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NOTE

The views expressed in this report are those of the participants in the Meeting on the 
Revised Regional Framework on TB-HIV Co-Infection and do not necessarily reflect the 
policies of the Organization. 

This report has been prepared by the World Health Organization Regional Office for the 
Western Pacific for governments of Member States in the Region and for those who 
participated in the Meeting on the Revised Regional Framework on TB-HIV Co-Infection
from 18 to 21 February 2008 in Phnom Penh, Cambodia.  
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ACRONYMS
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EXECUTIVE SUMMARY
Tuberculosis (TB) is the leading cause of death among HIV-infected persons.  People 
living with HIV who develop TB are typically over 10 times more likely to die prematurely 
than those who do not.  Likewise, TB patients living with HIV are more likely to die sooner 
than TB patients who do not have HIV infection. 

The WHO Regional Office for the Western Pacific developed and published a regional 
framework for TB-HIV co-infection in 2004

1
.  Since then, access to antiretroviral therapy 

(ART) has greatly expanded within the Region.  However, HIV testing in TB patients and 
TB screening among people living with HIV remain low.  In June 2007, WHO published 
new policy guidance on provider-initiated HIV testing and counselling (PITC) in health 
facilities, with a view to significantly increasing access to needed HIV treatment, care, 
support and prevention services.  Recent data about TB-HIV co-infection in the Region 
show high case fatality rates among TB patients living with HIV and a high level of 
immunosuppression at initial presentation. 

Taking into consideration the epidemiological aspects, progress on scaling up of ART, 
and the new policy guidance on PITC, the Stop TB and HIV/AIDS units in the Regional 
Office have updated and revised the 2004 regional framework on TB-HIV co-infection.  
The revised framework aims to strengthen the control of TB-HIV co-infection through 
improving collaboration between national TB and HIV/AIDS programmes, increasing the 
rates of HIV testing among TB patients and TB screening among HIV-infected persons, 
and improving infection control in health facilities. 

The WHO Regional Office for the Western Pacific organized a consultative meeting on 
the revised framework from 18 to 21 February 2008, attended by 26 managers and 
senior staff of the national tuberculosis and national AIDS prevention and control 
programmes from nine countries of the Region, as well as representatives and observers 
from local and international development partners.  The aim of the meeting was to review 
the revised framework to address TB-HIV co-infection in the Western Pacific Region. 

The main conclusions and recommendations of the meeting are summarized below.  

The participants: 

(1) acknowledged the importance of addressing TB-HIV and welcomed the Revised 
Regional Framework on TB-HIV Co-infection, as it responds to the: 
o slow progress in TB-HIV collaborative activities in the Region;  
o high mortality rates among persons co-infected with TB and HIV;  
o new policies and data that have become available in the past few years. 

(2) adopted the concept and principles laid out in the Revised Framework; and 

(3) requested WHO to finalize the Revised Framework, taking into consideration the 
suggestions and recommendations made during the meeting. 

                                                     
1

Tuberculosis and HIV: A framework to address TB/HIV co-infection in the Western Pacific Region.
Manila, WHO Regional Office for the Western Pacific, 2004. 
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Furthermore, participants agreed that: 

 All TB patients should be tested for HIV:  
o The scaling up of HIV testing and counselling services should be guided by 

the level of HIV among TB patients, with priority given to settings with higher 
HIV prevalence rates;  

o Data should be gathered on HIV prevalence among TB suspects, particularly 
in areas with high HIV prevalence of HIV rates (e.g., closed 
settings)/high-risk groups.  

 As far as possible, depending upon the local situation, HIV testing should be made 
available to TB patients on site.  HIV testing and counselling should be promoted, in 
line with the WHO-recommended policy on provider-initiated testing and counselling. 

 Intensified TB screening requires HIV treatment facilities to screen for TB, diagnose 
TB and initiate TB treatment, according to the local situation. 

 Implementation of INH preventive therapy should be evidence-based.  Countries 
should work to develop this evidence base, preferably through routine data collection. 

 A minimum package of infection-control activities should be introduced and scaled up. 

 HIV/AIDS and TB programmes need to coordinate their activities, particularly with 
regard to joint planning and accountability. 

 TB-HIV in closed settings should be addressed by:  
o engaging other sectors, including Ministries of Justice, Interior and Defense, 

in work planning, implementation and monitoring and evaluation; and 
o implementing specific infection-control measures in those settings, including 

isolation of active TB patients. 

 TB and HIV programmes should monitor and evaluate TB-HIV collaborative activities. 
o The responsibilities of the two programmes in regard to recording, reporting, 

monitoring and evaluation should be clearly defined. 
o Information systems for TB and HIV should be rapidly upgraded to capture 

essential TB-HIV data. 
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1.  INTRODUCTION 

1.1 Background

Tuberculosis (TB) is the leading cause of death among HIV-infected persons.  People 
living with HIV who develop TB are typically over 10 times more likely to die prematurely 
than those who do not.  Likewise, TB patients living with HIV are more likely to die sooner 
than TB patients who do not have HIV infection. 

In 2004, the WHO Regional Office for the Western Pacific published a regional 
framework for TB-HIV co-infection

2
.  Since then, access to antiretroviral therapy (ART) 

has greatly expanded within the Region.  However, HIV testing in TB patients and TB 
screening among people living with HIV remain low.  In June 2007, WHO published new 
policy guidance on provider-initiated HIV testing and counselling (PITC) in health facilities, 
with a view to significantly increasing access to needed HIV treatment, care, support and 
prevention services.  Recent data about TB-HIV co-infection in the Region show high 
case-fatality rates among TB patients living with HIV and a high level of 
immunosuppression at initial presentation. 

Considering the epidemiological aspects, progress on scaling up of ART, and the new 
policy guidance on PITC, the Stop TB and HIV/AIDS units in the Regional Office have 
updated and revised the regional framework on TB-HIV co-infection.  The revised 
regional framework aims to strengthen the control of TB-HIV co-infection through 
improving collaboration between national TB and AIDS programmes, increasing the rates 
of HIV testing among TB patients and TB screening among HIV-infected persons, and 
improving infection control in health facilities. 

A meeting was held in Phnom Penh, Cambodia, from 18 to 21 February 2008 to discuss 
further revisions to be made to the Revised Regional Framework on TB-HIV Co-Infection.

1.2 Objectives

The three main objectives of the meeting were set: 

(1) to review the status and lessons learnt in TB-HIV collaborative activities and 
finalize the Revised Regional Framework on TB-HIV Co-infection;  

(2) to identify obstacles in the implementation of the Revised Framework; and  
(3) to develop steps to accelerate and scale up the implementation of TB-HIV 

collaborative activities, as laid out in the revised Regional Framework. 

1.3 Meeting participants

The Meeting was attended by 26 managers and senior staff of the national tuberculosis 
and national AIDS prevention and control programmes of nine countries of the Western 
Pacific Region, as well as representatives and observers from other development 
partners, such as the Asian Development Bank (ADB), the Australian Agency for 
International Development (AusAID), the Centres for Disease Prevention and Control of 

                                                     
2

Ibid.



4 Meeting on the Revised TB-HIV Co-Infection Framework

the United States of America (US-CDC), Family Health International (FHI), the Global 
Network of People Living with HIV, the Japan Anti-Tuberculosis Association/Research 
Institute for Tuberculosis, the Japan International Cooperation Agency (JICA), Khana 
Cambodia, Medecins Sans Frontieres, the U.S. President's Emergency Plan for AIDS 
Relief (PEPFAR), the Secretariat of the Pacific Community (SPC), University Research 
Co., the United States Agency for International Development (USAID) and the W.J. 
Clinton Foundation.  

Resource persons from US-CDC, the Burnett Institute of Australia and FHI were invited 
as temporary advisers. 

2. PRESENTATIONS 

After the Opening Ceremony, the objectives of the meeting and the rationale for revising 
the TB-HIV framework were presented.  These were followed by presentations on the 
TB-HIV situation, initiatives and responses at the global, regional and country level and in 
special settings (closed-settings).

2.1 Global level

By the end of 2006, there were 2.5 million new HIV infections and 9.2 million new TB 
cases, with 706 000 TB cases in people living with HIV.  In sub-Saharan Africa, an 
average of 37% of adult TB patients have HIV and this figure has reached nearly 80% in 
some East and Southern African countries.  With regards to mortality, in 2006, there were 
about 1.7 million deaths due to TB, of which 217 000 TB deaths were among people 
living with HIV.  An estimated 11% of AIDS deaths globally are due to TB.  The 
patient-care burden is staggering because most of the programmes are overburdened 
and underresourced.  HIV has a dramatic impact on TB incidence, especially in 
sub-Saharan Africa.  PLHIV have an annual risk of contracting TB ranging from 5%  to 
10% vs. a life-time risk of 10% in people without HIV, and also have a higher chance of 
smear-negative disease (smear-negative pulmonary : 24%-61%, extrapulmonary: 
4%-40%).  Autopsy studies show undiagnosed TB as the cause of death in 14%-54% of 
HIV cases.  Huge delays are observed in diagnosis: even under ideal conditions, 
diagnostic delays range from 11 to 34 days.  

2.2 Regional level

Five of the countries belonging to the generalized and concentrated epidemic comprise 
95% of the HIV burden in the Region, while 26% of TB cases are still in Asia.  Added to 
this scenario is multidrug-resistant (MDR) TB, which also needs to be given attention. 
Two regional activities organized by WHO in 2007 served as important inputs in this 
TB-HIV collaborative work.  These were: (1) a workshop to finalize the indicators for the 
framework for health sector response towards universal access to HIV prevention and 
AIDS care, treatment and support; and (2) a technical consultation meeting to scale-up 
HIV testing and counselling in Asia and the Pacific.  The framework for monitoring of 
health sector response has clear indicators, five of which are similar to those for TB-HIV 
collaborative work, although, for TB-HIV, regional aspirational targets are set.  The 
meeting to scale-up testing and counselling, which introduced PITC to complement the 
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existing VCT, was very timely, as PITC is the suggested appropriate method to be 
applied to TB-HIV collaborative work. 

HIV is recognized as the driver for TB that has led to a high TB case fatality rate.  The 
survival rate is lower among TB patients who do not receive ART compared with those 
who are on ART.  Thus, it is important to know the level of CD4 count that would warrant 
initiation of ART.  Case detection is increasing, but at a slower rate.  Despite all these 
factors, TB- HIV collaborative work is still very limited.   

Key discussion points raised included the following:  

 The feasibility of integrating other programmes, like reproductive health or MCH, as 
in the Cambodian experience, was raised.  

 A suggestion was made to consider integrated policy development in at least three 
fields simultaneously: TB-HIV, XDR and MDR management, childhood TB. 

 Since higher mortality is observed during the first two months, early ART is essential 
in reducing the case fatality rate (CFR) among TB-HIV patients. 

 Data is needed on CFR among patients with and without ART, (e.g. 27% without 
ART versus 9% with ART in Cambodia)  

 Is on-site HIV testing feasible?  Several countries in Sub-Saharan Africa can achieve 
60%-80% HIV testing among TB patients.  It is easier with the use of rapid tests. 

 There is a need for a target for IPT and a need to improve laboratory management of 
TB to strengthen/scale-up provision of IPT. 

 If people were to be tested earlier, the decision on IPT would be easier, without 
sophisticated exploration. 

 There is a question regarding the effectiveness of six months IPT. 

 There is a need to scale-up IPT as a priority among PLHIV for whom the association 
of three symptoms (cough, fever and weight loss) can be excluded. 

 There is a need for more evidence on the CD4 level threshold for starting ART. 

 There are not enough data available on why people present late.  It could be related 
to the stage of the HIV epidemic; in a mature epidemic, people present at the last 
stage of disease.  Other factors include the prevalence of TB infection and late 
access to health care (after going to the private sector many times). 

 The hidden populations (those in closed settings and IDU) have very difficult access 
to diagnosis and care, partly related to stigma. 

 There is a need to start activities for IDU without delay, as well as integration of 
TB-HIV collaborative activities at the service level.  

2.3 Country experiences

2.3.1 CAMBODIA: TB-HIV response   

Striking features of TB-HIV collaborative work in Cambodia include: (1) a joint statement 
by the Directors of TB and HIV, duly endorsed by the Ministry of Health; (2) the 
development of IEC materials related to TB-HIV co-infection; (3) a good network system 
with the prisons; and (4) training of staff and improvement of DOTS supervision.  Future 
plans include expansion of collaborative work by revising standard operational plans for 
TB-HIV and setting up of similar continuum-of-care committees at the district and 
provincial levels.  
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Key discussions points included: 

 TB and TB-HIV in prisons? There is a good relationship and network between the TB 
programme and prisons in Cambodia. 

 Access to HIV testing. The TB network extends to more than 100 health centres. 
Decentralization of HIV testing to the health centre or village level is constrained by 
lack of resources; most HIV testing sites are former district hospitals (200 sites).  
Three options were proposed for standard operating procedures (SOP): sending 
samples to VCT, testing on site, sending the patient to VCT. 

 Cambodia plan to revise the SOP based on workshop discussions.  There is an 
acknowledged need to discuss and adapt the SOP according to the revised 
framework.  The challenge is how to improve the referral rate from 40%-50%. 

 50 of 77 operational districts in Cambodia use SOP for HIV testing of TB patients. 

2.3.2 VIET NAM: TB-HIV Care   

There is a lack of capacity to diagnose TB among HIV staff.  There is a need to 
strengthen capacity to provide ART.  Pushing the TB-HIV initiatives further has resource 
implications.  The demand for ART is not being met despite support from PEPFAR and 
the Global Fund because only 24 out of 60 provinces are covered.  

Key discussions points included: 

 There is a 31% CFR among HIV+ (n:48).  Do they receive ART? 

 Any policy on HIV in rehabilitation centres has to work with IDU and HIV patients. 

 Twenty centres will initiate under a Round 6 Global Fund project. 

 Is CD4 testing and culture free or not? CD4 is free for most patients.  

 Solid media culture medium is used. 

 HR is an issue for both programmes.  In that context, how should on-site testing be 
addressed? 

 How should patients be referred to the HIV programme after their TB treatment ends? 

2.3.3 CHINA: HIV Testing for TB patients 

HIV prevalence is still low, while TB prevalence is high.  TB-HIV co-infection has become 
one of the three major challenges that national TB control programme (NTP) has to face. 
China has already established a coordinating group and a cooperation mechanism at the 
central level, developed a national framework and implemented TB-HIV control in four 
pilot counties.  An approach for referral, diagnosis and treatment for TB and HIV 
co-infection has been established, joint monitoring and supervision have been 
implemented, and recording and reporting of TB-HIV has been integrated into the 
information system of the NTP.  

Key discussions points included:  

 The existing policy requires reporting of HIV confirmatory test results (Western-Blot) 
within five working days. 

 A cost-effectiveness analysis on testing with Western Blot is needed. 

 In all 31 provinces, the Government provides free HIV testing, CD4, ARV and 
transportation. 
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2.3.4 PAPUA NEW GUINEA 

A national TB-HIV coordinating committee has been established and meets every quarter. 
There is an interim policy on collaborative activities and, in implementation, there is close 
collaboration among all provincial capitals.   The challenges include setting up HIV testing 
in the peripheral areas of the country, which includes training of PICT and establishment 
of mobile VCT centres.  With regards to PMTCT, various NGOs and development 
partners are involved.  

Key discussions points included: 

 How should HIV testing be organized in Papua New Guinea settings? 

 Various NGOs and partners are involved in different interventions, like PMTCT and 
mobile testing. 

 There are 89 accredited VCT sites across the country; the target is 100. 

 Stigma has lessened since the integration of TB services into the health system, but 
there is still strong stigma related to HIV.  

 There is a need to set targets for monitoring of progress. 

 There is a need to have standard definitions, indicators and reporting systems. 

 There is a need to use standard indicators to monitor trends and compare data 
between countries, as well as indicators for which data can be collected. 

2.3.5 MALAYSIA 

The TB and HIV programme is part of the integrated services offered at the primary care 
level.  Most health clinics are equipped with TB and HIV testing facilities, thereby 
reducing the need for referrals for HIV testing and TB diagnosis and increasing the 
uptake among TB patients.  However, HIV and TB care still follow a referral system to 
designated TB and HIV facilities.  There is sharing of staff at the service level for both TB 
and HIV activities. The high uptake of HIV testing among TB patients is due to the 
inclusion of HIV screening as part of the TB work-up for all new TB patients, even 
although patients can opt out.  Symptomatic TB screening is only done for HIV cases at 
HIV care facilities and patients are referred to TB treatment facilities once confirmed for 
TB.  Data on TB and HIV are available for inmates in prisons and drug rehabilitation 
centres, but there is incomplete reporting from all facilities.  There is a referral 
mechanism for management of inmates before and after discharge, which involves 
notifying the nearest health clinics for DOTS and HIV care or hospitalization in view of 
defaulting.  MMT is presently offered at both government and private clinics.  The MMT 
programme is also integrated as part of services in designated health centres.  Malaysia 
has responded to TB-HIV issues and is working towards formalizing a joint collaborative 
plan and monitoring.  Efforts to intensify TB case-finding among HIV-infected patients 
need to be increased and a review of the current policy on INH preventive therapy (IPT) 
and co-trimoxazole prophylaxis therapy (CPT) is urgently needed.  Malaysia is set to 
improve its recording, reporting, monitoring and surveillance system in line with the needs 
and targets of the TB-HIV collaborative programme.   

Key discussions points included: 

 Systematic testing without improved consent has resulted in a high uptake rate of 
81% for HIV testing among TB patients. 

 There was a suggestion to link HIV and TB treatment units with methadone-therapy 
facilities.
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 This has been done at the health-centre level and is starting in prisons. 

 A joint plan for TB-HIV collaborative activities is being developed. 

 The strategic plan will be under the TB programme. 

 Routine testing will only work if there is a high uptake.  If not, results will be biased. 

 What is the rationale for HIV testing in TB settings? 

 It may impact the TB diagnostic approach. 

 Treatment may differ depending on HIV status. 

 Infection control prevents HIV-infected person from acquiring TB. 

 Distance from a testing site definitely affects uptake. 

2.4 Special situations (closed settings)

Injecting drug use ignited the HIV epidemic in most countries in Asia.  It is important to 
give attention to people who inject drugs, not only because they are at risk of acquiring 
and transmitting HIV, but also because they are vulnerable to TB when they are confined 
in closed settings, such as rehabilitation centres and prisons.  Provision of early access 
to TB and HIV testing and treatment is crucial, but should not involve coercion, as there is 
a need to respect human rights.  The confidentiality and the rights of people who inject 
drugs should not be ignored when conducting HIV testing and need to be discussed with 
the relevant authorities, especially the police force.  Countries are encouraged to review 
their legislation to facilitate the access of people who inject drugs to care, treatment and 
support.  Physicians should be trained in how to address interactions between 
antiretroviral medications, methadone and anti-TB drugs (methadone results in a 
68%  decrease in rifampicin serum levels).   

Key discussions points included: 

 Ii is important to continue treatment from community to closed setting (prisons and 
rehabilitation centres) and vice versa. 

 DOTS centres can provide prevention commodities, such as condoms, needles and 
syringes. 

 There is a need to strengthen referral mechanisms to ensure a continuum of care. 

 There is a need to collaborate with law enforcement agencies. 

2.5 Partner presentations

Development partners supporting TB-HIV collaborative work shared the type of 
assistance and initiatives they provide to countries. 

2.5.1 Operational research: reducing mortality from HIV-associated TB.  Lessons 
learnt from US-CDC studies in the Mekong Region, 2003-2008.  

US-CDC supports the development of the evidence base for public health programmes 
and policies to control TB in the Greater Mekong Region.  Areas of support include: 
laboratory capacity, MDR-TB, public-private partnerships, and childhood TB. The 
strategies used are development of model programmes, programmatically relevant 
research and collaboration with multilateral, national and NGO partners on human 
capacity development.  Current activities being supported include:  HIV testing of TB 
patients; TB screening of HIV patients in three provinces in Cambodia, six provinces in  
Viet Nam and one province in the Lao People’s Democratic Republic (in 2008); and a 
TB/HIV diagnostic study and MDR-TB survey in three northern provinces in Viet Nam. 
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One of the TB-HIV research priorities is the problem of HIV-associated TB causing high 
early mortality.  The solutions identified include: improving medical care for TB-HIV 
patients, diagnosing TB earlier, starting treatment earlier to reduce transmission, 
improving outcomes and identifying HIV patients without TB disease who can safely 
receive TB preventive therapy. 

Research was designed to respond to these questions: 

 In HIV-infected patients already diagnosed with TB, how to reduce mortality? 

 In HIV-infected patients not yet diagnosed with TB, how to diagnose TB earlier? 

The research showed a similar rate of adverse events in both ART-treated and untreated 
patients.  There were high rates of HIV-related complications in ART-untreated patients 
and the risk of death or default during TB treatment was similar in both efavirenz-treated 
and nevirapine-treated patients.  The median time of death was noted to be 88 days. 
Causes of death of HIV-infected TB patients who died during TB treatment, as identified 
by a committee of three physicians, were as follows:  TB (27%); HIV/OI (35%); TB or 
HIV/OI (23%); others (15%), including 11 liver failure.  Twenty-three (16%) of the patients 
who died were judged not to have had TB at all—they were empirically treated or had 
AFB+ sputum that eventually grew nontuberculous mycobacteria (NTM).  It was 
concluded that, in HIV-infected patients already diagnosed with TB, mortality can be 
reduced if ART is initiated as early if possible using either nevirapine or efavirenz in the 
ART regimen.  Clinical Trials are needed to the added value of co-trimoxazole and  
fluconazole in such cases. 

Conclusions derived from the study were as follows: chronic cough alone is an insensitive 
predictor of TB; simple symptom-based algorithms with a sensitivity >90% are feasible; at 
CD4 <250, symptom screening may be able to rule out TB; at CD4 >250, symptom 
screening may not be able to rule out TB; at any CD4 count, diagnosing TB requires 
sputum culture, ideally a liquid culture, as smear microscopy misses too many cases and 
NTM are commonly isolated, particularly with liquid media (Identification is essential and 
many likely disease-causing NTM may be identified). 

Key discussions points included: 

 Consideration needs to be given to adherence. It is difficult to pick up on real 
adherence. 

 Liquid culture, in the context of TB laboratory strengthening, is also useful for MDR 
TB.

 The use of fluconazole in Thailand is linked to a  high prevalence of fungal disease. 

 The fungal OI rate is not known; clinical trials are needed. Should fluconazole be 
recommended if CD4 >100? 

 Cryptococus meningitis-benefit of fluconazole for saving lives.  

2.5.2 Operational research.  Research Institute of Tuberculosis (RIT)/Japan 
Anti-Tuberculosis Association (JATA)  

RIT/JATA has been supporting institutional capacity-building for the last 45 years through 
human resource development, technical assistance and network development.  It started 
its first course in 1963, and to date has had 2040 graduates from 97 countries.  It has 
provided financial support for the following research projects: (1) improving treatment 
outcome for TB/HIV patients in Ho Chi Minh City, Viet Nam, 2007-2008; (2) assessment 
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of tuberculosis diagnostic workout among chest symptomatics in a highly HIV-prevalent 
community in Mozambique; and (3) an HIV serosurvey among newly diagnosed TB 
patients at a TB clinic in Jakarta, Indonesia.  They have also supported TB control and 
research projects in the Philippines, Tanzania and Solomon Islands, while technical 
assistance is continuously being provided to Cambodia, Indonesia, Malaysia, Mongolia, 
Myanmar, Pakistan, the Philippines, Yemen and Zambia.  RIT/JATA also assists NGOs 
through joint small-scale innovative projects with local TB Associations, promoting public 
interest in Japan and in host countries. 

2.5.3 TB/HIV activities of the Japan International Cooperation Association (JICA) 
Project in Cambodia  

JICA has been supporting the implementation of mobile HIV testing in Phnom Penh, 
Cambodia, since January 2006.  This has resulted in an increase in the number of TB 
patients taking the HIV test. 

Key discussion points included: 

 TB patients do not want to go to HIV-testing sites because of transportation costs. 
Providing a transportation fee may encourage patients.  There is a need for NGO 
support. 

 TB patients do not understand the benefit of HIV testing and are afraid of 
discrimination.  Community health education is important. 

 TB health care staff do not know how to talk about HIV testing.  IEC materials should 
be used and staff trained. 

 There is poor collaboration between TB and HIV programme staff.  They should be 
encouraged to attend joint meetings and exchange contact information. 

2.5.4 Co-management of HIV and TB.  National Centre in HIV Epidemiology and 
Clinical Research, University of New South Wales, Australia; International 
Health Research Group; Burnet Institute 

An overview was provided of the current knowledge, experience and issues in the 
following treatment areas: 

 Pill burden and adherence 

 Drug interactions 

 Overlapping toxicities 

 Immune restoration disease (previously known as immune reconstitution syndrome). 

The most relevant drug interactions concern those between rifampicin and ART. 

With first-line ART:
Nevirapine: 

 Studies from Europe and Thailand show good short-term HIV virological 
outcomes. 

 Recent report from Africa of sub-therapeutic levels during the lead-in 
phase. 

 There is concern regarding hepatotoxicity, especially with high CD4 
account or if the nevirapine dose is increased. 

Efavirenz:

 <60kg and rifampicin: no dose adjustment  

 >60kg and rifampicin: limited data 
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 Cannot be taken in first trimester 

 Drug interactions: rifampicin 

 With other ART regimens: 
Protease inhibitors: 

 Standard doses not adequate 

 Hepatotoxicity at higher doses in healthy volunteers; tolerated in children. 

Triple/quadruple nucleosides: 

 No dose adjustment needed 

 Can be taken by pregnant women and women with high CD4 counts 

 Some regimens associated with lower efficacy 

 Little data regarding use during TB treatment.  

Drug interactions: challenges
First-line ART failure: 

 Usually resistant to NRTIs and NNRTIs 

 High toxicity of ‘super-boosted’ PIs  rifabutin (  dose) + protease 
inhibitor + NRTIs 

Pregnant women: 

 Efavirenz contraindicated in first trimester. 

 Increased risk of nevirapine-induced hepatitis 
  Rifabutin (  dose) + protease inhibitor + NRTIs 
  Triple/quadruple NRTIs? 
  Delay/stop ART until second  trimester? 
  Nevirapine + NRTIs and monitor closely? 

Immune restoration disease (IRD) in patients with TB and HIV was discussed briefly.  
Restoration of immune function precipitates a response to pre-exisiting pathogens: 

• Commonly fever, respiratory, lymph node 

• Usually in first three months of ART start/change 

• More common if low CD4 or early ART 

• Difficult to differentiate from other causes 

• Corticosteriods can be used for serious cases 
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3. HIGHLIGHTS OF THE REVISED
TB-HIV FRAMEWORK

The 2004 regional framework focused on the referral mechanism for HIV testing.  The 
present referral system leads to poor uptake and the risk of unnecessary exposure of 
PLHIV to TB.  The Revised Framework promotes on-site HIV testing to increase uptake 
and reduce premature death.  The aims of the new framework are to conduct TB-HIV 
surveillance that is appropriate to the epidemiological situation of the country; diagnose 
people with both TB and HIV as early as possible through early HIV testing of TB patients 
and TB screening of people living with HIV; ensure that people with both TB and HIV 
have early access to life-saving treatment; improve infection control at TB and HIV care 
facilities; and prevent new cases of HIV and TB.  

Key discussion points included: 

 The Revised Regional Framework on TB-HIV Co-infection refers to other WHO policy 
documents and guidelines. 

 The referral-based approach has resulted in low uptake and exposure to infection. 
There is a very high CFR rate among patients who do not receive ARV. 

  The median CD4 count at diagnosis is very low (lower than Africa).  

 The aims of the Revised Regional Framework are to develop surveillance of HIV 
among TB patients; early diagnosis; early treatment of both diseases; infection 
control; and prevention of HIV among TB patients. 

 Patient flow in the Revised Framework: HIV facility screening for TB, on-site HIV 
testing in TB facilities. 

 Plans for implementation should be based on HIV prevalence and trends. 

 Periodic survey: consider ethical issues; sampling must be representative. 

 Sentinel survey: sentinel sites must be representative. 

 Routine data collection is the preferred approach, but requires a high uptake of 
screening and testing.  Results need to be compared with data from surveys. 

 Rationale for HIV testing in TB settings: HIV prevalence is higher, treatment differs if 
HIV-positive and missed HIV diagnoses result in deaths. 

 Consideration of distance to testing sites lowers uptake of testing (77% tested on site 
versus 62% at VCT centre, Relative Risk (RR) = 0.6, travel > 30 min results in 
RR=0.5); 

 On-site HIV testing is feasible with a high yield (Viet Nam 93%; Malaysia 81%) if 
using rapid tests and can result in better distribution of testing capability, without 
overloading. 

 Three testing approaches were presented: 
o Pre-test  at TB DOTS site, post-test at TB DOTS site, (+) cases be given more 

in-depth post-test 
o Pre-test at DOTS site, HIV testing, patient sent to on-site testing/HIV laboratory, 

blood drawn and return to DOTS for post-test and results released 
o Pre-test at DOTS, blood collected on site, blood sent to off-site laboratory 
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4. SUMMARY OF WORKING GROUP
SESSIONS

On day two of the consultation, country participants were divided into four groups, with 
WHO secretariat members acting as facilitators.  Each group was given specific 
questions to address.  A presenter nominated from among the country participants 
shared the results of the individual group discussions in plenary session.   

GROUP A: APPROACHES TO HIV TESTING IN TB PATIENTS 

GROUP A recognized the limitations of VCT-centre-based testing for new TB patients as 
follows: 

 Training, supply management and quality control 

 Drop-outs if patients are referred 
o Stigma attached to TB patients referred to VCT centre 
o Distance/location of HIV testing facility 

 Cost of doing the test 

 Quality assurance and control 

 In other sites, they are already doing testing in VCT centres (CHINA) 

 Limited in Global Fund-supported sites 

GROUP A suggestions on potential approaches: 

 Whatever the approach, the HIV testing site should be part of the existing 
network of health facilities that provide health services. 

 Establishing HIV testing services should be part of strengthening health 
systems. 

 There was agreement that pre-testing will be done at DOTS sites. 

 Actual HIV testing will be adapted by countries based on the recommended 
approaches in the Revised Regional Framework. 

 Consideration should be given, under Approach #2, to emphasis on infection 
control.

 If a result is positive, post-test counselling can be provided by the HIV 
treatment facility.  

 If negative, post-test counselling can be provided by the DOTS facility. 

GROUP A recommendations: 

 1.  Who should be tested? 

 Test all new TB patients, regardless of the HIV epidemiological status of 
the country.   

 Test extrapulmonary TB cases. 

 For suspects, consider  the following for testing: 
o MDR TB suspects; and 
o IDU. 

 For research purposes, conduct an HIV prevalence test among TB 
suspects in the Western Pacific Region. 
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2.  Scaling-up HIV testing strategies: 

 Work more on collaboration between TB and HIV programmes, starting 
with development of a joint national plan.  

 Address concerns about the need to increase testing sites, community 
and home-based care approaches, and the availability of human 
resources to provide the necessary services.  

 Ensure scaling-up is part of the agreed national plan and ensure the 
availability of HIV treatment and care services. 

 3.  Setting the targets: 

 Split indicator #1 into two, like indicator #6, BUT, targets should remain 
the same. 

 Remove indicator #6: TB clinics offering HIV testing which does not 
require referral of patients to another facility. 

 Add an indicator for infection control (referred to Group B). 

 4.  Scaling-up of HIV testing and counselling in closed settings: 

 Ensure discussion and agreement between the TB and HIV programmes 
and other concerned authorities (Department of Justice/Local 
Government) to address this concern.  

 Ensure agreements from this discussion are part of national joint plans 
and translated into policies.  

 Emphasize that confidentiality and privacy should be respected at all 
times. 

GROUP B: THREE ‘I’S: INTENSIFIED TB CASE-FINDING FOR 

HIV-INFECTED CARE SETTINGS, INFECTION CONTROL AND INH
PREVENTIVE TREATMENT (IPT)

GROUP B presented the pros and cons of current approaches to TB-HIV adopted by 
countries in the Western Pacific Region, as follows: 

 Guidelines and system are in place in NTP but are insufficient to address the 
issues related to the three ‘I’s.  

 Smear-negative TB diagnosis of HIV-infected persons is taking place at the 
district level, according to WHO guidelines. Is this feasible? 

 NTP resources in HIV facilities could be used to ensure TB diagnosis and 
reporting there. 

 Public-private and public-public partnerships for TB diagnosis and treatment to 
allow more flexibility in HIV care facilities are not in place. 

GROUP B shared that six countries are already implementing IPT; for those who are yet 
to start, the reasons provided were: national guidelines being developed or to be 
endorsed; high TB prevalence; inadequate resources; and the need to have more 
evidence on the effectiveness of IPT.  
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GROUP B recommendations: 

1.  Screen: 

 ALL HIV-positive persons in: 
o VCT centres; 
o HIV care facilities; and 
o other settings (IDU in community and closed settings) 

 Contact cases: 
o family; and 
o health care workers. 

2.  TB screening algorithm: 

 CXR can be done when the smear examination is being carried out. 

 Are the sensitivity, specificity and predictive values of symptom-based screening 
enough to exclude TB? 

 Consider diagnosis of OIs, other than TB.  

3.  Infection control: 

 Review Box 3, page 38 (key administrative measures to decrease of TB to 
PLHIV).  The group agreed on bullet points 1, 2, 3 and 6.  However, 3 should be 
prioritized over 2.  On bullet point 4, China expressed concern, as they have very 
little ART experience in TB sites.  Other countries lack the resources to establish 
ART in MDR/XDR TB sites.  On bullet point 5, in facilities used by PLHIV, 
separate known TB patients and coughing patients from other PLHIV.  The group 
further suggested changing ‘known’ to ‘suspected’ or ‘new’ TB patients.  They 
emphasized initial patient triaging. 

4.  In, Infection control, add: 

 Provide free TB screening for all health care workers and other clinic staff. 

 Ensure health care workers who are PLHIV avoid contact with new TB/TB 
suspects. 

 Add training of health care workers on TB IC to country policies. 

 Carry out sputum collection from TB suspects in HIV care settings outside/in 
well-ventilated areas. 

5.  Infection control minimum package: 

 Planning: Include national TB IC framework within the national IC framework. 

 Train health care workers on IC country policies. 

 Ensure copies of country TB IC guidelines are available in TB and HIV care 
facilities.

 Ensure good ventilation in all TB-HIV testing facilities. 

 Ensure a good supply of face masks, etc. 

 Ensure a good monitoring and evaluation system is in place—what indicators 
and who should supervise? 

GROUP B further recommended the following concerning implemention of IPT: 

 Encourage the development of national policy and guidelines. 

 Provide more resources to implement IPT in some countries. 

 IPT should be an evidence-based intervention. 

 Make INH available in HIV care facilities. 
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 Provide more technical and financial support. 

 Train TB staff in HIV and vice versa. 

 Review IPT paragraph, page 31, and take note of the following:   
o Box with key points 
o Include IPT algorithm 
o Secondary prophylaxis  
o Reference to lack of data regarding risks/benefits in people co-infected 

with hepatitis B and C. 

GROUP B acknowledged that most countries already have guidelines in place for 
intensified case-finding, but these are not always sufficient to address all TB-HIV issues, 
particularly intensified TB case-finding.  There is a need for further discussion on the 
issue of the high number of smear-negative HIV patients and on allowing public-private 
mix (PPM) providers in HIV facilities.  Symptomatic screening of TB is widely practised in 
many facilities, but many lack the authorization to conduct diagnostic tests.  In addition, 
many HIV facilities still do not provide treatment for TB.    

Key discussion points included: 

 TB diagnosis at the provincial level 

 The use of NTP guidelines in HIV settings 

 Public-private and public-public partnerships 

 Diagnosis of HIV early, commencement of IPT early 

 CHINA: 
o IPT not yet implemented 
o Reluctant to do so because of high INH-resistance 
o Problem with diagnosis 
o High hepatitis rate among PLHIV 

 Proof of IPT use in Brazil, gathered through routine data  

 No global policy to support  implementation of IPT 

 Participants were concerned about resistance for missed diagnosis of active TB. 

 IDUs cannot access (only those on stage 4, not stage 3 of WHO staging) 

 Scenario—asymptomatic patient, normal chest X-ray, culture in process—> give IPT, 
after eight weeks culture results will be available: culture positive—> what to do now? 

 Where to send patients for admission? 
o The framework should provide guidance in this area. 

 Address TB among children living with HIV in the Framework. 

 TB expertise in HIV service providers 

 Use of tuberculin screening test to access IPT: 
o In countries who do not wish to use TST, it is fine. 
o In countries who wish to use TST, it is also OK. 
o TST is still useful, although NOT necessary. 

 TB screening, the following options were given:  
o TB staff to diagnose TB patient in HIV facility. 
o Train HIV staff on TB screening. 
o In MDR-TB, HIV staff to work with MDR-TB staff. 
o Train TB staff on how to start ART. 
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GROUP C: PLANNING AND COORDINATION, HOME-BASED CARE,
COMMUNITY PARTICIPATION 

GROUP C shared that all countries have national coordinating bodies.  There is now a 
strong desire for TB-HIV collaboration in most countries of the Western Pacific Region, 
with some working models to learn from.  However, certain limitations were identified, 
such as: 

 National TB/HIV coordinating bodies may be passive, with competing interests.  

 Meetings are often not held regularly, especially when high-level officials chair 
the coordinating body. 

 There may be leadership and budget issues. 

 There may be a lack of accountability. 

 There may be a lack of joint planning to provide guidance to subnational levels. 

GROUP C recommendations: 

The group recommended that, to address these limitations, countries can learn from the 
example of China.  It may be necessary to have two levels: one coordinating body that 
works for advocacy, planning and budget allotment: and a core group from the 
coordinating body that looks at technical issues, meets more frequently and is 
responsible for developing guidelines, training, implementation and monitoring.  This 
model can be replicated at the subnational level.  Key responsibilities of the national 
TB-HIV coordinating body should include: 

 ensuring a regular schedule of meetings; 

 providing oversight for subnational facilities; 

 selecting policies and practices; 

 planning for scaling-up of activities; 

 addressing procurement and supply management issues; 

 addressing data management issues; 

 formulating detailed workplans that assign roles and responsibilities and identify 
budget sources for activities agreed upon by both programmes; 

 monitoring progress to ensure things go as planned; 

 defining responsibilities and making staff accountable; and 

 facilitating coordination with partners. 

GROUP C further recommended: 

1.  Strategies for national scaling-up, including procurement: 

 Most countries have existing strategic plans for TB and HIV that include plans for 
scaling up TB-HIV activities.  Incorporating suggestions from the Revised 
Regional Framework on TB-HIV into annual workplans is recommended (instead 
of developing national frameworks).  

 For procurement, the key issue relates to who pays for what.  This can be 
resolved by joint workplans agreed to by both programmes at the national level. 

2.  Role of home- based Care (HBC) and community participation: 

 Experience from Cambodia reflects that HBC teams can be used for referring TB 
suspects and providing DOTS for TB patients. 
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 A coordination mechanism at this level is a challenge (Cambodia example). 
However, the potential exists for using community-based and faith-based 
organizations (China: Women’s organization; Viet Nam: mass organization; 
Papua New Guinea and the Pacific: faith-based organizations). 

 The aim should be for TB-HIV co-infected patients to receive integrated care. 

 Include TB-HIV activities in the terms of reference of community-level workers 
(HBC teams). 

3.  Closed settings: 

 Organize the chapter better. 

 Provide greater clarity concerning what comprises a closed setting. 

 Include a paragraph on the need for advocacy—third-party involvement outside 
the Ministry of Health (Ministry of Labor, Justice). 

 Include representatives from concerned authorities in the national TB-HIV body. 

 Clarify the role of the Ministry of Health, to include building the capacity of staff 
and providing technical assistance to deal with the two diseases.  

 Include in the chapter the key issue of establishing referral mechanisms for 
patients who are discharged. 

 Use intermediaries (halfway houses in Mongolia; ex-prisoners and NGOs in 
Indonesia) and the referral system used for hospital DOTS linkage. 

 Stress the need for infection control:  
– responsibility of authorities to ensure that ongoing transmission of TB is 

avoided in such settings; 
– higher risk of such people for TB, MDR-TB (Mongolia) and HIV. 

4.  Targets: 

 Good to set direction if used as aspirational targets. 

 Include definitions for all indicators. 

 Include indicators for infection control. 

Key discussion points included: 

 Focus on shared responsibility IPT should be an HIV Programme responsibility and 
CPT should be a TB Programme responsibility. 

 Consider risk-assessment questions 3, 6 and 9 in order to address the reluctance of 
some countries to test ALL TB patients. 

 Should routine testing become part of surveillance? 

 Many doctors jump to ARVs when in fact they could start by addressing OIs. 

 In working with IDUs, there is a need to gain their trust; one good entry-point is 
through the provision of TB services. 

 Importance of joint national planning. 

 Working groups or task force under high-level committee? 

 National TB and HIV/AIDS programmes share responsibility and accountability. 

 Clear description of sharing of activities and responsibilities in Cambodia. 

 TB-HIV in activities conducted at the community level. 

 HIV is driven by IDU in the Western Pacific Region.  In the issue of targeted testing-is 
linking with harm-reduction (HR) programmes being prioritized highly enough? 

 Assessment stage in prisons in Cambodia is under way. 

 While detection is more advanced, the question of treatment still needs to be solved 
for IDU in closed settings due to the misconception that they cannot follow up on 
treatment.  Adherence is more or less the same as in general population. 
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 In some countries people have to pay from their own pockets for CD4.  

 OI should be the first stage to build the trust and TB is the best to approach them.  

GROUP D: RECORDING, REPORTING, MONITORING, SURVEILLANCE 

AND EVALUATION.

GROUP D shared that, in surveillance of HIV in TB patients, four countries were able to 
collect data; one country has just started the survey and one has yet to establish data 
collection/surveillance on TB-HIV.  Routine data can be used for surveillance only if there 
is a high level of uptake for HIV testing.  In low-TB-HIV-burden countries, it is suggested 
that an alert system be proposed (the methodology for random sampling of patients 
should be included in Annex 2 of the Revised Framework).  

GROUP D mentioned that the targets are too ambitious, especially targets 1, 6 and 7, 
and unrealistic.  Thus, they raised the issue of the applicability of the Revised Framework 
in low-HIV-prevalence areas.  

GROUP D recommendations:  

 Reporting of the accumulated number of HIV cases is not useful.  The number of new 
HIV-positive cases should be reported. 

 The role and responsibility for reporting should be clearly defined between the two 
programmes to avoid duplication.  

 There is a need for a system to improve the quality of programme data. 

 A web-based reporting system can be useful because it is convenient and easy to 
revise.  

GROUP D further recommended that, in the core indicators in the Revised Framework: 

 Indicator #32 should be the number of patients enrolled on IPT over the number of 
new patients on ART – the number of TB patients.  The indicator is currently a topic, 
rather than a nationwide exercise. 

 TB screening indicators are difficult to collect because there is a need to use patient-
record review. 

 The other screening indicators are approved. 

 On the infection-control indicator, it should be the number of staff with TB over the 
number of staff. 

 The impact indicator could be the incidence of TB; TB-HIV mortality involves non-
routine operational research. 

 On the indicator for closed settings: There is a possibility of disaggregating routine 
national programme data by closed setting and non-closed setting. 

Key discussions points included: 

 If HIV prevalence is less than 5%, the expected target should be 50%; it should 
increase if HIV prevalence is more than 5%.  

 If HIV prevalence is more than 1% in the general population, HIV testing must be 
made available as a care package or HIV care will be considered substandard.    

 Concern was raised about achieving the present target for 2010 in two years’ time.  
However, the high target set will increase the motivation of staff towards achieving 
universal access to HIV care.   
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5. CONCLUSIONS AND
RECOMMENDATIONS

The participants reached consensus on the following conclusions and recommendations: 

1. The participants acknowledged the importance of addressing TB-HIV and welcomed 
the Revised Regional Framework on TB-HIV Co-infection, as it responds to the: 

o slow progress in TB-HIV collaborative activities in the Region;  
o high mortality rates among persons co-infected with TB and HIV; and 
o new policies and data that have become available in the past few years. 

2. The participants adopted the concept and principles laid out in the Revised 
Framework. 

3. The participants requested WHO to finalize the Revised Framework, taking into 
consideration the suggestions and recommendations made during the meeting. 

4. As much as possible, and depending upon the local situation, HIV testing should be 
made available to TB patients on site to increase access and uptake.  HIV testing 
and counselling should be promoted, in line with the WHO-recommended policy on 
provider-initiated testing and counselling (PITC).  

5. All TB patients should be tested for HIV:  
o The scaling-up of HIV testing and counselling services should be guided by 

the level of HIV among TB patients, with priority given to settings with higher 
HIV prevalence rates.  

o Data should be gathered on HIV prevalence among TB suspects, particularly 
in areas with high HIV prevalence rates (e.g., closed settings)/groups with 
high-risk behaviour. 

6. HIV testing is one function of the health service delivery system responding to 
requirements from various programmes.  As such, its establishment and scaling-up 
should be agreed upon by those programmes through an HIV testing and counselling 
scaling-up plan. 

7. With regard to intensified case-finding, INH preventive therapy (IPT) and infection 
control (three ‘I’s): 

7.1 Intensified TB screening:

 Screening, diagnosis and initiation of TB treatment should take place at HIV 
treatment facilities. 

 Options for consideration include: (a) locating a TB staff member at HIV 
treatment facilities; (b) training HIV staff to screen, diagnose and treat TB; 
and (c) integrating TB and HIV care through decentralization of services. 
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 The use of the algorithm to support other steps for the screening of active TB 
is generally accepted: 

o CXR and sputum microscopy can be done at the same time. 
o Preliminary data from ongoing studies suggest that the sensitivity of 

the algorithm in detecting TB disease may vary according to CD4 
count. 

7.2 IPT:

 Countries should work to develop an evidence base, preferably through 
routine data collection (as part of pilot projects, etc.). 

 Although some countries may elect to use more stringent criteria, 
consideration should be given to starting IPT in PLHIV without any of the 
three symptoms suggestive of TB listed in the algorithm.  This would   

o offer high negative predictive value for any active TB; and, 
o allow 50% of PLHIV to start IPT without the need for a diagnostic test. 

 Information about patients with hepatitis co-infection should be added. 

7.3 Infection control:

 A minimum package of infection-control activities should be implemented.  

 The aim should be for a rapid scaling-up of infection-control activities. 

 The risk of TB in persons working in health care facilities should be 
addressed. 

 Impact indicators for infection control (e.g., TB in staff of health care facilities) 
should be developed and measured. 

8. With regard to coordination, joint planning and accountability: 

 Both programmes should jointly identify their roles and responsibilities with 
regard to financing and accountability. 

 There should be further strengthening of effectiveness and accountability within 
the coordinating body (e.g., establish a smaller group under the coordinating 
body that will meet frequently to address technical issues).  The TB-HIV 
coordinating body should involve other sectors. 

9. With regard to TB-HIV in closed settings:  

 Other sectors should be engaged in work planning, implementation and 
monitoring and evaluation. 

 Linkages with TB and HIV services should be established, particularly after a 
patient is released from the setting, to ensure continuity of treatment and care. 

 Specific infection-control measures should be implemented in that setting, 
including isolation of active TB patients. 

10. With regard to TB-HIV in children: 

 A specific section on TB-HIV in children should be elaborated, with reference to 
existing guidelines.  

11. With regard to laboratory support: 

 The Revised Framework should include guidance on the scaling-up of liquid 
culture as part of a comprehensive laboratory-strengthening plan. 
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12. With regard to monitoring and evaluation:  

 The responsibilities of the two programmes in regard to recording, reporting, 
monitoring and evaluation need to be clearly stated. 

 Information systems for TB and HIV need to be rapidly upgraded to capture 
essential TB-HIV information. 

 Surveillance systems need to better inform programmes, including early alert 
systems in areas with low HIV prevalence. 

 The impact of infection control should be monitored, with indicators that measure 
TB excess risk in health facilities (i.e. age- and sex-adjusted TB notification rate 
ratio in health staff over TB notification in the general population). 

13. With regard to regional aspirational targets/indicators:  

 An appendix needs to be included in the Revised Framework to provide a 
detailed description of indicators, including how data will be collected.  Further 
work is needed on targets. 

(a) Proportion of TB patients who had an HIV test result should be recorded in 
the TB register (#8 in WHO Universal Access framework) (80%) 

If the national or subnational HIV prevalence rate in TB patients < 1% (50%): 

(b) Proportion of people living with HIV screened for TB at initial diagnosis (95%) 
(c) Proportion of individuals enrolled in HIV care who were screened for TB at 

last visit (# 33 in WHO Universal Access Framework) (80%) 
(d) Proportion of individuals newly enrolled in HIV care starting IPT (#32 in WHO 

Universal Access framework) (50%)  
(e) Percentage of newly registered TB patients who are recorded as HIV-positive  

who have started or are continuing CPT (#31 in WHO Universal Access 
framework) (95%) 

(f) Proportion of estimated HIV-positive TB cases who have received treatment 
for TB and HIV (# 30 in WHO Universal Access framework) (80%) 

(g) Proportion of TB clinics offering HIV testing that does not require referral of 
patient to another facility: 

o countries with HIV prevalence in TB patients >1% (80%) 
o all other countries (50%) 

(h) Proportion of hub HIV treatment facilities that offer on-site TB screening and 
diagnosis (90%) 

(i) Proportion of MDR TB treatment facilities that offer on-site antiretroviral 
therapy - (100%) 

Indicators to be added: 

 Infection control: notification rate ratio  1 

 Impact targets: TB-HIV co-infection case fatality and TB incidence in HIV (to 
be defined) 
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6. NEXT STEPS TOWARDS

ACCELERATED IMPLEMENTATION

On day three, countries shared what they proposed to do and the types of assistance 
they will need from WHO. 

CAMBODIA:

 Provide clear definitions of roles and responsibilities. 

 Provide screening to more TB patients and PLHA, and give more TB-HIV 
patients ART. 

 Review operational guidelines, framework and procedures for orientation towards 
on-site screening. 

 Improve the information system and organization of work and logistics (e.g. X-ray 
films).

 Improve referral from HC to VCT.  In many cases patients need to be referred. 
There are 40 functional CXR among 70 operational district hospitals. 

 Review and finalize the framework promoting HIV testing, starting with the 
current network of VCTs .  

 Develop a joint work plan and calculate the resource needs for both programmes. 

FIJI:

 Establish a technical working group 

 Look at existing resources and gaps in the national TB and HIV/AIDS 
programmes and elaborate a workplan. 

 Discuss TA (Technical Assistance) requirements later on, according to actual 
need.

LAO PEOPLE’S DEMOCRATIC REPUBLIC: 

 Currently, two pilot projects on management of TB-HIV co-infection. 

 Set up technical working groups at the central level.  

 Increase counselling and HIV testing for TB patients.  

 Currently, 36 VCT sites (among 140 districts). 

 Carry out capacity building for both TB and HIV programmes. 

 Set up a national information system. 
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MONGOLIA:

 For cooperation between TB and HIV programmes, establish a coordination 
committee.

 Establish an RR system for TB-HIV co-infection. 

 Adapt the WHO guidelines on the management of TB-HIV co-infection. 

 Strengthen VCT and introduce PITC. 

 Improve the capacity of TB and HIV service providers. 

 Conduct a programme review. 

MALAYSIA:

  Establish a joint collaborative plan. 

 Review guidelines. 

 Improve data management. 

 Improve screening and managemet of TB-HIV co-infection. 

 Address IDU. 

 Address prisons and closed settings. 

CHINA: 

 Strengthen collaboration between the TB and HIV programmes,  

 Scale up to high HIV prevalence areas and low prevalence HIV areas. 

 Research and conduct pilot tests, e.g on use of culture for diagnosis; IPT; 
improved treatment out come of TB-HIV patients. 

 Develop a clear plan for budget requests.  

 Improve and share information on TB-HIV co-infection. 

 Conduct a pilot study on collaboration between TB and HIV programmes. 

 TB screening in HIV facilities should focus on high-prevalence populations. 

 Improve the diagnosis of TB and drug interactions. 

VIET NAM: 

 Establish a collaborative protocol for TB-HIV diagnosis, treatment and case 

management, developed jointly by both programmes. 

 Set up TB-HIV committees at the national and district levels. 

 Improve coordination, as well as RR and monitoring and evaluation. 
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PAPUA NEW GUINEA: 

 Endorse the adapted framework. 

 Organize a joint workshop and provide training on both sides.  

 Conduct a survey and study of the epidemiology of TB. 

 Roll out IMAI training. 

 TB programme: Request WHO for support in building capacity in surveillance 

and data management. 

PHILIPPINES:

 Review policy and plan development with new framework, including possible new 

approaches, such as screening at DOTS facilities, adopting PITC, adapting the 

three ‘I’s, developing an infection-control policy, and looking at MDR TB and the 

complementarities in distribution of resources. 

 Develop capacity and scale up from pilot test. 

 Incorporate the data information system into TB registers. 

 Conduct a joint programme review. 

 Improve monitoring and evaluation, including the TB-HIV aspects. 

 Link laboratories with the proposed research. 

 Request WHO technical assistance in policy development for three ‘I’s (infection 

control), periodic assessment and operational research. 




