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• 3 I’s crafted in 2008

• 2009: “Stop TB Partnership Consensus 
Statement: “IPT works, IPT is safe, IPT 
works with ART or by itself. Ensure that 
all people living with HIV in countries 
where TB is common are offered IPT”

• “Failure to provide IPT is a violation of 
human rights…Let’s just do it!” – Alison 
Grant



Where we agree

• TB prevention needed

• Individual benefit in TST positives

• Toxicity in TST pos acceptable

• Symptom screening adequate

• TST reading something we can get around

• In ART patients, easy to implement

• ? Resistance not a problem - Wim Sturm, 
Robin Wood vs IPTites

http://content.nejm.org.libproxy.lib.unc.edu/content/vol358/issue11/images/large/01f2.jpeg


Only one question:

• Show me a SINGLE successful, scaled non-ART 
IPT programme…

• It is NOT due to workload, opposition to IPT 
alone

• 29,000 people started on IPT - less than 0.1% 
of the estimated 33 million people estimated 
to be infected with HIV globally Global TB Report, 2009



IPT can not work if:

• Patients who are diagnosed HIV 
positive are not retained in the 
system

• And they aren’t

• Also can’t work if drug stock outs!



What evidence do we have for this?
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 Review of data from 2003-2005 from 176 sites in 42 countries (N = 33,008)

When Is Antiretroviral Therapy Started?

Egger M, et al. CROI 2007. Abstract 62.

And the lower the CD4 – the greater ART toxicity!

International phenomenon… Botswana 140, CDC in US – 6 cells gained a year since 
‘opt-out’, AFA…”



WRHI programme?

• Urban and rural: Initiation 
CD4 80-100 since 2004

• Johannesburg inner city –
average CD4 106, despite 70% coverage, and 

massive escalalation of HIV testing

• 14 million HIV tests done in 
last year as part of HCT; 25% 
tested annually 2007  (Shisana, HSRC 

Mandela survey, 2009)



Patients not initiated on 
ARVs in Klerksdorp

31% of the total patients have not been initiated on ARVs

Fig 3. File classifications of patients NOT initiated on ARVs
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• care from HIV test to ART initiation

• < 1/3 of HIV-diagnosed patients in sub-
Saharan Africa remain continuously in 
pre-ART care from HIV test to ART 
initiation



Bottom line:

• If you do not offer ART, people do not come 
back (everywhere on the planet!) – and you can’t give them 

IPT

• For IPT to work, you need a functioning health 
care system



“But it’s a good way to case find!”

• Why not rather case find?



Unintended consequence…

• Managers focus on IPT at expense of other 
‘I’s”

• When there is evidence of rampant 
nosocomial infection



• There has been a doubling in Africa of TB 
1990-2005 (dropped in every other region!)

• 2nd in ‘cause of death’ in SA

• Global TB cure rate for 2005 was 78%, but 
South Africa's - 58%, third worst in the world 
(Zim 59%) Uganda 32% cure, Russia 55%, Zimbabwe 59%, South Africa 58%, Russia 

with a 55% cure rate. 
WHO, 2008



Proportion HIV+ started on IPT South 
Africa, 2008
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Number started IPT per province
South Africa, 2008
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Provinces with 
good 

infrastructure do 
this best – and 

even they battle!

Pepfar



Conclusion

• In weak health care systems, IPT is the least 
important of the 3 Is

• Programmatic pursuit of IPT leads to 
frustration and distraction of the TB 
programme

• Biological efficacy ≠ implementabability

• Lets focus on case finding and infection 
control, and system repair






