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The growing graveyard 







The pendulum swing Or the complete 

circle • Hit Early Hit Hard 

– Milestone in 1995/6 new classes PI/NNRTI 

– Introduction of HAART 

– optimism 

• More cautious approach 

– (CD4 <200/stage IV) 

– Sanctuary site 

– Side effects 

– Polypharmacy--pillcount 

– Delay Art 

• Decreasing threshold(CD4<350/StageIII) 

– Newer agents with fewer S/E 

– Combination pill 

– Non AIDS complications 

– Maintained viral suppression 

– Hepatitis B 

– TB irrespective 

– Hep B infxn/TB Almost no threshold 



 

• New indications Almost No treshold (CD4 <500)  

– WHO guide 

• Towards treatment for ALL No indication for CD4 (all CD4 
test and treat) 

– All TB irrespective of CD4 

– Dis concordant couple 

– Option B+ for PMTCT 

– Hepatitis B with severe chronic liver disease 

– Towards treatment for primary infection 

– Towards treatment for  Prevention 

– Towards treatment for cure 

 

 
 







Consolidated 

All in one 

• Continuum of care 

• For use of drugs from prevention to treatment 
and care 

• Combining Adolescent, Adult, PMTCT and 
paediatric care for the harmonisation of ARV 
regimens. 

• Promotes consistency of approaches and likage 
between settings 

• Updates will be more timely and comprehensive . 



Public Health approach 

• Access to Care for ALL 

• High quality based on simplified and 
standardised approaches. 

• Balance between best proven standard of care 
and what is feasible and affordable in large 
scale resource limited settings. 

• Recommendations and innovations should 
strengthen the continuum of HIV care and 
improve systems for primary and chronic care 



Continuum of Care 

HIV testing 

and 

counselling 

Linkage 

to care 

Enrollment 

in care 

• Retention 

• HIV prevention 

• General HIV care 

• ART preparation 

• Comorbidity /  

co infection 

management 

 

1st Line 

ART 

Initiation 

• Retention and 

Adherence 

• Monitoring 

ART Response 

• Monitoring 

ARV toxicity 

 

2nd and 

possible 3rd 

line ART 



HIV testing 

• All forŵs should be voluŶtary aŶd adhere to 5 Cs’ 
– Consent have the right to decline 

– Confidentiality be respected but not reinforce secrecy 

– Counseling quality assurance, supportive supervision 
and mentoring to ensure high quality supervision 

– Correct result high quality testing with external and 
internal quality assurance 

– Connection to care effective referral and follow up 

• NB oercion is not part of 5C 

• PICT recommended for generalised epidemic 



WHO Special populations Testing 

• Couples or partners should be offered test with support for mutual 
disclosure 
– Encourage partner testing 

– ANC setting 

– One partner positive 

– 6-12 monthly for serodisconcordant couples  

• Pregnant woman 
– PICT as routine for ANC package of services 

– Retest in 3rd trimester/during labour or shortly after birth 

• Infants and children 
– Test HIV exposed 4-6 weeks (test for viral nucleic acid) 

– Retest HIV at 9/12 for exposed (last immunisation)—elisa—if pos viral nucleic 

– Retest at 18/12 if breast fed and exposed 

• Adolescents may be missed in PMTCT, annually when sexually active 

• Key populations: sex workers/prisoners/MSM/IVI drug use test  6-12 
monthly  



SA Paeds tesing <18/12 



SA Paeds HIV testing >18/12 



ARV for prevention 

• PEP(within 72 Hours) 

– Rape 

– accidental 

• PrEP 

– Serodisconcordant couples where additional HIV 
prevention choices required 

– Gay Men and transgender women 

• ART for prevention-sero disconcordant couples 

– HIV positive partners with CD4>350 should be 
initiated 



Combined HIV prevention 

• Biomedical 

– Condoms 

– Male medical circumcisions 

– Needle and syringe programs 

– Opiod substitution therapy 

• Behavioral 

– Targeted information/education=school based sex 
education, peer counselling 

• Structural and supportive interventions 

– Measures to reduce stigma 

– Gender based programs 



Link to Care 

• Good Practice 

– Immediate CD4 

– Appropriate referral to site close by 

– Involving community outreach workers to trace 

people lost to care 

– Use of mobile phones to message pts 



General care 

• Psychosocial support 

• Disclosure-partner notification 

• Co-trimox prophylaxis 

• TB counseling, screening and preventative therapy 

• Preventing common fungal infxn 

• Prevention and screening of cervical cancer 

• Malaria preventative measures 

• Selected vaccine-preventable diseases 

• Family planning 

• PMTCT 

• Needle an syringe programs 

• Water sanitation and hygiene 



Preparation for ART  

• Willingness and readiness 

• Retesting all patients prior to ART is a good 
practice to ensure correct diagnosis 

• ART regimen, dosing and schedule 

• Adverse effects 

• Follow up and monitoring visits 

• Consider nutritional status, comorbidities, 
contraindications and potential drug interactions 
when chosing a regimen 



When to initiate ART 



South African Guidelines 



SA Pediatric eligibility 



ART FOR PMTCT 



Breastfeeding 

• Exclusive breastfeeding 1st 6/12 

• Introduce complimentary feeds after 6/12, 

continue breast feeding for 1st 12 months. 

• Breastfeeding should be stopped when 

nutritionally adequate and safe diet without 

breast milk can be provided 



Paediatric 



1st line therapy 



Note Special circumstances 



South african regimens 



SA PMTCT 



SA PMTCT flow chart 



SA PMTCT with active or severe 

psychiatric hx 



SA PMTCT with creat >85 flow chart   



Note 

• NB Efavirenz  also included for woman in first 
trimester is recommended 

• Dosages for neveripine change with weight of 
baby 

• No mention of ART for defaulters with low CD4—
growing problem 

• No mention of pregnant woman on  ART and 
monitoring—no condoms—desire for kids-----
detectable viral load---resistance test---change 
ART 



ART for Kids < 3 WHO 





SA paed 1st and second line 



TB and ART for Paeds 



Treatment failure 

• Viral load is preferred  monitoring approach to 
diagnose treatment failure 

• Viral load should be tested at 6/12 than 12 
monthly 

• Viral load should be <1000 (previously <5000 i.e 
2010 guideline) on 2 consecutive viral load 
measurements 3 months apart with adherence 
support 

• Both clinical and immunological failure  have low 
specificity and sensitivity for predicting treatment 
failure 



Viral load strategy for determining 

switch due to failure 



Preferred second line 



Preferred second line for adults 

&adolescents  



Preferred second line for SA 



Managing common coinfections and 

comorbidities 

• Co-trimoxazole 

• Criteria for initiating, discontinuing and 

monitoring;2006 guideline 

– PCP 

– Toxoplasmosis 

– Certain bact infxn 

– malaria 



Cotrimoxazole  



Tuberculosis 

• TB case-finding with symp screen:each visit 

• Children with poor wt gain,fever ,chronic cough or TB 
contact need to be evaluated 

• TB trx with Rif for at least 6/12 

• GXP MTB/RIF used as initial diagnostic test 

• Drop of new TB diagnosis 
– 20-30% ART reconstitute, with increase ART TB should 

theoretically increase increase 

• Drop in TB deaths 
– TB deaths in hospital Unmasking IRIS 

– Reported as TB deaths? 



INH WHO 
• Asymptomatic pts should receive IPD 

• Duration 

– Adults adolescents with HIV who have not had TST or 
TST neg –6/12 of INH 

– Adult/adolescent with HIV have postive TST and on ART-
--36/12 of INH 

– Concerns regarding INH resistance unlikely-should not 
be barrier 

– Children >12 months with no features of TB or contact 
should receive 6/12 

– Children <12 months with TB contact but no evidence of 
TB should receive 6/12 

– All children treated should receive additional 6/12 

 

 



SA INH Guideline 



Timing of ART/with TB WHO 

• ART for all pts irrespective of CD4 

• TB trx than ART within 8 weeks 

– For more advanced with CD4 < 50 for ART within 

2/52  

• ART should be started in any child with active 

TB and within 8 weeks irrespective of CD4 

• EFV based ART should be used 



• NO GUIDE FOR HOSPITAL –in patient BASED ART 
– Few crazies now provide this 

– Need to expand such 

– Need guide on who to follow 

• Hospitals have Wellness unit 
– Even specialist physicians do not provide ART 

– No follow up at these units or multiple follow up 

• All ART is Down referred 
– Out of sight---out of mind 

• All ART is nurse managed 
– Complex cases often dumped 

– Pericarditis as mentioned were sent to local PHC 



TB/HIV/ART SA Guide 





Crypto screening 

 

• Routine screening for crypto with CD4 <100 

• Immediate ART is not recommended for pts 

with CCM 

– Start after 2-4/52 of induction-consolidation 

regimens with Ampho combined with flucytosine 

or fluconazole 



Adherence 

• Patient factors 
– Substance abuse 

– Denial/depression 

– adolecents 

• Service delivery issues 
– Drug security 

– Distances to pts 

– Staff 

– Poor intergration 

– Vertical programs 

• Political issues 
– guidelines 

– Cost of care 

– Poverty 

– Poor programs 



Thank you 


