
 
Developing Strategies for AIDS Control in Colombia 

Using TB infrastructure for HIV/AIDS patients 
Alvaro Villanueva, M.D. 

Takemi fellow. Harvard School of Public Health 
 

The HIV/AIDS epidemic has reached alarming rates. It is estimated 
that AIDS has already claimed the lives of more than 8 million people 
worldwide, of which 90% were living in developing countries (1). HIV 
infection without treatment induces an irreversible decline towards the 
complete destruction of the immune system and death (2). Only 20 
years ago, a person infected with HIV had little hope to survive the 
disease for an extended time period (3). The introduction of 
Antiretroviral Therapy (ART) in 1986 was a turning point for hundreds 
of people in industrialized countries with access to appropriate health 
care (4). Since then, antiretroviral therapy as a disease modifying 
therapy for established HIV infection has produced dramatic effects on 
morbidity and mortality among HIV-infected patients in the western 
world (5). But for developing countries, where 90 percent of AIDS 
cases occur, these drugs are not widely accessible, primarily because 
of the high costs and technical infrastructure required (6). A study 
conducted by The United Nations (UN) found that if the rising 
incidence of the disease were left uncontrolled, it would lead to a 
dramatic fall in gross domestic product and a decline in the level of 
domestic savings (7). 
In 2003, more than 2 million people were reported to be currently 
living with HIV in Latin America and the Caribbean, including the 
estimated 200,000 that contracted HIV in the past year alone, and at 
least 100,000 people died of AIDS (6). All Health systems over Latin 
America are suffering the consequences of a lack of organization and 
planning to meet the increase in the demand for and use of services 
(6). 
According to projections of the National Institute of Colombia the 
estimated numbers of people currently living with HIV/AIDS in the 
country are between 140,000 and 200,000, and only 4,000 are on 
therapy, highlighting the urgency of interventions that promote 
prevention of HIV infection as well as improved medical management 
of those who have developed AIDS. In 2001, AIDS was the fourth 
leading cause of death in young age group; between the ages of 15 
and 40 with it’s associated repercussion on the work forces and 
productivity (7). 
We have clear evidence demonstrating that lower income populations 
are at risk of poor access to antiretroviral therapy and higher rates of 



treatment discontinuation (8,9,), suggesting that limited access may 
have been contributing to increase HIV/AIDS mortality rates. 
Therefore, innovative approaches are needed to increase access and 
adherence to HAART among low-resource populations who require 
antiretroviral therapy. Interventions to improve retention among those 
who initiate therapy are equally important, and efforts are needed to 
ameliorate barriers to treatment retention and adherence. Among 
individuals who have no access to therapy, strategies to improve 
contact with HIV care providers are needed (10,11,12).  
Directly observed therapy (DOT) has proven to be an essential tool in 
the efforts to improve adherence to anti-tubercular therapy in out 
reach patients with tuberculosis (24). 
There are several motives for using the existing TB treatment 
infrastructure to deliver antiretroviral therapy to people infected with 
HIV. Firstly, the two infections are inextricably linked. Tuberculosis is 
the most common cause of mortality among patients with HIV in many 
developing countries (13). The development of tuberculosis has also 
been shown to accelerate the course of HIV disease and adversely HIV 
outcomes (14). In the course of HIV, Tuberculosis is associated with 
substantially higher cases of fatality rates regardless of initiation of 
effective tuberculosis therapy (15). The control of HIV/AIDS often 
places little or no emphasis on the treatment of HIV related diseases, 
TB being the most prevalent treatable one. Working in the setting of 
TB treatment in the developing countries is therefore likely to be an 
effective strategy for identifying patients who are HIV infected and can 
be eligible for ART (16). Many individuals are unaware of their HIV 
status; HIV voluntary counseling and testing services can be 
integrated into the existing TB treatment program.   In Colombia, an 
established, infrastructure is available to provide treatment for 
patients with tuberculosis (17). Tuberculosis patients receive ongoing 
clinical care, have secure access to medications received mostly 
through Directly Observed Therapy (DOT) programs. Staff at health 
facilities has been trained to treat TB, and to provide support to ensure 
treatment adherence. National guidelines exist to guide monitor 
tuberculosis treatment and its outcome. Directly observed therapy 
(DOT) refers to the taking of medications in the presence of a medical 
provider, either in the provider's office or at the patient's home, so the 
provider can literally ensure pills being swallowed. DOT programs  
needs to be adapted for HIV/AIDS patients as an effort to increase 
medication compliance to achieve better treatment successes. A 
directly observed therapy for tuberculosis can be modified 
including TB trained individuals by Infectious Diseases specialists. Also, 
AIDS patient’s relatives and other volunteers could be trained in the 
management of HIV. Given the need for lifelong antiretroviral therapy, 



consideration must be given to the optimal duration of M-DOT when 
adapting the tuberculosis model to the treatment of HIV. M-DOT might 
serve as a springboard to sustained, independent adherence. At the 
same time innovative technology, like Text message cell phone can be 
implemented on HIV/AIDS patients. In the last years this technology 
has been less expensive and more accessible to the low resources 
population. It has been useful in other diseases increasing adherence 
with motivating and educational messages. 
 
Using the established directly observed therapy (DOT) program for TB 
in Colombia, with the same team and infrastructure. This trial evaluate 
and compare M-DOT effectiveness in the (HIV/AIDS) patients in low 
resources population who are starting ARV therapy, against HIV/AIDS 
individuals who will receive the conventional/standard therapy 
studying immunological markers (CD4 cells count) and   plasma HIV 
RNA. 
This research analyzes and compares patterns of adherence and anti-
retroviral resistance in the M-DOT (intervention) vis-a-vis the group 
with conventional care. The study will evaluate whether M-DOT is cost-
effective (25) and if this M-DOT therapy could increase quality of life 
(26). 
 
This research will be carried out in Barranquilla, Colombia, under the 
direction of the health medical staff of PREVENTIO, with the 
participation of the District Administration of Barranquilla, Colombia 
and the Departamento del Atlantico with whom previous agreements 
have been made. We will have the scientific collaboration of the 
Harvard School of Public Health, the Brigham and Women’s Hospital in 
Boston and the Immunology and Infectious Diseases Department at 
the Miriam Hospital in Providence, US.     
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