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Executive Summary

The HIV epidemic has posed major challenges to tuberculosis (TB) control efforts
globally. Increasing TB case rates over the past decade in many countries in sub-
Saharan Africa are largely attributable to the HIV epidemic. The extent of the
HIV/TB epidemic in South-East Asia will depend on the future course of the HIV
epidemic, as well as on efforts to control TB. Preventing HIV-associated TB means
going beyond the full implementation of DOTS. It includes preventing HIV infec-
tion, preventing progression of latent TB infection to active disease and the provision
of HIV/AIDS care and antiretroviral treatment (ART). Active TB is the most com-
mon opportunistic disease in Asia among people living with HIV/AIDS as HIV
increases the likelihood of progressing from latent infection to active TB. While the
double stigma of HIV and TB leads to delays in TB diagnosis and treatment, the
occurrence of other HIV-related diseases results in higher mortality among HIV-
infected TB patients. Despite sharing mutual concerns and a range of effective inter-
ventions for TB and AIDS control both programmes are pursuing separate courses.  

The goal of the HIV/TB strategy is to reduce HIV/TB- associated morbidity and
mortality through collaboration between national AIDS and national TB pro-
grammes. The objectives are (1) to decrease the burden of TB among People Living
with HIV/AIDS (PLWHA) and (2) to decrease the burden of HIV in TB patients.
This collaboration is based on well-defined responsibilities and the complementary
nature of each programme; functional collaboration and not structural programme
integration; integration into ongoing programmes; and the need to generate evidence
in order to effectively respond to HIV/TB in a comprehensive manner. 

This document proposes four strategies to achieve its goal and objectives:

1. Preventing HIV transmission;

2. Preventing progression of latent TB infection to active TB among HIV-infected
individuals;

3. Decreasing morbidity and mortality in HIV-infected TB patients; and

4. Strengthening health systems' response to HIV/TB

The regional HIV/TB strategy encompasses:  

● Key interventions and activities;

● A framework for prioritization of technical interventions according to HIV/TB
epidemiology and available resources;
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1 Introduction

Tuberculosis has been a major public health problem for centuries. The imple-
mentation of effective public health interventions for the prevention and con-
trol of TB has significantly contributed to a substantial reduction of the glob-

al disease burden.  However, the emergence of the HIV epidemic has posed major
challenges to TB control efforts, globally. An increase of HIV prevalence in the
South-East Asia Region with 40 per cent of its population being infected with
Mycobacterium tuberculosis (MTB), may jeopardize TB control efforts if not con-
tained now. 

HIV fuels the TB epidemic in several ways.  HIV is the most potent known risk fac-
tor for progression to active TB both in people with recently acquired infection and
those with latent MTB infection. The annual risk of developing TB in HIV-infected
individuals co-infected with MTB ranges from 5-10 per cent. Up to 60 per cent of
Purified Protein Derivative (PPD) positive people with HIV/AIDS (PLWHA) devel-
op active TB during their lifetime compared to about 10 per cent of PPD positive
HIV negative individuals (Figure 1). HIV increases the rate of recurrent TB, either
due to endogenous reactivation or exogenous re-infection. Increasing TB cases in
PLWHA augment the risk of TB transmission to the general community whether or
not HIV-infected.

Preventing HIV-associated TB goes beyond the full implementation of DOTS. It
includes preventing HIV infection in the first place, as well as preventing progression
of latent infection to active disease, and the provision of HIV/AIDS care and treatment.

Figure 1: TB and AIDS
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● Steps for implementation of collaborative HIV/TB activities; and 

● Indicators for programme monitoring and evaluation.

The regional strategy identifies mechanisms and recommends areas for collaboration
between the two programmes for mutual benefit. The WHO Regional Office for
South-East Asia promotes the adaptation of the framework at the national level.

Introduction 11
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1

The Interaction between HIV and 
TB and it's Implications

South-East Asia bears 40 per cent of the global TB burden and ranks second after
sub-Saharan Africa in the estimated number of PLWHA. The extent to which
HIV fuels the TB epidemic depends on the degree of overlap between the pop-

ulation infected with MTB and the population infected with HIV (Figure 2). 
Figure 2a: Degree of overlap between HIV and MTB infected populations 

in Sub-Saharan Africa

2

Common population group with HIV/TB co-infection

Africa has a high degree of overlap between HIV infected and MTB infected popu-
lations among the 15-49 years age group whereas in South-East Asia there is a lesser
degree of overlap due to lower HIV prevalence, resulting in lower numbers of

HIV MTB infections

HIV MTB infections

Common population group with HIV/TB co-infection

Figure 2b: Degree of overlap between HIV and MTB infected populations in
the South-East Asia Region

TB can occur during the early stages of HIV infection when the CD4 count is still
above 200 cells/uL. The majority of HIV-associated TB cases display typical clinical
patterns of pulmonary TB. As HIV-related immunosuppression increases, the clini-
cal pattern of TB changes and is more difficult to diagnose.  TB is then more likely
to be disseminated with increasing numbers of smear-negative pulmonary and extra-
pulmonary TB manifestations.  

National TB programmes in high-HIV-burden countries are reporting increasing
case-fatality rates of up to 25 per cent in smear-positive patients and 40-50 per cent
in smear-negative pulmonary TB patients.  World-wide there were an estimated
350,000 deaths from HIV-related TB (HIV/TB) in 2000.  This may be due to
delayed diagnosis and treatment of TB and to morbidity of HIV-related illnesses
other than TB.

The HIV/TB epidemic, with increasing numbers of HIV-infected TB patients has a
negative impact on existing AIDS and TB programmes and communities. Dual stig-
ma is common: TB patients, in particular females, fail to present for diagnosis of TB
due to the stigma of TB and for fear of being labeled as having AIDS.   

There is sufficient evidence that AIDS and TB programmes share mutual concerns.
WHO advocates for a strong health sector response to implement HIV/TB interven-
tions through collaborative efforts of HIV and TB programmes, rather than through
a dual strategy for a dual epidemic. 

Following discussions held among the Joint National AIDS and TB Programme
Managers and at the two Global TB/HIV Working Group Meetings, the WHO
Regional Office for South-East Asia developed a HIV/TB regional strategic plan
adapted to the epidemiology and the ongoing national responses to HIV/TB in the
Region. The strategy is consistent with the Global TB/HIV Strategic Framework
published in 2002. 
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Figure 5: New TB rate by HIV status per 100,000 persons in Chiang Rai,

Thailand (1987-2000) (Source RIT-JATA)
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TB/HIV Research Project, RIT-JATA, Provincial Health Office Chiang Rai, 
Ministry of Public Health, Thailand

proportion of HIV-seropositive TB patients from 1.5 per cent in 1990 to 45.5 per
cent in 1994 and 72.0 per cent in male patients and 65.8 per cent in female patients
by 1998.3,4 Data for a similar 10-year period are available from Pune, India - the HIV
eropositive rate in newly diagnosed TB patients has steadily increased from about 4
per cent in 1991 to about 20 per cent in 1996.5
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Increasing TB case rates over the past decade in many countries in sub-Saharan Africa
are largely attributable to the HIV epidemic. Since the mid-1980s, in many African
countries, including those with well organized programmes, annual TB cases notifi-
cation rates have risen up to four-fold, reaching peaks of more than 400 cases /
100,000 population. In some countries, up to 70 per cent of patients with sputum
smear-positive pulmonary TB are HIV-positive. The countries most badly affected by
HIV/TB are those where HIV prevalence is the highest (Figure 4).

In the SEA Region the impact of HIV on TB has so far been observed in provinces
where HIV prevalence is highest compared to the country average. For example in
Chiang Rai, one of the provinces in northern Thailand, the rate of HIV seropositive
TB patients increased from about 1 in 100,000 in 1990 to over 50 per 100,000 in
2000 (Figure 5). Simultaneously, TB notification rates increased from about 50 /
100,000 in 1991 to about 130 in 2000. The increase was seen in all categories of TB
- smear positive pulmonary TB, smear negative pulmonary TB and extrapulmonary
TB. A number of publications from selected sites in Thailand and India reported that
the proportion of reported HIV seropositive TB increased sharply after 1991. TB reg-
istry data from the Chiang Rai Provincial Hospital, which started confidential HIV
testing in October 1989, indicated a steady and rapid increase in the number and

HIV prevalence, adults 15-49

years

1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000
Year

HIV/TB co-infections. The extent to which HIV fuels the TB epidemic is thus much
lower than in Sub-Saharan Africa. 

In 2000, the revised estimates of global HIV/TB burden indicate that, 9 per cent out
a total 8.3 million new TB cases in adults (15 - 49 years) were attributable to HIV
infection.  Of the 1.8 million deaths from TB, 12 per cent were attributable to HIV.
TB was the immediate cause of 11 per cent of all adult AIDS deaths, of which only
a third received treatment.1 Of the nearly 6 million adults living with HIV in the
South-East Asia (SEA) Region, about 40 per cent - 50 per cent are likely to be infect-
ed with TB.  

The highest co-infection rates are in sub-Saharan Africa but parts of SEA are also
affected, for example, Myanmar and Thailand (Figure 3). 

Figure 3: Estimated HIV-infected TB cases per 100 000 adults in 20002

Figure 4: The Linear Relationship - Relationship between estimated incidence

of TB (all forms) and HIV prevalence in adults for 18 African countries in 1999
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per 100k in the absence of HIV, but is still decreasing steadily and the effect of the
HIV epidemic will be to delay the time at which targets are reached by about five
years. 

The HIV/TB epidemic exerts a negative impact on existing AIDS and TB pro-
grammes in several ways.

Impact of HIV on TB programmes

● Increased case load of active TB attributable to HIV

● Increased HIV-related morbidity and mortality in TB patients

● Higher default rates and lower cure rates 

● High rates of adverse drug reactions during TB treatment 

● Increased risk of TB transmission (including nosocomial transmission)

● Increased burden on TB services 

● Delay of access to health services for TB suspects due to the stigma of
HIV/AIDS

Impact of TB on HIV programmes

● Increased case load of active TB among PLWHA

● TB may accelerate the progression of HIV-related immunosuppression 

● Increased morbidity and mortality from TB among PLWHA 

● Difficulties with diagnosing TB among PLWHA owing to the different clinical
presentations of HIV related TB

● Increased burden on HIV services  

The extent of the epidemic of HIV/TB in SEA depends on the future course of the
HIV epidemic as well as on efforts to control TB. Mathematical modelling has gen-
erated predictions concerning HIV fuelling the TB epidemic under different scenar-
ios for example in India (Figure 6). In spite of rapid expansion of the Directly
Observed Treatment-Short Course (DOTS) strategy in the Region, the incidence of
TB remains high in medium and high-HIV prevalence settings. This modelling sug-
gests that even full implementation of the DOTS strategy will fail to control HIV-
related TB in the face of an expanding HIV epidemic. Therefore, it is crucial to
implement effective interventions now, at this early stage of the HIV epidemic in
SEA Region, when the TB programmes of many countries are showing good results
where the DOTS strategy is implemented. 

Figure 6: Modelling incidence of smear positive TB per 100,000 people for

each of three possible HIV scenarios and two levels of TB control.
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(Source: Data from http://naco.nic.in/vsnaco/indianscene/esthiv.htm. Modelling by Williams B for RNTCP
India presented at the 2nd Global TB/HIV Working Group Meeting) 
Green = No HIV; Red = With HIV. The upper row shows the impact of a fast expansion of the TB
DOTS Programme in low, medium and high HIV prevalence scenarios, the lower row in slow
expansion.

The six graphs show the consequences of each combination of these HIV and TB sce-
narios for the epidemic of TB. First of all, the epidemic of HIV has a dramatic effect
on the incidence of TB and it is essential to avoid any further increase in the preva-
lence of HIV. However, for all three HIV epidemics, 'fast' expansion of the DOTS
programme reduces the increase in smear-positive cases that result from HIV over the
next 20 years by about 20 per cent as compared to 'slow' expansion. In the best case
(fast expansion, low HIV) TB incidence in 2020 is about 25 per 100k, instead of 15
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The Response So Far and 
Challenges Ahead

WHO has given a high priority to decrease the burden of HIV/TB and has
established a Global TB/HIV Working Group which met in Geneva,
Switzerland in 2001, in Durban, South Africa in 2002 and in Montreux,

Switzerland in 2003. It is one of the working groups instituted under the Global Stop
TB partnership, launched by the WHO, Director-General in November 1998.  During
the first meeting, the working group reviewed and endorsed the WHO Strategic
Framework to Decrease the Burden of TB/HIV.6,7 At the second meeting, draft
Guidelines Implementing Collaborative TB and HIV Programme Activities were
endorsed. The Working Group urged provision of stronger country level support to
TB and HIV programmes to enable collaborative planning and implementation of
HIV/TB activities, and for advocacy for increased resources to fight the dual epidemic. 

In 2001, the first joint meeting of national TB and national AIDS programme man-
agers in SEAR held in Chiang Mai, Thailand, recommended the development of a
HIV/TB regional framework, promoting greater collaboration and interaction
between existing AIDS and TB control programmes and capitalizing on the strengths
of each programme to implement HIV/TB interventions delivered through the exist-
ing health care systems.  

Several SEA countries responded positively. For example in India, a national policy
to coordinate common activities for HIV/AIDS and TB has been formulated by the
National AIDS Control Organization (NACO) and the Central TB Division
(CTD). TB and HIV/AIDS are reciprocally included in the national policies of the
two programmes. Activities including sensitization and training of key staff from
both programmes are underway. Ad hoc HIV prevalence surveys among TB patients
were carried out in selected sites. The following tools were developed: 1) Treatment
guidelines for TB in HIV-infected individuals, 2) TB/HIV guide for health workers
and 3) A TB/HIV training manual for medical officers. Voluntary counselling and
testing (VCT) services at the sub-district level (AIDS programme) will incorporate
screening for TB symptoms and referral to diagnosis and treatment of TB and AIDS
care. The recently-appointed national HIV/TB consultants are expected to facilitate
the local coordination of service delivery, referral, NGO involvement, cross-training
and infection control in the six high HIV prevalence states.9

In Myanmar, HIV/AIDS is a priority under the National Health Plan. Increasing
HIV prevalence in defined subpopulations for sentinel surveillance has been report-

3
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4 Why a Regional Strategy for HIV/TB?

HIV/TB activities require joint planning and coordination of both AIDS and
TB programmes mainly for generating evidence for advocacy, mobilizing
partnerships and resources, education of communities for TB and

HIV/AIDS and ultimately to manage HIV-related TB. However, in most countries
there is no functional collaboration between the two vertical programmes, NAP and
NTP. Many countries concerned with HIV/TB have implemented HIV/TB activi-
ties mostly through their TB programmes with poor or no coherent national
HIV/TB strategy based on collaborative planning between the AIDS and TB pro-
grammes. 

The aim of the DOTS strategy is to detect and treat infectious TB cases so effective-
ly that new TB infections are limited in the first place. The DOTS strategy, howev-
er, initially paid little attention to the impact of the HIV epidemic on TB control.
The most powerful intervention against TB beyond case finding and treatment is to
prevent new HIV infections in people already infected with TB and to reduce the
likelihood that latent MTB infection will progress to active TB. 

The aim of HIV prevention and care programmes is to prevent the spread of HIV
through interventions such as promotion of condom use, particularly among
Commercial Sex Workers (CSWs) and their clients, Sexually Transmitted Infections
(STI) control, prevention of mother-to-child transmission, harm reduction targeting
Injecting Drug Users (IDUs), ensuring safe blood supply and prolonging quality of
life of PLWHA through the provision of care and support including ART. HIV pre-
vention and care programmes in turn have paid little attention to TB, which is the
most common life threatening opportunistic infections (OI) in HIV-infected indi-
viduals in developing countries. HIV-infected TB patients are either treated in the
AIDS unit where the DOTS strategy is rarely applied, or referred to TB services
where little attention is paid to their ongoing HIV care. 

The epidemiology of HIV and TB as well as the health sector's response in countries
of the Region differ from countries in the other WHO Regions. Therefore a Regional
HIV/TB Strategy for South-East Asia, drawing on the country-specific experiences,
and based on the global framework is needed.

ed since 1995. Up to 70 per cent of AIDS patients presented with active TB in some
settings.10 Collaborative TB/HIV activities include counselling of TB patients on
HIV and vice versa, training of health care providers in TB and HIV services, HIV
prevalence surveys among TB patients, evaluating treatment outcome of TB among
HIV-infected patients, and developing a model for cross-border disease control for
HIV/TB in 15 border townships in collaboration with the Royal Thai Government.
Future plans include scaling up of cross-border collaboration on control of malaria,
TB and HIV/AIDS with Thailand. 

In Nepal, a planned collaboration between the national AIDS and TB programmes
includes the following components: joint policy and strategy on TB/HIV; joint plan-
ning, evaluation and logistics management; information sharing and dissemination;
training of health workers; advocacy; and operational research. The national TB pro-
gramme (NTP) has carried out HIV prevalence surveys in TB patients in selected TB
centres since 1993/94. The national TB Programme established a SAARC HIV/TB
Centre in Kathmandu. 

Thailand is more advanced in containing the HIV epidemic and in the response to
HIV/TB. A national HIV/TB working group has been established as an interface
between national AIDS programme (NAP) and NTP providing guidance to collab-
orative HIV/TB activities. The working group developed a national guideline for
integrated HIV/TB strategies for the prevention and control of TB. A technical advi-
sory group on isoniazid (INH) preventive therapy has also been established. In north-
ern Thailand where HIV prevalence in active TB cases is the highest compared to the
country average, the Ministry of Public Health conducted an assessment of INH pre-
ventive therapy services and drafted technical and operational guidelines on INH
preventive therapy for PLWHA. Since 2001, INH preventive therapy has been pilot-
ed in 22 sites in northern Thailand using the aforementioned guidelines, and is now
being expanded to more sites countrywide.11 In October 2002, the restructuring of
the Ministry of Public Health led to the formation of a Department of Disease Control,
with structural integration of the TB, AIDS and STI divisions under one umbrella.

Good DOTS implementation is vital for preventing the emergence of MDR-TB and
to extend and improve the quality of life among people living with HIV/AIDS.
While there are reports of higher levels of MDR among HIV-infected active TB
cases, these appear to be related to previous periods of interruption or default from
treatment, underscoring the need for adhering to supervised treatment, particularly
in this high risk group. India (sub-national), Nepal and Thailand participated in the
previous global TB drug resistance surveys and Bangladesh, Indonesia and Myanmar
will participate in ensuing rounds. Overall MDR-TB rates reported from around the
Region are around 2 per cent. While this level of resistance does not threaten the effi-
cacy of presently recommended first-line regimens of anti-TB drugs being used in the
Region, more intensive drug resistance surveillance is needed to continuously moni-
tor trends in MDR-TB.
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5 Goal and Objectives

The goal of the HIV/TB strategy is to reduce HIV/TB-associated morbidity and
mortality. 

The objectives are:

1. To decrease the burden of TB among PLHWA and

2. To decrease the burden of HIV in TB patients. 
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6 Strategies and Interventions

6.1 Strategies

The four strategies to achieve the goal and objectives are: 

1. Preventing HIV transmission; 

2. Decreasing progression of latent TB infection to active TB among HIV-infected
individuals;

3. Decreasing morbidity and mortality in HIV-associated TB; and 

4. Strengthening health systems response to HIV/TB

The regional strategy identifies mechanisms and recommends areas for collaboration
between the two programmes with the aim that both programmes will benefit from
the collaboration. SEARO promotes the adaptation of the framework at national
level.

Table 1: Specific interventions for the four strategies 

1.  Preventing HIV

● Condoms

● STI management

● Harm reduction for injecting drug users

● VCT

2. Preventing progression of latent TB
infection to active TB

● Intensified case finding

● Isoniazid preventive treatment for
PLWHA with latent TB infection

3. Reducing morbidity and mortality of
HIV-associated TB

● Early diagnosis and treatment, DOTS

● Provision of access to antiretroviral
treatment

● HIV/AIDS care during and after TB

treatment

● Cotrimoxazole preventive therapy

4. Strengthening health systems
response to HIV/TB

● Enhancing collaboration of TB and
AIDS programmes

● Advocacy

● Mobilizing resources

● Surveillance

● Building partnerships with communi-
ties, PLWHA, NGOs

● Establishing an effective referral system

● Strengthening the health systems
capacity 

● Ensuring accountability, monitoring
and evaluation

● Operational research
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The 100 per cent condom programme

The 100 per cent condom use programme targeting establishment-based sex workers
and their clients was initiated in Ratchaburi province, Thailand in 1989 and was
expanded nation-wide in 1991. It was subsequently piloted in Cambodia in 1998
and has expanded nation-wide since 2000. In both countries, this strategy has con-
tributed to the reduction of HIV and STI infection levels in sex workers and their
clients, and limited the spread of HIV to the general adult population. The pro-
gramme includes screening and management of sexually transmitted infections as a
key element. 

Harm reduction among injecting drug users

Sharing or use of contaminated needles is a well-recognized way of spreading HIV.
Since injecting drug abusers are often linked in tight networks and commonly share
injecting equipment, HIV can spread very rapidly in these populations. Numerous
studies have also found drug injectors to be disproportionately likely to be involved
in the sex industry or to engage in high-risk sexual activities. 

Deciding on the implementation of the intervention strategies to prevent HIV in
injecting drug abusers is one of the most urgent issues. Studies have demonstrated
that HIV transmission among injecting drug abusers can be prevented and that the
epidemic already has been slowed and even reversed in some cases. HIV prevention
activities which have had an impact on HIV prevalence and risk behaviour include
HIV/AIDS education, access to condoms and clean injecting equipment, counselling
and drug abuse treatment.18

6.2.1.2 Management of Sexually Transmitted Infections (STI)

There is clear evidence that STIs are a co-factor for HIV transmission. The risk of
HIV infection rises four to ten-fold in the presence of an STI. There has been con-
siderable discussion regarding the role of STI treatment for the reduction of HIV
transmission following a study in Tanzania. A decrease in HIV-1 incidence was asso-
ciated with improved STI case management in Mwanza. However, the impact of STI
treatment depends on several factors such as the stage of the HIV-1 epidemic which
can influence exposure to HIV-1 and the distribution of viral load in the infected
population; potential differences in the prevalence of incurable STIs (such as genital
herpes); perhaps greater importance of symptomatic than symptomless STIs for HIV-
1 transmission; and possibly greater effectiveness of continuously available services than
of intermittent mass treatment to control rapid STI re-infection.19,15

6.2.1.3 The role of Voluntary Counselling and Testing (VCT) for HIV/TB 
prevention and control

The majority of TB patients do not know their HIV status. HIV-infected TB patients
receive anti-TB treatment without any consideration for their HIV status. Such
patients therefore do not have access to prevention and treatment of HIV-associated
OIs and ART. At the same time HIV-infected persons should be offered screening for
TB. Also those who are not HIV infected can benefit on how to remain negative.
VCT services can serve these purposes.  

TB Infection HIV/TB Co-Infection Clinical HIV/TB
(5-10% annually)

HIV Infection
Prevent HIV Reduce morbidity and

Prevent mortality of HIV
progression of associated TB
latent TB
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6.2.1 Preventing HIV transmission

Since HIV fuels the TB epidemic, interventions to prevent HIV transmission should
contribute to decreasing the TB burden. Reduction in the number of sexual partners,
expanding access to condoms, syndromic management of sexually transmitted infec-
tions, harm reduction for injecting drug users, Voluntary Counselling and Testing
(VCT) have all been shown to be effective in preventing HIV infection.12-13 Detailed
information about these interventions is documented elsewhere.

6.2.1.1 Targeted interventions

The most efficient way to prevent the spread of HIV is to target populations with
high HIV case reproduction number, e.g. those with the most sexual partners and
injecting drug users who share needles and syringes.14 Among the range of measures
with immediate impact in decreasing HIV transmission are condom use, treatment
of STIs15,16 and needle-syringe exchange programmes. Thailand has shown the effec-
tiveness of the "100 per cent condom programme" targeting CSWs and their clients
in brothels on a national scale.17 It is well known that the HIV epidemic started in
IDU populations in several Asian countries and then spread to other risk groups and
the general population. Harm reduction through provision of sterile injecting equip-
ment, peer education and maintenance drug treatment are proven effective in pre-
venting HIV transmission among IDUs.18

6.2 Interventions 

The regional strategy proposes a number of interventions for collaborative
implementation. The NAP and NTP retain primary responsibility for their
respective programme areas, while collaborating in agreed areas of joint activity
(Table 1, Figure 7).

Figure 7: Strategic framework of interventions for the prevention and control
of HIV/TB 
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There is clear evidence that STIs are a co-factor for HIV transmission. The risk of
HIV infection rises four to ten-fold in the presence of an STI. There has been con-
siderable discussion regarding the role of STI treatment for the reduction of HIV
transmission following a study in Tanzania. A decrease in HIV-1 incidence was asso-
ciated with improved STI case management in Mwanza. However, the impact of STI
treatment depends on several factors such as the stage of the HIV-1 epidemic which
can influence exposure to HIV-1 and the distribution of viral load in the infected
population; potential differences in the prevalence of incurable STIs (such as genital
herpes); perhaps greater importance of symptomatic than symptomless STIs for HIV-
1 transmission; and possibly greater effectiveness of continuously available services than
of intermittent mass treatment to control rapid STI re-infection.19,15

6.2.1.3 The role of Voluntary Counselling and Testing (VCT) for HIV/TB 
prevention and control

The majority of TB patients do not know their HIV status. HIV-infected TB patients
receive anti-TB treatment without any consideration for their HIV status. Such
patients therefore do not have access to prevention and treatment of HIV-associated
OIs and ART. At the same time HIV-infected persons should be offered screening for
TB. Also those who are not HIV infected can benefit on how to remain negative.
VCT services can serve these purposes.  
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6.2.1 Preventing HIV transmission

Since HIV fuels the TB epidemic, interventions to prevent HIV transmission should
contribute to decreasing the TB burden. Reduction in the number of sexual partners,
expanding access to condoms, syndromic management of sexually transmitted infec-
tions, harm reduction for injecting drug users, Voluntary Counselling and Testing
(VCT) have all been shown to be effective in preventing HIV infection.12-13 Detailed
information about these interventions is documented elsewhere.

6.2.1.1 Targeted interventions

The most efficient way to prevent the spread of HIV is to target populations with
high HIV case reproduction number, e.g. those with the most sexual partners and
injecting drug users who share needles and syringes.14 Among the range of measures
with immediate impact in decreasing HIV transmission are condom use, treatment
of STIs15,16 and needle-syringe exchange programmes. Thailand has shown the effec-
tiveness of the "100 per cent condom programme" targeting CSWs and their clients
in brothels on a national scale.17 It is well known that the HIV epidemic started in
IDU populations in several Asian countries and then spread to other risk groups and
the general population. Harm reduction through provision of sterile injecting equip-
ment, peer education and maintenance drug treatment are proven effective in pre-
venting HIV transmission among IDUs.18

6.2 Interventions 

The regional strategy proposes a number of interventions for collaborative
implementation. The NAP and NTP retain primary responsibility for their
respective programme areas, while collaborating in agreed areas of joint activity
(Table 1, Figure 7).

Figure 7: Strategic framework of interventions for the prevention and control
of HIV/TB 
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active TB.24 In high TB prevalence countries, between 3.4 per cent and 10 per cent
of tuberculin-positive PLWHA may develop TB every year. Studies in this group have
shown that IPT reduced the risk in the short term of developing TB to around 40
per cent of what it would have been without such intervention, but did not prolong
survival.25 A recent cohort study from Brazil reports decreased mortality in patients
who used IPT and this was associated with longer survival.26 These results remain to
be confirmed in other settings. 

WHO and UNAIDS recommend IPT for 6 months for PPD-positive HIV-infected
individuals who do not have active TB (while recognizing that in some settings where
tuberculin-testing is not feasible, IPT may still be valuable in HIV-infected individ-
uals at high risk of TB).27 Among PLWHA, IPT is likely to provide protection against
the risk of developing TB through decreased risk of progression of recent, and of reac-
tivation of latent, MTB infection. In high TB prevalence populations, continued
exposure to MTB probably accounts for the limited duration of benefit (up to 2.5
years)28 following completion of a 6-month course of IPT. The duration of protec-
tion depends on the duration of preventive treatment.29

In northern Thailand, IPT could efficiently be integrated into routine health care set-
tings if investments were made prior to the implementation.  Better results for the
adherence to IPT were achieved when: 1) IPT was offered as a component of com-
prehensive HIV/AIDS care package; 2) IPT was offered to HIV-infected persons at
Day Care Centres with regular activities for PLWHA; and 3) the service was man-
aged or well-linked to the AIDS unit, and 4) repeated counselling on PT was per-
formed before and during the therapy. The diversion of resources from TB clinics
could be minimized when integrating preventive therapy into a care package for
HIV-infected individuals under the responsibility of the AIDS unit.11

TB programmes are responsible for TB case finding and treatment. TB and AIDS
programmes can promote intensified TB case finding for people diagnosed with HIV
and refer for TB treatment or preventive therapy. Both AIDS and TB programmes
can be responsible for the TB preventive therapy.

6.2.2.2 TB preventive therapy for decreasing risk of a recurrent episode of TB
after cure or completion of treatment

Studies in South Africa30 the former Zaire31 (now the Democratic Republic of
Congo), and in Haiti29, showed a higher rate of recurrent TB in HIV-infected indi-
viduals than in non-HIV-infected individuals treated with a 6-month regimen con-
taining rifampicin. In Zaire and Haiti, post-treatment prophylaxis (INH and
rifampicin in the study in Zaire and INH in the study in Haiti) decreased the risk of
TB recurrence in HIV-infected individuals, but did not prolong survival.31,32 Further
studies are needed to confirm the benefit, establish the optimum regimen (drugs and
duration) and assess operational feasibility, before widely recommending treatment
aimed at decreasing risk of TB recurrence.

6.2.3 Reducing morbidity and mortality of HIV associated TB 

6.2.3.1 DOTS strategy and HIV-related TB

The DOTS  strategy is the main strategy for control of TB including HIV-associated

The recommended intervention to obtain an HIV test result is VCT.  VCT is a vol-
untary and confidential process by which a client chooses to be tested for HIV for a
variety of reasons (e.g. perceived risk, recommended by others, pregnancy). VCT
includes pre-test counselling, HIV testing, and post-test counselling for both HIV
negative and HIV positive persons. VCT has been proven effective in reducing sex-
ual risk behavior.20,21 Post-test counselling for those tested HIV-positive should offer
follow-up counselling and referral to screening for active TB and other HIV/AIDS
prevention, care and support services. Post-test counselling for HIV positive individ-
uals should always include information about the symptoms of common HIV-relat-
ed illnesses in particular TB. 

VCT can be an effective entry point to HIV/TB activities directed towards prevent-
ing progression of latent TB infection to active disease and reducing HIV–related
morbidity among TB patients. VCT services can include screening for active TB and
referral for diagnosis and treatment of TB.

6.2.2 Preventing progression of latent TB infection to active TB 

in HIV-infected individuals 

6.2.2.1 INH Preventive Therapy (IPT) to decrease the risk of progression of latent
TB infection to active TB in HIV-infected individuals

Intensified case finding is meant for screening HIV positive people for TB symp-
toms.  Intensified case finding has a two-fold purpose - to consider those without
symptoms of active TB for IPT and to refer those who are symptomatic for investi-
gation and treatment of active TB.  Screening should occur both in the VCT setting
and also in the HIV care setting on a regular basis e.g., annually. 

Since the administration of IPT requires that the HIV status is known, VCT servic-
es with systems for referral to TB clinics/centres must be established. This will allow
for intensified case finding with screening for TB symptoms among those identified
being at high risk of having active TB and referral for treatment in those found to
have active TB. Individuals with active TB will receive TB treatment (DOTS). Those
without active TB could be enrolled for further screening of eligibility for IPT. The
process of ensuring completion of IPT by the patient involves several steps (pre-test
counselling, HIV testing, post-test counselling, identification of HIV positive
patients, screening for active TB, agreeing to take IPT, taking IPT and completing
IPT). A proportion of PLWHA will drop out at each step and therefore appropriate
measures to ensure that as many as possible benefit from IPT have to be taken.
Previous studies have shown that only a small proportion of PLWHA complete a six-
month course of IPT.22 In the short term, WHO and UNAIDS recommend promot-
ing IPT as an intervention for the benefit of HIV-infected individuals rather than as
a public health measure to control TB. In the medium to long term, ways to mini-
mize drop-outs at each step of the process must be found to implement IPT as an
effective public health measure to control TB.23 The greater the efforts to promote
adherence to IPT, the greater the likelihood of effectiveness.

WHO has for many years recommended IPT for children who are household con-
tacts of infectious index cases of TB, and who, after screening, are not found to have
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active TB.24 In high TB prevalence countries, between 3.4 per cent and 10 per cent
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shown that IPT reduced the risk in the short term of developing TB to around 40
per cent of what it would have been without such intervention, but did not prolong
survival.25 A recent cohort study from Brazil reports decreased mortality in patients
who used IPT and this was associated with longer survival.26 These results remain to
be confirmed in other settings. 

WHO and UNAIDS recommend IPT for 6 months for PPD-positive HIV-infected
individuals who do not have active TB (while recognizing that in some settings where
tuberculin-testing is not feasible, IPT may still be valuable in HIV-infected individ-
uals at high risk of TB).27 Among PLWHA, IPT is likely to provide protection against
the risk of developing TB through decreased risk of progression of recent, and of reac-
tivation of latent, MTB infection. In high TB prevalence populations, continued
exposure to MTB probably accounts for the limited duration of benefit (up to 2.5
years)28 following completion of a 6-month course of IPT. The duration of protec-
tion depends on the duration of preventive treatment.29

In northern Thailand, IPT could efficiently be integrated into routine health care set-
tings if investments were made prior to the implementation.  Better results for the
adherence to IPT were achieved when: 1) IPT was offered as a component of com-
prehensive HIV/AIDS care package; 2) IPT was offered to HIV-infected persons at
Day Care Centres with regular activities for PLWHA; and 3) the service was man-
aged or well-linked to the AIDS unit, and 4) repeated counselling on PT was per-
formed before and during the therapy. The diversion of resources from TB clinics
could be minimized when integrating preventive therapy into a care package for
HIV-infected individuals under the responsibility of the AIDS unit.11

TB programmes are responsible for TB case finding and treatment. TB and AIDS
programmes can promote intensified TB case finding for people diagnosed with HIV
and refer for TB treatment or preventive therapy. Both AIDS and TB programmes
can be responsible for the TB preventive therapy.

6.2.2.2 TB preventive therapy for decreasing risk of a recurrent episode of TB
after cure or completion of treatment

Studies in South Africa30 the former Zaire31 (now the Democratic Republic of
Congo), and in Haiti29, showed a higher rate of recurrent TB in HIV-infected indi-
viduals than in non-HIV-infected individuals treated with a 6-month regimen con-
taining rifampicin. In Zaire and Haiti, post-treatment prophylaxis (INH and
rifampicin in the study in Zaire and INH in the study in Haiti) decreased the risk of
TB recurrence in HIV-infected individuals, but did not prolong survival.31,32 Further
studies are needed to confirm the benefit, establish the optimum regimen (drugs and
duration) and assess operational feasibility, before widely recommending treatment
aimed at decreasing risk of TB recurrence.

6.2.3 Reducing morbidity and mortality of HIV associated TB 

6.2.3.1 DOTS strategy and HIV-related TB

The DOTS  strategy is the main strategy for control of TB including HIV-associated

The recommended intervention to obtain an HIV test result is VCT.  VCT is a vol-
untary and confidential process by which a client chooses to be tested for HIV for a
variety of reasons (e.g. perceived risk, recommended by others, pregnancy). VCT
includes pre-test counselling, HIV testing, and post-test counselling for both HIV
negative and HIV positive persons. VCT has been proven effective in reducing sex-
ual risk behavior.20,21 Post-test counselling for those tested HIV-positive should offer
follow-up counselling and referral to screening for active TB and other HIV/AIDS
prevention, care and support services. Post-test counselling for HIV positive individ-
uals should always include information about the symptoms of common HIV-relat-
ed illnesses in particular TB. 

VCT can be an effective entry point to HIV/TB activities directed towards prevent-
ing progression of latent TB infection to active disease and reducing HIV–related
morbidity among TB patients. VCT services can include screening for active TB and
referral for diagnosis and treatment of TB.

6.2.2 Preventing progression of latent TB infection to active TB 

in HIV-infected individuals 

6.2.2.1 INH Preventive Therapy (IPT) to decrease the risk of progression of latent
TB infection to active TB in HIV-infected individuals

Intensified case finding is meant for screening HIV positive people for TB symp-
toms.  Intensified case finding has a two-fold purpose - to consider those without
symptoms of active TB for IPT and to refer those who are symptomatic for investi-
gation and treatment of active TB.  Screening should occur both in the VCT setting
and also in the HIV care setting on a regular basis e.g., annually. 

Since the administration of IPT requires that the HIV status is known, VCT servic-
es with systems for referral to TB clinics/centres must be established. This will allow
for intensified case finding with screening for TB symptoms among those identified
being at high risk of having active TB and referral for treatment in those found to
have active TB. Individuals with active TB will receive TB treatment (DOTS). Those
without active TB could be enrolled for further screening of eligibility for IPT. The
process of ensuring completion of IPT by the patient involves several steps (pre-test
counselling, HIV testing, post-test counselling, identification of HIV positive
patients, screening for active TB, agreeing to take IPT, taking IPT and completing
IPT). A proportion of PLWHA will drop out at each step and therefore appropriate
measures to ensure that as many as possible benefit from IPT have to be taken.
Previous studies have shown that only a small proportion of PLWHA complete a six-
month course of IPT.22 In the short term, WHO and UNAIDS recommend promot-
ing IPT as an intervention for the benefit of HIV-infected individuals rather than as
a public health measure to control TB. In the medium to long term, ways to mini-
mize drop-outs at each step of the process must be found to implement IPT as an
effective public health measure to control TB.23 The greater the efforts to promote
adherence to IPT, the greater the likelihood of effectiveness.

WHO has for many years recommended IPT for children who are household con-
tacts of infectious index cases of TB, and who, after screening, are not found to have
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In the standard code for TB treatment regimens, each anti-TB drug has an abbreviation: streptomycin (S),
isoniazid (H), rifampicin (R), pyrazinamide (Z) and ethambutol (E). A regimen consists of two phases. 
aDirect observation of drug intake is required during the initial phase of treatment in smear-positive
cases, and always in treatment that includes rifampicin. 
bStreptomycin, (provided that sterile syringes and needles and sharp disposal are available) may be used
instead of ethambutol.  In meningeal TB, ethambutol should be replaced by streptomycin. 
cThis regimen may be associated with a higher rate of treatment failure and relapse compared with the
six-month regimen with rifampicin in the continuation phase. 
dWhenever possible, drug sensitivity testing is recommended before prescribing Category II treatment
in failure cases.  It is recommended that patients with proven MDR-TB use Category IV regimens.
eEthambutol may be omitted during the initial phase of treatment for patients with non-cavitary, smear-
negative PTB who are known to be HIV-negative, patients known to be infected with fully drug-sus-
ceptible bacilli, and young children with primary TB. 
fContacts of patients with culture-proven MDR-TB should be considered for early culture and sensitiv-
ity testing.

Table 2: Possible alternative treatment regimens for each TB treatment

category32

TB. The strategy includes five elements:

● Political commitment;
● Sputum microscopy as the primary tool of diagnosis;
● Treatment with uninterrupted supply of short course chemotherapy; 
● Direct observation of treatment; and
● Recording and reporting.

DOTS is a strategy to ensure cure by providing the most effective medicines and con-
firming that they are taken. The key to the success of the DOTS strategy is that it
places the responsibility of caring for TB patients on health workers - not on patients. 

WHO recommends the same treatment regimen among TB patients, whether HIV-
positive or negative (Table 2). Treatment regimens have an initial (intensive) phase
lasting two months and a continuation phase usually lasting 4-6 months. The initial
phase consists usually of four drugs. In the continuation phase, fewer drugs are nec-
essary but for a longer time. Recommended treatment regimens for TB diagnostic
category I patients are two months isoniazid (H), rifampicin (R), pyrazinamide (Z)
and ethambutol (E) (2 HRZE) in the initial phase and 4 HR or 6 HE daily in the
continuation phase. The latter regimen may be associated with a higher rate of treat-
ment failure and relapse compared with the six-month regimen with rifampicin in
the continuation phase. Thiacetazone should not be used for HIV seropositive
patients. The vast majority of patients with sputum smear positive TB become non-
infective within two months. 

While TB programmes retain primary responsibility for implementing the DOTS
strategy, they should collaborate with HIV/AIDS programmes for intensified case-
finding among HIV-infected people and harnessing community efforts to promote
adherence to TB treatment. The current DOTS strategy offers case detection through
passive case-finding by sputum smear microscopy examination of TB suspects among
symptomatic patients who are present at health services for diagnosis and manage-
ment. Intensified case finding among people known to be HIV-positive and those at
high HIV risk (e.g household contacts, IDUs and prisoners) represents an opportu-
nity to decrease diagnostic and treatment delays among patients with HIV-related TB
(whether pulmonary or extrapulmonary).  

6.2.3.2 Antiretroviral treatment (ART) and active TB

The recent introduction of combination ART has reduced HIV/AIDS morbidity and
mortality by 60% to 90% and improved the quality and duration of life of
PLWHA.33,34 Most patients with HIV-related TB in the USA have advanced
immunosuppression and high plasma HIV RNA levels at the time of diagnosis. The
clinical correlates are relatively high rates of OIs and death, with most deaths being
due to complications of HIV, not TB.35-36 Given the severity of immunodeficiency
among patients with HIV-related TB and the efficacy of ART in reversing HIV-
induced immunodeficiency, use of ART in this population has the potential to 
substantially improve clinical outcomes. However, the use of ART among persons
being treated for TB is complicated by overlapping toxicity profiles of some anti-TB

TB diagnostic TB patients Alternative treatment 
category regimens

Initial phase Continuation 
(daily or 3 phase (daily 
times per week) or 3 times 

weekly)a

I New smear-positive 2 HRZEb 4 HR
pulmonary TB; new or
smear-negative 6 HE dailyc

pulmonary TB with 
extensive parenchymal 
involvement;  Severe 
concomitant HIV disease 
or severe forms of EPTB

II Previously treated sputum 2 HRZES/ 5 HRE
smear-positive PTB: 1 HRZE
● Relapse;
● Treatment failure;
● Treatment after 

interruption.

III New smear-negative 2 HRZEe 4 HR
pulmonary TB (other or 
than in Category 1); 6 HE dailyc

less severe forms of 
extra-pulmonary TB.

IV Chronic and MDR - Specially designed standardized 
TB cases (still sputum- or individualized regimens are 
positive after supervised suggested for this category.
re-treatment)
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finding among HIV-infected people and harnessing community efforts to promote
adherence to TB treatment. The current DOTS strategy offers case detection through
passive case-finding by sputum smear microscopy examination of TB suspects among
symptomatic patients who are present at health services for diagnosis and manage-
ment. Intensified case finding among people known to be HIV-positive and those at
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demonstrated that a continuum of care from hospital to home is the optimum to pro-
vide care and support to those affected. Community and home-based care is one of the
key activities to strengthen the continuum of care with a referral to TB programmes.
WHO SEARO is also promoting a continuum of care which includes an adequate
referral and collaborative care network from hospital to the community and home.50

Providing comprehensive HIV/AIDS care includes:

- Clinical and nursing care in particular the prevention and treatment of 
common Opportunistic infections (OI) 

- Psychosocial support
- Financial support
- Housing and legal assistance
- Care and support of orphans and widows 
- Information and training  of care givers

6.2.3.4 Cotrimoxazole preventive treatment and HIV-associated active TB

The common HIV-related infections e.g. Pneumocystis carinii pneumonia and bacte-
rial infections, cause considerable morbidity during treatment of HIV-infected TB.
Preventive treatment against these intercurrent infections represents a possible way to
decrease morbidity and mortality in HIV-infected TB patients. Studies in PLWHA
in Cote d'Ivoire showed the benefit of cotrimoxazole preventive treatment against
some bacterial causes of pneumonia and diarrhoea and their complications.36-38

UNAIDS and WHO have provisionally recommended the use of cotrimoxazole pre-
ventive treatment in HIV-infected individuals in Africa as part of a minimum pack-
age of care.51 Cotrimoxazole preventive treatment is the gold standard in industrial-
ized countries for HIV-infected individuals with CD4<200 cells/uL regardless of
TB.52 Pneumocystis carinii pneumonia is among the commonly reported opportunis-
tic infections in Thailand and India.53-54, The Thai Clinical Management Guidelines
recommend the use of cotrimoxazole following clinical eligibility criteria for those
who cannot afford to have CD4 counts done.55

Further studies are necessary to evaluate the best model, the feasibility and effective-
ness for the use of cotrimoxazole in HIV-infected TB patients in South-East Asia.
(Please refer to Annex II for management of preventive and maintenance treatment
with cotrimoxazole). 

The National AIDS Programme is responsible for ensuring the implementation of
interventions to prevent HIV transmission and care including for TB patients where-
as the TB programme is responsible to ensure DOTS for all with active TB. However,
a number of activities can only be implemented through active collaboration. This
includes the cross-referrals, capacity building, development of tools and also the plan-
ning of interventions such as IPT. 

6.2.4 Strengthening health systems' response to HIV/TB

6.2.4.1 Enhancing collaboration of AIDS and TB programmes

HIV/TB must be tackled by all those who have an interest in keeping or bringing it

drugs and ARVs, concerns about drug malabsorption and complex drug-drug inter-
actions, and the occurrence of the paradoxical reactions (immune restoration 
syndrome).33,37,38

TB treatment consistent with the DOTS strategy should be initiated
promptly in diagnosed HIV-infected cases of TB 

The aim of ART in general is to prolong and improve the quality of life by maintain-
ing maximal suppression of HIV replication for as long as possible. Reductions in
plasma viraemia achieved with ART account for much of the clinical benefits associ-
ated with ART.39 The choice of regimen depends on a number of factors. These
include amongst others, cost of therapy, availability and medium/long term afford-
ability, convenience and likelihood of adherence, regimen potency, tolerability and
adverse effect profile, possible drug interactions, and potential for alternate treatment
options in the event that the initial drug regimen fails.

ART with single or dual drug regimen is not recommended due to the rapid emer-
gence of drug resistance. Monotherapy with zidovudine is recommended only for the
prevention of mother-to-child transmission of HIV Monotherapy with nevirapine is
also only recommended for this purpose.42 The use of a protease inhibitor with two
nucleoside reverse transcriptase inhibitors (NsRTI) has shown potent and durable
suppression of viral replication.43-44 Combination of a non-nucleoside reverse tran-
scriptase inhibitor (NNRTI) with two NsRTI also produces viral suppression and
immunological improvements which are at least comparable to those seen in combi-
nations that include protease inhibitors.45,46 Currently, several regimens with accept-
able antiviral potency are available. These regimens are composed of three or four
drugs. Two NsRTI generally form the backbone of most combinations.  

The optimal time to start ART and the drugs to be selected in HIV/TB co-infected
patients has to be determined. WHO guidelines refer to the two major issues in HIV-
infected persons with active TB treated with rifampicin-containing regimens
(rifampicin interacts with many ARVs): when to start ART and which regimen to use
(see Annex I).47-48

ARVs are increasingly becoming available at reduced prices in SEA countries.
Countries planning to introduce/expand ART should consider HIV-infected TB
patients as a readily identifiable target group who may benefit from ART. Due to the
high prevalence of TB among HIV-infected individuals living in this Region, many
patients who are candidates for ART will have active TB and patients already receiv-
ing ART may develop clinical TB. TB and AIDS programmes must coordinate activ-
ities and ensure close communication between TB and HIV care providers through-
out the treatment of HIV-related TB. In a few settings, visits for directly observed
therapy for TB have been used to enhance adherence with ART.49

6.2.3.3 TB and comprehensive HIV/AIDS care and support throughout the 
continuum

ART cannot be seen in isolation. HIV-infected patients, including those with 
TB, should benefit from additional care. Experiences from several countries have
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ARVs are increasingly becoming available at reduced prices in SEA countries.
Countries planning to introduce/expand ART should consider HIV-infected TB
patients as a readily identifiable target group who may benefit from ART. Due to the
high prevalence of TB among HIV-infected individuals living in this Region, many
patients who are candidates for ART will have active TB and patients already receiv-
ing ART may develop clinical TB. TB and AIDS programmes must coordinate activ-
ities and ensure close communication between TB and HIV care providers through-
out the treatment of HIV-related TB. In a few settings, visits for directly observed
therapy for TB have been used to enhance adherence with ART.49
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continuum

ART cannot be seen in isolation. HIV-infected patients, including those with 
TB, should benefit from additional care. Experiences from several countries have
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● Evaluate the magnitude of TB as an OI among AIDS cases;
● Monitor the success of collaborative HIV/TB activities as outlined in the 

strategy;
● Provide evidence for advocacy, mobilizing partnership and resources. 

While the TB programme will continue to collect data to monitor TB drug resist-
ance, HIV/TB surveillance should be a collaborative activity by the NAP and NTP.
Surveillance for HIV/TB should be systematic and regular. Data collection should be
anonymous and unlinked.  

(1) Estimating the proportion of HIV infections in new active TB cases 

Data from this group can act as an early warning system for the spread of TB due to
HIV.  

(a) Sentinel surveillance 

Sentinel surveillance for HIV includes sentinel sites with unlinked-anonymous test-
ing of defined sub-populations during a defined time period and ideally a defined
sample size.  Patients identified as treatment category I and III could be useful sen-
tinel populations in assessing HIV infection levels among people with smear positive
PTB and EPTB as well as smear negative pulmonary TB.

(b) Cross-sectional surveys 

In the absence of sentinel surveillance data, repeated cross-sectional surveys among
TB patients can be used in order to estimate the proportion of HIV infections among
active TB cases. Cross-sectional serosurveys require the informed consent of partici-
pants. The serosurveys could be performed, for example, in clinics/centres of the gov-
ernment TB programme, NGO TB programmes, and university/ teaching hospitals.
Such cross-sectional services have been the major sources of data on HIV prevalence
among TB patients in countries of the Region where no systematic sentinel surveil-
lance has been established. However, data from cross-sectional surveys should be
interpreted with caution since they can be linked and are prone to selection bias.  

(c) TB case reporting

Some countries offer VCT to new active TB cases in routine health services. The pro-
portion of HIV-infected TB cases can be reported. However, this type of passive
reporting does currently not provide meaningful insights since only a minority of TB
patients have access to HIV testing.  

(2) Evaluating the magnitude of TB as an OI among AIDS cases 

Data on TB prevalence may be collected by specialized programmes or in the regu-
lar communicable disease reporting system e.g. AIDS case reporting.

(a) AIDS case reporting 

Many countries have set up anonymous AIDS case reporting systems. These systems
generally involve regular passive reporting of AIDS cases and deaths. AIDS case
reporting is based on a case definition that may or may not require an HIV positive
test. AIDS case reporting should include a number of variables such as age, sex,

under control. This includes AIDS and TB programmes. The two sides share a com-
mon goal which is the key incentive for establishing collaboration.  The role and level
of collaboration in each country should be identified based on the specific needs in
the countries. 

6.2.4.2 Advocating for political commitment to tackle HIV/TB

Increasing recognition of the scale and growing magnitude of the HIV/AIDS epi-
demic has helped to promote HIV/AIDS programme activities, including collabora-
tion with national TB programmes. To combat HIV/TB effectively, strong advocacy
to counter stigmatization and discrimination for both diseases are needed.  TB con-
trol programmes include political commitment as a key element of the DOTS strat-
egy and have been adopted in all countries of the Region. HIV/TB strategies cannot
be effectively implemented unless HIV and TB programmes both enjoy political sup-
port at the highest level. ASEAN, SAARC, WHO, and other UN agencies and part-
ners offer mechanisms for obtaining this type of high-level advocacy. 

6.2.4.3 Mobilizing resources

The UN Declaration of Commitment on HIV/AIDS calls for substantially increased
national and global funding for HIV/AIDS. The Global Stop TB partnership calls
for substantially increased national and global funding for TB and HIV/TB.  The
World Bank and bilateral donor agencies have substantially increased funding for
HIV and TB. The GFATM represents an important new funding initiative which is
designed to supplement national government funds and to develop innovative part-
nerships. 

A concerted effort of all countries is needed to maximize funding for AIDS, TB, and
HIV/TB through government budget allocations. Developing a detailed funding
plan is another key element of national strategic plans for HIV/AIDS, TB and
HIV/TB.  

Developing an effective funding plan will be supported by: 

● A sound process of priority setting for interventions;

● Effective systems and processes for estimating costs of these interventions;

● Effective, transparent systems for funding allocation and accountability; and

● Effective, transparent systems for monitoring and evaluating services and pro-
grammes.

6.2.4.4  Surveillance 

Generating evidence through epidemiological surveillance and research is vital for
advocacy, programme planning, monitoring performance and impact of pro-
grammes. HIV/TB surveillance should ideally be integrated into the existing health
information system. 

HIV/TB surveillance collects data to:

● Make estimations and projections of the HIV/TB burden;

● Measure the impact of HIV on the TB epidemic;
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7 Implementing the Strategy

The implementation of collaborative HIV/TB activities requires prioritization
of technical interventional as proposed in the strategy according to the respec-
tive countries' HIV/TB epidemiology and available resources (Table 3).

Table 3: Prioritization of technical interventions for HIV/TB in countries of SEA

Region

Low HIV prevalence Low HIV prevalence Higher HIV prevalence 
countries countries with countries

concentrated epidemics

Bangladesh, Bhutan, Indonesia, Nepal India (6 States), Myanmar, 

Maldives, DPR Korea, India (2 States, Thailand
Sri Lanka 1 Union Territory)

Proposed interventions: Proposed interventions: Proposed interventions:

DOTS strategy DOTS strategy DOTS strategy

HIV prevention HIV prevention HIV prevention

Surveillance Preparations for quality And phased implementation 
HIV/AIDS care of interventions to provide 
Cross-referral between quality HIV/AIDS care 
TB and HIV programme Cross-referral between 

TB and HIV programme

Preparations for Preparations for phased 
interventions to prevent implementation of 
progression of latent TB interventions to prevent
infection to active TB progression of latent TB 
and intensified TB infection to active TB
case-finding -  INH Preventive Therapy
- INH Preventive Therapy -  Antiretroviral therapy
- Antiretroviral therapy
Surveillance Surveillance

The implementation of collaborative HIV/TB activities requires several steps including

I. Establishing collaboration 

II. Conducting situation assessment 
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assumed mode of transmission, AIDS defining illness (which includes TB), and
month of diagnosis and reporting.  

Other data providing useful information on the HIV/TB epidemic include rapid
assessments, studies, clinic and autopsy data. Such data must be carefully analyzed.  

6.2.4.5 Building partnerships with communities, PLWHA, and NGOs

Communities, PLWHA and NGO's play a vital role in promoting safer sexual prac-
tices and providing care and support for persons affected by HIV/AIDS. Community
and home-based care should be one of the key activities for establishing these part-
nerships. These key stakeholders are involved in managing HIV-related TB and
should therefore be involved in the planning and implementation of HIV/TB collab-
orative activities.

6.2.4.6 Strengthening the health systems' capacity to provide prevention, care and
ART services for HIV/AIDS and HIV -related TB

Strengthening of health systems through development of tools and ongoing training
of health care workers and laboratory technicians for prevention of HIV, diagnosis
and management of HIV/TB, are required. These tools and training can be devel-
oped jointly by both programmes. 

6.2.4.7 Establishing a referral system8

In many districts, a number of TB and HIV/AIDS service providers already exist, but
they often work in isolation. The result is that a network of care and support does
not exist in the district despite the presence of comprehensive HIV care and TB care
and support providers.  Therefore, one of the first priorities is to establish links
between different service providers in order to create a patient-centred referral sys-
tem.  A patient-centred approach is a priority. 

6.2.4.8 Ensuring accountability, monitoring and evaluation 

Optimum use must be made of the limited human and financial resources.  National
strategic plans for HIV/TB must develop systems ensuring accountability within
government and in nongovernment sectors, as well as systems supporting monitor-
ing and evaluation.  These mechanisms will ensure that:

● Interventions contained in national strategic plans are working effectively; 

● Financial and human resources allocated are being used for the purposes intend-
ed; and

● The community is informed about the successes of national strategic plans and
future actions. 

6.2.4.9 Operational research8

Research should form an important part of the planning and implementation of col-
laborative TB and HIV programme activities. An operational research approach to
the planning and management of HIV/TB programme collaboration and/or integra-
tion at central and district levels should be integral part of the work-plan for collab-
orative HIV and TB activities.



Implementing the Strategy 37

7

7 Implementing the Strategy

The implementation of collaborative HIV/TB activities requires prioritization
of technical interventional as proposed in the strategy according to the respec-
tive countries' HIV/TB epidemiology and available resources (Table 3).

Table 3: Prioritization of technical interventions for HIV/TB in countries of SEA

Region

Low HIV prevalence Low HIV prevalence Higher HIV prevalence 
countries countries with countries

concentrated epidemics

Bangladesh, Bhutan, Indonesia, Nepal India (6 States), Myanmar, 

Maldives, DPR Korea, India (2 States, Thailand
Sri Lanka 1 Union Territory)

Proposed interventions: Proposed interventions: Proposed interventions:

DOTS strategy DOTS strategy DOTS strategy

HIV prevention HIV prevention HIV prevention

Surveillance Preparations for quality And phased implementation 
HIV/AIDS care of interventions to provide 
Cross-referral between quality HIV/AIDS care 
TB and HIV programme Cross-referral between 

TB and HIV programme

Preparations for Preparations for phased 
interventions to prevent implementation of 
progression of latent TB interventions to prevent
infection to active TB progression of latent TB 
and intensified TB infection to active TB
case-finding -  INH Preventive Therapy
- INH Preventive Therapy -  Antiretroviral therapy
- Antiretroviral therapy
Surveillance Surveillance

The implementation of collaborative HIV/TB activities requires several steps including

I. Establishing collaboration 

II. Conducting situation assessment 

36 Regional Strategic Plan on HIV/TB

6

assumed mode of transmission, AIDS defining illness (which includes TB), and
month of diagnosis and reporting.  

Other data providing useful information on the HIV/TB epidemic include rapid
assessments, studies, clinic and autopsy data. Such data must be carefully analyzed.  

6.2.4.5 Building partnerships with communities, PLWHA, and NGOs

Communities, PLWHA and NGO's play a vital role in promoting safer sexual prac-
tices and providing care and support for persons affected by HIV/AIDS. Community
and home-based care should be one of the key activities for establishing these part-
nerships. These key stakeholders are involved in managing HIV-related TB and
should therefore be involved in the planning and implementation of HIV/TB collab-
orative activities.

6.2.4.6 Strengthening the health systems' capacity to provide prevention, care and
ART services for HIV/AIDS and HIV -related TB

Strengthening of health systems through development of tools and ongoing training
of health care workers and laboratory technicians for prevention of HIV, diagnosis
and management of HIV/TB, are required. These tools and training can be devel-
oped jointly by both programmes. 

6.2.4.7 Establishing a referral system8

In many districts, a number of TB and HIV/AIDS service providers already exist, but
they often work in isolation. The result is that a network of care and support does
not exist in the district despite the presence of comprehensive HIV care and TB care
and support providers.  Therefore, one of the first priorities is to establish links
between different service providers in order to create a patient-centred referral sys-
tem.  A patient-centred approach is a priority. 

6.2.4.8 Ensuring accountability, monitoring and evaluation 

Optimum use must be made of the limited human and financial resources.  National
strategic plans for HIV/TB must develop systems ensuring accountability within
government and in nongovernment sectors, as well as systems supporting monitor-
ing and evaluation.  These mechanisms will ensure that:

● Interventions contained in national strategic plans are working effectively; 

● Financial and human resources allocated are being used for the purposes intend-
ed; and

● The community is informed about the successes of national strategic plans and
future actions. 

6.2.4.9 Operational research8

Research should form an important part of the planning and implementation of col-
laborative TB and HIV programme activities. An operational research approach to
the planning and management of HIV/TB programme collaboration and/or integra-
tion at central and district levels should be integral part of the work-plan for collab-
orative HIV and TB activities.



Implementing the Strategy 3938 Regional Strategic Plan on HIV/TB

77

information on the estimated HIV/TB burden, the availability of resources and exist-
ing services, advocacy needs, IEC materials, tools, training, procurement and distri-
bution, monitoring and evaluation, structure of the existing surveillance system for
HIV and TB, and identification of the respective strengths and weaknesses of the
NAP and NTP. The assessment should provide the information needed to develop
the national HIV/TB strategic plan. Please see Annex II for some proposed question-
naires which could be used to obtain the mentioned information from health facili-
ties at different levels.  Each country, however, could adapt parts of the questionnaire
for both state/ region/ province and district levels according to the situation in each
country. 

Step III. Developing national HIV/TB policy and strategic plan

(a)  Development of national HIV/TB policy and strategic plan 

The national HIV/TB policy and strategic plan should include goals and objectives,
targets and indicators, identify the opportunities existing between the NAP and NTP
at central and district levels, and define a package of key interventions for HIV/TB.
One lesson learned from the NTP is that effective implementation depends on clear-
ly defining the roles of the respective collaborating partners and executive responsi-
bilities. When planning the phases for implementation, the HIV/TB committee
should include planning for a rapid scale-up of the collaborative HIV/TB activities
to nation-wide coverage. When planning the process of phased implementation of
collaborative HIV/TB activities a monitoring and evaluation system (recording and
reporting forms, data collection, flow, analysis and dissemination) is another key ele-
ment. The monitoring and evaluation plan must determine how to use the existing
health information system optimally. The strategy must define criteria for site selec-
tion and scaling up.

(b) Mobilization of resources 

Based on the national strategic plan the national HIV/TB working group estimates
resources and costs required to support all components of the planned phases. Cost
estimates include: 

- Cost of running the national HIV/TB working group, the secretariat and the
technical advisory board (if needed);

- Cost of collaborative activities, for example advocacy, IEC materials, tools,
training, procurement and distribution, monitoring and evaluation, surveil-
lance; and

- Cost for implementation at district level, including ongoing technical support
and supervision.

The funding plan should include a transparent system for funding allocation and
accountability. When committing government funds to planned HIV/TB interven-
tions caution must be taken to avoid diversion of resources from key programme
areas. 

III. Developing policy and strategic plan
IV. Preparing the health services and the community
V. Implementing in a phased manner
VI. Evaluation and scaling-up

The number of steps and the timelines for implementation of the steps should be
determined by the size of the respective country, the available resources and capacity. 

Step I. Establishing mechanism for collaboration between NTP and NAP 

The following mechanisms could be envisioned for establishing collaboration
between NTP and NAP:

- National HIV/TB working group

- Establishing a secretariat for the HIV/TB working group

- Technical advisory board (s)

The rationale for collaboration for NTP and NAP at the central level is to form a
body providing policy direction. The collaborative body identifies modes and areas
of collaboration, develops the national HIV/TB policy and strategic plan, guides and
supports the phased implementation of HIV/TB interventions, monitors and evalu-
ates the implementation, and makes required amendments and plans for scaling-up
of successful interventions.

This framework proposes the establishment of a National HIV/TB Working Group
involving various key stakeholders from central government programmes to the
health centres, nongovernmental organizations, university/teaching hospitals and
community representatives including PLWHA involved in HIV/TB care. 

It is recommended to establish a secretariat for the HIV/TB committee involving
personnel from NTP and NAP. This secretariat would provide the managerial and
administrative support to the National HIV/TB Working Group. 

Policy decisions and strategies must be evidence-based. For this purpose technical
advisory board(s) to provide support on specific technical areas such as INH preven-
tive therapy and cotrimoxazole should be established. 

The National HIV/TB Working Group may recommend the establishment by states/
provinces of regional bodies for coordinating the implementation of HIV/TB activ-
ities. These bodies can be working groups for HIV/TB activities at state level, region-
al, provincial and or district level according to the country's health administration
system. The roles and responsibilities of focal persons and working groups for
HIV/TB activities at all levels must be clearly defined. Personnel of both programmes
should be provided appropriate training in AIDS and TB control in preparation for
joint collaborative activities.

Step II. Conducting assessment  

The development of the national policy and strategic plan requires the generation of 



Implementing the Strategy 3938 Regional Strategic Plan on HIV/TB

77

information on the estimated HIV/TB burden, the availability of resources and exist-
ing services, advocacy needs, IEC materials, tools, training, procurement and distri-
bution, monitoring and evaluation, structure of the existing surveillance system for
HIV and TB, and identification of the respective strengths and weaknesses of the
NAP and NTP. The assessment should provide the information needed to develop
the national HIV/TB strategic plan. Please see Annex II for some proposed question-
naires which could be used to obtain the mentioned information from health facili-
ties at different levels.  Each country, however, could adapt parts of the questionnaire
for both state/ region/ province and district levels according to the situation in each
country. 

Step III. Developing national HIV/TB policy and strategic plan

(a)  Development of national HIV/TB policy and strategic plan 

The national HIV/TB policy and strategic plan should include goals and objectives,
targets and indicators, identify the opportunities existing between the NAP and NTP
at central and district levels, and define a package of key interventions for HIV/TB.
One lesson learned from the NTP is that effective implementation depends on clear-
ly defining the roles of the respective collaborating partners and executive responsi-
bilities. When planning the phases for implementation, the HIV/TB committee
should include planning for a rapid scale-up of the collaborative HIV/TB activities
to nation-wide coverage. When planning the process of phased implementation of
collaborative HIV/TB activities a monitoring and evaluation system (recording and
reporting forms, data collection, flow, analysis and dissemination) is another key ele-
ment. The monitoring and evaluation plan must determine how to use the existing
health information system optimally. The strategy must define criteria for site selec-
tion and scaling up.

(b) Mobilization of resources 

Based on the national strategic plan the national HIV/TB working group estimates
resources and costs required to support all components of the planned phases. Cost
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V. Implementing in a phased manner
VI. Evaluation and scaling-up

The number of steps and the timelines for implementation of the steps should be
determined by the size of the respective country, the available resources and capacity. 

Step I. Establishing mechanism for collaboration between NTP and NAP 

The following mechanisms could be envisioned for establishing collaboration
between NTP and NAP:

- National HIV/TB working group

- Establishing a secretariat for the HIV/TB working group

- Technical advisory board (s)

The rationale for collaboration for NTP and NAP at the central level is to form a
body providing policy direction. The collaborative body identifies modes and areas
of collaboration, develops the national HIV/TB policy and strategic plan, guides and
supports the phased implementation of HIV/TB interventions, monitors and evalu-
ates the implementation, and makes required amendments and plans for scaling-up
of successful interventions.

This framework proposes the establishment of a National HIV/TB Working Group
involving various key stakeholders from central government programmes to the
health centres, nongovernmental organizations, university/teaching hospitals and
community representatives including PLWHA involved in HIV/TB care. 

It is recommended to establish a secretariat for the HIV/TB committee involving
personnel from NTP and NAP. This secretariat would provide the managerial and
administrative support to the National HIV/TB Working Group. 

Policy decisions and strategies must be evidence-based. For this purpose technical
advisory board(s) to provide support on specific technical areas such as INH preven-
tive therapy and cotrimoxazole should be established. 

The National HIV/TB Working Group may recommend the establishment by states/
provinces of regional bodies for coordinating the implementation of HIV/TB activ-
ities. These bodies can be working groups for HIV/TB activities at state level, region-
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The development of the national policy and strategic plan requires the generation of 
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Step IV: Preparing the health services and the community

The preparation of health services would include a number of activities as mentioned
below.  

(a) Develop communication strategy and advocacy materials  on HIV/TB 

HIV and TB are highly stigmatized diseases. Misconceptions about HIV and TB
exist in communities with HIV-associated TB. 

A communication strategy and advocacy should emphasize that TB is a curable dis-
ease when diagnosed and treated early. It must be clearly emphasized that HIV and
TB are two different diseases. Although active TB may be HIV-associated in SEAR,
only a small proportion of active TB cases are HIV-associated. However, when tar-
geting HIV-infected individuals, the communication strategy should provide infor-
mation about common AIDS-related diseases, including TB as the most common
OI, as well as prevention and treatment opportunities. 

(b) Develop tools such as guidelines, training curriculum, IEC materials

The implementation of a defined package of interventions to prevent HIV and to
reduce the clinical impact of HIV/TB, requires the development of technical and
operational guidelines, IEC materials as well as training modules. 

(c) Training

Training should target health care providers, laboratory technicians at all levels as well
as state or provincial level supervisors. Training should be conducted in a phased
manner starting with training of trainers followed by training of care providers. An
essential element of site selection is the capacity to conduct training for other sites.

(d) Strengthen procurement and distribution system for supplies and medicines

Procurement and distribution of supplies (for example, HIV rapid tests, condoms,
sterile injecting equipment and medicines) should be considered in the strategic plan
to ensure continuous supply. Shortages can occur when the shelf-life of supplies and
medicines are not considered, procurement orders are delayed, or not planned
according to actual need, and distribution does not take place. The department/unit
responsible for procurement and distribution is accountable for appropriate spend-
ing according to the national strategic plan. 

(e) Reorganize and strengthen service delivery system

Referral systems between VCT, HIV prevention, HIV/AIDS care and support serv-
ices and TB diagnostic and treatment facilities need to be established to effectively
implement collaborative HIV/TB activities at the district level. Referral guidelines
and forms or cards (similar to the card used for pregnant women attending antena-
tal care) could be used for this purpose. New approaches such as improving compli-
ance for chronic treatments (for example IPT, prevention of common OIs and ART)
through day care centres could be explored. 

Day-Care Centres (DCCs) are located at district hospitals and at sub-district health
centres in northern Thailand. They were established as a policy of the Ministry of

Public Health (MOPH) aiming at providing medical and psychosocial care to
PLWHA in the district or subdistrict. DCCs also encourage PLWHA participation
in the management and operation of their activities, which subsequently empower
PLWHA and make the services of DCCs more suitable to the users. DCCs at district
hospitals typically have monthly PLWHA meetings.  While HIV/AIDS has become
a mounting burden on health care resources, DCCs serve PLWHA as an important
part of continuum of care, help the communities to become more supportive and
stimulate hospitals to be active instruments for empowerment of PLWHA. Higher
adherence to Isoniazid preventive therapy (IPT) when patients were enrolled through
DCCs were documented.11,56

An efficient referral system between HIV/AIDS and TB services is crucial (Figure 8):

● VCT centres can screen for TB symptoms and refer to TB clinics for diagno-
sis and treatment 

● TB clinics can refer persons with active TB and high HIV risk behavior to VCT 

Figure 8: Cross referral between TB Centers and VCT as an essential element of

HIV/TB collaborative activities
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(f) Involve PLWHA/ peer/ and other support groups

Community awareness, involvement of communities and PLWHA in planning and
implementation of interventions is unique to AIDS programmes. New approaches to
TB case management could be developed based on the experiences from the AIDS
programme. New approaches involving PLWHA/peers, in VCT, IPT and involve-
ment of community boards could be utilized for collaborative HIV/TB activities.

Step V: Implementing the strategy in a phased manner

WHO recommends the development of a 3-5 year plan, incorporating activities in
pilot sites which will go to scale (i.e. in a phased, step-by-step manner) over the course
of the plan.
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8 Monitoring and Evaluation

Monitoring and evaluation of programmes are designed to track what is
being done and whether the programme is making a difference. The HIV
epidemic and the HIV/TB epidemic are different from many other issues

in health and development. Interventions are relatively new and information on fea-
sibility, sustainability and effectiveness in developing countries are rare. 

8.1 Indicators

At regional and national levels, substantial work will need to be done to develop out-
come and performance indicators as soon as activities are identified. A list of inter-
ventions and indicators is proposed in Table 4. 

WHO is preparing a guide for monitoring and evaluation of collaborative TB/HIV
activities in 2003.  It is very important that precise and clear definitions of the indi-
cators that are to be used are defined in order to ensure they are accurately measured. 

Table 4: Proposed interventions and indicators

1.  Preventing HIV Proposed indicators

● STI ● Number of TB patients screened 
for STI symptoms

● Harm reduction for injecting ● Number of TB patients who are 
drug users injecting drug users referred to 

needle syringe exchange 
programmes 

● VCT ● Total number of registered TB 
patients who are tested for HIV 
(after been offered VCT) and tested 
HIV positive

2. Preventing progression of latent 
TB infection to active TB

● Intensified case finding ● Number of VCT clients that are 
screened for TB

● Number of new cases of active TB 
diagnosed in clients attending VCT 
found to be HIV positive

● IPT for PLWHA with latent ● Number of HIV positive clients 
TB who start IPT

One lesson learnt from the implementation of DOTS programmes is the importance
of regular supervision, with programme performance often being directly linked to
the strength of the supervisory system. Without supervision, mistakes can continue
uncorrected and even the most motivated staff may perceive their activities as unim-
portant. Thus the national strategic plan must ensure that systems are in place to
supervise and support the service providers. 

An extension of the supervisory system requires support to staff including: 

● Regular meetings of service providers with senior staff who are able to advise on
difficult cases;

● Regular technical meetings to maintain and update the skills of service
providers;

● Confidential support meetings where staff can share their own emotional
responses to occupational stress;

● Regular supervision with supportive and constructive feedback to health care
providers;

● Exchange visits with care providers in other districts; and

● Strategies to reduce the risk of TB and HIV in health staff.

Regular reviews enable programme planners to assess the progress of implementation
and to make corrections during implementation. They use ongoing data collection as
well as additional tools to interview key stakeholders and observe HIV/TB services
being delivered.

Step VI: Evaluation and scaling-up

Evaluation of the strategy should be undertaken after a given period of programme
implementation. This evaluation can be performed by internal and/or external
experts, the ideal situation being a mixed evaluation team with expertise in AIDS and
TB, as well as HIV/TB. The assessment can use ongoing data collection and include
site visits to assess central and peripheral level administrators, as well as supervisors,
service providers and clients through interviews and observations.

Criteria for scaling up HIV/TB interventions must be determined. Revisions of the
strategic plan and scaling up can be performed accordingly. 
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8.2 Monitoring 

The following steps for developing a monitoring and evaluation system are recom-
mended:

● Assign responsible unit/persons with epidemiological expertise (seek from affili-
ated institution);

● Data processing and statistical expertise (seek from affiliated institution);

● Data collection and analysis plan;

● Recording and reporting forms for different levels;

● Data flow;

● Guidelines and guidance for different levels including ongoing supervision;

● Regular reviews/ evaluation of the progress in implementation; and

● Data dissemination plan.

Data managers or other staff responsible for recording and reporting need appropri-
ate training. Guidelines for monitoring and evaluation should describe how relevant
data are to be collected, recorded and reported, the data flow from peripheral to cen-
tral level, data analysis and data dissemination. 

Ongoing data collection for monitoring is primarily for use at the local level by the
service providers to assess their own progress, but should also be reported to the cen-
tral level on a regular basis.  

8.3 Evaluation

A tool for midterm and final evaluation of the HIV/TB collaborative activities after
a given time period should be developed.  Ideally the evaluation should include a
team of public health experts from the government, universities, NGOs, PLWHA
and community as well as from international organizations.

8.4 Operational research 

Research might include information collected as baseline assessment and a clear
description of the process and outputs of the emerging collaboration.  Feasibility
studies of collaborative HIV/TB activities will not only help to inform national
HIV/TB policies, but will also help inform international strategies being developed
by the Global HIV/TB Working Group. Innovative approaches for HIV and TB
control are needed, and, wherever possible, HIV and TB programmes should work
together with research institutes to encourage relevant basic science research and clin-
ical trials to provide much needed new HIV/TB diagnostic tools and therapies. 

● Number of HIV positive clients 
who start IPT complete at least 6 
months of treatment

3. Reducing morbidity and mortality 
of HIV-associated TB

● Early diagnosis and treatment, DOTS ● Standard DOTS indicators from
DOTS expansion framework

● Provision of access to ART ● Number of registered TB patients 
who are HIV positive and given 
ART, over the total number of registered

● HIV/AIDS care during and after TB patients who are HIV positive
TB treatment ● Proportion of HIV positive TB 

patients referred to HIV care and 
support services during TB 
treatment

● Cotrimoxazole preventive therapy (CPT) ● Number of HIV-positive clients 
who start CPT 

4. Strengthening health system 
response to HIV/TB

● Enhancing collaboration of TB and ● The existence of a national HIV/TB 
AIDS programmes coordinating body with representation

from the major stakeholders in 
collaborative HIV/TB activities, which 
meets at least quarterly

● Advocacy ● National TB control policy recognizes 
and addresses the link between HIV 
and TB

● National AIDS control policy 
recognizes and addresses the link 
between TB and HIV

● Mobilizing resources ● Annual government health budget 
allocated for collaborative HIV/TB 
activities

● Joint HIV/TB resource mobilization 
conducted

● Surveillance ● Joint HIV/TB surveillance plan 
developed

● Building partnerships with communities, ● Number of PLWHA groups, 
PLWHA, NGOs community groups, NGOs trained as 

peer educators for TB, HIV prevention 
and care

● Strengthening the health systems capacity ● Number of joint HIV/TB training 
workshops conducted

● Ensuring accountability, monitoring ● Regular programme review includes 
and evaluation assessment of accountability, 

monitoring and evaluation system for 
collaborative HIV/TB activities
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9 Milestones

The NAP and NTP programme managers proposed the following milestones for
HIV/TB activities in SEAR to be achieved by 2005:

1. Five countries have established collaboration between NAP and NTP for collab-
orative HIV/TB activities

2. Five countries have developed identified collaborative HIV/TB interventions
and activities 

3. Five countries have established HIV/TB surveillance system
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Annexure I

Management of Antiretroviral Treatment
and Active TB48,49,57

When to start treatment and which regimen to use

The two major issues in the clinical management of patients with HIV and TB are
1) when to start ART and 2) which regimen to use. However TB treatment remains
a central priority for patient management and should not be compromised by ART. 

The optimal time when to start ARV in patients with active TB is not known.
Pending on ongoing studies the initiation of ART for TB patients at very high risk
for HIV disease progression and mortality is recommended, i.e., a CD4 count <200
cells/mm3, or extrapulmonary TB at 2  weeks to 2 months after the initiation of TB
therapy as soon as tolerated. In the subset of patients with very low CD4 cell counts
(<50 cells/mm3) or with other severe HIV disease it is recommended to start ART
early. Mortality in many patients with TB during the first two months of TB treat-
ment is high in particular with advanced immunodeficiency and starting ARV earli-
er might be life-saving. In patients who develop TB with CD4 counts in the 200-350
cells/mm3 range, it may be considered  to start ART after the first two months of TB
therapy. However the decision should be made in each country based on national
policy and guidelines. In the absence of CD4 testing it may be considered that all
patients with TB should start treatment. However, this will result in the treatment of
individuals who otherwise would not receive ART.

The first line treatment options include ZDV/3TC or d4T/3TC plus either an
NNRTI or ABC. If an NNRTI based regimen is used, EFZ is the preferred drug as
its potential to aggravate the hepatotoxicity of TB treatment appears less than with
NVP. The dose of EFZ may need to be increased to 800 mg/day when used in com-
bination with rifampicin. The 800 mg dose of EFV achieves higher drug levels com-
parable to those seen in the absence of rifampicin and thus may reduce the chance of
HIV drug resistance, but also can increase the toxicity risk.

SQV/RTV 400/400 mg bid, SQV/r 1600/200 mg qd (in soft gel capsule- sgc) or
LPV/RTV 400/400 mg bid in combination with the NRTI backbone are an
alternative to EFV although tolerability, clinical monitoring and risk of resistance
may be problematic. Endorsement of these PI-based regimens requires further data.
ABC is another alternative to EFV with the advantage of low pill burden, no



Annexure I 49

Annexure I

Management of Antiretroviral Treatment
and Active TB48,49,57

When to start treatment and which regimen to use

The two major issues in the clinical management of patients with HIV and TB are
1) when to start ART and 2) which regimen to use. However TB treatment remains
a central priority for patient management and should not be compromised by ART. 

The optimal time when to start ARV in patients with active TB is not known.
Pending on ongoing studies the initiation of ART for TB patients at very high risk
for HIV disease progression and mortality is recommended, i.e., a CD4 count <200
cells/mm3, or extrapulmonary TB at 2  weeks to 2 months after the initiation of TB
therapy as soon as tolerated. In the subset of patients with very low CD4 cell counts
(<50 cells/mm3) or with other severe HIV disease it is recommended to start ART
early. Mortality in many patients with TB during the first two months of TB treat-
ment is high in particular with advanced immunodeficiency and starting ARV earli-
er might be life-saving. In patients who develop TB with CD4 counts in the 200-350
cells/mm3 range, it may be considered  to start ART after the first two months of TB
therapy. However the decision should be made in each country based on national
policy and guidelines. In the absence of CD4 testing it may be considered that all
patients with TB should start treatment. However, this will result in the treatment of
individuals who otherwise would not receive ART.

The first line treatment options include ZDV/3TC or d4T/3TC plus either an
NNRTI or ABC. If an NNRTI based regimen is used, EFZ is the preferred drug as
its potential to aggravate the hepatotoxicity of TB treatment appears less than with
NVP. The dose of EFZ may need to be increased to 800 mg/day when used in com-
bination with rifampicin. The 800 mg dose of EFV achieves higher drug levels com-
parable to those seen in the absence of rifampicin and thus may reduce the chance of
HIV drug resistance, but also can increase the toxicity risk.

SQV/RTV 400/400 mg bid, SQV/r 1600/200 mg qd (in soft gel capsule- sgc) or
LPV/RTV 400/400 mg bid in combination with the NRTI backbone are an
alternative to EFV although tolerability, clinical monitoring and risk of resistance
may be problematic. Endorsement of these PI-based regimens requires further data.
ABC is another alternative to EFV with the advantage of low pill burden, no



Annexure I 5150 Regional Strategic Plan on HIV/TB

interaction with rifampicin, and has the advantage of being able to give to children
< 25 kg for whom appropriate EFV dosing information is not yet available. Concerns
for this regimen include monitoring for hypersensitivity syndrome and virologic
potency. Data on the use of NVP +rifampicin are limited and conflicting. NVP levels
are reduced in the presence of rifampicin, and higher NVP doses have not been
evaluated. Although some clinical experience reports adequate viral and
immunologic response and acceptable toxicity, this regimen should only be
considered when no other options are available. For women of childbearing age
(without effective contraception), pregnant women and children with TB, either

CD4 cell count Recommended regimen Comments

CD4<200 mm3 Start TB treatment. Start ART Recommend ART.
as soon as TB treatment is EFV is contraindicated
tolerated (between 2 weeks in pregnant women or 
and 2 months)(1): women of childbearing

potential without
EFV containing regimens (2,3,4) effective contraception

CD4 between 200-350/mm3 Start TB treatment. Start one Consider ART.
of the below regimens after 
initiation phase (if severely 
compromised start earlier):

EFV containing regimens(2)

or NVP containing regimens 
in case of rifampicin-free 
continuation phase TB 
treatment regimen. 

CD4>350 mm3 Start TB treatment. Defer ART(5)

CD4 not available Start TB treatment. Consider ART(1,6)

1Timing of ART initiation should be up to clinical judgement based on other signs of immunodeficien-
cy. For extrapulmonary TB, ART should be started as soon as TB treatment is tolerated irrespective of
CD4 cell count.
2Alternatives to the EFV portion of the regimen include: SQV/r (400/400 mg bid or 1600/200 qd in
sgc), LPV/RTV (400/400 mg bid) and ABC (300 mg bid).
3NVP (200 mg qd for 2 weeks followed by 200 mg bid) may be used in place of EFV in absence of other
options. NVP containing regimens inlcude: d4T/3TC/NVP or ZDV/3TC/NVP
4EFV containing regimens include d4T/3TC/EFV or ZDV/3TC/EFV.
5Unless non-TB Stage IV conditions are present. Otherwise start ART upon completion of TB treat-
ment.
6If no other signs of immunodeficiency are present and patient is improving on TB treatment, ART
should be started upon completion of TB treatment.

Table 5.  ART recommendations for individuals with TB disease 

and HIV co-infection
SQV/r or ABC + (d4T or ZDV) + 3TC are recommended. For children < 25 kg,
(d4T or ZDV)/3TC/ABC is recommended as an alternative.74-81

Patients already receiving ART when they develop TB should adjust the regimen to
be compatible with TB treatment. Following completion of TB therapy, the ART
regimen can be continued or changed depending upon the clinical and immunolog-
ical status of the patient.
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1Timing of ART initiation should be up to clinical judgement based on other signs of immunodeficien-
cy. For extrapulmonary TB, ART should be started as soon as TB treatment is tolerated irrespective of
CD4 cell count.
2Alternatives to the EFV portion of the regimen include: SQV/r (400/400 mg bid or 1600/200 qd in
sgc), LPV/RTV (400/400 mg bid) and ABC (300 mg bid).
3NVP (200 mg qd for 2 weeks followed by 200 mg bid) may be used in place of EFV in absence of other
options. NVP containing regimens inlcude: d4T/3TC/NVP or ZDV/3TC/NVP
4EFV containing regimens include d4T/3TC/EFV or ZDV/3TC/EFV.
5Unless non-TB Stage IV conditions are present. Otherwise start ART upon completion of TB treat-
ment.
6If no other signs of immunodeficiency are present and patient is improving on TB treatment, ART
should be started upon completion of TB treatment.

Table 5.  ART recommendations for individuals with TB disease 

and HIV co-infection
SQV/r or ABC + (d4T or ZDV) + 3TC are recommended. For children < 25 kg,
(d4T or ZDV)/3TC/ABC is recommended as an alternative.74-81

Patients already receiving ART when they develop TB should adjust the regimen to
be compatible with TB treatment. Following completion of TB therapy, the ART
regimen can be continued or changed depending upon the clinical and immunolog-
ical status of the patient.
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Annexure II

Cotrimoxazole Preventive Treatment 
and Maintenance Therapy

Cotrimoxazole preventive therapy in adults and children living with
HIV/AIDS53,54

1. Criteria for offering cotrimoxazole preventive therapy
Adults and children older than 15 months

● HIV-positive persons with CD4 count < 200 cells/µL (in children CD4<15% or
age specific CD4 count threshold)

- WHO stage IV disease (children WHO stage III disease) and WHO stage III
disease with

- Oropharyngeal candidiasis
- Pruritic papular eruption
- Unexplained chronic diarrhea > 1 months
- Weightloss > 10% of BW

Infants

● Any child born to an HIV-infected woman should be offered cotrimoxazole from 4-
6 weeks of age

Pregnant women

● As for other adults.

● Because of theoretical concerns regarding possible teratogenicity associated with
drug exposure during the first trimester, providers may choose to withhold prophy-
laxis during the first trimester.

2. Criteria for adults and children to prevent recurrent infection

Persons who have completed initial therapy for Pneumocystis carinii pneumonia
should be administered lifelong suppressive treatment.

3. Drug regimens

Adults

One single-strength tablet (400/80 mg) bid or 1 double-strength (800/160mg) tablet
OD as a self-administered dose are the preferred regimens. However 1 single-strength
tablet OD is also effective and might be better tolerated than one double-strength tablet
per day.
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Infants

● Cotrimoxazole syrup should be given once daily

● If syrup is unavailable cotrimoxazole tablets may be crushed

● The recommended dose is 150mg trimethoprim/m2 and sulpha-methoxazole
750mg/m2.

4. Criteria for stopping cotrimoxazole

● Occurrence of side effects

- Cutaneous reactions, which may be severe (fixed drug eruptions and Stevens
Johnson syndrome)

- Renal/hepatic failure

- Haematological toxicity

● If antiretroviral treatment available and the CD4 count rises to greater than 200 cells/µL
for 3 months

● Children testing HIV-negative when older than 18 months (in whom CPT was
commenced in infancy)

5. Contraindications to cotrimoxazole

● Known allergy to sulpha-containing drugs (which includes cotrimoxazole and 
sulphadoxine-pyrimethamine)

● Renal or hepatic impairment

6. Follow-up to monitor for toxicity, clinical events and adherence

● Cotrimoxazole should be given in settings where regular patient follow-up is possible.

● Adults should be reviewed monthly initially, and then three monthly thereafter if
the medication is tolerated

● Children should be reviewed monthly

● Monitoring of adults should take place every six months, including haemoglobin
and white cell count (where facilities are available, or when clinically indicated)

Concerns about the use of cotrimoxazole include:

● Many countries have high bacterial resistance rates to cotrimoxazole so that pro-
tection against other opportunistic pathogens than Pneumocystis carinii may be
limited

● The spectrum of HIV-related pathogens may differ in other countries, also
potentially affecting efficacy to prevent other infections than Pneumocystis
carinii pneumonia.

● Many countries that use cotrimoxazole as an essential drug e.g. for the treat-
ment of adult community-acquired pneumonia and childhood acute respiratory
illness are concerned that widespread use cotrimoxazole will lead to increased
bacterial resistance rates.

The use of cotrimoxazole has been shown to induce resistance in Plasmodium falci-
parum (malaria) against sulphamethoxine-pyrimethamine (a commonly used anti-
malarial drug).

Annexure III

HIV/TB Questionnaire 2003 for Situation
Assessment (Central Level)

Country:

Program: (tick) TB HIV/AIDS TB/HIV

Name of responder: 

Position:

Telephone number:

e-mail address:

Date:

Epidemiology

1 1.1 Do you monitor HIV seroprevalence in TB patients? Yes No

1.2 If yes, what surveillance system are you using?
a. Sentinel surveillance b. Periodic survey
c. Data from routine patient care d. Ad hoc survey
e. Other (please specify) __________________________________________

1.3 What is the estimated national prevalence of HIV in TB patients?               %

1.4 What is the highest prevalence recorded in specific high-risk 
populations/areas                                                                                   %

TB Morbidity and Mortality

2 2.1 Do you monitor TB morbidity in PLWHA? Yes No

If yes, what system are you using?

a. AIDS notification system b. Periodic survey
c. Data from routine patient care d. Ad hoc survey
e. Other (please specify) __________________________________________

2.2 Do you monitor TB mortality in PLWHA? Yes No

If yes, what system are you using?

a. AIDS notification system b. Periodic survey
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c. Data from routine patient care d. Ad hoc survey
e. Other (please specify) __________________________________________

2.3 What is the estimated prevalence of TB morbidity in PLWHA? %

2.4 What is the estimated prevalence of TB mortality in PLWHA? %

3 Please indicate the main population groups at risk for HIV + TB patients in 
your country.

Please list at least three of the most important risk groups in order of risk.
Commercial sex workers Injecting drug users
Prisoners Migrant labourers
People living in congregate setting Pregnant women
(police and military)          Health workers     
Immigrants General population
Other (please specify) ______________________________________

Organizational Framework

4 4.1 Does your country have a National HIV/AIDS Yes No
Control Programme?

4.2 If so, does this programme contain a specific section on 
management of TB in PLWHA? Yes No

4.3 Do you have in this programme a focal person for TB/HIV? Yes No

4.4 Please describe policy and activities in place for ensuring that 
PLWHA receive optimal prevention, care and support for TB.

5 5.1 Does your country have a National TB Control programme? Yes No

5.2 If so, does its long-term national DOTS expansion plan 
have  a specific section on management of HIV/AIDS for 
TB patients? Yes No

5.3 Do you have in this programme a focal person for TB/HIV? Yes No

5.4 Please describe policy and activities in place for ensuring that TB 
patients receive optimal prevention, care and support for HIV/AIDS?

6 6.1 Is there a formal administrative arrangement of collaboration  
between the HIV/AIDS and the TB control programmes? Yes No

6.2 If so, please describe briefly.

6.3 Please indicate how you would score the effectiveness of collaboration 
between the HIV/AIDS and TB programmes (1 = non-existent, 2 = poor, 
3 = fair, 4 = good, 5 = excellent)

6.4 Regarding the collaboration between HIV/AIDS and TB programme;
● Please identify three main obstacles:
1  __________________________________________
2  __________________________________________
3  __________________________________________

● Please identify three main interventions required to overcome obstacles;
1  __________________________________________
2  __________________________________________
3  __________________________________________

● Please identify three main areas of successful collaboration;
1  __________________________________________
2  __________________________________________
3  __________________________________________

Joint Interventions and Activities HIV/AIDS TB Programme
Programme

Activities that increase the ability of the health services and communities to deal with
the impact of TB and HIV

7. Please indicate which interventions and activities are currently being implemented by 
either or both programmes (Tick the appropriate column)

7.1 Collaboration with other partners 
outside the public health sector 
(e.g NGO's, corporations, 
private health sector) Yes No Yes No

7.2 Resource mobilization for TB/HIV Yes No Yes No

7.3 Training of health workers for Yes No Yes No
TB/HIV collaboration activities

7.4 Development of guideline/ module/ 
manual for TB/HIV collaboration 
activities Yes No Yes No

7.5 Development and implementation 
of a comprehensive IEC strategy 
for VCT clients, TB patients and 
their contacts and communities 
affected by HIV and TB Yes No Yes No

7.6 Training of TB/HIV supporting and Yes No Yes No
Community-based Organizations 
for TB/HIV collaboration activities
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7.7 Development of TB/HIV referral Yes No Yes No
system 

7.8 Monitoring and evaluation of 
TB/HIV collaboration activities Yes No Yes No

7.9 Operational Research for TB/HIV 
collaboration activities Yes No Yes No

Interventions aimed at strengthening TB control in HIV+ persons

7.10 Measures in hospitals and clinics 
to protect HIV-positive health 
workers and HIV+ patients from 
TB infection Yes No Yes No

7.11 Intensified and active case-finding 
for TB in VCT services Yes No Yes No

7.12 Isoniazide preventive treatment 
for HIV+ persons with latent 
TB Yes No Yes No

Interventions aimed at strengthening HIV prevention, care 
and support in TB patients

7.13 Routine HIV testing and 
counselling for TB patients Yes No Yes No

7.14 Promotion and provision of HIV 
prevention (condoms and education) 
in  TB patients Yes No Yes No

7.15 Cotrimoxazole preventive 
treatment for HIV+ patients 
during TB treatment Yes No Yes No

7.16 Antiretroviral treatment for 
HIV+ TB patients Yes No Yes No

Indicators for joint collaboration activities No %

8. In the following table we invite you to provide quantitative data on services being
provided to PLWHA and PLWTB in the interface of TBHIV, in the health sector
response. 

8.1 Total number of districts in the country 100%

8.2 Number and % of districts where there are plans to 
implement TB/HIV interventions and activities

8.3 Number and % of districts where training packages of 
TB/HIV collaboration activities have been performed

8.4 Number and % of districts where TB/HIV collaboration 
activities have been implemented

8.5 Number and % of districts where data of TB/HIV 
collaboration activities have been reported

8.6 Number and % of districts where monitoring, supervision 
and evaluation of TB/HIV collaboration activities 
have been performed

9. Please use the rest of this page for comments on this questionnaire, and any other
additions or comments you would like to make.

Additional comments:
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Number and % of HIV-TB patients who received  
HIV prevention education and condoms

4. Number and % of HIV + TB patients on cotrimoxazole No %
preventive treatment and antiretroviral treatment

Number of HIV+ TB patients 100%

Number and % of HIV+TB patients accessing 
cotrimoxazole preventive treatment %

Number and % of HIV+TB patients assessing %
antiretroviral treatment

Please use the rest of this page to provide us with comments on this questionnaire, and
any other additions or comments you would like to make.

Additional comments:

HIV/TB QUESTIONNAIRE FOR DISTRICT LEVEL

In the following table you could collect quantitative data on services being provided
to PLWHA and TB patients with regard to collaborative HIV/TB activities, in
addition to the selected questions from the central level questionnaire. 

Indicators for surveillance and joint planning No %

1. Number of Districts affected by HIV/AIDS and 
TB in the country

Total number of districts in the country 100%

Number and % of districts where both HIV/AIDS 
and TB are present %

Number and % of districts where HIV/AIDS and TB 
are present, and with an estimate of HIV prevalence in 
general or specific populations %

Number and % of districts where HIV/AIDS and 
TB are present, and with a estimate of HIV prevalence 
in TB patients %

2. Number of Districts where both HIV/AIDS and TB 
are present, and with a plan to implement TB/HIV 
interventions and activities %

Indicators for access and performance

1. Number and % of VCT clients routinely screened for TB No %

Total number of clients accessing VCT per year 100%

Number and % of clients HIV+ %

Number and % of clients undergoing routine 
screening for active TB %

2. Number and % of HIV+ clients started and No %
completing preventive TB treatment

Number of HIV+ clients started on Isoniazide 
Preventive Treatment 100%

Number and % of HIV+ clients completing Isoniazide 
Preventive Treatment %

3. Number and % of TB patients being HIV tested and No %
counselled out of all registered TB patients 

Number of all registered TB patients last year 
(indicate Year ……..) 100%

Number and % of TB patients being counselled 
and HIV tested %

Number and % of HIV tested TB patients infected with HIV %
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