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Why differentiate re-
engagement?

Re-engagement is not just about bringing people back through
tracing
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We all khow about the cyclical cascade

Complimentary cyclical HIV treatment
cascade

Long-term ART
viral load eligible

| Disengagement is present at every
D step

What data are available at each step?
e

HIV+ estimated
Not yet HIV+ diagnosed
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Increasingly, people initiating ART are not
ART-naive

(b) ART start and restarts

Sentinel sites: Mpumalanga, KZN, Gauteng
® Restarted ART ®5Started ART

|
20K Figure 1. Proportions ART-naive vs. ART-experienced at initiation,
by indicator of prior exposure (n=89)

B i e ~ - people starting ART in the
g Membotte [T - Western Cape have been on
2 ART before
£1CK EMR
o o
8 sk In the Western Cape province of South 4 5 /o
- Africa, among those starting ART now, Self
2/3mds have previously been on ART e
0% 20% 40% 60% 80% 100% of people initiating” ART at
0 2019 2020 021 2022 2023 m Indicator of priorexperience  w Noindicator of prior experience Sentlnel Sites had an
indicator of prior ART (40 of
89)
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Re-engagement is NOT
just about bringing
people back through

tracing
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Differentiated re-engagement is about
what we do at re-initiation to improve
retention

() Acknowledging that a growing proportion of ART “initiations” are people who have
already been on ART

8 Adapting how we manage people who have already been on ART when they
return
ﬂ]_ Facilitating the client to stay on ART when they come back, not making it more

difficult
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Who iIs re-engaging?

Definitions, documentation and time since the missed visit
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Do we need to look at our definitions?

> 7 days = 28 days

Missed visit Lost to follow-up

A missed appointment for an ART refill or a clinical “Not seen at the facility or community service

visit. WHO-suggested criteria for starting tracing and delivery site for 28 days or more since the last
recall include missing an appointment or visit by missed appointment (including missed ART refills in
more than 7 days. facility or community settings)”

Being late, or missing a visit, does not necessarily mean a treatment interruption

Source: WHO Re-engagement brief
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A re-engaging client

1 2

Has missed an and Has stopped taking
appointment, or is late ART
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Late, but not re-engaging

S D X &

Silent transfers Accumulated One-off collection Purchase or loan
buffer stock from a different of ART
facility when
travelling

Many explanations for why a client may not have stopped ART
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When there is no documentation, how do we
know if there’s an interruption?

A good predictor Poor predictors

Self-reporting an interruption Self-reporting no interruption or good

is a good predictor that an interruption took place adherence

Thorman et al. 2019 social desirability bias: clients want to please their
provider

Stirratt et al. 2015; Castillo-Mancilla et al. 2018; Smith et al. 2022

Clinician assessment of adherence

is a poor predictor of adherence
Bangsberg et al. 2001; Smith et al. 2022
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Time since the missed visit should be part of
what we do at re-engagement

Duration of possible interruption

Late: < 14 or 28 days Short interruption: ~90 days Long interruption: 180+ days

Shorter time out of care Longer time out of care

More clinical needs

Higher risk of mortality

Screen for AHD

Then ongoing support for sustained engagement

If the person self-returns “quickly”: more self-motivated, Potentially more psychosocial support needs?
with fewer barriers needing psychosocial support?

o Fewer clinical needs
o Limited risk of mortality

o Could benefit from accelerated access (back) to

O
O
O
less-intensive DSD o

Note: the proportion established on treatment is inversely related to the duration of interruption; a suppressed viral load is needed to confirm it
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Results from a cohort study in Johannesburg,
South Africa

0 Among those re-engaging: time since the
o scheduled appointment
n = 623 with further data

of people who missed an appointment 2-4 weeks 26% (161)

were less than 2 weeks late

;/Iigzezd appointment, but not re-engaging: 1,523 of 4-12 weeks 48% (298)
35% (819) were 2 or more weeks late and re- > 12 weeks _ 26% (164)

engaging in care

Less than a third of those re-engaging had been out of care for more than three months
Source: Mutyambizi et al. 2024, JIAS (in press)
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2UA If people re-engaging are...

Previously Out of care for
suppressed < 28-90 days

+ 4 + '

Undetectable Q @

Is this a group of people where we can
make it easier to re-start and access ART?

o Well

Q Potential group to make it easier

to re-start and access ART
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The experience of coming
back

What is the client experience when they attend late?
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What happens when people return late

Community-led monitoring data, South Africa

“"When you return late, which of the following happens?” % of 5,917 people living with

HIV (more than one answer allowed) In their words
Staff lcoming back [N 49% " - o
aTr are welcoming bac 9% We get punished for missing dates. I went
Staff ask why you missed the appointment 27% to the clinic for five months without being
Staff counsel you on adherence 16% helped.”
Staff send you to the back of the queue [ 14% “Thi th I missed it ¢
. is month I missed my appointmen
o

Staff shout at you for being late [N 12% because I was at work. I was sent away.

Staff ask how they can make it easier 7% Even now I have not received my pills.”

Staff tell you about closer refill points 4%
Staff offer a longer supply of ART = 2%
Staff give a shorter supply of ART | 1%

Staff refuse ART on the day you return | 1%
Other 1%

Source: Ritshidze community-led monitoring, South Africa

RITSHIDZE
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What would make it easier to come back to
care?

I would not have to wait so long at the dinic || —————
The quality of care would have to be better [N —

Transport to clinic would have to be less expensive _——«
The clinic would have to treat me with more respect [N

I would need to be sure that going to clinic would not lead to people finding out my HIV status _—
My employer would allow me to go E
e clinic would have to make re-ertry 1o care easier (.9 new ART card, minimize required paperwork) How to overcome the barriers people cite
| would have to be convinced that going to clinic / ART medications were helping me . —

Under no circumstances would | be willing to retum to ciinic [[IIIIE——— o Reduce time in clinic
The clinic would have to be open on weekends or inthe evenings [IIIIIE— ;
Transport to clinic would have to be less tme consuming [III— © Incre_ase quallty Of carc
The clinic would need a more comfortable waiting area [ o Provide reSpethul care
| would need to disclose my HIV status to my spouse — _ . H
N s T o Make re-entry easier and quicker
My family would have to give more material support
I would like better counseling about HIV/ART [Ji}——
The clinic would need fewer administrative requirements [JJ}——

Source: Sikazwe et al. 2021
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What could we do differently?

‘@’
i

Personal
motivation to
re-engage

Q Barriers 0 Facilitators
Reduce waiting ol
@ time

Prioritize respectful ﬁ Don't intensify
care appointment schedule

unless clinically needed

Increase appointment
schedule flexibility
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Differentiating care at return

Who can return directly to DSD, and who needs more support?
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Why do we need differentiated re-engagement?

To identify who can To identify who needs

additional support

return directly to a DSD model S .
(clinical or psychosocial)

Stable Clinical

support
Previously .
suppressed s":)g;';t:fomal
SO eflog Additional
out of care

follow-up
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What are the key factors to consider?

Clinical / Psychosocial Time since last

Needs appointment
(“Duration of interruption”)

s
Psychosocial +
needs Intermediate
Mental health e ik
and wellbeing

Long
Social support (eg > 90 days)

available
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Time since last appointment
(“duration of interruption”)

Does the client self-identify as interrupting treatment?

Identify who has had _ _
a treatment After what duration from the last appointment (or how

late) is it likely the person interrupted treatment?

interruption (or not) More than 28 days?
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Clinical needs

Presenting with symptoms?

Any WHO stage 3 or 4 condition = AHD
Identify who has
clinical needs (or Does time since last appointment indicate a need for
not) CD4?

More than 3 months: CD4 to deliver the AHD package

When was the last viral load, and was it suppressed?

Previous demonstration of adherence
Timing of viral load after re-engagement
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Psychosocial needs

Known history of severe psychiatric disorder, alcohol or
substance misuse

Identify who needs a
psychosocial support Use of a two-question screening tool
package (or not) For example, PHQ-2 and GAD-2

But does this mean they need more visits and shorter
refills?

Helen Bygrave, IAS Why we need to differentiate re-engagement



RIAS

A differentiated re-engagement pathway

asks

1 2

Who is “late”, and who Among those re-
IS re-engaging? engaging:

Who is well and out of care for
not too long?

Who is unwell, or out of care for
long?
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3

What services do these
groups need?

On the day of re-engagement,
and for follow-up
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Kenya: re-engagement
after a missed appointment

=E e

Three successive decision points sort people returning
to care into three groups, each with its own pathway

Source: Kenya national HIV guidelines, Figure 1.18: Re-engagement to care after
missed appointment
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Recipients of care returning to care after missed scheduled appointment date

Friendly welcome back

Missed appointment < 28 days AND self-identifies as well Missed appointment > 28 days OR self-identifies as

AND not on TB treatment and not having an active OI unwell OR on TB treatment OR with an active Ol

Comprehensive Re-engagement assessment

a. Re-engaging session provided by a HCW
who can be a lay provider

b. R clinical t
. All Others assessed and completed by a clinician at a health facility
Those on Non-Intensive _ _ ) " .
Care Models remain referred for non-intensive c. Adapted enhanced adherence support

care models

Clinically unwell, prior

Clinically well abnormal lab results

Missed appointment Missed appointment
28-90 days 90+ days

Start ART as soon as is feasible after performing a

Continue ART CD4 Test

Recipients of care eligible for a

oo Frcer o mert o GfiE Clinical consult frequency as indicated and align

such as 3SMMD dreie et
Recallif CD4 <200
Provide AHD package
Continue Routine Care including performing assessment
(e.g., VL) as per routine monitoring schedule Perform assessment (e.g, VL) 3 months later

*Routine care includes a check-in by alay provider. If there are any concerns (eg new/worsening symptoms, recent hospitalization),
recipient of care is referred to a clinician

+Enhanced adherence support recommendations depend on the specific population, clinical status, reasons for dis-engagementand can
vary the "WHERE", "WHEN", "WHO" and "WHAT". "Clinically well: Determination by a clinician aftera clinical evaluation

Figure 1.18: Re-engagement to Care after Missed Appointment
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Kenya: three decision points

Recipients of care returning to care after missed scheduled appointment date 1 Ti m e Si n Ce t h e m i Ssed a p p o i n t m e n t

Less or more than 28 days; self-identifies as well or unwell; TB
1

treatment or active Ol
Less than 28 days and well: routine care, not re-engaging

Missed appointment < 28 days AND self-identifies as well Missed appointment > 28 days OR self-identifies as
AND not on TB treatment and not having an active Ol unwell OR on TB treatment OR with an active 0]

Comprehensive Re-engagement assessment 2 C I i n i Ca I Sta t u S

a. Re-engaging session provided by a HCW

R et i o More than 28 days: comprehensive re-engagement assessment,

b. Re nent clinical nt

. All Others assessed and completed by a clinician at a health facility - .
referred for non-intensive c. Adapted enhanced adherence support th e n CI I n |Ca I Iy Wel I o r u n Wel I

W a 3 Time since the last appointment

abnormal lab results
Among those who are well: 28-90 days, or 90+ days
Missed appointment
28-90 days
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Missed appointment
90+ days
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Kenya: three groups,

Clinically unwell, prior
abnormal lab results

Clinically well

Missed appointment Missed appointment
28-90 days 90+ days
ert ART assoon as is feasible after performing a
CD4 Test

Continue ART

scipients of care eligible for a
less intensive models of care
such as 3MMD

Clinical consult frequency as indicated and align
drug refill length

Recallif CD4 <200

Provide AHD package

1

_ontinue Routine Care including performing assessment

(e.g., VL) as per routine monitoring schedule

Perform assessment (e.g.,, VL) 3 months later

Helen Bygrave, IAS

three pathways

1 Well, and less than 28 days late
Eligible for DSD and MMD; routine viral load

2 Well, and 28-90 days late

Eligible for DSD and MMD, but with an early viral load

at month 3

3 Unwell, or 90+ days late
Restarted on ART after a CD4 test
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Key questions

Qs M

Are we addressing clinical Are we enabling an easy
and psychosocial needs for return to DSD for clients who
those with problems? do not have clinical or

psychosocial issues?
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Eswatini: from
workshop to
national policy

Up next | Clara Nyapokoto, Ministry of Health, Eswatini, 13:50 | Then: Q&A and plenary discussion, 14:10
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