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WHO 2004 policy on collaborative TB/HIV activities,
or what are the Three I's?

A. Establish NTP-NACP collaborative mechanisms

+ Set up coordinating bodies for effective TB/HIV activities

at all levels
+ Conduct survelllance of HIV
+ Carry ouLie planning

itor and evaluate collaborative TB/HIV activities

. Decrease burden of TB among PLHIV (the "Three I's")
+ Establish intensified TB case finding (ICF)

+ Introduce INH preventive therapy (IPT or Isoniazid preventive therapy)
re TB infection control in health care and congregate (IC)
settings

C. Decrease burden of HIV-among 1B patients

Provide HIV testing and counselling

Introduce HIV prevention methods

Introduce co-trimoxazole (CTX) preventive therapy
Ensure HIV/AIDS care and support

Introduce ARVs
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Technical and local advocacy

Scientific literature

JAMA paper on HIV/TB (published)
IPT article (submitted to Lancet)
INH/CTX co-formulation dossier and
paper (pending)

IPT FAQs (in clearance)
Communications materials (e.g., fact

Advocacy "Pull"

« Expand HIV advocacy to include
HIV/TB

* Increase key community

organizations treatment literacy on TB/HIV Protest. Mexico. IAS 2008
Three I's ’ !

* Country-level Three I's meetings
 Monitor progress using HIV/TB
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Global advocacy: Three I's "push”

High-level meetings--Three I's "push”

« PCB for UNAIDS (Thailand
2008)

« PEPFAR Implementers
Meeting (Uganda 2008)

 UN meeting on HIV and TB | r. -
(June 2008) EAE | sEcREny

e |AS (Mexico 2008)
e Union Meeting (Paris 2008)

 National AIDS a_md TB Program H Iv

Managers (Addis 2008)

* |[CASA Senegal
satellite/program managers
(Dakar Dec. 2008)
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Most common Ols In first 3 months

>

Sub-Saharan Africa

TB (pulmonary / extrap.)

Cryptococcal meningits

Pneumocystis pneumonia
Oesophagial candidiasis
Kaposi's sarcoma
Toxoplasmosis of the brain
Bactenal pneumonia, recurrent

Europe & North Am@

1B (pulmonary / extrap.)

CMV disease
Pneumocystis pneumonia
Other mycobacterial disease
Oesophagial candidiasis

Encephalopathy
0 50 100 150 200 250 300
Arch Intern Med. 2005:165:416-423 Incidence rate (cases / 1000 pyrs)

CROH 2007 - Ols — 28
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Presentation Notes
TB as nb 1 OIs across the continents, including Lat. Am. and the Carib.

Source, CROI 2007,  Mattias Egger

Large cohort from 42 countries, 172 sites.

Arch Intern Med 2005


Global progress in implementation of
TB/HIV Interventions (2002—-2006)
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We are improving our work on TB/HIV interventions as per trends across those BUT IPT is dismal still, and this on all continents


Global progress in implementation of
TB/HIV interventions (2002-2006)
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We are improving our work on TB/HIV interventions as per trends across those BUT IPT is dismal still, and this on all continents


®)
Antiretroviral therapy for HIV-positive TB
patients, 2003—-2006
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(Number of Countries reporting; % of total estimated HIV+ TB patients accounted for by those Countries)
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We are increasing coverage on ART globally and even more so in this Region, BUT of those who get ART (estimated 30%) die of TB because do not benefit from treatment for TB (3 I's as an important part of the solution in all ART sites delivery and for all vulnerable populations, e.g. prisons services as this meeting is focusing on)


Countries with Policy/Data on IPT (2006)

|:| Countries reporting
IPT policy/activity

The boundaries and names shown and the designations used on this map do not imply the expression of any opinion whatsoever on the part of the World Health
Organization concerning the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries.
Dotted lines on maps represent approximate border lines for which there may not yet be full agreement.
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Recently the WHO approved the Three I's policy, in which Isoniazid was promoted as a multi-pronged component to combat the growing tide of TB and HIV cases. Thereafter, an effort was made to determine which countries were developing both policies related to the drug and collecting information concerning its distribution. As you can see, there is still much work to be done in order to promote isoniazid globally, particularly in Sub-Saharan Africa and south and Southeast Asia. 


()

Countries reported provision of IPT to PLHIV,
2006 (N=24)

ey o ° 0
I:I No reported activity Only 008 /0 Of PLH'V pUt On IPT g|0ba”y

- Countries reporting IPT ¢ BOtSWB.na report 70% Of the glObal PLHIV on |PT

* Brazil provides IPT but did not report for 2006

The boundaries and names shown and the designations used on this map do not imply the expression of any opinion whatsoever on the part of the World Health Organization concerning the legal status of any (/ '2 \\
country, territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. \‘f qI }/‘

Dotted lines on maps represent approximate border lines for which there may not yet be full agreement. \i\ ‘|) ly

© WHO 2006. Al rights reserved Q“-/-\\Q
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Presentation Notes
Note not all countries in 2005 reported in 2006. Brazil, for example, had an information system failure that prevented IPT data from being reported.


Establishment and implementation of national
CTXp and IPT policy (N=41)
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Source; Vitoria et al, IAS, Mexico, 2008.
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This was a survey conducted in 2007 and early 2008 of WHO in-country staff regarding CTPx and IPT implementation.  41 countries representing 82% of the estimated HIV/TB burden…


WHO Three I's Meeting,

April 2008

WHO HIV Department leadership
Three I's are essential for quality HIV care
Re-conceptualize WHO guidelines

« Make Three I's central to HIV care
Develop new TB screening approach
TB screening leads to IPT and IC
IPT for those without TB symptoms

HIV care and treatment should
include IC for TB

WHO Three I's "push" and "pull" advocacy

1)
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HIV ownership of IPT implementation

Inclusion of ICF (and IC) as part of considerations 

Reconceptualize/reframe IPT as essential part of HIV care

Stress the importance of community ownership/engagement

Address technical concerns

Spell out IPT eligibility, duration and/or repeat courses

Use simple screening tool to triage for IPT eligibility

Pediatric issues including indications and dosage



Development of more efficient and convenient formulations and regimens (pediatric doses, FDC with CTX, co-packaging)

Mobilize Global Drug Facility and other supply chain stakeholders

Enhance access of HIV stakeholders for INH



Develop international operational guidance 

Establish M and E to ensure progress/impact 

Training/advocacy regarding benefits of IPT

Integration into HIV care and treatment 

Prioritize regions/countries—spell out international, regional and country level responsibilities/actions

Urgently promote nation-wide scale-up in selected countries to  derive lessons for others

Discuss benefits of family-centered, home-based delivery



Resource mobilization—

GFATM/PEPFAR/MoH planning

Recruit, train and/or designate staff to roll-out this important aspect of HIV care




WHO Technical Priorities

Update an
- Isoniazid preventive therapy (1998)

nsified case finding
- Infection control for TB (1999, 2006)

Harmonize Three I's HIV/TB indicators
« |PT start to be collected as part of HIV patient monitoring
« TB case finding among people living with HIV
* Infection control plan and TB among health care workers

Promote INH/CTX co-formulation
« FDC makes programmatic sense

eSupport country adaptation efforts
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The Three I's Challenge or the how and where?
Health facility implementation

Country Level
‘ ART services

Q TB treatment and HIV testing services

‘ Three I's must happen all over ....




2008—2009: Re-conceptualizing IPT/ICF
& becoming core HIV/AIDS business

*WHO ICF/IPT Policy Update (15t quarter 2009)
 Joint HIV and TB department effort
 Meta-analysis for IPT complete
* Meta-analysis for ICF in progress (13 data sets)

e Screening for TB as gateway to IPT, IC and ICF

* Expert meeting (early 2009)

* Promote implementation of current policies
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WHQO Technical Priorities

Update re-conceptualized guidelines

soniazid preventive therapy
ntensified case finding

C - Infection control for TB D
*Develop a ' Indicators

Promote INH/CTX co-packaging and co-
formulation

eSupport country adaptation efforts
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TB Infection Control—10 Keys Actions
Safety without Stigma

Y

Essential Actions for Effective TB Infection Control
Safety without stigma*

1. Include Pafients and Community in
Advocacy Campaigns
The community should ke welleducated

about TB i ion, prevention and control
Patients s ld understand that they should
know their HIV stotus, may be eligible for
soniozid preventive therapy (IPT] and hove a

right to ropid TB diognosis and freatment. The:
should know that TB con be spread by
coughing and expect health core rettings ond
mmunity  servi to s
ughing toc cover their J

vghing. They should understond that hea

gool-a rex r provide a

Il ventiated

Pafient and HCW sa ty
ing heolth care in the
community tc ovoid unnecessary admissions
te  health care fociifies. Informatic
ticr, and coemmunication
mpaoigns should ’C|LO— themes suc H
community is TB-3 ‘Our health
&s are stopping TB.

2. Develop an Infection Confrol Plcln
Al facilties s

.crkers ond potfients. he plan provides
i nfection control
e facility including the
should hove its own
procedurss.

speciolized standord sa

3. Ensure Safe Sputum Collecfion
Collecting and processing sputum ore an
ntial part of the diognesiz of TB. Sputum
entially hozardous for
erz and other potients—- Hi
patients that sofety witl
stigma is the | of good TB
and thot ;puh_n" oe tzside (if
feasiole] or if necesary, in 3pecia Iy designed
rooms with odeguate ventilation.

4. Promote Cough FHiguette and Cough
Hygiene

Eve'y focility should have a =r on TB
and cough etigus n at
least the outpatient department waiting o »
odmiszions area. ond casvally depor t
Potients should be instructed to cover their
maouths and nose when coughing. with hanas,
cloth such as hondkerchief, clean rog. fissw
L] m Al staff are responsicle
zofety ond ogether to help
patients adhere to this practice

uld  work

5. Triage TB suspects for “fast-frack” or
separafion

ened upon arival for

ic visitors that sofety without stigma is the
and that the ng iz port of guakty

Patient: should undertand that they
should know their HIV sto may be efgicle
for IPT and have o right to rapid TB diagnostic
sErvi and Perscns suspected of
having T8 fast- o for rapid
dizgrosis and care services orf should be atked
fo wait neor an open w or in a
comfortokle areo separate from the general

Involve community
Develop IC plan

Safe sputum collection
Cough hygiene

Triage TB suspects
Rapid diagnhosis/treatment
Improve room ventilation
Protect health care workers
Capacity-building
Monitor IC practices




Donors' dialogue and opportunities

Donors' dialogue on Three I's

e Global Fund
— Technical guidance for proposal development
— Analysis of TB/HIV elements in GF grants (pending for
round 8)

— Mandatory inclusion of TB/HIV elements for HIV and TB
proposals?

- PEPFAR

— HIV/TB template for country operational plans (upcoming)
— Improved dialogue with PEPFAR country offices

e Gates
— Discussions regarding WHOQO's Three I's related efforts
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Next steps 2009

e Fast-track implementation of new WHO guidelines
. mplement harmonized HIV/TB indicators
« Resource mobilization

« WHO/ OPS technical support for national
governments to support Three I's implementation

« Strengthen engagement of country-level partners
and program managers
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HIV ownership of IPT implementation

Inclusion of ICF (and IC) as part of considerations 

Reconceptualize/reframe IPT as essential part of HIV care

Stress the importance of community ownership/engagement

Address technical concerns

Spell out IPT eligibility, duration and/or repeat courses

Use simple screening tool to triage for IPT eligibility

Pediatric issues including indications and dosage



Development of more efficient and convenient formulations and regimens (pediatric doses, FDC with CTX, co-packaging)

Mobilize Global Drug Facility and other supply chain stakeholders

Enhance access of HIV stakeholders for INH



Develop international operational guidance 

Establish M and E to ensure progress/impact 

Training/advocacy regarding benefits of IPT

Integration into HIV care and treatment 

Prioritize regions/countries—spell out international, regional and country level responsibilities/actions

Urgently promote nation-wide scale-up in selected countries to  derive lessons for others

Discuss benefits of family-centered, home-based delivery



Resource mobilization—

GFATM/PEPFAR/MoH planning

Recruit, train and/or designate staff to roll-out this important aspect of HIV care
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Thankyou

R http://www.who.int/hiv/topics/tb/en/index.htmi
' Your WHO contact: Reuben Granich, granichr@who.int

(Geneva, 2—4 April 2008)


http://www.who.int/hiv/topics/tb/en/index.html
mailto:granichr@who.int
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