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The Fourth Working Group meeting was held on 20-21
September 2004 in Addis Ababa, Ethiopia, with the theme
of “Two diseases - one patient: scaling up prevention and
treatment for TB and HIV'. The Global TB/HIV Working
Group advises WHO and the Stop TB Partnership on TB/
HIV issues and aims to reduce the burden of TB and HIV
in dually-affected populations. The TB/HIV Working Group
has met yearly since 2001. Information and experience
on a wide range of issues to ensure patient-centred qual-
ity TB/HIV care were shared among nearly 200 partici-
pants from almost 40 countries. Networking and
partnership between the TB and HIV communities were
forged in a forum environment to realize a more
effective response to the global TB/HIV epidemic.
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Progress - but
more is needed

I n opening the meeting, Gijs
Elzinga, the chair of the Working
Group (WG) since its inception, lik-
ened the WG to a thriving three-year-
old child that has gained weight and
reached many important develop-
mental milestones. TB/HIV is now
prominent on global health agendas,
with celebrities such as Nelson
Mandela advocating that, “we can’t
fight AIDS unless we do much more to
fight TB as well”. Collaboration be-
tween the TB and HIV communities
is increasing at all levels. The WG has
produced the minimum essential set
of policy guidance to assist countries
in implementing collaborative TB/
HIV activities, and there is now glo-
bal consensus on the importance of
the 12 collaborative activities out-

lined in the Interim Policy on Col-
laborative TB/HIV Activities (http://
whqglibdoc.who.int/hq/2004/
WHO_HTM_TB_2004.330.pdf).
The number of countries imple-
menting collaborative TB/HIV
activities is increasing rapidly.

Despite these efforts and achieve-
ments, the TB/HIV epidemic contin-
ues to accelerate not only in sub-
Saharan Africa but also increasingly
in Asia and Eastern Europe. The pro-
portion of the population with access
to the full package of collaborative
TB/HIV activities in countries imple-
menting the Interim Policy remains
very low. Much more effort is needed
to assist countries to implement col-
laborative TB/HIV activities.

Strengthening

partnerships

or the first time, the TB/HIV WG
meeting was held back-to-back
with another scientific meeting, the
US Centers for Disease Control and
Prevention (CDC) cosponsored
meeting on HIV surveillance in TB
patients. This innovative approach
maximized the number of partici-
pants who could attend both meet-
ings and was a clear example of the
closer collaboration between WHO
and CDC on TB/HIV. Dr Julie
Gerberding, Director of CDC, was
among the dignitaries who opened
the WG meeting, and reiterated the
commitment of the US Government
and CDC to addressing the TB/HIV
emergency and accelerating the
country-level response to the joint
epidemics through close collabora-
tion with all partners. The WG meet-
ing benefited from much greater
country-level representation from
both TB and HIV communities as a
result of linking the two meetings.
The exciting collaboration resulted in
draft action plans for HIV surveil-
lance in TB patients for a number of
countries with a high burden of HIV-
related TB.
Participants applauded the in-
creasing representation and height-
ened involvement of the HIV

community in the WG and in the
battle against HIV-related TB at all
levels. However, it was emphasized
that there is still a significant need to
further consolidate and enhance the
involvement of more HIV repre-
sentatives in the WG.

Building bridges

he creation of an exciting new

collaboration between the TB
and HIV departments at WHO head-
quarters in Geneva was announced
by Dr Mario Raviglione, Director of
the Stop TB Department, and Dr
Teguest Guerma, Associate Director
of the HIV Department. The new
HIV/TB Task Force (HTTF) will
maximize collaboration between the
two departments in order to acceler-
ate coordinated antiretroviral
therapy (ART) scale-up and DOTS
expansion at country level.
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The bridge between the TB and
HIV communities is getting
stronger, with heavy traffic now
moving backwards and forwards
across that bridge.

But ...

TB programmes
are from Mars,
HIV programmes
are from Venus

he collaboration between TB and

HIV programmes was likened to
a marriage many times during the
meeting. Like all relationships, it re-
quires a lot of effort to make it suc-
cessful. The different histories and
cultures of the TB and HIV commu-




nities raise many challenges in
achieving an effective and productive
partnership. Experience from a TB/
HIV project in Khayelitsha, South
Africa, demonstrated some of these
differences. TB services are geared
towards chronic-care services with
simple and standardized technical
procedures, while HIV/AIDS services
are clinically oriented and tend to be
more individual-patient-oriented.
Likewise, experience from Thailand
highlighted the differences between
the well staffed but poorly funded TB
programme and the younger, more
dynamic and well-funded HIV pro-
gramme. Although collaboration ex-
ists on paper, the differences between
the programmes are one of the main
barriers to HIV-infected TB patients
accessing ART.

The WG concluded that the dif-
ferences between TB and HIV pro-
grammes need to be addressed at all
levels, building on strengths and
eliminating weaknesses, in order to
ensure effective collaboration be-
tween the programmes and joint
delivery of comprehensive services to
coinfected patients. Where possible,
providing this care in a “one-stop
shop” should be the aim of the col-
laboration between TB and HIV
programmes. Integration of the pro-
grammes is not necessary for this
purpose.

Why is more
money still not
buying us better
health?

I n recent years, there has been an
unprecedented increase in the re-
sources available to tackle TB and
HIV through the Global Fund to
Fight AIDS, Tuberculosis and Malaria
(GFATM), the US President’s Emer-

gency Plan for AIDS Relief, the World
Bank and other sources. However,
with money itself being less of an
obstacle, other bottlenecks hamper
effective implementation at country
level. The recruitment freeze and ceil-
ing placed on salaries in the public
services, as recommended by donor
and international financial agencies,
makes it difficult to attract and re-
tain competent health professionals
in the public sector. This limits health
service capacity to absorb new funds
and translate them into health im-
provement in the population.

The WG identified the following
donor and country (government)
factors as key barriers for the money
supply (see box).

International funding initiatives,
such as the GFATM, should be con-
sidered only as an emergency interim
response to the escalating global TB/
HIV crisis. Longer-term, more sus-
tainable funding strategies should be
developed, including longer commit-
ment by donors, but it is essential that
governments find ways to allocate
adequate funding for health in the
future. Conditional debt cancellation
for health, education and social
security, and international trade bal-
ance should assist long-term com-
mitments by governments.

The GFATM is likely to remove the
TB/HIV category as a separate entity
for future proposals. Instead, coun-
tries will be expected to explicitly ad-
dress TB within all HIV proposals,
and vice versa. The WG expressed
concern that this may give the
message to countries that TB/HIV
activities are no longer a priority. It
was recommended that the GFATM
makes very clear on its website and
in all guidance for the 5th round
proposals that all TB proposals
should contain activities to address
HIV, and vice versa.

Donor factors

M Imposition of detailed,
lengthy processes and condi-
tions hampers smooth and
timely disbursement and utiliza-
tion of resources.

M Lack of harmonization with
national policies and systems
and bypassing well established
in-country coordination mecha-
nisms undermine the steward-
ship and leadership roles of
national bodies.

M Tendency for very selective
funding without due focus on
strengthening the health sys-
tem and improving the health
workforce crises.

Country factors

B Lengthy bureaucratic proce-
dures and restrictive financial
management mechanisms.

M Limited financial manage-
ment capacity at all levels, par-
ticularly at district level.

M Concerns about sustaina-
bility and exit strategies in the
context of lifelong treatments
and time-bound funding.




Two diseases -

one patient

Treatment for both HIV and TB
provides a lifeline to millions of
coinfected people worldwide. Lucy
Chesire, a Kenyan activist who has
lived with HIV/AIDS for almost 10
years, shared her traumatic personal
experience with TB and pleaded with
the participants to accelerate patient-
centred action in order to reduce the
suffering and deaths of HIV-infected
TB patients. TB and HIV pro-
grammes need to look beyond their
rigid boundaries and take on
expanded roles in order to deliver
better prevention, treatment and
support services for their clients.
The DOTS strategy alone is not
sufficient to control TB in high HIV
prevalence settings where, for exam-
ple, smear-negative and extra-
pulmonary TB are much more
common. The WHO Expanded
DOTS framework for effective TB con-
trol lays out additional elements that
are needed under different circum-
stances to bring about TB control,
including collaborative TB/HIV ac-
tivities, addressing drug-resistant
TB and expanded involvement of the
private sector. This framework has
been insufficiently communicated
and implemented by policy-makers
and health workers. The flexibility
and inclusiveness of the DOTS strat-
egy to provide patient-centred care
should be better communicated. Be-

yond this, the existing guidelines on

“Of all the years | lived with HIV,
the worst time of agony, suffer-
ing, hopelessness and social
ostracism has been when | was
diagnosed with TB. The climax of
all this was when | had to take
about 20 antiretroviral (ARV) and
TB drugs a day on an empty
stomach. Today, thanks to my
diagnosis of TB ... | am on ART
and alive. Although TB has in-
duced an insurmountable suffer-
ing on me, it is ironic that | am
indebted to it, because it has
created the door for my ARVs”.

Lucy Chesire, a Kenyan activist
who has been living with HIV/AIDS
since 1994, speaking at the open-
ing of the meeting.

the diagnosis and management of
smear-negative and extrapulmonary
cases of TB should be reviewed. New
ways of accelerating accurate diagno-
sis and treatment are urgently needed
in the HIV era.

Data presented from Cambodia
showed that previously undiagnosed
TB was detected in 15-25% of peo-
ple living with HIV/AIDS (PLWHA)
who were screened for TB. HIV pro-
grammes must prioritize intensified
TB case-finding for PLWHA and
treat latent TB infection in those who
have no evidence of active TB disease.

TB - the
technological

vacuum

he diagnosis of TB depends

largely on a smear microscopy
test that is more than 100 years old,
yet within 20 years of its discovery a
simple test can accurately diagnose
HIV in minutes from a single drop
of blood. The long duration and high
pill-count of current TB drug regi-
mens coupled with the spectre of in-

creasing drug resistance to existing
drugs requires urgent development
of new drugs, in addition to new,
rapid and more reliable diagnostics
for TB.

Very strong advocacy at the high-
est levels is required to stimulate
emergency responses from govern-
ments and the international commu-
nity to encourage the development of
new drugs and diagnostics for TB
that can be used in field settings. In
the meantime, we must ensure the
maximal use of existing tools by im-
proving laboratory capacity and
standards of diagnostic protocols and
drug regimens.

“«3 by 5”
by DOTS?

he “3 by 5” initiative, which plans

to put three million PLWHA on
ART by the end of 2005, is an ideal
opportunity to stimulate improved
access to ART for HIV-infected TB
patients, thus reducing morbidity
and mortality. However, HIV pro-
grammes face a major challenge in
transforming HIV/AIDS from a killer
into a chronic disease through pub-
lic provision of ART to all those in
need. Such a transformation will
require a strengthened HIV pro-
gramme supported by strong politi-
cal commitment that is able to detect
a high proportion of PLWHA eligi-
ble for therapy, guarantee reliable di-
agnosis and drug supplies, ensure
adherence to standardized treatment
regimens, and be able to accurately
monitor, record and report response
to treatment on an individual and na-
tional basis. Clearly, the DOTS strat-
egy can provide many lessons for
ART and the “3 by 5” initiative, and
TB control programmes can provide
valuable assistance to HIV/AIDS pro-
grammes in setting up and manag-




ing many of these key elements in
delivering treatment.

Effective collaboration between
HIV/AIDS and TB control pro-
grammes in the context of “3 by 5”
was demonstrated in Malawi, which
is now rapidly heading towards na-
tionwide coverage of collaborative
TB/HIV activities and ARV scale-up.
Regional TB officers in Malawi will
be responsible for monitoring the
new ART programme in the same
way they monitor the recording and
reporting of TB diagnosis and treat-
ment from their respective districts.
The TB officers were trained on ART
delivery systems and use of the newly
developed monitoring and evalua-
tion tools that build on the cohort
analysis approach of TB control.
Central units of the national TB con-
trol and HIV/AIDS programmes
conduct joint analysis of the data col-
lected. HIV and TB control pro-
grammes can work effectively
together to use the lessons from the
DOTS strategy to achieve the ambi-
tious “3 by 5” target.

ART to TB
patient is
feasible but
still a dream

for most

T he high prevalence of HIV
among TB patients (over 75% in
some settings) indicates that TB pro-
grammes can be an important entry
point for ART where high numbers
of PLWHA who would be eligible for
ART are already in contact with the
health service. Preliminary data pre-
sented from Durban, South Africa,
demonstrated that integrating ART
into existing TB clinic services is fea-
sible and improved treatment out-
comes for both diseases. Similarly,

joint delivery of TB and HIV
services (including ART) in
Khayelitsha, South Africa,
benefits both patients and
staff. Patients receive care for
both TB and HIV in one visit
and staff develop expertise in
managing both diseases, while
improved treatment out-
comes boost staff morale.
However, in reality, access to
ART for HIV-infected TB pa-
tients remains very limited in most
countries. In Malawi, the mismatch
between TB treatment that is decen-
tralized, down to primary health cen-
tres, and centralized hospital-based
ART limits access to ART for many
TB patients, especially those furthest
from the hospitals. In Thylo district,
only 13% of eligible HIV-positive TB
patients were eventually started on
ART. Decentralization of ART from
hospitals to primary care would
greatly improve ART access and eq-
uity.

The choice of using generic or
branded drugs for ART scale-up is a
country choice. There is concern,
however, about establishing parallel
systems for ART delivery (one ge-
neric, the other for branded drugs),
particularly where multiple partners
are involved. This compromises
standardized treatment and drug ac-
cess for patients.

Stigma -
double trouble

H IV-infected TB patients often
bear a double burden of stigma,
one for TB and another for HIV. Lack
of training on HIV and TB resulted
in negative attitudes of service pro-
viders and further fuelled the stigma
experienced by coinfected patients in
Ukraine, for example. In the Russian
Federation, it was reported that up

to 90% of PLWHA reported stigma-
tization. In the United Republic of
Tanzania, many HIV-infected TB

patients preferred to stay at home due
to fear of stigma. Provision of home-
based care for TB/HIV by commu-
nity volunteers from a faith-based
nongovernmental organization
(PASADA) in the United Republic of
Tanzania was instrumental in im-
proving the care provided to HIV-
infected TB patients, including
enhancing community awareness
against stigma. It was particularly
recognized that the double stigma
poses a huge challenge in scaling up
universal and high-quality HIV test-
ing and counselling for TB patients
in high-HIV prevalence settings.

UNAIDS/WHO
joint policy
statement on
HIV testing

The recent UNAIDS/WHO joint
policy statement on HIV testing
was applauded for responding to the
need for a paradigm shift in HIV test-
ing policy. This accelerates knowl-
edge of HIV status in those at risk and
thus ensures their access to the most
appropriate prevention, treatment,
care and support.

The policy statement (http://
www.who.int/hiv/pub/vct/en/




Type Target groups

VCT Individuals or
couples who wish
to know status for
planning or
prevention

Routine Patients at high

risk for HIV (STI
clinics) or for
whom an impor-
tant intervention
is available
(PMCT)

Diagnostic Patients with
signs or symp-
toms that are
consistent with
HIV or AIDS (e.g.
TB)

Mandatory Body fluids, blood
or tissue donors,
pre-recruitment

hivtestingpolicy04.pdf) does not
support mandatory testing of indi-
viduals on public health grounds. It
recommends that HIV testing be
confidential, accompanied by coun-
selling and only conducted with in-
formed consent.

Adoption of the UNAIDS/WHO
joint policy statement into a national
policy and development of national
operational guidelines and training
curriculum are essential for both HIV
care and treatment of TB patients,
and for HIV prevention. The positive
impact of post-test counselling on
behaviour change and HIV transmis-
sion should not be forgotten, and
participants were encouraged to add
another letter to the familiar ABC of
HIV prevention.

Abstain and delay getting
sexually active

Be faithful — reduce
number of partners
Condom use — must be
consistent

Diagnosis — know your
status

Kenya is rapidly scaling up coun-
selling and testing services and im-
plementation of routine and
diagnostic HIV testing in clinical set-
tings. It has recently published up-
dated guidelines on HIV testing
following the joint WHO/UNAIDS
policy statement that strongly sup-
port diagnostic testing.

“Failure to provide HIV testing
when symptoms or signs of HIV
disease may be present is sub-
standard care and is not accept-
able”.

Guidelines for HIV Testing in Clini-
cal Settings — Kenya Ministry of
Health (2004)

HIV testing and
counselling - the
door to care and
prevention

IV testing and counselling is the

doorway through which TB pa-
tients and the general population can
access the most appropriate preven-
tion, treatment and support services
for TB and HIV. It was recognized,
however, that ensuring nationwide
universal coverage of high-quality
rapid HIV testing and counselling for
TB patients and the general popula-
tion in high-HIV settings would be a
challenge. Malawi is heading towards
nationwide coverage of HIV testing
for TB patients and has an ambitious
plan for testing 750000 people for
HIV between 2004 and end of 2005.
To meet this target during the first
two quarters of 2004, 240 health
workers have been trained as full-
time counsellors and in the use of
rapid HIV testing. Furthermore,
strengthening referral networks be-
tween TB, HIV, PMTCT, STI and

VCT services, and establishing reli-
able supplies management (e.g. HIV
test kits) are also crucial for rapid
scale-up of HIV testing and counsel-
ling services.

Enablers for nationwide
expansion of HIV testing
for TB patients

M Availability of knowledgeable,
trained and committed health
workers at service delivery
points.

M Availability of diagnostic HIV
testing at TB service delivery
points.

M Facilities conducting HIV
testing in the consulting (coun-
selling) room.

M HIV testing for TB suspects
in addition to confirmed TB pa-
tients.

M HIV testing earlier in the
course of TB illness.

M Increasing availability of
services such as isoniazid and
co-trimoxazole preventive thera-
pies and ARV for HIV-positives.

M Increasing community aware-
ness of the TB/HIV link and the
benefits of testing.

M Participation of PLWHA in the
planning and implementation of
activities.

M Uninterrupted supply of HIV
test kits.

The peril of
health workforce
crisis: who is
going to do it?
The serious shortage of human
resource capacity is a major con-
straint to the rapid scale-up of

collaborative TB/HIV activities. The
dearth of technical and administra-




tive staff throughout the health sec-
tors of most countries affected by the
dual TB/HIV epidemic needs urgent
intervention. Salaries and incentives
need particular attention. Key
stakeholders — for example, the WHO
Evidence and Information for Policy
(EIP) cluster and the Rockefeller
Foundation — are already working to
address the issue of human resource
capacity constraints, and the WG
must collaborate with them to con-
tribute and implement their recom-
mendations for TB/HIV. Solutions
should include ensuring that existing
staff members are competent to carry
out their tasks, and must address
clinical, counselling and laboratory
staff needs that need to be developed,
as well as the advantages of expand-
ing the traditional workforce to in-
clude community health workers, lay
counsellors and PLWHA. These
efforts should be linked with strong
advocacy activities at all levels. Com-
munities need to be involved to es-
tablish what they can contribute in
terms of human resources to support
scale-up. Ministries of health need to
ensure that acceptable services are in
place to prevent transmission of HIV
and TB to health-care workers.
Health-care workers should be en-
couraged to consider their own HIV
status.

Costing TB/HIV

activities: who

is going to foot

the bill?

WHO has estimated the cost for
implementing collaborative

TB/HIV activities in the 34 priority

countries of the “3 by 5 initiative at

US$ 250 million per year. Governments

and funding agencies need to be lob-
bied to identify the necessary funds.

Act up and
involve the
community

he meeting benefited from much
greater involvement of HIV ac-
tivist and community groups, but
even more effort is needed to truly
engage communities in the fight
against TB and HIV. Zackie Achmat,
who heads Treatment Action Cam-
paign in South Africa, spoke about
the role of advocacy and activism for
effective TB/HIV response. He ac-
knowledged that much information
is already available for patients and
community groups to act on and help
ameliorate the TB/HIV epidemic, but
TB communities still do not know
enough about HIV, and vice versa.
Informed community groups and
patient populations are critical to ef-
fective implementation of collabora-
tive TB/HIV activities.
Governments must be held ac-
countable to their TB and HIV/AIDS
commitments made at the Millen-
nium Summit, the UNGASS, the
Abuja Summit and the World Health

“Our work should be measured
by how many people we put on
antiretroviral therapy through
our TB programmes and by
how many people we put on TB
drugs and IPT through our HIV/
AIDS programmes in each
country”.

Zackie Achmat, Treatment
Action Campaign of South Africa

Assembly, and in the Amsterdam
Declaration. Access to TB and HIV
prevention, diagnosis and treatment
services must be seen as an essential
human right. Governments should
be pressured to take responsibility for
delivering the best TB and HIV/AIDS
services available under existing cir-
cumstances. Joint delivery of TB and
HIV prevention and treatment serv-
ices including ART must become the
standard of care and be centred on
the patient.

The involvement of activists and
community groups should particu-
larly be sought to accelerate the im-
plementation of collaborative TB/
HIV activities in countries with high
TB and HIV. This country-level ac-
tivity should embrace building the
pressure on country programmes to
enhance their accountability with
regard to addressing the TB/HIV
epidemic.

PLWHA activists
in the TB/HIV

front in Uganda

The National Forum of PLWHA
Networks in Uganda shared their
experiences of an emerging TB/HIV
advocacy movement from Uganda.
They recognize that TB is not yet on
the advocacy agenda of PLWHA and
HIV is not yet fully on the agenda of
the TB community, and they aim to
address these gaps. Uganda has yet to
develop a national policy or plan to
support the implementation of col-
laborative TB/HIV activities and they
are fighting for this. They have made
a presentation to the national HIV/
AIDS Partnership to educate them on
the need for TB/HIV collaboration
and to seek its technical, financial and
moral support for collaborative ac-
tivities. This PLWHA-led activity is
also geared towards influencing pe-




ripheral service providers and or-
ganizations (e.g. NGOs) to deliver
joint TB and HIV services.

African Union
calls for scaling-
up TB/HIV
activities

he WG meeting was an excellent

opportunity for high-level advo-
cacy to garner political support for
collaborative TB/HIV activities both
locally and internationally. Dr Jack
Chow, Assistant Director-General of
WHO, and Dr Julie Gerberding, Di-
rector of CDC, met with H. E. Meles
Zenawi, Prime Minister of Ethiopia,
to highlight the importance of TB/
HIV in Ethiopia. With the appoint-
ment of a national TB/HIV coordi-
nator, the availability of a substantial
amount of resources and the initia-
tion of activities in seven pilot sites,
Ethiopia is ready to take on its scale-
up of activities. These high-level dig-
nitaries also spoke with a delegation
from the African Union. The Union
has recognized that HIV-related TB
is a serious problem facing the con-
tinent and called for all Member
States to embrace and scale up im-
plementation of collaborative TB/
HIV activities. Press conferences were
conducted in Addis Ababa and Nai-
robi during the meeting, with wide
international and national media

coverage.

Experience from
the field

B eyond the plenary presenta-
tions, country-level experiences

in implementing collaborative TB/
HIV activities were shared in an in-
teractive forum with poster displays
and moderated discussions. Presen-
tations were made by Cambodia, the
Democratic Republic of the Congo,
Ethiopia, India, Kenya, Malawi,
Mozambique, Nigeria, the Russian
Federation, South Africa, Sudan,
Thailand, the United Republic of
Tanzania, Uganda, Ukraine and Zam-
bia. They included activities run by
ministries of health, partner organi-
zations and technical agencies, NGOs
and community-based organiza-
tions. Country-level implementation
is accelerating but still falls short of
national coverage of all the collabo-
rative TB/HIV activities defined in
the interim policy. There are no
longer valid excuses for countries
with a high burden of HIV-related TB
not to plan to implement collabora-
tive TB/HIV activities, particularly
with clear policy recommendations
and greatly increased opportunities
for scaling-up through the interna-
tional funding opportunities.

TB/HIV data are

scarce in Europe

Eastern European nations are expe-
riencing particularly high levels of TB
and MDR-TB, and a fast-rising HIV
epidemic. Such a combination is
potentially disastrous for both
TB control and HIV care, but
there is a scarcity of data that
systematically document the
impact of HIV on TB in the
region. TB and HIV surveil-
lance systems and the health
information system must be
strengthened to inform ap-
propriate policy and pro-
gramme interventions.

Need to explore the link
between HIV and MDR-TB
The worrying situation in eastern
Europe offers the spectre of an HIV-
fuelled epidemic of MDR-TB, which
is also possible in other settings such
as South Africa, where it could occur
in a more localized way. Clearer defi-
nition of the extent of this lethal
combination is urgently needed.

Nutritional support

is important for

TB/HIV care

In Cambodia, the World Food Pro-
gramme provides nutritional sup-
port for TB patients. This has
contributed to the improvement of
TB care. Nutritional support was
emphasized as a component of TB/
HIV care that could improve the
adherence and livelihood of HIV-
infected TB patients.

Lack of national TB/HIV
policies impedes
activities

Weak or non-existent national poli-
cies and operational guidelines to
support programme implementation
in many countries impede the accel-
erated implementation of collabora-
tive TB/HIV activities, particularly by
NGOs and community-based or-
ganizations. Countries are urged to
develop the necessary delivery, sup-
port and monitoring systems that
will ensure quality delivery of serv-
ices by all service providers.

Community involvement
in TB/HIV care is crucial
Strengthening the role of community
involvement in TB/HIV care was
considered as a stepping stone to a
sustainable TB/HIV care-delivery
system. The role of family members,
relatives, caregivers and other com-
munity supporters, including
PLWHA, to deliver TB/HIV care
should be explored.




Award scheme for best
performing countries

It was recognized that countries with
high TB/HIV burdens have different
paces and interests to implement
collaborative TB/HIV activities. In-
novative ways need to be sought to
accelerate country-level implementa-
tion. A continental or regional award
scheme linked with strong advocacy
efforts was suggested for countries
with established track records of im-
plementation.

Marginalized populations
It was noted that in many regions of
the world, such as Asia and eastern
Europe, the TB/HIV epidemic is
closely linked with intravenous drug
use and other marginalized popu-
lations who may have special needs
in terms of collaborative TB/HIV ac-
tivities. Considerations such as harm
reduction and coinfection with hepa-
titis need to be addressed.

Improved
monitoring and
evaluation
essential

IVI onitoring and evaluation
(M&E) of TB/HIV activities
in countries is essential for demon-
strating successes, identifying prob-
lems and assessing interventions for
improvement. Few countries with a
high burden of TB/HIV, and weak
M&E systems in place, however, are
able to document their progress. Two
questionnaires requesting informa-
tion on collaborative TB/HIV activi-
ties in 2002 (as baseline) and 2003
were sent to the 41 highest burden
TB/HIV countries, and responses
were received from 34 countries. In-
clusion of TB/HIV into national poli-
cies and plans, and joint planning
between the HIV/AIDS and TB con-

trol programmes, are the most com-
mon activities. Implementation of
TB/HIV activities is progressing, but
coverage within countries remains
very low. To date, few countries are
able to demonstrate the number of
people accessing collaborative TB/
HIV activities.There is an urgent
need to establish recording and re-
porting systems to be able to capture
the newly developed TB/HIV indica-
tors for routine programme monitor-
ing and evaluation. WHO needs to
advise on the alterations to the TB
registers and reporting forms that are
needed to capture TB/HIV activities
for effective national and global
monitoring, and evaluation. HIV
care and treatment registers are be-
ing developed that incorporate the
capture of information on TB/HIV
indicators.

TB/HIV
surveillance as
an entry point

for scale-up

Promoting surveillance of HIV in
TB patients can be an important
means for scaling up collaborative
TB/HIV activities. As part of the US
President’s Emergency Plan for AIDS
Relief (PEPFAR), CDC has developed
a TB/HIV Surveillance Initiative,
which aims to assist focus countries
to develop a national TB/HIV sur-
veillance system as an entry point for
scaling up collaborative TB/HIV ac-
tivities. HIV surveillance among TB
patients will focus on promoting a
high uptake of routine diagnostic
HIV testing in the TB care setting,
linked to a package of care for TB
patients who are found to be HIV-
positive. The HIV data generated by
this approach will be used for surveil-
lance purposes. This theme was
greatly expanded upon during the

CDC/WHO co-organized TB/HIV
surveillance meeting on 22-24 Sep-
tember 2004. Country TB and HIV
programme managers and surveil-

lance officers, representatives of part-
ner organizations and in-country
CDC staff were in attendance.
National TB/HIV surveillance plans
were developed to serve as an entry
point for scaling up collaborative TB/
HIV activities in nine out of the 15
PEPFAR priority countries.

Building the
evidence base
is a priority

I nteractions between ART and TB
drugs will add further challenges to
collaborative TB/HIV activities in
resource-limited settings. Rifampicin
reduces the concentration of ARV
drugs, especially protease inhibitors,
and toxic reactions are much more
common when TB and ARVs are
used together. Important research
questions include when to use both
rifampicin and ARVs, whether alter-
natives to rifampicin (such as
rifapentine) can be used to allow ear-
lier use of ARVs in TB patients, how
to support adherence, and the effect
of ARVs on early TB mortality. The
evidence for or against the use of pre-
ventive therapies, such as co-
trimoxazole and isoniazid, once a
patient is on ART is not clear. Stud-
ies exploring the interactions be-
tween ARV and TB drugs and the




utility of ART in combination with
preventive therapies (IPT and CPT),
for example, are urgently required.
The research currently under way by
the Consortium to Respond Effec-
tively to the AIDS/TB Epidemic
(CREATE) will go some way to an-
swering many of the questions
around IPT. There remains an enor-
mous need, however, for operational
research to build the evidence base
and accelerate the implementation of
collaborative TB/HIV activities. A
meeting to set priorities in TB/HIV
research is being planned for Febru-
ary 2005 by the Secretariat of the WG.

Marketplace
for partners:
information
exchange

he following partner organiza-

tions shared their experience in
TB/HIV activities in an interactive
marketplace.

AFRICAN SERVICE COMMITTEE
(ASC)

B ASC has provided HIV, STI and
TB testing, care, treatment and sup-
port for African immigrants in New
York City since 1991. ASC has opened
a branch in Addis Ababa in 2003,
which is providing free VCT, with
plans to integrate collaborative TB /
HIV activities in 2005.

HIV_ VOLUNTARY
3 COUNSELING AND
. TESTING CENTER

TB/HIV RESEARCH
FOUNDATION - THAILAND

B Health educational material has
been developed in Chiang Rai to en-
hance adherence to treatment among
people with TB and HIV/AIDS, based
on social and behavioural studies.
Patients’ stories were included in the
materials as methods of addressing
stigma and fatalism.

WHO EASTERN
MEDITERRANEAN REGION
(EMR)

B EMRO will start TB/HIV collabo-
ration within the framework of the
“3 by 5” initiative, providing VCT and
ART for TB patients, and systematic
TB screening and DOTS for PLWHA.
After planning and training, four
pilot projects will start in Sudan,
Djibouti, the Islamic Republic of
Iran, Morocco and Sudan in April
2005.

KNCV TB FOUNDATION

B KNCV TB Foundation aims to re-
duce the burden of TB and HIV in
populations affected by both diseases
through implementation of country-
specific TB/HIV collaborative pro-
gramme activities, with all KNCV
partner countries implementing a
national policy of TB/HIV collabo-
rative programme activities by the
end of 2005.

NUFFIELD INSTITUTE FOR
HEALTH

M Introducing the “Integrated Man-
agement of Adolescent—Adult Illness”
(IMAI) guidelines in health centres
of Lubombo region (Swaziland) has
contributed to a
low ARV default
rate. Community
treatment support-
ers were the basis of
the programme’s

Success.

WHO-HQ

B Implementation
of TB/HIV col-
laborative activities

requires training of health personnel.
The HIV/AIDS and Stop TB depart-
ments of WHO headquarters con-
ducted the first TB/HIV consultants
training course in early 2004 and are
developing a TB /HIV managerial
course for national TB and HIV/
AIDS programme managers.

WHO WESTERN PACIFIC
REGION (WPR)

B WPRO assists TB/HIV activities
in Cambodia and Viet Nam, includ-
ing TB/HIV surveillance, screening
for TB among HIV patients and use
of CPT. ARV treatment and IPT are
available in Cambodia but not in Viet
Nam.

GLOBAL FUND TO FIGHT AIDS,
TUBERCULOSIS AND MALARIA
(GFATM)

B GFATM is a funding mechanism
to combat the three killer diseases, in-
cluding the response to abate the TB/
HIV epidemic. The GFATM has ap-
proved funding for TB/HIV activities
in 13 countries

PARTNERS FOR HEATH
REFORM PLUS (PHRPLUS)

B Working in Cambodia to provide
VCT to TB patients with an algo-
rithm for appropriate patient man-
agement. Coordination between TB
and HIV programmes was most im-
portant for the success of this project.

INTERNATIONAL UNION
AGAINST TUBERCULOSIS AND
LUNG DISEASE (IUATLD)

B Planned activities in Cambodia,
Democratic Republic of the Congo
and Malawi include VCT, CPT, IPT
and linkage with community home
care and other services.

MANAGEMENT SCIENCES FOR
HEALTH (MSH)

B Management and Organizational
Sustainability Tool (MOST) for TB/
HIV collaboration brings together
stakeholders in both TB and HIV
programmes to assess and make con-
crete plans for more effective collabo-
ration and better use of resources.




Key Conclusions and Recommendations

RESOURCE MOBILIZATION

B The Stop TB Coordinating Board,
the GFATM Board and WHO should
prioritize proactive measures to re-
move the barriers to the rapid flow
of money to countries and address
barriers to translating money into ac-
tivities.

B GFATM’s guidelines for proposal
should stress the importance of in-
cluding TB interventions in HIV
proposals, and vice versa, as a re-
quirement for successful applications
from high-burden TB/HIV coun-
tries.

ADVOCACY AND ACTIVISM

B All partners working on TB/HIV
are urged to engage more with com-
munity and activist groups, particu-
larly from the HIV community, to
accelerate implementation of col-
laborative TB/HIV activities centred
on clients’ needs.

B Partnerships between activists
and health-care workers should be
strengthened to facilitate joint iden-
tification of advocacy challenges,
constraints and solutions.

B Prioritize advocacy for new diag-
nostics and drugs, especially for TB,
and easy, equitable access to an un-
interrupted supply of good quality
TB and HIV prevention, diagnostic

and care services.

HUMAN RESOURCES

B Competency needs to be devel-
oped in existing staff, as well as ex-
pansion of the traditional workforce,
to include community health work-
ers, lay counsellors and PLWHA for
scaling up collaborative TB/HIV ac-
tivities.

B Governments should develop
strategies to retain, protect and
increase the number of health work-
force. Other constituencies, such as
ministries of finance, should be in-
volved for salary and incentives issues.

B The International Monetary
Fund and the World Bank were urged
to remove any constraints to human
resource capacity development.

B TB/HIV WG needs to collaborate
with existing human resource capac-
ity development efforts of partners
such as WHO/EIP cluster and the
Rockefeller Foundation.

COLLABORATION

B TBand HIV communities should
address their differences in a way that
will enable their strengths to be
shared and weaknesses overcome.

B All partner organizations should
increase collaboration and partner-
ship in particular to strengthen effec-
tive utilization of resources and
coordination of TB/HIV activities at
country level.

B The HIV/TB task force of the HIV
department at WHO HQ is an excel-
lent development that has the poten-
tial to strengthen collaboration at all
levels.

COUNTRY IMPLEMENTATION

B All partners should actively
promote the implementation of col-
laborative TB/HIV activities in coun-
tries, and technical partners should
support countries in monitoring
performance.

B Countries need to urgently estab-
lish the systems to regularly and
transparently monitor and evaluate
their performance and ensure the
best results from their TB/HIV activi-
ties.

B Countries will be required to
present their progress in addressing
the dual epidemics at subsequent
meetings of the TB/HIV Working
Group.

INTRAVENOUS DRUG USE (IDU)
AND MDR-TB

B Regional efforts to explore the
link of IDU and TB/HIV and adap-
tation of the interim policy to include
accepted harm-reduction methods
and other issues specific to
marginalized groups.

B The impact of HIV on transmis-
sion of MDR-TB, particularly in east-
ern European countries and other
high MDR settings, should be as-
sessed and addressed.

SMEAR-NEGATIVE AND
EXTRAPULMONARY TB

B Improvements in the diagnosis
and management of smear-negative
and extrapulmonary cases of TB
need to be explored and existing
guidelines reviewed in the context of
emerging new diagnostics.

NEW DIAGNOSTICS AND NEW
DRUGS

B The Stop TB Coordinating Board,
the Diagnostics and New Drugs WGs,
and the technical agencies must re-
spond to the urgent need for new di-
agnostics and drugs and to make
potential new products rapidly avail-
able at affordable prices where they
are most needed.

HIV TESTING FOR TB PATIENTS
B The operational aspects of na-
tionwide scale-up of HIV testing for
TB patients and the corresponding
stigma issues should be addressed
urgently.

RESEARCH PRIORITIES

B Operational research to acceler-
ate country-level implementation
and address interactions between
ARV and TB drugs, and the utility of
ART in combination with preventive
therapies, should be prioritized.

B Working Group members and
partner organizations should solicit
for resources to support the TB/HIV
research priorities.
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More information about
the Global TB/HIV Working
Group can be found at
www.stoptb.org.

The presentations from the
meeting are available from
http://www.who.int/
docstore/gtbh/TBHIV/
4thglobalwgmtg/agenda_files/

index.htm.

The presentations from the

TB/HIV surveillance meeting
co-organized with CDC are
available from
http://www.who.int/
docstore/gtbh/TBHIV/
4thglobalwgmtg/agenda_files/
index.htm#wed.

TB/HIV materials can be
downloaded from
www.who.int/gtb.




