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DSD to support sustained re-engagement: It shouldn’t be one-

size-fits all
« Changing epidemic: From initiation to re-engagement, Katy Godfrey, OGAC, USA

- Why people disengage from HIV treatment programmes, Kombatende Sikombe,
CIDRZ, Zambia

- It's time for differentiation at re-engagement, Helen Bygrave, IAS, UK

- The South Africa case for DSD at re-engagement: Policy and implementation, Diana
Mokoena, Anova, South Africa

- Moderated discussion: Where to from here? | NN
« Q&A / Discussion
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¥ Please engage
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Post your questions virtually
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Katy Godfrey, OGAC, United States

DSD for HIV treatment in 2022

Changing

epidemic:
From initiation to ¥
re-engagement \ﬁ‘
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gﬁzozz Engagement and
reengagement in ART

Return to
treatment

Established on
treatment

Interruption in
treatment (IIT)
29 July - 2 August - Montreal & virtual aids2022.org



* What do we know about
RAIDS 2022 - -
interruptions?

 Age and sex
- Early in treatment vs late
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RAIDS 2022 2,108,411 1,582,787

1,345,539 914,220

Number, age and sex of 1,688,369
individuals with HIV 1,955,039 921,141
supported by PEPFAR 1,741,505 665,709

(FY22 Q2) 1,337,114 411,115

M, M6

@ Female @ Male
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A Treatment interruptions by age
RAIDS2022  and sex (Jan-Mar 2022)

Number of Interruptions in Treatment (TX_ML_... Percent of Interruptions in Treatment (TX_ML_IIT)
Global Global

50+ 50+
45-49 45-49
40-44 40-44
35-39 35-39
30-34 30-34
25-29 25-29
20-24 20-24
15-19 15-19
10-14 10-14
05-09 05-09
01-04 01-04

<01 <01

Female @ Male Female @ Male
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A Interruptions in treatment
XAIDS 2022 (Jan-Mar 2022)

Number and percent lIT by time on ART and fine age

120,000 [use slicer to select quarter)

100,000 Cosd
80,000 eI |

60,000

40,000

20,000

oA
1
01-09

m T [< 3 mo on ART) m— T [Total) wosiee 5 IIT < 3 o ART ceslies TAT [Total]
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We can look at re-engagements in addition to interruptions

« Returns are defined as the number of individuals returning to
care after having been out > 28 days since the last expected

contact with the health system
« Aggregate data-so this does not follow a particular individual

« We would like returns to match interruptions
\ .

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022 . % 4
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zaps202  What about re-engagement?

- Returns are defined as 500,000
the number of 450,000 —
individuals returning to 400,000 465,880
care after having been 350,000
out > 28 days 300,000
« Aggregate data - does 250,000
not follow a particular 200,000
individual 150,000
- We would like returns 100,000
to match interruptions. >0,000

0
ITT (Total) Returned

Jan-March 2022



92.!;:,2022 Re-engagement by sex
(Jan-Mar 2022)

350,000

300,000

87.4%

250,000

200,000

82.9%

150,000
100,000

50,000

0
Female Male

mITT (Total) = Returned
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92.!;:,2022 Reengagement by age
(Jan-Mar 2022)

) -—- '

<01 20-24 w 30-34 35-39 40-49

BT (Total) mReturned
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Length of interruption before

m Duration interruped 6+ months

®m Duration interrupted 3-6 months

®m Duration interrupted <3 months

m Duration interrupted unknown

RAIDS 2022
return (Jan-Mar 2022)
450,000
400,000
350,000
133,529
300,000
250,000 52,761
200,000
150,000 =Ll
100,000
50,000 112,916
0
29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022
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What about the re-
engagers?

- Why do they come back?

- When do they come back?
« Where do they come back?
- How do they re-engage?
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300,000

267,571
250,000
200,000

150,000

100,000

Number of treatment interruptions

50,000

Female ITT on ART
>3 months

29 July - 2 August - Montreal & virtual

Interruptions in treatment
(Jan-Mar 2022)

_8.0%

25,151

Female ITT on ART Male ITT on ART >3 Male ITT on ART <3

<3 months

aids2022.org

152,647

months

#AIDS2022

o K

15,287

months

9%

8%

7%

6%

5%

49,

3%

2%

1%

0%

a) Sex
b) Time on ART

Percent of treatment interruptions
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RAIDS 2022

1. Package of care upon return
« If interrupted > 1 year need assessment for advanced HIV disease (including
TB)
« When to assess viral load?

2. Timeline for resumption of less intensive DSD models

3. For children assure alignment with other family members

<,
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Kombatende Sikombe, Centre for Infectious Disease Research in Zambia (CIDRZ), Zambia,
London School of Hygiene and Tropical Medicine (LSHTM), UK

DSD for HIV treatment in 2022

Why people
disengage from
HIV treatment 7

* programmes '\§

RAIDS 2022 "fHCIDRZ
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« Engagement in HIV care is a critical

« Number of people lost to HIV care follow up is large
« Up to 15-20% of those in HIV care are lost to follow-up
« Rates of repeat lost to follow up - 30%

« Reducing/minimizing uninterrupted treatment is key for continued
epidemic control
- U=U
« Reduced morbidity and mortality
« Reduced opportunity for drug resistance \
.

More people re-engaging compared to new initiates
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I Understanding disengaged
R AIDS 2022 people living with HIV:
A key to care improvement?

Why

Why did they drop out, change clinics or die?
What do they want from health care?

What

Real outcomes among people ?
living with HIV?

@
Where II

Who

Which subgroups are at risk for
poor outcomes?

Are there hotspots for poor

outcomes?
When
What are the vulnerable points in the cascade?




Long-term retention
AN (>6 months)

RAIDS 2022

STAGE 4

&

Disengagement ~\

Early retention after 6 months .
(<6 months) of ART

STAGE 3

“
Initiated on Disengagement’\
ART Reinitiated Within 6 months %/
on ART of ART “
| |

STAGE 2

Linked to Disengagement‘*,
1 +
HIV care Relinked after linkage

to HIV care

+

<

Disengagement ‘s

after positive test \‘

STAGE 1

HIV +
diagnosis

HIV + -

re-diagnosis v

Ehrenkranz et al, 2021, PLoS Medicine 4
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Structural Factors
Poverty; Occupation; Health Policy; Social Policy; Service Systems

N V v

Health Service
Social Factors | ¢=mmmp | |,djvidual Factors | ‘=—)
Stigma; networks; Social experiences Treatment beliefs; Service access; Factors
family obligations; belief | & influence; Physical health; experiences & Distance; cost; HCW
systems; traditional physical &_ Wellness & illness trust in health | availability; HCW attitude;
health systems psychosocial interpretation; side effects system; wait times; HIV treatment
support; schedules;

Motivation
Self efficacy

Decisions to stay in or disengage from care

Musheke, M., Bond, V. and Merten, S. (2012), Individual and contextual factors influencing patient attrition from antiretroviral therapy care
in an urban community of Lusaka, Zambia. Journal of the International AIDS Society, 15: 17366.


https://doi.org/10.7448/IAS.15.3.17366

* Reasons for silent transfer,
RAIDS 2022 disengagement or changes
required to return

a. Reasons for silent transfer b. Reasons for disengagement c. Changes required for disengaged
(N=289) (N=255) to return (N=255)

24 (9%()

Psychosocial
138(48%)

26(10%)

Structural

10(4%)
N

39(14%)

Clinic

66(26%)

Clinic

Sikazwe, Eshun-Wilson, Sikombe, et al, 2021. Clin Infect Dis
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Profiles among those
disengaged

“Livelihood and Mobility” (30.6%)

“Mobility and Family” (21.9%)

Transport I Transport [N
More leel Mobility/Trave! I Mobility/Travel
y Work/School Obligations Work/School Obligations |
0 Family Obligations I Family Obligations | N
tO Re nal n Personal Problems 1l Personal Problems
Disrespectful Clinic Staff [l Disrespectful Clinic Staff
D | Sen IS ed Quality of Care Waiﬂ%itg:l;(s:j; | Mean Number of Barriers Reported: 1.4
Waiting Area Issues - -
Clinic Costs | Mean Number of Barriers Reported: 2.4 Clnic Cosls
Time Spent in Clinic [N Time Spent in Clinic
i e g Clinic Administrative |ssues
i . Clinic Administrative Issues Al
including Men S R B Poor Faciitation of Transfers [
Mobile for Work Fear of Disclosure |  FRATOl Ci b
Beliefs about HIV Status _ Beliefs about HIV Status |
Beliefs about HIV Care Needs [ PRSI 1 ekl
0 01 02 03 04 05 08 07 08 09 1 0 01 02 03 04 05 06 07 08 09 1
“Clinic Accessibility” (28.9%)
. . “Doubting need for HIV care” (10.2%) “Multidimensional barriers to care” (8.3%)
ransport I
Mobility/Travel . Transport W Transport I
Work/Schoal Obligations | Mobility/Travel Mobility/Trave! |
Family Obligations WorkJScho_d Ou?gaﬁﬂﬂs | Work/School Obligations I " N
Baaa e Family Obligations [ Family Obligations S Mean Number of Barriers Reported: 5.8
- 3 Personal Problems [l Personal Problems (I
D ful Clinic Staff I :
Isrespecéuam;m;cm — Disrespectful Clinic Staff Mean Number of Barriers Reported: 2.1 Disrespectful Clinic Staff I
ol Mean Number of Barriers Reported: 2.1 Quality of Care uality of Care
Waiting Arca i Quality |
ng Area Issues Ji . =
i Waiting Area Issues Waiting Area Issues I
Clinic Costs Clinic Costs ini
Spent in Clinic IE—— gt Clinic Costs  IEEG_——
; Tlm_e_ pen Time Spent in Clinic | Time Spent in Clinic I
Clinic Administrative Issues - NN Clinic Administrative Issues | Ciinic Administrative Issues I
Poor Faciitation of Transfers 1 Poor Faciitation of Transfers N Poor Faciitation of Transfers |
Fear of Disclosure I Fear of Disclosure Fear of Disclosure I
Beliefs about HIV Status B8 Beliefs about HIV Status I Beliefs about HIV Status I
Beliefs about HIV Care Needs Wl Beliefs about HIV Care Needs I Beliefs about HIV Care Needs [
0 01 02 03 04 05 06 07 08 09 1 0 01 02 03 04 05 06 07 08 09 1 0 01 02 03 04 05 06 07 08 09 1

Mody A, Sikombe K, Beres L.K et al. Profiles of HIV Care Disruptions Among Adult Patients Lost to
Follow-up in Zambia: A Latent Class Analysis (2021), ] Acquir Immune Defic Syndr;86:62-72




Probability of silent transfer
RAIDS 2022 and disengagement:
Interaction of barrier domains

Silent transfer — 100

90

80

. —
60 ‘

50

silent transfer]

- Difference=46%
p=0.016

40

30

disengaged; 100%

20

Probability of silent transfer (95% CI)

[0%

10

Disengaged — ©
No clinic barrier  Clinic barrier No clinic barrier  Clinic barrier

Sikazwe, Eshun-Wilson, Sikombe, et al, 2021. Psychological barrier present Psychological barrier absent
Clin Infect Dis



31 Facilities

|

What will it take to return?

Public health: priority
setting is necessary
Focus facility efforts on
prevailing barriers

Prioritize psychosocial
based barriers

Prioritize clinic-based
barriers

20% 40% 60% 80% 100%

3
=S

m Clinic B Psychosocial Structural
Sikazwe, Eshun-Wilson, Sikombe, et al, 2021. Clin Infect Dis
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 Male gender « Competing income priorities

« Under 30 years of age « Urban health facilities

- Without a regular partner « Inflexible ART clinic schedule

« WHO stage III/ IV « Lack of privacy

 High CD4 count « Distance to health facilities

 Previous gap in care A
Q

Gosset A, et al. (2019) J Acquir Immune Defic Syndr, Aaloke Mody et al. (2020) Clinical Infectious Diseases, Yonga et al. 2020 International Health ‘.]
o\S)




* Reasons and facilitators
raDs2022  SUpporting return

Reasons for re-engagement (n=341)

Worried about being off ART (47%)
Sick (23%)

Unexpected Barriers: H i i
“Travel for funeral or work 44 in depth ,rb\ectcuersnsintg ?;a;\c/)/lc)es has become easier for the person
-Personal or family ill H i T o
-Percz:?edozlin?:i:ﬂe;ﬁ;w Intel"VleWS Wlth T . 12%
-Similar barriers for treatment : racin
EL:::dia;nsar iers for treatmen peOp|e WhO mISSEd acing ( O)
- H /4 (o)
- 1 appointments and Concern for children’s long term welfare (5%)
Missed ART Appointm i . . a -
--3*5--—-13"3’--3-3'75----' returned in Malawi Mechanisms underlying re-engagement
Bariers o Timely Re-engagement 20 in depth interviews with Zambians who returned to care
Inflexible ART clinic schedule . .
- Limited clinic resources Patients feellng valued
- Lack of transportation money . . : o .
- Other competing work or family priorities Establishing supportive accountability through caring
Facilitators to Re-engagement: . . : .
| “Social support: Encouragement relationships with health care workers or family
'Ex;e; d; d Tn;m_ A;va_y; I;r-um-CI_lnl-c -Social support: Money and vehicles HIV Care : : :
........................... - -Community Health Worker visits Re-engagement Guidance on practical steps required to re-start care
-Strong dedication to ART

-Internal motivation: fear of illness or Im proved treatment aCCGSSi bll |ty

not being able to support family

Identifying and supporting management of specific

barriers, such as depression

Chamberlin et al, 2022, AIDS and Behaviour
Bisnauth et al, 2021, PLoS One, Beres et al, 2020, AIDS

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022
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« Largely limited to tracing interventions

* Did not assess interventions to support retention once re-
engaged

« Contacting those interrupted resulted in 58% return among those
found to be alive and out of care

« Interventions resulted in 20% increase from SOC, only 7% increase

. . . . \
in lower and middle- income countries >

Mirzazadeh et al, 2022, PLoS Medicine —») ’
29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022 4
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§ Client service delivery

RAIDS 2022

Attributes' contribution to marginal utility

Staff is nice (vs rude)**

Open also on Saturday (vs regular
hours)

)pen in the afternoon (vs regular hours)

efill is every 5 months (vs 3 months)***

Refill is every month (vs 3 months)***

Distance (additional Km)***

]

Wait (additional hour)*

-6.00 -4.00 -2.00 0.00 2.00 4.00 6.00

Zanolini, Sikombe, Sikazwe et al, 2018, PLoS Medicine

29 July - 2 August - Montreal & virtual aids2022.org

#AIDS2022

preferences on re-engagement

“A recurring theme in respondents’
descriptions of barriers to care was the
inflexibility

of HIV visit schedules and associated
medication refills.

Nearly half the patients mentioned
these schedules, with experiences ranging

from inconvenience to fundamental clashes
with family or work commitments”

69 in-depth interviews, 8/31 randomly selected
facilities including engaged, disengaged and
family of deceased patients

Topp, Mwamba, Sharma et al, 2018, PLoS One
D)
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« More welcoming, non-judgmental
providers

 Need to understand people's
preferences, barriers

« Accepting of transfers
« Continue tracing

* Quality HIV initiation/re-initiation
experience

Eshun-Wilson et al, 2019 PLoS One, Mody et al, 2019, PLoS Medicine, Grimsrud
et al, 2020, Current HIV/AIDS Reports, Sikombe et al, 2020, PLoS One

29 July - 2 August - Montreal & virtual aids2022.org

- Tailor resources to heterogenous

disengaged

« Increase visit schedule flexibility to
support rather than punish high

mobility

« Home delivery, Community

dispensation, Multi-month dispensing

« Fast-tracking those who are busy
« Weekend pick ups, after hours

« Better visit alignment

« Increase social support

opportunities

« Link to someone living with HIV

e Men’s clinic

#AIDS2022

)




¥ Addressing challenges ahead

RAIDS 2022

1. Train and
mentor providers

2. Systematic
measurement of
patient experience
(SMS, Exit) and
clinical outcomes

29 July - 2 August - Montreal & virtual aids2022.org S2022

3. Monitor change

with ongoing data

review and gentle
incentive
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DSD for HIV treatment in 2022

It's time for
differentiation at

re-engagement 7
N\
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AN

Where does WHO 2021 guidance
mention re-engagement?

9.1.1 People re-engaging with care after treatment interruption or
treatment failure

People re-engaging with care after treatment interruption with advanced HIV disease should
be offered comprehensive clinical assessment. The package should be given to people who
are re-engaging with care after a period of ART interruption or when ART fails and they have
developed advanced HIV disease, since such people are likely to benefit from the same set of
interventions as ART-naive people with advanced HIV disease.

People interrupting treatment on a NNRTI- containing regimen are at risk of drug resistance CI Ients re-engag I ng In Care
and may require more intensive virological monitoring, and consideration should be given to
restarting ART using a different regimen — whenever possible a DTG-containing regimen — S h ou I d be d Ssessed fo r A H D

with a goal of re-establishing viral suppression (79).
I N | and offered the advanced HIV
For people presenting with diagnoses consistent with treatment failure (defined as a new or
recurrent clinical event indicating severe immunodeficiency), WHO recommends viral load d | sease p acC ka g e

testing; CD4 cell count testing is no longer recommended for ART monitoring for people
receiving ART who are clinically stable where viral load monitoring is available (77); however,
(D4 cell count testing should be specifically prompted for people with a viral load exceeding
1000 copies/mL and for everyone whose clinical presentation suggests advanced HIV disease
regardless of ART exposure. For people with suspected treatment failure and advanced HIV
disease, CD4 cell count and viral load should be carried out in parallel.

People presenting with advanced HIV disease as a result of treatment failure should also
benefit from the advanced HIV disease package, and if they are severely ill, an expedited
switch to a new regimen should be considered by reducing the time between the first and
second viral load tests (1-3 months) and by paying increased attention to ensuring rapid
turnaround and action on the results. Where rapid viral load testing is not available, the
decision to switch should be assessed according to the individual clinical presentation. Further
research is required to demonstrate the impact of providing such a package of interventions to
people presenting with treatment failure: for example, before switching to second-line ART.

\
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Qe
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Where does WHO 2021
guidance mention re-
engagement?

AN
RAIDS 2022

Recommendation Update or
new
ART initiation may be offered outside the health facility New

(Conditional recommendation; low- to moderate-certainty evidence)

People established on ART should be offered clinical visits every 3—6 months, | Update® H IV p rO g ra m m e S S h O u I d i m p I e m e n t

preferably every six months if feasible

(Strong recommendation; moderate-certainty evidence) i n te rve n ti O n S to t ra Ce p e O p I e W h O h a Ve

People established on ART should be offered refills of ART lasting 3—6 months, | Update®

prferabysi monts f feasce disengaged from care and provide support for

(Strong recommendation; moderate- to low-certainty evidence)

HIV programmes should implement interventions to trace people who have | New I re - e n g a g e m e n t

disengaged from care and provide support for re-engagement

(Strong recommendation; low-certainty evidence)

Sexual and reproductive health services, including contraception, may be Update* N ew re Co m m e n d a ti o n

integrated within HIV services

(Conditional recommendation; very-low-certainty evidence)

Diabetes and hypertension care may be integrated with HIV services New

Strong recommendation, low certainty evidence

(Conditional recommendation; very-low-certainty evidence)

Psychosocial interventions should be provided to all adolescents and young New
adults living with HIV

(Strong recommendation; moderate-certainty evidence)

Task sharing of specimen collection and point-of-care testing with non- Update®
laboratory personnel should be implemented when professional staffing
capacity is limited

(Strong recommendation; moderate-certainty evidence)

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022



J National guidelines already
aDs2022  jncluding SOPs for tracing

HIV CARE AND TREATMENT DEFAULTER TRACKING FLOW CHAR'

Conduct daily check of patients who have missed appointments from available electionic systen
(ePMS, eHR, ePOC) and/or appointment diary. Verify with the ART register, ART pharmacy register ana
patient O/ART care booklet.

DAY 0-DAY 3 Place OVART Care Booklets for patients that have missed
appoiniments in the fray for early defaulfers. Booklets for
patients coming 1-3 days late are found in this fray
If patient fails fo come for appointment

within 3 days of scheduled appointment
DACEDAYD Record patient in the defaulter tracking register and /

o oroscmmern gt ) TRACING AND RECALL

home visits, do not wait for Day 8

DR U0 © + Atenrolment, clients should be asked to consent to tracing. Their

e D B i - . I
health facility defaulier fracking register decision should be clearly indicated on the client care booklet.

If the patient was not reachable

DAY 7

+ Al ART sites and refill sites should have an appointment register or
Make a third follow-up call & record outcome in the

healih facility defaulter fracking register be able to produce daily/weekly lists of booked appointments from
\ the e-tracker.
If patient has not been reached
through phone calls within 7 days
CBHW enters defaulter that consented to communify follow up in « Each site must be clear on who is responsible for generating the

PEAE- B the community defaulter fracking pocket diary. Conducts home

visit. Records outcome in the pocket diary & health facility electronic appointment list or maintaining a paper-based diary.

defauller racking regster ™~
If patient not found on first home visit + Each site must be clear on which HCW is responsible for triggering
- and following up on the tracing process.
DAY 15 CBHW conducts a second home visit and record the /
in tracking pocket diary
and health facility defaulfer fracking register \

S ————— p——— - A.I\ .cllem.s reglsterefl forﬁfRT preparation, {\RT cllnlca! and refill
DAY 22 e Payy— — . visits and PMTCT (including the exposed infant) services should
defaulter fracking community pocket diary and be given an appointment date, which is recorded in the client care
Gt AL L booklet and in the e-tracker or appointment diary.

ﬁmxﬁ;&%m&ﬁmw + The appointment diary or appointment list from the e-tracker
Regiser; should be used to pull the client care booklets the day before and
e potepidosipoliehmite copiofo ooyt ieyioe coctodloTliololowly to pre-pack refills in larger facilities for group refills (see SOPs,
Section 4.4).

* After the client receives ART services, attendance should be
indicated in the appointment list/diary. The client should be given
29 Ju |y -2 Aug ust -+ Montreal & virtual ail an appointment card on which the next appointment date is

documented.

+ At each visit, whoever is registering the client should ensure that
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But what do we do once
the client does return to
clinic?

Do we treat all re-engagers the same
or is “differentiation’” needed ?

Currently no WHO specific guidance
on this

A few countries (South Africa,
Zimbabwe) have developed
algorithms to try and address this
differentiation
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How could we adapt our
services for clients who
have previously been on
ART ?

What if health systems barriers
contributed to disengagement?

How can we support retention for
these clients?



§ Key considerations at re-
D022 engagement for differentiation

Duration Clinical

NOot on

ART Factors

) ‘
29 July - 2 August - Montreal & virtua aids2022.org #AIDS2022 4
‘ Qe



* The duration not on ART
RAIDS 2022 -
determines:

Who to return to
Who to return facility based follow up

immediately to DSD and appropriate refill
model length (1-3 months)
after re- initiation

) ‘
29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022 ‘
‘ gy 7




*!* Clinical considerations
RAIDS 2022

1. Clinical 2. When to
' erform a 3. Viral load 4. Regimen
assessment P 9
CD4
4 N 4 N /- Is there a VL N 4 N
-Clinically assessed as -If clinically unwell documented within the
unwell or stage 3 or 4 ) : last 6-12 months Is client eligible to
- Psychosocial Vﬁ_rﬁ\é'togj d?%s'?e%nted - Was the last VL transition to WHO
challenge PP suppressed preferred DTG based
- Uncontrolled mental -If not on ART for 3 - When to perform the regimen
health condition months or more first VL after re-
\_ ) \_ ) \initiation ) \_ )

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022
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Two countries have used
these considerations to
develop an algorithm

ANNEXURE VI: RE-ENGAGEMENT ALGORITHM

Patient re-engages in care
>7 calendar days after missed appointment or last RPCs
treatment collection date

Clinician assessment:
Interrupted treatment Y/N?
If interrupted treatment - ascertain:
i. Which drugs the patient was taking and for how long?
ii. Reasons for stopping treatment?
iii. Side-effects?
iv. Any information on assessments whilst on treatment

No interruption Interruption

Previous suppressed VL
VL, controlled or controlled HbA1c
HbA1c in last 6 or BP <140/90 and
month or no side effects
BP <140/90

VL >50 copies/ml,
HbA1c >7% or
BP >140/90 or

side effects or ill

Sl No recent VL

or HbA1c

. Immediately . Immediately restart . Follow clinical
rescript treatment on same guidelines

. Offer . Take VL or regimen management
enrolment/ HbAI1C if due/ . Offer adherence . Refer for EAC
re-enrolment overdue counselling if session 1 (unless
in RPCs wanted by patient clinician not
available at (FTIC session 3+4 concerned about
your facility combined) adherence)

. Immediately . Explain next . Explain next
rescript assessment in 3 assessment in 3
according to months + offer multi- months
patient choice month treatment . Explain after next
made supply until next assessment:

assessment + rescript IF NORMAL: can offer
accordingly RPCs enrolment

. Explain if next IF ABNORMAL: will
assessment is normal, consider treatment
will be able to offer regimen switch and
RPCs options for easier refer for EAC
treatment collection session 2

aids2022.org

Person living with HIV
re-engaging in care

- Perform clinical and psychosocial

e assessment

Establish when ART was last
_dispensed

.

Clinically well and/or

past 12 months

last VL <50 copies/ml in the

7
/

\
N\
\
.

No ART for less than
3 months

No ART for more than
3 months

}

|

4

Counselling to address

Perform CD4 |

factors that led t \
S osrioppa‘nge 2 | “| CD4 <200, offer
Rapid initiation CD4 >200 AHD p«?ckage
! Rapid initiation b ¥
Offer entry/re-entry to DSD Follow up under standard NG
model follow-up schedule o S8
6MMD Counselling enhanced follow- o
VL according to annual up for priority populations
schedule VL after 6 months
#AIDS2022

Clinically unwell and/or
last VL >50 copies/ml in the past
12 months
OR major psychosocial barrier
Identified

’

Treat as clinically indicated
If VL >1000 copies/ml, perform

CD4 \
If CD4 <200, offer AHD package %

'

Rapid initiation

Follow up under clinically and/or

counselling enhanced follow-up
schedule

VL after 6 months




e

aps202  Example: Use of the
considerations in
Zimbabwe algorithm
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Person living with HIV
re-engaging in care

Perform clinical and psychosocial

assessment
Establish when ART was last
dispensed

Clinically well and/or
last VL <50 copies/ml in the
past 12 months

No ART for less than
3 months

Counselling to address
factors that led to
stopping
Rapid initiation

No ART for more than
3 months

Perform CD4

1. Clinical Assessment

Clinically unwell and/or
last VL >50 copies/ml in the past
12 months
OR major psychosocial barrier

identified

Offer entry/re-entry to DSD
model
6MMD
VL according to annual
schedule

CD4 >200
Rapid initiation
Follow up under standard
follow-up schedule
Counselling enhanced follow-
up for priority populations
VL after 6 months

CD4 <200, offer
AHD package

Treat as clinically indicated
If VL >1000 copies/ml, perform
CD4
If CD4 <200, offer AHD package

/)

Rapid initiation

Follow up under clinically and/or
counselling enhanced follow-up
schedule
VL after 6 months

y N

e e B T



* 2. When to perform a
AN Person living with HIV CD4

RAIDS 2022 re-engaging in care
Perform clinical and psychosocial
assessment
Establish when ART was last
dispensed
Clinically well and/or Clinically ur_wwell a|_1d/or
last VL <50 copies/ml in the last VL >50 copies/ml in the past
past 12 months 12 months
OR major psychosocial barrier
identified
No ART for less than No ART for more than
3 months 3 months Treat as clinically indicated
If VL >1000 copies/ml, perform
Counselling to address CD4
factors that led to FElel EIDA If CD4 <200, offer AHD package
stoppi CD4 <200, offer
ppIing
Rapid initiation CD4 >200 AHD package
Rapid initiation
Offer entry/re-entry to DSD Follow up under standard Rapid initiation
model follow-up schedule Follow up under clinically and/or
6MMD Counselling enhanced follow- counselling enhanced follow-up
VL according to annual up for priority populations schedule
schedule VL after 6 months VL after 6 months

e e B T



ill:‘ Person living with HIV

RAIDS 2022 re-engaging in care
Perform clinical and psychosocial
assessment
Establish when ART was last
dispensed
linically well and/for
last VL <50 copies/mliin the
past 12 month ,
- psychosocial barrier
identified
No ART for less than No ART for more than
3 months 3 months Treat as clinically indicated
If VL >1000 copies/ml, perform
Counselling to address CD4
factors that led to Perform CD4 If CD4 <200, offer AHD package
stopping CD4 <200, offer
Rapid initiation CD4 >200 AHD package
Rapid initiation
Offer entry/re-entry to DSD Follow up under standard Rapid initiation
model follow-up schedule

Follow up under clinically and/or

VL according to annual
schedule
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Fig. 4.2 Treatment monitoring algorithm updated in 2021

Routine viral load monitoring
for early detection of treatment failure:
obtain and review result by 6 months after

WHO VL alg

orithm

Obtain and
> review result by 6

ART initiation, 12 months after ART initiation
and yearly thereafter

Undetectable Viral load >50 to Viral load >1000

(=50 copies/ml) <1000 copies/ml copies/ml If on NNRTI-based

regimen, switch to
appropriate regimen??

Maintain ARV Provide enhanced adherence counselling;
drug regimen repeat viral load testing after 3 months*

Undetectable Viral load >50 to Viral load >1000

(<50 copies/ml) <1000 copies/ml copies/ml

Maintain ARV Maintain ARV drug regimen,
drug regimen but continue enhanced
adherence counselling and
repeat viral load testing after
3 months*

Switch to
appropriate regimen

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022

months

Often VL taken at 6
months
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Rates of suppression

with DTG

100

—— Combined DTG Grougs —— EFV Group

80

60

40

20

Proportion with HIV-1 RNA viral load <200 copies/mL with 95% CI

Proportion with Viral Load <200 cofiies/mL
Combined DTG Groups |129/432 30%)  404/421(96%)  404/412 (98%) 3827387 (99%) 47147 (100%) 395/405 (98%)
EFV Group | 53209 Q5%) 1477206 (71%) 170781 (85%)  166/184 (90%) 18/20 (90%) 182/200 91%)
Ll r Ll Ll L T Ll
Entry 4 12 i 20 24 Delivery

Lockman S et al ;Lancet. 2021 Apr 3;397

29 July - 2 August - Montreal & virtual

aids2022.org

#AIDS2022

High suppression rates with DTG
at 12 weeks

Can VL be take earlier e.g 3
months especially in context of
re-initiation

If suppressed enabling earlier
entry / re-entry to DSD for
clients established on ART




‘ Who eligible for
A Person living with HIV immediate return to

RAIDS 2022 re-engaging in care DSD
Perform clinical and psychosocial
assessment
Establish when ART was last
dispensed
Clinically well and/or Clinically unwell and/or
last VL <50 copies/ml in the last VL >50 copies/ml in the past
past 12 months 12 months
OR major psychosocial barrier
identified
No ART for less than No ART for more than q
3 months 3 months Treat as clinically indicated
If VL >1000 copies/ml, perform
Counselling to address CD4
factors that led to Perform CD4 If CD4 <200, offer AHD package
stopping CD4 <200, offer
Rapid initiation CD4 >200 AHD package L N
Rapid initiation <
Offer entry/re-entry to DSD Follow up under standard Rapid initiation
model follow-up schedule Follow up under clinically and/or
6MMD Counselling enhanced follow- counselling enhanced follow-up
VL according to annual up for priority populations schedule ‘

schedule VL after 6 months VL after 6 months

S ' o RN | . "SR



!'l Who to return to
AN Person living with HIV facility based follow

RAIDS 2022 re-engaging in care up a.nd appropriate
refill length (1-3
Perform clinical and psychosocial months) after
assessment re- initiation
Establish when ART was last
dispensed
Clinically well and/or Clinically unwell and/or
last VL <50 copies/ml in the last VL >50 copies/ml in the past
past 12 months 12 months
OR major psychosocial barrier
identified
No ART for less than No ART for more than
3 months 3 months Treat as clinically indicated
If VL >1000 copies/ml, perform
Counselling to address CD4
factors that led to Perform CD4 If CD4 <200, offer AHD package
stoppi CD4 <200, offer
ppIing
Rapid initiation CD4 >200 AHD package
Rapid initiation
Offer entry/re-entry to DSD Follow up under standard Rapid initiation

model follow-up schedule Follow up under clinically and/or

counselling enhanced follow-up

VL according to annual up for priority populations schedule
schedule VL after 6 months VL after 6 months

6MMD
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. E)/Iofre of the people we are initiating on ART have been on ART
efore

 No current WHO guidance on the ™ how to” sustain re-
engagement including timing of VL

« Re-engagement pathways should not be a one size fits all

 Re-engagement pathways should not become a barrier to
retention and should adapt to address client access challenges

+  When designing a re-engagement pathway NS
. Consider the duration the client has been off ART \
« Consider the clinical considerations O

—~ =2
29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022 4
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Diana Mokoena, Anova Health Institute, South Africa

DSD for HIV treatment in 2022

The South Africa case for
DSD at re-engagement:
Policy and
implementation
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I have no relevant
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with ineligible
companies to disclose




* Is disengagement from HIV care a
RAIDS 2022 big problem in South Africa?

Changing engagement in HIV care! NAOMI model estimates 2021 -
City of Johannesburg

100% -

90% -

92%

80% -
70% A
@ Undiagnosed
60% - &

50% O Diagnosed, never on ART
o] 0,
O Previously on ART 70%
40% A
@ On ART, not suppressed

B On ART, virally suppressed 717,496

30% A
20% -

657,667

10% A

463,286

0% -

o <
(=] [=]
[=] o
~ o

Increasing proportion of people know their

2010
2012
2014
2016
2018
2020

status — but not all are on ART People living Know their On ART
with HIV status
https://www.saaids.co.za/PRESENTATIONS/ HIV and TB update, Leigh Johnson Of those nOt on ART, 760/0 are aware

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022 Of their Status
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J.!&zozz Re-engagement in
Johannesburg (1)

Number on ART, new initiations and return to to treatment
440,000

430,000

420,000
410,000
400,000
390,000
380,000
370,000
360,000

350,000
Jan to Mar 2020 Apr to Jun 2020 Jul to Sep 2020 Oct to Dec 2020 Jan to Mar 2021 Apr to Jun 2021 Jul to Sep 2021 Oct to Dec 2021

mm New initiations (TX_NEW) mm Returns to treatment (RTT) ——0On ART (TX_CURR)

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022



R‘:I!;nm Re-engagement in
Johannesburg (2)

New initiations compared to return to

There are more clients treatment*

returning to treatment
(including restarts) than

initiating treatment for the
first time 70,459 81,041
« RTT from 110% (2020) to
153% (2021) of new
initiations
« More than 80,000 people \

RTT in 2021 just in City of Total 2020 Total 2021

Johannesburg
® New initiations ®mReturn to ART
*Data source: NDOH report for the City of Johannesburg
29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022 4
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« Restarts are people who are
more than 90 days late for
their missed appointment
while returns less than 90
days

« Many more people less than 3
months late with short or no
interruption (sourcing ART
elsewhere)

*Restarts may be underestimated
as requires assignment by data
capturer rather than system
automated

29 July - 2 August - Montreal & virtual

Re-engagement in
Johannesburg (3)

Restarts and return to treatment

24,792
18,866

3,193 4,187
Apr to June 2021

5,818

4,172

5,402

3,595
Oct to Dec 2020

Oct to Dec 2021

- o
4

Jan to Mar 2021 Jul to Sep 2021

Restarts mReturn to treatment - other

*Data source: NDOH report for the City of Johannesburg
aids2022.org #AIDS2022




§ Multiple reasons why

RAIDS 2022

(10%)

“[...]with the kind of work that I do I
travel a lot, I am a truck driver...I went
to the nearest clinic to look for the
treatment, but they refused to give me
because they said that I did not have a
transfer letter ”

/Th Bisnauth, PLoS One. 2021.

people interrupt and

return to ART
Among 562 people reinitiating in Joburg

Top reasons for interruption: Mobility/relocation (30%);
distance from clinic (15%) & inability to get time off work

« Reasons for returning: it becoming easier to attend the
clinic (34%), worrying about not being on ART (19%)

"I did not stop taking the treatment ..
I was home and it was during COVID-
19 and there was no transport coming

to South ...they were able to do the
refill for me, I went back again for the
second time until I was able to come
to South Africa”
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What can health
services do?

How can they respond 7
to these needs?

South Africa’s response

aids2022.org #AIDS2022
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ADHERENCE GUIDELINES
FOR HIV, TB AND NCDs

POLICY AND SERVICE DELIVERY GUIDELINES

2P health
Department:

Wiy REPUBLIC OF SOUTH AFRICA

A long and healthy life for all South Africans

South Africa: Creating an enabling
environment for re-engagement

S 83 (R gk ey
Case finding —— Eligible for — Treatment start — Treatment supply = 6 months on
for diagnosis treatment I visit1& 2 treatment assessment
1
: I : S ___-__-_____-_-___-______-___\
c - 1
i sessions 1 & 2 .l, .L sessions 3 & 4 : : Repeat Prescription Collection Strategies
"""""" L e
oo | . — g : -
& "_ : 1 I.n.; o Facility Pick-up
Wﬁ i ! = Point
! ! Stable and
Fast-track treatment : : adherent
I
i |
1 1
1 1
! 1

Missed Tracing 7 calerydar
appointments 9 days after missed

appointment

Drug switches for

If child or adolescent initiation counselling Facility
living with HIV T | EE ﬂ o Adherence Clubs
— o Community o
__________________________ el Adherence Clubs
& - Enhanced ¥
l-‘-.‘_‘ adheren_ce
o counsellirig | y [ El e External
—_——y _— I _— 1‘ l Pick-up Point
______________ 5 iy &
— Repeat Prescription
b -
@ !. = 0 Collection Strategy

@ Re-engagement
e

9 Child and adolescent
disclosure counselling

Unstable and patients

Self re-engagement
non-adherent

without tracing

o )
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SOP 9 - Differentiate between
those unwell and who DID and
DID NOT interrupt treatment

l

No interruption

Accelerated V?.?Esl:ét!:;ﬁ:d No recent VL or HbA1c
HbA1c in last 6 months or
access to BP <140/90
RPCs (DSD)
i 1. Offer enrolment/re-enrolment 1. Immediately rescript
I f n O in RPCs available at your facility 2. Take VL or HbATc if due/
1 1 . Immediately rescript according overdue
Interru ptlon to patient choice
Accelerated
access to 3SMMD
until VL
assessment
29 July - 2 August - Montreal & virtual aids2022.org

l

Interruption

Previous suppressed VL
or controlled HbA1c
or BP <140/90 and
no side effects

. Immediately restart treatment

0on same regimen

. Offer adherence counselling

if wanted by patient (FTIC
session 3+4 combined)

. Explain next assessment

in 3 months + offer multi-

month treatment supply until
next assessment + rescript
accordingly

. Explain if next assessment

is normal, will be able to
offer RPCs options for easier
treatment collection

#AIDS2022

!

Clinical concerns

VL >50 copies/ml,
HbA1c >7% or
BP >140/90 or

side effects or ill

. Follow clinical guidelines

management

. Refer for EAC session 1 (unless

clinician not concerned about
adherence)

. Explain next assessmentin 3

months

. Explain after next assessment:

IF NORMAL: can offer RPCs
enrolment

IF ABNORMAL: will consider
treatment regimen switch and
refer for EAC

session 2

Updated in 2020

Limited uptake and
implementation of
this new SOP

Early VL assessment

(following WHO

elevated VL algorithm)

« If no interruption

and overdue for VL .

same day as re-
engagement

« If interrupted ART -
3 months after re- i

engagement

WV @

=

i
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From policy to implementation -
City of Johannesburg SOP 9 Project

1st
objective

RE-ENGAGEMENT IN CARE
SOP 9

an
objectives

aids2022.org #AIDS2022

e Feasibility &
acceptability of SOP
in Johannesburg/
similar setting

e Fidelity of SOP
implementation

e Quantify re-
engaging clients

e Describe clinical
picture of re-
engaging clients

e Measure retention &
viral suppression in
re-engaging clients
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Job Aide for reception staff

Implementation of National Adherence Guidelines SOP o:

RE-ENGAGEMENT IN CARE

\,ﬁ
Improve retention

of patients re-
engaging in care

Support facility-

level AGL SOP 9
implementation

6%6 =
=
=

Set out facility Guide facility
specific re- staff on roles and
engaging patient responsibilities
visit flow

29 July - 2 August - Montreal & virtual

Job aides by facility re-

engagement

Job Aide for Clinicians

Implementation of National Adherence Guidelines SOP g:

RE-ENGAGEMENT IN CARE

\/ﬁ
Improve retention

of patients re-
engaging in care

Y 4
Support facility-

level AGL SOP 9
implementation

o
=
6%6 ==

Set out facility Guide facility
specific re- staff on roles and
engaging patient responsibilities
visit flow

aids2022.org #AIDS2022

role players

Job Aide for Counsellors (and Retention Officers)

Implementation of National Adherence Guidelines SOP g:

RE-ENGAGEMENT IN CARE

\/@
Improve retention

of patients re-
engaging in care

Support facility-
level AGL SOP 9
implementation

o —
o —
o —

Set out facility Guide facility
specific re- staff on roles and
engaging patient responsibilities
visit flow




SOP 9 RE-ENGAGEMENT
THREE KEY PRINCIPLES

1

For returning patients,
the first return visit
experience is critical

2

Not all patients late for

scheduled appointments
are re-engaging patients

Only if they are >14 days after
scheduled appointment
OR
silent transfer from another facility

3

All re-engaging patients

DO NOT have the same
service delivery needs

Easier access to treatment

Psychosocial support

Clinical management



Who is a re-engaging patient?

Assess all patients returning after scheduled appointment date

>14 days

14 days or less after scheduled appointment

RE-ENGAGING (RE) patient

Patient receives care according to AGL SOP 9: Re-engagement

scheduled appointment plan o
Clinical assessment

+ differentiated
follow-up plan
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Details clinical assessment
approach for a re-engaging

patient

STEP 1: Conduct clinical assessment

Step 1: Create safe supportive space for positive patient
interaction

J

Step 2: Check for any clinical concerns

4

Step 3: Check last scheduled visit and discuss reasons for
missing visit

N

Step 4: Discuss any concerns about returning to care

Step 5: Check previous history of disengagements using an
open, non-judgemental approach

!

Step 6: Check VL history

N\

Step 7: Ask patient self-report on treatment interruption

y

Step 8: Decide re-engagement clinical assessment outcome
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3

All re-engaging patients

DO NOT have the same
service delivery needs

Easier access to treatment

Psychosocial support

Clinical management

Differentiates follow-up based
on each patient’s needs and

preferences

Step 5:
Determine
and provide
SOP g colour-
coded follow-
up plan

Interruption unlikely + VLS
within 6m

1. TLD offer
2. Explain RPCs + offer

3. Decanting/CCMDD 6m
script (2x3 month refills)

Interruption unlikely + no VL
within 6m

1. Take VL

2. Explain visit schedule and
RPCs assessment at next visit

3. Script for 1 month

Interrupted treatment + well
(no clinical concerns)

1. CD4 (AHD identification)

2. Explain visit schedule + timing
of RPCs assessment

3. If VLS within 6m: TLD offer

4. Script for 3 month refill

SOP 9 follow-up plans

Clinical concerns or
uncontrolled NCD or VL>50

1. Manage clinically - follow
ART clinical guidelines

I|€—

2. CD4 (AHD identification)

3. Explain visit schedule + timing
of RPCs assessment

4. Script for 1 month




) Sets out procedural steps at
RAIDS 2022 re-engagement visit for
each of the 4 groups

GOLD: Interrupted treatment + well (no clinical concerns) with VL suppression

result or no VL result within 6 months

AHD = Advanced HIV Disease o
VLS = VL suppression Re—engagement visit procedure

Step 1: Take CD4 count IF interrupted ART>90 days

Unless (

Step 2: Assess for TPT

Step 3: Restart ART immediately

Step 4: Explain important to see counsellor and what counsellor will provide

Where clinician is of the view that patient will At facility with case management: Refer to counsellor for Fast Track Initiation
benefit from counselling review and VL education: explain counsellor will also offer case and Counselling combined session 3 and 4
explain importance of seeing counsellor management support combined and low risk CM offer
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And the follow-up visit
RAIDS 2022

schedule

Visit schedule

RE month 3 visit RE month 4 visit
Re-engagement visit
See detailed steps above

If VL>50 copies/ml:
plan including following




¥ Implementation plan

RAIDS 2022
p Phase 2 erwesrera e PNase 4

/e April - May 2022 )

e Develop facility-
based detailed
implementation

plan e Intensive -

e Develop job aides implementation & * Oct - Dec 2022
for all roles in e June - July 2022 monitoring e Continued
facility e Identify |mplerT_1en_tat|on

implementing & qualitative
p— iliti evaluation
facilities
Phase 1 e Stakeholder == Phase 3
engagement
e Initial

implementation

aids2022.org #AIDS2022
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Solange Baptiste, ITPC, South Africa & Geoff Garnett, BMGF, USA
Differentiated service delivery for HIV treatment in 2022
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\

g €




¥

R AIDS 2022

Scaled DSD = HIV
treatment program
resilience

Resilience requires DSD

model diversity for all
people living with HIV

29 July - 2 August - Montreal & virtual aids2022.org

Only scaling individual facility DSD models puts
resilience at risk

Group models need to be rebuilt after COVID-19

Out-of-facility models have policy support but
require scaled implementation

Need to build resilience across the needs of people
living with HIV - TB preventive therapy, family
planning, non-communicable diseases, etc.

Take care to ensure 6-month ART refills do not
derail in DSD model diversity (community-based
and group models)

#AIDS2022
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QAIDS 202 As DSD evolves with the HIV epidemic and

response, identification and solutions in
key areas is required

Guidance from WHO on DSD in these areas is
needed

Service delivery

Country policy is needed to support/guide

transitions healthcare providers

Support required for implementation

Re'engagement Monitoring approaches needed to understand what

is happening and what is best practice

DSD to support sustained retention will be key to
reaching global AIDS targets

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022
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Expanding access to PrEP through differentiated
service delivery: Lessons from COVID 19
adaptations X

Saturday 30 July, 08:00-09:00
Room 517c/Channel 5

i; Differentiated and
- simplified pre-exposure
prophylaxis for HIV
prevention

https://programme.aids2022.org/Programme/Session/434

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022
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The science of differentiated service delivery:
Where we are and where we are going

Monday 1 August, 08:00-09:00
Room 516/Channel 6

https://programme.aids2022.org/Programme/Session/71

) ‘
29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022 4
‘ Qe
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* Want to learn more?
*AID5 2022 Register for our free

course

Differentiated service
delivery for HIV treatment

Free online course

https://ias-courses.org/

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022
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* Want to learn more?
RAIDS 2022 . om -
Visit our website

Differentiated service
delivery website

The compendium website contains tools and
evidence endorsed for use by national HIV s time ghever differently
programmes and country implementing
partners supported by the agencies engaged in
its development.

https://differentiatedservicedelivery.org/

29 July - 2 August - Montreal & virtual aids2022.org #AIDS2022
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oA Download the AIDS
2022 DSD roadmap
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DSD roadmap for AIDS 2022

Wersion 15 July 2022

DSD Roadmap for AIDS

PRE-CONFERENCE

0 » Differentioted service delivery for HIV treatment in 2022, Thursday, 28 July, 09:00 - 12:30
2 2 2 EDT

LIVE SESSIONS (satellites and symposia)

Check out the AIDS 2022 DSD roadmap and

+ |Innovative differentiation: How best to deliver HIV testing, treatment and prevention

- -
d I S Cove r t h e I a te st D S D SCI e n Ce - re - services, Oral abstract session, Room 517b/Channel 4, 10:30 - 11:30 EDT
o Medicoldrones to support HIV differentiated service delivery in an island population in Ugonda -
Rosalind Parkes-Ratanshi {Infectious Diseases Institute, Uganda)
o How efficient are HIV self-testing madels? A comparison of cormmunity, facility, one-stop-shop

CO n fe re n Ce s S a te I | i te S Sy m p O s i a O ra | and phormacy retail distribution models in Nigeria - Victor Abiola Adepoju (Jhpiega Nigeria (an
I 4 /4 affilicte of John Hopkins University), Nigeria)

o How soon shoukd patients be eligible for differentioted service delivery models for antiretroviral

-
a b St ra Ct sessions an d o) Ste rs Frantment>- Syciney Rosen (Bocton Unversity. United States)
[} o The effect of sie-month PrEP dispensing supported with interim HIV self-testing on Prep
continuation at 12 months in Kenya: a randomized implementation trial - Katring Criblod
{University of Washington, United States)
+ Differentioted Testing Services: Best practices and lessons learned re: optimizing HIV
testing and linkage program design, Satellite, Room 524/Channel 9, ICAP at Columbia

University and the Clinton Health Access Initiative (CHAI13:00 - 14:30EDT

» Differentiated service delivery for Advanced HIV Disease: a health systems
strengthening approach to improving the coverage and quality of AHD services, ‘
i

Satellite, Reem 511/ Channel 7, ICAP at Columbia University, 18:15 - 19:45 EDT

https://bit.ly/DSD AIDS2022

Saturday, 30 July 2022
+ Expanding access to PrEP through differentiaoted service delivery: Lessons from
COVID-19 adaptations, Sotellite, Room 517¢/Channel 5, 1AS - the International AlDS Society
and the World Health Organization, 08:00 - 09:00 EDT
+ Init together: Howto integrate health services for specific populations, Symposium,

Room 517¢/Channel 5, 11:45 - 12:45 EDT

29 July - 2 AUQUSt - Montreal & Vlrtual a|d52022-0rg #AIDSZOZZ o Improving autcomes through integrated HIV, diabetes and hypertension care in sub-Saharan

Africa, Shabbar Jaffar {Liverpool School of Tropical Medicing, United Kingdom)
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https://bit.ly/DSD_AIDS2022

