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Presentation outlinePresentation outline


 

Global TB and HIV epidemiologyGlobal TB and HIV epidemiology
••

 
State of the epidemicsState of the epidemics



 

Collaborative TB/HIV activitiesCollaborative TB/HIV activities
••

 
Global and regional overviewGlobal and regional overview



 

Key TB/HIV interventions Key TB/HIV interventions 
••

 
Evidence & toolsEvidence & tools



 

Challenges, next steps & approachesChallenges, next steps & approaches


 

SummarySummary



Global situation 2008Global situation 2008 
TB/HIVTB/HIV



 

HIV/AIDS burdenHIV/AIDS burden
••

 

33.4 million people living with HIV globally33.4 million people living with HIV globally
••

 

2.7 million newly infected in 20082.7 million newly infected in 2008
••

 

5.2 million on ART (36%) in 20095.2 million on ART (36%) in 2009
••

 

In high prev. areas, five new HIV infections for every In high prev. areas, five new HIV infections for every 
two people newly added on treatmenttwo people newly added on treatment



 

TB burdenTB burden
••

 

9.4 million (139 per 100,000) 9.4 million (139 per 100,000) 


 

Estimated death 1.32 million (20 per 100,000)Estimated death 1.32 million (20 per 100,000)
••

 

HIVHIV--associated TB 1.4 million (15% of total incid. cases) associated TB 1.4 million (15% of total incid. cases) 


 

Estimated death 0.5 million (23% of all HIV deaths)Estimated death 0.5 million (23% of all HIV deaths)



HIV Prevalence in New TB Cases  HIV Prevalence in New TB Cases  
WHO 2008WHO 2008

In 8 African 
countries 
> 60% HIV 
prevalence 
among TB 
patients. 



TB during the HIV eraTB during the HIV era



 

High risk of TB in PLHIV 10%/yearHigh risk of TB in PLHIV 10%/year


 

Increased CFR (HIV coIncreased CFR (HIV co--morbidity)morbidity)


 

Difficult diagnosis (SN & EP)Difficult diagnosis (SN & EP)


 

Increased adverse drug reactionsIncreased adverse drug reactions


 

Increased risk of recurrenceIncreased risk of recurrence


 

Increased risk of drug res. (MDR/XDRIncreased risk of drug res. (MDR/XDR--TB)TB)


 

Double stigmaDouble stigma


 

Management of coManagement of co--infection infection --
 

ARTART
••

 
Immune Reconstitution (IRIS)Immune Reconstitution (IRIS)

••
 

DrugDrug--drug interactions (Antidrug interactions (Anti--TB & ARTs)TB & ARTs)



Management of TB/HIVManagement of TB/HIV 
coco--infectioninfection



 

High mortality during first 2 monthsHigh mortality during first 2 months
••

 
ART ART --

 
all TB/HIV pts irrespective of CD4 count.all TB/HIV pts irrespective of CD4 count.

••
 

Start TB treatment first and ART asapStart TB treatment first and ART asap



 

Early ART initiation has challengesEarly ART initiation has challenges
••

 
High pill burdenHigh pill burden

••
 

DrugDrug--drug interactiondrug interaction
••

 
ToxicityToxicity

••
 

IRISIRIS



IRISIRIS


 

Paradoxical TBParadoxical TB--IRISIRIS
••

 

Pts on TB treatment and start ARTPts on TB treatment and start ART
••

 

11--4 weeks after ART initiation4 weeks after ART initiation
••

 

Major risk factors:Major risk factors:


 

Low CD4 count, Disseminated TBLow CD4 count, Disseminated TB


 

Short interval between TB treatment and ARTShort interval between TB treatment and ART



 

Unmasking TBUnmasking TB--IRIS (ART Associated TB)IRIS (ART Associated TB)
••

 

High incidence during first 3 months of ART.High incidence during first 3 months of ART.
••

 

Severe pulmonary TB, TB abscess, neurological Severe pulmonary TB, TB abscess, neurological 
manifestationsmanifestations……

••

 

High mortality (>20%) during first year of ART.High mortality (>20%) during first year of ART.



Management of TB in coManagement of TB in co--infectioninfection 
(Revised WHO guidelines)(Revised WHO guidelines)

••
 

New TB (PTB and EP) cases: 2HRZE / 4HRNew TB (PTB and EP) cases: 2HRZE / 4HR
••

 
2HRZE/6HE regimen should be phased out2HRZE/6HE regimen should be phased out

••
 

Optimal dosing is daily throughout the courseOptimal dosing is daily throughout the course
••

 
In high INH resistance continuation phase: 4HREIn high INH resistance continuation phase: 4HRE

••
 

All previously treated patients: culture and DSTAll previously treated patients: culture and DST
••

 
Failures with DR likelihood: empiric MDRregimenFailures with DR likelihood: empiric MDRregimen



Recommended ART for patients Recommended ART for patients 
with active TB (WHO)with active TB (WHO)



 

FirstFirst--line ART regimenline ART regimen
••

 
2 NRTIs plus 1 NNRTI (EFV)2 NRTIs plus 1 NNRTI (EFV)

••
 

Use of triple NRTIs Use of triple NRTIs 



 

SecondSecond--line ART: Limited PI options line ART: Limited PI options 
for pts on TB regimen with R. for pts on TB regimen with R. 
••

 
ritonavir boosted PIs (SQV/r or LPV/r) ritonavir boosted PIs (SQV/r or LPV/r) 

••
 

Replacement of rifampicin with Replacement of rifampicin with rifabutinrifabutin..



RifabutinRifabutin



 

Added on WHO EML for use in HIV+ TB pts Added on WHO EML for use in HIV+ TB pts 
on 2on 2ndnd

 
line ART line ART --

 
ritonavirritonavir--boosted PIs boosted PIs 



 

Equally safe / effective as rifampicinEqually safe / effective as rifampicin


 

Little effect on PI serum concentrationLittle effect on PI serum concentration


 

costcost--effective in combination with the effective in combination with the 
standard dose of boostedstandard dose of boosted--PIs. PIs. 



Collaborative TB/HIV activitiesCollaborative TB/HIV activities

B. To decrease the burden of TB in PLHIV B. To decrease the burden of TB in PLHIV 
-- 3 I3 I’’ss

B.1. Intensified TB case finding (ICF)B.1. Intensified TB case finding (ICF)
B.2. Isoniazid preventive therapy (IPT)B.2. Isoniazid preventive therapy (IPT)
B.3. TB infection control in health care and other B.3. TB infection control in health care and other 

settings (IC)settings (IC)

A.  Establish the mechanism for A.  Establish the mechanism for 
collaborationcollaboration
A.1. TB/HIV coordinating bodiesA.1. TB/HIV coordinating bodies
A.2. HIV surveillance among TB patientA.2. HIV surveillance among TB patient
A.3. TB/HIV joint planningA.3. TB/HIV joint planning
A.4. TB/HIV monitoring and evaluationA.4. TB/HIV monitoring and evaluation

C. To decrease the burden of HIV in TB C. To decrease the burden of HIV in TB 
patientspatients
C.1. HIV testing and counsellingC.1. HIV testing and counselling
C.2. HIV preventive methodsC.2. HIV preventive methods
C.3. Cotrimoxazole preventive therapyC.3. Cotrimoxazole preventive therapy
C.4. HIV/AIDS care and supportC.4. HIV/AIDS care and support
C.5. Antiretroviral therapy to TB patients.C.5. Antiretroviral therapy to TB patients.



HIV testing for TB patients HIV testing for TB patients 
20032003––2008 (WHO)2008 (WHO)



HIV testing for TB patients, HIV testing for TB patients, 
20082008

In 50 countries at least 75% of TB patients knew their HIV 
status, including 11 African countries



CoCo--trimoxazole preventive therapy and trimoxazole preventive therapy and 
antiretroviral therapy for HIVantiretroviral therapy for HIV--positive positive 

TB patients, 2003TB patients, 2003––2008.2008.



Intensified TB caseIntensified TB case--finding and IPT finding and IPT 
provision among HIV positive people.provision among HIV positive people.



Global summary Global summary 
(by WHO regions (by WHO regions –– 2008)2008)

Region % of 
notified TB 
patients 
tested for 
HIV

% of 
tested  
TB 
patients 
HIV 
positive

% of
identified
HIV+ TB 
patients
started on
CPT

% of
identified
HIV+ TB 
patients
started
on ART

Number of
HIV+ people
screened
for TB 
(thousands)

Number of
HIV+
people
provided 
IPT
(thousands)

AFR 45 46 73 30 729 26
AMR 49 15 36 67 48 12
EMR 5.4 4.1 39 55 12 0.7
EUR 79 3.3 61 29 205 9.2
SEA 4.1 18 54 35 300 0.2
WPR 11 7.0 55 28 90 0.7
Global 22 26 71 32 1384 48



TB care for PLHIVTB care for PLHIV 
(Key interventions) (Key interventions) 



 

HCT HCT ––
 

22%22%



 

ICF ICF --
 

4% screened ~4% screened ~1.4m1.4m


 

IPT IPT --
 

0.2% ~0.2% ~50,00050,000


 

ART ART --
 

32%32%


 

TBTB--ICIC
 

at early stage at early stage --
 

Good indicators neededGood indicators needed

ScalingScaling--up urgent!!up urgent!!
Tools and evidence?Tools and evidence?



Intensified Case Finding (ICF)Intensified Case Finding (ICF)
 (the gateway)(the gateway)



 

High CFR for HIVHigh CFR for HIV--infected TB ptsinfected TB pts
••

 
2525--50% during TB treatment50% during TB treatment

••
 

>50% deaths occur within 2 months>50% deaths occur within 2 months


 

Early diagnosis and treatment Early diagnosis and treatment 
••

 
Reduces transmission and caseReduces transmission and case--fatalityfatality

••
 

Improve safety of ART initiationImprove safety of ART initiation
••

 
Improve uptake of IPTImprove uptake of IPT



 

Challenges:Challenges:
••

 
Diagnostic difficulty (AFB, XDiagnostic difficulty (AFB, X--ray, clinical)ray, clinical)

••
 

EvidenceEvidence--based TB screeningbased TB screening



IPT and ARTIPT and ART


 

IPT IPT 
••

 

Effective in reducing TB incidence in PLHIV and safeEffective in reducing TB incidence in PLHIV and safe
••

 

Overall 36% reduction in TB incidenceOverall 36% reduction in TB incidence
••

 

Upto 62% reduction in TST positivesUpto 62% reduction in TST positives
••

 

Does not contribute to increased INH resistanceDoes not contribute to increased INH resistance



 

ARTART
••

 

Reduces TB incidence in PLHIVReduces TB incidence in PLHIV
••

 

Reduces mortality in TB patients coReduces mortality in TB patients co--infected with HIV.infected with HIV.



 

ART + IPT ART + IPT 
••

 

synergistic in reducing risk of TB in PLHIVsynergistic in reducing risk of TB in PLHIV



Evidence and tools
1.

 

THIBELA TB IPT study: Outcome of massive “IPT”

 

scale-up 
among miners in South Africa”

 

–

 

IAS 2009, Capetown
2.

 

Botswana IPT trial -

 

Cancun UNION 2009 and CROI2010Cancun UNION 2009 and CROI2010
3.3.

 

TB incidence in HIV infected patients in Rio TB incidence in HIV infected patients in Rio ––

 

impact of impact of 
ART and IPTART and IPT--

 

Golub J etal, AIDS 2007, 21:1441Golub J etal, AIDS 2007, 21:1441––14481448
4.4.

 

IPT, HAART and TB risk in HIV infected adults in SA IPT, HAART and TB risk in HIV infected adults in SA ––

 prospective study prospective study --

 

Golub J etal AIDS 2009, 23Golub J etal AIDS 2009, 23::631631––636636
5.5. Widespread ART is associated with decline in TB Widespread ART is associated with decline in TB 

prevalenceprevalence. Middelkoop K et al.. Middelkoop K et al.

 

5th5th

 

IAS Conference, Cape IAS Conference, Cape 
Town, abstract WeLBB105, 2009Town, abstract WeLBB105, 2009

6.6.

 

CAMELIA: Survival With Early vs Late Therapy in TBCAMELIA: Survival With Early vs Late Therapy in TB--

 Coinfected Patients Coinfected Patients --

 

Blanc FXBlanc FX, et al. AIDS 2010. Abstract , et al. AIDS 2010. Abstract 
THLBB206. THLBB206. 

7.7.

 

WHO ICF and IPT draft guidelines WHO ICF and IPT draft guidelines ––

 

AIDS 2010 Vienna.AIDS 2010 Vienna.
8.8.

 

WHO policy on TB Infection Control 2009WHO policy on TB Infection Control 2009



1. THIBELA TB IPT study (CREATE)



 
Two arms
•Standard TB control
•Standard TB control plus 
Community wide IPT



 
Large scale: >27,000 consented
•88% eligible, 98% started



THIBELA TB IPT study (findings)



 

Safe:126 AE, 4 SAEs, 33 deaths all causes


 

TB screening effective
•

 
High prevalence (1.2%) –

 
contributed to 

TB case finding
•

 
26 cases missed among 8116 screened 
[0.3%])



 

Community mobilisation essential


 

No evidence of increased INH resistance



TB drug susceptibility after IPT TB drug susceptibility after IPT 
IAS 2009 IAS 2009 --

 
Thibela TB*Thibela TB*

First episodeFirst episode ReRe--treatment treatment 
episodeepisode

TB TB 
after after 
IPT IPT 
groupgroup

Control Control 
clustercluster

LaboratLaborat

 
ory ory 
subsub--

 
studystudy

TB after TB after 
IPT IPT 
groupgroup

Control Control 
clustercluster

Any Any 
INH INH 
resistaresista

 
ncence

7/58 7/58 
(12.1%)(12.1%)

12/182 12/182 
(6.6%)(6.6%)

32/270 32/270 
(11.8%)(11.8%)

1/13 1/13 
(7.7%)(7.7%)

12/67 12/67 
(17.9%)(17.9%)

MDRMDR--

 
TBTB

1.58 1.58 
(1.7%)(1.7%)

6/182 6/182 
(3.3%)(3.3%)

21/269 21/269 
(7.8%)(7.8%)

1/13 1/13 
(7.7%)(7.7%)

8/67 8/67 
(11.9%)(11.9%)

••TB episode with drug TB episode with drug 
resistance in TB after resistance in TB after 
IPT group not IPT group not 
significantly different significantly different 
from those in from those in 
comparison groupcomparison group



 

Most TB episodes Most TB episodes 
after IPT have good after IPT have good 
treatment outcome.treatment outcome.

••Data donData don’’t support t support 
concerns about drug concerns about drug 
resistance following resistance following 
IPTIPT

van Halsema etal; Tuberculosis outcomes and drug susceptibility in 
individuals exposed to isoniazid preventive therapy in a high HIV 
prevalence setting, AIDS2010)
Poster + oral presentation IAS 2009 



2. Botswana IPT trial2. Botswana IPT trial
 Cancun UNION 2009 and CROI2010Cancun UNION 2009 and CROI2010



 

Randomized doubleRandomized double--blind placeboblind placebo--controlled trailcontrolled trail


 

6 months (989) vs 36 months (1,006)6 months (989) vs 36 months (1,006)
••

 
23% TST positive in 6H23% TST positive in 6H

••
 

26% TST positive in 36H26% TST positive in 36H


 

By 6 months 45% had initiated ARTBy 6 months 45% had initiated ART


 

11 LFU, 176 with drawals, 36 deaths11 LFU, 176 with drawals, 36 deaths


 

Adherence at 36m: 78% attended >80% of their Adherence at 36m: 78% attended >80% of their 
visits.visits.



Botswana IPT trial (findings)Botswana IPT trial (findings)



 

The benefit of 6 months of IPT was lost in less The benefit of 6 months of IPT was lost in less 
than 6 months after treatment completion.than 6 months after treatment completion.



 

Overall 36 months IPT reduced TB by 56%.Overall 36 months IPT reduced TB by 56%.


 

Continuous IPT prevented TB in TST+ with 92% Continuous IPT prevented TB in TST+ with 92% 
efficiacy.efficiacy.



 

In TST negatives, 36m IPT did not prevent TB  In TST negatives, 36m IPT did not prevent TB  
any better than placebo.any better than placebo.



 

SAE not more common in 36H than 6HSAE not more common in 36H than 6H


 

Provision of IPT did not result in increased INHProvision of IPT did not result in increased INH--RR



Botswana IPT trialBotswana IPT trial

6H (989) 36H 
(1009)

DST test available 24 14

INH mono R 3 1

MDR –TB 1 1

Any INH R #(%) 4 (17%) 2 (14%)

INH RESISTANCE BY TREATMENT ARM
(from enrolment and after 36 months)

Botswana 
Background
9% INH resistance 
in new TB patients

18% INH R 
expected in trial if 
no additional 
contribution by IPT



3. TB incidence in HIV infected patients in 3. TB incidence in HIV infected patients in 
Rio Rio ––

 
impact of ART and IPTimpact of ART and IPT

Incidence rate of tuberculosis for primary 
exposure categories.

Exposure Exposure 
categorycategory

IR (per 100 PY)IR (per 100 PY) Incidence rate Incidence rate 
ratioratio

NaiveNaive 4.01 (3.404.01 (3.40––4.69)4.69) 1.0 (REF)1.0 (REF)

ART onlyART only 1.90 (1.661.90 (1.66––2.17)2.17) 0.48 (0.390.48 (0.39––0.59)0.59)

IPT onlyIPT only 1.27 (0.411.27 (0.41––2.95)2.95) 0.32 (0.100.32 (0.10––0.76)0.76)

BothBoth 0.80 (0.380.80 (0.38––1.47)1.47) 0.20 (0.090.20 (0.09––0.91)0.91)

TotalTotal 2.28 (2.062.28 (2.06––2.52)2.52)

Golub J etal, AIDS 2007, 21:1441–1448



4. IPT, HAART and TB risk in HIV infected 4. IPT, HAART and TB risk in HIV infected 
adults in SA adults in SA ––

 
prospective studyprospective study

Incidence rate of tuberculosis for primary 
exposure categories.

Golub J etal AIDS 2009, 23:631–636

IPT &  HAART IPT &  HAART 
historyhistory

IR (per 100 PY)IR (per 100 PY) Incidence rate Incidence rate 
ratioratio

NaiveNaive 7.1 (6.2–8.2) REFREF

HAART onlyHAART only 4.6 (3.4–6.2) 0.65 (0.46–0.91)

IPT onlyIPT only 5.2 (3.4–7.8) 0.73 (0.44–1.13)

IPT and HAARTIPT and HAART 1.1 (0.2–7.6) 0.15 (0.004–0.85)



5. Widespread ART is associated with 5. Widespread ART is associated with 
decline in TB prevalencedecline in TB prevalence

Middelkoop K et al.Middelkoop K et al.

 

Widespread ART is associated with decline in TB prevalenceWidespread ART is associated with decline in TB prevalence. . 
5th5th

 

IAS Conference on HIV Treatment, Pathogenesis and Prevention, CaIAS Conference on HIV Treatment, Pathogenesis and Prevention, Cape Town, pe Town, 
abstract WeLBB105, 2009.abstract WeLBB105, 2009.

HIV Negative HIV Positive

2005n=584 2008n=899 p-value 2005
n=174

2008n= 
306

p- 
value

Current Notified 
TB 0.7% 0.7% 0.97 4.0% 2.3% 0.24

Previously 
Undiagnosed TB 0.5% 0.4% 0.84 5.2% 1.3% 0.01

TOTAL 1.2% 1.1% 0.98 9.2% 3.6% 0.02



6. CAMELIA: ART Initiation at Wk 2 vs 6. CAMELIA: ART Initiation at Wk 2 vs 
Wk 8 of TB Therapy in HIVWk 8 of TB Therapy in HIV--Coinfected Coinfected 

PatientsPatients


 

WHO 2010 guidelines WHO 2010 guidelines 
recommend torecommend to
••

 

Initiate HAART in all Initiate HAART in all 
HIVHIV--infected patients infected patients 
with TB, regardless of with TB, regardless of 
CD4+ cell countCD4+ cell count

••

 

Initiate TB therapy Initiate TB therapy 
before HAART, with before HAART, with 
HAART added as soon as HAART added as soon as 
possiblepossible



 

CAMELIA: randomized, openCAMELIA: randomized, open--

 
label trial of HIVlabel trial of HIV--infected infected 
patients with newlypatients with newly--diagnosed diagnosed 
AFB+TB and CD4 cell count AFB+TB and CD4 cell count ≤≤

 
200 cells/mm200 cells/mm3 [2]3 [2]



 

Compared HAART initiation Compared HAART initiation 
(d4T + 3TC + EFV) at (d4T + 3TC + EFV) at 
••

 

Wk 2 (n = 332) vs Wk 2 (n = 332) vs 
••

 

Wk 8 (n = 329) of TB therapy Wk 8 (n = 329) of TB therapy 


 

All patients received standard All patients received standard 
TB therapy for 6 mosTB therapy for 6 mos

Blanc FX, et al. AIDS 2010. Abstract THLBB106. 



CAMELIA: Survival With Early vs Late CAMELIA: Survival With Early vs Late 
Therapy in TBTherapy in TB--Coinfected PatientsCoinfected Patients



 

Significantly higher incidence of Significantly higher incidence of 
IRIS with early vs late HAARTIRIS with early vs late HAART
••

 

4.03 vs 1.44 per 100 person4.03 vs 1.44 per 100 person--

 
mos, respectively (mos, respectively (PP < .0001)< .0001)

Blanc FX, et al. AIDS 2010. Abstract THLBB206. Graphic used with permission.. 

Wk
Survival Probability, %  (95% CI)

P
Early Arm Late Arm

50 86.1 
(81.8-89.4)

80.7 
(76.0-84.6) .07

100 82.6 
(78.0-86.4)

73.0 
(67.7-77.6) .006

150 82.0 
(77.2-85.9)

70.2 
(64.5-75.2) .002

Survival Probability, Early vs Late Therapy

Log rank P = .0042

Wks From TB Treatment Initiation
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7. ICF and IPT WHO draft guidelines 7. ICF and IPT WHO draft guidelines 
20102010

WHOWHO--CDC metaCDC meta--analysis analysis --
 

TB screeningTB screening
ObjectiveObjective

Sensitive clinical algorithm to develop simple, Sensitive clinical algorithm to develop simple, 
standardized TB screening tool and develop standardized TB screening tool and develop 
standardized evidencestandardized evidence--based guidelines for TB based guidelines for TB 
screening and IPT for PLHIV.screening and IPT for PLHIV.

ResultsResults


 

12 studies and >9000 cases included in study 12 studies and >9000 cases included in study 
(retrospective)(retrospective)



 

Top performing rules outlinedTop performing rules outlined
••

 

C24,F, NS, WL C24,F, NS, WL --

 

Sensitivity (79%), Sp (56%), NPV Sensitivity (79%), Sp (56%), NPV 
(98%)(98%)



 

Draft guidelines and algorithms developedDraft guidelines and algorithms developed



Recommendation 1 : TB screeningRecommendation 1 : TB screening

Adults and adolescents living with HIV should beAdults and adolescents living with HIV should be
screened with a clinical algorithm and those who doscreened with a clinical algorithm and those who do
not report any one of;not report any one of;

––

 

current cough,current cough,
––

 

fever,fever,
––

 

weight loss orweight loss or
––

 

night sweatsnight sweats
are unlikely to have active TB are unlikely to have active TB and should be offered IPT.and should be offered IPT.

••

 

Irrespective of immunosuppresionIrrespective of immunosuppresion
••

 

Including those on ARTIncluding those on ART
••

 

Previously treated for TBPreviously treated for TB
••

 

Pregnant womenPregnant women



Recommendation 2 : TB screeningRecommendation 2 : TB screening

Adults and adolescents living with HIV screenedAdults and adolescents living with HIV screened
with a clinical algorithm and reported one of thewith a clinical algorithm and reported one of the
following;following;

––

 

current cough,current cough,
––

 

fever,fever,
––

 

weight loss orweight loss or
––

 

night sweatsnight sweats

may have active TB may have active TB and should be evaluated for TBand should be evaluated for TB
and other diseases.and other diseases.



Recommendation 3Recommendation 3

Adults and adolescents who are livingAdults and adolescents who are living
With HIV and:With HIV and:

••
 

have unknown or positive TST status and;have unknown or positive TST status and;
••

 
unlikely to have active TBunlikely to have active TB



 

should receive IPT for at least 6 should receive IPT for at least 6 
monthsmonths



Recommendation 4Recommendation 4

Adults and adolescents who are living With HIV in Adults and adolescents who are living With HIV in 
settings with higher TB transmissionsettings with higher TB transmission

and:and:
••

 

have unknown or positive TST status and;have unknown or positive TST status and;
••

 

unlikely to have active TBunlikely to have active TB
ConditionallyConditionally

 

receive IPT for at least 36 Monthsreceive IPT for at least 36 Months

••

 

Settings for 36 months should be determined by Settings for 36 months should be determined by 
national guidelinesnational guidelines

••

 

Local context (feasibility, resources, safety and Local context (feasibility, resources, safety and 
relevance)relevance)

••

 

Higher TB prevalence and transmissionHigher TB prevalence and transmission



Recommdendation 5Recommdendation 5



 

Tuberculin Skin Test (TST)Tuberculin Skin Test (TST)
••

 
Not a requirement for initiating IPTNot a requirement for initiating IPT

••
 

TST can be used if feasibleTST can be used if feasible
••

 
TST positives benefit more from IPTTST positives benefit more from IPT



Recommendation 6Recommendation 6



 

Chest radiographyChest radiography
••

 
Could be used to augment screening but Could be used to augment screening but 
less feasible due to workload, cost, less feasible due to workload, cost, 
availabilty and qualified staff.availabilty and qualified staff.

••
 

Implement symptom based rule Implement symptom based rule 
regardless of radiography.regardless of radiography.



Recommendation 7Recommendation 7

IPT and drug resistanceIPT and drug resistance
••

 
IPT does not increase INH resistanceIPT does not increase INH resistance

••
 

Concers of INH resistance should not be Concers of INH resistance should not be 
barriers to providing IPT.barriers to providing IPT.



Recommendation 8Recommendation 8
Children living with HIV and IPT (1)Children living with HIV and IPT (1)

••
 

IPT should be offered to children without poor IPT should be offered to children without poor 
weight gain, fever or concurrent cough.weight gain, fever or concurrent cough.

••
 

Children (with HIV) after TB treatment should Children (with HIV) after TB treatment should 
receive additional 6 months of IPTreceive additional 6 months of IPT

All children with TB contact history should All children with TB contact history should 
receive 6 months of IPT.receive 6 months of IPT.



Algorithm for TB screening in adults and Algorithm for TB screening in adults and 
adolescents  living with HIV in HIV prevalent adolescents  living with HIV in HIV prevalent 

and resource constrained settingsand resource constrained settings(WHO)(WHO)

No Yes

Screen for TB with any one of the following:**
•Current cough
•Fever
•Weight loss
•Night Sweats

Investigate for TB and other diseases****

Not TB TB

Treat for TBAppropriate 

 

treatment and 

 

consider IPT

Yes

Defer IPT

No

Give IPT

Other diagnosis

Assess for contraindications to IPT***

Follow up and  

 

consider IPT

Screen for TB regularly at each encounter with a health worker or visit to health facility

Adults and adolescents living with HIV*



Algorithm for TB screening in children more than Algorithm for TB screening in children more than 
one year old and living with HIVone year old and living with HIV(WHO)(WHO)

No Yes

Screen for TB with any one of the following:
•Poor weight gain**
•Fever
•Current cough

Investigate for TB and other diseases****

Not

 

TB TB

Treat for TBAppropriate 

 

treatment and 

 

consider IPT

Yes

Defer IPT

No

Give IPT

Other diagnosis

Assess for contraindications to IPT***

Follow up and  

 

consider IPT

Screen for TB regularly

Child over 12 months of age and living with HIV*



Summary WHO guidelinesSummary WHO guidelines



 

Symptom based screening for TBSymptom based screening for TB


 

Algorithm is sufficient to start IPT for PLHIVAlgorithm is sufficient to start IPT for PLHIV


 

No mandatory CXR and TST requirement for IPTNo mandatory CXR and TST requirement for IPT


 

Regular screening of those on IPT at every visitRegular screening of those on IPT at every visit


 

Pregnant women, children, those on ART and those Pregnant women, children, those on ART and those 
who completed TB treatment should receive IPTwho completed TB treatment should receive IPT



 

Conditional recommendation of 36 months IPT for Conditional recommendation of 36 months IPT for 
settings with high TB transmission among PLHIVsettings with high TB transmission among PLHIV



TB Infection Control (TBTB Infection Control (TB--IC)IC)



 

Facility level Facility level 
measuresmeasures



 

Administrative Administrative 
measuresmeasures



 

Environmental Environmental 
measuresmeasures



 

Personal Personal 
protectionprotection



Key challenges Key challenges 



NEXT STEPSNEXT STEPS



Key approachKey approach



SummarySummary 
KeyKey interventionsinterventions and and outcomesoutcomes

Yes or No

36 months

6  months

ART

ICF

TB-IC

IPT

TST 
Policy

CD4 cutoffs
CD4 < 350
All TB/HIV

CPT

WHO IPT/ICF 
Guidelines



ThanksThanks youyou

WWW.tbcta.orgWWW.tbcta.org
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