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As noted above, however, antiretroviral treatment may be lifesaving for patients with ad-

vanced HIV infection. Consequently, concurrent treatment may be necessary in patients 

with advanced HIV disease (e.g., circulating CD4+ T lymphocyte count <200/μL). It should 

be emphasized, however, that treatment for tuberculosis should not be interrupted in 

order to initiate antiretroviral therapy, and, in patients with early stage HIV infection, it may 

be safer to defer antiretroviral treatment until at least the completion of the initial phase of 

tuberculosis treatment.163 

There are a number of problems associated with concomitant therapy for tuberculosis 

and HIV infection. These include overlapping toxicity profiles for the drugs used, drug-

drug interactions (especially with rifamycins and protease inhibitors), potential problems 

with adherence to multiple medications, and immune reconstitution inflammatory reac-

tions.10,163 Consequently, consultation with an expert in HIV management is needed in 

deciding when to start antiretroviral drugs, the agents to use, and plan for monitoring for 

adverse reactions and response to both therapies. (For a single-source reference on the 

management of tuberculosis in patients with HIV infection see the WHO manual TB/HIV: 

A Clinical Manual.166)

Patients with tuberculosis and HIV infection should also receive cotrimoxazole (trimethoprim-

sulfamethoxazole) as prophylaxis for other infections. Several studies have demonstrated 

the benefits of cotrimoxazole prophylaxis, and this intervention is currently recommended 

by the WHO as part of the TB/HIV management package.163,166,168,173-175 

All patients with 

tuberculosis and  

HIV infection either 

currently are, or will 

be, candidates for 

antiretroviral therapy. 

Antiretroviral  

therapy results in 

remarkable 

reductions in 

morbidity and 

mortality in HIV-

infected persons.
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Standard 16.	Persons with HIV infection who, after careful evaluation, do not have active 
tuberculosis should be treated for presumed latent tuberculosis infection with 
isoniazid for six to nine months.

Rationale and Evidence Summary

Data from a recent systematic review indicate that isoniazid, given to persons with HIV 

infection who do not have active tuberculosis, reduces the risk of tuberculosis by 

approximately 33% compared with placebo.176 The protective effect decreases 

with time after treatment but may persist for two to three years. The benefit is 

most pronounced in persons with a positive tuberculin skin test (~64% re-

duction) and is substantially less (14%) in persons with negative or unknown 

tuberculin skin test results. After excluding active tuberculosis, isoniazid 

(approximately 5 mg/kg/day-300 mg/day maximum) should be given to 

persons with HIV infection who are known to have latent tuberculosis 

infection or who have been in contact with an infectious tuberculosis 

case. If performing a tuberculin skin test is not possible, isoniazid is rec-

ommended for all persons with HIV infection who live in areas with an 

estimated prevalence of latent TB infection >30%.177 More recently, 

evidence has shown that the combined use of isoniazid preventive therapy 

and antiretroviral therapy among people living with HIV significantly re-

duces the incidence of tuberculosis.178 

Careful attention must be paid to excluding current active tuberculosis before start-

ing isoniazid. Patients must be carefully questioned about symptoms that could possibly 

indicate the presence of active tuberculosis. These symptoms include cough, fever, night 

sweats, and weight loss. A physical examination should focus on chest findings and the 

presence or absence of focal lymphadenopathy. The usefulness of chest radiography has 

not been established in the screening process.179 
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Standard 17.	All providers should conduct a thorough assessment for co-morbid conditions 
that could affect tuberculosis treatment response or outcome. At the time the 
treatment plan is developed, the provider should identify additional services that 
would support an optimal outcome for each patient and incorporate these ser-
vices into an individualized plan of care. This plan should include assessment of 
and referrals for treatment of other illnesses with particular attention to those 
known to affect treatment outcome, for instance care for diabetes mellitus, drug 
and alcohol treatment programs, tobacco smoking cessation programs, and other 
psychosocial support services, or to such services as antenatal or well baby care.

Rationale and Evidence Summary

In addition to the location, severity and extent of tuberculosis, a number of other factors 

can affect the response to and outcome of treatment. These factors include concomitant 

illnesses (such as diabetes mellitus) psychosocial issues, and socioeconomic barriers to 

treatment completion.2 In working with a patient to treat tuberculosis, the provider 

must assess and address other contributing factors to ensure that there is the 

greatest chance of cure. Addressing co-morbid conditions commonly associ-

ated with tuberculosis can decrease treatment default, prevent drug resis-

tance, and decrease treatment failures and deaths.

There are a number of conditions that are either risk factors for tubercu-

losis or are common in patients with the disease. Many of these can 

adversely affect treatment outcome. These include HIV (discussed 

above), other immunosuppressive disorders, diabetes mellitus, malnutri-

tion, alcoholism, other substance abuse, and tobacco use.180-182 Clini-

cians should take individual risk factors into account and carry out the 

necessary tests to evaluate co-morbid conditions relevant to tuberculosis 

treatment response and outcome. These should be provided free of charge 

to the patient.

Social factors125,126 may also be important in influencing treatment response and 

outcome, and interventions should be considered to mitigate their impact. Homeless-

ness, social isolation, migration for work, a history of incarceration, and unemployment 

have all been cited as barriers to treatment adherence and risk factors for poor treatment 

outcome.11,125,126  Having a diagnosis of tuberculosis may serve as an entry point to health 

care and psychosocial services that can enhance treatment completion. Treatment sup-

port including psychosocial support is a cornerstone of the best practices for tuberculosis 

treatment described in detail in Best Practice for the Care of Patients with Tuberculosis: 

a guide for low-income countries.183 By providing patients with referrals to accessible 

services for co-morbid conditions of any kind, the provider enhances their chances for 

cure in the shortest possible time and contributes to increasing the overall health of the 

community.

It is recognized that not all necessary services are currently available in the areas most in 

need of this support. To the extent these services are available, they should be fully utilized 

to support tuberculosis patient treatment. Where they are not available, plans to enhance 

relevant capacities should be incorporated into local, regional, and national tuberculosis 

control strategies.
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Standards for Public Health

Standard 18.	All providers of care for patients with tuberculosis should ensure that persons 
who are in close contact with patients who have infectious tuberculosis are eval-
uated and managed in line with international recommendations. The determina-
tion of priorities for contact investigation is based on the likelihood that a con-
tact: 1) has undiagnosed tuberculosis; 2) is at high risk of developing tuberculosis 
if infected; 3) is at risk of having severe tuberculosis if the disease develops; and 
4) is at high risk of having been infected by the index case. The highest priority 
contacts for evaluation are:

•	 Persons with symptoms suggestive of tuberculosis
•	 Children aged <5 years
•	 �Contacts with known or suspected immunocompromised states, particu-

larly HIV infection
•	 Contacts of patients with MDR/XDR tuberculosis

Other close contacts are a lower priority group.

Rationale and Evidence Summary

The risk of acquiring infection with M. tuberculosis is correlated with intensity and duration 

of exposure to a person with infectious tuberculosis. Close contacts of patients with 

tuberculosis, therefore, are at high risk for acquiring the infection. Contact investigation is 

considered an important activity, both to find persons with previously undetected tuber-

culosis and persons who are candidates for treatment of latent tuberculosis infection.184,185

The inability to conduct targeted 

contact investigations results in 

missed opportunities to prevent 

additional cases of 

tuberculosis, especially among 

children. Thus, more energetic 

efforts are necessary to 

overcome these barriers to 

optimum tuberculosis control 

practices.
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A systematic review of more than 50 studies on household contact investigations in high 

incidence settings showed that, on average, about 4.5% of the contacts were found to 

have active tuberculosis.186 The median number of household contacts that were evalu-

ated to find one case of active tuberculosis was 19 (range 14–300). The median propor-

tion of contacts found to have latent infection was 51%186 The median number of contacts 

that were evaluated to find one person with latent tuberculosis infection was 2 (range 

1–14). Evidence from this review suggests that contact investigation in high incidence 

settings is a high-yield strategy for case finding.

Among close contacts, there are certain subgroups (e.g., children and persons with HIV 

infection) that are particularly at high risk for acquiring the infection with M. tuberculosis 

and progressing rapidly to active disease. Children (particularly those under the age of five 

years) are a vulnerable group because of the high likelihood of progressing from latent 

infection to active disease. Children are also more likely to develop disseminated and 

serious forms of tuberculosis such as meningitis. The Union, therefore, recommends that 

children under the age of five years living in the same household as a sputum smear-

positive tuberculosis patient should be targeted for isoniazid preventive therapy (after 

exclusion of tuberculosis to prevent de facto monotherapy of tuberculosis).102,187  Similarly, 

contacts who have HIV infection are at substantially greater risk for progressing to active 

tuberculosis. Unfortunately, lack of adequate staff and resources in many areas makes 

contact investigation difficult. This inability to conduct targeted contact investigations 

results in missed opportunities to prevent additional cases of tuberculosis, especially 

among children. Thus, more energetic efforts are necessary to overcome these barriers to 

optimum tuberculosis control practices.

Standard 19.	Children <5 years of age and persons of any age with HIV infection who are close 
contacts of  an infectious index patient and who, after careful evaluation, do not 
have active tuberculosis, should be treated for presumed latent tuberculosis 
infection with isoniazid.

Rationale and Evidence Summary

Young children and persons with HIV infection are especially vulnerable to developing 

tuberculosis if infected and, thus, should be carefully evaluated for the presence of active 

tuberculosis.187,188  To minimize the risk of their developing tuberculosis, once active dis-

ease is excluded, children <5 years of age and persons with HIV infection should be 

treated with isoniazid, 10 mg/kg/day (up to a maximum of 300mg) for six months on the 

presumption that they have been infected by the index case.102,177  The screening of chil-

dren for active tuberculosis can be accomplished by a careful medical history and physi-

cal examination, as illustrated in Figure 2. Persons with HIV infection are evaluated as 

described in Standard 16.
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Figure 2. 

Approach to evaluation and management of children in contact with an infectious 
case of tuberculosis when a tuberculin skin test (or interferon-gamma release 
assay) and chest radiograph are not available

1.  If tuberculosis is suspected evaluate as described in Standard 6
2.  Treat with isoniazid 5mg/kg/day for six months
3.  No treatment should be given unless the child is HIV-infected in which case give isoniazid 5mg/kg/day

Child in close contact with case of smear-positive PTB

Aged <5 years Aged ≥5 years

Well Well

6H2 No treatment3

If becomes 
symptomatic

If becomes 
symptomatic

Symptomatic1 Symptomatic1

Evaluate for TB disease
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Standard 20.	Each healthcare facility caring for patients who have, or are suspected of having, 
infectious tuberculosis should develop and implement an appropriate tuberculo-
sis infection control plan. 

Rationale and Evidence Summary

M. tuberculosis is spread nearly exclusively via the air, thus, the simple act of sharing air 

with a person who has infectious tuberculosis may result in transmission of the infec-

tion. There have been a number of well-documented outbreaks of tuberculosis 

including MDR and XDR tuberculosis that have occurred in healthcare facili-

ties.144-147 Because of the concern with transmission of both drug-resistant 

and drug susceptible M. tuberculosis in facilities providing care for patients 

with tuberculosis, infection control is now recognized to be of considerable 

importance.189,190

Infection control for tuberculosis consists of managerial activities at the 

facility level and a hierarchy of three categories of control measures in-

cluding: administrative controls (most important), environmental controls, 

and the use of respirators (special masks designed to protect the wearer). 

Managerial Controls

Facility-level managerial activities constitute the framework for setting up and 

implementing the other two categories of controls and should include the following: 

identification and strengthening of local coordinating bodies; development of a facility plan 

(including human resources) for implementation of infection control measures; and poli-

cies and procedures to ensure proper implementation of the control measures. In addi-

tion, policies that minimize the use of healthcare facilities, both for inpatients and outpa-

tients, should be developed and implemented. Community approaches to providing care 

for persons with, or suspected of having, tuberculosis should be emphasized as a means 

of reducing visits to healthcare facilities. 

All facilities, public and private, should have an appropriate tuberculosis infection control 

plan and a multidisciplinary infection control committee to guide and facilitate its imple-

mentation.  Surveillance of tuberculosis cases among facility staff should be a component 

of the administrative controls. The plan should take into account the local epidemiology of 

tuberculosis, including the prevalence of HIV infection and drug resistance, if known, and 

should describe the specific measures to be taken and staff roles and responsibilities in 

implementation of the controls. Facility staff should receive basic instruction in the imple-

mentation of the infection control plan. In addition, a plan for evaluation and modification 

of the infection control measures should be developed. Facilities are also encouraged to 

participate in operational research efforts to evaluate effectiveness and rapidly respond to 

identified problems. Additional managerial activities include planning for appropriate con-

struction or renovation of the building infrastructure necessary to support and facilitate 

infection control. 

A systematic review of the literature shows that implementation of the control measures 

as a group reduces transmission of M. tuberculosis in healthcare facilities.191 However, in 

healthcare facilities, administrative controls should be implemented as the first priority 
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act of sharing air 
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has infectious 

tuberculosis may 

result in transmission 

of the infection.
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because they have been shown to be the most important measures in reducing transmis-

sion of tuberculosis. Consequently, all facilities, public and private, caring for patients with, 

or suspected of having infectious tuberculosis should implement the set of measures in a 

manner that is best suited to the conditions that prevail in the facility, particularly local 

programmatic, climatic and socioeconomic conditions. For example, infection control 

requirements will be less in programs that manage most patients with tuberculosis in the 

community compared with programs that routinely utilize hospitalization. The interven-

tions should be consistent with and complement overall general infection control efforts 

and, particularly, those efforts targeting other airborne infections. 

Administrative Controls 

Administrative controls are a crucial category of tuberculosis infection control measures 

and require no structural or technological interventions to be implemented. There are 

several administrative controls that are feasible in all settings that, taken together, could 

be predicted to minimize the likelihood of transmission occurring in the facility.190,192  Ad-

ministrative measures include careful screening and early identification of patients with or 

suspected of having tuberculosis and separating them from other patients, especially 

from patients who are highly susceptible to tuberculosis.  Organizing patient flow through 

sections of facilities, for example, rapid identification of coughing patients, placing a surgi-

cal mask on such patients, and directing them away from crowded waiting areas can 

minimize the potential for exposure and transmission. Separation of patients who are 

suspected of having tuberculosis will decrease risks to other patients and will enable 

health workers to take appropriate precautions. Patients living with HIV and other forms 

of immunosuppression, in particular, should be physically separated from those with sus-

pected or confirmed infectious tuberculosis. Patients who have or are at risk of having 

MDR tuberculosis should be separated from other patients, including other patients with 

tuberculosis. Having a universally applied program in which patients taught proper cough 

etiquette will serve to reduce dissemination of infectious aerosols. 

Prompt collection of sputum specimens for microscopy or other microbiological evalua-

tions is an important step in infection control. Early identification of tuberculosis leads to 

early initiation of treatment and a consequent reduction in infectiousness, if the organisms 

causing the disease are not resistant. In areas in which there is a high prevalence of drug 

resistance, rapid drug susceptibility/resistance testing would enable identification and ap-

propriate treatment for patients who otherwise would continue to be infectious because 

of ineffective treatment.193 Diagnostic delays can be further minimized by using rapid tests 

(including rapid drug susceptibility tests), by reducing the laboratory turnaround time for 

sputum examination, and by carrying out diagnostic investigations (such as described in 

Figure 2) in parallel rather than in sequence.

All health workers should be given appropriate information and encouraged to undergo 

tuberculosis diagnostic investigations and HIV testing and counseling. Those who are 

HIV-infected should be offered appropriate prevention and care services. Health workers 

with HIV infection should not work in areas where exposure to untreated tuberculosis is 

likely and especially should not be caring for patients with known MDR and XDR tubercu-

losis, or in settings where drug resistance is likely. Such workers should be provided with 

jobs in a lower risk area.
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Environmental Controls

The choice of environmental controls is largely determined by building design and intended 

use, construction details, local climatic and socioeconomic conditions, and available re-

sources. Effective ventilation should be given a high priority. Ventilation effectively reduces 

the number of infectious particles in the air and may be achieved by natural ventilation in 

some settings, by mixed natural and mechanical ventilation, and by mechanical ventilation 

systems. The obvious benefit of natural ventilation as an approach to infection control is 

that can be applied to all areas that have windows and doors that open to the outside.194 

However, natural ventilation cannot be applied other than in tropical climates, and even in 

these areas, windows may be closed during the night negating the effect of natural venti-

lation, thus, it is of limited utility. In settings where optimal ventilation cannot be achieved, 

properly placed and shielded upper room ultraviolet germicidal irradiation fixtures should 

be considered as a complementary control. This may be especially useful in cold climates 

where outdoor ventilation is limited. 

Disposable Particulate Respirators (masks)

Particulate respirators protect the person wearing the device by filtering particles out of 

the inspired air. Respirators that meet or exceed Centers for Disease Control and 

Prevention/National Institute for Occupational Services and Health (CDC/NIOSH)-

certified N95 or CE-certified FFP2 standards (filter at least 95% of airborne 

particles ≥0.3 µm in diameter) should be worn by healthcare providers after 
appropriate training.  Indications for using a respirator should be defined by 

the facility, but commonly include situations in which aerosols are gener-

ated, exposure to persons with untreated or ineffectively treated tubercu-

losis, and in situations in which administrative and environmental controls 

probably will not protect them from inhaling infectious airborne droplet 

nuclei. In areas where drug resistance is common, however, every patient 

with tuberculosis should be considered potentially to have drug-resistant 

disease for purposes of infection control.
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Standard 21.	All providers must report both new and re-treatment tuberculosis cases and 
their treatment outcomes to local public health authorities, in conformance with 
applicable legal requirements and policies.

Rationale and Evidence Summary

Reporting tuberculosis cases to the local tuberculosis control program is an 

essential public health function, and in many countries is legally mandated. 

Ideally, the reporting system design, supported by a legal framework, 

should be capable of receiving and integrating data from several sources 

including laboratories and healthcare institutions, as well as from indi-

vidual practitioners. 

An effective reporting system enables a determination of the overall 

effectiveness of tuberculosis control programs, of resource needs, and of 

the true distribution and dynamics of the disease within the population as 

a whole, not just the population served by the government tuberculosis 

control program. In most countries tuberculosis is a reportable disease. A 

system of recording and reporting information on tuberculosis cases and their 

treatment outcomes is one of the key elements of the DOTS Strategy.133  Such a 

system is useful not only to monitor progress and treatment outcomes of individual pa-

tients, but also to evaluate the overall performance of the tuberculosis control programs, 

at the local, national, and global levels, and to indicate programmatic weaknesses.133

The recording and reporting system allows for targeted, individualized follow-up to help 

patients who are not making adequate progress ( i.e., failing therapy).162 The system also 

allows for evaluation of the performance of the practitioner, the hospital or institution, local 

health system, and the country as a whole. Finally, a system of recording and reporting 

ensures accountability.

Although, on the one hand reporting to public health authorities is essential, on the other 

hand it is also essential that patient confidentiality be maintained. Thus, reporting must 

follow predefined channels using standard procedures that guarantee that only autho-

rized persons see the information. Such safeguards must be developed by local and 

national tuberculosis control programs to ensure the confidentiality of patient information. 
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Annex 1
Utilization of the ISTC
Based on experience with the first edition of the ISTC (2006), the initial steps in utilization 

involve planning and formulation of specific objectives. Prior to developing activities based 

on the ISTC, the NTP must have a sound understanding of the individual standards and 

be willing and able to be in compliance with the standards. This likely will require internal 

assessment of capacity, planning, and development of specific strategies to address the 

standards. For example, if the goal is to involve the private sector more effectively, the 

NTP must be willing to adjust and accommodate, where necessary, to the needs of pri-

vate providers. Planned ISTC activities should be clearly linked with the identified gaps to 

be filled. Overall objectives should also be formulated in relation to national tuberculosis 

control objectives and targets. 

Obtaining endorsements by influential local organizations, including governments and 

professional societies, serves as a way of obtaining buy-in and commitment to the prin-

ciples in the ISTC. Moreover, the influence of the ISTC is amplified with each endorsement 

received, and local endorsement paves the way for further ISTC-related activities, as 

described subsequently. 

Mobilizing Professional Societies

A primary application of the ISTC is as a tool to unify approaches to diagnosis and treat-

ment between the public and private sectors, especially in countries in which there is a 

strong private sector. Professional societies and their leaders are often influential mem-

bers of the private medical community, have direct access to a large number of practicing 

clinicians, and have influence that extends beyond their membership. The societies often 

include academic physicians who are influential in their own right. 

Professional societies can provide a convenient means, sometimes the only means, to 

access the private sector systematically by utilizing society journals, newsletters, and 

other communications. Strategic thinking needs to be applied in determining the reasons 

for seeking professional society support, but the ISTC can serve as a means to identify 

and focus on common goals and objectives and can provide a framework for addressing 

and improving the quality of care delivered by private providers. 

Providing the Framework for Conducting a Feasibility Analysis

Because each of the major components of tuberculosis care is included in the ISTC, the 

standards provide a broad framework for a systematic “feasibility analysis” of local capa-

bilities, and can serve as a vehicle for addressing any shortcomings. Conceptually, the 

ISTC feasibility analysis is a way for programs and providers to take stock of the standards 

that are or are not being met in their country. The feasibility analysis can be applied at any 

level in the health system national, state/provincial, district, or individual institutional level. 

The level at which the analysis is performed depends in part on the organization and fund-

ing of tuberculosis services. Conducting the analysis at a national level can provide an 

overall mapping and assessment of tuberculosis services across the country; this can be 

useful for general NTP planning purposes, for informing policy makers, and for advocacy 

efforts. Conducting the analysis at a district or local level may enable those participating 
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to discuss more specific problems and to devise more specific solutions. For example, if 

the problem is limited access to laboratories, specific sharing of resources can be sug-

gested. Within an individual institution, the ISTC may be used to assess the availability 

and quality of essential tuberculosis services provided by the institution and by the clini-

cians practicing within the institution. 

Quality and Performance Assessment

The individual standards within the ISTC can be utilized to measure the quality of tubercu-

losis services delivered by any provider or program. A major purpose of the ISTC is to 

improve the quality of tuberculosis care. Any or all of the standards may be used as tools 

for monitoring and evaluation of quality. Such assessments, just as with the feasibility 

analysis, can identify weaknesses in programs, institutions or individual providers. Tailored 

interventions can then be employed to correct the weaknesses and improve quality. 

ISTC as an Advocacy Tool

Political commitment is a critical component of the DOTS Strategy, and its absence limits 

DOTS implementation. There has been considerable success in bringing high-level gov-

ernment attention and commitment to tuberculosis control.  However, in most countries, 

at all levels of government, there has been a failure to translate this high-level political 

commitment into effective, country-level public policies that provide a framework for sus-

tained tuberculosis control programs and activities. The ISTC provides a set of interna-

tionally recognized standards any government should seek to meet. In using the ISTC 

feasibility analysis tools, NTPs can identify gaps in meeting the standards, providing a 

powerful advocacy tool to seek improved tuberculosis care and control.  

Engaging Patients and Communities

The ISTC relates to this component in two ways: First, because the ISTC is backed by an 

international consensus and it describes agreed upon elements of tuberculosis care that 

should be available everywhere, patients worldwide should expect that their care is in 

compliance with the ISTC. The ISTC, thus, provides patients with the backing they need 

to insist that they receive high quality care. Similarly, communities should expect that the 

care provided within their boundaries meets the standards, and thus is of high quality.

Second, the Patients Charter for Tuberculosis Care was developed in tandem with the 

ISTC with the intent that they would be complimentary documents. The PCTC relies on 

the ISTC as its technical support. The PCTC describes both patients’ rights and respon-

sibilities. Implicit in both the statements of patients’ rights and their responsibilities is that 

they will receive care that is in conformance with the ISTC. Patients’ awareness of and 

support for the ISTC and the PCTC can be used to provide leverage in dealings with 

policy makers and funding agencies, empowering them to be effective advocates for high 

quality tuberculosis care.



Annex 2
ISTC Tuberculosis Training Modules
The ISTC Tuberculosis Training Modules are educational resource tools developed to 

assist in the incorporation of the ISTC into training courses and curricula on tuberculosis. 

The material is comprehensive in its coverage of core topics in the clinical evaluation and 

management of tuberculosis and is presented in a format that is flexible and adaptable to 

various training needs. While the modules may be used as core presentations for courses 

on tuberculosis, the ISTC Tuberculosis Training Modules material should also be viewed 

as a tuberculosis “training resource library” offering easy access to specific ISTC material, 

individual slides, images or graphics as needed to update or augment existing tuberculo-

sis training materials.

The planning and development of the ISTC Tuberculosis Training Modules was guided 

by members of the original ISTC steering committee and through significant input from 

ISTC implementation pilot countries. Through an informal assessment of needs from country-

level input and steering committee members, a didactic PowerPoint slide format was 

chosen as most useful for easy adaptation for general training needs across a spectrum 

of capacity-building activities. The target audience is practicing physicians, both public 

and private. The modules may be adapted for pre-service trainees, nursing, and other 

healthcare providers.
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Organization of Modules

Core topics in tuberculosis diagnosis, treatment, and public health responsibilities are 

covered in the modules, highlighting the relevant ISTC standards as they address the 

basic principles of care for persons with, or suspected of having, tuberculosis. 

ISTC Tuberculosis Training Modules cover the following content areas:

Training Module Slide Sets 2009

Standards for Diagnosis

    Clinical Presentation and Diagnosis of Tuberculosis Standards 1, 2, 3, 4, 5

    Microbiologic Diagnosis of Tuberculosis Standards 2, 3, 4, 5, 6, 10, 11

    Pediatric Tuberculosis Standards 2, 3, 6

Standards for Treatment

    Initial Treatment of Tuberculosis Standards 7, 8,10,13,17

    Fostering and Assessing Adherence to Treatment Standard 9,17

    Drug-resistant Tuberculosis Standard 11

    Management of Drug-resistant Tuberculosis Standard 12

Standards for Addressing HIV Infection and other Co-morbid Conditions

    TB and HIV infection: Introduction and Diagnosis Standards 2, 3, 14, 19

    TB and HIV infection: Treatment Standards 8, 15,16

Standards for Public Health

    Contact Evaluation Standards 18

    Isoniazid Preventive Therapy Standards 16, 19

    Tuberculosis Infection Control Standards 20

Additional Training Modules/Slides

    Basic Chest Radiology for the TB Clinician

    Introduction to the ISTC Standards 
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Additional Training and Evaluation Tools

Additional materials provided with the slide-sets include instructor Teaching Notes, a 

Facilitator’s Guide (includes sample ISTC course agendas), instructions for producing 

Participant Manuals, and Evaluation and Training Tools (includes Training Module Test 

Questions). 

Teaching Notes:  Each ISTC Tuberculosis Training Module contains Teaching Notes to 

assist instructors by offering speaking points, background material, and interactive tips. 

The Teaching Note Summary serves as a quick reference document containing a com-

plete set of Teaching Notes with “thumbnail” slide images for all modules.		

Facilitator’s Guide:  The Facilitator’s Guide explains the organization of the ISTC Tuber-

culosis Training Modules and includes suggestions for effective course development and 

facilitation, including:

•	 Sample course agendas

•	 Participant manual instructions

Test Questions:  Questions based on module objectives are included which may be 

used as Pre- and Post- test evaluation or alternately as interactive discussion tools for 

module presentations.

Other Evaluation and Training Tools: Template forms for course evaluations and 

training course administrative tools for registration and certification are also available.

Pilot Testing of the Training Modules

Draft versions of the ISTC Tuberculosis Training Modules have been pilot-tested in a vari-

ety of settings. The successful adaptation and incorporation of the ISTC material by these 

pilot groups offers examples of how the ISTC Tuberculosis Training Modules may be used. 

Training curriculum for practicing physicians (private and public): Materials from 

the ISTC Tuberculosis Training Modules were adapted for use in a comprehensive set of 

training material developed to teach providers about new national tuberculosis guidelines 

(which incorporated the ISTC) in the Caribbean. In-country educators piloted the material 

in three separate trainings sessions.

Specialty workforce training: Select materials from the ISTC Tuberculosis Training 

Modules were used by outside experts as part of a training course for physicians, nurses, 

and clinical staff at a new national MDR-referral hospital in Tanzania.

Pre-service training: Collaboration between the National Tuberculosis and Leprosy 

Program (NTLP) and six medical schools and Allied Health Sciences in Tanzania resulted 

in a unified curriculum on tuberculosis integrating the ISTC. Materials from the ISTC 

Tuberculosis Training Modules were used in the development of the final curriculum. 

Professional Societies: ISTC Tuberculosis Training Modules were adapted for use as 

core material for an extensive country-wide training plan developed by a collaborative 

effort of professional society members and the NTP as part of the ISTC taskforce mission 

in Indonesia.
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2009 Revisions and Online Access

The first version of the training material was released in 2008. The current 2009 version 

has been updated to reflect the revisions within this document.  New modules (radiology, 

pediatrics, isoniazid preventive therapy, and infection control) have been added as well.  

All training material can be downloaded at www.istcweb.org.
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