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Infection Control in Lesotho

Good infection control is essential to reduce
the risk of TB transmission—and to reduce
stigma.

“We first started treating patients with
MDR-TB in the private wards,” said Dr.
Lethola. “The nurses and the workers who
learned that these were MDR cases did not
want to have anything to do with them. No
one wanted to go into the room,” she said.

So they performed trainings at the
hospital and community clinics on MDR-
TB, infection control, and how to care for
these patients.

Infection control measures include:

* keeping the windows wide open,
especially on opposite sides of the room
(with heaters to keep the patient warm in
cold weather)

* providing respirator masks for the
staff and education on how to use them

* teaching cough etiquette for
the patient

* creating outside waiting rooms

* providing triage for suspected
TB carriers

“The stigma came down,” added Dr.
Lethola. “I cannot say that there is no
stigma, but people have become more
willing to work with these patients.”

Dr. Bayona said that successful
treatment also reduces stigma: “With the
first culture-negative patient, hope began
to spread to health workers and to people
in the community.” Cured patients now
participate in their trainings.

e Need for TB Research and
Development
Safety is also essential for lab technicians
and is another reason Dr. McNerney
worries about rolling out culture-based
diagnoses into new areas. “We're pushing
out culture facilities to people who haven't
got many resources—and these new labs are
expensive to maintain. What happens when
the [biosafety] filter blocks or you run out
of masks? It is dangerous,” she said.

She believes some of other newer
technologies, such as rapid molecular tests
for drug resistance would be much safer for
technicians. The molecular techniques—
with a turnaround time of two days or
less—would also speed the detection of
drug-resistance in smear-positive infectious
cases. “Molecular testing in the next couple

years has the potential to make obsolete
growth-based detection methods for
MDR-TB,”said Dr. O’Brien.

FIND is currently demonstrating one
such system, the HAIN MTBDR Plus
Assay, in South Africa. Even though this
test must be performed in a well-equipped
laboratory by very well trained technicians,
it could be introduced into the laboratories
that currently do HIV molecular tests.

FIND is also working on a rapid
rifampicin resistance test from Cepheid
that could be introduced to peripheral
laboratories, with some electricity, where
microscopy is done.

Dr. Elsa Villarino of the Centers for

“The U.S. government’s
investment in TB research
actually went down last year.”

Disease Control and Prevention believes
such tests could be used for a much more
aggressive treatment algorithm, with a
positive test as a cue to starting a second-
line MDR-TB regimen (culture-based
DST results could be used later to optimize
the regimen). “With rapid detection of
drug resistance, there are improved cure
rates. People get to live long enough to get
treatment, if they start soon enough.”

A point-of-care dipstick test that could
reliably detect TB without any laboratory
infrastructure could have an even greater
impact on speeding access to TB treatment.
But Dr. O’Brien believes that such a test
may still be 10 years away.

New drugs that could improve the
treatment of MDR-TB also seem to be
years away, according to Dr. Mel Spigelman
of the TB Alliance and Dr. David
MecNeeley of Tibotec Pharmaceuticals.
However, at least two compounds could
get to market faster by first being evaluated
against MDR-TB—according to an
article in the recent issue of PloS Medicine
(Mitnick, et al., PLoS Med 4,11 (2007):
€292; doi: 10.1371/journal.pmed.0040292).

Yet the rather meager pipeline is
evidence that the small market for second-
line TB treatment and diagnosis is not
incentive enough to stimulate commercial
interest in research and development, said
Dr. Tido von Schoen-Angerer of MSF—
and that alternate incentivies are needed.

One idea: a sort of Kyoto Treaty
among countries to invest in care and
treatment for diseases of high public health
importance. But countries are currently
showing little inclination toward making
such investments on their own accord.
“Some of the biggest and most powerful
institutions and organizations in the
world did not step up to the challenge,”
said Harrington. “The U.S. government’s
investment in T'B research actually went
down last year—indeed, they gave less in
the first year of the Global Plan than they
gave in the year before the Global Plan!”

Strategies for Moving Forward

“We have to work with the health

workers; the scientists have to be on board,;
community activists have a key role to play,”
Akanni said in her conclusion. “And one

of the key ways is to speed up and scale up
treatment literacy efforts.”

“The community has to become more
involved in research and development,” said
Ezio Santos Filho, an activist from Brazil.
But he also stressed the need to strengthen
existing health systems: “We need new
drug sensitivity tests, but how can we do
that when the systems are broken and the
laboratories don't work? We cannot detach
research and development from the health
systems problems.”

“Nothing is going to translate into
practical changes on the ground within the
next two years,” said Dr. Umesh Lalloo of
the Nelson Mandela School of Medicine.
“In the interim, we should strengthen the
current technologies and facilities we have.”

Activists will have to work together
to get TB programs and research plans, as
outlined in the Global Plan to Stop TB,
2006-2015, fully funded and supported by
political leaders to ensure the prevention of
drug-resistant TB.

One action already taking place is that
PIH and TAG are organizing a meeting to
discuss how the GLC will not be able to
resolve the need for country level capacity
and that activists need to advocate more
with the STP to address this gap.

“We really need a multidisciplinary
approach and the engagement of all the
aspects—the laboratory, clinical, research,
and the community are critical,” said Dr.
Villarino. “Because if one of the parts doesn't
work, really, none of the parts work.” I
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“Cure for AIDS” Finds New Life
Among Scientists and Activists

Scientists at conference examine barriers to curing HIV infection. TAG
proposes workshop in 2008 to move these efforts forward.

'The HIV persistence workshop is

a biannual event held on the small
Caribbean island of St. Maarten. The
goal of the workshop is to bring together
scientists working on issues relating to
the persistence of HIV despite treatment
and potential strategies for curing

HIV (either by eradicating the virus

or rendering it unable to cause disease
without the need for lifelong drug
therapy).

There is continued controversy over
a number of aspects of HIV persistence
and potential barriers to a cure, such as:

* Does HIV continue to replicate in
most people on ART despite viral loads
below the detection limit?

* What is the most important
factor maintaining the reservoir of HIV-
infected cells despite ART?

* Which types of cells are the most
important reservoirs of HIV infection?

* What is the best way of measuring
HIV DNA that is integrated into a

cell’s genome versus DNA that is not
integrated?

* Can intensification of ART (e.g.,
with integrase inhibitors) reduce the HIV
reservoir?

Does HIV continue to
replicate in most people on
ART despite viral loads below
the detection limit?

During the workshop, representatives
from TAG, Project Inform, the FAIR
Foundation and amfAR stressed their
support for more coordinated efforts to
resolve these issues and strengthen and
accelerate research on a cure for HIV
infection.

Toward this end, plans are underway
to sponsor a 2008 workshop on these
specific topics that will bring together
researchers, activists, policy makers, and
funders.

TAG BE INVOLVED

About TAG

Treatment Action Group is an
independent AIDS research and
policy think tank fighting for better
treatment, a vaccine, and a cure for
AIDS. TAG works to ensure that all
people with HIV receive lifesaving
treatment, care, and information. We
are science-based treatment activists
working to expand and accelerate
vital research and effective
community engagement with
research and policy institutions. TAG
catalyzes open collective action by
all affected communities, scientists,
and policy makers to end AIDS.

Program areas include antiretroviral
treatments, basic science, vaccines,
prevention, hepatitis C, and
tuberculosis.

[Make a donation|

Join TAG’s Board

TAG is always seeking new board
members. If you are looking for a
great place to invest your time and
talents, please call Barbara Hughes,
TAG board president, to learn more
about board opportunities with TAG.

212 253 7922
barbara.hughes@treatmentactiongroup.org

Contribute!

TAG welcomes donations from
individuals who want to see the AIDS
research agenda remain responsive
to the needs of all people living

with HIV.

TAG is a not-for-profit organization
founded in 1992 and based in New

York City.
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