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Background

Consolidated ART GL consists of:

1. Existing Guidelines: » Standard Treatment Guidelines and

. L EML
» 2023 ART Clinical Guideline o _ o
. 2023 VTP Guideline « SA HIV Clinicians Society Guidelines
e HTS Guideline, 2025 » World Health Organisation
« DMOC SOPs, 2025 Guidelines

» Other National Guidelines
« Adult Primary Care Guideline
* IMCI Guideline
* TPT Guideline and TB Screening SOP
« DS and DR-TB

2. “New” chapter
 Advanced HIV disease
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What i1s advanced HIV disease?

Box 1 The definition of Advanced HIV Disease (AHD)

e [or adults, adolescents, and children older than five years, advanced HIV disease is
defined as

0 a CD4 cell count <200 cells/pL or
o a WHO clinical stage 3 or 4 condition

e All children living with HIV younger than five years should be considered as having

advanced HIV disease (regardless of CD4% or clinical stage) unless they have been
receiving ART for longer than one year and are clinically stable on ART
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Advanced HIV Disease vs Advanced Clinical Care

Advanced Clinical Care

| | Kidney disease
Advanced HIV Disease: Drug induced liver injury

« CD<200 Hepatitis
« WHO Stage 3 and 4 NCDs

 Children <5 years Other infections
(HBV/HCV)
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clients

* This systematic review

o 53 studies from 5 provinces in South Africa,
o Involving 11,545,460 patients who received ART services
o between 2010 and 2022

tth AHD remains high but has
decreased over time (2% yearly decline 2010-2022) due to increased
HIV testing and access to ART.
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Department: therapy-experienced patients in South Africa between 2010-2021: a systematic review and meta-analysis. BMC
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clients

* AHD among ART-experienced patients was 5§

o visenqgaage 1rory Al €
o Treatment failure
* More and more people who are in HIV programs are treatment-
experienced.
o Overlap with ART-naive
o Patients cycle of in and out of care (as per diagram on next slide)
o Strategies for retention in care are important!

o DMOC & re-engagement interventions

0 Integrated service delivery approaches (e.g. Integrated Clinical Services
Management of Ideal Clinic

NV
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What are they dying of?

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

Severe
bacterial _—
infections and .
other
17% B
35%
PJP
15%
Toxoplasmosis Cryptococcal
N 15% Meningitis =
g&g health 18% /
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Why are they getting opportunistic infections?

Not on effective treatment Demand side influences
« Delayed HIV diagnosis Supply side issues
« Delayed ART initiation
« Inadequate adherence to effective ART +  Quality of clinical care
 Treatment resistance  |nefficient operational processes within a facility
- Disengaged from care _ Lab resuts management

— Long waiting times
« Quality of education and psychosocial support

$ucp » Lack of patient-centred strategies to improve
aLs health retention in care, e.g. DMOC, integrated clinical
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We are not
all in the
same boat

When the system fails
someone that is well
(in a strong boat) the

effects have less impact

When the system fails
someone with AHD
(in a weak boat) the

effects can be
CATASTROPHIC!

When
someone gets
AHD, it
Indicates a
health system

failure on so
many levels!!



9 Steps
for managing
a patient with

AHD

Overview
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Al patients

The package of care for patients with presumed or confirmed AHD

Algorithm for identifying and managing adults, adolescents, children and PBFW with advanced HIV disease
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Identification
by a nurse

Clients present at PHC
as either a new HIV
diagnosis or a known
patient receiving ART,

and require referral to

Investigation
& diagnosis

by onsite doctor at
PHC or referral to
hospirtal to make a
definitive diagnosis in
an unwell patient

Patient catego

Severely ill with
danger signs

Potential risks

Inappropriate pre-referral management or
delays in referral to the appropriate level of
care may increase mortality.

a higher level if unwell

Admission/

re-admission and
treatment as

inpatient or treatment
as an outpatient
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Unwell/unstable
but not sick enough
to warrant
immediate referral to
hospital

More complex conditions may be missed,
or there may be delays in referrals for
hospital-level investigations.

Appearance of
being
clinically well or
asymptomatic

Clients with CD4 counts < 200 may initially
appear well but may rapidly deteriorate and
remain at a higher risk for death. Such
patients are at risk of receiving a less
intensive clinical assessment when their
CD4 count is taken.




Roles and Responsibilities Doctor Doctor
P Element of care Nurse at PHC atPHClevel | at Hospital Level
An important aspect of ensuring prompt identification, screening, and management of AHD is a clear Counsel on adh 100l
" P . . . unsel on adherence o
understanding amongst the HIV care team of the rnlels and responsibilities in delivering the AHD medication and ART and
package and where the package’s elements are provided. identification of warning signs that A A i Step 7
. , . " . . ) . . i may require the patient to return to
Table 2 The "Who' and "Where” of investigating and managing a patient with AHD the clinic/hospital urgently.
Element of care Nurse at PHC at Pnlﬁgt'l::vel at HuI:DFt::I'rLevel Involve the client's family or o o
m another supporier in their follow-up
o plan. T_he supporﬁe! sho_uld be able
Identification & Where/when within the scope of te monitor for wamning signs and Check if the doctor did this at hospital
management of danger | practice of a nurse (as per APC ! know when to respond with level. If net, contact family
signs and IMCI guidelines). Referral to urgency. )

Identify clients at risk of
AHD

CD4 count
Histary and clinical Doctor Doctor
oannaie e rhles el s at PHC level | at Hospital Level
vesning, incl CXPs
G "\.'I
oeammanrow | <@ | ldentification & Where/when within the scope of
¥ | management of danger practice of a nurse (as per APC
CD4=200 o olher signs and IMCI guidelines). Referral to
o TE AT e 052 a higher level of care
T8 diagnosis *# | ldentify clients at risk of

f
4 | AHD A

Iniiate TE freatment

CD4 count A/

Make a diagnosis of CM
or cryptococcesis and
inifiate treatment *\I[

S .8 | History and clinical
iagnosis a . .
e examination

bacienal infections

Where/when within the scope of
practice of a nurse

niite TPT Systematic TB v
e screening, incl. CXRs Request CXR Interpret CXR

Provide other care
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Table 4 The "Who' and "Where" and “what” of investigating and managing TB

Element of care

Systematic TB
screening

Nurse at PHC

Screen all clients using the TB
symptom screening tool
Identify at-risk clients who require
investigations, whether TB
symptoms are present or not

Doctor
at PHC level

"\II

Doctor
at Hospital Level

'\,.I

Investigations

For diagnosis of pulmonary TB:
Sputum testing (TB-NAAT + culture),
U-LAM, request CXR as per NTCP
and TPT guideline

Nurses should refer for further
investigations if the client is very
unwell or TB is suspected but the

diagnosis unclear

For diagnosis of PTB
or EPTB:
Interpret CXR
Lymph node FNA

Any investigations for
diagnosis of PTB or
EPTB, including ulira-
sounds, other imaging
and fluid taps

TB diagnosis and
treatment initiation

‘\..I
If uncomplicated,
bacteriologically confirmed PTB.

.-\ul
Bacteriologically or
clinically diagnosed

PTB or EPTB

’\..I
Bacteriologically or
clinically diagnosed

PTB or EPTB

Monitor on TB
treatment

If clinical complications
arise or treatment
resistance is detected

If clinical complications
arise

Abbreviations: CrAg, cryptococcal antigen; CXR, chest X-ray; EPTB, extra-pulmonary TB; FNA, fine needle aspiration; LP,
lumbar puncture; NTCP, National TB Control Programme; PTB, pulmonary TB; TB, tuberculosis; TB-NAAT, TB nucleic acid
amplification test; TPT, TB preventive therapy; U-LAM, urinary lipoarabinomannan assay




Step 1 Identify the seriously ill client

Primary care level Hospital level
Step 1
Identify the Are there any danger signs requiring -
Stabilise
and refer/admit

urgent medical care?
See Box 2 and Box 3

‘ If no danger signs, proceed to Step 2

seriously ill client

In severe danger...
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Step 2 ldentify high-risk clients

PLHIV and unstable (adults, children and PBFW)

Step 2 -
New
Identify high-risk HIV or °
clients diagnosis *
for AHD y

At risk of drowning...

%:@% health
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Any clinically unwell client, whether on ART or not on ART
Any client on ART with a VL > 1000 ¢/mL

Any child <5 years

Any client returning to care after a treatment interruption
of > 90 days, regardless of symptoms.




Step 3 Assess and Treat

Step 3
Assess and Treat

Assess for AHD &
treat any Ols &
other HIV-
associated
conditions

=2# health
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Do a CD4 count (see Box 4) on all clients suspected of having AHD with reflex CrAG

) . Evaluate for other AHD related o
Screen and investigate Respond to positive

: conditions including Serum CrAG
I L ST possible serious bacterial . .
screen, TB-NAAT, Provide/refer for LP if

infections (SBI) CrAe positive
e or WHO Stage 3 or 4 conditions &P

Initiate Treatment for opportunistic infections diagnosed at primary care level e.g.,
TB, or possible bacterial infections. Continue treatment conditions diagnosed in
hospital e.g., EPTB or cryptococcal disease
Manage other clinical conditions associated with AHD, e.g., malnutrition, STls or skin
conditions as per the APC guidelines, the PHC STGs and the IMCI guidelines

More detail on this tomorrow...
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When do we do CD4 count?

Box 4: Indications for CD4 testing

Routine CD4 monitoring should be done for all patients:

+ At HIV diagnosis and ART initiation
+ After 10-12 months/dispensing cycles (DCs) on ART (aligned with annual VL).

CD4 monitoring is indicated in specific situations:

If CD4 is = 200 or = 25% (in children under 5 years): repeat every 6 months until CD4 > 200/>25%

If VL = 1000 c/mL: do a CD4 to identify AHD and repeat CD4 every 6 months until VL < 1000 c/mL

If a clinical indication arises, such as a new confirmed or presumed WHO Stage 3 or 4 condition in a previously well patient
If a patient returns to care > 90 days after missing a scheduled appointment

Source: SA NDoH 2023 ART Clinical Guidelines

- L] L] -
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Steps 4 Prevent Opportunistic infections

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)

* Pregnant women with AHD are at significant risk of TB

 Recommendations for TPT in pregnancy have been aligned with
the recommendations for all clients with AHD

 CD4 counts < 200 cells'/mm3 - 12 months of TPT

« CD4 counts = 200 cells/mm3, - defer to the post-partum period.

* In the absence of TPT initiation, continued active screening for TB
throughout pregnancy

%;@% health
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Steps 5 Provide ART

IFART naive = Offer rapid ART initiaion on @ DTG-containing regimen unless there are
medical indications to defer ART (see Table 29: Indications to defer ART in
patients with AHD on page 92)
STEP 5 If previously on ART but

Provide ART e s If VL = 50 ¢/mL, manage as per the VL Monitoring for Clients on TLD or ALD on page

101.
If ntlv on ART If the client meets the definition of confirmed virological failure, discuss with an expert to
S * authorise a resistance test as per the eligibility cntena on page 100.

-&;ﬁ@% health
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Previously

Now...

ABC + 3TC + DTG for term infants
(> 2kg and > 37 weeks gestational age at birth

o

4 p S
2.0kg Birthto<4weeks 3kg
. of age* :
Neonates ‘

AZT + 3TC + NVP

For further details on
initiating ART for Neonates see
"ART for the Term Neonate"
on page 28 and "ART for the
Preterm Neonate" on page 29

Trar
reqt
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aﬁg health
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Neonates, infants and children 0 to < 10 years of age

weﬂ

( <2kg, or

< 37 wks corrected gestational age’,
or <4 wks chronological age

and = 37 wks gestational age at birth,
(or = 37 wks corrected gestational age'and
= 4 wks chronological age If preterm),

to < 10 years of age

Neonates, Infants and Children
ABC + 3TC + DTG

For further details on
initiating ART for Term
Neonates see page 172

and = 10 years of age

30 kg

|

m

Preterm Neonates®

AZT +3TC + NVP TDF +3TC + DTG (TLD)

“ q Adults and Adolescents

Transition does not require
a VL before switching
Ensure adequate renal function?

Transition does not
require a VL before
switching

For further details on
initiating ART for Preterm
Neonates see page 173

For further detail on transitioning between regi-
mens, see Switching Existing Clients to DTG-
containing Regimens in Women on page 139



Same regimen, different formulations

and = 37 wks gestational age at birth,
2kg (or = 37 wks corrected gestational age’ and kg
= 4 wks chronological age if preterm),

| <2 kg, or
{ <37 wks corrected gestational age’,
or < 4 wks chronological age

and = 10 years of age i*

dults and Adolescents
F+3TC + DTG (TLD) '.J 1Ll

2kg — 25kg 25 kg — 30kg

> 4 weeks of age ALD

to < 10 years of age

‘ Neocnates, Infants and Children ‘

ABC + 3TC + DTG

Preterm Neonates?
AZT + 3TC + NVP

| |
| |
! : I I
: . - | :
; Birth to <4 weeks of age B (and>37wkscorrected M ABC/3TC/DTG |
= Ml gestational age, if preterm) # 600/300/50mg |
I ! ] i
I : ] i
| ; - . . . | |
I Abacavir/3TC DTG 10m Ml Fixed-dose combination | .
i 120/60 tablets Fo)l iol J § paediatric ALD (pALD) i I
I dispersible ISPErsibie, ! ABC/3TC/DTG = I
! tablets scored tablets ! 60/30/5mg I i
| ! i 1

_ : All formulations are
PALD is the new formulation given ONCE DAILY




Steps 6 Provide Other care

Step 6 Provide other care as appropriate for mental health, NCDs, SRH services, immunisations, and other care as per RTHB or
Provide other care maternity care guidelines. When indicated, provide palliative care.

|dentify Provide Align Align
clinical follow-up medication
preventive care dates Ensure

needs, existing sufficient
conditions, or APC/ART/TB treatment/

screen for new o d'f.f grent contraceptive
conditions

conditions coverage

T
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Steps 7 Adherence support

Step 7 Offer intensified adherence support for Ol medication, ART, and condition monitoring.
Provide Counsel about IRIS, warning signs and side-effects to look out for, and when to return
adherence support Involve the client’s family in the plan for treatment and follow-up.

L7 health

\\A(/

't Y Department:
\/ Health
W REPUBLIC OF SOUTH AFRICA



ADVANCED HIV DISEASE
EDUCATION AND
COUNSELLING (AHD-EC)

SOP 9

112 | AHD-EC {9)
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TITLE: STANDARD OPERATING PROCEDURE FOR ADVANCED HIV DISEASE
(AHD) EDUCATION AND COUNSELLING (AHD-EC)

INSTITUTION: NATIONAL DEPARTMENT OF HEALTH

REFERENCE NUMBER: EFFECTIVE DATE:
AGL: AHD-EC (1) AUGUST 2025
PURPOSE

The purpose of this document is to outline the process for healthcare workers
and counsellors to provide Advance HIV Disease (AHD) education and counselling.

Session provides exact wording that can be used
by a nurse/trained counsellor if helpful

24



Steps 8 Continuity of care

Clinicians at PHC should have a low threshold for

: Step 8_ . admission or re-admission to hospital. Assign a
s AT clinic staff member to do check-in phone calls or
of care between

CHW to do home visits weekly for first month and
support continuity of care.

hospital and clinic

SA data: ~20-25% of patients die within
6 months of hospital discharge

(Hoffman et al 2023 Clin Infect Dis.

PHC Level

A
Hospital

Maintain a low threshold for
admission or

gﬁf@% health
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readmission to hospitals.



https://pmc.ncbi.nlm.nih.gov/articles/PMC11093672/

Continuity of Care
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PHC Referral Letters (Page 96)

Box 15: PHC referral letters

PHC referral letter should contain the following information:

* Reason for referral:

—+ The presenting complaint, duration, associated signs and symptoms, and
—+ The suspected diagnosis

* HIV history:
—+Date of diagnosis,
—+Date of ART initiation
—+ Current ART regimen and its start date, previous regimens and dates taken, reasons for switches (treatment failure, poor
adherence, side effects)
—+ Latest monitoring test results (viral load, CD4 count, and eGFR), and

The findings of any previous resistance test/s.

Estimated level of adherence

Psychosocial circumstances and factors affecting adherence.

Other known comorbidities and medications, whether they are well controlled or not.
Pregnancy status, if female

Other investigations done to date, with laboratory barcodes/references or results if available.
Management and treatment provided to date, if relevant

Name and contact number for referring clinician

Der

Hea 27

mnri
REPUBLIC OF SOUTH AFRICA




Box 16: Hospital discharge summaries : :
’ ° Tell the patient and family member

Hospital discharge summaries should contain the following information: to take it with them to the next

appointment

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 opportunistic infections, including treatment regimens and doses

—+Management of any complications or side effects which developed

—+Management of any co-morbidities

Discharge
Summaries

The patient’s state on discharge (to allow the nurse to assess whether the patient is improving or deteriorating).
A detailed plan for care after discharge, including:

—+ Medication that needs to be continued after discharge, for how long the medication needs to be taken, and at what dose. Pay
particular attention to continuing treatment for opportunistic infections such as Cryptococcal disease and TB, which have different

(Page 96-97) phoses

+ For the consolidation and maintenance phases of cryptococcal disease, indicate the dose and duration of fluconazole to be
used, as well as the intended start and stop dates for each phase (see a template for inclusion in the discharge summary in
Annexure 1 CrAg positive management summary)

* For TB, use the available TB patient card. In children, be sure to provide the disease severity classification and whether or not
the child is potentially eligible for treatment shortening

—> 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

§‘\M % . Thg s?igns and symptoms that would require urgent m_anageme_nt or referral b Have d IOW th reShOId for
O health clinician or department to call or go to, should the patient deteriorate). I‘eferri ng baCk to hOSpital
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Follow-up Sheet — Management Summary for a Patient with a

Positive CrAg

MANAGEMENT SUMMARY FOR A PATIENT WITH A POSITIVE GRAG
Purpose: To communicate e management plan for cryplococcal disease betwesn the Nospital and providers at different heamcare evels.
This template can be used a5 an addendum iz the hospital discharge summary

Patient rame amd suma me

Dlate of bl

Patient detalis

Hospital name and folger number

[Date of CrAg posiive
CSF barogs number
orbarcoge sicker

Managament
Ssummary for

Crig

Date of Lumbar Punciure

Cryptocoocal meningitis confirmed oraxciuded

Oitfier paatfi by found on [P (explan ]

Lumbar puncture

positive CrAg
(Page 178)

[ntensive phase star date:

Treamen mesied  Wbek

Weak 2

Intenshve phase §iF)

Complrations/aoverse events and fer management
fe.g. symplom s’ erapeutic aps)

[ischame date DOrs name [r's contact number

Dischage pian fe.g. U 2 weskly or monthiy)

Fiuconaroke dass and supply duration ghen at dischage:

it discharge from hospital §f hospits Bsed)

Conaalidation phase start date: consolidation phase end data:
Maintenanece phase start date: Maintsnancs phase snd date:
D> h Ith Anticipated ART siart daie Cument ART regimen
%& ea— (i Pod yet on ART) if aiready on ART)
iz,
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Steps 9 Provide intensified follow-up

At PHC/OPD, provide two-weekly (previously Follow hospital discharge plan and ensure
Step 9 admitted/psychosocially vulnerable) or monthly follow-ups for hospital fU”U'“'f"l_‘P appointmen_ts. Provide any
Provide intensified the first three months. Ensure that missed appointments can be advanced clinical care as indicated by the
follow-up identified and prioritize these clients for tracing and recall to the |_105P't3|-
facility if they are missed. Ensure provision of any Step 6 or 7 Refer back to hospital for assessment and re-
elements that were not provided by the hospital. admission if patient deteriorates clinically

« Clients with AHD are at higher risk of clinical deterioration, including IRIS, especially in
the first months after ART initiation/re-initiation

« May require more frequent review than standard intervals (1 DC and 3 DCs after ART
Initiation) — but not all AHD clients need the same follow-up schedule

%;:4% health
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Ssummary of the 9 Steps

Al patients

The package of care for patients with presumed or confirmed AHD

Algorithm for identifying and managing sdults, sdolescents, children and PBPW with advanced HIV disease
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STEP 1

Identify the
seriously ill client

STEP 2

Identify
high-risk clients
for AHD

STEP 3

Assess
and Treat
Assess for

AHD & treat
any Ols & other
HIV-associated

condibons

STEP 5
Provide ART

STEP T
Provide adherence

support

STEP 8

Ensure continuity
of care between
hospital and clinic

STEP 9
Provide
intensified
follow-up
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EGK authorisation codes

for Hlv Wivmmil | amsd dacdiner

Eifﬁﬁ,gm';ti Pregnancy-related EGK approval codes

One of the three E!
provided with ever
done within the ‘Fi

C+ANTEMATAL | To be used during pregnancy only

To be used around the time of delivery
(7 days before or after delivery)

C+PELIVERY

To be used for any maternal VL until baby
C=POSTNATAL Is 2 years old **

gﬁfg health
) = ease spell the EGK codes correctly
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Thank you!

& *  Ifin doubt about any aspect of viral load management or switching to second-line, contact one of the following
| resources:
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Treating Health Seriously

MNational HIV & TB Health Right to Care Pediatric, KZN Paediatric Hotline:
Care Worker Hotline: Adolescent and Adult HIV Helpline: 0800 006 603
0800 212 506 082 352 6642
a1V
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Questions

 What questions or concerns do you have?
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