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* Preconception HIV transmission Prevention

 ART management for prevention during pregnancy and
breastfeeding

* VL monitoring and management in pregnant clients
* Infant testing and prophylaxis
* Primary Prevention with PrEP



WHO 2030 HIV Elimination Targets

Zero new infections among infants and young children and achievement of
the 95-95-95 targets
EMTCT (EVT) Impact Target:

* A population case rate of new paediatric HIV infections due to MTCT of <50
cases per 100 000 live births

* MTCT rate of HIV of <2% in non-breastfeeding populations OR <5% in
breastfeeding populations

EMTCT (EVT) process/ programmatic targets

 ANC coverage (at least one visit (ANC-1)) of 295%

* Coverage of HIV testing of pregnant women of 295%

* ART coverage of pregnant women living with HIV of 295%



Preconception prevention Interventions

Optimise HIV positive partners treatment . .
: Other interventions
(sero- discordant or concordant couples)

y ~

Maintain unsuppressed VL ideally 4-6 / ) \
.  Continued condom use
months before conception ,
* Identify and manage co-

Options available once suppresed:

* timed, limited, peri-ovulatory, sex without a morbidities, including syphilis
condom and other STIs
* intravaginal insemination  Start folate supplementation
* male circumcision cp pe_s
n n Hb if clinicall I
Not readily available in public sector: and do a bif c C? y paie
» intra-uterine insemination * Once pregnancy confirmed,
* sperm washing encourage ANC booking
* surrogate sperm donation before 14 weeks /

Pregnant clients should be supported to adhere to ART sustain VL< 50 c/ml throughout pregnancy,
delivery and post partum



Optimising ART in pregnant clients

during Antenatal Care and delivery
to prevent vertical transmission




Overview of Recommended Interventions

for Vertical Transmission Prevention

Strategy 1 Strategy 2

Minimize infant exposure
to the virus by

- Infant post-exposure
Maternal VL suppression prophylaxis

If these steps fail / are suboptimal, we need to identify infected children

as soon as possible by providing:
Early Infant Diagnosis

At the same time we need to promote and protect breastfeeding

W

HIV-free Survival ~ Normal grow

N4

1and development



Optimised regimens: Benefits of Dolutegravir

* DTG was protective
of drug-resistance

e DTG led to fewer
discontinuations
due to better

100-

Treatment
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DTG has fastest time to achieve viral suppression

DTG achieve highest rates of viral suppression at +- 91% additional risk

of NTDs!!
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A paradigm shift

In the new ART era of dolutegravir, TLD used as a

First-line regimen Part of
8 Third-line regimens

—need to rethink our terminology related to “1st and 2nd-line”

Clients on a DTG-containing regimen, who
a previous regimen
(old “1st line” terminology)

Clients on a DTG-containing regimen, who
a previous regimen
(old “2nd line” terminology)




ART optimisation

* Pregnant and newly diagnosed HIV positive
* Prioritise same day initiation with TLD if no contra-indications
* Baseline bloods and Gene Xpert

 Pregnant and known HIV positive
* Not currently on ART, but are ART-exposed (e.g. previous VTP, or previous LTFU on ART) should
initiate TLD.
* On ART other than TLD:

 Review for switch to TLD at booking visit if no contra-indications

* If switching, counselling regarding:
* Reason for switch:
* Bloods to be taken
* New potential side effects and management
 Significant drug interactions (Calcium and Fe supplements, TB drugs. Magnesium, antacids)

* Gene Xpert and VL
 TPT review and prophylaxis in eligible clients at follow up review



SWITCHING EXISTING CLIENTS TO DTG-CONTAINING REGIMENS

Women who have already initiated ART on non-DTG containing regimens should be transitioned to a DTG-containing regimen as a matter of
urgency. The table below provides guidance on non-VL dependent switching of existing clients to DTG-containing regimens.

Current Regimen

TEE

ABC/3TCIEFV

AZTI3TCIERV

AZTI3TCIDTG

On any LPV/r
or ATVIr
regimen for
less than 2 years
duration

NON VL-DEPENDENT REGIMEN SWITCHES
Regimens where the VL result will not influence nor delay the decision to switch to

a DTG-containing regimen

Critena for switch

Switch all to a DTG-containing

regimen, regardless of VL result

Do VL at booking/1st ANC visit as

for all pregnant women on ART.
If VL at booking visit is
not suppressed, continue to
switch same day, but do ABCDE
assessment and provide
enhanced adherence counselling
(EAC) If needed

Regimen if change indicated

TLD

provided no renal dysfunction and age

> 10 yrs and weight > 30 kg

If client does not qualify for TDF
ABC/3TC/DTG

If chient does not qualify for TDF
and has ABC hypersensitivity
AZTI3TCIDTG

VL-dependent switches
to DTG
Women who have been on
Pl-based regimens for more
than two years also require a
transition to a DTG-containing
regimen. However, transitions
in these women are VL-
dependent: their VL result in

the last 12 months will influence

the decision of how and when
to switch to a DTG-containing
regimen. For further guidance,
please refer to
“Switching Existing
Clients to DTG-containing
Regimens” on page 15 of the
2023 ART Clinical Guidelines



April to June 2024 ANC Data

Antenatal

known HIV Antenatal

positive but Total ANC already on

Antenatal HIV 1st | Antenatal HIV | NOT on ART | Eligible for ART | Antenatal start Missed ART at 1st
Organisation unit name test positive re-test positive| at 1st visit initiation on ART opportunity visit
Eastern Cape Province 798 73 156 1027 1014 13 4633
Free State Province 327 33 56 416 417 -1 1859
Gauteng Province 2207 183 162 2552 2543 9 7607
KwaZulu-Natal Province 1946 174 156 2276 2231 45 9712
Limpopo Province 826 100 122 1048 1037 11 2570
Mpumalanga Province 855 85 46 986 986 0 3372
Northern Cape Province 145 31 44 220 203 17 404
North West Province 537 56 49 642 625 17 1982
Western Cape Province 373 66 335 774 450 324 2182

Source: DHIS SA had 95% ANC Coverage in this quarter




VL Monitoring and Management in

pregnant and breastfeeding women



VL Monitoring in Pregnancy

o m refers fo the “VL Non-Suppression Remember to put the correct VTP code in the EGK code field
h Algorithm” on page 21 of the laboratory form for each VL done to ensure the electronic
£ gatekeeping rules (EGK) do not lead to sample rejection.

z Use the code CEPMTCT for all VLs done during ANG or the
’E breastfeeding penod. _ i

¥ START HERE Select a category for the woman starting ART from the pink blocks below: ~Use the code C#Delivery for all Vs done at the fime of delrvery.
3 Menths on ART in Newly initiating ART or re-initiating ART on a . . . .

~ | ANC/Postpartum |  DTG-based regimen (before 28 weeks gestation) e LR e e e
f Baseline ART initiated at 1% ANC visit VL at ANC 1 visit ART initiated after 28 weeks or at delivery

: 1 months

{ -

2| 8

3 E 2 months

:f .

il | S

& £ | 3months 1% VL at 3 months on ART

|| =

= (4 months)

z

I

E (5 months)

B Delivery All women get a VL at delivery (results must be checked at postnatal visit before 6 days) 1=t VL at delivery

Source: Guideline for Vertical Transmission Prevention of Communicable Infections 2023



VL Non-Suppression Algorithm for Pregnant and Breastfeeding Women on TLD

VL Monitoring T ———

Do a thorough assessment of the cause of an elevated VL A ﬂ
as per ABCDE on page xx

-

and management

Implement interventions to re-suppress the VL.
Switch to TLD if indicated [See “Switching existing clients to DTG-containing regimens” on page xx of the 2023 ART Clinical Guideling)
Start, re-start, or extend high-risk infant prophylaxis if breastfeeding, and intensify breastfeeding support.

o Ti m i ng Of the re peat Recommend condom use and contraception as appropriate, and partner testing
VL in the VL
management et sepe

algorithm is different " ehedule resitefrepsant ‘“’:”""’“" (iezsoslm)
on page 20

Re-assess and resolve adherence issues! *
{See also poge xx)

Repeat VL after 4-6 weeks!

* Principles of

On TLD for at least 2 years,

SWitChing and and two or more VLs 2 1000 c/mL On TLD |essthan2year5"5
{taken two or more years after starting TLD regimen) or adherence still suboptimal =,

management Of and Adherence > 80%° or persistent low-level viraemia®

H H H . =
confirmed virological _
. Go to the algorithm for Repeat VLin 3 months’ time
fa I I u re a ISO a pp Iy “Management of confirmed (or at delivery if = 28 weeks gestation)
virological failure on TLD” Intensify efforts to

on page xx of the ART Clinical Guideline resolve adherence issues”’



VL Electronic Gate Keeping (EGK) Codes

EGK codes serve three functions:

Allow individual patients to be traced

1 "
. Prevent sample rejection using the NHLS RfA reports

Monitor VL suppression rates in program

Py 1t The following codes should be on the lab form of every

VL done within the PMTCT program:

Antenatal care Labour and

delivery
C # PMTCT C # Delivery C # PMTCT A

Breastfeeding




April =June 2024 National Delivery VL data

Apr-24 May-24 Jun-24
Live birth
Live birth to Live birth to to HIV
Organisation unit HIV positive HIV positive positive C#
name woman |C# Delivery| % woman |C# Delivery| % woman |Delivery| %
Eastern Cape Province 2218 519 23.3% 2099 510 24.2%| 1996 365 [18.2%
Free State Province 878 314 35.7% 908 263 28.9% 769 266 | 34.5%
Gauteng Province 3635 1439 39.5% 3666 1260 34.3%| 3579 1070 |29.8%
KwaZulu-Natal

Province 4751 1439 30.2% 4688 1600 34.1%| 4335 1001 |23.0%
Limpopo Province 1650 204 12.3% 1673 222 13.2%| 1567 104 6.6%
Mpumalanga Province 1682 924 54.9% 1677 696 41.5%| 1486 620 [41.7%
Northern Cape Province 295 34 11.5% 265 45 16.9% 239 35 14.6%
North West Province 088 134 13.5% 1010 184 18.2% 943 95 10.0%
Western Cape Province 1162 752 64.7% 1158 752 64.9%| 1087 564 |51.8%
South Africa (National) 17259 5803 33.6% 17144 5857 34.1% | 16001 4140 |25.8%

Source: DHIS




VL monitoring post partum

Months on ART in Newly initiating ART or re-Initiating ART on a

ANGPostpatim | DTG-based regmen befre 28 weeks gestation Already on ART at Pregnancy Diagnosis Late presenter in ANC after 28 weeks, or at dellivery

VL at 10-12 weeks on ART

1042 Ensure that the resuits of any VL test are checked
weeks PP within 1 week. If VL > 50c/mL

o - Recall the mother-infant pair to the facilty.

VL<50

.g’ 4 months - Extend infant prophylaxis if mother is sfil
9 PP breastfeeding. Go to “Management of a High
E Maternal Viral Load after Delivery” on page 24,
= | 5months If in doubt about when to take, or how to interpret, a VL
S pp result, call the HIV hotine 0800 212 506
g .
= 6 months
2| o VL at 6 months postpartum
o
6-monthly VL 6-monthly during breastfeeding




VTP: Optimising Care for the HIV Exposed Infant

to minimise vertical transmission




Tightening the definition of higher-risk

Delivery VL will determine the final risk profile of the HIV
exposed Infant

Higher-risk until proven low-risk

Change 1: Higher-risk is defined as VL 2 50 ¢/ml

Need to consider
* VL threshold where the delivery VL is known

* When delivery VL is not known, at discharge from labour
ward



Tightening the definition of high-risk:
Where the delivery VL result is not known

Change 2: Universal Dual Prophylaxis

2023 VTP Guideline

Dual prophylaxis will be given to all HEI at birth

until proven low-risk by delivery VL results
Either before discharge or at 3-6 day visit




When is Delivery VL done?



Timing of Delivery VL and results management

* Ideal: Delivery VL result reviewed by ward staff and actioned before
discharge from labour ward

* Delivery VL:
e Can be pulled when the client is admitted into the labour ward
* Does not need to be pulled ONLY when the baby is delivered

* Early sample collection may allow for retrieval before discharge from
labour ward:
* Classify HEI risk
* Determine final infant prophylaxis regimen

 Ensure delivery VL sticker is placed in baby’s RTHB



Tightening the definition of high-risk:
When delivery VL is not known, at discharge from labour ward

Delivery VL will determine the final risk profile of the HIV exposed Infant

Higher-risk until proven low-risk

| [');scharge‘:r:? Delivery VL 3-6 day
AROUEWAICIONIES results available PN visit
after birth

4

48-72 hours :
Labour -] : Delivery VL known
Mx of HEI with unknown risk status : Re classify risk profile
I




Prophylaxis for the HIV exposed infant

 All babies will receive Dual prophylaxis 3t birth (NVP & AZT) if the
Delivery VL results are not known before discharge

 Once delivery VL is known (either before discharge or at postnatal visit,

appropriate prophylaxis regimen must be provided based on final risk
assessment



Labour and Within 3 to 6
delivery days after birth

Prophylaxis for the
HIV-exposed infant at
birth (1) All HIV-exposed Infants

48 - 72 hours

Delivery
VL
&
Birth HIV

Dual prophylaxis (NVP and PCR
AZT) for all until the delivery results
VL 1s known available

Risk profile unknown

pE;m;:rI;:] ﬂ_ﬁ_s Dispense full 6-weeks supply of dual

: prophylaxis to all HIV-exposed infants
" “ﬁ;‘;‘;,‘;";;{';'.‘:m at birth. Ask mother to return with all

RTHB medication at the 3-6 day PN wisit.




Maternal

Delivery VL *

Prophylaxis for the HIV- S
exposed infant at birth (2)

VL 2 50 copies/mL
in a breastfeeding
mother**

Reclassify risk profile

Delivery
VL 2 50 copies/mL
in a mother whao is
exclusively formula-
feeding her infant
fram birth

Birth PCR
positive

Classification

Higher risk

Higher risk

HIvV
infected

Prophylaxis

Change to low-risk
prophylaxis
= Stop AZT
= MVP daily for
sin weeks.

Continue dual
prophylaxis:
= ATT twice daily
fior six weeks.
= MVP daily fior a
minimum of 12
weeks.

Continue dual
prophylaxis:
= AZT twice daily
for six weeks.
= MVP daily for
six weeks.

Comment

Affirm and encourage good
adherence.

Repeat maternal ¥L & monthly
during breastfeeding.

Do all routine HIV tests for HIV-
exposed infants as indicated on
“HIV Testing For The HIV-Exposed
Infant™ on page 27.

Do am ABCDE assessment and
intervention as a matter of
urgency to achieve a suppressed
WL in the mother as soon as
possible. Follow the “VL Nan-
Suppression Algorithm™ on page
22,

Stop imfant NVP anly after
confirmation of maternal VL
being less than 50 ¢/mL, or until
four weesks after cessation of all
breastfeeding.

Da all routine HIV tests for HIV-
exposed infants as indicated on
“HIV Tesfing For The HV-Exposed
Infant™ on page 27.

Do an ABCDE assessment and
intervention as a matter of
urgency to achieve a suppressed
VL in the meother as soon as
possible. Follow the “VL Naon-
Suppression Algorithm™ on page
22.

Da all routine HIWV tests for HIV-
exposed infants as indicated on
“HIV Tesfing For The HV-Exposed
Infant™ on page 27.

Stop anmy NVP and AZT prophylaxis. Initate ART.
Confirm the positive result
with a 2nd PCR on a new sample. Start cotrimoxazole
prophylaxis therapy (CPT) at & weeks of age.



HIV testing for the HIV-exposed Infant

HIV TESTING SCHEDULE CONFIRMATORY TESTING AGE OF HIV
Any child under two years with a CONFIRMATORY
Birth HIV-PCR positive HIV-PCR or a positive HIV CHILD TEST
HIV-PCR at 10 week rapid test should have their HIV
e T IEEE status confirmed with a HIV-PCR test | ass than
HIV-PCR at 6 months for all HIV-exposed on a new sample. At the clinician’s 18 months PCR PCR
Infants | discretion, the HIV-PCR may be
+ Aligned with 6-month maternal HIV VL replaced by a viral load test which
Universal 18 month rapid/ELISA for all has the advantage of both confirming 18 months :
children the HIV diagnosis and providing to 2 years Rapid PCR
+  Whether exposed or un-exposed a baseline VL for moniforing the
. Al 40 child’s response to ART. Any child
Aligned @th 18-month matemal HIV VL who tests HIV positive should initiate
Age-appropriate test at 6 weeks post- ART according to the Paediatric ART
cessation of BF guideline as a matter of urgency. Do
Age-appropriate test at any time if the bab not wait for the confirmatory result More than - :
isgunwil:l}l P g ’ before initiating ART but ensure 2 years Rapid Rapid

that this result 1s checked. See
"Management of Indeterminate
PCR results and the Abandoned
Infant” on page 28



April =June 2024 National Birth PCR data

Infant 1st

Infant 1st PCR | Infant PCR | PCR test

Infant PCR | test at birth |test positive| positive at

Organisation unit name test at birth | uptake rate at birth birth rate
Eastern Cape Province 6359 100.7 23 0.4
Free State Province 2520 98.6 11 0.4
Gauteng Province 10615 97.6 39 0.4
KwaZulu-Natal Province 13918 101.0 42 0.3
Limpopo Province 4952 101.3 11 0.2
Mpumalanga Province 5172 106.7 16 0.3
Northern Cape Province 790 98.9 0.4
North West Province 2987 101.6 0.2
Western Cape Province 3173 93.1 0.9
South Africa (National Government) 50486 100.2 0.4




April =June 2024 National 10 week PCR data

Infant PCR

Infant PCR test| test positive | Infant PCR test

Infant PCR test around 10 around 10 | positive around

Organisation unit name | around 10 weeks | weeks rate weeks 10 weeks rate
Eastern Cape Province 4093 65.1 0.6
Free State Province 1669 65.6 5 0.3
Gauteng Province 7659 70.6 10 0.1
KwaZulu-Natal Province 9866 71.8 0.4
Limpopo Province 3195 65.5 0.3
Mpumalanga Province 3785 78.4 0.4
Northern Cape Province 447 56.2 0.5
North West Province 2211 75.4 0.3
Western Cape Province 2445 2.4 0.7

South Africa (National

Government) 35370 70.4 0.4




April =June 2024 National 6 month PCR data

Infant PCR Infant PCR
test around 6| test positive Infant PCR test
Infant PCR test months around 6 positive around 6

Organisation unit name around 6 months | uptake rate months months rate
Eastern Cape Province 2305 36.8 0.6
Free State Province 1182 46.6 5 0.4
Gauteng Province 5641 52.1 15 0.3
KwaZulu-Natal Province 7223 52.7 19 0.3
Limpopo Province 1933 39.7 6 0.3
Mpumalanga Province 2493 51.8 10 0.4
Northern Cape Province 210 26.4 1 0.5
North West Province 1755 59.9 6 0.3
Western Cape Province 582 17.3 6 1.0

South Africa (National -

Government) 23324 46.6 81 0.4




April =June 2024 National 18 month HIV test data

HIV test
positive
HIV test around 18 around 18 HIV test around 18
Organisation unit name months months months positive rate

Eastern Cape Province 11575 33 0.3
Free State Province 7617 10 0.1
Gauteng Province 27702 38 0.1
KwaZulu-Natal Province 25589 44 0.2
Limpopo Province 10985 17 0.2
Mpumalanga Province 11645 15 0.1
Northern Cape Province 2177 11 0.5
North West Province 7495 14 0.2
Western Cape Province 1484 4 0.3
South Africa (National Government) 106269 186 0.2




Management of high maternal VL after delivery (1)

A Mother may have a high VL after delivery due to:

or :
: : - An elevated VL of = 50 ¢/mL after previously
A new HIV diagnosis after delivery being suppressed on ART.
Infant currently breastfeeding, or Breastfeeding never started or stopped
has breastfed in the last week more than 1 week ago.
Immediate infant HIV-PCR Immediate Infant HIV-PCR
\ Provide Dual Infant Prophylaxis: No prophylaxis needed as baby is no longer
AZT twice daily for 6 weeks, and NVP for a being exposed to HIV

minimum of 12 weeks (until the maternal VL is
suppressed), regardless of infant's age.
Clearly document the prophylaxis start date.



Management of high maternal VL after delivery (1)

Infant HWV-PCR negative Infant HIV-PCR negative
Complete 6 weeks of AZT and a Do all routine HIV tests according to the age
minimum of 12 weeks of NVP. and schedule for HIV exposed Infants:
If needed, continue NVP for longer until * HIV-PCR at age 10 weeks
mothers VL < 50 c/mL. * HIV-PCR at age 6 months

* HIV-PCR 6 weeks post-cessation of breastfeeding
* HIV Rapid test at age 18 months

* Test anytime baby is unwell
Do HIV-PCR 6 weeks

after stopping NVP

If Infant tests HIV-PCR positive at any stage.

Confirm positive result with a 2™ PCR on a new sample. Stop any HIV prophylaxis.
Initiate ART. Start cotnmoxazole (CPT)



High VL and Breastfeeding

* Benefits of breastfeeding for child survival balance the risks of possible MTCT
* Need to reduce MTCT via BF as far as possible by

Strategy 1 Strategy 2

(15t prize) (2nd prize)

Maternal VL Infant post-exposure

suppression prophylaxis

Higher-risk prophylaxis for baby if

' If the mom’s VL is > 1000 we mother’s VL not suppressed during
need to get it re-suppressed breastfeeding
again as a matter of urgency Buys time to get mother’s VL

suppressed again



Breastfeeding with an Elevated VL

e Recommendation: Women with an unsuppressed VL on TLD1 continue to breastfeed.
 Exclusive breastfeeding strongly recommended if the baby is less than 6 months old.

* Infant prophylaxis should be extended/restarted while a concerted effort is made to
re-suppress the mother’s VL

 Although BF in women with an unsuppressed VL on TLD2 or 3rd line ART is not
recommended (particularly if the VL > 1000 c/mL) due to the risk of resistant HIV
transmission, exclusively formula feeding may also pose risks to vulnerable children.

 These mother-baby pairs should be referred or discussed with a team of experts*,
and social circumstances considered.

* |f formula feeding is deemed the lesser risk, intensive formula feeding support and

close monitoring by the therapeutic nutrition programme are recommended.



Specific table aligning to infant EPI schedule:

group

2-6
months

{monthly
follow-up)

Age of
child

1" week
of life

6 weeks

10 weeks

14 weeks

18 weeks

22 weeks

26 weeks

Routine
visits as
per RTHB

3-6 days

(PN)
visit for
mother

and baby

10 weeks

14 weeks

4 months

5 months

6 months

ART
Dispensing
cycle (DC)

2*

Follow-up for the HIV-exposed baby

Follow-up results of birth PCR* and mother's
delivery VL If birth PCR negative, re-classify the
risk profile of the HEI:

Delivery VL < 50 cfmL (low-risk)

+ Stop AZT and continue NVP daily for six weeks
Delivery VL = 50 c/mL (higher-risk)

= Continue AZT twice daily for six weeks

+ Continue NVP daily for minimum of 12 weeks
Check adherence to NVP and AZT dispensed at
delivery

Ensure that birth PCR and mother’s VL results
were checked, recorded and acted upon correctly
If low-risk, stop NVP

If higher-risk, stop AZT and dispense NVP for
additional & weeks

Do 10 week HIV-PCR *

If higher-risk, check result of repeat maternal VL
done at 6 weeks visit.

If VL < 50 ¢/m, advise to stop NVP after 12
weeks

If VL still 2 50 ¢/mL, dispense and continue NVP
until the breastfeeding mother’s VL is confirmed
to be < 50 ¢/mL

Check that 10 week HIV-PCR results were
checked, recorded and acted upon correctly

Do 6-month HIV-PCR test *

Review results of PCR and VL in 1 week using
NHLS RfA reports. If mother's VL = 50c/

mL, restart/extend infant prophylaxis if still
breastfeeding. Go to “Management of a High
Maternal Viral Load after Delivery” on page 24.

ART
Follow-up for mother

Follow-up results of mother's delivery VL

Delivery VL 2 50 c¢/mL: manage as per “Viral Load
ing Schedule™ on page 20.

Check ART supply: The mother should have been

provided with 2 months ART at discharge from

labour ward which will last her until & week PN

visit

Adherence check-in for mother

Provide breastfeading support and routine PN

care

Postnatal clinical review and adherence check-in.
If delivery VL = 50 c/mL, repeat VL at this visit

= Provide breastfeeding support.
+ Provide ART for 2 DCs (2MMD) for mother®

If VL repeated at 6 weeks, review results. Manage
as per “VL Non-Suppression Algorithm” on page
22

If mother received either DMPA (Depo Provera®)
or NET-EN {Nur Isterate®) after delivery, give
repeat injection at this visit***

Adherence check-in for mother

+ Provide breastfeeding support.
+ Provide ART for 3 DCs (3MMD) for mother

Clinical review and ‘6-month” VL.

Provide breastfeeding support and discuss the
introduction of complementary feeding at age
6 months

Script for and provide ART for 3DCs at a time
{3MMD)

Review results of VL and PCR in 1 week using
NHLS RfA reports. If VL = 50c/mL, manage
mother as per the “VL Non-Suppression
Algorithm™ on page 22

Immunisations

Feeding advice

and

monitoring
Development
circumference
Oral Health
Screen

Vit A
Deworming

Head

Same as EPI
schedule x

Same as EPI

schedule
unless NET-EN)

Family planing

Mother's
(FP)

o

Mother ART
follow-up & FP
aligned with EPI
schedule

Aim to provide all
care at same service
OR AT LEAST SAME
return date schedule
and same facility
2-month supply at
birth

NEW:

2-month supply
again at 6 wks*
3-month supply at
14 wks, 6 months
and 3-monthly to
align with VL



Objective 2.3:

Eliminate vertical transmission of HIV.

Primary HIV Prevention

— Antenatal . . :
| FaIC|I|t|es- Antenatal . Antenatal Client * Subobjective 2.3.1. Scale up screening
:‘Xnet’::a'lg:‘ Client C"e':te::r‘:ets Client Initiations of pregnant and breastfeeding women
Province =  pygp  'Mitiations T 7" Initiations  Progress to for HIV and link them to HIV-prevention
(Apr’23 - 194)% (Apr'24 - Targets : : :
(Apr'23-M May’24) g
pr o) Y Mar2a)* May'24)*  (Apr'24-— services, including PrEP.
’ *
MELEE, All antenatal facilities must test all pregnant women
EC 559 10 433 2 649 2768 105% d breastfeedi h q to PrEP
” 13 999 3 o 6% and breastfee |.ng mothers, an prﬂma e r use
o 166 3 385 1776 1462 82% to all HIV-negative women and sustain services by
KZN 245 49 536 5 295 3310 384% 2028. Promote and facilitate early antenatal care
Lp 140 943 1687 )81 _ bookings for pregnant women, strengthen and
MP 250 11 495 1039 2 260 217% promote partner involvement in the prevention
NC 91 1865 544 370 68% of vertical transmission, provide tailored HIV-
NW 167 1818 1113 920 83% prevention interventions for HIV-negative pregnant
WC 93 1879 1093 303 28% and breastfeeding mothers and promote risk-
SA 2324 82403 12 938 17 366 134% benefit counselling for pregnant women for HIV-

(Source: Consolidated from DHIS: Antenatal client started on
PrEP: April 2023 — May 2024)

prevention.

Source: National Strategic Plan for HIV,TB and STIs 2023-2028

- <25% 26%-50% 51%-75% >75%







CAB-LA is earmarked for programmatic Rollout in South
Africa

CAB-LA regulatory
status
Approved by South
Africon Hedth Products

Regulotory Authority
(SAHPRA)

Nationd Essentid
Medicnes List
Committee (NEMLC)

Recommendation:
Under considercation

Date of approvd: November 2022
Registration nurmber: 55/20.2.8/0786
Eligibility: Individuds weighing 35kg or more
CAB-LA listed under Schedule 4

Registered name: Apretude

PBFW con initiote or choose to continue
using CAB-LA during pregnoncy ond
breostfeeding dfter understonding the
risks and benefits.

oClients must be informed and counselled
concerning the benefits and risks so that
may make an informed decision



Potential benefits and risks of CAB-LA for pregnant and breast-feeding women

Risk of HIV infection in
pregnancy

e Biological and behavioral
changes during pregnancy
increase the likelihood of
women contracting HIV.

e The likelihood of a pregnant
woman contracting HIV is 2-3
times greater than in a non-
pregnant woman.

e Women recently infected with
HIV have a much higher
chance of passing on HIV to
the fetus because of the high
levels of the virus in the body
during this time of acute
(new) infection.

Potential benefits of CAB-LA

e HIV negative PBFW taking CAB-
LA can protect themselves from
HIV, also reducing the risk of
passing HIV to the foetus or
breastfed infant.

o CAB-LA is easy to take, it
requires one injection every 2
months.

o CAB-LA can be taken by the
woman without anybody else
knowing if she wants to keep it
to herself.

e CAB-LA can be used by
discordant couples when one
partner is HIV+ and not on ART
or virally suppressed

Potential risks of CAB-LA

h/

e Limited knowledge about using
CAB-LA in pregnancy and
breastfeeding. y

e Limited data from clinical trials
where small number of women
who became pregnant on
CAB-LA suggests it may be
safe during pregnancy and
breastfeeding.

e More research on optimal
dosing and safety surveillance
in pregnancy is needed to
monitor adverse pregnancy
and infant outcomes.

e Concentration of CAB-LA in
breastmilk is not known.




Closing remarks

TLD is the drug of choice for optimisation of ART regimen, viral suppression and side effect profile.
* Planned conception after sustained VL suppression must be encouraged

 @Great strides have been made with regards to vertical transmission prevention:
* >70% of HIV positive pregnant clients on ART at ANC booking visit
* ART initiation in pregnant clients as high as 95%
* Birth PCR completion rates are high

« However there are still key programmatic issues requiring further intervention to achieve targets:
* Missed opportunities for ART initiation in ALL pregnant females
* Low completion rates of Delivery VL and or poor use of eGK codes as per VTP guideline
* Low uptake of PCR test at 10 weeks and 6 months

 Endeavour to action Delivery VL results before discharge from labour ward if possible — if not 6 weeks of
DUAL Prophylaxis provided until Delivery VL result is known at postnatal visit

*  Primary prevention with PrEP for HIV negative PBFW must be implemented alongside HIV prevention
options for HIV positive PBFW

 National Indicators to track HIV Care, Treatment and prevention data in postnatal care would support
better monitoring of the Postpartum.
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