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= Focusing the clinical response
' Can Differentiated care accelerate the

implementation of HIV treatment for all ? a8

Eric Goemaere, IAPAC Symposium , Geneva Oct 13t 2016 -
Southern African MSF medical unit , School of public health , Cape Town university
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Framework for differentiated approach to care

* Different Care package elements for different PLHIV categories

Patients presenting well

Patients presenting with advanced HIV infection
Stable patients on ART stable

Patients on ART with complex problems

Fig. 3. Key factors in differentiated approaches to HIV care
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frequency

0 29 =

= Monthly

= ART initiation * 3—6 months

* Clinical monitoring

* Adherence support

» Laboratory tests

= 0] treatment

* Psychosocial support

= Refills Service

intensity

» Physician
# Clinical officer
Health worker * Murse
* Pharmacist
* Community
Health worker
Patient/peer/family

cadre

» HIV dlinic/hospital
= Primary care clinic
* Community

= Home

”): ‘WmcfﬂnsmEEEs Source: Duncambe €, Rosenbulm 5, Hellmann N, Holmes C, Wilkinson L, Biot M et al Reframing HIV care: putting people at the centre of antsretroviral delivery Trap Med Int Haalth
2015 20(4) 430-47.



HIV care for epidemic control
Ambitions vs reality

B Ambition
UnNAIDS officlal goal by 2020

B Reality

Global HIV treatment cascade

LA I A
w of them know their status
920%

| 33 million people
of them initiated on ART
uu" 30 millian nannla 90%

| | | 21% of the total of them with undetectable
viral load

| 27 miiioin peonla
%‘ —
" .

[ Treatment cascade or treatment cliff? Successful HIV treatment, as measured W an
5 g undetectable viral load, s key for epldemic control.
HEEEI’IlI’lE the 90:90:90 UNAIDS mrgets will mquire considerable future commitment and Investment.

Source: LINAIDS
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ART treatment cascade : focus on back end

Retention in

Initiation on ART —

Chronic care
onthly ART supp

care

Linkage to Care

”) MEDECINS
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Main MSF models of differentiated ART delivery

Aim: reduce burden for patients AND health care workers

Delinking clinical consultation from ART refill for stable
patients on ART

Health Service Driven Patient Driven
Appointment Adherence Clubs Community ART Community ART
spacing and Distribution Groups [CAGs)
fast-track Facility-based Community- Points (PODI)
drug refill clubs based clubs
Urban & rural Urban & rural Urban Rural
ART refill 1 to 3-monthly 2-6 monthly 3-monthly 1 to 3 Monthly
Mode Individual Group Individual Group
Where Health facility Health facility or community venues Community Patients’ homes

distribution points

Led by CHW CHW Expert patients

Expert patients

Clinical consultation Yearly Yearly Yearly

Yearly

Blood drawing Yearly viral load Yearly viral load Yearly viral load

Yearly viral load

L TN T I TR T T




Designing the appropriate model: logical framework

Environmental context :
Urban <> rural

Stable <> unstable Free <> users fees

=

SRRt Democratic V74

/7 Republic of the Congo _ Kenya
Pregnant Key Rwanda”; ﬁ

and BF populations 3 Burundig .~

Low prevalence
<> High prevalence

. Appointment spacing/fast track

Zambia

‘ ‘:J.:;Zfi;mbabwc :

* Botswana .=+’

... Swaziland'

Namibia
O Adherence Clubs
. Community ART distr (PODI) “South Afric_g

. Community ART Groups (CAGs Lesotho

@
=<
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The building blocks

f WHEN 3 WHERE




“The amount of time we spend at the health facility
in the queues —it's too much time. | want to come to

the facility only twice a year... | have a life to live.”
- Patricia Asero Achieng, PLHIV, Kenya

DIFFERENTIATED
CARE

AN ONLINE KNOWLEDGE REPOSITORY
FOR DIFFERENTIATED CARE

This is the go-to resource and online recipe book for implementing differentiated models of

antiretroviral therapy (ART) delivery.

DIFFERENTIATED CARE FOR HIV:

- . . A DECISION FRAMEWORK
Visit www.differentiatedcare.org FOR ANTIRETROVIRAL
THERAPY DELIVERY




Can we have 70 -80 % of all ART chronic

patients on community models ?
City of Cape Town, South Africa

60% - % in clubs
50% - — City clinics
e / — — Provincial clinics
30% - /
% in community
20% - 1?)% clubs
e City clinics
10% | 5% 5%
0o | 0-8% 0.9% 1% @ Provincial clinics

:
d,\/‘o ~o"\’(° (\/‘o ,\/‘o *,\/‘o Q,\/‘o &,,\/‘o Qé,»‘o
¥ FE @YY

’ MEDECINS data sources: sinjani.pgwc.gov.za; community club registers
t-‘ SANS FRONTIERES



Better retention than conventional care

100% 7  94% 97% 95%
85% 82%

80% - ‘ ik

60% A

40% -
Eligible & joined

20% - amend
Eligible & did not join

00/0 L L] L} 1
Malawi South Africa DR Congo Mozambique
36 months 40 months 24 months 36 months

Project data, Chiradzulu, 2013, Luque-Fernandez, 2013,Kalenga, 2013,Preliminary data, Tete, 2015

Clinical outcomes may in fact be superior when it comes to selected outcomes such as
retention in HIV care and viral suppression ( Khayelitsha and Kinshasa )

In building decentralized ART delivery, adherence, and retention in care support, community-
based ART programs encourage patient autonomy, build social networks, and minimize the
structural barriers, such as cost of transport to the clinic, which in turn appear to result in better

outcomes Nachega, J.B., Adetokunboh, O., Uthman, O.A. et al. Curr HIV/AIDS Rep 2016




Policy and ressources: critical enablers

Task shifting to community
health workers

.
iguel Cuenca
[

Robust drug supply

Cost-effectiveness and access analysis from Khayelitsha Adherence
clubs Funeka Bango and all , UCT Health Economics Unit




ART treatment cascade : focus on

front doors

!

Front doors

I Linkage to Care

”) MEDECINS
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Awareness: 75.2%

- Women: 77.7% (95%ClI:

F High
B Moderate
B Low

(95%Cl:72.9-77.4) 75.1-80.1)
250 - Men: 67.3% (95%Cl:
61 6% T Infection risk : VL level + sexual behaviour
200 ‘
S00
)]
£ w0 -
(7]
o
;. 100 200
I 5o l 200
o
g 0- 100
S c c cl C c C
= o D o 09 |0ul| g
= g = £ g = g = g = Ml'l:rme Men l:rme Men l:rmen Men
= = = = = 15-19 235
n , 00 , S , 00 , 1 , 0O , EB bm L?
i —icN NN AN o o<t

Source Helena Huarga, Epicentre , CROI 2016




Moving differentiated care at front end of cascade,

PLHA’s with VL > 1000 cp/ml , Eshowe , KZN ,SA 2016

CASCADE OF CARE, MSF ESHOWE PROJECT, Q2 2016 2 2
HIV CARE FOR EPIDEMIC CONTROL: AMBITIONS VS REALITY 8

Ambition (UMAIDS cfficial goal by 2020 [8])

= Daality (Retults in Eshowe project,
populstion target = 114 D000
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HIV Treatment Cascade in Eshowe , KZN

NUMBER OF PEOPLE
LIVING WITH HIV

100%

OF THEM KNOW
THEIR STATUS

OF THOSE AWARE
OF STATUS ARE
INITIATED ON ART

OF THOSE ON ART HAVE
AN UNDETECTABLE
VIRAL LOAD




Number of ART initiations

3500 -

3000 -

2500 -

2000 -

1500 -

1000 -

500 -

Number of yearly ART initiations

1139

2010

Eshowe, KZN, South Africa

3136 3247

2817

1429

2011 2012 2013 2014
I CD4 Not Availale B <200 [E200-350 m351-500 E>500

2625

2015




Enhanced linkage to care <> community initiation

Tete, Mozambique <> Khayelitsha , South Africa

80% 78%
80, | 77%

Mobile community testing / POC CD4

Immediate CAG  Other CAG contact Non-CAG contact

Family CD4>350 CD4<350 ( or choice)

Linked to Care (%)
3
=

«

Refer to closest clinic
with linkage support

Slide courtesy of Lynne Wilkinson




Ongoing advanced HIV disease presentations despite increasing
median CD4 at initiation . Western Cape, South Africa

CD4 at ART initiation

ART-naive adults

Imitiation threshold
and all TB co-nlasted

A
Option B as af
April 2013

Patients at first presentation who have a CD4 <50 cellsful

¥ Lowest (D4 <50cellsfpl in unique patients in year

Median CD4, cellsful

16 -
an | Bd F Initiation threshold at CD4 of 380 o g‘m ]
. e pregnant and TB oo-infected patient)
S 8,000 - _ 2012
- - dq & = g oo
| —~ Ny —— 2 P00 ~ 25% previously ART eligibl
5l public secicr programs, 04 inbatio s of 200 callaiul or W “;- EJM ] | not yEt on ART
b +— o
200 oz 203 Mod 2005 oF 208 2009 ] .E 5,000 -
3 ~ 35%on ART
Aduits staring ART for She firs! time, 4Jm T
B3 204 434 2509 5223 7566 E967 13835 16991 2
3,000 -
2,000 . .
~ 40% first presentation
1,000
= B B B B
(- 5
Year

Community CD4 count as a marker of morbidity potential: Results from the
Western Cape, South Africa. M. Osler, A.Boulle, UCT
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Stage IV disappeared in some countries

with ARV coverage ...but not in others

Number of cases of AIDS-related extrapulmonary cryptococcosis cases.

Sao Paulo, 1982-2010. Jose E. Vidal Braz J Infect Dis. 2013 ; 17(3): 353—-362
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Incidence [cases per 100,000
RO
o

crypy Laboratory-confirmed cryptococcosis in SA

YGERMS

SOUTH AFRICA

Incidence of cryptococcosis (n=41,666%) vs. number of persons on

antiretroviral treatment (ART)** by year,
South Africa, 2005-2010

Incidence

4

+ BOOO0D

é

H

RISAnPAL. RIAONM) BUR
iy S oaund o S Wiy

T 2

+ 100000

2005, n=4 524

2006 r=, 366 2007 reG,884 2008: r=8,092 2009; re=B, 330 200, n=7,3T0

+ 0

Yaar

Slide from Nelesh Govender, NICD *Complete surveillance audsts were conducted frem

2008-2010; **AS5A-2003 model

4) MEDECINS Slide courtesy of Graeme Meintjes
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ART treatment cascade

!

Front doors Re-entries

Side doors

Failures
Drop-out re-initiating

L‘m‘ka‘ge to Care B 8@ Retention in
Initiation on ART

Late presenters
Symptomatic

”) MEDECINS
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Front door : Evolution of late presenters ratio (CD4< 100)

Health centers levels in 2 capital cities

150 Median baseline CD4 by year - CHK

300 - I - :
N
250 [
r ]
200 J. .
L
150 |- » -

AR T —

2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013

mpl5 mp50 mp?s

Proportion with CD4 < 100 at ART stan
50% =

40%
30%
20%
10% 4

0% -

-¢' 2
dd‘*c?’d‘ c?'*c?-‘d‘d‘d*

300

250

200

150

100

50

MEDIAN BASELINECD4 BY YEAR
CONAKRY

236
225
219 207,222

-

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

Proportion with CD4 < 100 at ART start

40%

R R R RN

i eres Source : Tier.net monitoring, Cider, UCT, Katherine Hilderbrand



HIV-Related Medical Admissions in 3 referral hospitals

Cape Town, SA, Kinshasa , DRC and Homa Bay, Kenya

CHK Hospital , Kinshasa,

GF Jooste hospital , Cape Town, South Africa, n=1285
June 2012 -October 2013 ,n=609

[VALUE]
([PERCENT [VALUE]
AGE]) ([PERCENT ™
AGE])

64 % H Naive 77 %

B On ART /Failure

‘ [VALUE]

(IPERCENT '
AGE])

Maria Mashako, MSF/ITM

m Sous ARV =& Stop >3 mois = Naifs

M Interrupted

Graeme Meintjes and all, Medicine Volume 94, Number 50, Dec 2015

Post discharge mortality : unknown
-up, 29.9% required readmission and Probably about 50 %
13.3% died.

Homa Bay Hospital, Kenya

[VALUE]; B ART< 6 Months

[VALUE];

\ B ART> 6
[VALUE]; Months failing

* Post discharge mortality : unknown

.Probably reaches up to 40 %



Late presenters proposed screening package

Semi —quant CD4 LFA

[=
"
(=)

E¢@ FoNsE

i
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=

L

PHC level ( < 100 Cd4 or symptomatic)

Minimal PHC screening package
»semi quantitative CD4 LFA
>TB LAM test : GeneXpert acces
»CRAG test

>TDF blood level tests ( DBS)
»Point mutation genotype ?

+ Clinical management of non
naive patients including referral
criteria + aggressive approach

( counselling ,VL algorithm,2" line switch)

POSITIVE MNEGATIVE INUA.IJI!/

TB —LAM (< 100 Cd4)




S CRYPTOCOGCAL ANTIGEN (DRAG)

Pt EN sl pstiorns with (D« 100 with 3 rapid sorum ar

et ngi&ﬁ,uﬁdmduidnfpﬁlutwl

et is

1. LLIMEAR PUNCTURE (1P shaid b portammad in sl thoda witf
hasdsche, rondison, snd'ar changa in behavious, provided tha
CEEANTY eEnnd 3rd hisha 306 6o Contrandicaiiong

Tect (5 for ewidamcn of:

- EW. prefarably with a raped Crilg asuay

CLINICAL ANAGEMENTOF PATIENT
ANCED HIV DISEASE

ummmmm:mcmmﬂmwlmm

- bactenal meningits
- TH manangitn. (TEW)

[MPORTANT BASKES i Hishg+ and nora ol abova symptoms, grve pre-emptind anti-
hungal thotapy? (260 WD raoed advice algonthim, 2011

+ Perform a thonough clinical examanation.

« Check all 4 vital signs: pulse, respiratory rate, temperature and blood pressure.

+ Relwdrate if signs of dehydration jdue to diarmhea, vomiting, or cther causes).

« Admit a clinically unstable patient to hospital!

+ Sepsis is common in advanced disease. If a fever is present, examine thoroughiy
wﬂﬂﬂﬂtﬁmummhidﬂhrmﬂmuﬂmmdimbﬂctlnll
nfection is suspected (eg. pneumonia), give the first dose of antibiotics im. of iLv. -
2.3, ceftriaxone o

» FRespiratony disease is also common in advanced disease. Consider especially T8 EWALUATE WIZI0N AND REFER, ESPECIALLY IF RECGENT
ﬂbﬂdumﬁh:mﬁnnmm%im& [IFITFIIUIIJI

mmr 1E] mmm 5 g 1w hund younell usng an ophthalmasiops and &
NG [cvdlomeniol ate or tropicanide) or refer for fuller vy

BE AWARE DF THE SYMPTOMS OF TOXDPLAGMOSIS
Iy peron weth focal noundiogca Mmparment - stioke” weak

it co-ondratian problame, boal weaknew, wpesch difficulty
- may hawve an wntracianial kesion due 1o ona of peveral infecbors,
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EVALUATE FOR EPTE

CHEET LAY eosontations: of FTR in HIV patients are well characterized

Y

m:\pﬂ rmph  miktar paSam

[CHECK PALATE ANDSKIN for purmiish lesions of Kapesis Sarcoma
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H}Hﬁlm EVALUATE FOR PULMONARY TE ABDOMINAL TB CAREFUL Al patients with advanced hiv disease nesd
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Conclusions

Differentiated models of care can help to accelerate the
90 90-90 by

— offloading workload from overburden health services
— increasing social fabric and adherence

differentiated models also apply at front end of cascade (

non sick, non health seeking clients ) and central part (
care)

Aids is not over in SS Africa : still unacceptable number of
deaths | Advanced HIV diseases management remains an
ongoing priority

we need new tools like new diagnhostics and ARV
formulation compound including long acting injectable/

implants as well as new delivery models to control this
pandemic.

MEDECINS
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