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List of persons to supandise the mentorship program and report to the KZR HAST unit monthily

District /mames /TITLES

Cormmeants

Amajuba District office : Mabaso Mhlengi -HAST Doctor
DsSP — MatCTH

To incorporate District HAST
coordinaror and all AWACC attendoos

aThelkwini District Office :NMcama Zanele -HAST Coordinator
DSPF -HST

Wihork with doctors and nurses at
AT
Enlist HST doctors in district

HARRY GWWAaLA

istrict office Dinangwe Khulekani -HAST Coordinabor
Disvrict office : Mgoduka Siphesihle—:Medical officer
District office: Dwane Sifiso Act DD clinical

DSP — MatCH

Work together to enlist nursing staff
frorm each facility preSsent at AWASICT
Enlist a doctor at each facility o e
trained

ILEMEE
District Office: MNdlovu Mduduzi -District HAST Prograrmimee

EnlList AWACT attendeaes and drs in
=ach hoaospital -ensure that every facility
= cowveraed

KCD - DSP — MatCH

District Office :Zulu Nkosiyerwe —-HIW COORDIMATOR
District Office : DLamini Thabisile -DISTRICT HAST OMMMN
District Office (Mlungwana Anathi MO

Work as a t=am o engage aach facility
o cascads carns

LHSL
District office :Mbangatha Xolani:Hast Manager
District office : NMtuli Zama Patricia — WTP Coordinator

Enlist AW ACE attendaeaes and
conceptualise a plan for each facility

UMGUMNGLUMNDLOWLD DSP -HST

Townhill Hos pital (Rrepresenting District HAST wmit) -

Ankiah Cavashu-Medical Officer

Report 1o lsmail Subban and Tim Kerry from the district office to work
with all AWACT attendess 1o ensure that every facility is covered

ANACC attendess — enSsure that you
participate in dissemination of the
wrainimg

L LA YA R H U DE

District Office : Ndumalo Nokuthula -District HAST SO
District Office (Siyvabonga Mithimkhuolo -Medical Officer HAST
District Office :Maphanga Noncedo — Adherence Facilitator

EnlList AWAIOC attendaeaes and
conceptualise a plan Tfor each facility
Enlist Drs from all hospitals 1o be
wrained and do training

UMIIMNYATHI

District Office:Mange Nontokozo-HAST CLlink
Digvrict Office Maba Pearl “HAST Trainer
District Office Sibiya Sarms Rose-Clinical & Programimes

L Coordi o

Assisted by other district office staff at
AWNEACC and enlist doctors at each
fancility

Charles Johnson Mamorial -MMyseni
Jacob CDC MO

Church of Scotland Magweaenya Rodney
—CDE MO

UTHUKELA - DSP -HST
istrict office : Myembe Lindiwe -ART coonrdinator
District office: Mikhonza Phiwayinkosi MO HAST

All hospitals rep by HAST clinical
managers — SUpPort process in ma
Synmaergistic way

ZULULAND - DSP -HST

FZULULAND DNISTRICT

DLADLA NEOSINGIPFHILE -HAST OO RDIMATOR
Xhakazra Gupiu letiha Adherence facilitator

HAST clinical doctors and other
attendees — o be anlistaed in the
program
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Clinical audit Mortality audit

1. eThekwini

. Harry Gwala

.iLembe

. King Cetshwayo District

. Ugu

. uMzinyathi

. uThukela

. Zululand

Inanda CHC

Prince Mshiyeni Memorial
Hospital

Osindisweni Hospital

Christ the King Hospital
Rietvlei Hospital

Montebello Hospital

Catherine Booth Hospital

CJ Crookes Hospital
Gamalakhe CHC
Murchison Hospital

Charles Johnson Memorial
Hospital

Dundee Hospital
Greytown Hospital

Emmaus Hospital
Estcourt Hospital
Ladysmith Hospital

Benedictine Hospital
Ceza Hospital
eDumbe CHC
Isthelejuba Hospital
Nkonjeni Hospital
Vryheid Hospital

Prince Mshiyeni Memorial
Hospital
Osindisweni Hospital

Montebello Hospital

Catherine Booth Hospital
Ngwelezane Hospital

Charles Johnson Memorial
Hospital

Dundee Hospital
Greytown Hosptial

Emmaus Hospital
Estcourt Hospital
Ladysmith Hospital

Thulasizwe Hospital

\ KWAZULU-NATAL PROVINCE

HEALTH
REPUBLIC OF SOUTH AFRICA

MPUMALANGA

Zululand

°
. Vryheid

FREE STATE

LESOTHO

Port Shepstone

EASTERN CAPE



| KWAZULU-NATAL PROVINCE

HEALTH
REPUBLIC OF SOUTH AFRICA

Limited clinical governance Inconsistent integration

practices for TB of TB and HIV service
provision

Poor recording in clinical

stationery Inadequate referral pathways

and communication between
the referring facility and

o o treating CHC/ hospital

O

o Cl'n'qal Extremely low level of adverse
Audit event identification,
o management and reporting

Lack of capacity for
managing DR-TB




| KWAZULU-NATAL PROVINCE

HEALTH
REPUBLIC OF SOUTH AFRICA

Missed clinical

opportunities:
* Staff rotation Failure to perform VL
test and /or act on
high VL result

* Limited

Mortality multidisciplinary
(o Audit O team involvement

Same as clinical audit
findings
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MORBIDITY AND MORTALITY FROM
HIV /TB AND COINFECTIONS



Treatment Failure : VL - Early & Sensitive

Clinical
Failure

Virologic
Failure

Immunologic
Failure

CD4 Count

Viral Load




Clinical Failure is Just the Tip of the Iceberg

Virologic failure leads to
Immunologic failure
Clinical lEBEB(:IES't(J

Failure

Clinical failure-
Increases morbidity and
mortality from advanced

HIV disease and co-
Infections
/comorbidities

Murri R, et al. JAIDS. 2006;41:23-30.
Losina E et al, 15th CROI 2008, #823
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Analysis of Trends in 95-95-95 and VLD rates -KZN

38095 (out of R'/IIHEA SA 95-95-95(out of 2"
pts on ART and 1%t 95)
and 15t 95)
2014
2014 89.4 19.3 ACC
2017 71 88 92 42 —ACC ***
2018 76 81 93 63 90/68/78 (61%)
2019 90.9 76.3 91.2 77.6 92/75/92
2020
2021 91.6 (ETK) 73.9 (ETK)
2022 95 78 92 78
2023 Dec 97 86 79 (55.7 and 80
52.9)

92/75/92 (Dec)

97/86/79



VL COMPLETION RATES - VL CHAMP MODEL IN KZN
BASELINE -2016/17 - 42.6%

|
P 2018 | 2019 | 2019 | 2019 | 2020
kz Amajuba District Municipality 68,1 76 76,9 68,6 62,4
kz eThekwini Metropoitan Municipality 80,4 83,7 81,1 73,6 739
kz Harry Gwala District Municipality 874 87,6 86,2 81,1 77,7
kz iLembe District Municipality 678 718 70,5 68,2 67,6
kz King Cetshwayo District Municipality 839 872 90,4 874 80,8
ART adult viral load done rate kz Ugu District Municipality 84 86,9 848 80,2 76,2
kz uMigungundiovu District Municipality 743 80,8 833 80,7 74
kz Umkhanyakude District Municipality 714 79,7 79,6 74 65,2
kz Umzinyathi District Municipality 783 18,7 778 749 76,1
kz Uthukela District Municipality 80,5 758 78,7 74,6 7117
kz Zululand District Municipality 82,8 80,3 81,6 76,4 739

kz KwaZulu-Natal Province 788 82 81,7 76,3 73,5




5 A |
95-95-95 Cascade - Total Population
-90- - | i . .
90-90-90 Cascade - Total Population KwaZulu-Natal (Dec 2023) - Public & Private sector
KwaZulu-Natal (Dec 2022) - Public & Private sector
2500000
500 000
2053 813 1979165
2000000 -
e L A I B ™ 1 786 196 1786196
...................................................... A
15705 S 1663 589 Lesaamr
venm i,
497 230 .
1500000 - 1335634 . 10000 1321004
1241472
D]
1048877
1000 000 - 1000000 -
S00000 -
500000 -
PLHIN PLHI'u' who know  PLHW On ART  Viral loads dcrne Virclogically
their status Suppressed PLHIV PLHIV who know PLHIV On ART Viral loads done Virologically
their status Suppressed
I Actuals seepee D0-90-90 Target E Progress against previous pillar
- B Actuals b 95-95-95 Target Progress against previous pillar
95-95-95 %

2022- 96-83-93 (82 VLC) -VL>1000

2023- 97-88-79 (80 VLC) —VL 50 -999)

13




Approximately 5% on TLD have VL>1000
after starting 12 months prior

Regimen Viral load at 12 months

<50 50999 >=1000
Non-DTG regimen 81.4% (5327) [10.1% (663) [8.4% (551)
DTG regimen  83.0% (5289) [ 11.6% (740) [5.4% (341)
Total 82.2% (10616) 10.9% (1403) 6.9% (892)

Additional data courtesy of Dr Jlienchi Dorward from Dorwad et al. Lancet HIV 2023

Low level Viraemia =KZN over 12 months Sept 2023

> 15 year age KZN: <15 YEARS AGE
VF (<1000] =93807 (93.3) e \VL<1000: 73.6 %
. VL<50-53.2
VL> 1000 = 6.7 %. . 50-999 = 799 (29.7%)

KZN: 15-19 YEARS AGE
* VL1000: 78%
* VL 50: 60.4%
* 50-999 = 736 (22.59)

VL<50 = 80.5%

LLV (50-999) = 200 721 (13.2%)




Adult Loss to follow up rate (%) in KZN (RUBiC SeSEO) A rocerien
Y Quarterly Trends at 12 months interval
LTFU =29.% (14.3-25.3%)

HOW MANY DID NOT HAVE VL DONE AND /OR REPEAT VL AND FOLLOW UP?

D012 months
90-90-90 ~ Aprtodun  JultoSep @ OcttoDec = Janto Mar

Data Organisation unit / Period Target 2000 2000 2000 200 SCORNG
kz Amajuba District Municipality 38.8 38 39.3
kz eThekw ini Metropolitan Municipality 344 34.9 35.6
kz Harry Gw ala District Municipality 20 19.9 19.2
kz iLembe District Municipality 384 384 42.1
kz King Cetshw ayo District Municipality 23.6 239 23.1
kz Ugu District Municipality 30.5 29.3 30.8
ART adutt loss to follow up rate e e 10%
kz uMgungundlovu District Municipality 28.3 30.7 29.5
kz Umkhanyakude District Municipality 36.2 339 34.8
kz Umzinyathi District Municipality 177 14.9 17.8
kz Uthukela District Municipality 115 11.3 12.6
kz Zululand District Municipality 20.7 19.9 20.1

kz Kw aZulu-Natal Province 29.3 29.6 30.5

10



Long-term retention
(>6 months)

The Revolving Door of HIV
Disengagemen:." CCII'e

Early retention after 6 months b
(<6 months) of ART

Many PLHIV start and stop ART
multiple times over the course of

<

-

Initiated on Disengagement '*, their lives, creating what has
been termed a “revolving door”

ART Reinitiated Wwithin 6 months “

on ART of ART .
: into the cascade through which
% \4 individuals who have left the
Linked to Disengagement " *, system reenter it.
HIV care Relinked after linkage “‘
IO RINCnte A Some people perceive it as more
\ 4 acceptable to retest and restart
oasengageme;f’ ART at a new facility as a “new”
A ]
after positive test s patient rather than facing
HIV + A
, censure from healthcare staff

diagnosis HIV + ¢

re-diagnosis '

Source: Ehrenkranz, PloS Med 202
.l
Icap s
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BEFORE TLD
VL @6
months and
annually

VL MANAGEMENT *AFTERTLD



Viral Load Monitoring for People Living with HIV in the Era of Test and Treat:

Progress Made and Challenges Ahead — A Systematic Review
Minh D. Pham Huy V. Nguyen David Anderson Suzanne Crowe Luchters
Posted Date: November 30th, 2021 /DOI: https://doi.org/10.21203/rs.3.rs-1091142/v1

« VL coverage studies (11 in South Africa)

4 in Cape Town with high VL coverage of 72-89%.

6 in KZN , EC and Gauteng and 1 from all 9 provinces - VL coverage range of 25%-81%.

« Few studies with interventions to improve quality of ART program had a VL coverage of >90%

 The highest VL coverage at 6 months (94%) and 12 months (96%) after ART initiation were reported
from a study in South Africa assessing the impact of an intervention program to improve VL
monitoring in which trained nurses were designated to the role of “VL champion” to follow-up on

VL testing for PLHIV on ART (30)

Sunpath, H., et al., Targeting the third '90": introducing the viral load champion. Public Health Action,
2018. 8(4): p. 225-231.



CAPRISA : FILE &FACILITY AUDIT (2015-16)

Viral Load Testing and Suppression Rates

Viral

a7
(762/1826)

Percentage

321
(5461701)

Viral Load Conducted
(Adults)

Coverage in
Adult and
Paediatric

atients

259 (25)
(364/1403) 196
I (1051)

Load

(29!80) %3

Viral Load Conducted
(Peads)

922

oory 8 w98

4851546)  (307/364)

Viral Supression (Adults)

n6months m12months 24 Months

1.1, Naidoo K, Sunpath H. CAPRISA Advanced Clinical Care: strategies to optimize identification of

unsuppressed viral load in patients on second-line antiretroviral therapy. Data Use Innovations

and Best Practices Workshop. ([https://za.usembassy.gov/wp-

content/uploads/stes/19/511_1425_NaidookStrategies-to-optimize-D,pdf

793
(2329)

(15&2) (7 "”

Viral Supression (Peads)

Viral Load Tests Performed Among Those eligible for VL Testing -3 pilot ART sites (eThekwini 9872 pts)

Sunpath H, Hatlen TJ, Naidu KK, Msimango P, Adams RN, Moosa M-YS, et al. Targeting the third “90": introducing the viral load champion. Public Health Action, 2018 Dec

]
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Sustained improvements in Viral Load Monitoring with Health Systems Strengthening: Experiences from the KwaZulu
Natal ART Programme ...NDOH research day 2021 ...Authors: Jaqueline Ngozo', Marothi Letsoalo?, Farzana Osman?, Henry
Sunpath*, Kogieleum Naidoo??

Targeted health systems strengthening

intervention with the VL champion model
demonstrated significant improvements in VL
monitoring compared to the pre-intervention
period.

A facility-based VL
CHAMP for supervision of
increased patient VL
testing demand,

A High VL Register for Results. :
recording,

KZN —Among 616 facilities in 11 health districts,=

VL testing coverage was 75.5% - improved by

Pharmacist gatekeeping almost 10% during the intervention versus pre-
to ensure viral load

results determined intervention period, p<0.001, IRR 1.095 (Cl: 1.05

prescription length,

optimized use of VL - 1-14)- 2017-2018
results by facility staff,

Close monitoring and

follow up of high viral
loads,

In the eThekwini District =

Tools to cascade systems VL testing coverage was 78.6% improved by 5%
and training to support

other facilities to do the during the intervention versus pre-intervention
same period p=0.1178, IRR 1,046 (Cl: 0.98 - 1.11).

Creation of Viral Load
priority clinics for Viral
Failure patients,




Viral Load Monitoring for People Living with HIV in the Era of Test and Treat:

Progress Made and Challenges Ahead — A Systematic Review

Minh D. Pham Huy V. Nguyen David Anderson Suzanne Crowe Luchters
Posted Date: November 30th, 2021 /DOI: https://doi.org/10.21203/rs.3.rs-1091142/v1

 Suboptimal uptake of follow-up VL after initial elevated VL (median 66%,
IQR: 38=77%);

* High proportion of confirmed treatment failure those who had a follow-uj
VL (median 62%, IQR: 50-75%)

 Low switching rate among those with confirmed treatment failure (media
45%, IQR: 36-71%).

* Possible causes - inadequate EAC and/or poor implementation of VF
cascade

Operations research and intervention strategies (facilty and community
based )- needed to address the failure cascade and preserve the efficacy
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Only 32% (143/452) of 08

thients with FLART

mlurere-supdpressedor e 7

were changed to SLART 0

'E 06

+ Only 27% (117/452) and 2 .. -

8% (35/452) did so within 0 s

180:and 90-days, a

respectively s e
0.3 nl;.lb Successhul
~

Sunpath H, Naidu K,Pillay § Naidoo K

JSeidner M et al The Second Cascade: 0
Management of Patients with High Viral 1
Loads in Public HIV Clinics in Durban,

South Africa. 22nd International AIDS

Conference (AIDS Iﬂlﬂlj Abstract A-899- 0
0219-07643. www.2ids2018.org

VL <1000
n=5)
18%

VL <1000
n=80
18%

Failing First-Line »=]1 EAC Completed Repeat  Cascade Completion

Tharanu Viral | aad



*BEFORE
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AFTERTLD
@3,6,10
and 22 DC

VL MANAGEMENT
new guidelines



New guidelines recommend TLD as the simplified

optimum regimen and should be used as: recommends VL-dependent switches- for Pl regime

A
First-line
regimen

Part of

Third-line
regimens )00- switch to TLD (LLV) - low probability PI resistance mutations E
This means that: )00 for >2 consecutive tests — need adherence information

Allnew clients [y Clients already on lherence <80%- switch to TLD — low probability Pl resistance mutations
snou e Initiate ! snou ave peen Switching to TLD . o ) . )
GO R lherence >80%- resistance test/expert opinion -) high probability PI resistance mut

Why GL recommends Regimen switches independent of VL as follows:

Clients who meet the definition of confirmed virological failure

- TDF/FTC/EFV _ and have confirmed adherence more than 80% may need a resistance test.
- ABC/3TC/EFV (or NVP) These clients do not qualify for a same-day switch.

- AZT/3TC/EFV (or NVP) Discuss with an HIV expert’ to authorise and interpret a resistance test.

Regardless of VL

— or
* Any LPV/r or ATV/r for < 2 years resistance to
NRTIs

Provide individualised regimen as recommended by HIV expert.
Repeat VL 3 months after the regimen change to confirm re-suppression, as per
the "Management of Confirmed Virological Failure on TLD" on page 23

* Review VL in last 12 months:
* Suppressed
* Not suppressed — switch — ABCDE and EAC
* Not done - do it - do not wait for the result to switch

Objective measures of good adherence include at least one of:
Pharmacy refills > 80% in last 6-12 mths.

Attendance of > 80% of clinic visits - last 6-12 mths.

Detection of ARVs in blood or urine

South Africa ART Guidelines 2023




NDOH 2023 guidelines

Definitions
- TLD1: Patient on DTG-based regimen with no prior virologic failure

- TLD2: Patient on DTG-based regimen after failing a prior regimen
- Sensible to include those switched to TLD from EFV or NVP ART when viremic

Organization | Definition of virological failure - switch depends on

ART regimen

WHO Viral load >1000 c¢/mL based on 2 VLs at least 3
months apart, with EAC following first VL

South Africa Equivalent

2023 WHO Policy Brief: The Role of Virologic Suppression

Management of VF on TLD in South Africa

Regimen |Definition Resistance testing | Regimen change

TLD-1  2VL>1000¢/mL  Not recommended  Not recommended*
Adh. support & VLin 6m

TLD-2  2VL>1000¢/mL  Not recommended  Not recommended*
<2years Adh. support & VL in 6m

TLD-2  2VL>1000¢/mL  Considerin discussion = Individualized regimen*
> 2 years with HIV expert

* |f CD4 <200 at virologic failure, discuss with HIV expert  South Afrca ART Guidelines 2023



Specialist /Expert Consultation
For Complex Cases -KZN

Adult or Paediatric Infectious disease Hotline (King
Edward VIII Hospital):
e Adult Infectious Disease Unit:
0800111740
* Paediatric Infectious Dise D
0313603111 0r031 1

* Ngwelezane Hospital:
e 0800 222 500

FIGHTING DISEASE, FIGHTING POVERTY, GIVING HOPE



where to go

National HIV & TB
Health Care Worker Hotline

HEALTH Cag
o~ et Eng

>~ - ey
This is a free service for all g d 5 3
health care workers 2 - =

Ogo,
€00 212 506
What questions can you ask?

The National HIV & TB Health Care Worker Hotline provides information on queries relating to:

= Pre-exposure prophylaxis (PrEP) = Management of DS and DR tuberculosis

= Post exposure prophylaxis (PEP) = Antiretroviral Therapy (ART):

= HIV testing © When to initiate

* Management of HIV in pregnancy o Treatment selection

= PMTCT © Recommendations for laboratory and

= Drug interactions clinical monitoring

= Treatment/prophylaxis of opportunistic © How to interpret and respond to
infections laboratory resulits

* Drug availability o Management of adverse events

 Adherence support

We are available Monday to Friday 08:30 - 16:30

PHONE
N 0800 212 506 M D
021 406 6782 pha-mic@uct.ac.za
SMS/PLEASE CALL ME/WHATSAPP V- a ‘*l WEBSITE
071 840 1572 =P Www.mic.uct.ac.za
FACEBOOK == =]
HIV & TB Health Care =~ FREE ANDROID & APPLE APP

Worker Hotline, South Africa [&] SA HIV/TB Hotline

b MEDMCINES
INFORMATION




*BEFORE
TLD

VL MANAGEMENT AFTERTLD
new guidelines ©@3,6,10
Revised SOP -DTG era and 22 DC



ENSURE THAT VL DUE IS DONE AND ACTED UPON TIMEOUSLY AS PER NDOH GUIDELINES

Routine HIV VL Monitoring on ART

A dispensing cycle is defined as the number of days for which a client would have treatment if a single standard “monthly”
quantity of tablets was dispensed. The term ‘dispensing cycle (DC)’ is preferred to the previously used term ‘month’ due to
the potential discrepancy that may arise between the days of treatment dispensed (if 28 day pack sizes are used) and the

days in a month (on average, 30 days). However, the term dispensing cycle can be applied to single pack sizes of 28 tablets
(1DC) or larger pack sizes of 90 tablets (3 DCs).

Routine
VL monitoring

Intervention

EAC indicated?

First VL after ART initiation

Do 1st VL after 3 dispensing cycles

* Allows for earlier detection of factors
influencing viral suppression

* Allows for earlier decanting for
suppressed clients to minimise visits and
promote continued engagement in care

e This VL will form part of the 6 month VL
completion cohort in Tier.net

Second routine VL after ART initiation
(in clients who remain virally suppressed)

This VL can be done from 10 dispensing
cycles but should be aligned with the
clients scripting cycle

e This VL will form part of the 12 month VL
completion cohort in Tier.net

Third routine VL after ART initiation
(in clients who remain virally suppressed)

This VL can be done from 22 dispensing
cycles, but should be aligned with the
clients scripting cycle

* This VL will form part of the 24 month VL
completion cohort in Tier.net

Fourth and all subsequent VLs

VLs will be taken at intervals of 12 dispensing cycles for all clients who remain virally
suppressed

The timing of dispensing cycles, follow-up visits, and VL monitoring is illustrated in the diagram below




VL MAMNAGEMENT -SERVICE DELIVERY PROCESS

SERVICE DELIVERY PRPOCESS

Functional booking system

Effective process to highlight patients due for VL

Effective blood results management process and actioning of abnormal results
Managing missed VL appointments

Planned patient flow ? Bloods prior consultation

STAFF COMPETENCY AND CAPABILITY

All clinicians to be trained on interpreting blood results

All clinicians cognisant of process to support VL management

NIMART trained nurses to adapt ART treatment due to abnormal results

DATA SYSTEM

Print VL due reports to manage patients expected within that month

Print the VL outstanding report to follow up on expected blood results

Clinician to record results in patient file

Manage file flow process between consultation rooms and data capturing points

RESOURCES AND SUPPLIES
Lab materials
Access to LAB TRACK

TEAM WORK
Effective communication between facility and laboratory
Integration and coordination of multidisciplinary team supporting VL management

PATIENT ENGAGEMENT
Routine provision of health education
U=U campaign




2023 ART Clinical Guidelines

for the Management of HIV in Adults, Pregnancy
and Breastfeeding, Adolescents, Children, Infants

and Neonates

April 2023
Republic of South Africa National Department of Health

OPERATION
PHUTHUMA

NERVE CENTRE
SUPPORT
HANDBOOK

MERSION TWO
01 MARCH 2022

DIFFERENTIATED MODELS OF CARE
STANDARD OPERATING PROCEDURES

-

. Enables a reduction in health facility visits in the first year on treatment
to support continued engagement in care.

MINIMUM DIFFERENTIATED MODELS OF 2. Shifts the first treatment assessment (clinical + VL/ BP/HbA1¢) from 6
CARE PACKAGE TO SUPPORT LINKAGE TO to 3 months from the start of treatment (from after 6 to after 3 consecutive
CARE, ADHERENCE AND RETENTION IN CARE dispensing cycles).

3. Shifts the review of the first assessment results from 7 to 4 months from
the start of treatment (from after 7 to after 4 consecutive dispensing cycles).

CARE OF PEOPLE LIVING WITH CHRONIC ’ -
\NTEGRATED CONDITIONS 4. Facilitates earlier identification of patients requiring adherence support

\_,) P for action.
21 N s A (D S
b e e S - 5. Removes time on treatment RPCs eligibility criteria, enabling access as
| soon as the treatment assessment result/s are reviewed as normal and other
eligibility criteria are met (from 4 months after the start of treatment).

6. Prioritizes a reduction in total visits once enrolled in RPCs with a
maximum of 2 visits (1 facility +1 RPCs) per scripting cycle.

7. Guides multi-month dispensing (MMD) by the facility, including 6MMD
once operational capacity and stock availability is confirmed.

8. Revises the differentiated approach to patient management on
re-engagement.

UNIVERSITY OF

§‘= KWAZULU-NATAL
< INYUVESI

e YA KWAZULU-NATALI

TOWARDS THE THIRD 90 - IMPROVING
VIRAL LOAD COMPLETION AND
SUPPRESSION RATES

Henry Sunpath
Student number: 913491761
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Prof K Naidoo
Prof MYS Moosa

Submitted in fulfilment of the requirements for the degree of Doctor of
Philosophy in the School of Clinical Sciences. Nelson Mandela School of
Medicine, University of KwaZulu-Natal.

19 January 2023

The UNAIDS 95-95-95 program recommends universal ART for epidemic control while maintaining
virological suppression. We addressed obstacles impeding virological management arising from the
complexities in individual patient management and the health systems. We identified the clinic level
viral load champion model as a simple ,scalable and sustainable alternate strategy to attain the
third 95 through identification of viraemic patients for efficient triage to enhance efforts to reduce
HIV transmission and ART resistance.
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Dear Dr. MeCluskey

] Subject : PARTICIPATION IN MENTORSHIP OF HEALTH CARE WORKERS IN THE DISTRICT

ACCORDING TO A STRUCTED PLAN APPROVED BY THE KZN HOD HEALTH

. Dear colleague in the HAST unit
We value your contribution o the care of people living with HIV (PLWH) in the province over many
years and welcome your participation al the 16™ AWACC -2024 IN Durban . Thia workahop is a joint
effort by the KZN HAST unit, UKZN and other academic partners with MEDICATE AIDS -NPC that

) Srganises the event.
The based training and is aligned to the KwaZulu-
Matal of Health for and portive
Supervision in Primary Healthcars handBbook, and which has been endorsed by the Hesd of Health
Dr SC Tahabalala (Appendix 1)
It is expected that the training and during working hours, as
part of regular and scheduled capacity b ...umg aciviies nd \n-aarvic trasining. This will limit the
already hiah workioad faced by clinicians. To add furher weight, the raining and memntorshic should

i » be dirscted under the guidance of the facility management of the mentor and traines. This will
hip.

enable successful completion of the training and mentors|

Trmining requirements

The training will encompass content from the various priorty hemes
workahop. Training material, in the form of PowerPoint slide decks will be made aval

documents must be sligned with the new chenges in the 2023 NDOH ART guidslnes for
comprehensive care. The e is
impiementation, seneciaily whers thers is & high tumover ot ta: Thee HIAST tiinioal manapors

e TG Faas o i e LAST el ot oo then continuity of Cars and inoarstion of
HIV eare oceurs with oiher services offered at the tacility -

The arsas to be coversd are outlined below

Recngagement in care Tare cascads | relesting Bna entry INio Carc [Feestarmng
ART and TB treatment

RESISTANCE TESTING IN ADULTS AND ADOLESCENTS

Definition of VL Failure

SOF TITLE:

SOP NUMBER-

VIRAL LOAD MONITORING AND
DR MANAGEMENT

EFFECTIVE DATE.

- Definition: two or more Vis >1000 c/mL taken two or more years after starting a DTG/Pl-
2 and >80%

- 1o DTG is very If other reascns for an
unsuppressed VL {including drug interactions) have been or
adherence remains the maost cause for son_ The highest probability of
proving adherence would be to remain on a once-daily, well fixed-dose

regimen [TLD) while i i and the root causes of non-adherence. 93,9%

DATE of clients in whom i is will on TLD i

- Mo regi without a resi test: Switching off a DTG-containing regimen should

only happen if InSTI resi has been by a resi test.

- Resistance testing can only be bya of the Nati Third-fine cor 3
one of the helpline , ora incial expert.

Objecti of Good

READ AND ACKNOWLEDGED BY.
NAME

SIGNATURE

DATE

Object of good include at least one of:

- Pharmacy refills > 80% in the last 6-12 months (if this is known)

- of = 80% of clinic visits in the last 6-12 months (if this is known)

= D ion of current anwi iral drug/s im the client's blood or urine, if available Note: Self-

isnot i a of good

Repeat the ABCDE assessment Ask about treatment side-effects, the potential cost of transport

or loss of income related to clinic visits, mental health conditions, non-disclosure, poor social

support, or abuse. If i expert or refer to other multidisciplinary

team members, if available.

Spedial i warrant a resi test for clients on TLD1 include

= Incomect cassification as TLD1 (clients who dedare themselves as never hawing had ART

before, but who have actually been exposed to ART and may have failed 3 regimen in the past)

- i Unless a clearly documented drug history is awvailable,

Developent i Partnacsbips with:

ESEANCH ThnT

ADRENERGY

wnllalall\r infected adolescents should be classified as TLD2 due to the high likelihood of ART
exposure and virological failure in the past.

- Current  or drug wwith ici i i
phenobarbital, or the polyvalent cations may have resulted in the development of resistance.
may also expert and jon of a test

earlier than 2 years on the regimen.
For advice from an HIV expert. approach an HIV Hotline, an infectious disease spedialist, or the
Third Line ART committee.

S /A ADRENERGY

RESEAR LI INHOUATIONS
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Integrated HIV and comorbidities clinical training 2 Review test  «

Training and

Visit Schedule for Adults, Adolescents and Children S Years cnd Older on ART

* Sesiona ot stk itannconseig g pannn ||

for travsl and VL

~ Integroted services for family planning and NCDx

ship progr

= 2 montns ART dispensed (2MMD) - DMOC SOP 4

™ the roles ana
applied 1o participats n the AWACC 2024.

 bloods as outlined on page

o

-

Tola: Tralning AND Mentorship
Training reauirementa

he

+ Cincaasessmers incluang Y. and anycner roume
l Smonne . * stz %
o5

meating . Tralning mat
SO far Cooh AT orte, teols for GUBY Imirovernent Sesees
e avalablo 10 asch attandes and the district

pationts with Ve

Itis expocted that the

content that

results
ihe AWACC 2024 « Integrated services for family planning and NCDs

i the form of

(RPC) fScutls ATtiss iierers satend odets of ore for stbie | |
nent)

- VL<so/mL

. - chi

Sosvor cim

Tzt
Audianos

R Somter SUnISIERS R W

iricaily well
 NoOks, including T8
= Not prognant

SURISTEnS T TReaer GIiG | = Loy Workers WitIn Sw TSIy Review test o asids
and PHG facilitio: g o o ik (omoC e patients) |
S Community Heath Faciity Adherence Extenal |
Workers. Pickup Clubs (4€) ek
= GRFTWho Wil e | = Dats capturers in Gwn TASIT, Point Facilityor o
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< Data capturers in own
thoir faciuty.
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(oroC 505 5.2) |
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« 1 not eligible for RPCs or refused

(MMD)—DMOC S0P &

7 « Collect medicanion trom preterred RPCs

bioods 3 per "Mooitoring on ART" on pege 19
= Integrated services for family pianning and NCDs.
10month® VI |« Check 197 elipiiity
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List of Appendices to Proposed SOP for VL management in
TLD 1,TLD2 and TLD2F regimens

- VL register for TLD 1and TLD 2 and adherence <80 % with first VL> 60 ¢/ml

- VL register for TLD 2 and adherence > 80% and VL > 1000 ¢/ml and 500 -999 ¢/ml
- VL register for TLD2F regimens

SOP for VL management in the era of DTG regimens
Patient flow pathway in the clinic

Responsibilities of VL champion



REGISTER 1B : MANAGEMENT OF TLD 1 and TLD 2 WITH THE FIRST VL 2 50 c/m| after start change of ART (M)

REGISTER 1A: MANAGEMENT OF TLD 1 and TLD 2 WITH THE FIRST VL 2 50 c/ml after start /change of ART (M0) NB.1. Pl regimen fr more than 2 years, VL < 1000 cimL - -Switch to DTG-containing regimen. If VL in last 12 months > 50 cimL, continue fo switch same day, provide

On TLD1 0r TLD2 {non Pi regimen |-follow a5 per guidelines below EAC if needed, and repeat the WL after 3 months and guidelines below
]
Patient Tlinic D Number Contact | VLtestM3 | VL result EACH EAC2 EAC3 EAC4 EACS5R BT, ::I Two ar more VLs > 1000 c/mL more than 2 years -Adherence less than 80% - Switch toa DTG-confaining regimen . Repeat the VL affer 3 months and guidelines
Name | MNumber numberx2 |  Date W Date  Date  Date  Date Vitest [ 1 - -
Dete Patient Clinic D Number Contact | VLtestM3 | VL result EAC1 EAC2 EAC3 EACY [EACS® I3
Name Number number x 2 Date M4 Date Date Date Date ‘Witest |5

Visit 1 (M1} Visit 2 (M3)

Clinical Review First VL done after 30C

aonmspen: | ANRENEREV wmsarmeaven: || ANAENERRY



I REGISTER 2: MANAGEMENT OF PATIENTS WITH TLD2F

After GRT results and individualised regimen -VL after 3 months then as determined by clinician depending on VL

Two or more Vs = 1000 ciml taken b or more years after starfing Pl regimen - adherence more than 80%. Do a resistance test

Discuss with an HIV expert to authonze and interpret a resistance test and provide individualized regimen. Repeat VL 3 monfhs .

Patient

Clinic No

ID' No

Contact
no x 2

Regimen
Date
started

EAC1
Clinical
review
Date

EAC 2
Date

EAC3
Do VL
Date

EAC 4
VL result
Review
Date

Date

Date

NEXT VL
At6

annually

& Date:

Deweloped in Partnership with: ‘ ARnRraurnmng

GIA Tool 1: ADULT ARV CHART REVIEW

Date:

ne of Reviewer

Designation

dility Mame

File Mo

A, Initiation Visit for current regimen (Mark X to denote completed, ND to denote no evidence

of completion or NA if test was not required
e Done | Abnormal | Blood Done | Abnormal | Blood Cione | Abnd
Test Test'screen Test Test/screen Test
actioned actioned actio
Urine dipstix Cr Cl
Preg test ALT

1 TE Screen Hep B SAqQ

0 Stage STI screen Chol {f)

imination HB/FBC Trig (f)

B. TB Screening, Management and IPT Completion
Was TB Screening completed? YES NO
% of visits TB Screening done 0% <b0% >50% All
Were they pregnant at baseline? Yes MNo CD4 <100 | Yes |
GXP done in all pregnant patients Yes No

_| Was IPT initiated? Mo - Active TB YES [ NO
If IPT started, number of Months of IPT completed
Any DSTB on Aluvia/DTG/Atazanavir/Darunavir Yes Mo N
Were the doses of Aluvia doubled during DSTB Rx? Yes Mo N
Were Aluvia doses reduced 2 weeks after DSTB Rx end? Yes Mo N
Were the doses of Dolutegravir doubled during DST Rx Yes No N
Did they get Rifabutin while on Atazanavir or Darunavir? Yes Mo L

C. VL Coverage and Suppression (Mark appropriate column with an X)

[ Patients current ART regimen |

| Months on Regimen

D. Mark with X if VL was done next to the month. Add result below if applicable

nth & Month 12 Month 24 Month 36 Most recent
sult Result Result Result Result
epeated If = VL repeated IT VL repaated IT VL repeated VL repeated T
M) =50 [¥IN) = 50 [¥iN} If = 50 [¥iN} =50 [¥iN]

sult Result Result Rezult Result

E. Management of Switch from 12t Line ART to TLD

VL result before switch to TLD in c/mL

VL completed within
6 months before

switch to DTG? YN}
MO

Patient is = 10 years of age YES

Patient is = 35kg YES NO
Creatinine clearance result

Documentation of Counselling about DTG for women | YES | [ NO
Pregnancy excluded before starting DTG YES | | I




VL MAMAGEMMET -PATIENT FLOW IMN THE CLINIC

T REPARATION

"NICD releases weekly RFA reports. DR/NSM access the
RFa list weekly and share it with WwLC

WLC share the list with data clerk/facility support
Officer for files retriewval

DC/FS0 submits files to VLC, VLC separate the files
according to VL results. WVLC gives EAC Hi VL files for
tracing and tracking.

&4 filing space in the filing room to be dedicated [(Bin)
for the HI WL files until the action is taken

When hard copies of VL results are available -the
Linkage Officer /EN should place them un the patient
files .

VLC will give lists of HI VL to EAC counsellor to enter
onto appropriate high VYL register - 1,2,3

Once the HI VL is actioned, the file should be filed
back to the general filling room

VLC —Check/monitor the files in the dedicated high vL
filing cabinet (Bin) weekly to identify those patients
who did not come in and call them -get LO to call
patients

STEP 1- Patient
Arrives as per appointment after being contacted for
WL check up

Triaged to AC in a separate queue

Come for next appointment given on the appointment
card and inform staff of any changes to contact or
address aor if travelling

Return file to pharmacy at each visit or leave

STEP 2 -Admin/Data clerk (AC)

Maintains a separate filing system for patient files with
high VL .

When patient discharged by clinician for followw up -
replace files in the general filing system

If a patient arrives for consultation on an unscheduled
visit -and the file in not found in the general filing room
-to among the HWL files DO NOT OPEM A MEW FILE.

At the end of each day to hand ower files to DC for entry
intae Tier.net

REFER ALL patients first to EAC counselling team




STEP 4 -CLINICIAN

STEP 3 - EAC team -counsellor

Confirm EAC was done

Review VL result (hard copy or on phone) if required
Enter the VL result on the longitudinal chart and
manage as per guidelines

Send patient for VL blood draw if scheduled during
that visit

Thereafter review medication script and renew
/dispense

Provide date for next clinic visit given on the
appointment card.

Completion of high VL register must be done daily
together with the EAC counsellor

STEP 5 : FOLLOW UP=LINKAGE OFFICERS
Examine the high VL register weekly with the VLC

and call patients who have missed visits for EAC,
Blood tests ,clinical review or medication.

Maintain a call log and report LTFU

Engage with patient in a non judgmental way u

Education on abnormal result and common cal
treatment failure

Assess and address barriers to adherence.
Review adherence plan and set new treatment
Inform patient about tracing and retention in c
Engage social worker /psychologist as required

Complete HVL register daily and make entry or
notes for other staff

Completion of high VL register must be done «
together with the EAC counsellor

Patients role

Express barriers to adherence and potential re;
treatment failure

Review and adapt adherence plan with counse

REFER TO CLINICIAN




1)

2)
3)
4)

5)

6)
7)

RECOMMENDATIONS FOR ACTION IN EACH ART SITE
see HST talk on VL data base management day 2 AWACC

At baseline - audit of all patient files in the facility to establish when the last
VL was done

Was a repeat VL done and appropriate action taken?
Make a note of those who have not returned and investigate reasons

Has Timely VL monitoring and ongoing adherence measures been undertaken
for those with VL within 50 — 999

Consider community-based models of care CCMDD and repeat scripts for those
with VL<50 as per guidelines

Follow SOPs and use /adapt tools for VL monitoring

Conduct file audits every month for three months and them quarterly and
report to district coordinator —through PHC supervisors or other accepted
channels ? Nerve centre



DIFFERENTIATED MODELS OF CARE
STANDARD OPERATING PROCEDURES
1
1o support contirnsed engagement n care. OPERATION

MINIMUM DIFFERENTIATED MODELS OF 2

(CARE PACKAGE TO SUPPORT LINKAGE TO
CARE, ADHERENCE AND RETENTION IN CARE depensing s
3

1D M O PEORE LYW UM (o %

foractin.

mamum of 2 vt (1 okt o 9CS) persrting yce.

‘once operational capacity and stock avalabilty s confemed.

re-engagement.
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