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In 2025 should anyone
die from HIV?

No

But are people are still dying?




The majority of AlIDS-related deaths of hospitalized adults are caused by
opportunistic infections, including:

Severe
bacterial
infections and
other
17%

35%

PCP
15%

Cryptococcal
Meningitis
18%

Toxoplasmosis
15%

source: WHO AHD Guidelines, 2017.




* Weakened immune system

e Advanced HIV Disease




* Delayed HIV diagnosis

* Delayed ART initiation

* Missed appointments or loss-to-follow up
* Poor adherence or drug resistance

* Psychosocial challenges
* Stigma and discrimination

* Barriers to accessing care (health
system, poverty)

* Poor retention strategies

* Lack of understanding/health literacy
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What is advanced HIV disease?

Box 1 The definition of Advanced HIV Disease (AHD)

e For adults, adolescents, and nildren 'der than five years, advanced HIV disease is
defined as

o a CD4 cell count <.?0 ~c s/ -
o a WHO clinical stage 3 or /2 Conditic

e All children living with HIV younger than fi_ ~» ver s sho' . ~e censidered as having
advanced HIV disease (regardless of CD4% or winice’ ,tage)! ~ss they have been
receiving ART for longer than one year and are clinically sta* : on ART
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Algorithm for identifying and managing adults, adolescents, children and PBFW with advanced HIV disease
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Step 1 Identify the seriously ill client

Step 2 Identity high-risk clients

Primary care level

Step 1
I.dentiﬁ.,r th.e Are there any dan” signs req. ‘ng -
seriously ill client urgentr ical care? Stabilise

SeeF 2 and Box 3 and refer/admit

' If no danger signs, proceed to . 2

PLHIV and .stable (adults, chil. 'nand PBF**"
Step 2 e Anyclinicallyun acwi. * ' 2the ~r «Toi .ot on ART

All patients

New _ _ '
Identify high-risk HIV or ° Any cln.ent on AR wvitha'V -1000r ..
clients diagnosis e Any chlld <5 years B
for AHD e Any client returning to care aft* s treatmer .ite. .ption

of > 90 days, regardless of symptoms.
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Box 4. Indications for CD4 testing

Routine CD4 monitoring should be 7 e for. atients:

+ At HIV diagnosis and ART i _ation
+ After 10-12 months/dispc  «ng cycles (D , on ART (aligned with annual VL).

CD4 monitoring is indicated in specific situations

+ If CD4 is = 200 or = 25% (in children unaer 5 years': ~~neater 'y 6 mor” 4l CD4 > 200/>25%

+ IfVL 21000 c/mL: do a CD4 to identify AHD and = jeat L.~ .veryo  aths until VL < 1000 ¢/mL

+ If a clinical indication arises, such as a new confirme " ==~ .sumecd” AOU ot~ or 4 condition in a previously well patient
+ If a patient returns to care > 90 days after missing a scheauled 2°  vintment

Source: SA NDoH 2023 ART Clinical Guidelines
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Provide

Package
of Care

WHO AHD

Package of
Care

s0urt

L

r—

e CD4

* CrAg — blood

e TB LAM,

Access to
Xpert

Counselling
Community -
based

support/
home visit

Diagnosis

Adapted
adherence
support

Prophylaxis
& pre-
emptive
therapy

e TPT, CPT
e Fluconazole

——

TB treatment*
Continuation of
Crypto care
(Consolidation,
Maintenance
phases)




Step 3 Assess and Treat

Do a CD4 count (see Box 4) on all clients suspected of having AHD with reflex CrAG

Step 3 . ) Ev- ite - other AHD related
P Screen and investigate condit. s including

for TB using symptom possible s ous bacterial
screen, TB-NAAT, infr  ons (SBI)

Respond to positive
Serum CrAG
Provide/refer for LP if

Assess and Treat

As;?:s; gT'sD&& HoLAN, CAR, €te. “WHO™ ge3r .rcnaditions Siadldiiis
other HIV-
associated Initiate Treatment for opportunistic ™ <octions diagnosew. * primary care level e.g.,
conditions TB, or possible bacterial infections. Continur  _.. =nt .ndiFar _.ag. sedin
hospital e.g., EPTB or cry, ncocca’ sease
Manage other clinical conditions associated with ~.,» 2.g.,, m~ utritior., = _ or skin

conditions as per the APC guidelines, the PHC STGs and .e IMCl gu" .

N
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Steps 4-6

Step 4 Provide cotrimoxazole prophylaxis therapy if CD4 < 200 or WHO Stage 3 or 4
Prevent Ols Provide TPT if TB has been excluded and eligible for TPT (see Table 4)
If ART naive - Offer rapid ART initiation on a DTG-containing regimen

unless indications to defer or discontinue ART (see Table 7)
If previously on ART ™.

Step 5 -
Prnvid: ART bu;:g;:;:::::ed If V" 50 c/mL, —~=nage as per the VL Monitoring algorithm on page x.
If the clier _neets the definib.  2f confirmed virological failure, discuss with an expert to
~uth seares’ un.. ‘est as per the
If currently on ART =¥ Manag ~1entof - .iffirmer  -~logical Failure algorithm on page x.
Step 6 Provide other care as appropriate for mental health, NCDs, SRH servic  immunisations, and other care as per RTHB or
Provide other care maternity care guidelines. When indicated rovide palliative care.

. \ 4 ﬂUJU\
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* Delayed HIV diagnosis

* Delayed ART initiation

* Missed appointments or loss-to-follow up
* Poor adherence or drug resistance

* Psychosocial challenges
* Stigma and discrimination

* Barriers to accessing care (health
system, poverty)

* Poor retention strategies

* Lack of understanding/health literacy



Steps /-9

Step 7
Provide
adherence support

Step 8
Ensure continuity
of care between
hospital and clinic

Step 9
Provide intensified
follow-up

Offer intensified adherence support for Ol medication, ART, and condition monitoring.
Counsel about '™'S, warning signs and side-effects to look out for, and when to return
Inv.  2ti.. lient’s family in the plan for treatment and follow-up.

Clinicians at PHCshc ‘havealow  esho'- for
admission or re-admiss.. " _«al. A
clinic staff member to do check-in phor _alls or

CHW to do home visits weekly for firr .1onth and

support continuity of care.

At PHC/OPD, provide two-weekly (previously
admitted/psychosocially vulnerable) or monthly follow-ups 1or
the first three months. Ensure that missed appointments can be
identified and prioritize these clients for tracing and recall to the
facility if they are missed. Ensure provision of any Step 6 or 7
elements that were not provided by the hospital.

" . hospital discharge plan and ensure
sspital follow-up appointments. Provide any
advanced clinical care as indicated by the
hospital.
Refer back to hospital for assessment and re-
admission if patient deteriorates clinically



Provide
Adherence
Support




Adherence support plan for clients with AHD

AHD treatment literacy
+ Explanation of AHD (WHO stz ar low CD4) and increased risk of morbidity and mortality

* Importance of intensified ¢ 1. 1ement with more regular visits/check-ins to identify any
deterioration for 3 month

+ Importance of monitor” oy the patien.  d their supporter) for warning signs and returning to the clinic
or going to the hosr’
* Provide informat”  zgarding medicati’  ide effects and IRIS.
Home support netw.
+ |dentify and documer.. ~wosen far ‘ supporter and their contact details

« Ensure the identified supporter also recei:
including monitoring for warning signs 7

.nformatioin on AHD and how they can support the patient,
assisting with cwwe ndance or hospital admission

Adherence and disclosure counselling

+ |f newly initiated, provide Fast Track Initiation Cou”  .ngy.  ~)« erDM = 21

+ [falready on ART but struggling with adherence, . ‘ide Enhar . Adheren- nselling (FAC) as
per DMOC SOP 2.

* For children, provide disclosure counselling when appropri.  as perD* . SOP 3.

* Include adherence to Ol medication

DMoC SOP on page 179
(DMOC SOP 9)

DMOC SOP 1-3
NDoH adherence plan

Mental health screening and referral
« Ensure mental health screening has been done as detailed in Step 6.
* Refer for further assessment and treatment if necessary

Mental Health
Assessment on page 175

Document main adherence barriers and plan
* Document the main barriers to adherence
* Document a plan to address the main barriers to adherence




Identify the patients’ preferred mechanisms for support

» Discuss and document the patient's chosen methods for support, depending on what is available.
Potential options include: a far-  member or friend to check in daily or weekly; WhatsApp
communication with cliniciar”  .ne -flinkage officer; WhatsApp or in-person support group; check-in
phone calls; CHW home v'  , or CBL  ~er community actor check-ins.

Psychosocial support refr s

» Refer as appropriat”  counselling or tc  ssychologist or social worker for assistance with food
parcels, SASSAr s, ID documents,.  “S for safety, etc.

Document the agreed fo.  ~upvisit-  dJule ar  ae farmat of the follow-up interaction e.g. in
person or telehealth check-in . il

» 1st follow-up visit (date and format)
»  2nd follow-up visit (date and format)
»  3rd follow-up visit (date and format)

Tracing and recall

» Discuss and get consent to phone the patient and/o. »tther "home if ¥ mis. anapp’ ment
(especially in the first 3 months) or if they need to be recane  J the clinic . manager.. . abnormal
test results

» Verify and update the client's contact number and residential addre

have better retention in care and better treatment outcomes

Each facility to identify
possible support
approaches

Referral SOPs

Step 9

DMOC SOP 7
See further detail in Step 9

0 Patients who have their family or other support persons .. ved in their adherence support plan



Continuity Referral letters
of Care



Box16: Hospital discharge summaries

Hospital discharge summaries should contain the following information:

All diagnoses (chronic and acute) and the results of relevant investigations.
Details of management provided in hospital, including:
—+HIV and ART management. If ART regimens have been changed, note why and whether the change is permanent or when it can

change back.
—+Management of opport:  uc..  -tions, including treatment regimens and doses

=+ Management of any ~ iplications - side effects which developed
=+ Management of ar .o-morbidities

The patient's state  discharge (to " . the nurse to assess whether the patient is improving or deteriorating).
A detailed plan for ca.  ~fterdisch-  _, incly o
—+Medication that needs « < continue” ..er dis. .arge, for how long the medication needs to be taken, and at what dose. Pay
particular attention to continuing tr~  .nent for oppe. .. “tic infections such as Cryptococcal disease and TB, which have different
phases.

« For the consolidation and maintenanc  .nase. ‘7 Jtocc. = .sease, indicate the dose and duration of fluconazole to be
used, as well as the intended start anc ‘op dat- .oreach .. ‘see a‘~mplate for inclusion in the discharge summary in
Annexure 1 CrAg positive management suinir )

» For TB, use the available TB patient card. In children.” suretoprer 2. disease severity classification and whether or not
the child is potentially eligible for treatment shortenin,

=+ The plan for multidisciplinary team involvement, if indicated
=+ Clinic- and community/home-based care recommendations,

- The recommended frequency of follow-ups at the clinic;
- |f relevant, the plan for follow-up appointments at the hospital (where possible, pre-book the follow-up appointments and provide the

dates on the discharge summary).

 The expected prognosis
» The signs and symptoms that would require urgent management or referral back to hospital (where possible, give details of which

clinician or department to call or go to, should the patient deteriorate).



WHO AHD Toolkit

(RYPTOCOCCAL
MENINGITIS

Cryptococcal meningitis is a
serious fungal infection of
the brain and spinal cord.

Symptoms are headache, fever,
nausea, vomiting, light sensitivity,
confusion and behavior changes.

Adults and adolescents with a CD4
count under 200 cells/mm? should have
a CrAg test and a lumbar puncture if
necessary; if positive, depending on
how bad the disease, fluconazole alone
or in combination other medicines
(amphotericin B and flucytosine)

will be needed for treatment.

TB PREVENTION
AND TESTING

Everyone starting ART
will be screened for TB.
Adults, adolescents and
children who do not have
TB should be offered TB
preventive treatment.

All people with TB symptoms should
get a sputum test called Xpert MTB/
RIF. Adults, adolescents and children
who are very ill and/or have a CD4
count below 100 cells/mm3 should
get a urine test called TB-LAM.

WHAT IS
ADVANCED
HIV DISEASE
(RHD)?

AHD means you
have or could get
certain illnesses
that happen
when someone’s
CDA4 cell count

is low. All
children under
five have AHD.




Determining the required visit frequency for a client with AHD

+ If a patient is being treated for an active Ol, additional clinical “check-ins" should be considered to ensure that Ol medication and ART are
adhered to and that there is no clinical deterioration.
* These clients should be seen at least monthly, whether in person, via telehealth (phone calls or WhatsApp check-ins), or through
community home visits.
* In cases where the client is particularly vulnerable, interactions may need to be as frequent as two-weekly, at least for the first
month.

1d5r + If aclient has been assessed not to have any active Ols or any other indication for more frequent monitoring, telehealth check-ins or
n e n S I I e community visits may be considered.

= When a clinically well client has an elevated viral load or is re-engaging in care, appointment frequency should be determined based on
required clinical managemer* needs. Such patients can be offered three-monthly clinical reviews and aligned ART refills to support retention

F O | | O W— u and viral suppression (DM S 4).
* The factors in the table”w shou.. considered to determine an appropriate appointment schedule for the first three months after AHD

has been identified:

Table 32: Fac’ (o consider whe :termining an appointment schedule for clients with AHD

imns for increased patient interactions

* Recent hospita:

+  Current Ols that require increased < .al management

+  Psychosocial vulnerability, e.g., an unstable home - ~antand/r  :ntal healthet
. +  Limited family/social support in the home envirc ntwhocan-  .orand resp waming signs
e Telephonic/whatsApp o
» Poor treatment literacy and poor understanding of their am .idition

check-ins

+  The health facility has limited telehealth/community support systems ir ~ _eto carry outte”  alth che _4-ins or home visits

e CHW home visit
Indications for the standard level of interactions or using adc

e CO nse nt an d corre Ct « No Ols identified and clinically well

p h one num b er an d +  The patient experiences difficulties in getting to the clinic (cost, work, social responsibilities, mobility)
a d d ress +  Strong family or social support in the home environment who can monitor and respond to warning signs

+  The health facility has effective telehealth/community support systems in place to carry out telehealth check-ins or home visits, and the
patient has consented to such interactions

+ Good treatment literacy and good understanding of their AHD condition



Improve

the system
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Improving delivery of the Advanced HIV Disease package of care
through monthly low CD4 count file audits in Ehlanzeni District,

South Africa

Turner J12, Maunatlala St, Chasela C!, Onaga CM! Jackson C*

1. Right to Care, Johannesburg 2. University of Western Cape
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Background

* People living with Advanced HIV Disease (PLAHD) are at high risk of morbidity
and mortality and require a package of care (such as the WHO Package of Care),

including screening, prevention, and treatment.

 Asour guidelines recommend giving healthy-looking people 1 month of
treatment at initiation, many people’s blood results are only checked at that
visit after 1 month, so some people with low CD4 counts are only identified

after a month
* Right to Care NPO supported HIV care in Ehlanzeni District, Mpumalanga until

January 2025.

Obijective

* |n order to improve management of PLAHD, we assessed clinical
management of newly initiated people with CD4<200 and intervened early

where necessary. :

rrrrrrrrrrrrrrrrrrrrr



R AR VI'"VARVOAVALY VARVARV... VARV V b ANV e VAR RNy VAR AR

Method

 Monthly, Tier.net was used to create lists of all people initiated on
ART in the previous month with CD4 <200.

* Right to Care nurse mentors audited these files to:

* identify gaps in management
 Correct management for those clients

* Inform and train clinic staff on how to prevent the same gaps occurring
again

A secure excel-based tool captured findings, and
* A specially designed job aid guided corrective actions.

4 "gto care
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CTO Job Aid for actions following AHD audits: Baseline CD4 <200
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Challenge identified

Advice to write in the file

Additional actions

1 Mot on Bactrim

Start Bactrim ot next visit

If CO4=100 call patient if next
appointment is 2 weeks
sway and check if they can
come to facility earlier

Crientate OFM and nurses on
TUTT zlgorithm if it is not
being implementad correctly

2 Baseline eGFR
<50mL/min and on TLD

At next wisit repeat Cr, stop TLD,
change to ALD and repeat Cr
agair gfter 3/12

Call helpiine or refer to hospital
if eGFR worsens or if it is
<30ml/min

Phone patient to explain that
they need to come in as soon
&5 possible to change their
treatment becausze of the
results of their blood test.

3 HB=Ag positive

Assess for joundice, obdomingl
tenderness, ar any sign af
acute/recent liver disease.
Coliect ALT.

Repeat HBsAg in /12

Call helpline if eGFR
=50mL/min

4 | CrAg positive, no action
taken yet

Cail potient to come for referral

letter.

Stort fluconazole 1200mg daily.

Refer to haspital for LP with CD4
and Crdg reswlts

Czll patient to come urgently
[within 1-2 days) for referral
to hospital.

5 | CrAg positive, already
referred to hospital

Phone patient and document
what was =aid.

Document LP results if found on
LabTrak.

To continue flucongzole for ot
least 12 months, or longer until
VL LDL gnd CO4 200,

Phone patient to verify if they
went to hospital for LF, if it's
not indicated in the file.

Trace LP results on LabTrak if
done and results unknown.
Aszist with linkage if patient
still hazsn't sttended hospital,
or if they went but LP was not
done.

& | GXP positive and not yet
on TB treatment

Call to initigte TA treatment and
Bactrim

Czll patient to come as soon
&5 possible for TE trestment
initiztion.

7 | TB symptoms present at
or before ART initiation,
but GXF negative

Do U-LAM (C04 <200 ond TB
symptoms)

Collect sputum for TE culture
and D5T

Czll patient to come for U-
LaM and TE culture.
Crientate OFM 2nd nurses on
TUTT algorithm if it is not
being implemented correctly

8 | TPT was deferred due to
TE symptoms at bazeline,
but GXP was negative

Do U-LAM and sputumm culture
[az abowe)

Defer TFT

Reaseess TPT eligibility after
3/12

Crientate OFM 2nd nurses on
TUTT algorithm and TPT
guidelines if it is not being
implemented correctly.

9 | GXP and U-LAM negative
and patient clinically
unwell

Document phone call to patient
Collect sputum for TE culture
and D5T

Refer to hospital

Czll patient back and arrange
tramsfer to hospital.

10 | Mo TB symptoms and Start TPT next wisit, Check previous notes to sea if
GXF negative, but not yet | Collect Sputum for TB cuiture there is @ contra-indication to
on TPT and D5T TPT

Crientate OPM 2nd nurses on
TUTT zlgorithm and TPT
guidelines if it is not being
implemented correctly

11 | Mo pap smear done in Do pop smear mext visit Ensure zll clinicizns are
the past 3 years for reminded on the importance
females of doing pap smears

12 | Pap smear done and If LSIL: repeat pop smegr in 1 Ensure zll clinicizns know tha
sbnormalities found, but | year manzgement of abnormal
not actioned yet If HSIL: refer to hospital with pop | pap smesars

Emear results.

If candida or other infections:
clotrimazole cream ar
sppropriate antibiotics

13 | Female, not pregnant Discuss family planning options Remind clinicians to offer and
=nd no contraception and recommend taking document contraception to
indicatad controceptives ot least watil Wi zll women, especizlly at ART

LDL gnd CO =200 initiztion

14 | Pregnant Repeat VL gfter 3/12 Make double sure that
Cail the helpline for advice on Bactrim and TFT are given
management of low 04 in [unless there are contra-
pregrancy indications)

15 | Mo patient adherence Flegse complete patient Flace patient adherence plan
plam in the file adherence plan session I and 2 in the file

at next Wisit

16 | Critical results (like Crag Dy OFM and strengthen
positive or @GFR <50) not result management strategies
actively managed and to ensure there is always
patient called back someone delegated to review

results and action
sbnormalities

17 | Any danger signs present | Document any updates from Check if patient was managed
&t last visit (High teme, pp, patient of next of kin appropriately [ transfarrad to
distress, kow sats, systolic BP<30, hEIS-Fli'E . Phons paﬁent or
dehydration, altened mental skate, _
wnable to walk unaided, coughing next of kin to get feedback
bload, decreased level of znd document in the file.
CONSCIoUSIEss o)

13 | CD4 <100 Write all the relevant notes a5 Call back to facility as soon as

shove |Bactrim etc). Also add:
Do full history and examingtion,
Educate about low C04 count,
risk of Ols, risk of IRIS ond
impartance of adherence

pozzible for




Findings

Over 4 months, in 138 facilities, there were
5286
client initiations

1

NS

1021 (19%)
of new client initiations had CD4<200

661 (65%)
of the 1021 files were audited

Treating Health Seriously




CD4 count Distribution
* Nearly half (49%) had CD4 <100, and 28% had CD4 <50.

CD4: 151-200 ® CDA4:0-50
n=161 n=184

24% 28%

CD4: 101-150 " CD4:51-100
n=178 n=138
27% 21%




Age and Gender Distribution

 Most, (85%) were aged 25-55, with numbers peaking at
35—-39 years.

80
70
60

50
40
30
g I I
1
e e m m s _ _ .
: | 1EN

A S b‘* N N D N N N N N s N *
N VP P T P S g
N A A R WP S A A

B Male H Female

ng Health Seriously
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Initiation of ART

Number Percentage

Regimens:

TLD 630 95%

ALD 9 1%

Other 1 0%
New/Re-initiation:

New initiations 627 95%

Re-initiations 20 3%
Same Day Initiations:

Same day initiation 552 84%

- had a reason to defer 11%
Deferred initiation 99 15%

!gto care

/////////////////
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Tuberculosis Screening

TB screening was documented in 646 (99%); 139 (22%)
were symptomatic, and 507 (78%) were asymptomatic.
TB-NAAT was performed for 511 (78%), with 56 (11%)
positive.

U-LAM testing was done for 182 (28%), with 45 (25%) of
them being positive.

Among those with a positive symptom screen, 68 PLAHD
(49%) were diagnosed with TB, (38 by TB NAAT alone, 18
by U-LAM alone, and 12 with both results positive).
Among those with a negative symptom screen, 6 PLAHD

(1%) were diagnosed with TB, all through TB NAAT testing.

VAR AR
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Cryptococcal Screening and Treatment

CrAg testing was documented for 97%
(310) of eligible clients, with nine (3%)
positive.

Of these, eight were referred for
lumbar puncture; four had no
results, four had meningitis

Serum CrAg positive

9

cases

J

8
referred for LP

1
not yet referred

J

excluded, and six had 4 4
) : without LP
fluconazole documented in the P CLATnegative | results available
file.
4 given 2 given .
fluconazole fluconazole Blgtl?ct;re




Prevention

needed to start.

Contraception Type

160
140 20%
120
100

80

60
13% 15% 12%

40
E HE B - B
0

None Pregnant Condom only Oral Injectable
documented

B Number M Percentage

 TPT was initiated in 534 (93%) of those eligible (80% at ART initiation), 39 (7%) still

 Cotrimoxazole was started in 423 (65%), but 35% still required prescription.
* Only 50% of women aged 15-45 years old had documented contraception.

1%

Implanon

60%
50%
40%
30%
20%
10%
0%




Additional Screening Tests
 Only 18% of women >15 years had a pap smear documented.

Number Percentage
eGFR (mL/min)
(n=618) <50 30 5%
\98%) 50-59 33 5%
Haemoglobin (g/dL)
(n=329) <8 28 9%
) 8-9.9 61 19%
10-11.9 127 39%
>12 113 34%
Hepatitis B Surface Antigen
(n=350 Positive 19 5% :
(53%{ Negative 331 95% ngtbge




Conclusion

 We found that screening, prevention and treatment is
available for PLAHD

 However, not all elements were provided to all clients, and
not as early as we would like.

* 1 month delay after initiation

* Delay/not checking all results

Treating Health Seriously



Recommendation

 More needs to be done to ensure timeous identification of PLAHD and
delivery of a complete package of care.

* To improve identification of PLAHD:

o Point of care CD4 count testing

4 agto care
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Point of Care CD4 Testing

Visitect CD4

A Prospective Evaluation of the Diagnostic Accuracy
of the Point-of-Care VISITECT CD4 Advanced Disease

Test in 7 Countries 3
Tinne Gils ™, Jerry Hella, Bart KM Jacobs, Bianca Sossen, Madalo Mukoka,
Monde Muyoyeta, Elizabeth Nakabugo, Hung Van Nguyen, Sasiwimol Ubolyam,

The Journal of Infectious Diseases, Volume 231, Issue 1, 15 January 2025, Pages e82-e90,
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* Sensitivity: 93%
» Specificity 61%
* Below WHO threshold of 80%
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Pima CD4 and Pima Analyser
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Recommendation

 More needs to be done to ensure timeous identification of PLAHD and
delivery of a complete package of care.

* To improve identification of PLAHD:
o Point of care CD4 count testing

o Thorough history taking and examinations should be performed at initiation to identify
those who should return sooner than 1 month

o NHLS results should be reviewed routinely

o A standardised job aid could be used to guide clinicians on how to manage abnormal
results and how urgently to call patients in

o CrAg RfA

* To ensure PLAHD receive the full package of care, we recommend sample
file audits per facility to identify gaps Bight
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Case

e 22 year old female

« Came in 1 week prior with a cough, tested HIV
positive

 TB NAAT done, came back 3 days later, TB NAAT
negative, CD4 count: 3, CrAg negative, initiated
on ART, given cotrimoxazole, adherence done.

* Very low BMI, tachycardic, dizziness

e 3 years ago, age 19, pregnant and tested HIV
positive, CD4: 110, started ART.

. ldentify danger

signs

. ldentify AHD
. Investigate
. Treat

. Prevent

. Other

. Adherence and
health literacy

. Continuity of care
. Follow up




Advanced HIV Disease
Take Home Message Chapter 2025

* |dentify AHD

 Comprehensive Package of
Care

* Review results routinely and
action abnormal results

* CrAg RfA

* Improving the system, ot
monitoring and evaluating

e Share strategies
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