
 

 

Adaptable 2-Page FAQ for Programmatic Staff 

Intended End-User: Programmatic in-country staff with basic, overarching questions about TPT implementation (e.g. 
sub-national level).  
 
Goals of Tool:  1. Answer basic frequently asked questions (FAQs) about TPT implementation 

2. Remind programmatic staff that TPT implementation is evidence-based, important for quality HIV care 
delivery, guideline-recommended, and feasible 

 
Description: This tool has been developed to support national programs and their CDC support teams to promote TPT 
uptake in sub-national (e.g. regional) and site-level programs, by emphasizing the importance of TPT implementation, 
answering basic FAQs and providing reference to the updated WHO LTBI guidelines and FAQs for those who have further 
questions. 
 
Instruction to end-users: CDC staff (HQ or in-country) or national-level program staff should customize the fillable parts 
of this template to the country-specific context in advance of use (or in advance of an HQ TDY) 
 
Note: This tool was developed by the TPT Unit within CDC’s Division of Global HIV and TB, and is available for 
adaptation by in-country teams as they see fit. Please let us know if you use it in some form, so that we can keep 
track of its impact and any modifications that have made it more useful in practice. 
 

  



 

 

Why should [Country X] care about scaling up TPT?  
TB is the leading cause of death for people living with HIV (PLHIV), accounting for XX,000 deaths among PLHIV 
in [Country X] in 2016. TB preventive therapy/treatment (TPT) works synergistically with antiretroviral therapy 
(ART) to reduce TB morbidity and incidence among PLHIV, and has also been shown to independently reduce 
mortality. TB prevention is key to ending the TB epidemic, and reducing economic costs. Of note, isoniazid 
(INH) preventive therapy/treatment (IPT) is a commonly used form of TPT. 
 

What is the global standard of care? 
TPT has long been a World Health Organization (WHO) and PEPFAR priority, but with slow uptake globally.  
 

  New 2018 WHO Guidelines recommend TPT for all of the following people:1 

 Adults and adolescents living with HIV and unlikely to have active TB, irrespective of ART use, degree of 
immunosuppression, prior TB treatment, and/or pregnancy  (pregnancy data now under re-review) 

 Infants <12 months living with HIV, in contact with a case of TB, whose investigation shows no active TB 

 Children ≥12 months living with HIV, with no contact with a case of TB, and screen negative for active TB 

 All children living with HIV (CLHIV) who have successfully completed treatment for TB disease 

 Children, adolescents and adults who are household contacts of people with bacteriologically confirmed 
pulmonary TB and not found to have active TB (see guidelines for nuances of this recommendation) 

 
What is the status of TPT implementation in [Country X]?  
In 2016, [Country X] only had an estimated XX% of newly enrolled PLHIV, and XX% of children <5 years who 
were household contacts of bacteriologically-confirmed TB cases, on TB preventive therapy. 20XX National 
Guidelines recommend [regimen and duration] and [insert more concise national context per TPT 
questionnaire------------------------------------------------------------------------------------------------------------------------------
------------------------------------------------------------------------------------------------------------------------------------------------
-----------------------------------------------------------------------------------------------------------------------------------------------] 
 

What policies and national strategies are needed for successful TPT scale-up? 
National HIV and TB programs should work together to ensure that specific recommendations and/or 
strategies for TPT are in place and implemented in a coordinated manner (including for HIV-negative children 
<5 years who are household contacts). In addition to policies and guidance, advocacy, community 
sensitization, formal staff training, education, and communication materials are critical for TPT scale-up 
success. Situational assessment can determine what type of service delivery models are likely to be successful. 
 

What options exist for latent TB infection (LTBI) treatment? 
Country X can consider a continuous or one-time TPT regimen based on feasibility and TB incidence. In settings 
with high TB incidence, WHO currently recommends any of several options:1 

 Isoniazid (INH) monotherapy for 6 months for both adults and children 

 Rifampicin (RIF) + INH daily for 3 months for children and adolescents <15 years 

 Rifapentine (RPT) + INH weekly for 3 months for both adults and children (conditional recommendation) 

 ≥36 months IPT for adults/adolescents with HIV in settings with high TB incidence and transmission 
Notably, RIF and RPT regimens should be selected with caution for PLHIV on ART due to potential drug-drug 
interactions (studies are pending to examine safety of rifapentine [e.g. 3HP or 1HP] use with dolutegravir) 
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Is testing for LTBI needed to determine TPT eligibility? 
Either a tuberculin skin test (TST) or interferon-gamma release assay (IGRA) can be used to test for LTBI. 
Although PLHIV with a positive LTBI test benefit more from TPT, and LTBI testing can be incorporated into 
national strategies where feasible to identify these people, it can be resource-intensive and of limited 
additional value. Thus, it is not a requirement for initiating TPT in PLHIV or child household contacts <5 years. 
 

How can clinicians reliably rule out active TB disease before initiating TPT?  
There is no evidence of a significant association between TPT and resistance to TB drugs, however active TB 
must be excluded prior to TPT initiation, with regular follow up to ensure early identification of people who 
develop active TB while on TPT. Adults and adolescents living with HIV should be screened for TB according to 
a clinical algorithm, and those without current cough, fever, weight loss or night sweats are unlikely to have 
active TB. Infants and CLHIV with poor weight gain, fever or current cough, or a history of TB case contact 
should be evaluated for TB. Chest radiography may be offered if available, especially for PLHIV on ART, though 
it is not required to rule out active TB. [Country X] should have systems in place to conduct active surveillance 
for drug resistance, and offer drug susceptibility testing to patients who develop active TB after receiving TPT. 
 

How can adverse events be prevented, detected and monitored? 
INH-associated neuropathy can be prevented with concurrent use of pyridoxine (vitamin B6). The reported 
risk of INH-associated hepatotoxicity is generally low, but can increase markedly with regular/heavy use of 
alcohol or other hepatotoxic substances, concomitant nevirapine, and active hepatitis (all  contraindications 
to TPT), as well as severe immunosuppression. Programs should ensure careful screening for high-risk 
individuals by well-trained providers, who should refrain from prescribing TPT if there is clinical concern for a 
TPT contraindication. Patients should be thoroughly educated to stop therapy and report for evaluation if they 
develop any symptom, and clinics should appropriately monitor (by direct or remote review of symptoms) for 
adverse events. Serious events should be reported to [Country X]’s surveillance system per national protocols. 
 

How can adherence to and completion of TPT be maximized? 
There is evidence that TPT adherence and satisfaction can be improved with integration of TB and HIV services, 
INH co-formulation with cotrimoxazole and B6 (now WHO pre-qualified and globally available), expansion of 
access hours, training of healthcare workers on motivational interviewing, SMS messaging for treatment 
support, and in-depth counselling by knowledgeable providers (who explain the importance and possible side 
effects), etc. Interventions to improve adherence should be tailored to specific needs of patient populations. 
 

How can TPT supply chains be managed and strengthened? 
In advance of TPT scale-up, [Country X] should forecast anticipated needs (including for child-friendly doses 
+/- vitamin B6) and best options for reliable procurement, warehousing and distribution to ensure reliable 
supply chains for TPT. Considerations for programs include setting aside full TPT regimens for each patient 
(e.g. at ART initiation), and establishing “pull” mechanisms for sites that anticipate running out of stocks.  
 

What systems should be in place for TPT data collection and reporting? 
[Country X] may need to adapt current data collection registers to capture IPT duration, completion, outcomes 
and monitoring for adverse events. Standardized WHO-recommended indicators are available in their new 
guidance.1 In addition, PEPFAR programs will continue to monitor TB_PREV (the number of PLHIV completing 
or maintained on a course of TPT divided by the number expected to complete within a reporting period). 
 

Other Resources: 
1. Latent Tuberculosis Infection (LTBI): Updated and Consolidated Guidelines for Programmatic Management. WHO; 2018. 
2. Pathmanathan I, et al. TPT for PLHIV: Key Considerations for Scale-Up in Resource-Limited Settings. IJTLD. 2018; 22(6): 596-605   


