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F1 Access: Strategies for health system strengthening, improving access to and quality of health care 

 Leadership & governance 

• Increase the number of health care facilities (especially in rural areas) [1, 2]. 

• Decentralised provision of preventive therapies (PT's) and related services: 

- at health centres rather than just hospitals [3, 4], at the community level (e.g. mobile radiology units) [5]. 

- home-based care for selected patient groups (i.e. HIV+ pregnant women) [6, 7]. 

• Raising community knowledge & awareness about HIV & PT's (via education campaigns, health talks, initiatives [8-10]: 

- to reduce stigma, peoples' fears and misperceptions (e.g. reduce the 'emasculating' stigma of HIV through 

education messages that emphasise how treatment after testing HIV+ can help a man achieve his ‘manly’ roles 

by maintaining his health, allowing him to 'provide for the family') [8, 9]. 

- to sensitise communities about HIV testing and CPT's benefits (e.g. malaria prevention during pregnancy, 

prevention of opportunistic infections among babies born to HIV+ mothers) [8]. 

- to increase knowledge regarding the importance of IPT, its benefits and the purpose of taking it [9, 10]. 

- consider incorporating IPT into the training curriculum of undergraduate students [9]. 

• Encourage companies to support employee health to reduce stigma at the workplace [8]. 

• Strong commitment and strategic implementation support from policymakers and health authorities [10, 11]: 

- National advocacy for IPT [10]. 

- Stakeholder engagement: involving policymakers, higher level supervisors and health providers in the 

development of policies & guidelines, in the planning of resources for monitoring, the supervision and 

evaluation of outcomes particularly needed for the effective implementation of IPT [10]. 

- Planning for policy implementation: according to the target dimension (e.g. piloting, large scale roll-out) and 

ensuring additional resources depending on the complexity of the intervention (e.g. CPT<IPT) [12]. 

• Monitoring & Evaluation (M&E) of the implementation [12]: 

- Clearly defined, standardised indicators to evaluate the implementation progress (i.e. IPT programme) [11]. 

- Decentralised responsibility of M&E (e.g. long term external oversight from district level management) [13]. 

- Need for (informatic) tools and skills for routine tracking of data (e.g. initiation, coverage) [14]. 

- Sharing summary data with higher-level health authorities (district team, provincial team, MoH) [14]. 

- Need for a well-defined feedback mechanism of reporting indicators [10]. 

- Reflecting on results, adapting the implementation process if necessary [12]. 

• Ensuring national and regional policies exist on: 

- Stigma reduction strategies at the patient and community level (e.g. education about HIV, TB and the concept 

of prevention through teaching in schools, mass media, lectures on the radio, TV, skill building for potential 

perpetrators of stigma, involving peers) [8]. 

- Strict policies for providers on patient confidentiality and supportive service provision [15]. 

- HIV service integration (with TB care, family-, well-child- & maternal health care) [8, 16-21]. 

- Assessment of patients migration, travelling and relocation intentions and directions on how providers should 

proceed (e.g. clinic transfer, therapy prescription of >2months in advance) [18, 22]. 

- Defining HIV service delivery strategy for vulnerable groups (i.e. commercial sex workers) [23]. 

- Financial relief for PLHIV (subsidised transport to the clinic, free consultation, free treatment) [4, 15]. 

- Social security benefits (e.g. disability grants for HIV/ AIDS, child support for caregivers of HIV+ children, 

nutritional support, food-partnerships with farmers, gardening or sustainable nutrition programmes) [15]. 

- IPT policy modification and adequate dissemination [24]. 

 Consider Policy update for IPT 

 • Considering (local, regional, national) lessons learnt for policy development of IPT delivery strategies [15, 17]  

- to identify specific target groups for scaling-up IPT (e.g. children and adolescents with HIV) [14, 25] 

• Involving health providers in the development of the IPT guidelines to promote their agreement with IPT [10] 

• Define set of minimum criteria to be met for IPT enrolment, such as: 

- Acceptance of HIV diagnosis [18] or openness about HIV status [15]. 

- Adherent to other intensive treatment regimen (e.g. ART) [15, 18]. 

- Regular clinic attendance (e.g. for at least 3 months or 4 visits) [15]. 

- Counselling for patients newly diagnosed, or not yet on ART, before IPT initiation [18]. 

- Requirement to attend support groups or linking HIV+ patients to community tracing [15]. 

• Allowing more time for patients to accept their HIV diagnosis before enrolment in intensive treatment regimen [15, 22]. 

• Simplifying and clarifying IPT policy [11, 13, 24, 26]: 

- Eligibility criteria; How to rule out active TB [24], role of chest radiography [24]. 

- Consider using the WHO symptom screening algorithm (TST, chest radiology not mandatory) [11, 27]. 

- Necessity to provide IPT together with pyridoxine [10]; monthly versus 3-monthly INH drug refills [10]. 

- Health provider considerations before initiating IPT (e.g. clinical state, concurrent drug regimen) [10]. 
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F1 Access: Strategies for health system strengthening, improving access to and quality of health care (continued). 

 Strengthen clinical information systems 

• Allocate resources to data collection, data recording and data management (e.g. data clerks, stationery items) [5, 26]. 

• Update and ensure the distribution of tools (paper-based or electronic ) to record IPT and patient information [5]. 

- Paper-based IPT monitoring tool (that allows recording patients' TB screening information prior to and upon IPT 

completion, side effects, documenting last drug pickup, refill periods [28]. 

- Mobile application developed by WHO or adapting the app to local needs to improve recording of IPT [4].  

- Ensure tools allow efficient recording of patient information (e.g. integrated ART/ IPT registers and prescription 

forms) [26, 28], patient tracing between clinics and patient loss to follow-up [12]. 

- Ideally one file held per patient in semi-integrated/ integrated facilities [19, 21]. 

• Improve reporting accuracy [11]: 

- Clearly written instructions to guide providers in recording of clinical data [29]. 

- Conducting periodic surveys of patient cards to ensure the quality of routine recording [21]. 

• Consider the implementation of an electronic medical record (EMR) system if the following minimum system 

requirements are met: adequate data quality, reliable electricity, hardware & supplies, functional printers [5].  

• Monitoring of risks (i.e. adverse reactions, drug interactions) and benefits of PT's [15, 17, 18]. 

• Monitoring of antimicrobial resistance [30, 31]. 

 Pharmaceutical management 

• Consider the authorisation of shorter TB preventive therapy regimen recommended by WHO [10, 11]. 

• Consider the use of ART/INH combination therapy in one tablet [9] or combined pre-packaging of ART and INH [32]. 

• Strengthen central procurement & supply chain management; Empower district TB office to procure INH locally [4]. 

• Consider authorising dispense of INH at referral centres closer to patients' homes [4]. 

• Considering potential peaks of INH demand (1. during scale-up, 2. when patients turn eligible for a repeat course) [28]. 

Service delivery considerations 

• Patient-centred approach [33]: 

- Facilitate good and trusting health provider-patient relationship [15, 18, 22]. 

- Ensuring patients' confidentiality (e.g. avoiding different queues or consultation rooms for HIV services at the 

health centre [9], or deliver HIV services separate from the general outpatient facility [8, 15].  

 • Empowering patients through knowledge and education [2, 8, 9, 14, 15]: 

- General information: living healthy with HIV, the concept of prevention and that PT is taken when asymptomatic 

[18]. TB risk and TB prevention [6, 17, 34]. 

- Information about CPT [34]: Benefits - prescribed for preventing infections or 'to strengthen patients with low 

immunity', discouraging self-medication and pill sharing [31], importance of taking the correct drug amount, 

adherence to CPT during the prescribed duration [31], CPT can be used concurrently with ART and TB 

treatment [34], safety of CPT and potential side effects, side effects that require interruption of CPT, and that 

there is an alternative medicine (dapsone) [34]. 

- Information about IPT [16-18, 23, 35]: Benefits, e.g. prescribed for preventing TB and not to alleviate symptoms 

[11, 18], importance of IPT [1], adherence to IPT, correct administration and duration of IPT [18], concurrent 

use with other treatments (e.g. ART), potential side effects (some treatable with pyridoxine), side effects 

requiring therapy interruption [18], encouraging reporting of side effects or complaints [18] 

• Consider alternative approaches to deliver PT's: 

- TB/HIV service integration (requires close relationship between TB and HIV programmes, political will and 

considerable routine planning, coordination and monetary efforts [10, 16, 17, 21, 25]. 

- 'Directly observed therapy' (DOT) approach for IPT [9]. 

- Pharmacists delivering IPT (i.e. TB symptom screening, patient education, prescription and follow-up) [32]. 

• Develop patient education materials and ensure their distribution and availability at the health facilities [34]. 

• Consider establishing an initiative that engages patients' cultural, religious and spiritual beliefs (e.g. engage traditional 

healers to work alongside health providers in the clinic environment) [8]. 

Health system financing 

• Financial commitment of Ministry of Health & donors [12] to fund HIV response [12], TB/HIV service collaboration [24]. 

• Additional funds needed for employment of health providers [12, 26], commodities and lab facilities [12]. 

 Strengthen health provider capacity and knowledge  

• Additional employment & shifting tasks to lower cadre to scale up HIV care and PT [7, 16, 21, 29, 32, 36, 37]. 

- Ensuring a reasonable patient-provider ratio [13], hiring personnel dedicated to IPT related activities [10]. 

- Involving nurses [36], lay counsellors [29], pharmacists [32], social- and community workers [16], as well as 

PLHIV [7, 21] (i.e. peers, expert patients) to provide psychological support, PT, basic tasks, dispense tablets. 

• Ensuring provider training & refresher training [3, 6, 13, 16, 17, 21, 24, 26, 29, 33, 37]. 

• Improving the working conditions of health providers (e.g. work environment, reduce provider workload) [10, 11]. 
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F2 Entry to health facility: Strategies to enhance patients' willingness and feasibility to enter public healthcare 

 • Welcoming and safe clinic environment, friendly and supportive health providers [15, 33]. 

• Making visits brief & convenient (i.e. offering all services on all clinic days, adding weekend clinic hours) [2, 17]. 

• Ensuring patients' confidentiality to reduce the fear of stigma/ discrimination [8, 15, 29]. 

• Encouragement & advice from peers (post -test club, support groups) [15, 16]. 

• No clinic consultation fees; no dispensing fees for patients with chronic diseases (i.e. HIV) [15, 21]. 

• Building incentives into service delivery (e.g. subsidized transport/ reimbursement, nutritional support) [1, 15, 22, 35]. 

• Family & community support and encouragement (emotional, financial, organisational support) [8, 15, 18]. 

• Consider integrating alternative medicine, church services, and family counselling into public health care if western 

medicine is not widely accepted (i.e. opposed by family, friends, church leaders, traditional medicine) [15]. 

• Providing patient information during pre-and post-test counselling [1, 8, 16, 18] or every clinic visit [6]. 

F3 Eligibility: Strategies to increase health providers willingness and capability to determine patients' eligibility for PT's 

 • Empowering providers through training [3, 4, 6, 10, 11, 13, 15-17, 21, 24, 26, 28, 29, 33]:  

General information:  

- current epidemiology of HIV & TB [3, 17] and TB/HIV collaborative service provision [21]. 

- clinical particularities of TB/HIV co-infection [17], managing complex cases [38]. 

- current policies and guidelines regarding the treatment of latent TB, TB and HIV [13]. 

- public health importance of detecting and treating active TB among patients with HIV [17]. 

- How to facilitate nutritional support and social security grants [15]. 

- Communication skills (facilitating a good and trusting provider-patient relationship) [33]. 

Information on CPT: 

- CPT for HIV+ pregnant women [6, 37] and HIV-exposed babies [37]. 

Information on IPT: 

- Benefits of IPT [11], importance of IPT/ treating latent TB among patients with HIV [13, 17]. 

- Present current research consensus supporting IPT [17], showing IPT does not promote INH resistance [24]. 

- How to rule out TB and determine if patients are eligible for IPT. 

- Increase providers’ confidence [3], capability [11] and motivation to prescribe IPT [11]. 

- Managing side effects and supporting patients to complete IPT [33]. 

- Difference between tuberculin and BCG vaccine (if applicable) and monitoring the tuberculin cold chain [39] 

• Measures to improve health providers' acceptability of IPT [10], their confidence and motivation to prescribe IPT: 

- Mentorship [3, 9, 13, 28], supportive supervision [3, 10, 17, 28] (e.g. from district level coordinators [13]), 

selecting and training an 'IPT champion' [13, 24], text messaging reminders of key criteria to determine IPT 

eligibility [13], ensuring a consistent supply of INH and pryridoxine [3]. 

- Involving local opinion leaders to change providers perception about IPT [2]. 

 • Ensuring capacity for TB diagnosis & TB treatment essential for provision of IPT (i.e. adequate number of trained 

providers, facility infrastructure, ensuring a consistent supply of drugs) [3, 5, 26]. 

• Ensuring guidelines are well written, understandable and available at the health facility level [3, 6, 10]. 

• Ensuring routine evaluation and re-evaluation of patients' eligibility for IPT [9, 32]. 

• Availability of IPT recording tool (e.g. IPT register/ monitoring tool) [28]. 

• Tools to document IPT status (e.g. sticker reminder on patient file) [28]. 

• Tools to guide IPT decision making (e.g. paper-based work aid, or embedded electronic tool) [5].  

F4 Provision: Strategies to enhance health providers' prescribing practices of PT's (particularly IPT) 

 • Closing providers' knowledge gaps and enhancing their attitudes towards PT (particularly regarding IPT): 

- Educational campaigns & advocacy activities that include evidence basis and involve local opinion leaders, 'IPT 

champions' setting an example, prescribing IPT; positively influencing attitudes toward IPT [5, 17, 24, 33]. 

• Visible leadership, supervision and support of health providers: 

- Roles & responsibilities in PT provision clear [15, 29]. 

- Reinforcing national guidelines, provider encouragement by IPT champion and at weekly group meetings [13]. 

- One-on-one mentorship & supervision with feedback to support continuous skill acquisition and health 

providers' confidence to deliver tasks (e.g. ruling out TB, recording patient information, prescription of PT, 

prepare for- and managing side effects, treatment decisions for complex cases) [3, 11, 13, 17, 18, 24, 38, 39]. 

- Quality improvement approach to identify problems and take corrective action (teaching basic concept, routine 

data collection, chart analysis, weekly collaborative meetings to discuss successes and challenges) [28, 33]. 

- Quarterly site visits for record review (e.g. organised by district TB, HIV programme managers) [9, 28]. 

• Empowering patients to ask for IPT (e.g. posters and health education sessions at the health facility) [13]. 

• Review the process of PT delivery [39], tailoring it to the clinic routine [11], considering contextual challenges [10]: 

- Participatory approach (involving health providers) [11, 39], generation and use of data, lessons learnt [28]. 

- Consider reorganising services, improving patient flow within the clinic to avoid long waits [12, 15, 17]. 
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F5 Availability: Strategies to improve the availability of PT's at public health facilities and pharmacies 

 • Focus on ensuring the availability of CTZ and INH [5, 9, 13, 18, 26]: 

- Improving technical and logistic capacity at health facilities [10]. 

- Personnel responsible for inventory management, stock audits & the availability of stock at each level [5, 18]. 

- District level initiatives to improve INH availability (e.g. monthly monitoring of INH) [13]. 

- Improving supply chain management [3, 5, 10, 26, 28, 37]. 

- Implementing a stock inventory management system [6], detailed accounting of stock supplies at all levels [5]. 

- Quantification and demand forecasting [6]; include back-up stock (additional buffer) [5]. 

- Routine stock audits to identify & address INH stock-outs at health facilities and pharmacies [35]. 

- Developing stock capacities centrally, decentralised and at the health facility level [5, 40]. 

• Health facility approach for insufficient stock: 

- Prioritising patient subgroups (e.g. based on CD4 count, compliant with clinic visits, adherence to ART) [4]. 

- Earmarking drugs for a full course of IPT (e.g. 6-months) for each patient who initiated IPT [4, 28]. 

• Health facility approaches in case of stock-outs:  

- Informing patients about stock-outs to avoid confusion (e.g. patient may think he/she completed PT) [18]. 

- Prescribing alternative formulation of CTZ/ INH (e.g. tablets instead of suspension for children) [37]. 

- Advising patients to return when stock is available [37] or buy CTZ/ INH in private pharmacies [6, 21, 31, 37]. 

F6 Adherence: Strategies to enhance patients willingness and feasibility to adhere to PT's 

 • Individual assessment of patients' needs, concerns and feasibility to initiate IPT: 

- Consider initiating IPT at the time of HIV diagnosis [25]. 

- Need for providers to discuss patients' feasibility of (e.g. monthly) clinic visits, and offer PT based on individual 

assessment of patient's needs, concerns and commitment to follow clinic visits [18, 22, 37]. 

- Discussing patients' travel plans (e.g. consider prescribing >2months of IPT for patients who will travel [18].  

- Facilitate clinic transfer between different cities/ provinces or allow treatment supply in advance [18]. 

• Allowing more time before enrolling patients into intensive treatment regimen (if policy & guideline allows) [15, 16] . 

• Educating patients before initiating IPT [9]: 

- Risk of developing TB, importance of IPT, side effects; dapsone, pyridoxine to manage side effects [9, 18, 34]. 

- Encouraging patients to report problems or complaints [18], support patients in managing side effects [9]. 

- Encourage patients to disclose HIV diagnosis to a trusted person or family member [15]. 

• Health facility support services: 

- Support groups, nutritionist, food parcels, multivitamins [15], transport support [4, 15]. 

- Couple testing [8], Involvement of partner/ friend during initiation of IPT; ensuring family approval of PT [1, 8]. 

• Patients' adherence support: 

- Social support or feeling comfortable taking PT in front of others [1, 6, 8, 20, 33]. 

- Reminder systems developed by patients (e.g. phone alarms [8, 22], marking a calender [22]). 

- Adherence club member collects ART and INH for the group members [9]. 

• Health facility-based adherence support: 

- clinic visit reminders or follow-up by health providers (e.g. through phone calls, home visits to follow up and 

encourage defaulters/ community tracing) [3, 6, 15, 16, 22]. 

- Adherence assessment (patient self-report, pill counts during treatment refills, INH metabolite testing) [6, 35]. 

- Provider encouragement and follow-up to adhere to PT [3, 9]. 

F7 Retention in care: Strategies that encourage patients' completion of PT 

 • Patients self-motivation:  

- Belief that PT is useful improves health status or is important to prevent disease [1, 8, 9, 18, 33, 34]. 

- Belief in personal health threat or fear of disease (e.g. concern about family) [8, 22]. 

- Belief in the effectiveness of health care, understanding the importance of PT's. 

• Acceptance of HIV status, disclosure to supportive person, comfortable to take PT in front of others [9, 15, 22, 23].  

• Reducing patients' need to travel to multiple clinics: 

- Same-day appointments for family members [8]. 

- HIV service integration with other services (e.g. providing ART + IPT; TB treatment + CPT at the same time and 

location) [10, 17, 18, 21, 32]. 

• Reducing patients' frequency of health facility visits and medication pickups: 

- Differentiated care: e.g. quarterly clinic attendance for clinically 'stable' PLHIV [18, 33]. 

- Home visits or home-based care (with health facility referral of complex cases) [6, 33]. 

- Adherence club member collects ART and INH for the group of members [9]. 

• Positive attitudes of health providers or good provider-patient relationship [9]. 

• Patient follow-up or linking HIV+ patients to community tracing in case they miss clinic appointments [3, 15]. 
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