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Global Scale-up of HIV Treatment

20
18
16
| -
S14
5 12
=
210
2 g
=
= B
=
E 4
<2
0
2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014 2015 2016
Years
m Eastern and southern Africa ® Asia and the Pacific
= Western and central Africa m Western and central Europe and North America
w Latin America w Eastern Europe and central Asia
m Caribbean m Middle East and North Africa

UNAIDS. Ending AIDS. Progress towards the 90-90-90 targets, 2017



Decline in AIDS Deaths

Global AIDS Deaths
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Life Expectancy at Birth
Select African Countries
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Decline in Age-Standardized HIV-Related

DALYs
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Decline in New Infections

Global New HIV Infections
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HIV Treatment Continuum
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The Coverage Gap

By 2030,
33 million people living with HIV expected to be accessing ART

Additional

Coverage
Expected No Current Coverage

2030

£ tt AR

*3.3 million *10.2 million 19.5 million

2016
Coverage

UNAIDS data as of July 2017
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HIV Treatment-- Global Targets By 2020

90% of all PLWH
who know their of all PLWH
status will receive receiving
sustained antiretroviral
antiretroviral therapy will have
therapy durable

suppression

UNAIDS 2014



But Much Remains to he Accomplished
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The Bottom Line
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What Got Us Here?
The Public Health Approach

Consistent package of
care (un-differentiated)
with uniform ART
regimen and monitoring
approach

Algorithmic approach
Fase for training at scale

Task shifting/task sharing

Decentralization of
services

»

=
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Gilks et al. Lancet 2006



Reasons for Stopping Care

Work requirements interfered with picking up... 121
Transportation was too difficult or expensive 90

| felt well and thought | didn't need care or medicine

Attending clinic risked disclosure to someone | know...

| spent too much time at clinic

| moved and there was no care available in this area

| intended to go but was too lazy

Had high CD4 and didn't see a reason to attend clinic

| was afraid clinic would scold me for missing my.. |

| lost my card for ART Care

It was taking too long to start ART

The staff did not treat me with respect

Moved to a new place, no mention if ART available there

| had family obligations

| came to believe | do not actually have HIV

0 20 40 60 80 100 120 140
(N =603)

Structural  ® Psychosocial — ® Clinic Sikazwe et al. IAS 2017 Abstract TUPED 1291



DSD to the Rescue!

“A client-centered approach that simplifies and
adapts HIV services across the cascade to reflect
the preferences and expectations of various groups
of people living with HIV while reducing unnecessary
burdens on the health system.”

International AIDS Society



Putting PLHIV at the Center

WHICH? WHEN?

Which clinical, g~
laboratory and

supportive services ‘
are needed? ‘\

How often are
services provided?

SERVICE
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SERVICE
FREQUENCY

~ People
Living

= With HIV
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' SERVICE
| LOCATION

SERVICE
PROVIDERS

WHO0?

Who is providing
orovided? services?




Shaping the “How”

e &

Service Frequency
Monthly
Bimonthly

Every 6 months
Every 12 months

Service Intensity

ART initiation and refills

Ol prevention and treatment
Clinical monitoring
Laboratory monitoring
Psychosocial support

Service Location

Hospital (inpatient or outpatient)
HIV clinic

Primary care clinic

Community

Home

Service Provider
Physician Clinical Officer

Nurse CHW
Pharmacist Lahoratorian
Peer Family

90:90:90
Quahty of Life

Epidemic Control




DSD Models for Stable Patients

Receiving ART for at least 1 year
No adverse drug reaction

No current illnesses or
pregnancy

Good understanding of lifelong
adherence AND

Evidence of treatment success:

— [Two consecutive undetectable
viral load measurements

— Rising CD4 count or
CD4>200 cells/mm?2 and
adherence measure

HEALTH CARE WORKER-

FACILITY-BASED
INDIVIDUAL MODELS MAEED OROLES

OUT-OF-FACILITY CLIENT-MANAGED

INDIVIDUAL MODELS GROUPS

www.differentiatedcare.org

Waldrop et al. Trop Med & Intern Health, 2016


http://www.differentiatedcare.org/

Adherence Clubs

South Africa, 2011-2015

From 2011-15 32,425 patients enrolled in 1308 adherence clubs at 55 facilities
*During same period ART cohort increased from 66,616 to 128,697 patients

35

- 140
30 Liior 120
25 100

———————

N
o
N

# of patients (thousands)

. 80
,/
//’-'
15 // . 60 &
I//
10 /
7 40

5 ,/’ 20

4
//

: : : 0

2011 | 2012 | 2013 | 2014 | 2015 2013 2014 2015
. ; : # patients in
_ % of total ART cohort in I # patients in A(g)h reence Club
# RIC in Adherence Clubs an Adherence Club standard of care e

Wilkinson et al. J Trop Med Int Health, 2016



Community Adherence Clubs:
South Africa: Retention and Viral Suppression
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Retention in Community ART Groups:

Mozambig
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Giving Post-Partum Women the Choice:

South Africa

Post-partum women were provided a choice to receive their follow up care
from community adherence clubs or at primary care clinics (n= 129)

Top 4 Reasons for choice

Community Adherence clubs (65%)

Primary care clinics (35%)

| prefer to receive care outside of
the health facility

| live closer to the clinic

You have a few appointments a
year

| want regular check-ups

Visits are short

| want to see a doctor/nurse
frequently

I'm happy to receive my ART care
from a counsellor

The clinic is closer to where my
baby receives care

At six months post-partum, no significant
difference in VL suppression

Myer et al. JIAS, 2017




Voices from Recipients of Care
and their Providers

Sipho Mahla



Community ART Groups(CAGs): Malawi

“The group is good, it is like a family, doing things
together like a family, understanding each other”
Female CAG member

“At first, | had lots of patients and, instead of
having time for them, | was busy looking at how
many patients were left outside. ...because of the
CAGs, the congestion is reduced...”

Medical assistant

Pellecchia et al. JIAS 2017



Beyond “Stable Patients”

PLHIV at high risk for disease |=|
arogression (PLHIV@ High oo

Risk) ()

Adolescents M

Older PLHIV @
PLHIV and co-morbid

conditions (TB, NCD) m

Migrants/mobile populations f; N

Key populations



PLHIV @ High Risk for
Disease Progression

I |

Newly Initiating ART or on

ART for < 1 year On ART for> 1 year

I

| Early Advanced Stable Unsuppressed VL or
dlsease disease Low CD4 or

co-morbidities
L PLHIV@ High RISKJ

https://cquin.icap.columbia.edu/



https://cquin.icap.columbia.edu/

Median CD4+ Count at ART Initiation
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Advanced HIV Disease at

ART Initiation

In 2015, 30-40% of people started ART in LMICs with CD4 cell count <200 cells/mm?3

~— High-income countries == Low- and middle-income countries .
« Approximately, 60%
Male Fomen of the death on ART
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leDEA-COHERE: Resulls based on 951 855 adults from 55 countries after imputation of missing data WHO, 2017



PLHIV @ High Risk
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OF ANTIRETROVIRAL
THERAPY

JULY 2017

) et Differentiated Care for Adults at High

abwon

Risk of HIV Disease Progression

A Call to Action

HIV LEARNING NETWORK t’ 'CAP

The CQUIN Project for Differentiated Care .
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https://cquin.icap.columbia.edu/resources/call-to-action/
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Gaps in Continuum Among Men
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http://www.phia.icap.columbia.edu/

Gaps in Continuum among Youths

Progress Toward 90-90-90
Among Adults by Age (3-Country Combined)
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Teen Clubs: Malawi

Retention on ART (up to 6 years after ART initiation)
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Gaps in Continuum among

Gay men and
other men who
have sex with
men (Moscow)

People who inject
drugs (India)

Gay men and other
men who have sex
with men (India)

Key Populations

PLHIV know their PLHIV who know their PLHIV on treatment

status

status are on treatment are virally suppressed

UNAIDS. Ending AIDS. Progress towards the 90-90-90 targets, 2017



HIV Continuum for PLHIV who inject and

do not inject drugs in Central Asia
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Kazakhstan, Kyrgyzstan and Tajikistan MOH data from the national EHCMS, 2017
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Facility-Level Annual Costs
Per ART Patient
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Tagar et al. PLOS One, 2014



Visit Spacing

Zambia

» 16 health facilities: control vs intervention
« Intervention: Pharmacist job aide, QI officer, checklists, troubleshooting,

forecasting tool
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Streamlined Care Model:

Kenya and Uganda

Interventions:

* nurse-driven triage
« 3-month ART refills
« consolidation of services at visit

Hours lost from work past month

Number of hours

Hospitalized past year

Proportion hospitalized

‘_ Baseline [ Follow-up year 1 ‘

‘_ Baseline [ Follow-up year 1 ‘

2.5+

Health expenditures

N
1

o
I

-
1

4]
I

0-

Health expenditures past month (US$)

‘_ Baseline [ Follow-up year 1 ‘

~25% decline in hours lost from work

30% reduction in hospitalizations

47% reduction in healthcare expenditures

Thirumurthy et. al. AIDS 2016, Durban South Africa
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Optimal Care to Achieve Impact

“The What”

Effective, safe, tolerable, convenient
I’ and affordable ART options

Effective, safe, tolerable, convenient and
affordable drugs for prevention and
management of Ols and other

r complications

Effective and feasible supportive
interventions to engage, retain
I' and support recipients of care

s

Health systems with skilled HCW,
effective procurement, laboratory
and monitoring and evaluation

r systems

“The How”

‘e & & &

Service Frequency
Monthly

Bimonthly

Every 6 months

Every 12 months
Service Intensity

ART initiation and refills

Ol prevention and treatment
Clinical monitoring
Laboratory monitoring
Psychosocial support
Service Location
Hospital (inpatient or outpatient)
HIV clinic

Primary care clinic
Community

Home

Service Provider

Physician Clinical Officer

Nurse CHW
Pharmacist Laboratorian
Peer Family




Coverage, Quality and Efficiency
are Needed to Achieve Impact

Coverage

- ) Adapted Kruk 2013




* Much has been accomplished in confronting
the HIV epidemic

— but much remains to be done

 Differentiated service delivery offers the
promise for achieving coverage, quality,
efficiency
— and consequently achieving impact and epidemic

control across populations

 All care models, including DSD models, must
be responsive to the perceptions and
expectations of recipients of care



« Key research questions remain:

— What is the optimal design for DSD models for various
subpopulations?

— Can streamlined DSD monitoring & evaluation systems
be established?

— What is the impact of DSD models:

» effectiveness and quality of services for recipients of care?
 Efficiency and responsiveness of the health system?

— What are the costs associated with DSD models and
what Is their cost-effectiveness?
— How can successful DSD pilot programs be scaled up?



« Can we retain the principles of the public
health approach while shaping programs
that respond to the unique needs of PLHIV?
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