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05 -78-92
Retained on ART- 71% males...82% females

Progress tfowards the 95:95:95 targets

:jsl;,'rzfl:mf";“u St Aficn 01 2038 - Paic B, Prb b §55kor South Africa is currently at 95-78-92 for the total population nationally,
sl 2o cen including client serviced through the public & private sectors.
6.000,000 sawms s . Results for each of the sub-populations vary, with:
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anon e e Adult Males on ART by 611,450,
oo o T oo ST e s e Children (<15) on ART by 72,165.
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95-78-70—on TLD

South African Retention Gap Widens....
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LINKED TO WebDHIS July 2023
CARE
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Prevention and
Treatment

Pressure mounting
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to ramp up efforts
icap Global &9\%‘3{' CQUIN 7th Annual Meeting | November 13-17, 2023 and move to scale
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HIV PROGRAMMES OVERVIEW

KZN HAST UNIT —MARCH 2024

GROWING KWAZULU-NATAL TOGETHER




GROWING KWAZULU-NATAL TOGETHER
} KWAZULU-NATAL PROVINCE

HEALTH
REPUBLIC OF SOUTH AFRICA

Adult Loss to follow up rate (%) in KZN (public sector)
Quarterly Trends at 12 months interval
LTFU =29.% (14.3-35.3%)

D012 months
90-90-90  Aprtodun = JultoSep | OcttoDec = JantoMar

Data Organisation unit / Period SCORING
Target 2020 2020 2020 2020
kz Amajuba District Municipality 38.8 38 39.3
kz eThekw ini Metropolitan Municipality 34.4 34.9 35.6
kz Harry Gw ala District Municipality 20 19.9 19.2
kz iLembe District Municipality 384 38.4 42.1
kz King Cetshw ayo District Municipality 23.6 239 23.7
kz Ugu District Municipality 305 29.3 308
ART adult loss to follow up rate e T 10%
kz uMgungundlovu District Municipality 28.3 30.7 29.5
kz Umkhanyakude District Municipality 36.2 339 34.8
kz Umzinyathi District Municipality 177 149 178
kz Uthukela District Municipality 115 113 12.6
kz Zululand District Municipality 20.7 199 20.1

kz Kw aZulu-Natal Province 29.3 29.6 305
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90-90-90 Cascade - Total Population
KwaZulu-Natal (Dec 2022) - Public & Private sector
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95-95-95 Cascade - Total Population

KwaZulu-Natal (Dec 2023) - Public & Private sector
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PLWH ON ART
2022- 83%
2023- 86% -(SA -78%) :
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95-95-95 HIV care cascade : A linear and unidirectional continuum of care with one

starting point (HIV diagnosis) and one ending point (treatment discontination or death).

Emphasis should be placed on “adherence” to care and not just medications

ldeal vs. poor engagement in HIV care
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Long-term retention
{=6 months)

The Revolving Door of HIV
Disengagemen:.\ que

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

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

<---

-

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

ART Reinitiated within 6 months *‘

on ART of ART .
. into the cascade through which
X ¥ individuals who have left the
Linked to Disengagement ", system reenter it.
HIV care Relinked after linkage “‘
to HIV care " Some people perceive it as more
n
v acceptable to retest and restart
& “1: 'y "
Disengagement* ART at a new facility as a “new
»
after positive test n* patient rather than facing
HIV + .
. censure from healthcare staff

diagnosis HIV +
re-diagnosis v

Source: Ehrenkranz, PloS Med 202
CQUIN Differentiated Testing & Linkage Meeting | March 13-16, 2023 iCOp
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Testing is the “Side Door”
fo re-engagement

16% retesting in Western Cape, RSA

75% of those testing HIV positive had a
prior diagnosis

In Uganda and Ethiopia, 37% and 13% of
those testing positive already knew their
status respectively

Overall, reengagement programs were
able to return 39% of all patients who
were characterized as LTFU

Reengagement contact resulted in 58%
return among those found to be alive and
out of care (Grimsrud et al, Curr HIV/AIDS
Rep, 2020)

20-50% and likely at least 30% of patients
presenting for ART are re-initiators
(Benade et al, medRxiv, 2022)

—
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Possible reasons for non-disclosure of HIV status leading to

Motivations for Re-testing re-testing

Some documented reasons for re-testing among PLHIV who know their

status include": * Prohibitive policies discouraging re-testing for previously diagnosed
+ Doubts about the validity of a previous positive test result PLHIV
. L?Se;iefs in “*healing” after spiritual interventions or herbal medicine + Strong messaging on life-long adherence to ART
+ Coercive provider-initiated testing strategies * Provider attitudes towards clients who disengage (previously known
+ New sexual partner as defaulters)

+ Re-engagement into care

Non-disclosure to sexual partner

'0lislagers et al. Reasons for, and factors associated with, positive HIV retesting: a cross-sectional study in Eswatin
(2022): AIDS Care; Psychological and Socio-medical Aspects of AIDS/HIV

icap: N Offented g e et KapE




MANAGEMENT OF THE REVISED CASCADE

-Improve tracing efforts

The revolving door of * Prevent missed clinic visits,
HIV care: Revising

the service delivery

« Overcome barriers to care reentry,

the UNAIDS 95-95-

95 goals Research into factors for disengagement at

L different stages and introduce interventions

Boulle, JeffreyW.’Eaton,_l\lathan I’:o_rd, SpeCIfIC for Ifferent Stages

Matthew P. Fox, Anna Grimsrud, Brian D.

Rice, ...PLOS . Version 2 Published: May

53’21.https://doi.org/lO.1371/journa|.pmed.10 .

L As the denominator constantly chan%es for ’
number on ART at different stages —the

reports will be more reflective of the reality

/
7




IMPROVING NUMBER ON ART -2N° 95

HIV TESTING

Demand creation

Multiple testing approaches
(facility-based HTS, community-
based HTS, self-testing)
Provider-assisted referral

Social network—based approaches

Improving retention in care

Offer of 3—6 monthly clinic visits
and ART refills, preferably every 6
montbhs if feasible

¢ Package of community-based
interventions

WHO —-EVIDENCE BASED GOOD

PRACTICE TO IMPROVE CASCADE

LINKAGE TO CARE -Reduce time bet

diagnosis and engagement in care

* enhanced linkage with case
management;

e support for HIV disclosure;

* patient tracing;

* training staff to provide multiple
services;

* streamlined and co located

services (test at all points)

Peer support and navigation;

Quality improvement approaches

using data to improve linkage

¢ Adherence clubs

¢ Extra care for high-risk people
¢ People-centered practices and
communication

Initiation of ART

e Out-of-facility ART initiation

¢ Rapid ART initiation, including
same-day start

¢ Tailored patient education,
counseling, and support to
improve uptake of same-day start
¢ Task sharing and
decentralization

WELCOME BACK
APPROACH TO PLWH
WHO DISENGAGE FROM
CARE



RESPOND TO LIFE CHANGING CIRCUMSTANCES OF PATIENT

* Re- engagement programs -successful in getting 39% of patients designated LTFU
to return

* Re-engagement contact - 58% out of those found to be alive and out of care
* 78% HCW believe the strategy helps improve staff —patient relationship
* Do not discourage re testing but counsel re specific needs

REVISE EMR TO INCLUDE UNIQUE ID SYSTEM THAT CAN TRACK RE-TESTING

ADDRESS SPECEFIC BARRIERS THAT LED TO DISENGAGEMENT
 Structural -27.3%

e Psychosocial —13.9%

* Clinical -13.4%

Silent transfer /disengagement -31%




Back to Care models

WELCo

BACK cuLTuge

THE 4D
CONCEPT

1st D: Deflate the fears of returning to care

LDEVLATE:
We ‘Defluse

chant's fex

2 Discuss;
We “Dascusx' apenly with the cisonts

ertuption

A Dinecy
W *Direet” chients 20 e syeop
crv ooy based on the reaviens Lo

2 Drcorare:
We ‘Devorate’ by apprecising sod
v . i

3rd D: Direct the client to appropriate services
4th D: Decorate the client for continuing treatment

https://cquin.icap.columbia.edu/wp-content/uploads/2022/08/Chione_Lightouse-strategies-for-clients-re-engaging-in-care_FINAL.pdf




-

Missed appointment < 28 days
+ self-identifies as well, and not on TB treatment

Person r‘vtlnnin;; to care Missed appointment > 28 days
after missed scheduled or self-identifies as unwell, or on TB treatment

appointment date

*Clinician considerations for providing

EAC session 1:
1. Drug side effects impacting

adherence? If yes and drug/s switched

—+no need for EAC

2. Difficulty getting to facility to collect

treatment — no need for EAC

3. Challenges with taking/remembering

to take treatment — provide EAC

Perform clinical assessment
+ decide if enhanced adherence counselling (EAC) could assist*

1

All clients returning to care after > S0 days, and who were previously on TEE, TLD, or a Pi-based regimen, should
re-initiate a DTG-containing regimen. Clients who became LTFU on third-line should re-initiate their third-line
regimen

Where the patient is overdue for their routine assessment at return, only perform the assessment once the
patient has taken treatment for 3 months (or if in RPCs, the closest clinical review date thereafter).

oym suay) Juoubaid-uoN ul 1Yy Bunoniui-ay

JuawInaly



Key Recommendations

* Ensure that the health system is ready to support patients re-engaging in care,
while concurrently reducing the likelihood of disengagement.

* Tackle provider resistance to offer repeat testing among those previously
diagnosed. This is usually driven by funder priorities. Linkage and ART initiation
or re-engagement appear to increase in retesting group

* Adapting HTS M&E systems to individuate PoCT data. Digitisation of PoCT results
provides individuated HIV testing data to assist in linkage to care and in
differentiating newly diagnosed patients from positive patients retesting.

* Unique identifier systems are a critical element in measuring disengagement and
assessing re-engagement

icqp CQUIN Differentiated Testing & Linkage Meeting | March 13-16, 2023 13
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* Two ?pes of AHD clients managed at Primary care —initiators or re-initiators on ART
who develop AHD due to inadequate adherence or resistance

* Once started on ART, AHD clients outcomes are at as good as non AHD clients
e Variation in clinical needs of client —unwell vs well with low CD4 count

* Guidelines for AHD management well developed and consistently applied will benefit
patients at all levels of the DHS

KEY RISK FACTORS FOR AHD

1 Delays to ART initiation
2 ART interruptions

3. Time period off ART
4
5

CD4 count nadir
Immunovirological discordant response

ggrngoyles, Gary Maartens, Jeremy Nel, David Stead Southern African HIV Clinicians Society Clinical Guidelines for Hospitalised Adults With Advanced HIV Disease

Fiegan,WC data centre —unpublished data (2017 -2021)



e 25% die during admission

e 25% die within 48hours of
admission

* 80-90% die within two weeks
* Further 30% die after discharge
Risk might persist after discharge

Ford ,Nathan etal Outcomes of PLWH after hospital
discharge —a systematic reviewand metaanalysis .The
Lancet vol 9,3(2022)

Major Causes of death

TB

e Severe bacterial infections
e Cryptococcal meningitis
 PCP

NEED TO MAINTAIN CONTINUITY
OF CARE



Identification
by a nurse

Clients present at PHC as either a
new HIV diagnosis or a known by onsite doctor at PHC or referral
dient receiving ART, to hospirtal to make a definitive

and require referral to a higher diagnosis in an unwell client
level if unwell

Investigation
& diagnosis

Up referral for assessment

<4

Admission and treatment
as inclient

or treatment as an outclient




| 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




GOOD COMMUNICATION BETWEEN LEVELS OF CARE

TO PROMOTE RETENTION IN CARE AND ADHERENCE , S _
2.-Hospitals -There is still a significant mortality

TO TREATMENT ) ' .
HOW TO MAINTAIN CONTINUITY OF CARE rate for clients afT:e'r discharge from the hospital for
, HIV-related conditions.

Provide feedback for services rendered

1-PHC facilities /OPD in hospital

Write detailed community and home based
= Call receiving clinician to arrange referral recommendations and follow up plans on DC

= Write comprehensive referral letter — as per Ensure client reaches down referral facility and

requirements of up-referral site continues to receive care by making
appointments and /or assigning linkage officers
/community liaison officer e

= Ensure client reaches facility and receives
necessary services

_ _ 3.-Multidisciplinary team role
= Provide two weekly follow up for first three

months, where clinically needed = All sites -link with social work services

,community based organisations,and community

= ENSURE th ' i
SURE that missed appointments can be health workers where needed

identified and clients can be traced and recalled



Conditions requiring up referral for admission or assessment by MO

& Complications associated with HIV
LP N infection
ulmonary disease:

* Respiratory failure is the most common reason for ICU
admission in HIV +ve patients.

* Conditions- PCP, TB and severe pneumonia(sometimes in
combination)

* RIS

* Acute respiratory distress syndrome
Liver disease:

* Hep B co-infection is common.

* Toxicity associated with some non allopathic medication -
liver failure

* Druginduced liver injury due to TB drugs
Renal disease:

* End-stage renal disease may be caused by HIV chronic kidney
disease

* Acute renal failure more common —requires fluid
resuscitation and may need dialysis

Patients who are SCrAg positive that
require lumbar puncture

Mental health assessment —acute
presentation or relapse that require
inpatient management

Sudden onset neurological deficit

Danger signs with systemic symptoms

RR> 30

HR >120

T>39

BP —diastolic < 40
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Develop an SOP at each hospital to ensure continuity of care

* Guidelines to PHC —CHC staff for up referral of PLWH for
assessment and /or admission

* Urgent /immediate referral vs non urgent / booked referral

* Guidelines for discharge —process and communication to
down referral site — OPD /PHC

* Use of existing stationery —educate all levels of care
regarding key information required before up-refarral and
down referral .

* Improve quality of discharge summary
* Ongoing mentorship of staff entering the unit



SERVICE DELIVERY RESEARCH

AREA OF INTERVENTION
FREQUENCY OF CLINIC VISITS

RESEARCH GAPS
Outcomes of spacing clinic visits /drug refills> 6 months

METHODS
Quantitative comparative

TRACKING AND REENGAGEMENT

Tailored support to reduce disengagement and support
reengagement

Mixed methods

ASSESING ADHERENCE

Accurate ,feasible measure of adherence

Diagnostic accuracy

INTEGRATION WITH SRH services

Approaches to integration for uptake of services including
contraception

Strategies in different health systems and social contexts
Provision of contraception - less frequent clinic /ART collection
visits

Health service intervention
Quantative

INTEGRATION WITH HPT/DM/NCD

Long term outcome data on PLWH with NCD

Cost effectiveness of different models of integration

Supply chain optimisation

Health promotion to encourage life style changes

Integration of care for NCDs into differentiated models of care
Values and preferences related to care delivery

Longitudinal cohort
Economic evaluation
Health service research
Quantative
Implementation science
Qualitative

Eg | HEART study

PSYCHOSOCIAL INTERVENTIONS
ADOLESCENTS/
CHILDREN

Interventions that improve outcomes

Content and delivery strategies that involve parents and
caregivers

Training supervision and support for facilitators of psychosocial
interventions .Cost effectiveness of interventions

Quantitative —comparative
Health service research
Health service research
Economic evaluation
Longitudinal cohort
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2023 ART Clinical Guidelines

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