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interventions as “group” interventions designates their 
main modality, but several interventions also used an 
individual component or support for group members.

Recommendation 19
Multidisciplinary education and counseling interven-
tion approaches are recommended (III B).

Use of multidisciplinary teams is distinct from 
multiple team members duplicating efforts or content 
addressing adherence; multidisciplinary team mem-
bers have clearly delineated roles and cover content 
specific to their particular area of expertise. A health-
team approach in which 109 ART-naive patients met 
with a pharmacist, dietitian, and social worker for 
targeted education and counseling before ART initia-
tion did not produce significant effects on pharmacy 
refill-based adherence at 12 months but did signifi-
cantly affect HIV-1 RNA outcomes. Another interven-
tion using nurses and pharmacists targeted multiple 
factors (such as diet, work, social support, tools, and 
skills-building); significant effects on adherence were 
reported, but HIV-1 RNA and CD4 cell count did not 
change significantly.

Recommendation 20
Offering peer support may be considered (III C).

Nine studies were reviewed and showed mixed 
outcomes. One reported null findings from a peer-
based psycho-educational group, and eight studies 
examining interventions involving treatment part-
ners or peers, or both, demonstrated some success. 
The evidence base exhibits diverse results for use of 
peers. Several interventions (e.g., including treatment 
partners to supervise or directly administer ART, peers 
to provide social support) showed improvement in ad-
herence or biological markers or both. Combination 
of use of peers and intervention in these studies limits 
the ability to draw conclusion on the specific effect of 
peers versus the interventions they delivered.

Recommendation 21
Using nurse- or community counselor-based care has 
adherence and biological outcomes similar to those 
of doctor- or clinic counselor-based care and is rec-
ommended in underresourced settings (II B).

Two RCTs showed noninferiority of nursing ART 
care to doctor-based care. One trial found a nurse-
peer model was not inferior to the traditional doctor-

counselor model in adherence, HIV-1 RNA, and CD4 
outcomes. Another RCT also demonstrated noninfe-
riority of CD4 and HIV-1 RNA outcomes with nurses 
rather than doctors caring for people receiving ART. A 
cohort analysis with a notable limitation (the exposed 
cohort differed from control cohort) showed that a 
system of providing ART through volunteers (trained 
and supervised by a clinical officer) in a rural com-
munity was not inferior, in the short term, to a clinic-
based standard of care.

Recommendation 22
Interventions providing case management services 
and resources to address food insecurity, housing, 
and transportation needs are recommended (III B).

Research with US homeless populations has shown 
mixed results, but HIV-1 RNA levels improved in an 
as-treated analysis of a housing provision intervention. 
Case management is discussed in Recommendation 
32. Cohort studies with comparator groups evaluated 
outcomes of interventions for food-insecure patients 
and showed that ART adherence, retention in care, 
and clinical outcomes can be enhanced with food 
supplementation programs. Addressing transportation 
issues in the context of case management and a home 
visit also may decrease missed appointments, espe-
cially among women with mental health or substance 
use disorders.

Recommendation 30
Screening, management, and treatment for depres-
sion and other mental illnesses in combination with 
adherence counseling are recommended (II A).

Randomized, controlled trials indicate that cogni-
tive-behavioral therapy for depression and psychoso-
cial stress improves ART adherence when conducted 
in tandem with ART adherence counseling. Com-
bined mental health and ART adherence counseling 
interventions have shown significant reductions in 
depressive symptoms, improved ART adherence, and 
improved treatment outcomes in RCTs. In contrast, an 
RCT of a stress management intervention with no ART 
adherence counseling reduced psychological distress 
but did not improve ART adherence or treatment out-
comes. Evidence further indicates that pharmacologic 
treatment of depression is beneficial for ART adher-
ence and treatment outcomes.



Recommendation 32
Case management is recommended to mitigate mul-
tiple adherence barriers in the homeless (III B).

Case management includes referral to mental 
health and substance use treatment and housing (or 
housing vouchers), as appropriate, and can facilitate 
continuity when individuals are transitioning into 
and out of incarceration. However, referrals require 
the availability of infrastructure and resources, which 
differ dramatically among communities. One obser-
vational study showed that case management was 
associated with improved adherence and CD4 cell 
counts in a marginally housed population.

Recommendation 34
Intensive youth-focused case management is recom-
mended for adolescents and young adults living with 
HIV to improve entry into and retention in care (IV B).

Among 174 HIV-infected youth, appointment at-
tendance improved significantly after introduction of 
individualized case management focusing on increas-
ing self-efficacy and developing group activities to im-
prove support networks. In a cohort study of 61 young 
gay men who were newly diagnosed or in intermittent 
care, intensive case management, including initially 
weekly and then monthly meetings, also improved 
attendance to medical visits, and more intervention 
visits were associated with increased likelihood of 
ART prescription.
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section 9

Practical Application of Entry Into and Retention in Care  
and Antiretroviral Ahderence Guidelines

 A Train-the-Trainer Manual for Extending Peer Educators’ Role to Patient Navigation

Trainer Instructions: The purpose of this section is 
to give participants the opportunity to apply knowl-
edge gained about the guidelines to improve entry 
into and retention in HIV care, as well as ART 
adherence for PLWHA, in a client-based approach. 
This will require engaging in individual client 
analysis, discussing with peers the applicability of 
various guidelines-recommended interventions, 
and learning how to develop a course of action 
collectively. 

Divide the participants into groups of 5-10 peo-
ple. Have each group appoint a note taker. Each 
group will be assigned one of the training topic ar-
eas (Handouts 4-9), first from case study session 1 
(topics 1-3), then from case study session 2 (topics 
4-6) if time permits. Groups will have 30 minutes 
to answer questions for their assigned training topic 
and as a group they will decide what to do for their 
patient. After 30 minutes of smaller group discus-
sion, the trainer/facilitator reads case study training 
topic 1, and each group assigned that training topic 
would share their course of action. Then the same 
process will be repeated for training topics 2 and 3. 
If time permits, continue on to case study session 2 
(topics 4-6). 

Duration: 1 hour for each case study session (2 
hours total)

Learning Objectives:
•	 Understand a peer educator’s role in imple-

menting the guidelines through interactive 
case studies. 

Training Topics:
•	 Training Topic 1: Initiation of and retention 

in HIV care 
•	 Training Topic 2: Promoting ART adherence 

and avoiding drug resistance
•	 Training Topic 3: Enhancing provider-pa-

tient communication and dialogue
•	 Training Topic 4: Understanding the nexus 

between HIV clinical and psychosocial 
management 

•	 Training Topic 5: Managing side effects and 
toxicities associated with ART

•	 Training Topic 6: Delivering HIV health 
promotion messages related to lifestyle 
interventions
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Interactive Exercise IV

Training Topic 1: Initiation of and Retention in HIV Care

Case Study 1 is a 23-year-old African-American female. She received a diagnosis of HIV at 19 years old. She 
has declined to initiate treatment to date, but she is now beginning to consider ART. She will be getting married 
in the near future and may want to start a family “at some point in the next few years.” She currently takes birth 
control pills to prevent pregnancy, and her partner uses condoms.

Give your patient a name:				  

Add other relevant patient characteristics: 								      
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Describe the top 3 concerns that you immediately 
think of when meeting this patient for the first time.

1.

2.

3.

Please list your “best practices” for peer educator-
patient communication regarding:

ART Initiation:

Adherence:

Family Planning:

Health Promotion:

Please list the questions that you would ask this pa-
tient to determine her readiness for initiating ART and 
her potential to adhere to her ARV regimen.

1.

2.

3.

4.

5.

What specific tools and resources do you think this 
patient would benefit from in order to achieve greater 
adherence?



Interactive Exercise IV

Training Topic 2: Promoting ART Adherence and Avoiding  
Drug Resistance

Case Study 2 is a 57-year-old gay Latino man with history of hepatitis C virus (HCV) infection and is recently di-
agnosed HIV positive.  He has a history of diabetes and hypertension; he is a former tobacco smoker. His current 
CD4 count is 225 cells/mm3, and HIV RNA level is  175,000 copies/ml. He has high cholesterol and his weight 
is 255 pounds.

Give your patient a name:				  

Add other relevant patient characteristics: 								      

Describe the top 3 concerns that you immediately 
think of when meeting this patient for the first time.

1.

2.

3.

Please list your “best practices” for peer educator-
patient communication regarding:

ART Initiation:

Adherence:

Co-morbidities:

Health Promotion:

Please list the questions that you would ask this pa-
tient to determine his readiness for initiating ART and 
his potential to adhere to his ARV regimen.

1.

2.

3.

4.

5.

What specific tools and resources do you think this 
patient would benefit from in order to achieve greater 
adherence?
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Interactive Exercise IV

Training Topic 3: Enhancing Provider-Patient Communication 
and Dialogue

Case Study 3 is a 29-year-old pregnant African-American woman and is diagnosed HIV positive during routine 
pre-natal care. She is not yet linked to HIV care, but is clinically eligible for ART. She has no prior medical his-
tory, is treatment-naïve and has not disclosed her status to her partner or family.

Give your patient a name:				  

Add other relevant patient characteristics: 								      
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Describe the top 3 concerns that you immediately 
think of when meeting this patient for the first time.

1.

2.

3.

Please list your “best practices” for peer educator-
patient communication regarding:

ART Initiation:

Adherence:

PMTCT:

Disclosure, Stigma:

Health Promotion:

Please list the questions that you would ask this pa-
tient to determine her readiness for initiating ART and 
her potential to adhere to her ARV regimen.

1.

2.

3.

4.

5.

What specific tools and resources do you think this 
patient would benefit from in order to achieve greater 
adherence?



Interactive Exercise IV

Training Topic 4: Understanding the Nexus between HIV Clinical 
and Psychosocial Management 

Case Study 4 is a 35-year-old heterosexual Latino woman who presents for care. She has had multiple previous 
HIV care providers.  The patient reports feeling isolated and without family or social support; she has a depressed 
mood and a high level of stress about her finances and relationship issues.  The patient has three children, all 
HIV negative.  She reports feeling fatigued and has lost 15 pounds.  She is currently experiencing virologic fail-
ure on her second ARV regimen.

Give your patient a name:				  

Add other relevant patient characteristics: 								      

Describe the top 3 concerns that you immediately 
think of when meeting this patient for the first time.

1.

2.

3.

Please list your “best practices” for peer educator-
patient communication regarding:

Patient-Provider Communication:

Adherence:

Mental Health:

Side Effects:

Please list the questions that you would ask this 
patient to determine her readiness for switching and 
adhering to a new ARV regimen.

1.

2.

3.

4.

5.

What specific tools and resources do you think this 
patient would benefit from in order to achieve greater 
adherence?
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Interactive Exercise IV

Training Topic 5:  Managing Side Effects and Toxicities  
Associated with ART

Case Study 5 is an 18-year-old Caucasian gay man, has suppressed HIV RNA on a new second-line ARV regi-
men, reports having had difficulty adhering to his first ARV regimen because of side effects, and had virologic 
failure with drug resistant HIV. He has a history of bipolar disorder. He is alternately homeless and marginally 
housed, based on his ability to secure an odd job.

Give your patient a name:				  

Add other relevant patient characteristics: 								      
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Describe the top 3 concerns that you immediately 
think of when meeting this patient for the first time.

1.

2.

3.

Please list your “best practices” for peer educator-
patient communication regarding:

Adherence:

Side Effects:

Mental Health:

Quality of Life:

Please list the questions that you would ask this pa-
tient to determine his potential to continue adhering 
to his ARV regimen.

1.

2.

3.

4.

5.

What specific tools and resources do you think this 
patient would benefit from in order to achieve greater 
adherence?



Interactive Exercise IV

Training Topic 6: Delivering HIV Health Promotion Messages  
Related to Lifestyle Interventions

Case Study 6 is a 47-year-old incarcerated Asian man, with a history of injection heroin use and is poorly linked 
to HIV medical services. He has had multiple previous ARV regimens and has not been consistently taking his 
ART prior to incarceration, but has been engaged in education and counseling in prison.  His current CD4 count 
is 175 cells/mm3, and his HIV RNA level is 35,000 copies/mL.

Give your patient a name:				  

Add other relevant patient characteristics: 								      

Describe the top 3 concerns that you immediately 
think of when meeting this patient for the first time.

1.

2.

3.

Please list your “best practices” for peer educator-
patient communication regarding:

Substance Use:

Adherence:

Engagement in Care:

Health Promotion:

Please list the questions that you would ask this pa-
tient to determine his potential to adhere to his ARV 
regimen.

1.

2.

3.

4.

5.

What specific tools and resources do you think this 
patient would benefit from in order to achieve greater 
adherence?
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Trainer Instructions: This completes the train-the-trainer activity. Ask if there are any additional questions 
about the information presented. 

Congratulate participants, and present them with their individualized Certificates of Completion, which 
acknowledges their dedication to ensure PLWHA are successfully linked to and engaged in HIV care, 
including helping to promote ART adherence.
 

Next Steps
By completing this training, peer educators have been provided with the knowledge and tools they need to 
implement the recommendations discussed, and go on to train and certify other peer educators in their respec-
tive communities. However, the field of HIV medicine evolves quickly, thus peer educators must participate in 
ongoing continuing education opportunities.

Inform participants that all information and training materials are available on the IAPAC and NMAC websites 
(www.iapac.org/www.nmac.org), where additional capacity-building activities are also regularly posted.

Section 10

Conclusion
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Following are key terms as described in the 7th Edi-
tion of the AIDSinfo Glossary of HIV/AIDS-Related 
Terms.14

Acquired Immunodeficiency Syndrome (AIDS): A 
disease of the immune system due to infection with 
HIV. HIV destroys the CD4 T lymphocytes (CD4 cells) 
of the immune system, leaving the body vulnerable 
to life-threatening infections and cancers. AIDS is the 
most advanced state of HIV infection.

Adherence: Taking medications exactly as prescribed. 
Poor adherence to an HIV treatment regimen in-
creases the risk for developing drug-resistant HIV and 
virologic failure.

Antiretroviral (ARV): A drug used to prevent a retrovi-
rus, such as HIV, from replicating. The term primarily 
refers to antiretroviral (ARV) drugs or regimens.

Antiretroviral Therapy (ART): The recommended treat-
ment for HIV infection. Antiretroviral therapy (ART) 
involves using a combination of three or more anti-
retroviral (ARV) drugs from at least two different HIV 
drug classes to prevent HIV from replicating.

CD4 Count: A laboratory test that measures the num-
ber of CD4 T lymphocytes (CD4 cells) in a sample of 
blood. In people with HIV, the CD4 count is the most 
important laboratory indicator of immune function 
and the strongest predictor of HIV progression. The 
CD4 count is one of the factors used to determine 
when to start antiretroviral therapy (ART). The CD4 
count is also used to monitor response to ART.

Drug Class: A group of drugs that share common 
properties, which may include a similar mechanism of 
action, chemical structure, or approved use. Antiret-
roviral (ARV) drugs are classified into six drug classes 
on the basis of how each interferes with the HIV life 
cycle. These six classes include the nucleoside reverse 
transcriptase inhibitors (NRTIs), non-nucleoside 
reverse transcriptase inhibitors (NNRTIs), protease 
inhibitors (PIs), integrase inhibitors, CCR5 antagonists, 
and fusion inhibitors.

Drug Resistance: When a bacteria, virus, or other 
microorganism mutates (changes form) and becomes 
insensitive to (resistant to) a drug that was previously 
effective. Drug resistance can be a cause of HIV treat-
ment failure.

Human Immunodeficiency Virus (HIV): The virus that 
causes AIDS, which is the most advanced stage of HIV 
infection. HIV is a retrovirus that occurs as two types: 
HIV-1 and HIV-2. Both types are transmitted through 
direct contact with HIV-infected body fluids, such as 
blood, semen, and genital secretions, or from an HIV-
infected mother to her child during pregnancy, birth, 
or breastfeeding (through breast milk).

People Living with HIV/AIDS (PLWHA): Infants, chil-
dren, adolescents, and adults infected with HIV/AIDS. 

Pre-Exposure Prophylaxis (PrEP): Administration 
of antiretroviral (ARV) drugs before potential HIV 
exposure in order to reduce the risk of HIV infection. 
Clinical trials are underway to determine if pre-expo-
sure prophylaxis (PrEP) is a safe and effective way to 
reduce HIV transmission in people at high risk for HIV 
infection.

Annex 1

Glossary of Key Terms



Standard of Care: Treatment that experts agree is 
appropriate, accepted, and widely used for a given 
disease or condition.

Treatment as Prevention (TasP): The provision to and 
use of ART by PLWHA to reduce morbidity and mor-
tality as well as the risk of onward HIV transmission 
through durable viral suppression.

Treatment Failure: When an antiretroviral (ARV) regi-
men is unable to control HIV infection. Treatment 
failure can be clinical failure, immunologic failure, vi-
rologic failure, or any combination of the three. Factors 
that can contribute to treatment failure include drug 
resistance, drug toxicity, or poor treatment adherence.

Treatment-Experienced: When a person with HIV is 
currently taking or has previously taken antiretroviral 
(ARV) drugs.

Treatment-Naïve: When a person with HIV has never 
taken antiretroviral (ARV) drugs.

Undetectable Viral Load: When the amount of HIV in 
the blood is too low to be detected with a viral load 
(HIV RNA) test. Antiretroviral (ARV) drugs may reduce 
a person’s viral load to an undetectable level; how-
ever, that does not mean the person is cured. Some 
HIV, in the form of latent HIV reservoirs, remain inside 
cells and in body tissues.
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Viral Load (VL): The amount of HIV in a sample of 
blood. Viral load (VL) is reported as the number of 
HIV RNA copies per milliliter of blood. An important 
goal of antiretroviral therapy (ART) is to suppress a 
person’s VL to an undetectable level—a level too low 
for the virus to be detected by a VL test.

Virologic Failure: A type of HIV treatment failure. 
Virologic failure occurs when antiretroviral therapy 
(ART) fails to suppress and sustain a person’s viral load 
to less than 200 copies/mL. Factors that can contribute 
to virologic failure include drug resistance, drug toxic-
ity, and poor treatment adherence.
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