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Who was here last year and remembers
my talk?

1. Yes
2. No
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Do you think Universal Test and Treat should
be implemented in all clinics and hospitals In
South Africa?

1. Yes
2. No
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2008 CHER study shows 76% decrease in

mortality
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TEMPRANO trial

2056 patients from Ivory Coast followed for 2 %2 yrs. All with CD4<800
Randomly assigned into 4 arms
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START trial:

Randomized study T immediate ART or deferred <350
4685 patients f/u for 3 years

VL suppression CD4 count
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M Partners studyﬂ
HPTN 052

Suppressed VL means no transmission to sexual partners

=0

Undetectable = Untransmissible

TasP

Treatment as Prevention
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Is your clinic or hospital starting everyone on
ART regardless of CD4 count?

1. Yes
2. No
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.Challenges to Implementation

A Overburdened Health Care System

A Only a few clinicians who initiate ART

A Time consuming to initiate

A Tracing the PreART list

A Linkage to care
A Community based testing i > clinic initiation
A Clinic HCT i > clinic initiation
A Hospital i > clinic initiation
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.Challenges to Implementation

A Overburdened Health Care System

A Community delivery models
A Differentiated Models of Care

A Central Chronic Medicine Dispensing and Distribution
(CCMDD)

A Pick up Points
A Adherence Clubs
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.Challenges to Implementation

A Only a few clinicians who initiate ART

A NIMART
A Ongoing training in conjunction with mentoring and logbook support
A Working with onsite or roaming doctors
A Improve health worker management
A Change attitudes
A Starter pack: Helpline numbers, Support staff contacts, Useful

resources
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=y Compiled by the Child and Adolescent Committee of the SA HIV Cliniclans Soclaty In Health
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HIV Drugs Co-medications
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Search HIV drugs Q Search co-medications. Q

Atazanavir

O Az Trade O Az

Rifampicin

will be

Quality of Evidence: High

Summary.
Contraindicated due to decreased atazanavir concentrations.

Abacavir Abacavir

Coadminsitration of rifampicin (600 mg once daily) and atazanavir/ritonavir
(300/100 mg once dally) to 16 subjects decreased atazanavir Cmax, AUC and
Cmin by 53%, 72% and 98% respectively. Coadministration of twice daily

atazanavir alone with rifampicin failed to provide adequate atazanavir

(with ATV or Acenocoumaro

exposure and a high frequency of liver reactions was seen
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CASE 1 CONTINUED...

1. Is she on the correct ARVs? 3.0 k%Y No41 17+ No160 12+
= Yes

2. Is she on the correct dose? (18kqg) Can we simplify?
= No —she weighs 18kg ’
rsion H I
- KBC 8l be or 2.5 x 60mg tablets What's New Version History
= 3TC 8ml bd or 2 x 150mg tablet Version 2.13 1y ago
= LPV/r 2.5ml bd or 100/25 Paeds tabs 2 bd or 200/50 Adult tabs 1 bd e 2
= Use tablets — especially for LPV/1 (syrup tastes revolting) Stability improvements

3. What counselling does she need?
. Partial disclosure Preview
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A Tracing the PréART list

.Challenges to Implementation

wDownload PréART List from TIER.ne

t

wAllocate staff member to trace and
monitor

wContact via phone or address

wWork with community workers



.Challenges to Implementation

l - Linkage to care
A Community based testing T > clinic initiation

Checking accuracy of data collection and looking for duplicates
Mapping out organisations

Ensure record keeping with correct contact information

Functional referral forms

Systems for Aconversationso be

Linkage to care officers, peer navigators, Jabu project
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.Challenges to Implementation

l “Linkage to care
A Community based testing i > clinic initiation
A Clinic HCT i > clinic initiation

A Hospital i > clinic initiation

Same Day Initiation
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What proportion of your
starting ART on the same day as being
diagnosed?
1. none
2. <75%
3. >75%
4, L R2Yy QU 1y29
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Do you think some staff are still
resistant/hesitant about SDI?

1. Yes
2. No
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Do you think same day initiation on TLD
should be implemented in all clinics and
hospitals in South Africa?

1. Yes
2. No
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Systematic review and meta-analysis of LTFU
before Initiation studies in sub-Saharan Africa
(Catrina Mugglin)

29 studies, >148 000 patients

72% had a CD4 count done ART initiation is
40% were eligible for ART typically very
tedious

25% started ART

Therefore 37.5% attrition before ART Initiation
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SameDayARTStudy in Haitl
(Serena Koenig)

Schedule of Visits

* Standard group
— Days 7, 14, and 21: Physician/social worker visits
— Day 21: ART initiation
— Week 5: Physician/social worker visits

* Same-day ART group
— Day 1: Counseling and ART initiation
— Days 3, 10, and 17: Physician/social worker visits
— Day 24: Physician visit

* Only difference was timing of ART initiation

T. P. Giordano

ﬁ Baylor
AIDS 2016
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SameDayART
Standard vs. Same-day ART
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RaplT study:
SDI of ART In a clinic and hospital in JHB (Sydney Rosen)

377 adults
SDI vs. control
(POC CD4, bloods, TB screensputum, intense counselling) vsS. -6 (Bsits before initiation)
Figure 3. Time to treatment initiation
E8 SDI
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__

Number of adults

ART Iinitiation in <90 97% 2% + 2594

days

VL suppression at 10 (79% of + 139

months Initiated)

Retention in care 88% of + 17%
Initiated)

% LTFU before

Initiation

% LTFU after initiation 86% 22%
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SLATE Tnal
600 adults randomized . |Intervention |Control |

- L Initiated <7 days 68% 40%
PertUrban clinics in JHB and Kenya 4 0 0
Control: Standard initiation procedure | oy o o 527 02

| P Initiated and retained at 6/12  53% 50%

Intervention:

_ : 50%
Referral criteria = Any cough, fever, night
sweats, weight loss, persistent headache, w+ 1B
Mo referral or serious self-reported symptoms that Scree n ed screen

suggest further investigation

out

Medical history

Referral criteria = Prior ART, TB treatment
initiation <14 days, substance abuse, or
concurrent medications or conditions
suggesting further investigation or
counseling

Mo referral

Figure 2. SLATE algorithm

SLATE Il

Brief physical exam

Referral criteria = Observed conditions
suggesting further investization

Mo referral

Readiness assessmenit

Referral criteria = Responses indicating
that patient requires further counseling or
support

GeneXpert

+-uLAM |

Mo referral

Referral for standard ART
initiation; provide required
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Immediate ART initiation with concurrent
blood draw for baseline C0d count and Crag
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dly WHO Guideline
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