Can antiretoviral therapy contain a previously
escalating TB epidemic in a
high HIV prevalence community?
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Methods

Adult TB notification rates by HIV status
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state model of HIV infection, with HIV incidence rates
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From 1997 to 2005 adult TB notification rates (per 100,000)
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trend = 0.005). From 2005, the rate of adult cases decreased

Wide-scale availability of ARVs, coupled with a well functioning TB program, appears to be associated with modest
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decreases in TB notifications in this community. The decrease in TB rates is predominantly in HIV-infected patients and
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