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Introduction

At the end of 2007, 33.2 million people worldwide were living 
with the human immunodeficiency virus (HIV), and 95% of 
them resided in low- or middle-income countries.1 Approxi-
mately 3 million people were receiving antiretroviral therapy 
(ART),2 but an estimated 6.7 million were still in need of ART.1,2 
Although global initiatives such as the United States President’s 
Emergency Plan for AIDS Relief3 and the Global Fund to 
Fight AIDS, Tuberculosis and Malaria4 have focused on scaling 
up ART, millions of people living with HIV remain eligible 
for and could benefit from prophylaxis with co-trimoxazole 
(trimethoprim plus sulfamethoxazole, CTX), co-trimoxazole 
prophylaxis (CTXp) and isoniazid preventive therapy (IPT).

CTXp is a simple, well-tolerated and cost-effective inter-
vention which can extend and improve the quality of life for 
people living with HIV, including those on ART. The value 
of co-trimoxazole in reducing the morbidity and mortality as-
sociated with HIV infection has been well established through 
clinical trials conducted in industrialized5,6 and developing 
countries.7–26 CTXp is associated with a 25–46% reduction in 
mortality among individuals infected with HIV in sub-Saharan 
Africa, even in areas with high bacterial resistance to the antibi-
otic. These improvements in survival have been accompanied by 
substantial reductions in severe disease events and in the num-
ber of hospital admissions linked to invasive bacterial disease, 
pneumonia, malaria and diarrhoea. In 2006, the World Health 
Organization (WHO) issued global recommendations for the 
use of CTX in children exposed to HIV as well as children, 

adolescents and adults infected with HIV.27 WHO recommends 
CTXp for all symptomatic persons living with HIV who have 
mild, advanced or severe HIV disease (WHO clinical stages 2, 3 
or 4) or for all persons living with HIV with a CD4+ lymphocyte 
(CD4) count < 350 per mm3. WHO also recommends CTXp 
for all infants exposed to HIV and all symptomatic children with 
HIV infection (WHO clinical stages 2, 3 or 4) and all children 
with HIV infection who have a CD4 count < 25%. Despite 
the proven clinical benefits of CTX and recommendations by 
WHO, the United Nations Programme on HIV/AIDS (UN-
AIDS) and the United Nations Children’s Fund (UNICEF), its 
routine use in developing countries – particularly sub-Saharan 
Africa – has remained limited.

Tuberculosis (TB) is the most frequent life-threatening 
opportunistic disease among people living with HIV and 
remains a leading cause of mortality, even among persons re-
ceiving ART. Clinical trials have shown that IPT dramatically 
reduces the incidence of TB among people living with HIV.28–36 
A 2004 Cochrane Review found that IPT reduced the risk of 
TB by 33% overall and by 64% when targeted to people living 
with HIV who had a positive tuberculin skin test.36 A recent 
retrospective study also showed that IPT significantly reduced 
the incidence of TB even among people living with HIV and 
receiving ART.36 In 1998, WHO and UNAIDS issued a state-
ment that recognized the effectiveness of IPT among people 
living with HIV and recommended its use as part of an essential 
care package for these patients.37 This statement recommends 
IPT for all people living with HIV in areas with a prevalence of 
latent TB infection > 30% and for all people with documented 

Une traduction en français de ce résumé figure à la fin de l’article. Al final del artículo se facilita una traducción al español. الترجمة العربية لهذه الخلاصة في نهاية النص الكامل لهذه المقالة.

Objective To measure progress in implementing co-trimoxazole prophylaxis (CTXp) (trimethoprim plus sulfamethoxazole) and isoniazid 
preventive therapy (IPT) policy recommendations, identify barriers to the development of national policies and pinpoint challenges to 
implementation.
Methods In 2007 we conducted by e-mail a cross-sectional survey of World Health Organization (WHO) HIV/AIDS programme officers 
in 69 selected countries having a high burden of infection with HIV or HIV-associated tuberculosis (TB). The specially-designed, 
self-administered questionnaire contained items covering national policies for CTXp and IPT in people living with HIV, current level of 
implementation and barriers to developing or implementing these policies.
Findings The 41 (59%) respondent countries, representing all WHO regions, comprised 85% of the global burden of HIV-associated 
TB and 82% of the global burden of HIV infection. Thirty-eight countries (93%) had an established national policy for CTXp, but only 
66% of them (25/38) had achieved nationwide implementation. For IPT, 21 of 41 countries (51%) had a national policy but only 28% 
of them (6/21) had achieved nationwide implementation. Despite significant progress in the development of CTXp policy, the limited 
availability of co-trimoxazole for this indication and inadequate systems to manage drug supply impeded nationwide implementation. 
Inadequate intensified tuberculosis case-finding and concerns regarding isoniazid resistance were challenges to the development and 
implementation of national IPT policies.
Conclusion Despite progress in implementing WHO-recommended CTXp and IPT policies, these interventions remain underused. 
Urgent steps are required to facilitate the development and implementation of these policies.
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latent TB infection or exposure to an 
infectious TB case, regardless of where 
they live. These recommendations were 
reinforced in a statement released by the 
TB/HIV working group of the Stop TB 
Partnership in October 2007.38 WHO 
guidelines on essential prevention and 
care interventions for people living with 
HIV also recommend IPT for these indi-
viduals.39 However, countries have been 
slow to adopt these recommendations 
and many limitations seem to be delaying 
effective nationwide implementation. In 
2007, only 30 000 (0.1%) people living 
with HIV worldwide had started IPT.40 
Unless major efforts are made to identify, 
prevent and treat TB among people living 
with HIV, the progress made with HIV 
care and treatment may be severely un-
dermined because TB both complicates 
the management of HIV and increases 
mortality among people living with HIV.

In 2007, WHO conducted a global 
survey to assess progress in the establish-
ment and implementation of CTXp and 
IPT policy recommendations. The objec-
tives of the survey were to measure prog-
ress in the implementation of CTXp and 
IPT recommendations, identify barriers 
to the development of national policies 
and ascertain challenges for the imple-
mentation of these recommendations.

Methods
A cross-sectional survey of WHO HIV/
AIDS programme officers was conducted 
in 2007. A questionnaire was sent via e-
mail to programme officers in 69 selected 
countries representing all WHO regions. 
Countries were selected according to 
their contribution to the global burdens 
of HIV infection and HIV-associated 
TB based on 2007 WHO/UNAIDS 
estimates.1,40 A list of countries in each 
WHO region was created with estimated 
numbers of patients with HIV infection 
and HIV-associated TB in each country. 
The proportion of the global and regional 
burdens of HIV infection and HIV-
associated TB borne by each country was 
calculated. Countries with the highest 
burden, which together accounted for 
> 95% of the global burdens of HIV 
infection and HIV-associated TB, were 
selected for inclusion in the survey. The 
WHO HIV/AIDS programme officers 
were instructed to use existing data and to 
consult with the national HIV/AIDS and 
TB programme managers if necessary to 
complete the questionnaire. WHO HIV/

AIDS programme officers were asked to 
use the national TB and HIV programme 
management and logistic reports, and 
reports from the medical and drug supply 
system, as the sources of information to 
complete the questionnaire.

Data were collected on the existence 
of national policies for CTXp and IPT 
for people living with HIV, current level 
of implementation at various facilities, 
and barriers to the development or imple-
mentation of these policies. Information 
was collected regarding the proportion of 
facilities that offered HIV care and treat-
ment or TB services and also provided 
CTXp and IPT. The recorded level of 
implementation was based on the HIV 
programme management reports or 
information collected about the distribu-
tion of CTX and isoniazid through the 
national drug supply system. Countries 
that provided either CTXp or IPT to 
people living with HIV in all the regions 
and districts within the country were 
considered to have achieved nationwide 
implementation of the intervention. 
Open-ended, descriptive items about 
barriers to the development and imple-
mentation of policies were included, as 
well as space for respondents to provide 
suggestions about ways to overcome these 
barriers. Responses to open-ended text 
items were classified into different themes 
(one or more themes per response), and 
the frequencies of each theme identified 
were recorded.

Staff members at the WHO head-
quarters in Geneva and regional offices 
made phone calls and sent follow-up e-
mails to improve the response rate. All 
data were entered into an Access (Mi-
crosoft, Redmond, WA, United States of 
America) data file. The data were analysed 
with Epi Info version 3.3.2 software (Cen-
ters for Disease Control and Prevention, 
Atlanta, GA, USA).

Results
The 69 countries selected for the survey 
represented 98% of the global HIV-asso-
ciated TB burden and 97% of the global 
burden of HIV infection. The response 
rate for the survey was 59% (41/69) 
(Table 1). The 41 responding countries 
represented 85% and 82% of the global 
burdens of HIV-associated TB and HIV 
infection, respectively. Twenty-eight non-
respondent countries did not return the 
questionnaire because the WHO HIV/
AIDS programme officers were unable to 

complete it on time or because in-country 
WHO staff were unavailable during the 
survey period.

Of the 41 respondent countries, 38 
(93%) had developed a national policy to 
provide CTXp to people living with HIV, 
but only 66% (25/38) of the countries 
with a national policy had implemented 
it on a nationwide scale (Fig. 1). Respon-
dent countries in all WHO regions have 
made progress in the development and 
nationwide implementation of a CTXp 
policy (Table 1). In the 25 countries with 
nationwide implementation, a median 
of 90% of the facilities that provided 
ART (range: 80–100) and of 75% of the 
facilities that provided HIV care (range: 
60–100) were providing CTXp.

Erratic supply and lack of stocks 
(“stock-outs”) of CTX at health-care 
facilities were cited as the major obstacles 
to nationwide implementation of CTXp 
policy by 70% (19/27) of the countries 
that responded to the question. Other 
obstacles included insufficient health-
care worker awareness because of lack of 
training and supervision, perceived low 
priority of CTXp because of the absence 
of a reporting requirement, lack of in-
tegration of TB/HIV services and fear 
that CTX prescription would identify 
patients as infected with HIV. Several 
suggestions were provided to improve 
the coverage of CTXp: (i) the availability 
of CTX could be ensured by strength-
ening systems for the management of 
drug procurement and supply chains; 
(ii) prescriptions of CTX could be in-
cluded in the programme monitoring 
system; (iii) awareness of health workers 
could be improved through training and 
supervision; (iv) collaboration between 
services could be improved; (v) com-
munity awareness could be improved 
through social mobilization and advocacy.

With regard to IPT for people liv-
ing with HIV, 21 of the 41 respondent 
countries (51%) had developed a national 
policy, but only 28% (6/21) of these coun-
tries had implemented it on a nationwide 
scale (Fig. 1). Respondent countries in all 
WHO regions have experienced delays in 
the development and nationwide imple-
mentation of IPT policy (Table 1). In the 
six countries with nationwide implemen-
tation, a median of 3% (range: 0–5) of 
the facilities that provided ART and HIV 
care were also providing IPT. A median of 
50% (range: 30–80) of the facilities that 
provided TB services were providing IPT 
to people with HIV infection.
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Of the 20 countries that reported 
no national IPT policy, 14 provided 
reasons for not developing the policy. 
The main reasons were: (i) inadequate 
intensified TB case-finding because of the 
inability to exclude active TB, (ii) logistic 
difficulties in performing tuberculin skin 
tests to diagnose latent TB infection, 
and (iii) concerns regarding inadequate 
patient adherence potentially leading to 
isoniazid monoresistance. Other reasons 
included lack of consensus among policy-
makers and experts and uncertainty about 
the long-term benefits of IPT. Countries 
that had developed an IPT policy also 
faced the challenges mentioned above in 
achieving nationwide implementation. 
Interventions suggested by the respon-
dent countries to encourage the devel-
opment of an IPT policy or to improve 
nationwide implementation included: 
(i) advocacy for IPT at the national and 
international level, (ii) dissemination of 
evidence-based information regarding 
the benefits and feasibility of IPT, and 
(iii) developing operational guidelines for 
the implementation of IPT in HIV care 
and treatment settings.

Discussion
IPT and CTXp are simple and effective 
interventions known to reduce morbid-
ity among people living with HIV, and 
CTXp has also been shown to reduce 
mortality in this population. Although 
some countries have made progress in 
implementing policies to provide these 
services, many limitations remain to the 
implementation of these evidence-based, 
WHO-recommended interventions.

Most countries included in the 
survey have made progress in the de-
velopment of CTXp policy; however, 
nationwide implementation seems to be 
impeded by the lack of consistent supplies 
of CTX. Usually CTX is not obtained 
specifically for prophylaxis, and most 
national HIV programmes do not have 
systems in place to accurately estimate 
CTX needs for prophylactic purposes 
or to monitor its consumption. Because 
CTX provided to health facilities is used 
for both therapeutic and prophylactic 
purposes, this results in frequent stock-
outs which affect the initiation and 
continuation of CTXp. The Global Fund 
to Fight AIDS, Tuberculosis and Malaria 
and other international funding agencies 
should consider including in their funding 
proposals instructions on the importance 
of CTX procurement specifically for pro-Ta
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phylaxis in people living with HIV and 
on monitoring CTXp implementation. 
In addition, many countries, especially in 
sub-Saharan Africa, have problems with 
supply-chain management that result in 
stock-outs of drugs and supplies at health 
facilities even when sufficient quantities 
are available at central warehouses. Efforts 
to enhance systems of drug procurement 
and supply-chain management can help 
countries implement this intervention 
more effectively.

The development and implementa-
tion of a national IPT policy remains 
suboptimal in most of the countries that 
participated in the survey. Inadequate 
intensified case-finding, including the 
inability to rule out active TB, was one of 
the reasons cited most frequently for not 
developing and implementing IPT policy. 
WHO guidelines regarding essential pre-
vention and care interventions for people 
living with HIV recommend that all such 
individuals be screened for TB at each 
contact with care services. Despite these 
recommendations, WHO reports suggest 
that in 2007, only 2.2% of people living 
with HIV worldwide were screened for 
TB.40 Improvements in routine screening 
to detect signs and symptoms suggestive 
of TB in people living with HIV are criti-
cal for the early identification and treat-
ment of HIV-associated TB. IPT should 
not be seen as a separate intervention but 
as a continuum of TB screening, because 
candidates eligible for IPT would be 
identified through this process. Individu-
als with signs and symptoms suggestive 
of TB should be further evaluated for 
TB disease, whereas those without these 
symptoms should be started on IPT. A 
recent WHO consultation that focused 
on intensified TB case-finding , IPT 
and TB infection control (referred to as 
“The Three Is”) recommended intensi-
fied TB case-finding as the gateway for 
implementing IPT and infection control 
and highlighted the need for operational 
guidance for these interventions. The con-
sultation also recommended that national 
HIV programmes assume responsibility 
for implementing The Three Is.41

Lack of monitoring of the imple-
mentation of CTXp and IPT was an-
other reported constraint to scale-up 
of these interventions, a limitation that 
highlights an urgent need. The “what 
gets measured, gets done” principle, the 
benefits of IPT in reducing morbidity 
and the benefits of CTXp in reducing 

morbidity and mortality among people 
living with HIV are worth considering 
with regard to shortcomings in prophy-
laxis and preventive therapy programmes. 
Consequently, indicators that measure 
CTXp and IPT prescription should be 
included in systems to monitor patients 
with HIV in order to record progress in 
implementation.

Retention of patients in HIV care 
has been a challenge for most national 
HIV programmes. Patients diagnosed 
with relatively early HIV infection are 
often lost to clinical care only to re-
enter the medical care system later, when 
their disease is advanced. National HIV 
programmes should focus on improving 
long-term HIV care for people living with 
HIV by providing CTXp and IPT. Both 
treatments can prevent opportunistic 
infections among people living with HIV, 
improve their quality of life and improve 
rates of retention in HIV care. These 
benefits may facilitate regular monitoring 
of these patients and timely initiation of 
ART when needed. Operational aspects 
of CTXp and IPT are similar and the 
beneficiary population overlaps; conse-
quently the possibility of co-packaging 
or co-formulating CTX and isoniazid 
might be explored to address issues related 
to logistics, adherence and integration of 
services.

Our study has a few limitations. First, 
we could not independently validate the 
data reported by in-country staff because 
we did not have access to the national 
reports. Second, because existing national 
reports were the source of information 
for this survey, the results may not reflect 
recent progress at various facilities in the 
implementation of these policies.

Conclusion
Strong advocacy and dissemination of 
evidence-based information regarding the 
benefits of CTXp and IPT are urgently 
required at the national and international 
level. IPT offers potential benefits in 
reducing morbidity, and CTXp offers 
potential benefits in reducing both 
morbidity and mortality among people 
living with HIV. Moreover, TB repre-
sents a potential threat to the significant 
health benefits achievable by scale-up of 
HIV care and treatment. In light of these 
considerations, implementation of The 
Three Is and CTXp should be central to 
the delivery of HIV care and treatment. ■
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Fig. 1.	Progress in development and implementation of co-trimoxazole prophylaxis and 
isoniazid preventive therapy policies in 41 countries surveyed in all World Health 
Organization regions, 2007
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بالمعالجة  الخاصة  التوصيات  تطبيق  في  المحزر  التقدم  مدى  قياس  الغرض: 
والمعالجة  والسلفاميثوكسازول(  )التريمثوبريم  بالكوتريموكسازول  الوقائية 
وضع  دون  تحول  التي  المعوقات  على  والتعرف  بالإيزونيازيد،  الوقائية 

السياسات الوطنية مع تحديد التحديات التي تعوق التطبيق. 
الطريقة: في عام 2007 قام الباحثون، عن طريق البريد الإلكتروني، بإجراء 
التابع  بفيروسه  والعدوى  الإيدز  مكافحة  برنامج  لمسؤولي  مستعرض  مسح 
لمنظمة الصحة العالمية. وقد أجري المسح في 69 بلداً اختيروا من البلدان ذات 
العبء المرتفع للعدوى بفيروس الإيدز أو العدوى المشتركة بفيروس الإيدز 
غطت  بنوداً  الغرض  لهذا  صمم  الذي  المسح  استبيان  تضمن  وقد  والسل. 
السياسات الوطنية الخاصة بالمعالجة الوقائية بالكوتريموكسازول )التريمثوبريم 
لفيروس  للمعايشين  بالإيزونيازيد  الوقائية  والمعالجة  والسلفاميثوكسازول( 
التي  المعالجة والعوائق  الحالي من تطبيق هذه  الإيدز، إضافة إلى المستوى 

تحول دون تنفيذها. 
أقاليم  جميع  ممثلة   ،)59% )بنسبة  بلداً   41 استجابت  الموجودات: 
العالمي للعدوى المشتركة  العالمية، شملت %85 من العبء  منظمة الصحة 
بفيروس الإيدز والسل، و%82 من العبء العالمي للإصابة بالفيروس وحده. 
وكان هناك 38 بلداً )%93( قد أعد بالفعل سياسات وطنية لتنفيذ المعالجة 

الوقائية بالكوتريموكسازول )التريمثوبريم والسلفاميثوكسازول(، غير أن 66% 
منها )38/25( طبقها بالفعل على مستوى القطر. أما بالنسبة للمعالجة الوقائية 
)%51( سياسات وطنية  بلداً  من 41  بلداً  لدى 21  كان  فقد  بالإيزونيازيد، 
غير أن تطبيق هذه السياسات على المستوى القطري لم ينفذ سوى في 28% 
منها فقط )21/6(. وبالرغم من التقدم الكبير الذي أحرز في تطوير سياسات 
إلا  والسلفاميثوكسازول(،  )التريمثوبريم  بالكوتريموكسازول  الوقائية  المعالجة 
غير  النظم  مع  الغرض  لهذا  بالنسبة  للكوتريموكسازول  المحدود  التوافر  أن 
المستوى  المعالجة على  تطبيق هذه  أعاقت  الدواء  إمدادات  لإدارة  المؤهلة 
الخاصة  الوطنية  السياسات  تطوير  واجهت  التي  التحديات  أما  القطري. 
الاكتشاف  قصور  في  فتمثلت  وتطبيقها،  بالإيزونيازيد  الوقائية  بالمعالجة 

المكثف لحالات الإصابة بالسل والقلق من المقاومة الدوائية للإيزونيازيد.
مستغل  وغير  ضعيفاً  المداخلات  هذه  استخدام  لاي��زال  الاستنتاج: 
العالمية  الصحة  منظمة  توصيات  تطبيق  في  المحرز  التقدم  من  الرغم  على 
)التريمثوبريم  الإتقائي  بالكوتريموكسازول  الإتقائية  بالمعالجة  الخاصة 
إلى  حاجة  وهناك  بالإيزونيازيد.  الوقائية  والمعالجة  والسلفاميثوكسازول( 

إحراز خطوات سريعة وفورية لتيسير تطوير وتنفيذ هذه السياسات. 

Résumé 

Mise en œuvre de la prophylaxie par le co-trimoxazole et du traitement préventif par l’isoniazide chez les 
personnes vivant avec le VIH 
Objectif Mesurer les progrès dans la mise en œuvre des politiques 
préconisées concernant la prophylaxie par le co-trimoxazole (triméthoprime 
+ sulfaméthoxazole) et le traitement préventif par l’isoniazide (TPI), 
identifier les obstacles au développement de politiques nationales et 
mettre le doigt sur les difficultés dans cette mise en œuvre. 
Méthodes En 2007, nous avons mené une enquête transversale par 
messagerie électronique auprès des responsables des programmes contre 
le VIH/sida de l’Organisation mondiale de la Santé (OMS), dans 69 pays 
sélectionnés comme supportant une forte charge d’infection par le VIH ou 
de tuberculose associée au VIH. Le questionnaire spécialement conçu à 
cet effet et auto-administré comprenait des points couvrant les politiques 
nationales concernant la prophylaxie par le co-trimoxazole et le TPI chez 
les personnes vivant avec le VIH, les niveaux actuels de mise en œuvre 
de ces politiques et les obstacles s’opposant à leur développement ou 
à leur application. 
Résultats Les 41 pays (59 %) ayant répondu, représentant toutes les 
Régions de l’OMS, totalisaient 85 % de la charge mondiale de tuberculose 
associée au VIH et 82 % de la charge mondiale d’infection à VIH. Trente-
huit pays (93 %) disposaient d’une politique nationale établie pour la 

prophylaxie par le co-trimoxazole, mais seulement 66 % d’entre eux 
(25/38) étaient parvenus à mettre en œuvre cette politique à l’échelle 
du pays. S’agissant du TPI, 21 pays sur 41 (51 %) disposaient d’une 
politique nationale, mais 28 % seulement d’entre eux (6/21) avaient 
réussi à la mettre en œuvre à l’échelon national. Malgré les progrès 
importants dans le développement d’une politique pour la prophylaxie par 
le co-trimoxazole, la disponibilité limitée de ce médicament pour cette 
indication et la déficience des systèmes de gestion de l’approvisionnement 
en médicaments ont fait obstacles à l’application de cette politique à 
l’échelle nationale. Une intensification insuffisante de la recherche des 
cas de tuberculose et des préoccupations concernant la résistance à 
l’isoniazide ont nui au développement et à la mise en oeuvre des politiques 
nationales relatives au TPI. 
Conclusion En dépit des progrès enregistrés dans l’application des 
politiques concernant la prophylaxie par le co-trimoxazole et le TPI 
préconisées par l’OMS, ces interventions restent sous-utilisées. Il faut 
d’urgence prendre des mesures pour faciliter le développement et la mise 
en œuvre de ces politiques.

Resumen

Aplicación de la profilaxis con cotrimoxazol y la terapia preventiva con isoniazida en los afectados por el VIH
Objetivo Medir los progresos realizados en la aplicación de las 
recomendaciones de política sobre la profilaxis con cotrimoxazol 
(trimetoprim más sulfametoxazol) (CTXp) y la terapia preventiva con 
isoniazida (TPI), determinar los obstáculos a la formulación de políticas 
nacionales y poner de relieve los problemas con que tropieza su aplicación.
Métodos En 2007 realizamos por e-mail una encuesta transversal entre 
funcionarios del programa de VIH/sida de la Organización Mundial de la 
Salud (OMS) en 69 países con alta carga de infección por VIH o tuberculosis 
asociada a VIH. El cuestionario autoadministrado especialmente diseñado 

contenía preguntas referentes a las políticas nacionales sobre la CTXp y 
la TPI en las personas afectadas por el VIH, al nivel actual de aplicación y 
a los obstáculos a la formulación y aplicación de esas políticas.
Resultados Los 41 países (59%) que respondieron a la encuesta, 
representativos de todas las regiones de la OMS, abarcaban el 85% de 
la carga mundial de tuberculosis asociada al VIH y el 82% de la carga 
mundial de infección por VIH. 38 países (93%) tenían una política nacional 
arraigada sobre la CTXp, pero sólo el 66% de ellos (25/38) habían logrado 
aplicarla a nivel nacional. En cuanto a la TPI, 21 de los 41 países (51%) 

ملخص
تطبيق المعالجة الوقائية بالكوتريموكسازول والإيزونيازيد للمعايشين لفيروس الإيدز 
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