YOUTH SENSITIVE SERVICES
IMPROVE HIV OUTCOMES AND
COMORBIDITIES

Lee Fairlie
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Physical

AGrowth and neuralevelopmental changes (puberty, nutritional need%j
Alncreased injury risk (road traffic accidents, drowning, violence)
Mental Health

Alncreased risk of mental health disorders (half of adult disorders occur by 14
years, largely undiagnosed)

ADepression and anxiety which are a leading cause of morbidity @
ASuicide is the leading cause of deatHl95/ears

AViolence, poverty, stigma, exclusion, and living in humanitarian and fragile
settings Increase risk

Increased risktaking behaviour >
ASubstance abuse, sexuagéhaviourviolence @

UNICEF 2024, WHO 2024




Social Factors
A Peer Influence:heavy peer influence, can impact behavior and

ChOICeS YouTube continues to be top platform among teens,
A Social Media:Significant (positive and negative) influence on s '“':f"““"’""t“"5:“"""‘?“““'“?1%:’““"} o
esteem and mental health o S B
. g 100
GenderSpecific Issues 95 OmmmcYouTube 93

A Reproductive Health Onset of pubertymenstrual health and th

risk of early pregnancy \

A Violence and SafetyBoys more involved in physical violence, .. >
girls may face genddased violence and discrimination \2
() Facebook 33
Environmental Factors " Whatsapp 21
17 > =
A Access to Healthcare Access to quality healthcare services m  Bereal 13
be limited, especially in lovand middleincome countries © yass 2 23

ote* Those who did t give ar wer are not shown

A Nutrition and Lifestyle Unhealthy diets and inactive lifestyles

growing concerns, contributing to obesity and other non pew NESEARCH CEMTEN
communicable diseases

A Schedules:School, sport, sociaBUSY and COMPLEX!!! Routine M|‘ﬂ

health care services difficult to access O O e oo
o ) T | . UNICEF 2024, WHO_2024, | 99
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Confidentiality-adolescents might be more likely to disclose sensitive information
(and get required care) if confidentiality assured

- Tricky though with situations such as substance abuse, {agmesex with legal
reporting requirements etc.

Legal status

- Complicated and based on matundtgble to give consent for most health care such
as HIV testing, contraception, TOP from 12 years upwards

- May give consent for surgery for themselves if sufficiently mature, and their child but
YUG! Wes RagéWet t Rt gcUBIIWY nW YGUWYUWs Y L

-cYs 201 AWnyY! W It Jel BoWYUD! WEY ULt RT 131 1J1 1
status In SA for research

Transition to adult care
- Require support and careful planning to ensure smooth transition

SA Government 200DoH2016
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High number of new HIV infections continue

Figure 1.4 Annual number of children (aged 0-14 years) acquiring HIV and percentage of pregnant and
breastfeeding women living with HIV receiving antiretroviral therapy, global, 2010-2023
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Source: UNAIDS epidemiclogical estimates, 2024 (htyps://aidsinfo.unaids.org/).
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Number of new HIV infections among children

Sharpest declines in new HIV infections are among children

Figure 1.5 Percentage change in annual new HIV infections between 2010 and 2023 by age group and sex, global
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Source: UMAIDS epidemiclogical estimates, 2024 (https://aidsinfo.unaids.org/).
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Disproportionate in adolescent girls and young women (AGYW)

A|though decreasing’ HIV incidence among ::%ti;z:&;?a:le:gdgggz among all adolescent girls and young women (aged 15-24 years), subnational levels,
AGYW is still extremely high including parts of |

eastern and southern Africa and western and

central Africa, where respectively 120 000 [77

000160 000] and 36 000 [21 0685 000]

adolescent girls and young women acquired

HIV in 2023.

The HIV incidence ral®GYW > 3 ¥at of
adolescent boys and young men in at least 22
countries In suksaharan Africa.

Longstanding gender inequalities,

discrimination, marginalization, denial of rights,  ~"
poverty and gendebased violence make it very i
difficult for women and girls to protect | e
themselves against HIV and other health threats

Source: UNAIDS epidemiological estimates, 2024 (https://aidsinfo.unaids.org/).
Note: HIV incidence estimated as new HIV infections per 1000 uninfected population.




Self testing for HIV

Prevalence and factors associated

with self-reported HIV testing

among adolescent girls and young women
in Rwanda: evidence from 2019/20 Rwanda
Demographic and Health Survey

NA TIONAL Alfred Musekiwa', Patricia Silinda’, Assanatou Bamogo®, Halima S. Twabi*’, Mohanad Mohammed®®,
Jesca Mercy Batidzirai®, Zvifadzo Matsena Zingoni’, Geoffrey Chiyuzga Singini*, Maureen Moyo',
Nobuhle Nokubonga Mchunu®®?, Theodora ljeoma Ekwomadu'®, Portia Nevhungoni®'' and
Innocent Maposa’

GUIDELINES , ) , i : . :
Adolescents’ and caregivers’ perceptions of caregiver-provided testing and HIV
self-testing using oral mucosal transudate tests in Zimbabwe: a short report

HIV Crissi Rainer®, Belinda Chihota®, Chido Dziva Chikwari“®, Grace McHugh®, Ethel Dauya®, Hilda Mujuru®, Rashida
Q,’ ggllilii-ENlNG A. Ferrand““ and Kearsle\)f A. Stewart © o , o ! ) o
GCAYRAY3IAa RSY2VAGNIGS OFNBIAGS
D caregiverprovided testing and HIVST as an additional HIV testing

by
“%f thFl_:a|th ‘llﬂ o ( 'IJJ 2030\
&D)" :E‘T’IHBUC OF SOUTH AFRICA D p

option; however, they voiced concerns about the potential lack of
counseling and feeling anxious when a positive result was discovere

Selttesting recommended for adolescents-12 through homebased testing.

17 as a hardo-reach group

Important to ensure the following:

- Linkage to services

- Quality assurance to ensure accurate
results

Given these concerns and preferences for HCW assistance during
testing, any caregiveprovided testing and HIVST implementation
strategy should include delivery mechanisms to meet the individual
YySSRa 2F OFINBIAVYSNEBR YR T R2f Sa

niversity of the Witwatersrand

- Fills a gap in HIV testing strategies

'DoH2018, Musekiwa, BMC PH, 2022, Rainer. AIDS Care
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PrEPaccess needs scale up using a yog#nsitive approach

Q2 2024

- We choose: Adolescent girls and young

women'’s choice for an HIV prevention
product in a cross-over randomized clinical
trial conducted in South Africa, Uganda, and
Zimbabwe

Millicent Atujuna'*, Kristin Williams?, Sarah T. Roberts 2, Alinda Young?, Erica

N. Browne?, Nomvuyo T. Mangxilana', Siyanda Tenza®, Mary Kate Shapley-Quinn?,

Thelma Tauya®, Kenneth Ngure®€, Ariane van der Straten» 72

Three main influences darEPservice
experiences:

PRODUCTS
Number of Initiations

1325342

wee | unicef® G glgam | 1) Privacy
. 1151 .
Pfe-Exposure Prophylaxi§ and Adolescent 2) Resp e thu I attltu d es C re ate a Safe
o e e TOR et T environment

3) Patientcentered communication
Privacy and provider attitudes are the main
factors influencing decisiemaking around
PreP

2017 2018 2019 2020

P r E P\X/atc h An initiative of AVAC

Atujuna PLOS ONE, 2024




Tuberculosis (TB) remains a concern in adolescent

A1.1 million < 15 years TB disease each year, 225 000 deaths

Aln 2012 1.8 million adolescents and young adults34§ears)
develOped TB disease Tuberculosis in Adolescents and Young Adults: Emerging Data

on TB Transmission and Prevention among Vulnerable
Young People

Global trend in case notifications of people Katherine M. Laycock *(, Leslie A. Enane 200 and Andrew P. Steenhoff .34
newly diagnosed with TB, 2010-2022

8.0
» Intersectional stigma and social
i exclusion
7.5 a‘\d communny FQCt * (Lack of) family and social supports
) '\3\ ol's + Discriminatory policies
go"’ + Exposure to community violence
7.0 \! (o) Complex, unfamiliar health
) systems
Healthcare work ( f)
awareness of TB

s
* Unfriendly healthcare workers
« Limited access for mobile youth

o
"

o
o

Notifications per year (millions)

tn
&

2010 2012 2014 2016 2018 2020 2022

WHO 2024, Laycock, Trop Med and Inf Dis, 2021

+ Compound stigma associated with TB-

HIV co-infection

Figure 1. Barriers to TB Care for Marginalized Adolescents and Young Adults.
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HPV vaccine and cervical cancer elimination

Early adolescence {24 years) optimal for vaccination against HPV infection, estimated that if 90% of girls
globally get HPV vaccine > 40 million lives could be saved over the next century. Estimated that in 2021 only
12% of girls globally received the vaccine

HPV vaccination programme coverage, South Africa

83
69
| 43

2014 2015 2016 2017 2018 2019

s First dose mmmsm Fyll dose  --------- Linear (Full dose)

2020

Slide adapted, courtesy of Sinead Deldthyretlwe

A Target: By 2030 90% o{/girls fully
vaccinated with the HP
vaccine by 15 years of age

AIn South Africa, administrative
coverage rates for first dose are
high but below target, lower for 2
dose coverage

2 1d coverage 75% preCOVID19
2 2d coverage 54%

A Barriers to delivery include
vaccine cost, delivery cost and
complexity, supply constraints,
vaccine confidence

A Would a single dose of vaccine be
sufficient to protect against HPV?

M ITS RHI | 29
https://immunizationdata. N0, Zheng STD 2021



https://immunizationdata.who.int/

Adolescents Living with HIV
(ALHIV)
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Figure 1: ALHIV aged 15— 19 by orphanhood type, South Africa, 2012 and 2017

Unique needs:

A Vertically HIV infectedtighly treatment o e
experienced, may have lost a parent, usu 60 -
adolescent difficulties may be amplified, e w7
chronic iliness, growth stunted, delayed 5 5 262
puberty compared to peers 5 o '

A Newly infected adolescents may lack £ - » 152 174
supportmight not want to disclose to . T 1 I 129
parents (not required to do so for testing, 15
treatment), might be difficult to disclose tc . : :
partner/friend or support system 0 |

HSRC 2021




Figure 3: ALHIV progress and gaps in reaching 90-90-90 targets, South Africa, 2017
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statis

Gaps In achieving 995-95 goals

Table 10: ALHIV with VLS, by sex and age group, South Africa, 2017

Males
Target 81%
Target 73%
43
ALHIV who ALHIV who
are on ART are virally
suppressed

B Progress reaching the 90-90-90 target

10 to 14 All 10— 19
years 15 10 19 years years
Females
n % 95% CI n % 05% CI n
Target 90% All 95 540  419-657 121 457  36.5-553 216
Target 81% Male 49 675 519-799 32 374 237 -536 81
26 Target 73% Female 46 428  276-595 B9 519  411- 626 135
4
40
ALHV who ALV who — ALHIV who Acloles.cents living with Hiv
know their are on ART are virally in South Atr
status suppressed - !

Gap reaching 90-90-90 target

HSRC, 202]
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A high proportion of young people living with HIV have comorbidities

Table 2. Prevalence of single disease conditions by HIV status and method of measurement in South

Africa for 2016 (weighted data).

Prevalence by HIV Status

The epidemiology of adolescents living with
perinatally acquired HIV: A cross-region global
cohort analysis

The Collaborative Initiative for Paediatric HIV Education and Research (CIPHER) Global
Cohort Collaboration”, Amy L. Slogrove', Michael Schomaker', Mary-Ann Davies',

Paige Williams?, Suna Balkan®, Jihane Ben-Farhat®, Nancy Calles’, Kulkanya Chokephaibulkit®,
Charlotte Duff®, Tanoh Francois Eboua’, Adeodata Kekitiinwa-Rukyalekere®, Nicola Maxwell,

Disease Condition Total % % (95% CI) Jorge Pinto®, George Seage, lII2, Chioe A. Teasdale'®, Sebastian Wanless®,
(95% CD HIV Positive HIV Negative Josiane Warszawski'", Kara Wuols—Kaluusﬁan'zﬁ, Marcel ‘r‘nrteh;mgm, Venessa Timmerman',

Intira J. Collins®, Ruth Goodall®, Colette Smith®, Kunjal Patel®, Mary Paul®, Diana Gibb®,

Diabetes 0.22 (0.09-0.52) 0.44 (0.06-3.07) 0.20 (0.08-0.50) Rachel Vreeman'?, Elaine J. Abrams'®, Rohan Hazra', Russell Van Dyke'%, Linda-

" Gail Bekker'®, Lynne Mofenson'?, Marissa Vicari'®, Shaffiq Essajee'®, Martina Penazzato®,
Bronchitis/COPD 0.27 (0.14-0.53) 0 0.25 (0.10-0.62) Rabriel Anaba ;::;21’ Edith Q. Mohapi®2, Peter N. K 5 M :l:hn na Hiatshwayo?"
Heart disease 0.51 (0.29-0.88) 1.51 (0.46-4.89) 0.45 (0.18-1.10) Mwita Lumumba®, Tessa Goetghebuer™, Claire Thorne™, Luisa Galli*®, Annemarie van re
Self-reported - Rossum?®, Carlo Giaquinto®®, Magdalena Marczynska®', Laura Marques™, Filipa Prata™,
High cholesterol 0.47 (0.2-1.09) 0 0.71 (0.27-1.86) Luminita Ene®, Liubov ﬂkhmhaia; Eﬂu Rojo™, cLaq_.dia Fortuny™, :—:E MNaver™®, “
Christoph Rudin®, Sophie Le Coeur®®"', Alla Volokha', Vanessa Rouzier®™, Regina Succi®,
Stroke 0.1 (0.04-0.28) 0.30 (0.04-2.16) 0.07 (0.02-0.32) Annette Sohn®®, Azar Kariminia®®, Andrew Edmonds™, Patricia Lelo®®, Samuel Ayaya™
TB (in past 12 months) 0.47 (0.26-0.84) 1.62 (0.58-4.47) 0.44 (0.18-1.04) Patricia Ongwen®’, Laura F. Jefferys®', Sam Phiri*?, Mwangelwa Mubiana-Mbewe®’,
Shobna Sawry®***, Lorna Renner®, Mariam Sylla®’, Mark J. Abzug®®, Myron Levin®®,
HIV 8.37 (6.8-10.27) 100 - James Oleske®®, Miriam Chernoff2, Shirley Traite2, Murli Purswani™, Ellen G. Chadwick®",
. &% - . - .
Hypertension 18.56 (16.33-21.03) 30.54 (21.49-41.39)  17.04 (14.68-19.70) Ali Judd®**, Valériane Leroy®**
Measured Panel B. Median (IQR) CD4 percent
Anaemia 23.27 (20.98-25.73) 35.84 (27.36-45.30) 21.14 (18.65-23.87) 40~ ‘an (IGR) pe
Diabetes 1.61 (1.04-2.49) 2.03 (0.69-5.80) 1.12 (0.69-1.82)
Self-reported and measured Diabetes 1.18 (0.78-1.76) 2.03 (0.69-5.80) 1.28 (0.82-2.00) 30
=+ Total
[ -+ Nor?h Amerca

Panel A. Median (IQR) age * Europe

- South America

« S&SE Asia
} - Africa

CD4 percent
P
(=]
1

Table 3. Number of diseases by HIV status.

Prevalence by HIV Status % (95% CI)

-
o
i
——
- —
—_—
[
—_——
—
L=
1

Number of Diseases Total

o . = - T ' ' ' .
HIV Positive HIV Negative E P S - Ng FirstVisit  ART Start Age 10 Last Visit
= * Eu Time point
No diseases 69.64 (6?.11—?2.(]5) NA 63.79 {El[].?ﬂ—ﬁﬁ.?ﬁ:] e * : gg ) )
= ol Af Panel C. Median (IQR) WHO height-for-age Z-score
One disease 25.13 (23.04-27.35) 46.71 (37.52-56.13) 32.62 (29.91-35.46) 5 { 1= '
Two or more diseases 5.23 (4.25-6.41) 53.29 (43.87-62.48) 3.59 (2.59-4.97) l l ] T RN R | - .
0= ! L I E ‘l \ -+ Total
First Visit ART Start Last Visit 2 1= ' # Morth America
Time point 2 \ || H o S erica
I 21 -+ S&SE Asia
= - Africa
I

Van Wyk, Int. J. Environ. Res. Public Health 2024 Slogrove, PLOS Med, 2015' v ARTSE  hgii0 Lasives

Time point

Fig 2. Comparison by geographic region of characteristics at first visit, ART start, age 10 vears, and last visit of
adolescents living with perinatally acquired HIV. ART, antiretroviral therapy; IQR, interquartile range; S&5E Asia,
South and Southeast Asia; WHO, World Health Organization.




Mental Health challenges are associated with saptimal

A 1000
60 - !

Maan CMA, %

adherence In young people

Male Female
B 1 i i i C 1 -_— —-—
my W, my = = .
_ H - =" g = B B BN 5 g =
ol i — I B i =Y B =
- 8- _ I . 8 !
a I i | e
B0 -
: - =,
an- - 2 6 I = 6 I
“ 3 2
20 0 .g
10 : : E 4 - a 4
0 : :
) 1 3 E 4 :
Time since baseline, years 2 2
— Gonbnuous high adherence
— Decreasing adherence 0- 0 s . : . . : .
— Increasing adherance 9 "‘L—b:‘ 'bb: . (Cpl ' ‘;::tl K > o o &
— Contnuous non-adherencs n o el ﬁ:.‘:‘Pb. e 1;‘9?? © N & 0l qub? v *bﬁ ©
Age, years Age, years

The probability of being in each adherence group by sex, age, and mental health diagnosis at baseline.

Darkercolourscpeople who did not receive mental health diagnoses before or at baseline, lighteurs- those who received mental health
diagnoses.

The risk of viral noisuppression was higher among patients with organic mental disorders [adjusted rislaRBdL (55, 95% confidence
interval (Cl) 1.221.96], substance use disordeeRR1.53, 95% CI 1.£92.97), serious mental disordersRR1.30, 95% CI1 1.Q2.54), and
depression#RR1.19, 95% CI 1.tQ.28) when compared with patients without mental health diagnoses

Haas, AIDS artéehaviour2023 WITS RHI l S




Sexual and Reproductive Health




High teen pregnancy rates

A Estimated 21 million pregnancies each year in adolescents aged 59 years in low and middle-
Income countries, about 50% unintended, 12 million births

A About 55% of unintended pregnancies among adolescents %9 years end in abortions, often unsafe
iIn LMICs

A Adolescent mothers-higher risks of eclampsia, puerperal endometritis and systemic infections than
women aged 2024 years

A Babies of adolescent mothers face higher risks of low birth weight, preterm birth and other severe
neonatal comorbidities

A Increasing amounts of data on childbirths among girls aged 104- Globally birth rate girls 1614 years o,
In 2023 estimated at 1.5 per 1000 women (higher rates in stfaharan Africa (4.4) and Latin America
and the Caribbean (2.3)

A Preventing pregnancy among adolescents and pregnanaglated mortality and morbidity are essentia :
for positive health outcomes across life course and to achieve the Sustainable Development Goals
(SDGs) (maternal and newborn health)

A Factors which impact teen pregnancy include child marriages, child sexual abuse, barriers to access
and use of contraception, violence

A In South Africa between 2017 to 2021 births to young teens (1@4 years) increased by 48.7%
(baseline of 2 726) and birth rate per 1 000 girls increased from 1.1 to 1.5/1000

A In adolescents aged 15 19, births increased by 17.9% (baseline 114 329), and birth rate per 1 000 girls
Increased from 49.6 to 55.6
WHO 2024, Barron, SAMJ, 2022




High STI rates In youth attending Youth Friendly

friendly clinic in South Africa

Services (YFS)

High STI burden among a cohort of
adolescents aged 12-19 years in a youth-

Matt A. Price s 2%, Monica Kuteesa®®, Matthew Oladimejic»?, William Brumskine®?®,

Vinodh Edward®®, Heeran Makkan®®, Funeka Mthembu®, Vincent Muturi-Kioi®>,

Candice Chetty-Makkan®, Pholo Maenetje®®*

Table 3. Prevalence of STIs at enrollment among participants who report sexual activity (n = 119) and everyone (n = 223), comparing males vs. females.

Total Male Female
N (%) N (%) N (%) p-value*
Any STI **
Reporting sex 37 (31.1%) 8 (19.5%) 29 (37.2%) 0.04
Everyone 41 (18.4%) 9 (11.2%) 32 (22.4%) 0.05
Gonorrhea test results
Reporting sex 6 (5.0%) 1(2.4%) 5(6.4%) 0.32
Everyone 6 (2.7%) 1(1.3%) 5 (3.5%) 0.35
Chlamydia test results
Reporting sex 22 (18.5%) 4(9.8%) 18 (23.1%) 0.08
Everyone 23 (10.3%) 4 (5.0%) 19 (13.3%) 0.05
HSV test results
Reporting sex 13 (10.9%) 3(7.3%) 10 (12.8%) 0.36
Everyone 15 (6.7%) 4 (5.0%) 11 (7.7%) 0.44

*Pearson’s chi-square test comparing prevalence by participant sex

** Combining Gonorrhea, Chlamydia, and HSV test results

Factors that increase the

risk of STIs among

adolescents include:

A Early sexual debut

A History of HIV/STIs

A Young, male, MSM

A Transgender
populations

A Disabilities, substance
misuse, or mental
health disorders

A Increased risk for HIV
acquisition

Price, PLOS ONE, 20
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Policies for adolescent sensitive services

The Adol nd Youth Health Policy is aligned with the following national and
The AYHP identifies six principal : S ARUSRICS °' ea o:ﬂ‘:ﬂ ':h :n.nd';hm: owing national an

* South Africa’s National Strategic Plan on HIV, STls and TB (2012-2016)

1. Use innovative, youth-oriented programmes and technologies to promote the
* The World Health Organization’s Global Strategy for Women, Children’s and

NATIONAL ADOLESCENT health and wellbeing of adolescents and youth Adolescent’s Health 2016 - 2030
& * South Africa’s Negotiated Service Delivery Agreement (NSDA) for Outcome 2:
2. Provide comprehensive, integrated sexual and reproductive health services Along and Healthy Life for All South Africans
Yo UTH H E A LT H Po |_ | CY * Sexual and Reproductive Health and Rights: Fulfilling our Commitments 2011-
2021 and beyond

2017 3. Prevent, test and treat for HIV/AIDS, TB and NCDs * South Africa’s National Contraception and Fertility Planning Policy and Service

o= . Delivery Guidelines

4. Reduce substance abuse and violence * South Africa’s National Contraception Clinical Guidelines

* UNAIDS 90-90-30: An ambitious treatment target to help end the AIDS epidemic
* Preventing HIV in Adolescent Girls and Young Women: Guidance for PEPFAR

5. Promote healthy nutrition and reduce obesity. DREAMS Partnership Initiative

* The World Health Organization’s Consolidated Guidelines on HIV Testing Services
* UNAIDS Fast Track - Ending the AIDS Epidemic by 2030

6. Empower adolescents and youth to engage with policy and programming on * The World Health Organization’s Global Standards for Quality Health-care

youth health and be responsible for their health and wellbeing - Leave no one Services for Adolescents: A Guide to Implement a Standards-Driven Approach to
behind including youth with Disability. Improve the Quality of Health-Care Services for Adolescents
* South Africa’s National Adolescent Sexual and Reproductive Health Rights
Framework 2014-2019

* The South African Government’s National Development Plan 2030

* South Africa’s National Youth Policy 2015 - 2020

* South Africa’s Integrated School Health Policy, 2012

* Strategy for the Prevention and Control of Obesity in South Africa 2015 — 2020

* ALLIN to #EndAdolescentAIDS’ (UNICEF, UNAIDS, MTV Staying Alive, Young
People Living With HIV Partnership, the Global Fund, UNFPA, PEPFAR and the

s ‘ﬁ

——w. 'lealth— A long and healthy life for all South Africans 2030 WHO).
@) =

N7 REPUBLIC OF SOUTH AFRICA n p
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loveLife and other partners:National Adolescent Friendly Assessment of adolescent and youth @) o
Clinic Initiative (NAFCI) friendly services in primary healthcare

Ten Standards (5 bolded are for adolescent recognition) facilities in two provinces in South Africa
1.Management System Support for the effective provision of Sharagonam James, Pedro T. Pisa, John Imrie”, Moira P. Beery, Catherine Martin, Catherine Skosana and

Sinead Delany-Moretlwe

adolescent and youth friendly health serwces

2.Policies and processes tl 5auteng Province scoring lower
3.Appropriate adolescent | = gig. 1 r 9 standards.

accessible 100 o Gauteng was 38% and the North

4.The clinic has a physical %0
rds related to the general service
red above 75%.
exual, reproductive and mental
10st all > 50%.

P Y 1 I " 1

8

provision of adolescent frie .
5.The clinic has adequate
necessary to provide the e

o O

6
5
4

Percentage
o O

o

friendly healthcare 30
6.Provisipn c_)f relevant info ig
ggnmsrlr;?grl](;?/v“sr? tﬂE?Fgoerg ’ Syndromic HIV Testingand  Family Planning 3.8  Ante Natal Care  Violence / Abuse ’Ch@S().ClaI and phySICaI

- - o I e Moo d 8} differences management of
7.Systems in place to train 35 36 . o .
adOlescent'friendly health Sexual, Reproductive and Mental Health Services * R UJGI |J * |J U (]‘I R U D LU'H'
8.Adolescents receive ade mGauteng ®North-West ement (PSS and risk profile)
assessments Standard's.~ Adolescent Sexnal Reproductive and Mental Healih Services (Criterinigis; 3.6, 9.8, a.0; elther subdistrict was able to
9.Adolescents receiveindiy _ and 3.10) o &ria for the five standards

case management guidelines/protocols
10.The clinic provides continuity of care for adolescents:
proper referral systems are in place




Adolescent friendly services improve outcomes

Barriers to Retention in Care are Overcome by Adolescent-
friendly Services for Adolescents Living with HIV in South

Africa: A Qualitative Analysis

Higher retention and viral suppression with
adolescent-focused HIV clinic in South Africa

Brian C. Zanoni'2*, Thobekile Sibaya®, Chelline Cairns®, Sara Lammert®, Jessica

E. Haberer'?

Brian C. Zanoni$2.b, Thobekile SibayaC®, Chelline Cairns?, and Jessica E. Hab "

aMassachusetts General Hospital, Boston, Massachusetts, United States of Amer
bHarvard Medical School, Boston, Massachusetts, United States of America

cUniversity of KwaZulu-Natal Nelson Mandela School of Medicine, Durban, South

dDon McKenzie Hospital. Botha's Hill. South Africa

Barriers to retention in care included:
- Attending clinic during school

hours

- Fear of disclosure to others

- Social isolation
- Conflict with clinical staff

Faclilitators to retention In care:

- After school clinic hours
- Peer support
- Connection to clinical staff

Table 1. Characteristics of adolescents and young adults aged 13 to 24 years receiving antiretroviral therapy and attending an adolescent-friendly
clinic or standard pediatric clinic from April 2007 to November 2015 in KwaZulu-Natal, South Africa.

Adolescent clinic Standard clinic (n=153) P-value

(n=88)
Median age (years) at ART initiation (IQR) 11.2(9.4-12.8) 9.4 (7.5-12.0) 0.002
Male (n) 43% (38) 53% (80) 0.181
Median age (years) at analysis (years; IQR) 17.3(15.5-18.4) 16.0 (13.7-17.5) 0.010
Age (years) at entry to adolescent clinic (years; IQR) 14.3(13.2-15.4) n/a n/a
Median pre-ART CD4 cells/mm? (IQR) 94 (35—220) 211 (110-353) <0.001
Initial ART: NNRTI (n) 100% (88) 95% (145) 0.029
Current ART: NNRTI (n) 84% (74) 77% (118) 0.245
Current ART: PI (n) 16% (14) 23% (35) 0.245
Median months on ART (IQR) 80 (57-98) 74 (58-92) 0.246
History of tuberculosis (n) 48% (42) 54% (83) 0.351
Retained in care (n) 95% (84) 85% (130) 0.018
Virally suppressed (n) 91% (80) 80% (116) 0.028

Bold = p<0.05

Zanoni, AID8ehaviour2019

f‘: ..ed Ch time Abbreviations: IQR—interquartile range; ART—antiretroviral therapy; NNRTI-Non-nucleoside Reverse Transcriptase Inhibitor; PI-Protease Inhibitor

she starts at the clinic first, then goes to school. It becomes a norm and known to other kids that
each month she is going to be late because she starts at the clinic. Even when they don't know
why, but they notice [that] there is something she is doing at the clinic. That somehow, has some
effect on the child.” -Caregiver of 16 year-old female currently attending the adolescent
clinic describing the time in the pediatric clinic

---- — -

Zanoni, PLOS ONE, 2




Youth friendly treatment and
prevention

University of the Witwatersrand 5
YEARS
WITS RHI | ¥
SCENCE & SNMOVATION



What should this look like

ADiscrete, minimizes stigma

ANo requirement for daily pillaking O
AEasy to take, palatable

Alf pills taken, as few as possible, should be FDC
AAlso consider TB prevention e.g., TB vaccine (in future), newer TPT regir
ACurrently cost and access to CAB/RIL treatment are HUGE batrriers
APre-existing NNRTI resistance is also a challenge
ARefrigeration requiremen O
AHCW training




Long-Acting Cabotegravir Plus Rilpivirine In
Adolescents With HIV: Week 24 Safety/PK

Gabotegrav Population Pharmacokingtic Analysis of Adults & Adolescents Living vith HIV or at Risk for HIV Receiving PrEP

Yo Wei Lin, ¥ . Y. Amy Cheung, ® Isabelle Deprez, Susan Ford,2 Jon Colling,? Cindy McCoig,* Conn M. Harrington,? Aditya Gaur, Carolyn Botton,f Lynda Stranix-Chibanda, Sybil Hosek,! Mark Marzinke,? Brookie Best, " Edmund Capparel® for IMPAACT 2017 Team

IMPAACT 2017 / More Options for Children
and Adolescents (MOCHA) Study

Given the similarity of CAB PK between adolescents and adults,
no dose adjustment as compared to the current adult label for CAB

ClinicalTrials.gov ID NCT03497676 Abstract 188

March 6, 2024 is recommended for adolescent participants.
Aditya Gaur**, Edmund Capparelli, Kristin Baltrusaitis, Mark Marzinke, Conn Harrington, - . - ;
Cindy McCoig, Herta Crauwels, Ellen Townley, John Moye, Sarah Buisson, Avy Violari, Figure 4. Box Plot of C,,, Following Q4W and Q8W Dosing by Population
Pradtha.na Ounchanum, Ch_elsea Krotje, Carolyn Bolton Moore, IMPAACT 2017 Team ‘.l - Adolscants Adults
Injection Site Reactions (ISR) by study visit
504
Note: Majority (99%) of participants indicated 1004
preference of long-acting injections over oral [
£ 40 medications at week 24. (See CROI 2024 Poster 949: [
g Lowenthal et al for details of adolescent and parent experiences) F _{
-
@ 301 E 3.0 1
g N . d-; | -

PHARMACOKINETICS \

. 8 100
3
%‘3 _EI 0 [Jtau.lpc.ﬁs ':-tal..l. al I:_L'.a.l.lr1|.lss..li.1=’-'-"n" Ctau,im,ss,Q8W
g6l B o750 a0t Exposure Metric
o . = Motes: Ctau=plasma concenfration at the end of the dosing interval; Ctau,im,ss=Ctau at steady state after the long-acting IM maintenance dose injections;
S e, ' | 95th% s Ctau,la1=Ctau at steady state after the first long-acting IM injection. The horizontal center solid line in each box represents the median value, the box
O 47 . e 50 _ Adult50th% L 50th% represents the 25th to 75th percentiles, and the whiskers represent the 5th and 95th percentiles.
m > —— e o o  ——
< B o ~ . .
O e 501% ., cOnclude: nThe slightly higher ex
g) == Ly =- == B 0 t‘_:',n 25 N R T T L o . . . . " g
g bt et 0 o clinically insignificant.
=1 = = = —= IC | | | 20 . . . -
8 2 16 20 24 ° 0, o 16 20w MANo dose adjustment is recommended for adolescent participants (12 to
Study Week T T T T
vy e Study Week <18 years of age) weighing at least 35 kg in acgordance with the current
I a b e I f O r C A B . O University of the Witwatersrand 5 .
IMPAACT 2017 CAB and RPV troughs (Black lines - medians [solid] with 5th%-95th% [dashed]) WITS RHI

compared to adults (Blue lines) from LATTE-2 /| ATLAS-2M studies and protein adjusted IC, s (Red lines)



Interest of Youth Living with HIV in Long-Acting Antiretrovirals

Ethel D. WELD, M.D.", Md Sohel RANA, M.B.B.S., M.P.H.2, Ronald H. DALLAS, Ph.D.3,
Andres F. CAMACHO-GONZALEZ, MD, M.P.H.45, Patrick RYSCAVAGE, M.D., M.P.H.%, Aditya
H. GAUR, M.D.3, Rana CHAKRABORTY, M.D., M.Sc., D.Phil.*®>, Susan SWINDELLS, M.B.B.S.

IMPAACT 2017 Adolescent/Parent Experiences with LA Cabotegravir Plus Rilpivirine for HIV Treatment

Elizabeth D. Lowenthal**, Jennifer Chapman, Martina Zapata Vaca®, Shawn Ward®, Ryan Millizan®, Andres Camacho-Gonzaler*, Gaerolwe Masheto®, Cindy McCoig®, Andi Ace’, Rodica Van Solingen-Ristea’, Dwight Yin®, Sarah Buisson®,

Carolyn Bofton Moore™, Aditya H. Gaur', for the IMPAACT 2017 Team
iUinjversity of Pennsylvania, Philsdsiphi, FA, W/SA, *Children's Hospitsl of Philsdelphis, Philndeiphin, PA, LISA, *Frontier Scence and Techinology Research Foundtion, Ing, Amherst, WY, USA, *Emory University, Atianta, GA, U%3, ‘Sotvwana Hanend AIDS Institute Farinership, Gaborone, Botowana, “V Heakhcare, Macrid, Spain, ‘Janssen Research
and Developmant, Beerse, Bxigium, National institute of Allergy and Infectious Disesses, Rockville, MD, USA, *FHl 360, Banghok, Thailared, Univsity of Alsbams st Birmingham-Centre for (nfectious Diceass Resaarch in Zamibis, Lussis, Zamiis, 15t Juds Children's Resesrch Hospital, Memphis, TH, USA

TABLE 1. Characteristics of Cohort

7_Charles FLEXNER. M.D,' and Allison L. AGWU, M.D.. Sc.M.8 :
Interes eve'l'towa rds LA-%R? by various tactors All Adolescent Interviewed
" Participants (N=144) | Adolescents (N=8)
(Adjusted)
Mode of Acquisition ,bo . Median: 15 Median: 16
o oo b Range: 12-17 Range: 12-17
Viral Load 190 Female Sex . 3 (37 5%
L.ow Detectable — 1 89
RS DA RE;EE - The two most prominent perceived reducers of
el O Black/African treatment burden with injectable treatment were:
e e ¢ White 1) Having the medical team's support and
e | 148 M“gee I?'r:t';?“““" monitoring for adherence to each injection, and 2)
1.10 - - - -
21-24 years Not Perinatal Freedom from the daily reminder of HIV diagnosis
Gandar Site seen as inherent to oral treatment.
Comparing willingness to use IM LAARV to the e S .
frequency of injections ol 43(29.9%) 0
100% Thailand 36 (25.0%) 0
. *Ek ! ' Uganda 20 (13.9%) 0
90% ' onx 1 = - USA 20 (13.9%) 8 (100%)
' * % %
80% "2 adolescents did not complete week 8 (2 withdrew during oral lead-in}; a third did not
complete week 24 (pregnancy); a 4* did not complete week 43 (lost to follow-up)
70% 5%
= 60
;: 60% TABLE 2. Reasons for Preferring Injectable Medicines
= L
= 50% 90.2% e v - -E. le Coded Data from Pref Q
D i * o xample Coded Data from Preferences Questionnaire:
g 40% Cﬂﬂ?:;fﬂ:deﬁr 73 4|:E£fh} BBBIE o) 9:3; “It's convenient!” (Convenience without subcode)
E nin _ pt =IhE 39 :23%] 49 EBE‘EEEJ 7 “‘Because | don't have fo remember fo take my fablets anymore af soccer.” (Convenience,
- 30% No daily h‘EEtI‘I‘IEI‘I‘t uninterrupted lifestyle)
Burden Reduction 73 (93%) b4 (46%) 63 | | I don’t have to wake up early to take my medicine.” (Convenience, uninterrupted lifestyle)
20% Amxiety reducticn RN R D L ommmmiamn I do not have to take tablets every day.” (Convenience, no daily freatment)
Treatment fafi E . tion treatment is not so stressful” (Burden Reduction, anxiety reduction)
10% Adherence ple IDI Quotes: d of tablets” (Burden Reduction, treatment fatigue)
Privacy “(having HIV) gave me a whole burich of worries and stigmas S 37| would forget to take them” (Burden Reduction, adherence)
0% “totals add up o =1 and being open about something like this could have people tion is more private” (Burden Reduction, Privacy)

Once every month
(n=252)

Once every two
weeks (n= 252)

Once every week
(n=254)

*** = significant difference (P<0.001)
** =significant difference (P<0.01)

Timing of Injections

Once every two
months (n= 250)

Once every three injectable medicine! | iving me like a side-eye almost. It feels so freeing. | just feel so ©n't ask me about the medicine if 1 get the injection” (Burden Reduction, Privacy)

months (n= 256) -17-year-old male

“And so (LAl) gave me the opporfurnity fo live like a reqular
human... __if someone were over at your house or something,
they wouldn't have to see you taking medicine and wonder why.”
-12-year-old female

University of the Witwatersrand

WITS RHI

Tucky. | would much rather have these shots than win the lottery.

Weld, JAIDS, 2019




U=U as a motivation for good ART adherence, especially
adolescents where disclosure to a partner may be difficul
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i A 2 “In terms of HIV prevention, if condom use is safer sex, then
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We have two new approved products.....

and a new product on the horizon
Time to Market

Does not include
the 3-monthly
ring or
4-monthly CAB

Prevention Product

3 | o4 |

Multiple regulatory
Vaginal Dapivirine dbbnt

* Demonstrated modest efficacy
* Unclear demand & limited initial supply
* [nitial price ~$180 per year

Multiple implementation science projects LA: regulatory
P P i) © Oct 2023: A memorandum of understanding has been D athway and

reached ona product license with Kiara

Ring * 3-monthly ring is currently in development and could be timeline unclear.
submitted to regulators in 2025
Selected Global Fund procurement and programs * Opportunity to build market and platforms for vaginal rings
¢ Demonstrated high efficacy
. :Jnclﬁli\ﬂ%mand &gg\‘ige/g initi;losggpl o
' N : g E ® |nitia price ~ r;in ~$170/yr
Cabotegravir Multiple implementation science projects * March 2023: MPP & ViV licensed to 3 generics with likely c ;
One intramuscular injection submission to regulators by 2027 urren
(Beal) cvare D oot * 4-monthly formulation is currently in development, but the products
: D WHO regulatory timeline is unclear _
Long-Acting S S S e R e e e e s e Opportunity to build market and platforms for injectables available
Injectables Early announcement for Len! through 1S
le product it studies
I
: Phase 3: part of PURPOSE 1 '
daily Y _gprc?_vt_é’_g _____
Oral PrEP

’ Possible Phase 3
mo§t§|?27 Phase 2a: MK-8527-07 Possible Go/No-Go Decision for Phase 3 in Q1 2025

Possible . ; . 5 May 2024

Co-formulated e , :
Dual TDF/FTC and Pilot bioequivalence (BE) study Pivotal BE : %ulato  Possible product introduction
Prevention ethinyl estradiol/ e T T e :T_F: m

levonorgestrel oral

Pill contraceptive pill Acceptability Study: HPTN 104

daily

Www.avac.org

®@ 0 ©




QPU RPOSE

Prevention with PURPOSE

Baseline Characteristics
Characteristic | LiN,n-2138 | |

median
Age 16 to <18, years, n (%)

Highest education level college/university,© n (%)
Marital status, n (%)
Married
Living with primary partner
STis, n (%)
Chlamydia trachomatis
Neisseria gonorrhoeae
Trichomonas vaginalis
Syphilis
Any prior use of PrEP, n (%)
Any prior HIV testing, n (%)
Median time since last HIV test, months (Q1, Q3)

Baseline demographics and clinical characte

Seven partcipants were subsaquentty determined to have had HIY infection at the tme of randomization
yEars at screening but tumed 26 by randomization—this was not a violation of eligibiity oritena. "All non-

0, quartile; 5T, sexually transmitted infection

Adherence td_enacapaviwas

excellent, to F/TDF and F/TAF poor

No safety concerns
Injection pain improved with each
dose

6.8 (4.7,

Zero HIV Infections in Cisgender Women

receiving LEN

4 -

2.41

[P
']

wce per 100 PY (95% Cl)*®

2.02

1.69

»q. Primary Analysis: LEN has 100% Efficacy for PrEP

il‘-'-'l..
|
w
o P <0.0001 a1 &
LEN ¢— £18
0 0.04 w18
s ' o
= |""ll
S8
P=0.212 :§
|
0.55 0.84 : (.28
F/TAF - ) +— | i
|
|
|
z
1

0 HIV Incidence Rate Ratio (95% Cl)

Lower than background HIV incidence

LEN has 100% PrEP efficacy; F/TAF not different from background HIV incidence

IV IRR vs background HIV was assessed using a likelihood ratio test (LEN, due to zero infections), and a Wald test (F/TAF). 4

1 ThonV GanF Star Cceveru m nfoct Me 04-48M1-27M00TNNE 7 Gan F o ol Sfat Creresens Iofocd Pie  W49-4 049000

Bekker, AIDS 2024
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PrEParindor New Products: Geographically

Belglum 1

France 1 _«' **Ukralne: 1 H
USA: 9
Thailand: 1 H

CAB forPrEP 0 i H h‘)
—Burkina Faso: 1 »

and DVR . Hdogel v oi—r!: _H e Uganda: 4 . K‘\ j"’\l\/lalaysia: ! HO.

Implementati 10 oo tKenya; S o)

on SClenCe H Zambia: 2 Malaw: 6 .

studies across

Vietnam: 1 H

Zimbabwe: 4 HO'

Australia: 1 H
South Botswana: 1 H

th e g IO be . Africa: 11 Mozambique: 1 HO . '

W E o]

Some studies are happening in Eswatini: 3 %O .

total of 44 studies A ProjectPrEP ~esotho: 2 O ' O

er

more than one country, with a S
Currently no demonstrationstudies on Lenacapavir. A DREAM®rERChoice E BioPIGmplementation Stu



https://www.prepwatch.org/resources/implementation-study-tracker/

u u
PrEPand special populations e
RESEARCH ARTICLE
A randomized trial of safety, acceptability and
e m— adherence of three rectal microbicide placebo
JOURNAL OF formulations among young sexual and
ADOLESCENT L - -
4 HEALTH gend.er minorities who engage in receptive
) . anal intercourse (MTN-035)
ELSEVIER woww . Jahonline.org
Clinical Trial > AIDS Behav. 2023 Dec;27(12):4114-4123. doi: 10.1007/510461-023-04125-w. Jose A Bauermeisterc®, Clars Dominguez Islas™, Yuging Jiac™, Ryan Tingler',
Commentary Epub 2023 Jul 11. ) Nicals Macagna Jonehan Lucas: Metnen Rose, Cindy Jacopacrt, Cars Coline
Implementing Differentiated and Integrated PrEP Services for m . L. . . o Edward Livari :‘,,'ﬂi;iﬁﬂ"gﬂ;f&':};; Grala Homtey’, ARoert LU, ﬂﬂﬁ:gﬂ::;,,
Adolescent Key Populations: What Works and What Is the Way war Acceptability and Use of the Dapivirine Vaginal Ring  Updtes on Behalt of the MTN-035 Protocol Tear" ’ ’

Forward?

Inés Dourado, M.D., Ph.D., M.P.H.**, Saiga Mullick, M.D., Ph.D.", Laio Magno, Ph.D., M.Sc.**, and
Alexandre Grangeiro®

and Daily Oral Pre-exposure Prophylaxis (PrEP)
During Breastfeeding in South Africa, Malawi,
Zimbabwe, and Uganda

“Insrsto de Sede Codeniva, Dnhwersidade Federal do Pahle, Seivadar, Bahile, Ereed! " : - .
s B, Universicy of the Wiwarersrand, jahannesburg. South Africs ‘White RR et al Journal of the Intemational AIDS Soclety 2023, 26{52):.e26120
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19 Septemiber 2025
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Evaluating the use of oral
pre-exposure prophylaxis among
pregnant and postpartum
adolescent girls and young
women in Cape Town, South
Africa

Mehaa Hhadka™, Pamina M. Gorbach®, Dorothy C. Myemba™,
Rufaro Mvududu®, Myiko Mashele®, Marjan Javanbakht',
Roch A. Nianogo', Grace M. Aldrovandi®, Linda-Gail Bekker®,

Systernatic Review
29 Septernber 2023
10 5589/ frph 2025.2221101

Safety surveillance for PrEP in
pregnant and breastfeeding
women

=
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Correlates of Dapivirine Vaginal Ring Acceptance among Women
Participating in an Open Label Extension Trial

Brenda Gati Mirembe' 1517 Maria Valdez Cabrera®, Ariane van der Straten™*, Rita
Nakalega’, Mandy Cobbing®, Nyaradzo M. Mgodi®, Thesla Palanee-Phillips’, Ashley J.
Mayo?, Sufia Dadabhai®, Leila E. Mansoor'?, Samantha SivaS, Gonasagrie Nair''!, Lameck
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community stakeholders
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Safety Outcomes Among Infants Whose
Mothers Used Dapivirine Vaginal Ring or Oral
PrEP During pregnancy (MTN-042/DELIVER)

Lee Fairlie, Daniel W Szydlo, Ashley J Mayo, Katie Bunge, Felix Mhlanga, Jeanna Piper,
Sufia Dadabhai, Vanessa M Gatsi, Elizea Horne, Phionah Kibalama Ssemambo, Vitumbiko D
Mandiwa, Nyaradzo M Mgodi, Maxensia Owor, Rachel Scheckter, Catherine Chappell,
Sharon L Hillier
For the MTN-042 team




Interventions to Increase uptake
of Youth Friendly Services (YFS)
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Cash transfers for HIV prevention: A
systematic review

Marie C. D. Stoner'?*, Kelly Kilburn(:®, Peter Godfrey-Faussett(*, Peter Ghys®, Audrey
E. Pettifor’**

What did the researchers do and find?

» To update the current evidence related to cash transfers for HIV prevention, we did a
systematic review of quantitative studies of cash transfer interventions, interventions to
reduce school costs, and matched savings programs extending from January 2000 to
December 2020.

» Impacts on HIV infection were mixed. Only 3 of the 8 studies that included HIV bio-
markers found a reduction in HIV incidence or prevalence.

« Four of 8 studies that included other sexually transmitted infections (STIs) found a sta-
tistically significant association, and all 4 of these studies included conditionalities based
on testing STT negative or secondary schooling.

« A total of 10/18 (56%) interventions identified a statistically significant reduction on
delaying sexual debut, in most cases only for girls and not for boys.

University of the Witwatersrand 5 )
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Stoner, PLOS MED, 2021




