόγος των μεταναστών για τους παρά-
γοντες που δυσχεραίνουν την πρόσβασή τους στις υπηρεσίες 
υγείας στην Ελλάδα. In: Βορριά Π, Τάτα Δ, Αθανασιάδου Χ, 
editors. Ι’ Επιστημονική Επετηρίδα Τμήματος Ψυχολογίας ΑΠΘ. 
Θεσσαλονίκη; 2013. pp. 474-98. 

31. Τσέλου Θ, Αδαλή Ε. Μέτρα πρόληψης της μετάδοσης της 
φυματίωσης στο νοσοκομείο. Νοσηλευτική 2006;45:470-5. 

32. Ioannidi-Kapolou E, Vassilikou K. Intercultural Mediators in 
Greek Hospitals: First Assessment. In: Fouskas T, Tsevrenis V 
(editors). Contemporary Immigration in Greece: A Sourcebook, 
Volume CXIII, European Public Law Serie. European Public Law 
Organization (EPLO), Bibliotheque De Droit Public European, 
2014 pp. 297-306. 

33. Χαραλάμπους Α, Ρούσου Ε. Οι παράγοντες που συνέβαλαν 
στην «επιδημιολογική μετάβαση» και οι επιπτώσεις της πα-
ραπάνω τάσης στην οργάνωση των υπηρεσιών υγείας και τη 
διαμόρφωση της πολιτικής υγείας. Αρχεία Ελληνικής Ιατρικής. 
2010;27:976-83.

34. Bashford A. Living with tuberculosis: the prehistory of HIV/
AIDS. Lancet 2010;375:1774-5. 

35. Macq J. Empowerment and involvement of tuberculosis pa-
tients in tuberculosis control: Documented experiences and 
interventions [Internet]. WHO. 2007 [cited 2015 May 18]. Avail-
able from: http://whqlibdoc.who.int/hq/2007/WHO_HTM_
STB_2007.39_eng.pdf.



368 PNEUMON Number 4, Vol. 28, October - December 2015

36. Hopewell PC, Pai M, Maher D, Uplekar M, Raviglione MC. In-
ternational standards for tuberculosis care. Lancet Infect Dis 
2006;6:710-25.

37. Driver CR, Matus SP, Bayuga S, Winters AI, Munsiff SS. Factors 
associated with tuberculosis treatment interruption in New 
York City. J Public Heal Manag Pract 2005;11:361-8.

38. Human SP, Smith JE, Tshabalala DL. Factors influencing tubercu-
losis treatment interruptions. Afr J Nurs Midwifery 2010;12:48-57. 

39. Keszthelyi S, Blasszauer B. Challenging non-compliance. J Med 
Ethics 2003;29:257-9.

40. Okanurak K, Kitayaporn D, Akarasewi P. Factors contributing to 
treatment success among tuberculosis patients: a prospective 
cohort study in Bangkok. Int J Tuberc Lung Dis 2008;12:1160-5. 

41. Coleman J. Attitudes of professional personnel in the treatment 
of the tuberculosis patient. Am J Public Health Nations Health 
1955;45:849-54. 

42. Dodor EA, Kelly S, Neal K. Health professionals as stigmatis-
ers of tuberculosis: insights from community members and 
patients with TB in an urban district in Ghana. Psychol Health 
Med. Routledge; 2009 May 14;14:301-10.

43. Zachariah R, Harries AD, Srinath S, et al. Language in tubercu-
losis services: can we change to patient-centred terminology 
and stop the paradigm of blaming the patients? Int J Tuberc 
Lung Dis 2012;16:714-7.

44. Coker RJ, Mounier-Jack S, Martin R. Public health law and tu-
berculosis control in Europe. Public Health 2007;121:266-273. 

45. Martin R. The exercise of public health powers in cases of infec-
tious disease: human rights implications. Enhorn v. Sweden. 
Med Law Rev 2006;14:132-43.

46. Βιδάλης Τ, Χάγερ-Θεοδωρίδου ΑΛ. Μεταδοτικά Λοιμώδη Νο-
σήματα: Δημόσιο Συμφέρον και Αυτονομία - Έκθεση [Internet]. 
2011 [cited 2015 May 4]. Available from: http://www.bioethics.
gr/images/pdf/GNOMES/infectious-rep-f.pdf. 

47. Εθνική Επιτροπή Βιοηθικής. Συναίνεση στη Σχέση Ιατρού-
Ασθενούς. Εθνικό Τυπογραφείο, Αθήνα 2014.

48. Jurčev-Savičević A. Attitudes towards tuberculosis and sources 
of tuberculosis-related information: study on patients in out-
patient settings in Split, Croatia. Acta Clin Croat 2011;48:37-43. 

49. Dhingra VK, Khan S. A sociological study on stigma among TB 
patients in Delhi. Indian J Tuberc 2010;57:12-8. 

50. Childress JF, Faden RR, Gaare RD, et al. Public Health Ethics: 
Mapping the Terrain. J Law, Med Ethics 2002;30:170-8. 

51. Kraemer JD, Cabrera OA, Singh JA, Depp TB, Gostin LO. Public 
health measures to control tuberculosis in low-income countries: 
ethics and human rights considerations. Int J Tuberc Lung Dis 
2011;15:S19-24. 

52. Verma G, Upshur REG, Rea E, Benatar SR. Critical reflections 
on evidence, ethics and effectiveness in the management of 
tuberculosis: public health and global perspectives. BMC Med 
Ethics 2004;5:E2. 

53. Cambrea CS, Arghir OC, Halichidis S. Ethical issues of diagnosis 
and therapy in patients with HIV-AIDS and Tuberculosis. ARS 
Medica Tomitana 2012;18:193-9. 

54. Jackson M, Harrity S, Hoffman H, Catanzaro A. A survey of health 
professions students for knowledge, attitudes, and confidence 
about tuberculosis, 2005. BMC Public Health 2007;7:219.

55. Εθνικό Σχέδιο Δράσης για την Πρόληψη των Μεταδοτικών 
Νοσημάτων 2008-2012. Υπουργείο Υγείας και Κοινωνικής 
Αλληλεγγύης, Αθήνα 2008.

56. U.S. Department of Health and Human Services- Center for 
Disease Control and Prevention. Good decision making in real 
time: Public Health Ethics Training for local departments. CDC 
2012 [cited 2015 December 24]. Available from: https://www.net-
workforphl.org/_asset/pv56k4/Ethics-Presentation-2012.pptx.

57. The Centers for Law and the Public’s Health: A Collaborative 
at Johns Hopkins and Georgetown Universities. Tuberculosis 
Control Laws and Policies: A Handbook for Public Health and 
Legal Practitioner. Prepared for The Centers for Disease Con-
trol and Prevention (CDC), 2009 [cited 2015 December 27]. 
Available from: http://www.cdc.gov/tb/programs/tblawpoli-
cyhandbook.pdf.

58. WHO. Tuberculosis, ethics and human rights. Report of a re-
gional workshop. Copenhagen, Denmark: WHO Regional Office 
for Europe, 2013 [cited 2015 December 26]. Available from: 
http://www.euro.who.int/__data/assets/pdf_file/0004/242941/
Tuberculosis,-ethics-and-human-rights.pdf. 


