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TB is the main killer among people living 
with HIV/AIDS in two autopsy studies

Democratic Republic 
of the Congo

Côte d’Ivoire

TB: 44% TB: 32%
TB: 32%

Data sources: Nelson AM et al. HIV-1 seropositivity and mortality at University Hospital, Kinshasa,
Zaire, 1987. AIDS, 1991, 5:583–586 and Lucas SB et al. The mortality and pathology of HIV infection 
in a west African city. AIDS, 1993, 7:1569–1579.

Pneumonia: 40%

Cryptosporidiosis: 
11%

Others: 5%

Pneumonia: 8%

Others: 39%

Sepsis: 11%

Toxoplasmosis: 
10%
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TB case-fatality rates in Africa

0
5

10
15
20
25
30
35
40
45

B
ur

ki
na

 
Fa

so
U

ni
te

d 
R
ep

ub
lic

of
 T

an
za

ni
a

D
em

oc
ra

tic
R

ep
ub

lic
 o

f
th

e 
C

on
go

Za
m

bi
a

C
en

tra
l

Af
ric

an
 

R
ep

ub
lic

C
ot

e 
d'

Iv
oi

re
I

K
en

ya

M
al

aw
i 1

M
al

aw
i 2

S
ou

th
 

A
fri

ca
 1

S
ou

th
 

A
fri

ca
 2

S
ou

th
 

A
fri

ca
 3

D
em

oc
ra

tic
R

ep
ub

lic
 o

f
th

e 
C

on
go

country

TB
 c

as
e-

fa
ta

lit
y 

ra
te

 (%
)

HIV+
HIV-

all forms smear-positive

 
 
 
 
 

18

Mortality among 99 people with proven 
pulmonary TB in Addis Ababa, Ethiopia 

2 8 12 24 36
Months after starting TB treatment
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HIV-positive   46%
HIV-negative 54%

Source: Van den Hombergh J.  Predictors of survival in a cohort of patients receiving treatment for 
tuberculosis under routine control conditions in Addis Ababa, Ethiopia. IUATLD World Lung Health 
Conference Paris October 2004. Poster Display Discussion Presentation  19

TB incidence rates in HIV-infected populations
in Africa (cf 10% lifetime risk for HIV-) 
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TB is the main opportunistic infection among people with 
advanced HIV/AIDS in Thailand, five sentinel sites 

1992–1993

TB: 38%

Data from Government of Thailand, 1995

Cryptosporidiosis: 23%

P. marneffiei: 4%

Pneumocystis carinii
pneumonia: 16%

Oral candidiasis: 13%

Toxoplasmosis: 5%

 21

Top five diseases indicating AIDS, Top five diseases indicating AIDS, 
WHO European Region, 2002WHO European Region, 2002

Source: EuroHIV. HIV/AIDS surveillance in Europe: end-year report 2002. Paris, Institute de Veille Sanitaire, 
2003 (No. 68).
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Smear+ case detection is falling in some 
African countries with high HIV prevalence 
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HIV transmission
Primary prevention, highPrimary prevention, high--quality voluntary quality voluntary 
counsellingcounselling and testing, antiretroviral and testing, antiretroviral therathera
TB transmission
Improved TB caseImproved TB case--finding, DOTSfinding, DOTS
TB reactivation among HIV-positive people
Preventive therapy for TBPreventive therapy for TB
HIV progression and TB incidence
Antiretroviral therapyAntiretroviral therapy

To address the TB/HIV burden, reduce:
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Efficacy of six months of isoniazid preventive therapy among
people living with HIV/AIDS during follow-up in Uganda

Source: Johnson JL et al. Duration of efficacy of treatment in latent tuberculosis in HIV-infected adults. 
AIDS, 2001, 15:2137–2147.

6H: 6 months of isoniazid
3RH: 3 months of rifampicin +isoniazid
3RHZ: 3 months of rifampicin + isoniazid + pyrazinamide

 

Antiretroviral therapy and the 
incidence of TB

• Highly active antiretroviral therapy reduced the 
incidence of active TB by 60–80% in two large 
observational studies in Europe and the United States 
(low-HIV, low-TB settings)1,2

• In a setting in Brazil with high TB/HIV transmission, 
highly active antiretroviral therapy reduced the 
incidence of active TB by 80%.3

1Girardi E et al. Impact of combination antiretroviral therapy on the risk of tuberculosis among persons with 
HIV infection. AIDS, 2000,.14:1985–1991. 
2Jones JL et al. HIV-associated tuberculosis in the era of highly active antiretroviral therapy. International 
Journal of Tuberculosis and Lung Diseases, 2000, 4:1026–1031. 
3Santoro-Lopes G et al. Reduced risk of TB among Brazilian patients with advance human 
immunodeficiency virus infection treated with highly active antiretroviral therapy. Clinical and Infectious 
Diseases, 2002, 34:543–546.
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Unit 4: Principles for controlling TB and 
HIV/AIDS 
 
___________________________________________________________ 
 
Objectives 
___________________________________________________________ 
 

By the end of this unit, participants will be able: 
1) to describe principles, priorities, transmission patterns, 

interventions, indicators and targets related to 
controlling TB; 

2) to describe the main elements of prevention and care in 
controlling HIV/AIDS; and 

3) to discuss the implications of these principles for 
implementing collaborative TB/HIV activities. 

___________________________________________________________ 
 
Methods 
___________________________________________________________ 
 

Plenary presentation 
Plenary discussion 

 
___________________________________________________________ 
 
Materials 
___________________________________________________________ 
 

Document 4.1: Priorities, targets and interventions in controlling TB 
(slides) 
Document 4.2: Prevention and care in controlling HIV/AIDS (slides) 

 
___________________________________________________________ 
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Document 4.1 
 
 
 

1

Priorities, targets and interventions in 
controlling TB

Document No. 4.1

TB/HIV course for managers at the national 
and subnational levels

 
2

Objectives of the presentation

• To describe control priorities, transmission 
patterns, interventions, indicators and targets 
related to TB

• To discuss the implications of these principles 
have for implementing collaborative TB/HIV 
activities
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Strategy for controlling TB: priorities

• a.  Diagnose cases;  b. Cure cases

but there are cases known from clinical work, so:

• a.  Cure known cases;  b. Find more (smear-positive) cases

How to know what is happening?

• Register, report and analyse data

Everything else (organization and planning, funding, technical  
guidelines, training, laboratory, drug  management and advocacy) has 
value only as a function of the priorities.
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2.35.13.27.7

53.251.238.042.6Total

7.612.40.84.0
Isoniazid 
preventive 
therapy

50.946.134.935.0Treatment of 
smear-positivea

Viet Nam
United 

Republic of 
Tanzania

Viet Nam
United 

Republic of 
Tanzania

Strategy

Smear-positive cases prevented
per 100 000

Deaths prevented
per 100 000 population

aPassive case-finding (the patient takes the initiative to report to health services)

Treatment of
smear-negativea
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TB  manager: priorities (1)
1. Look at reports and analyse the results.

– Is the programme curing people known to have TB?
– Is the programme detecting most smear-positive people?

2. Look at the records and analyse the quality.
– Are the data trustworthy?

3. Look at organization and inputs (data, interviews and field)
– Are they compatible with international recommendations? 
– Are they adequate?
– Can they be improved? How?

4. Capture concrete, relevant findings (patient focus).

5. Incorporate a few feasible actions for improvement, indicating the 
responsible level and time in your plan.
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TB  manager: priorities (2)
• Operational indicators can be measured routinely: 

– treatment outcome and case detection (targets)

– laboratory network, workload and quality

– health facility coverage as an indicator of access

• The manager may be asked how to measure the impact of the 

programme to achieve objectives: 

– reducing morbidity

– reducing mortality

– reducing transmission 

Without creating drug resistance.
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Targets of national TB control 
programmes

• Curing 85% of the sputum smear–positive TB 

cases detected

and

• Detecting 70% of the estimated new sputum 

smear–positive TB cases
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TB interventions over timeTB interventions over time

First sanatorium, First sanatorium, 
Germany, 1857Germany, 1857 First dispensary, First dispensary, 

Scotland, 1897Scotland, 1897

Koch, Koch, Mycobacterium Mycobacterium 
tuberculosistuberculosis, 1882, 1882

Drugs, 1945Drugs, 1945––19621962

MMR,1950MMR,1950––19801980

Fox:ambulatory treatment, 1968Fox:ambulatory treatment, 1968

StybloStyblo model, 1978model, 1978

DOTS, 1991DOTS, 1991

SanatoriaSanatoria Outbreak management,Outbreak management,

Risk group managementRisk group management
ScreeningScreening

BCG vaccinationBCG vaccination

Drug therapyDrug therapy

Socioeconomic improvementSocioeconomic improvement
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TB interventions over time: shortcomingsTB interventions over time: shortcomings

First sanatorium, First sanatorium, 
Germany, 1857Germany, 1857 First dispensary, First dispensary, 

Scotland, 1897Scotland, 1897

Koch, Koch, Mycobacterium Mycobacterium 
tuberculosistuberculosis, 1882, 1882

Drugs, 1945Drugs, 1945––19621962

MMR,1950MMR,1950

DOTS, 1999DOTS, 1999

SanatoriaSanatoria

ScreeningScreening

BCG vaccinationBCG vaccination

Drug therapyDrug therapy

Socioeconomic improvementSocioeconomic improvement

Surplus of beds (staff)

Inefficient and costly case-finding

Erratic use of drugs

Insufficient funding, HIV
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Chain of transmissionChain of transmission

Index caseIndex case

ContactContact

BCG 
vaccination

Preventive 
chemotherapy

Early 
diagnosis

Adequate 
treatment

Environmental 
control
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InterventionsInterventions

1. Diagnosis

• passive case detection  (symptomatic)
• active screening (high-risk groups)*

*Only if symptomatic people can be cured.
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InterventionsInterventions

2. Treatment

Early start of adequate treatment*

*Combination of drugs
Sufficient duration
Direct observation of rifampicin intake
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InterventionsInterventions

3. Environmental control

Dilution of infectious particles from the air*

*Ventilation
Filtration
Ultraviolet irradiation
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InterventionsInterventions

4. Preventive chemotherapy

Contact tracing*

*Only if  a good system is in place
following the “stone-in-the-pond” principle
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InterventionsInterventions

5. BCG vaccination

Newborns*
*Only in high-incidence countries

High-risk groups*
*Only if there is no other means of protection
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TB  transmission (1)

The TB programme  aims to reduce:

TB mortality

TB morbidity

TB  transmission
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TB  transmission (2)

Questions:

• Which are the main factors?

• Can the factors be affected?   How?

• Can the change be measured?   How?
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TB  transmission (3)

PREVALENCE
OF INFECTION

TB INCIDENCEBREAKDOWNX =

Effect of:
– malnutrition and HIV?
– BCG vaccination and       

isoniazid preventive therapy? 
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TB  transmission (4)

INCIDENCE DURATIONX =

Effect of:
– HIV? 
– diagnosis and treatment?

PREVALENCE
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TB  transmission (5)

PREVALENCE
OF SOURCES

TRANSMISSION  
(annual risk 
of TB 
infection)

CONTACTX =

Effect of:
– housing and population density?
– ventilation and ultraviolet lights ? 
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TB  transmission (6)

TB INCIDENCE   TB MORTALITYRISK OF DEATHX =

Effect of:
– malnutrition and HIV?
– diagnosis and treatment?
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TB transmission model (1)

1 SOURCE

20  INFECTED

10 INFECTIONS
X  2 YEARS = 20

10%  LIFETIME
BREAKDOWN

50%  SMEAR
POSITIVE

IN ABSENCE OF INTERVENTIONS

 
 
 
 
 

23

TB transmission model (2)

2 SOURCES

10  INFECTED

10 INFECTIONS
X  1 YEAR = 10

50%  LIFETIME
BREAKDOWN

40%  SMEAR
POSITIVE

IN ABSENCE   OF INTERVENTIONS

WITH HIV

1 SOURCE
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TB transmission model (3)

2 SOURCES

20  INFECTED

10 INFECTIONS
X  2 YEARS = 20

20%  LIFETIME
BREAKDOWN

50%  SMEAR
POSITIVE

IN ABSENCE   OF INTERVENTIONS 

WITH MALNUTRITION, STRESS AND DIABETES 

1 SOURCE
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TB transmission model (4)

10  INFECTED

10 INFECTIONS
X  1 YEAR = 10

10%  LIFETIME
BREAKDOWN

50%  SMEAR
POSITIVE

WITH  TREATMENT

1 SOURCE

0.5 SOURCE
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TB transmission model (5)

30  INFECTED

10 INFECTIONS
X  3 YEARS = 30

10%  LIFETIME
BREAKDOWN

50%  SMEAR
POSITIVE

WITH  IRREGULAR  TREATMENT

1 SOURCE

1.5 SOURCES
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TB transmission model (6)

1 SOURCE

5  INFECTED

10 INFECTIONS
X  0.5 YEARS = 5

10%  LIFETIME
BREAKDOWN

50%  SMEAR
POSITIVE

WITH EARLY DIAGNOSIS OR GOOD TREATMENT

0.25 SOURCE
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TB transmission model (7)

1 SOURCE

5  INFECTED

10 INFECTIONS
X  0.5 YEARS = 5

20%  LIFETIME
BREAKDOWN

50%  SMEAR
POSITIVE

WITH EARLY DIAGNOSIS OR GOOD TREATMENT

PLUS MALNUTRITION, DIABETES AND STRESS

0.50 SOURCE
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TB transmission model (8)

5 INFECTED

1 X 10 INFECTIONS
X 0.5 YEARS = 5

50%  LIFETIME
BREAKDOWN

40%  SMEAR
POSITIVE

WITH EARLY DIAGNOSIS OR TREATMENT

PLUS HIV

1 SOURCE
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Document 4.2 
 
 
 

1

Prevention and care in HIV/AIDS 
control

Document No. 4.2

TB/HIV course for managers at the national 
and subnational levels

 
2

Objectives of the presentation

• To describe the main elements of prevention 
and care in controlling HIV/AIDS

• To discuss the implications of these principles 
for implementing collaborative TB/HIV 
activities
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Risks of transmission

Sexual 
♦ Type of sexual 

activity 
♦ Presence of 

genital infection 
♦ Presence of 

lesions/blood 
 

Blood 
♦ Contaminated  

blood and blood 
products 

♦ Contaminated 
surgical 
equipment 

♦ Sharing of  
injecting materials 

Mother to Child
♦ Stage of HIV 

infection of mother
♦ Viral load of HIV+ 

mother 
♦ Method of delivery 
♦ Breastfeeding 
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Exposure category of reported AIDS cases:
selected countries: mid-1990s

Sources: WHO, European AIDS Centre (France), United States Centers for Disease Control and Prevention
and National Centre for HIV Epidemiology (Australia)

United Kingdom Spain

Thailand

Australia

IndiaUganda

Brazil

United States
Bisexual
(Brazil only)

Heterosexual

Blood

Child

Injecting drug use

Other *

* Includes cases whose risk
not reported or identified

Homosexual
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Probability of HIV transmission per contact
( Royce, NEJM 1997, 336: 1072)

0.01

0.1

1

10

100

Route of exposure to HI
Female to male

Male to female

Male to male

Transfusion

Mother to infant

Needle-sharing

Needle stick
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NumberNumber of of secondarysecondary cases generatedcases generated byby eacheach
primaryprimary case of case of sexuallysexually transmittedtransmitted infectioninfection

(basic (basic reproductionreproduction rate, Rrate, R00))

NumberNumber of of 
sexualsexual

partnerspartners

TransmissionTransmission
efficiencyefficiency

DurationDuration of of 
infectiveinfective
periodperiod

X X

RR00 =  c=  cββDD
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Preventing HIV infectionPreventing HIV infection

Sexual 
• Abstinence
• Number of partners 
• Changing sexual behaviour (type of sexual

activity) 
• Barrier method (male-female condoms) 
• Effective and timely treatment of sexually

transmitted infections 

 
8

Reported condom use with non-regular 
partners in selected districts in Uganda, 1996–2000
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Source: STD/AIDS Control Programme, Uganda

1997 1999 1996 1999 1997 2000 1997 2000
Mbara Mpigi Masindi Pallisa
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%
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HIV prevalence and reported consistent condom use 
among female sex workers, Abidjan, Côte d'Ivoire, 1992–1998
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Source: Ghys PD et al.  Increase in condom use and decline in HIV and sexually transmitted diseases among female sex workers in 
Abidjan, Côte d’Ivoire, 1991–1998. AIDS, 2002, 16:251–258.
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Incidence of sexually transmitted 
diseases in Thailand, 1982–2000

First case of 
AIDS in 1984

100% condom
initiated in 1989

100% condom
completed in 1992

0
1
2
3
4
5

1982 1985 1988 1991 1994 1997

gonorrhoea
nonspecific urethirtis
syphilis
chancroid
lymphogranuloma
venereum
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Preventing HIV infectionPreventing HIV infection

Blood and blood products

• Avoid contaminated needles and syringes
• Avoid unnecessary blood transfusion
• Screen donated blood
• Take universal precautions
• Avoid reusing or sharing injecting equipment
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Three essential elements for safe
blood supply

1. There must be a national not-for-profit blood transfusion
service answerable to the health ministry.

2. There must be a policy of excluding all paid or professional
donors and encouraging voluntary (non-paid) donors. People 
are suitable donors only if they are considered to have a low
risk of infection.

3. All donated blood must be screened for HIV as well as for
hepatitis B and syphilis (and hepatitis C where possible). In 
addition, both donors and patients must be aware that blood
should be used only for necessary transfusions. 
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Minimizing the risk of occupational
HIV infection

Understand and take universal precautions with all patients, at all
times, in all settings, regardless of the diagnosis.

Reduce unnecessary blood transfusions, injections, suturing, invasive 
procedures such as episiotomies and other questionable surgical
procedures.

Make adequate supplies available to comply with simple standards of 
infection control, even in resource-constrained settings.

Adopt locally appropriate policies and guidelines for the proper use of 
supplies and for the education and supervision of staff.

Assess and reduce risks during regular supervision in health care 
settings.
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Universal precautions
Careful handling and disposal of sharps

Handwashing with soap and water before and after 
all procedures; use of protective barriers such as
gloves, gowns, aprons, masks and goggles for direct 
contact with blood and other body fluids

Safe disposal of waste contaminated with blood or 
body fluids

Proper disinfection of instruments and other
contaminated equipment
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Sterilization and disinfection
Sterilization: 1) steam under pressure (such as an
autoclave or pressure cooker); 2) dry heat such as an
oven. 

Disinfection: boiling and chemical disinfection. 
Boil for 20 minutes at sea level and longer at higher
altitudes. Chemical disinfection is not as reliable as
sterilizing or boiling; it is to be used  on heat-sensitive 
equipment or when other methods of
decontamination are not available. Chemicals that
inactivate HIV: 1) chlorine-based agents; 2) 2% 
glutaraldehyde; 3) 70% ethyl and isoproyl alcohol.
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Strategies for prevention:
harm reduction among injecting drug users

Major elements of harm reduction programmes

• Community outreach for injecting drug users
• Relevant, credible HIV/AIDS and drug education
• Increased access to means of behaviour change, such as

needle and syringe programmes and condoms
• Drug substitution treatment
• Supportive policy, legislation and advocacy

 
 
 
 
 

17

BEHAVIOUR 
Multiple sex partners 
Sex work 
Male-to-male sex
Injecting drug use 

Trading centres, bars, 
brothels, prisons etc.
PLACES

PEOPLE 
Young people
Migrants
People living with 
HIV/AIDS

Context
Economic, social
cultural,
epidemiological

H
IV

 tr
an

sm
is

si
on

HIV transmission does not occur at randomHIV transmission does not occur at random
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BEHAVIOUR

PLACES

PEOPLE

Context

H
IV

 tr
an

sm
is

si
on

Reducing risk behaviour and vulnerability 
requires a strategic HIV/AIDS prevention mix

Provide condoms, injection 
equipment and services for 
sexually transmitted infections

Increase skills 
and knowledge

Work with young people, 
people living with HIV/AIDS,
and migrants

Reduce stigma and 
create an enabling
environment
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Preventing HIV infectionPreventing HIV infection

Preventing HIV infection among infants 
and young children 

• Primary prevention 
• Avoid unintended pregnancy (family planning)
• Specific interventions
• Care and support of HIV-infected mothers, their 
infants and partners
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Strategies for prevention:Strategies for prevention:
mothermother--toto--child transmissionchild transmission

1. Antiretroviral therapy and/or prophylaxis
Highly active antiretroviral therapy or short-course 
combination of zidovudine + lamivudine or nevirapine, 
or zidovudine alone or nevirapine alone

2. Safer infant delivery
Elective Caesarean section, avoiding invasive 
procedures
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Strategies for prevention:Strategies for prevention:
mothermother--toto--child transmissionchild transmission

3. Infant feeding
• Avoiding all breastfeeding by HIV-infected mothers 
when replacement feeding is acceptable, feasible, 
affordable, sustainable and safe
• Otherwise, exclusive breastfeeding during the first 
months of life
• Breastfeeding should be discontinued as soon as feasible, 
taking into account the local circumstances, the individual 
women’s situation and the risks of replacement feeding
• When serostatus is unknown, exclusive breastfeeding is 
recommended
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The offer and uptake of HIV testing are rateThe offer and uptake of HIV testing are rate--
limiting steps for preventing motherlimiting steps for preventing mother--toto--child child 

transmission of HIVtransmission of HIV

Antenatal 
care

attendees

Counselled
(62%)

Tested 
(70%)

HIV-
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(19%)

Women on 
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nevirapine
(40%)
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antiretroviral 
therapy
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1998 2002

Khayelitsha, South Africa:  availability of decentralized antiretroviral 
therapy, advocacy and multidisciplinary support services 

dramatically increases the demand for testing and counselling 

HIV tests Support groups

Source:  WHO, 2004 (courtesy of Dr.Fareed Abdullah, South Africa)
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Underpinning principles of testing: 
the three C’s

I. confidential

II. accompanied by counselling

III. only be conducted with informed consent: 
both informed and voluntary. 
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UNAIDS/WHO recommend that the 
following four types of HIV testing be clearly 

distinguished:

Client-initiated

Voluntary 
counselling  and 
testing

Provider-initiated

Routine offer of HIV 
testing by health care 
providers
Diagnostic HIV 
testing
Mandatory testing
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Client-initiated voluntary 
counselling and testing

• Effective promotion of knowledge of HIV status among 
any population that may have been exposed to HIV 
through any mode of transmission

• Pre-testing counselling: on an individual basis or in 
group settings with individual follow-up

• Use of rapid tests; results are provided in a timely 
fashion for both HIV-negative and HIV-positive 
individuals.

 
 
 
 
 

27

Provider-initiated diagnostic HIV testing

Indicated:

• whenever a person shows signs or symptoms that are 
consistent with HIV-related disease or AIDS; and
• to aid clinical diagnosis and management. 

This includes offering HIV testing to everyone with TB as 
part of their routine management. 
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Provider-initiated
routine offer of HIV testing

• In sexually transmitted infection clinics – to permit  
counselling tailored to HIV status

• In the context of pregnancy – to facilitate an 
offer of antiretroviral prevention of mother-to-child 
transmission

• In clinical and community-based health service 
settings where HIV is prevalent and antiretroviral 
therapy is available
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Essential conditions for
provider-initiated HIV testing

• Referral to post-test counselling services 
emphasizing prevention

• Referral to health care and psychosocial 
support for those testing positive. 

• Basic conditions of confidentiality, 
counselling and consent
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Mandatory HIV screening

• All blood destined for transfusion or manufacture of 
blood products

• All procedures involving transfer of bodily fluids or 
body parts

UNAIDS/WHO do not support mandatory 
testing of individuals on public health grounds. 

Voluntary testing is more likely to result in 
behaviour change to avoid transmitting HIV to 

other individuals.
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Mandatory HIV testing

Mandatory testing for immigration or military 
purposes should be conducted only when 
accompanied by counselling for both HIV-
positive and HIV-negative individuals and 
referral to health care and psychosocial 
services for those who receive a positive test 
result.
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• TB services are crucial entry points for 
universal access to antiretroviral therapy, 
in which:

• All TB patients should be offered testing 
and counselling for HIV, which requires:

• Collaboration in providing testing and 
counselling and antiretroviral therapy for 
people with TB disease who are HIV 
positive

HIV testing and counselling in the 
context of clinical TB care
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Testing and counselling and TB Testing and counselling and TB 
servicesservices

• ProTEST revealed the viability and 
impact of linking testing and counselling 
with TB (and STI) detection and care

• A two-way lesson 
• Expand and strengthen HIV testing and 

counselling in the context of TB services
• Strengthen the TB component in the context of 

HIV detection and management services
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What is required?What is required?

• Advocacy to clarify policy on increasing 
access to testing and counselling (“the 
right to know”)

• Clarification of roles and responsibilities 
of health care workers and supporters

• Training
• Tests
• Funding
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The rapid test

• Aim is to take the 
testing out of the lab, 
but:

• Reference 
laboratories are a 
prerequisite

• Who can perform the 
rapid test?  

• Whole blood or 
serum specimen

• Ensure universal 
safety precautions

• Quality assurance, 
quality control, 
external quality 
assessment
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POSITIVE test result:
Counsel for positive result

Second HIV rapid test

Positive test result

POSITIVE test result:
Counsel for positive result

Report result as INCONCLUSIVE
REFER to reference laboratory

Negative test result

Second HIV rapid test

Positive test result NEGATIVE test result:
Counsel for negative result

INCONCLUSIVE result:
Repeat testing in 6 weeks

Negative test result

Second HIV rapid test

Positive test result NEGATIVE test result:
Counsel for negative result

First HIV rapid test (screening test)

Pre-test education and/or counselling:
Ensure informed consent

Algorithm for use of HIV rapid tests in
testing and counselling services
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Care of people living with 
HIV/AIDS

• Clinical management

• Nursing care

• Palliative care

• Home care

• Counselling

• Social support
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IMAI (Integrated Management of 
Adolescent and Adult Illness) materials

• Module on acute care: how to classify the illness and provide 
specific treatment based on signs and symptoms.

• Module on chronic HIV care with antiretroviral therapy: how to 
manage antiretroviral therapy at the primary health facility level.

• Module on palliative care: symptom management and end-of-life 
care

• Module on general principles of good chronic care: provide 
general principles of good chronic care, which can be applied, 
among other diseases, to HIV/AIDS
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TB/HIV clinical manual

• This publication provides detailed clinical 
information on diagnosis and care of both 
TB and HIV/AIDS.
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Scaling up antiretroviral therapy in 
resource-limited settings

• This publication provides guidelines for scaling up 
antiretroviral therapy in resource-limited settings 
based on a public health perspective.

• See Unit 6 (Document 6.3: Clinical management 
of HIV/AIDS) for further details on the care of 
people living with HIV/AIDS and antiretroviral 
therapy

 
 


