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OUTLINE OF PRESENTATION

• CLINICAL & MORTALITY AUDIT –KZN
• VF IS AN EMERGENCY 
• KZN –WHY SUBOPTIMAL VL 

COMPLETION RATES ?
• VL MANAGEMENT BEFORE TLD –

LESSONS FROM QIP 
• VL MANAGEMNET  SOP AFTER TLD –

WAY FORWARD TO REDUCE 
MORBIDITY AND MORTALITY FROM 
HIV /TB AND COINFECTIONS 



Clinical and Mortality Audit: Reach and Methodology

GROWING KWAZULU-NATAL TOGETHER

District Clinical audit Mortality audit

1. eThekwini • Inanda CHC

• Prince Mshiyeni Memorial 

Hospital

• Osindisweni Hospital

• Prince Mshiyeni Memorial 

Hospital

• Osindisweni Hospital

2. Harry Gwala • Christ the King Hospital

• Rietvlei Hospital

3. iLembe • Montebello Hospital • Montebello Hospital

4. King Cetshwayo District • Catherine Booth Hospital • Catherine Booth Hospital

• Ngwelezane Hospital

5. Ugu • CJ Crookes Hospital

• Gamalakhe CHC

• Murchison Hospital

6. uMzinyathi • Charles Johnson Memorial 

Hospital

• Dundee Hospital

• Greytown Hospital

• Charles Johnson Memorial 

Hospital

• Dundee Hospital

• Greytown Hosptial

7. uThukela • Emmaus Hospital

• Estcourt Hospital

• Ladysmith Hospital

• Emmaus Hospital

• Estcourt Hospital

• Ladysmith Hospital

8. Zululand • Benedictine Hospital

• Ceza Hospital

• eDumbe CHC

• Isthelejuba Hospital

• Nkonjeni Hospital

• Vryheid Hospital

• Thulasizwe Hospital
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Lack of capacity for 
managing DR-TB Clinical 

Audit
01

Poor recording in clinical 
stationery

02

Limited clinical governance 
practices for TB 

03

Inconsistent integration 
of TB and HIV service 
provision

04 Inadequate referral pathways 
and communication between 

the referring facility and 
treating CHC/ hospital

05

Extremely low level of adverse 
event identification, 
management and reporting06

Findings: Clinical Audits



Same as clinical audit 
findings

• Limited 
multidisciplinary 
team involvement

Mortality 

Audit
01

• Staff rotation

02

Missed clinical 
opportunities:

Failure to perform VL 
test and /or act on 

high VL result 

03

04

Findings: Mortality Audits
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Treatment Failure : VL - Early & Sensitive 
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Virologic 

Failure

Immunologic 
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Clinical 
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VL 25 cpm

VL103 cpm

AAa    

ACT 
NOW!
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Clinical Failure is Just the Tip of the Iceberg

Virologic failure  leads to
Immunologic failure  

leads to  
Clinical failure- 

increases morbidity and 
mortality from advanced 

HIV disease and co-
infections 

/comorbidities 

9
Murri R, et al. JAIDS. 2006;41:23-30.

Losina E et al, 15th CROI 2008, #823

Clinical 
Failure

Immunologic 
Failure

Virologic Failure
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Analysis of Trends in 95-95-95 and VLD rates  -KZN

2014

1ST 95 2ND 95 3RD 95 (out of 
pts on ART
 and 1st 95)

VLD % SA 95-95-95(out of 2nd 
and  1st 95)

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

2023 Dec

97/86/79

95

97

78

86

92

79 (55.7 and 
52.9)

78

80

92/75/92 (Dec)



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



95-95-95 %
2022- 96-83-93 (82 VLC) –VL>1000

2023- 97-88-79 (80 VLC) –VL 50 -999)
13
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GROWING KWAZULU-NATAL TOGETHER
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Adult Loss to follow up rate (%) in KZN (public sector)
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? 

Data Organisation unit / Period
90-90-90 

Target

Apr to Jun 

2020

Jul to Sep 

2020

Oct to Dec 

2020

Jan to Mar 

2020
SCORING

kz Amajuba District Municipality 38.8 38 39.3 34.6

kz eThekw ini Metropolitan Municipality 34.4 34.9 35.6 34.7

kz Harry Gw ala District Municipality 20 19.9 19.2 20.3

kz iLembe District Municipality 38.4 38.4 42.1 38

kz King Cetshw ayo District Municipality 23.6 23.9 23.7 22.7

kz Ugu District Municipality 30.5 29.3 30.8 25.6

kz uMgungundlovu District Municipality 28.3 30.7 29.5 29.3

kz Umkhanyakude District Municipality 36.2 33.9 34.8 35.3

kz Umzinyathi District Municipality 17.7 14.9 17.8 16.1

kz Uthukela District Municipality 11.5 11.3 12.6 14.3

kz Zululand District Municipality 20.7 19.9 20.1 18

kz Kw aZulu-Natal Province 29.3 29.6 30.5 29.2

ART adult loss to follow  up rate 10%

D012 months
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VL MANAGEMENT 

•BEFORE TLD 
VL @6 
months and 
annually

•AFTER TLD













VL MANAGEMENT 
new guidelines 

•BEFORE 
TLD 

•AFTER TLD
@3,6,10 
and 22 DC





NDOH 2023  guidelines 



Specialist /Expert Consultation 
For Complex Cases –KZN  

Adult or Paediatric Infectious disease Hotline (King 
Edward VIII Hospital):

• Adult Infectious Disease Unit: 
• 080 011 1740

• Paediatric Infectious Disease Unit: 
• 031 360 3111 or 031 360 3245

• Ngwelezane Hospital: 
• 0800 222 500





VL MANAGEMENT 
new guidelines 
Revised SOP –DTG era 

•BEFORE 
TLD 

•AFTER TLD
@3,6,10 
and 22 DC



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



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  

 



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. 















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

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

2) Was a repeat VL done and appropriate action taken?

3) Make a note of those who have not returned and investigate reasons 

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

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

6) Follow SOPs and use /adapt tools for VL monitoring 

7) 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 
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