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Treating
TB and HIV
Approximately one third of
the world’s population is
infected with Mycobacterium
tuberculosis and 36 million
people are infected with HIV.
There are about 12 million
people in the world infected
with both HIV and TB. This
newsletter focuses on TB and
new challenges and treatment.

‘TB and HIV are both

enhanced by poverty,

homelessness, alcohol

or substance abuse,

psychological stress,

poor nutritional status,

crowded living

conditions.’

Gro Harlem Brundtland,

Director-General, World

Health Organization
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OVERVIEW

Tuberculosis (TB) is an infection
caused by the bacillus Mycobacterium
tuberculosis. TB usually affects the
lungs (pulmonary TB), but TB germs
can spread to other organs in the
body (extrapulmonary TB). When a
person is exposed to TB germs and
becomes infected, they have TB
infection. Sometimes this infection
develops into active TB, but not
everyone infected with TB germs
develops active TB.

According to World Health
Organization (WHO) estimates, each
year around eight million people
develop TB, but treatment currently
reaches only about a quarter of these
people. Approximately 1.8 million
people die each year from TB.1  TB
can have a negative effect on people’s
lives as well as their health. Poor
people become poorer as they fall
sick and are unable to earn money or
take care of family commitments.
Some families take children out of
school so that they can care for sick
relatives, look after younger siblings
or go out to work. Some families sell
land or animals or take out loans
and go into debt to pay for treatment.

People may not seek treatment for
a number of reasons:

They may need to take time off
work or away from family
commitments.

People, especially those with HIV
or the elderly, may be too weak to
visit a health centre.

They may not be able to pay for the
cost of transport to the health centre,
or diagnosis, or drugs.

They may not view health services
as ‘user-friendly’ and may choose
instead to visit a private or traditional
health practitioner.

Women especially may be worried
about the stigma and discrimination
surrounding TB and HIV/AIDS.
Many people do seek treatment but
they are not initially diagnosed as
having TB, and may get non-TB
treatment many times before TB is
recognised. Other people are diag-

What is TB?

nosed correctly but given inadequate
or incorrect treatment, often without
follow-up or supervision of treatment.
This means that people often stop
taking drugs as soon as they feel
better, although they may still have
TB. They may return to a health
facility when they fall sick again
(often now with drug-resistant TB)
and feel afraid to tell the health
worker that they previously had TB
and did not complete their treatment.
They will then be treated as if they
are a new case.

Approximately one-third of the
world’s population is infected with
Mycobacterium tuberculosis and 36

KEY TERMS
Immune system – the tissues of the body that protect the body from the
invasion of certain diseases. A healthy immune system produces antibodies to
fight off disease and infection.
TB preventative therapy (TB prophylaxis) – treatment or action taken to
protect someone who has been exposed to an infectious disease.
DOTS – Directly Observed Treatment, Short course – a treatment strategy
for TB. It aims to ensure high levels of adherence to and completion of TB
treatment.
TB infection – people who have been exposed to TB germs become infected
with TB. However, TB infection does not always develop into active TB.
Active TB – active pulmonary TB is infectious and the lungs of a person with
active TB develop cavities full of TB germs.
DOTS-plus – a pilot project to treat multidrug resistant (MDR) TB with
second-line TB drugs.
Treatment supporter – health or trained community volunteer who provides
encouragement and support for the person taking TB treatment.

million people are infected with HIV.
Worldwide there are about 12 million
people infected with both HIV and
TB. Of those, approximately 70%
live in sub-Saharan Africa. TB is the
most common opportunistic infection
and the most frequent cause of death
in people living with HIV in Africa.

People infected with HIV are more
likely to develop active TB after they
have been exposed to TB germs
because they have weakened immune
systems, so the TB germs multiply
quickly. People who are infected with
both TB and HIV are 25–30 times
more likely to develop active TB than
people only infected with TB. TB
deaths are expected to double to four
million people a year by 2010 as
HIV makes people more vulnerable
to active TB. WHO estimates say
that one-third of TB deaths are
people with HIV.

The article on pages 3 and 4
looks at new challenges for those
who treat TB. These challenges
include the emergence of high
numbers of people with TB and HIV
co-infection and an increasing
number of people with multi-drug
resistant TB. On page 5 we look at
current strategies for treating TB and
reducing its spread. On pages 6 and
7 we look at some of the challenges
that implementing the DOTS
strategy brings for people at district
and health centre level.
1 Bulletin of the World Health
Organization, 2002, 80 (3), p 217
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TB and HIV
Interaction of HIV and TB
In people with healthy immune
systems, only 10% of those who are
infected with TB ever become ill with
active TB. HIV, by damaging the
immune system, increases the risk of
progression from TB infection to
active TB. This means that over half
the people with both TB and HIV will
become ill with active TB before they
die. In addition, in a person with HIV,
the presence of TB infection may allow
HIV to multiply more rapidly. This
could mean a more rapid progression
from HIV infection to AIDS.

It is important to understand that
although HIV increases the risk of
developing TB, not all HIV-positive
people have TB and not all people
with TB are HIV positive. People with
TB or HIV may face stigma, fear or
discrimination and have shared needs
for counselling, care and support.

How TB and HIV are spread
TB is spread through coughing: a
person who is ill with active TB
coughs TB germs into the air and
other people can breathe them into
their lungs. Most people with TB who

New challenges of TB
The increasing number of cases of TB and HIV co-infection and
the emergence of multi-drug resistant TB are important issues for
those involved in the treatment of TB.

are on appropriate treatment are
not infectious and therefore can
work, socialise and live with people
without infecting them. HIV is
spread through sexual intercourse,
blood transfusion, from mother to
infant during pregnancy, and
through breastfeeding.

Symptoms of TB
The symptoms of TB are the same in
people who have HIV and people
who do not. Symptoms include:
cough for more than three weeks,
loss of appetite or weight, night
sweats, tiredness, chest pain and
coughing blood. People with these
symptoms should go to the nearest
clinic and give a sputum sample to
be checked for TB. Depending on
the results, a chest x-ray and
sputum culture may also be done.

People with TB who also have
HIV, but still have healthy immune
systems, will present with a similar
clinical picture as people who are not
infected with HIV.

In people who have had HIV for a
longer period of time and whose
immune systems have been weaken-
ed, diagnosis can be more difficult.

There is a higher likelihood of
smear-negative pulmonary TB and
extrapulmonary TB, for example
TB in the lymph glands, bones,
spine, kidneys, liver, intestines and
skin. Chest x-ray findings in people
with pulmonary TB who are also
infected with HIV may not be typical
(i.e. diffuse pulmonary infiltrates
rather than cavitary lesions in the
upper lobes). This means that TB
infection may not be diagnosed
straight away. This can delay
treatment and increase the possi-
bility that TB will be spread to others.

TB can be cured as effectively in
HIV-positive as in HIV-negative
people using the Directly Observed
Treatment, Short course (DOTS)
strategy (see page 5). However,
people who are HIV positive should
not be treated using thiacetazone,
because of possible side effects. An
important aspect of DOTS is the
support and encouragement given to
the person with TB by their treatment
supporter, who also observes
treatment. Good nutrition and
adequate rest are beneficial in the
management of TB in people with or
without HIV.

Prevention of TB in people
with HIV/AIDS
People in high HIV-prevalence areas
with TB should be offered HIV
counselling and testing by a trained
counsellor if possible. Similarly,
health workers need basic training
in HIV-related counselling wherever
possible (see resources page). If
people with TB know that they are
HIV positive, it will help them to
make appropriate choices and will
help health care workers to provide
improved care. People with HIV
who have not developed TB may
benefit from preventive treatment
with cotrimoxazole and isoniazid.
Counselling people on safer sex
may also help to decrease the
spread of HIV.

TB preventive therapy can
decrease the risk of HIV-positive
people becoming ill with TB. The
feasibility and cost-effectiveness of
TB preventive therapy in South
Africa is being assessed in pilot
districts.
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Multi-drug resistant TB
(MDR-TB)
What is it?
Multi-drug resistant TB (MDR-TB) is
caused by strains of TB bacteria that
are resistant to at least the two most
powerful first-line drugs, isoniazid
and rifampicin, used to treat TB.
Standard short course treatment cures
fewer than half of the people with
MDR-TB.

In South Africa, it is estimated that
there are about 2,000 new cases of
MDR-TB each year. Although people
infected with HIV are not more prone
to infection with MDR-TB than other
people, they do progress more quickly
from infection to active TB. In addition,
some studies have shown a higher
mortality rate in people with HIV
who are co-infected with MDR-TB.

How does it occur?
Resistance occurs because some TB
bacilli are naturally resistant to some
drugs. If a single drug is used to treat
a person with a large number of TB
bacilli, only those bacilli sensitive to
that drug are killed, allowing
resistant bacilli to multiply. Using
several drugs during the intensive
phase means that the number of TB
bacilli is greatly reduced before
treatment moves to the continuation
phase and fewer drugs are used.

There are two specific types of
drug resistance: acquired resistance
and primary resistance.

Acquired resistance develops as a
result of the wrong drug treatment
(drugs used in wrong combinations or
for an inadequate amount of time).
Using a single drug to treat TB is the
most common cause of acquired
resistance. It can also develop if a
person does not complete their course of
treatment, for example because there is
an irregular or inadequate drug
supply or they stop taking the
treatment before they are cured.

Primary resistance occurs when an
individual is infected by someone
who has drug resistant TB. This term
can be used inappropriately because
resistance may be a result of a
previous treatment with TB that the
patient has not mentioned.

TB and HIV/AIDS in South Africa
In South Africa, HIV/AIDS and STI (sexually transmitted infection) and TB programmes are
collaborating at national, provincial and district levels.

National level: policy formulation, advocacy, training and provincial support visits, e.g.
an integrated plan for children infected and affected by HIV/AIDS involves the
Departments of Health, Welfare and Education
Provincial level: in joint planning of HIV/AIDS/STI and TB programmes
District level: TB/HIV pilot districts have been established.

These pilot projects are implementing and evaluating a package of HIV/STI/TB prevention,
care and support. This includes increased access to HIV counselling, voluntary rapid HIV
testing, TB preventive therapy for people living with HIV/AIDS who have no symptoms of
TB, cotrimoxazole prophyalxis, improved management of opportunistic infections and
ensuring continuity of care.

Between April 1999 and March 2001, 17,826 people were given HIV counselling and
testing in four TB/HIV pilot districts and 6,398 people were diagnosed as HIV positive.
People with HIV were offered screening for prophylaxis and 1,400 people were started on
TB preventive therapy.

Lessons learned
The introduction of rapid HIV testing resulted in an increase in the number of people
coming for HIV testing from 1,703 people in the third quarter of 1999 to 4,963 people in
the first quarter of 2001. Prior to the introduction of rapid testing, most HIV testing was
clinically referred. After the introduction of rapid HIV testing, the proportion of people
self-referred increased to over 60% in two of the four sites. The lessons learned in the pilot
districts will be implemented this year in TB/HIV training districts in every province.
For more information, contact Dr Harry Hausler, National TB/HIV Technical Advisor,
Directorate: HIV/AIDS & STDs, Department of Health, Private Bag X828, Pretoria 0001,
South Africa  Tel: +27 12 312 0124  Fax: +27 12 326 2891  E-mail: hauslh@health.gov.za

DOTS-plus pilot projects
WHO and its partners are
establishing pilot projects that will
be able to benefit from cheaper
second-line drugs and receive
technical support. These DOTS-plus
pilot projects are not needed in all
areas – they are only needed in
areas where drug-resistant TB is
emerging. A well-functioning
DOTS programme prevents the
emergence of drug resistance, and it
is only possible to conduct a DOTS-
plus pilot project in an area that
already has a well-functioning
DOTS-based TB control programme.

With thanks to Dr Harry Hausler
(contact details below), Dr Rajesh
Guptara, Scientist, and Dr Marcos
Espinal, Medical Officer, World
Health Organization, TBS/STB/
CDS, 20 Avenue Appia,
CH-1211 Geneva 27, Switzerland
Fax: +41 22 791 4268

NEW CHALLENGES FOR TB TREATMENT

How to prevent it?
The most important way to prevent
MDR-TB is to ensure that people with
drug-susceptible TB are given the
correct treatment regimens and that
they continue treatment until cured.

Studies have shown that MDR-TB
can be cured by a combination of
reserve second-line drugs (amikacin,
capreomycin, ciprofloxacin,
cycloserine, ethionamide, kanamycin,
levofloxacin, ofloxacin, para amino-
salycylic acid or prothionamide).
However, these drugs cause more
serious side effects, have to be taken
for a long period of time to prevent
relapse (up to two years) and are very
expensive (and therefore not available
in many developing countries). WHO
and its international partners have
developed a special mechanism to
provide low-cost second-line drugs to
projects that demonstrate that they
can manage people with MDR-TB
effectively.
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APPROACHES TO TREATMENT

Fixed-dose combination
tablets include two or more drugs
within the same tablet. The use of
two drug combinations is
widespread and there is increasing
use of rifampicin, isoniazid and
pyrazinamide combinations. WHO
and the International Union Against
Tuberculosis and Lung Disease
(IUATLD) now recommend the use
of fixed-dose combinations. These
could help to:

increase compliance – having
fewer pills to swallow makes
treatment easier and reduces the
likelihood that people will split
doses or only take some of the pills
they have been given

make prescribing simpler
make management of the drug

supply simpler (fewer drugs to
order)

reduce the emergence of drug
resistant TB by ensuring that more
than one drug is used to treat TB
and reducing the occurrence of
incorrect drug selection.

The use of ‘blister packs’ (similar
packaging to that used for
contraceptive pills), with or without
fixed-dose combination tablets, also
encourages people to follow their
treatment regimen.

However, there are poor quality
(ineffective) fixed-drug combinations
available. WHO and the IUATLD
are working on ways to ensure that

New approaches
to TB treatment

only good quality fixed-drug
combinations are used in TB
programmes. Also, fixed-drug
combinations are currently more
expensive than the sum of the single
drugs. This is likely to change as
production of fixed-drug
combinations increases.

Directly Observed Treatment,
Short course (DOTS)
Whether people use a single-dose
combination of drugs or a fixed-dose
combination, one of the most
important aspects of TB treatment is
ensuring that people complete their
course of treatment. If they do not
complete treatment, although they
may feel better, their TB may not be
cured, they may become ill again
and continue to spread TB in the
community.

WHO and the IUATLD
recommend the DOTS strategy for
treating TB. DOTS involves five key
features:

political commitment
case detection using sputum

smear microscopy among people
with symptoms of TB

support for people taking
treatment, including direct
observation of treatment

a regular and reliable supply of
free drugs

monitoring and evaluation of the
programme and using the
information gathered to improve the
DOTS programme (for more
information on DOTS see
Strengthening TB treatment,
Resources, page 8).

Children with TB
Children with TB may have a low-
grade fever, stop growing or lose
weight. In the case of extra-
pulmonary TB, symptoms will
depend on the site of the disease. A
tuberculin skin test will usually show
positive, although not always, and
particularly not in children with

HIV/AIDS. Most chest x-rays of
children with TB will show
enlargement of the hilar or
mediastinal lymph nodes rather
than parenchymal involvement as
in adult TB.

Progression to disease is less
frequent in young children than in
adults, but when young children get
TB they are more likely to develop
severe forms. Children who have
HIV or another immuno-
compromising condition and/or
who live in resource-poor settings
have a higher risk of developing TB
disease. An estimated 1.3 million
children under 15 in sub-Saharan
Africa have HIV. There has been a
rapid increase in child mortality,
especially in families affected by
HIV/AIDS, and it is believed that
this increase in mortality is largely
TB and HIV-related. Some studies
in Africa have indicated that for
every 100,000 children aged five,
70–80 are infected with TB and
HIV.  In order to prevent TB in
children it is important to diagnose
and treat adults. WHO recommends
that once an adult has been
diagnosed with TB, children who
have been in contact with this adult
should be identified and treated
under the same programme.

The choice of treatment
supporter for a child is just as
important as for an adult. The
treatment supporter might be a
health worker or someone who
spends a lot of time with the child,
such as an aunt, uncle, cousin or
grandparent. Or the treatment
supporter, especially for older
children, might be a role model,
someone the child respects. Health
workers need to educate the
supporter along with the mother or
primary health care giver so that
common problems and ways to deal
with them can be discussed in
advance.

Standard TB drugs are
inexpensive and well tolerated by
children but can be difficult to
swallow. To make this easier,
medicines in tablet form, such as
isoniazid, can be crushed and
mixed in a small amount of fruit
juice or breast milk.W
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How can I treat people with MDR-TB?
There is a strategy currently being tested by the World
Health Organization for the treatment of multi-drug
resistant TB. It is called DOTS-plus. It is based on the same
five principles as the DOTS strategy, but also has some
additional principles and the drugs used are second-line TB
drugs (see page 4). In areas where DOTS-plus programmes
are not running, people who have undergone supervised
retreatment but are still sputum positive should be referred
to specialised centres for the use of second-line drugs.

Is DOTS suitable for retreatment and
relapse cases?

Yes, there are different treatment regimens for retreatment
and relapse cases. People with suspected TB should be
examined, a full case history taken, and sputum smear
microscopy undertaken. This will help to classify them as a
new case of smear positive or smear negative pulmonary
TB; a person who has undergone previous treatment, but
not been cured (treatment interruption); a person who has
completed treatment but relapsed; or a person who has
extra-pulmonary TB. People should be classified and then
treated as detailed in their national programme guidelines.

How can we organise our services so
that people who come to the health

centre to have treatment observed do not
have to wait a long time (some centres treat
200–500 people each day)?
One of the most important aspects of the DOTS strategy is
that it makes treatment as accessible as possible for
people. People are more likely to stop treatment if they
have to travel to the health centre each day and wait a long
time to have their treatment observed. There are two
possibilities. Either train volunteers who live near the health
centre as treatment supporters – in this way the centre can
treat people more quickly. Or encourage people to choose a
treatment supporter who lives in their own community. This
will mean that people will only need to come to the health
centre once a month to collect their drugs and to have their
treatment reviewed.

Questions
and answers
about DOTS

Can people with extra-pulmonary TB  be
included in a DOTS programme?

Many TB programmes, especially in developing countries where the
burden of TB is highest, allocate most of their resources to pulmonary
TB. This is because active pulmonary TB is infectious and many
programmes have to make choices about the allocation of limited
resources. People with extra-pulmonary TB are sometimes given a low
priority. However, DOTS programmes can be used to treat all TB
patients, including extrapulmonary and smear negative pulmonary.

What can I say to other health workers or
treatment supporters who are concerned about

getting TB while they are implementing DOTS? What
could I suggest that they do?
TB is an infectious disease, so it is important to minimise the spread of
TB by taking a few simple precautions. Remember not to make the
person with TB feel stigmatised or embarrassed by what you do. Here
are some suggestions:

Keep consulting rooms and wards (in hospitals) well aired.
Keep a reasonable distance from the person with TB, but do not be

distant in your attitude (make eye contact, call them by their name,
encourage them to talk, listen to what they say and appear interested).

Politely ask the person to cover their mouth when coughing.
Politely ask them to cough away from the health worker.

When collecting sputum samples:
Collect sputum well away from general waiting areas or hospital

wards in a special pot with a lid.
Laboratories processing sputum samples should follow guidelines to

prevent transmission to laboratory workers (e.g. wearing protective
clothing, using a fume cupboard).

Disposable sputum containers should be incinerated after use. Metal
or plastic containers should be disinfected and washed. Anyone
handling sputum containers should wash their hands afterwards.

How can DOTS be given to people who
have HIV-related oral thrush and so have difficulty

in swallowing?
Oral thrush is easily treated with oral antifungal medications
(e.g. nystatin lozenges 100,000 IU sucked four times daily or
miconazole 2% oral gel twice daily for 10 days). Severe thrush can
be treated with ketoconazole or fluconazole tablets. Until the
thrush resolves, tablets for treating TB can be crushed and mixed
with fluids if people find the tablets too difficult to swallow.
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How can health workers distinguish
between oral thrush and adverse reaction to

TB drugs in people living with HIV?
There are no common oral adverse reactions to TB drugs.
The most common adverse reactions include rash and
gastrointestinal problems. Oral thrush causes a white
coating of the tongue and buccal mucosa and should
therefore not be confused with adverse reactions to TB
drugs.

How can we set up an effective home-based
DOTS when we only have a limited number

of health workers and many of the people who
need treatment live in remote and hard-to-reach
places?
The key to setting up effective home-based DOTS is
educating and supporting both treatment supporters and
people taking treatment. Home-based DOTS is more
acceptable to many people with TB because it means that
they do not have to travel to the health centre or take
time off work or away from family commitments. People
with TB should be encouraged to choose a treatment
supporter who is:

reliable
committed to helping the person with TB complete
treatment
lives near by.

Treatment supporters can be trained to dispense drugs
correctly, observe treatment, fill in the treatment support
card and provide support and encouragement to the
person taking treatment. People with TB can then travel
to the health centre for a monthly review meeting and to
collect their next month’s drug supply. Alternatively, a
health worker from the health centre can travel to the
village once a month (and perhaps meet with all treatment
supporters and people receiving treatment in that village
on the same day).

Our DOTS programme is delivered from our
health centre, but many of our patients are

too weak to travel to the centre and others
cannot afford the money for transport or time
away from their farms. How can we improve our
service so that it is easier for them to use?
(See above – setting up home-based DOTS.)
If people are too weak to travel because they have HIV or
an opportunistic infection, home-based DOTS is an
opportunity to deliver care to and assess the needs of
people. Collaboration in home care and follow-up of
patients with TB and with HIV can help to improve
identification of people with active TB and increase
adherence to TB treatment. It could also mean that people
who deliver DOTS can also refer people with HIV-related
symptoms for HIV counselling and testing and can help
provide care for people with HIV/AIDS. It can help spread
the message that treatment for TB is effective, even in
people with HIV.

With thanks to Jintana Ngamvithayapong-Yanai, TB/HIV
Research Project (The Research Institute of Tuberculosis,

Nkwazi home-care programme
Since 1991, Ndola Catholic Diocese in Zambia has supported a
home-based care programme in four low-income townships,
including Nkwazi, on the outskirts of Ndola town, Copperbelt
Province. The programme provides care for people who are
chronically ill – mostly with TB or HIV/AIDS. A group of 28
volunteers from Nkwazi were trained over a two-month period
and began to visit families in their neighbourhoods to identify
people who had been sick for a month or more. Chronically ill
people who agreed to be visited at home by nurses from the
Catholic Diocese, accompanied by a volunteer, were registered
with the programme.

However, the programme was affected by the large
percentage of people with TB who died. It was realised that
many people with TB were not taking their treatment and,
therefore, volunteers began to visit people with TB in their
homes to watch them swallow their pills. The number of people
with TB who were cured increased and the number of TB-related
deaths went down.

The programme now provides home care, HIV prevention,
sexual health and TB control from a base at the Chisilano Centre
in Nkwazi township. Services include the following:

Two nurses, each accompanied by a volunteer, make home
visits to chronically ill people three times a week.
On Saturday and Sunday the volunteers visit chronically ill
people in their sections of the township to decide who is in
need of a home visit and who can visit the clinic.
On Monday afternoons the volunteers meet with the nurses
to plan home visits for the week. Every Wednesday morning
the nurses, assisted by three or four volunteers, run a clinic
at the Centre for chronically ill people who are able to walk.
On Tuesday afternoons a volunteer accompanies patients
requiring more specialist medical care to the home-based
care department at Ndola Central Hospital. A vehicle provides
transport from the centre.
The nurses and 14 volunteers who have received additional
training also provide counselling to people with HIV/AIDS or
who suspect themselves to have HIV/AIDS. There is a roster
of counsellors on duty at the centre every day.
Fourteen volunteer health workers have received training in
TB identification and treatment. They visit people with TB
every morning, at least during the first two months of
treatment, to observe them taking their medicine and to give
them and other family members advice and encouragement.

Adapted from Under the Mupundu tree (see Resources page 8)

Japan Anti-TB Association), 1050 Satarn Payabarn Road,
Muang District, Chiang Rai, 57000 Thailand
Telephone: +66 53 713135 Fax: +66 53 752448;
Hanna Bos, c/o CRS-Lobito, Postbus 20061, 2500 EB Den
Haag, Netherlands; Dr John Walley and Dr Sarah Escott,
TB Research Programme, International Division, Nuffield
Institute for Health, 71-75 Clarendon Rd, Leeds LS2 9PL,
UK Telephone: +44 113 233 6963 Fax: +44 113 233 6997;
Dr Harry Hausler (contact details on page 4)
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Resources
Printed resources
HIV testing: a practical approach
Attawell, K and Long, S, London:
Healthlink Worldwide, 1999.
Available from: Healthlink
Worldwide, Cityside, 40 Adler Street,
London E1 1EE, UK
E-mail: info@healthlink.org.uk
Price: free to developing countries,
£7.50 to others

Under the Mupundu tree: volunteers
in home care programmes for people
with HIV/AIDS and TB in Zambia’s
Copperbelt Blinkhoff, P and others,
London: ActionAid, 1999. No. 14 in
the Strategies for Hope series.
Available from: Teaching-aids At
Low Cost (TALC), PO Box 49,
St. Albans, Herts AL1 5TX, UK
E-mail: talc@talcuk.org
Price: free to organisations in sub-
Saharan Africa, £3.50 to others

‘Interventions to reduce tuberculosis
mortality and transmission in low-
and middle-income countries’,
Bulletin of the World Health
Organization, 2002, 80 (3): 217–227
Available from: WHO, CH-1211
Geneva 27, Switzerland
E-mail: publications@who.int

Clinical tuberculosis Crofton, J and
others, London: Macmillan, 1992.
A practical, comprehensive guide to
diagnosing all forms of TB in both
adults and children. This updated
edition includes a section on HIV
infection to TB and an outline of the
WHO DOTS programme.
Available in English, French,
Spanish and Portuguese from:
TALC (address above).
Price: £3.50

TB/HIV – A clinical manual
Harries, A D and Maher, D
Geneva: WHO, 1996.
An African-based clinical manual
aimed at heaping health professionals
who care for people with TB learn
how to diagnosis and treat TB and
other HIV-related infections.
Available from: TALC (address
above).
Price: £2.50

about DOTS-plus projects. You can
subscribe to the Stop TB e-mail
mailing list at this site. Through the
mailing list Stop TB send out
weekly news and academic updates,
as well as weekly web-alerts. Each
month, a communiqué from the
Stop TB Partnership is being issued.

www.tuberculosis.net
Website with information about TB
and frequently asked questions
about TB. Also has training material
for trainers to use with health
workers (who have had some
medical training).

www.ukcoalition.org
Website for people infected with and
affected by HIV/AIDS and TB. Has
a question and answer session and
basic medical information for TB
aimed at a non-medical audience.
UK focussed at the moment, but
hopes to expand internationally.

Editors: Lisa Oxlade and Lyhanna Spencer
Design and production: Ingrid Emsden
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Reproducing articles and images
Healthlink Worldwide encourages the
reproduction of articles for non-profit uses.
Please clearly credit Healthlink Worldwide
as the source and send us a copy of the
reprinted article.

Permission to reproduce images must be
obtained from the photographer/artist or
organisation as shown in the credit.
Contact details are available from
Healthlink Worldwide.

About Healthlink Worldwide
Healthlink Worldwide works to improve
the health of poor and vulnerable
communities by strengthening the
provision, use and impact of information.

Healthlink Worldwide
Cityside
40 Adler Street
London E1 1EE
UK
Telephone: +44 (0)20 7539 1570
Fax: +44 (0)20 7539 1580
E-mail: publications@healthlink.org.uk
http://www.healthlink.org.uk
Registered charity no. 27460
© Healthlink Worldwide 2003
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Treatment of tuberculosis:
guidelines for national programmes
Maher, D and others Geneva:
WHO, 1997. Available from: TALC
(address above).

Tuberculosis control handbook
Geneva: WHO, 1998.
A practical guide to the full range of
activities – from epidemiological
surveillance and political
commitment to case management and
the procurement of drugs – needed to
control tuberculosis.
Available from: WHO, CH-1211
Geneva 27, Switzerland
E-mail: bookorders@who.int
Price: Sw.fr. 25/US $22.50,
Sw.fr. 17.50 in developing countries

Videos
Under the Mupundu Tree
A video about volunteers in home
care for people with HIV/AIDS and
TB in Zambia’s Copperbelt. This 35-
minute video would be useful for
health and development workers in
many countries where volunteers are
involved in community-based
efforts to cope with the impact of
HIV/AIDS and TB.
Available in English, French and
Swahili
Price: £25 for educational and
charitable organisations, £35 to
others, from TALC (address above).

CD-ROMs
Tuberculosis Case Management CD-
ROM
This CD-ROM can be used to train
health workers in the latest ways to
diagnose and treat TB, using the
DOTS approach.
Available from: Quality Assurance
Project Center for Human Services,
7200 Wisconsin Avenue, Suite 600,
Bethesda, MD 20814-4811, USA
Website: www.qaproject.org
Price: free to developing countries,
US$42.50 to others

Electronic materials
The following websites have
information on TB:

www.stoptb.org
Information from the World Health
Organization’s Stop TB
programme, including information
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