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TACKLING TB AND HIV IN WOMEN: AN URGENT AGENDA1i
The interlinked tuberculosis (TB) and human immunodeficiency virus (HIV) epidemics are
taking a dramatic toll on women’s lives, notably in countries with high HIV prevalence.
While TB is now the third leading cause of death among women aged 15-44, killing some
700,000 women every year and causing illness in millions more, it is particularly lethal for
women living with HIV. Yet the burden of the dual TB/HIV epidemic on women, and the
gender-related barriers to detection and treatment, are not being addressed explicitly by
global donors, national health systems, or community groups. The urgency of this situation
demands that TB be elevated as a key women’s health issue, and that TB screening,
prevention and treatment be made a routine part of HIV, reproductive health and
maternal and child health services. The lives of millions of women depend on our ability to
move this agenda forward.
While it is not clear if women and men have different levels of biological susceptibility to
TB, gender roles and norms in many societies affect a woman’s ability to access health
information and services and to obtain appropriate treatment.ii The TB epidemic is being
fueled by the AIDS epidemic in many parts of the world, and in the worst affected parts of
Africa, women of reproductive age are disproportionally affected. In addition, the impact
of stigma and fear related to TB and to perceptions about the overlap between TB and HIV
often result in women being tested and diagnosed at later stages of disease, which can
severely limit the chances for successful treatment and increase risks of transmission to
others.
This paper is part of a series of briefing papers being published by the Global Coalition on
Women and AIDS (GCWA) designed to deepen the agenda on women and AIDS, to build
consensus among a larger group of AIDS and women’s health advocates on key messages
and evidence, and to set out clear recommendations and calls for next steps and actions.
By highlighting the impact of TB and HIV on women, this paper seeks to galvanize forces on
the international, national, and community levels to press for greater integration of TB
and HIV in programmes and services reaching women and girls.
Quick Facts:
x

x
x
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TB is an airborne, contagious disease transmitted through coughing, sneezing,
talking, or spitting. If untreated, a person with active TB disease infects an
estimated 10-15 other people every year. iii TB can affect many organs of the
body, but only those with TB in the lungs can infect others. Persons with
compromised immune systems due to malnutrition or other reasons, such as
HIV infection, are at greatly increased risk of falling ill.
In 2008, there were an estimated 9.4 million new cases of TB. Women account
for an estimated 3.6 million cases.
TB can be cured with appropriate drug therapy.iv The global treatment success
rate for TB is 87 percent. Between 1995 and 2008, 36 million people were
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treated successfully under DOTS, with over 6 million lives saved to date.
However, in 2008 only about 61 percent of estimated TB cases were notified
under DOTS-based programmes. The lowest rate of case detection is in Africa.v
TB is the leading cause of death for people living with HIV in Africa. The
majority of people living with HIV who are infected with TB do not know their
HIV status, and most of those who do know their HIV status are not yet
accessing antiretroviral therapy (ART).vi
Multi-drug resistant TB (MDR-TB) is a rising global threat, with particularly
serious implications for people living with HIV. MDR-TB requires costly
chemotherapy for up to two years, which often produce adverse drug
reactions. Extensively drug-resistant TB (XDR-TB), which occurs when there is
resistance to all the major classes of ant-TB drugs, has also emerged and is
associated with even higher risk of death.vii

TB and Women Living with HIV: A Lethal Combination
TB is complicated by and intertwined with the HIV epidemic. With over 60 percent of those
living with HIV in Africa being females, they face acute risks of TB/HIV co-infection and
subsequent TB disease. Pregnant women living with HIV and active TB face far higher risks
of maternal mortality than women without HIV infection.viii Accordingly, universal access
to TB prevention, diagnosis, and treatment services is critical for women living with HIV.
Yet despite the importance of early diagnosis and treatment of TB for successful
outcomes, few mechanisms are in place to target women of reproductive age with TB
services, especially for women living with HIV. Too often, these women face the lethal
combination of living with HIV and having poor access to health services, making them
particularly vulnerable to poorer outcomes linked to undetected or late detected TB
disease.
A deadly synergy exists between HIV and TB. HIV weakens the immune system, which
makes a person infected with TB much more likely to progress to TB disease. HIV alters
the way TB presents, with higher proportions of smear-negative pulmonary TB and extrapulmonary TB making diagnosis more difficult.ix The patient’s immune response to TB may
also accelerate the progression of HIV.x In 2008, there were an estimated 1.4 million cases
of TB among people living with HIV, accounting for 15 percent of all TB cases, with 78
percent of HIV-positive TB cases being in Africa, and 13 percent in Southeast Asia.xi TB is
the most common related illness of those on antiretroviral treatment (ART). People living
with HIV are 20-30 times more likely to develop TB than those without HIV, and onequarter of those with HIV ultimately die of TB.xii This underscores the risk that many
women living with HIV will fall ill, remain untreated and often contagious, and ultimately
die without being diagnosed with TB.
Impact of TB-HIV Co-Infection on Maternal and Child Health
Studies are increasingly revealing the important implications of TB/HIV co-infection for
maternal and child health. South Africa, for example, has one of the world’s highest rates
of TB/HIV co-infection. For pregnant women in communities with HIV prevalence rates
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about 30 percent, TB notification rates reached 1,468 per 100,000 in 2004, and have
continued to increase. TB rates are now peaking for women in their 20s and men in their
30s, reflecting the impact of the AIDS epidemic.xiii Other studies of HIV-positive pregnant
women in South Africa have also found very high rates of TB, over 2 percent. One study
found HIV-positive pregnant women were 10 times more likely to have TB than HIVnegative pregnant women.xiv A study in Pune, India, found that TB increased the
probability of death for HIV-infected women and their infants.xv
Under-diagnosis of TB among women and the broader neglect of the impact of this dual
epidemic also affect children, especially since women are hit hardest in their peak
reproductive and economically productive years. Increasingly, researchers have noted the
emergence of perinatal TB with the HIV epidemic. Mother-to-child transmission of TB is
estimated to be 15 percent within three weeks of birth,xvi and some studies suggest that TB
in pregnant women living with HIV may increase the risk of HIV in utero transmission.xvii
When combined with the high burden of undiagnosed active TB among pregnant women in
areas with high HIV prevalence rates, these findings are leading to calls for increasing
provider-initiated screening for TB among pregnant women in antenatal clinics.xviii
Children are also at risk of infection from their main caregivers, almost always women, and
are often pulled out of school to help care for sick family members or to provide additional
income for the family. Children who are infected with HIV are especially vulnerable to TB
disease, which increases the risk of child mortality.xix TB accounts for some 20 percent of
all deaths in HIV-infected children.xx
Gender Dynamics of TB and Women
TB is associated with and exacerbated by poverty, overcrowding, and malnutrition,
conditions commonly faced by women in resource-limited countries. In 2008, 700,000
women died of TB, including 200,000 women living with HIV, and 3.6 million women fell
sick with active TB. xxi A study by Harvard University, WHO and the World Bank found that
TB is a leading cause of “healthy years lost” for women of reproductive age.xxii These
startling statistics clearly show that TB has become a major women’s health issue, with
particularly serious implications for women living with HIV.
Women are often affected differently by TB than men. In particular, TB progresses more
quickly in women of reproductive age than in men in that age group.xxiii Growing evidence
also suggests that TB has implications for women’s reproductive health, including links
with infertility, risks of prematurity, obstetric morbidity, and low birth weight.xxiv
The impact of gender dynamics on TB detection and treatment has not been studied
extensively, but there are some clear links. To begin with, gender-related barriers can
impact women’s access to TB information and services, which contribute to late or missed
case detection in women. Where women do not control family resources, they often delay
seeking medical care for themselves. Where women are not permitted to leave the home
without permission, and are fearful of being seen going to a TB clinic, they often miss
health promotion programs and remain unaware of TB symptoms. Where women suffer
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stigma and discrimination related to their HIV or TB status, they may not seek treatment
for fear of rejection. Some studies have shown that women wait up to twice as long as
men to seek treatment for TB, which can increase the severity of their illness, decrease
the success of treatment, and raise the risks that they will infect others.xxv Evidence
suggests, however, that once in treatment, women in many settings are more likely than
male counterparts to complete treatment.
Moving Forward: Developing Gender-Sensitive TB Programs
TB/HIV co-infection in women has become a public health crisis in many high burden
countries, requiring new strategies, sustained national and international attention, and
appropriate resources.
International donors, multilateral agencies, national-level
policymakers, healthcare providers, and women’s health and TB and HIV advocates all
have important roles to play in addressing the gaps that women face in accessing TB
testing and treatment. They can help to ensure that TB screening and information
exchange is made a routine part of HIV clinics, reproductive health and maternal and child
health services in high burden countries. The following areas require particular attention:
x

x

x

x

x

x

Improve case detection of TB among women by routinely integrating TB screening,
isoniazid preventive therapy, and TB treatment into ante-natal care and HIV
services, including in prevention of mother-to-child-transmission (PMTCT) services.
Identify and disseminate “best practices” in this area as part of the PMTCT scale
up.
In high HIV-burden areas, integrate TB screening, isoniazid preventive therapy, TB
treatment, and education into key entry points to the health system for women,
notably antenatal care, family planning services, and child immunization clinics.
Identify gender-related barriers that women face in accessing TB screening,
diagnosis, and treatment services, in order to effectively empower them to seek
services and complete treatment. Support research on gender-related factors that
increase women’s vulnerability to TB and impede their diagnosis and successful
treatment. Include TB as an area of interest within research related to HIV and
women as well.
Promote better monitoring and evaluation of TB and HIV programs to ensure that
gender-related barriers are identified and addressed, that sex and age
disaggregated data on TB is collected and fully utilized to improve prevention and
care, and that indicators are harmonized.
Strengthen the capacity of healthcare providers, HIV testing counselors, and
community health workers to provide women with TB prevention, screening,
treatment and treatment literacy as a routine part of their work with women in
areas with high HIV burden.
Mobilize women's organizations and women's health advocates to work on TB/HIV
co-infection in women and better link these groups with communities working in
TB, HIV and women's health. Ensure TB-HIV integration is a core feature of national
strategies and donor policies on women and AIDS.
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