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Operational Issues in the Integration of TB and HIV Care

How to improve diagnosis of HIV in
TB patients ?



VCT or routine HIV testing in TB patients ?



Operational Issues in the Integration of TB and HIV Care

How to improve diagnosis of HIV in TB patients

-> do we need to walk out of voluntary
counseling and testing (VCT) and advocate for
routine testing in TB patients ?

“Are we not contributing to HIV stigma by adopting specific
testing procedures like VCT” —Judge Edwin Cameron 2006



Operational Issues in the Integration of TB and HIV Care

How to improve diagnosis of TB in HIV patients ?

Develop algorithms for clinical assessment of TB disease
Need for new appropriate rapid diagnostic tests



Tuberculosi

Culture +

Source : Prof.Gary Maartens, Head Pharmacology, UCT.



Value of a sputum (-) result

Table 6. TB diagnosis of HIV patients (folder

Smear

review)

Smear sensitivity of 16% and a culture sensitivity of 63%.
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Active TB research in HIV patients




www.finddiagnostics.org

Visible results read by eye as plaques in a
bhacterial lawnilLeft: negative result, Right:
pasitive result)



Operational Issues in the integration of TB and HIV Care

How to improve treatment of HIV in TB patients ?
Assess optimal time to start antiretroviral therapy
Identify optimal antiretroviral regimens to use

Identify proper dose of ARVs in the presence of rifampicin
New TB drugs



Assess optimal time to start antiretroviral therapy

Time to death, by TB treatment status on start Time to death, by TB treatment status and duration on start

1 L
Not on TB treatment
(n=1255)

On TB treatment < 30d
when starting ART (n=31

On TB treatment when
starting ART (n=476)

——— On TB treatment 30-59,
- 60-122, >120 days when
staring ART

= Not on TB treatment (n=1255)

12 24 12 24 36
Duration on ART in months Duration on ART in months

20 % over-mortality when starting ARV during 1% month after initiating TB treatment







Identify proper dose of ARVs in the presence of rifampicin

* |nduced metabolism
— Rifampicin

* Nevirapine ( Efavirenz)



A need for new TB drugs

* Treatment shorter than 6 months

* New resistance profile ( emergence of MDR
resistance)

* ARV friendly

— no induction of the P450 cytochrome
— No common side effects

-> a public —private partnership : International TB
alliance



Operational Issues in the integration of TB and HIV Care

How to prevent TB in HIV patients ?



TB incidence in patients on ARV vs non ARV in Khayelitsha

25% of patients on ARV will
develop a TB within 3 years
versus 60 % not on ARV
->HAART reduces TB
incidence by 68 %-80 %

But ...

Still 12 % incidence rate
among patient on ARV->
not good enough

Cox HR 0.41 (0.38 —0.51)

( WHO emergency rate at
400/100.000 or 0.4 %)

‘Months since enroment or on ART




Operational Issues in the Integration of TB and HIV Care

How to harmonize mechanisms to support
adherence?

Define the role of DOT in antiretroviral therapy

Distinguish best setting(s) to initiate and continue antiretroviral
therapy in co-infected patients

Determine appropriate person who should provide treatment
Determine role of non-physician health care workers

Determine role of community and family



Adherence strategy TB vs HIV:

DOTS versus patient centered approach

* TB relies on directly observed therapy

Daily, 5 days a week
6 months
Daily DOTS ( facility based or community based)

* HIV :patient centered with counselor support

Pre-initiation treatment literacy, pill boxes, support group
?role of disclosure ,patient-buddy

Role of community based treatment supporters

Better results ( <10 % lost to follow-up at 36 months versus 76 %
completion rate at 6 months)

* But:

Some unacceptable level of defaulters -> flagging system
Early resistance building in some for uncompleted dosage
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Operational Issues in the
Integration of TB and HIV Care

How to improve TB and HIV services to patients
Determine ways to potentialize both services

*Integrate staff training

*Integrate service delivery

*Harmonize monitoring tools

-> difficulties to accommodate differing TB and HIV
traditions and practices



TB & HIV healthcare workers:
Two different cultures

B
Community care
Public health approach
Few regimens

Treatment seldom changed

HIV
Individualised care
Patient-centred
Focus on rights
Many regimens

Rapid treatment changes












Discussion :role of community advocates and PWA's

Know the issues : treatment literacy
Request one stop service and integrated training

Request systematic screening for both diseases
— routine HIV test
— clinical algorithm for TB

Implementation of systematic TB & HIV prevention
strategies

Stimulate future Research and Development
— New TB diagnostic tests
— New TB and HIV drugs ( FDC with EFV)

Adherence : using each other network and strategies



