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All of AIDS 2022 content
was considered

o Abstracts
» Late-breaker abstracts
» Oral abstract presentations
= Posters
o Pre-conferences
o Symposiums and bridging sessions
o Satellites

Download the complete DSD roadmap for AIDS
2022 here.



https://differentiatedservicedelivery.org/Portals/0/adam/Content/_8GuTTr6iUS2ZQ4Q-uIvoA/URL/DSD%20roadmap%20for%20AIDS%202022_version_15%20July.pdf

RIAS

Content summarized by thematic area

1. DSD for HIV treatment

2. DSD for PrEP

3. DSD for HIV testing and linkage
4. Re-engagement
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1. DSD for HIV treatment

« DSD for HIV treatment in 2022

« Quantitative

« Qualitative

« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB

« Specific populations

e Advanced HIV disease

« Cost and cost-effectiveness



RIAS

Differentiated service delivery for HIV treatment in 2022

o Pre-conference spotlighting the important role of DSD In supporting HIV treatment
continuity and re-engagement in care of people living with HIV who have experienced
treatment interruptions.

o Included three thematic areas:

Sessions 1,2a~d 3 Access slides here



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference
https://programme.aids2022.org/Programme/Session/488
https://programme.aids2022.org/Programme/Session/489
https://programme.aids2022.org/Programme/Session/490
https://programme.aids2022.org/Programme/Session/488
https://programme.aids2022.org/Programme/Session/489
https://programme.aids2022.org/Programme/Session/490
https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

fIAs  What changes require service
delivery transitions?

Pregnancy status

Age

«Child to adolescent * Non-pregnant to pregnant
* Pregnant to mother-infant pair

*Adolescent to young adult Chq nges thqt e

Young adult to adult

-Adult to older oolult require service i —
delivery (hon-pregnant)

Cél n|:,c°ﬁl1! transitions Preferences or
stapllity model availability

* Suppressed viral load to elevated viral load* « Migration {location change)
* Well to unwell* « Facility to community model*

* Interrupted care to re-engaged in care * Individual to group model*

* bi-cfiroci ol

From Lynnc Wilkinson, Sossion 2, DSD pro-conforchce



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

2Ias  Types of service delivery
transitions

Transitions
lifelag
intensive to
less intensive
DSD modelst

Transitions
from less

intensive to
Transitions between less more

iIntensive DSD models iNntensive DSD
(lateral move) maodels ("up-
referral”)

("down-
referral”)

tincludes first time and transition back following o period of increased intensity

From Lynnc Wilkinson, Sossion 2, DSD pro-conforchce



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

QUAS Transition risks

The person being transitioned:
o Is not ready for the transition

o has not fully understood or
agreed to or accepted the
transition

o loses or perceives to lose @
valued service component

The health system processes may
fall to support an effective
transition

o Nho/poor transition planning
o system failures

For example

prescription not submitted to appropriate
drug supply system,

ART refills not supplied to location for
collection,

ART stock outs, etc.



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

RIAS

Impact of poor
service delivery
transitions

Pregnhancy status

Changes that require

service delivery
transitions

. . - Preferences or model
Clinical stability availability

Increased treatment interruption
and losses to care occur during
transitioning IN/OUT/BETWEEN
DSD models

Reduced client satisfaction with
poor transition planning and
practices

Need to pay increased
attention to service delivery
model transitions and their
impact on outcomes.

From Lynnc Wilkinson, Sossion 2, DSD pro-conforchce



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

RIAS

1. DSD for HIV treatment

o DSD for HIV treatment in 2022

* Quantitative

« Qualitative

« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB

« Specific populations

e Advanced HIV disease

« Cost and cost-effectiveness



From Julio Pacca, DSD satellite

Viral suppression and long term retention outcomes analysis:
Expanded eligibility criteria and increased enrolment in 3MMD

Expanded Eligibility Criteria il Resls

Both cohorts achieved viral suppression rates of 91%.

- o2 94.4% 97.4%
Adults Adults
>~
70% [ 53%
Female " Female
wﬁ{%},‘ﬁ

wamta Reduced the time on ART No need for laboratory
EE required for 3MMD eligibility tests to verify eligibility
from 6 months to 3 months (CD4 or viral load)

6’9\ Methodology

Retrospective cohort study of routine data collected from electronic
medical records of patients enrolled in 3MMD on/after 30*" March
2020, from 20 high-volume health facilities in four provinces (48% of
all patients active on ART on those provinces).

100% 98% 100% 99%
83%

91%

mm

Cohort | Cohort 2
Patients who met 3MMD Patients who started ART on/after |t Expanded access to
eligibility criteria before the November 2019 and became eligible for ~ 3MMD had no negative

change in policy : 3MMD due to the change in policy impact on patients’ viral

T load suppression (both
All patients were followed until September 2020 to assess viral load o
at 91%) or long-term

suppression (VL<I,000 copies/ml after at least 6-months on ART), and until .
May 2021 to assess long-term retention in care (>12 months on ART). retention. Cohord EitodD

)
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(]
ES

83%
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https://programme.aids2022.org/Programme/Session/71

Once-off home delivery of 3-months of ART

Enrolment analysis:
. . . supply for people who missed appointment
Communlty dlspensmg of ARVs (CDA) strategy thereafter returning to facility-based 3MMD

Q‘O How it Works @ Results

Evolution of the number of clients enrolled in CDA benefits from health providers’
CDA as % of active clients on ART (TX_CURR perspectives
List of clients
Return to 3MMD |

only in sites with CDA), Q4FY20-QIFY22

missing
appointments (M&E
team 300,000 281,600
000 ) 268,101
6.3%
m 250,000 236,101
211,178
Adults 200,000 182,593 10.7%
Adolescents - _ Reduce
Children >2 yo oo ’ Prevention of drop-outs and demand at Improve
i 7.1% increase of active patients health facility | quality of care
5.9% ’ - e T

100,000 _

CDA for clients who Telephone z '“_3

accept (clinical officer/nurse calls/home visits to 5 000 5
and pyschosocial support offer CDA 3 - - 5 et
worker) (counselors) , meess - 3 Reduce | cenine stigma

2020Q4 2021Q1 2021Q2 2021Q3 2021Q4 2022Q1 e a waltlng tlme "
Tx_Curr = DCA e— 0/, DCA at health
facility

@’l Methodology Way Forward

Mix-method
pemernocs: o _ * As of the end of QIFY2022, | |13 health facilities were implementing CDA by health providers;
* Analysis of weekly monitoring data; T ) i )
The strategy was formally approved by Ministry of Health and included in the updated national

* Semi-structured interviews with health i o diff ted dels of )
Sl (G el ) guidelines for differentiated models of services.

From Julio Pacca, DSD satellite



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

RIAS

Differentiated models of care combining three-
month refills and community ARV drug
distribution helped keep patients on care and
treatment during the COVID-19 pandemicin
Tete province, Mozambique

« Comparison of the number of current patients active
on ART to determine how maony patients were
participating in 3-month drug distribution (3MDD) and
community ARV dispensation in 33 ECHO-supported
health facilities from October 2020 - September 2021

o 84% of 69,087 active patients were participating in
3MDD and 13% where utilizing community drug
dispensing.

« 3MDD enrollment increased by opprox. 11,162 patients.

« Community ARV dispensing, initially at 8% of ARV

dispensation in October 2020, grew to 16% by end of
September 2021.

https {fproara~me. ds?027 orgifbstrac/Abstract/Pabst o d=651«

Community Distribution of ARV (CDA) trend as a % of Tx_CURR
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Key Message: Combining 3MDD with
community ARV drug distribution reduces

dropouts and increases the number of active

patients on treatment.


https://programme.aids2022.org/Abstract/Abstract/?abstractid=6514

RIAS

Expanding three-month drug distribution
eligibility in Mozambique: impacts on viral load
suppression and long-term retention

Expanded elegibility criteria:

alm'a Reduced the time on ART required for
EEEH 3MMD eligibility from 6 to 3 months

No need for laboratory tests to verify

eligibility (CD4 or viral load)

* Cohort 1 (C1): Patients who met 3MMD eligibility criteria before
the change in policy.

« Cohort 2 (C2): Patients who started ART on/after 1st
November 2019 and became eligible for 3SMMD due to the
change in policy.

All patients were followed until September 2020 to assess VLS

(VL<1,000 copies/ml after at least 6-months on ART), and until

May 2021 to assess LTR.

November 1, March 30, September 30, May 31,
2019 /a0 S 2020 2021

y
>

ART inclusion: C2 IMMD inclusion: VLS assessment: LTR assessment:
c1+C2 All eligible C1+C2 C1+C2

{change in policy)

Allps Aperograrm e aidds 2024 arg S Ahst rac Ak bracl P obslrachio =861

13,041 patients were included (8,009 in C1, 5,032 in
Q C2); 70% were female in C1 and 53% in C2, and
€3 - € 5.6% were children in C1 (ages 0-14 years) vs 2.6%
in C2.

Distribution of patients in an optimized ART regimen
was equivalent across the two cohorts, with 98% in
C1vs 99% in C2.

=

(=

alm'a The distribution of patients by time on ART in C1
E was: 11.5% <1 year; 14.5% 1-2 years, and 73.6% =2
[
i

years.
Viral load suppression was 91% for both cohorts.

Long-term retention was equivalent between both
cohorts (83% in C1 vs 81% in C2), and for both,
83% of patients still on ART were also still on 3MMD.

These results support the implementation of the expanded
3MMD policy beyond the COVID-19 response.

Conclusion: Expanded access to 3MMD for HIV treatment had

no negative impact on patients’ viral load suppression and on
long-term retention.



https://programme.aids2022.org/Abstract/Abstract/?abstractid=6611

RIAS

2 .
A -

2AIDS 2022 Methods

Objective: Evaluate the effect of DSD models on healthcare workers’ job satisfaction,
workload, and time use

= Selected public sector clinics in Malawi (n=12), South Africa (n=21), and Zambia (n=12)

= Quantitative and qualitative survey of providers
®  Convenience sample of <10 DSD providers per facility between April 2021 and January 2022

" Used principal component analysis to create an index score for job satisfaction

* Explored associations between key variables and low reported job satisfaction
= Time and motion study

® Convenience sample of <5 clinical DSD providers per facility

® Each provider observed for 1-2 days

® Estimated mean time (minutes) spent per provider per day on each activity. stratified by the proportion of
clients enrolled in DSD models at that facility and by facility size

From Nkgomeleng Lekodeba, DSD satellite



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

RUAS Results: Workload

Figure 1: Provider-reported changes after DSD-implementation Figure 2: How did DSD implementation affect your job?
100%
| spend more time in training I 90%
80%
| have more management/administrative
responsibility 70%
60%
| work shorter hours
50%
| can spend more time with individual clients ; 40%
30%
The queues are shorter _ 20%
10%
s fewer petients each dav 1
0%
Malawi South Africa Zambia
0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
M Malawi ® South Africa B Zambia B Freed up my time ™ Made my job easier = Changed how my clinic was managed

From Nkgomeleng Lekodeba, DSD satellite
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Results: Time and motion (DSD uptake)

Figure 4: Average minutes spent by provider per activity per day

Average minutes/provider/day

Average number of clients

700 seen per provider per day
17
27 /
600 24 (01 19
22 27 66
500 122
B
300
0
<90.2% >90.2% <47.7% >47.7 % <85.0% >85.0%
median DSD median DSD median DSD median DSD median DSD median DSD
uptake uptake uptake uptake uptake uptake
Malawi South Africa Zambia

m DSD-related tasks
Free time/no clients

m Client-related tasks
I General admin/meetings M Personal breaks

M Direct client care

Compared to facilities with low DSD model uptake,
providers in facilities with high DSD model uptake:

Worked
longer or
shorter days

Spent more or
less time on
direct client
care

Spent more or
less time free
or on breaks

Spent more or
less time on
client-related
tasks

Saw more
clients per day

From Nkgomeleng Lekodeba, DSD satellite

Malawi

-32
minutes/day

+21 minutes

-16 minutes

-31 minutes

+10 clients

South
Africa

+27
minutes/day

-52 minutes

+49 minutes

+27 minutes

+3 clients

Zambia

-70
minutes/day

+36 minutes

+7 minutes

-70 minutes

+2 clients
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Results: Time and motion (client volume)

Figure 5: Average minutes spent by provider per activity per day

Average minutes/provider/day

600

500

400

300

200

100

Average number of clients

27 25 seen per provider per day
'
22 49 61 20
31
69

76
a2 3 57 o

70
.

< 4,592 > 4,592 <2,959 > 2,959 <3,912 >3,912
median ART median ART median ART median ART median ART median ART
client volume client volume client volume client volume client volume client volume

Malawi South Africa

Zambia
m Direct client care M Free time/no clients

B DSD related Task

1 General admin/meetings

Personal breaks Clients related task

Compared to facilities with low ART client volume,
providers in facilities with high client volume

Worked
longer or
shorter days

Spent more
time on
direct client
care

Spent more
or less time
free or on
breaks

Saw more
or fewer
clients per
day

Malawi

-83
minutes/day

+22 minutes

+69 minutes

+9 clients

South
Africa

+3
minutes/day

+18 minutes

-2 minutes

-2 clients

Zambia

+72
minutes/day

+26 minutes

-60 minutes

+5 clients

From Nkgomeleng Lekodeba, DSD satellite
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How do nurses spend their time? A time and
motion analysis in the context of differentiated
service delivery at primary public healthcare
facilities in South Africa

« Time and motion study at 10 primary clinics (5 rural and 5 urlban) in 3
districts in South Africa

«  Compared to facilities with low DSD model uptake, nurses in facilities
with high DSD model uptake:

worked slightly shorter days (-13 minutes),

had more free time/breaks (26 minutes),

spent substantially more time on client-related tasks (42 minutes),
general administration/meetings (18 minutes), and

spent slightly less time on direct client care (11 minutes)

* Nurses in facilities with high DSD uptake spent slightly less time on direct
client care but more on reloted activities; they did not see more
clients/day.

https {foregrem~e.gids?077 orgifhostract/Absirocy abstractio=/633

Average minutes spent per activity day by nursesin South African clinics

. - .
§2En per nurse per day

o
(=)
[=]

wm
(=]
(=]

s
=]
a

i
[=)
[=]

48

61

AN T TN LS Rl Iy R R Gy
F
=1
=]

=
(=
[=]

a7
aE

= [ = - I

s [ e

==
.
i

g L

o

d1.7 % »47.7%  rural facilities urban facilites < 2,609 = 2809
median D50 median DD median ART  median ART
uptake uptake client volume client volume:
Eree time/no cllents W Perzonal tirme/breaks
B General adminlstratlon/meetings DE0-rmodel related tasks
W Client-relatad tasks W Direct clisnt care

Conclusion: Effective reallocation of providers’
time may enhance facility performance, reduce

the amount of unproductive time each day,
and reduce stress on frontline providers



https://programme.aids2022.org/Abstract/Abstract/?abstractid=7633

Number and percent of interruptions in treatment (lIT) by duration on ART
and sex, July -September 2021, Across 45 countries

R I B S Alerealizral AlNE Sor aly TIOTIATY.0

£ 300,000 9% §
£ 267,571 e B
g 250,000 806 @ 5% 2
§ 200,000 6% _:E
- . . o . _QE_J 150,000 182.68 ::f E
High rates of interruptions in HIV treatment in 8 g
- - - 6 S e _6
people living with HIV on ART less than three 5 500 % =
. £ 15,287 1% o
months across the age continuum 2 o —_— on &
T IT nT nT
(<3mo.on ART) (23 mol. on ART) (<3 mo. on ART) (23 mo. on ART)
Female Male
« Routine programme data from 45 countries receiving PEPFAR support
fOt’ HIV §erwces bejt\’\{een Ju'Y _ September 2021 was OH’]OWZ@d to Number and percent of interruptions in treatment (lIT) by duration on ART
determine trends in interru pthﬂS N treatment (”T) and age group, July -September 2021, Across 45 countries
« Qverall, 2.7% of females and 3.0% of males on ART experienced IT g 0% (87%) (85%) _ ol
& 100,000 81%) (B1%) (80%) (78%) (79%) & E
£ %z
; ; = 80,000 % £
« The overall rate of treatment interruptions across PEPFAR-suppoerted o 5% g
low during this investigati iod. H the risk of & 42 (57 %
programs was low during this investigation period. However, the riskof - g " G = G 8
H - a 5, = — 40.00C D.L/0 o, —
interruptions for those on ART less than three months is a critical 5 e o % o
challenge across sex and age groups 8 . J % 8
> 0 0% @
< 15-19 20-24 25-29 30-34 35-39 40-49 50+ >
(T |7 FollT o ZIT
(<3 mo. On ART) (23 mo. On ART) (<3 mo. On ART) (23 mo. On ART)

Conclusion: Targeted interventions for people living with
HIV newly initiating ART should be prioritized to ensure

treatment continuity, especially in the era of multi-month
dispensing.

https {fpreara~me.Q ds?022 org/fbstract/Aostract/Poostacs d=1"545



https://programme.aids2022.org/Abstract/Abstract/?abstractid=11565

RIAS Accelerated uptake of MMD across PEPFAR

Number and proportion of all ART clients on MMD in 21 PEPFAR supported
countries, (Oct 2019-Dec 2021) By Q4 2021, 36% of

e 4,584,043 [N PEPFAR ART clients
55% on 6MMD (4.6M)
12,000,000
10,000,000 By Q4 2021, 449, of
PEPFAR ART clients
on 3-5MMD (5.7M)
8,000,000
6,000,000 -
5 682,523 From Oct 2019
20% Dec 2021, the
OO proportion of ART
2 660,000 0% clients receiving

MMD increased

from 49% to

0%
Oct-Dec '19  Jan-Mar '20uI-Sept '20 Oct-Dec '20 Jan-Mar '21 Apr-Jun'21 Jul-Sept 21 Oct-Dec '21 80% (> 10M)

mmm Not Reported mmmm < 3MMD mmm 3-5MMD =l 6MMD  ====0/p 3-5MMD =m0/ 6MMD

From Lauren Bailey, Session 1 DSD pre-conference Source: DATIM



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

RIAS Including children and adolescents less than 15
years of age

Number and proportion of ART clients <15 years of age on MMD in 21
PEPFAR supported countries (Oct 2019-Dec 2021)

600,000 60%

By Q4 2021, 13% of

ART clients <15 were
on 6MMD (68,000)

500,000

0
46%
400,000
252,456
300,000
200,000
100,000

7%

Oct-Dec '19 Jan-Mar '20uI—Sept '20 Oct-Dec '20 Jan-Mar '21 Apr-Jun '21 Jul-Sept '21 Oct-Dec 21

mmm Not Reported mmmm < 3MMD mmm 3-5MMD = 6MMD  e===0 3-5MMD a0y 6MMD

By Q4 2021, 47% of
ART clients <15 were
on 3-5MMD (252,000)

From Oct 2019-Dec

2021, the proportion of
ART clients <15
receiving MMD
increased from 27% to
60% (320,000+)

0%

From Lauren Bailey, Session 1 DSD pre-conference Source: DATIM
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RIAS No decline in viral load suppression (VLS)

PEPFAR trends in MMD, viral load coverage (VLC) & viral load
suppression (VLS)

12,000,000 oo
91% 92% 93% 93% 94% 95% 95% 00
10,000,000 o
8,000,000 /0 ZR 71% A 70%
60%
6,000,000 o
40%
4,000,000 o
2,000,000 20%
10%

_ 0%

Apr-Jun '20 Jul-Sept '20 Oct-Dec '20 Jan-Mar '21 Apr-Jun '21 Jul-Sept '21 Oct-Dec '21
s 3-5MMD mm6MMD =——VLC =—VLS

Source: DATIM, South Africa and Ukraine not included

From Lauren Bailey, Session 1, DSD pre-conference
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The effect of multi-month dispensing of ART on
viral load suppression rates in 18 PEPFAR-
supported countries

*  Quarterly PEPFAR program data from Octo 2018 - Sept 2027
in 18 PEPFAR-supported countries with aon average MMD
reporting completeness date > 80%

* Results:

«  Scale-up of MMD was moderately positively correlated
[r=0.275] with improved viral load suppression, A fixed-
effect regression on VLS and MMD using robust
standard errors, suggests ¢ positive correlation
between lagged MMD aond VLS (beta = 0.032; SE = 0.017,
o-value = 0.087, Cl = -0.006 to 0.069)

*  Large HIV programs have successfully scaled-up MMD to
catients while sustaining and increasing VLS rates in real-
world settings, supporting data from clinical trials,

https {fprogror ne.o ds?027 org/AbsTroc/Abstract/Pebstractid=7719

Across 18 PEPFAR-supported countries, the rollout and scale up of multi-month dispensing of antiretroviral
therapy was associated with stable and increasing aggregate viral load suppression rates. Overall fitted

1009 - o . o O

Future viral load st €510 s y .
rates do not appear to be nega- / ' : v L A oy %
tively influenced by the scale-up /~ . b~ : .

of MMD /

504

.‘L"

3+ month MMD as a share  __
f total individuals on .

of tota 3
treatment for 2 single SNU

¥

Mutti-month
dispensing reporting
introduced

t-18(Q1 Q2 Q3 Q4 0ct-191(Q1) Q1 Q2 Q3 0ct-20(Q1) Q2 Q3 Q

Figure 1. Correlation between chonges in MMD and aggregate VLS rotes by sub-natienal unit in 18 PEPFAR-supported countries {Angola, Burundi, Comeroon, Cote d’lvoire,
Democratic Republic of the Congo, Eswatini, Ethiopio, Kenya, Lesatho, Molowd, Mozombique, Nigeria, Rwanda, South Sudon, Tanzanie, Ugando, Zambio and Zimbabwe).

Key Message: MMD was positively correlated with
improved VLS in 83% of the 18 countries that were

analyzed. Aggregate PEPFAR VLS rates were not
negatively impacted by the scale-up of MMD.



https://programme.aids2022.org/Abstract/Abstract/?abstractid=9219
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How soon should patients be eligible for
differentiated service delivery models for

° - Figure 1: Relative risk of loss to follow-up within 18 months of DSD enrollment for Early Enrollers of DSD
G ntl ret rOVI rq I trea tm e nt? models compared to Established Enrollers, stratified by DSD model and ART months dispensed
Adjusted RE [35% ¢1]
All patients (n=32,197] HH 0,59 10.50-0us8]
« Routine dato on DSD models in Zambia to evaluate loss to follow-up o [[[TEe————Es ° e
(LTFU) comparing patients enrolling in DSD models early vs those who Ao .
did so later (>6 months) E“ i . i
BEE | pastTrack o 0.74 050
° ReSUItS: _‘EE Hame ART Dalivery (n=1,328) -—s 0.18{0.06-0.41]
. For 6,340 early enrollers and 25,857 established enrollers, there were no important 5 Wit month Dispersing (n+20,653 o Lol
differences between the groups by sex (619% female), age {(median 37 years), or T AT - 40(026.059
setting (65% urban) ég —— e M
* ART refill intervals were longer for established vs early enrollers (/2% vs 55% were | a6months (r22,186) o 0671053082
given 4-6 month refills) .
«  LTFU ot 18 months was 3% (192/6,340) for early enrollers and 5% (24,646/25 857) for
established enrollers
*  Early enrollers were 41% less likely to be LTFU than established patients
« Patients enrolled early after ART initiotion in DSD models in Zambia el Mlene Cirfering DL rroelel ety te et

were more likely to be retained in care than patients referred after they least some ART patients <6 months after ART
were established on ART,

initiation may help address high attrition
during the early treatment period.

hittps {fprogrem-e gids?077 org/Aostract/Absroc/Pabstrocticd=6147
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Patient-initiated clinic appointment enhances
retention and adherence to ART among adults
living with HIV

* In 2021, Ministry of Health in Malawi with support from Kamuzu
University of Health Sciences piloted a patient-initiated clinic
appointment (PICA) strategy.

« The PICA strategy, o patient-centered innovation, empowers
individuals who are stable on ART to choose their preferred
next clinic appointment tased on their schedules

 Lessons learned

Between June and December of 2021, Bwanje Health Center had 216
patients registered in the HIV program, including 1/ new patients

Patient retention increased frorm 87% to 999%

Adherence to ART {estimated by pill count) also increased from 83% to
F7%

Only 8 patients missed their scheduled clinic appointments by more
than two weeks

22 patients (10%) came to the clinic earlier (between 1-14 days) before
their scheduled appointment due to their anticipoted busy schedules

https {progrom-e.gids?077 org/Aostract/AbstrocsPabstroctio=11815

MNumber of patient visits

Monthly patient visits at ART clinic

B8O I
70
B0
50 |

1
40 I

e A tIA] VisiTS

30 I

| == Expected visits
20

|
10

i
g |

lan Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec
Months 2021

Conclusion: The patient-centered PICA strategy

can improve retention and re-engagement in HIV
care.
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What are the 12-month retention and viral
suppression outcomes for South African ART clients
enrolled in DSD models compared to conventional

care?
Characteristic Eligible Eligible Not eligible  Not eligible Total RETAINED IN CARE AT 12 MONTHS
X i X for and for but - forand for and ® Alive and in care  m Transferred Lost to follow up Died
. Routine data ana |y5|5 to determine one- enrolled notenrolledin  enrolled  not enrolled ¥ ® ®
. . . in DSD DSD in DSD in DSD o 3 & PS
year retention and viral suppression of 7=8,979 71618  n=1318  n=20,076 N=51,987 R
clients enrolled in DSD models. n__ % n_% _n % n_% N
Age £
* Results: 15-19 10 1% 79 1% 8 1% 601 3% 698 EE £ % g g% s £ S ox
Among 12,120 clients enrolled in DSD and 20:24 o e iR Aan A e ELIGIBLE ELIGIBLE NOT ELIGIBLE NOT ELIGIBLE
: = 25-49 6,753 75% 16,171 75% 989 75% 15,096 75% 39,009 RARD A il sl
22,551 ART clients eligible but hot enrolled  ses 2,098 23% 4,818 22% 288 22% 3,149 16% 10,353 Eifdiien  HOTERROLLED:  FNRDLLED!  HOTERROLLES
in DSD, retention was 95% ond 93% Gendes N Ds0 N Dso N Dso N Dso
f ' Female 6,419 71% 15,149 70% 935 71% 13,134 65% 35,637
respectively Male 2,560 29% 6465 30% 383 29% 6,942 35% 16,350 VIRAL SUPPRESSION IN MONTHS 3-18
V”,Ol Suppr’eSSIOﬂ ]cor_ thOS@ W|th 0 VL Time on ART at cohort start 3 lVLsuppresse: = VL unsuppressed No VL within 3-18 m
- 0 0% 0 0% 1 1% 923 5% 924 ] ) £
measure was 95% for both groups, but ey 2 8 4 %
_ s MR 6-12 months 0 0% 0 0% 1 1% 821 4% 822 3
29% of those in DSD models and 16% in 1-2 years 17 1% 267 1% 16 1% 2,879 14% 3,179 .
Comventiongl CO re hod no VL 2-5 years 2,057 23% ?,804 36% 386 30% 8,563 43% 18,810 § § ::; I § a
5 years + 6,905 77% 13,543 63% 892 69% 6,857 34% 28,197 E g = X -
meagsurement recorded. iast-viral load result - hid - m
Retention and VL su ression were <400 ¢/mL 8,979 100% 21,614 100% 1,022 78% 10,337 51% 41,954 ELIGIBLE ELIGIBLE NOT ELIGIBLE NOT ELIGIBLE
higher for those W|t|’F])E)] known 400-1000 ¢/mL 0 0% 0% 1Brax 1189 B L300 EFNORROTL“EDD No:(;::CL;ITLED EFl‘JORROt?EDD No:%z:gaeo
g d V|_ i . DSD || . 1000+ ¢/mL 0 0% 0 0% 81 6% 2,844 14% 2,925 IN DSD IN DSD IN DSD IN DSD
suppresse Orior Lo enrolmen No VL on record 0 0% 0 0% 93 7% 5,706 28% 5,799

(Y3%) than for those with o known

Plgiiel el elg=rt1ole RUN olglol@TeRDRINECIIEel (ISl Conclusion: DSD model enrolment conferred a minor benefit to retention and equivalent viral
(87%) suppression aver one year of follow-up compared to conventional care for clients eligible for DSD
enrolment.

https {fprogra~me.g ds?d22 orgiAbstrac/Abstroct/falkst oo d=754%
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Figure 1. CHCD health facilities and PUF, as of Oct. 2020

RIAS —
700
600
o
Community health commodities distribution to - %
address community needs during COVID-19 0 L
pandemic in Eswctini Mumber of health Mumber of healith Mumber of Mumber of
facilifies planned facilities actually planned functional PUP
to implementing  implementing community PUP
CHCD CHCD

* In March 2020, Eswatini launched the Community Health
Commoeodities Distribution (CHCD) as an emergency response to
COVID-19.

« By October 2020, $7 out of the 141 facilities offered CHCD services Figure 2: Clients enrolled and received CHCD, Apr — Oct 2020
during the pandemic,

«  Community members and patients were informed about

services in their catchment areas by Expert Clients (EC) during 50000 £2040
visits to health facilities. 50000
. . . 40000
«  From April to October 2020, about 23,906 clients received CHCD 20000 o 26480 .
services. Facilities added different curative and HIV related 20000 0%
services based on client specific needs, and availability of 10000 .
commodities. 0
. . Mumber of clients Mumber of clients Mumber of clients
o No data on ART refills collected from this mode! offered CHCD enrolled in CHCD  received medicined

through CHCD

Key Message: Standardization of services to all
pick-up points is recommended and there is a

need for public health facilities to integrate CHCD
in their outreach programmes.

https {fproora~me o'ds?022 crg/fbstroct/Acstract/ aost oo d=58443
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Aleeealinral Al Sar ely oIty 5 Figure 2: Enrollment in DT and viral suppression rates: 2016 - 2020
R I AS 180,000 100%

; 164,33698%
160,000 979 o

o
140,000 96%

B
%
:=g 120,000 94%
o ] - ] a - q—) 92%
Eswatini's Differentiated Service Delivery (DSD) g B —— 90%
a I » & 80,000 )
models: adaptation, scale-up and monitoring 5 soom .
E 40,000 84%
* Routine data in Eswatini g o : -
0 80%
«  National HIV annual program reports (2016-2020), CMIS quarterly reports (2020-2021), 2016 2017 2018 2019 2020
results from differentioted treatment (DT) client satisfaction study, and Eswatini's CQUIN —Recipient of care enrolled in DSD  + Suppression %

annual meeting reports and capability maturity model dashboard staging (2018-2021)

Figure 3: Differentiated Treatment Models in Eswatini
* Lessonslearned:

Mainstream ART
* The proportion of health facilities (HF) implementing DT grew from 22/176 (29%) in 2016 to el /
1937202 (96%) In 2020, the proportion of ART clients enrolled in DT rose from 13,791/1/4,103 Teen Clubs m
{7.9%) In 2017 to 164,336/204,286 (80.4%) in 2020 (Figure 2) e el
*  Eight current models include 5 facility-based, (Mainstream, Fast Track, Family Centered - / \
Facility Based

Tveatmem Model

Care, Treatment Clubs, Teen Clubs) and 3 community-based models (Qutreach, -
Community Drug Distribution, and Community Antiretroviral Therapy (ART) groups) (Figure

K g s
[

o Al DT models offer 3MMD or sMMD

° Ad hOC StUdieS iﬂdiCOte hlg h |eVEIS Of C”ent SOtISfO Ct]on Models of ART Delivery. Peopleontu;eatment may choose any model of ART delivery and are free to
switch from model to model for as long as they are eligible for the model of delivery

* National systems cannot yet compare viral load suppression (VLS) for clients in different
models, but VLS for all PLHIV an ART increased from 0% (males) and 919 (females) in 201/
to 96% and 97% respectively in 2020 (Figure 2}

Key Message: Eswatini has markedly
scaled up DT coverage and diversity,

ensuring that HIV treatment is
responsive to the needs of different
groups and sub-populations.

https ffprocrar ne.o ' ds?i22 orafAbstract/Abstract/Pabstact d=43/9

VL Suppression
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Different Anti-Retroviral Therapy dispensing
intervals and distribution of adverse follow up
outcomes in stable patients

Proportion of missed appointments and lost
follow up based on appointment intervals

« Extending clinic appcintment intervals by dispensing more 20.00%
medication to stable patients was one of the strategies which
can be implemented without any additional resources, it can y 25-00%
minimize patient's opportunity cost, clinic congestion and 2 50.00%
improve quality of care, s
« Atotaol of 68,824 stable patients visited study sites ot least once é 15.00%
between 1st September 2019 and 31st August 2020 in Myanmar 210.00% .
o

« Visits with the shortest appointment interval had the highest 5 00% ' L 62% 5 o .
proportion of missed appointments, and LTFU. : %% ‘g 16%

* 3 months and > 6 months intervals had a similar proportion of lessthan 3 1month 3 months  >6 months
adverse follow-up outcomes. weeks

0.00%

Appointment intervals

m Missed appointment  m Lost to follow up

Key Message: It is recommended to extend the
analysis to assess the effect of facility-level

facteors, individual factors and clinical
coenditions on adverse follow-up cutcomes.

https {fprogra~me o'ds?077 orgifbstroctiAostact/?acstractid=1175<
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Differentiated service delivery to mitigate the effect of
Armed conflict on ART: lessons learnt in Cameroon from
2018 - 2021

« In 2018, a mitigation plan was developed for the two regions with the
disruption of services as a result of the conflict. Main intervention areas:

Community ARV dispensation using health care providers
Multi-month dispensation of ARV for displaced patients

Opening o health facility in most at risk zone on an agreed appointment day for treatment
refills

*  Use of reference card to link displaced patients on treatment in the host region
* Routine data analysis by the ART programme between 2018 and 2020

* The number of patients maintained on ARV 12 months after initiation increased
from 68% in 2019 to 80% in 2020 in the north-west region and from 71% to 78%
in the south-west

e Retention in 24 months after initiation increased from 63% to 69% in the north-
west and 539% to 67% in the south-west

«  Number of patients on treatment in the two regions increased from 33,645 to
40,469 and from 23,775 to 30,055, respectively

https {progrom~e gids?077 org/AostractiAbstrocs/Pabstroctic =6324

Key Message: While measures to
mitigate the impact of conflict on the
health of people living with HIV have

led to positive results, a broader plan is
needed that includes plans to improve
viral load coverage.
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Pivoting differentiated distribution to improve
access to medicines for PLHIV in South Africa
during COVID-19

107% CCMDD hih level process

Dwuring COWID-18, registered
patients grew 107% to over 4.72
million registered on CCMDD by
October 2021.

Private sector
involvement

Project Last Mile supported NDoH in 6 1 0/ EF‘SIE’BT
adapiing methods for rapid u 3 .~ =13mle, adhersret ang
decanting, resulting in 61% of the of CCMDD patient | suprszeac patisnts
patient universe collecting their universe
medication through CCMDD * 1 taciilty
external pick-up points. e o mar
==
\ielts todecanting modadities
The numbar of active patisnts gvery 2- 5 mantfiz
collecting at external pick-up |
points increased by 55%, with %._ .
- an average waiting time of less i
1 0 m l n than 10 minutes.
Conclusion: The methods adapted by Project Last
Mile demonstrate how leveraging private sector
Most new patients opt to -» pick-up points offers a solution that can flex with
collect from 2,848 external = 2% e . o o . . L -
pick-up points, supporting _— the growing burden of non-communicable
mnorezzed patient benafis. 848

diseases. CCMDD provides o solution that gives
patients agency to look after their wellness and
frees public sector doctors and nurses to manage
iliness.

extemnal pick-up points

https {fprograr me.g ' ds?d2 7 org/Abs caciAbstract/Pohstractid=5031



https://programme.aids2022.org/Abstract/Abstract/?abstractid=5031

R I a S Alerealizral AlNE Sor aly TIOTIATY.0

Overall Improvement in retention

The positive mpact of multi-month dispensing 4500 -
3 & ° 4000 4
(MMD) of ARVs on client treatment continuity 500 |
3000
+ Longitudinal guantitative retrospective cohort study of clients initiated 2500 1
on ART over a three-year pericd (2018 to 2020) in Ghana. ]
+ Dota collected from 58 health focilities that were grouped as district 1000 -
hospitals (DH) being secondary level sites or health centers (HC) being 5‘“:-: _. |
pr’imo ry |eve| S|te5 Entolied Active Before Active After Enralled Active Before Active After
* Results: = =
mDH mHC
*  Overall retention on ART significantly improved from 6/7% to 98%
«  Significant difference in ART retention at HCs compared to DHs (99% and 92%
respectively MMD is higher in DH than HC across age groups
«  MMD was the major contributing factor for the significant increase in client retention
on ART 120% -
*  Significant differences in MMD among men compared to wormen
T00%
Conclusions: a0 4
* Program implementers should integrate
monitoring systems that ensure proper MMD Gl 1
tracking and provision for all eligible clients. i
Policy makers should consider adjusting MMD 208
eligibility to commence within 12 months on ART in
resource constrained settings 0 4 _ _
<15y rs 15-24yes 2540 Tetal

hitps {proaran ~e.ads?027 orgiAcsact/Abstroct/ abstractic="0793 mMMD (DH} @ MMD (HC)
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Viral load outcomes and factors associated with Multi-month _ % VL
e . . a ART Dispensing # VL result # Nil VL result coverage
viral suppression among HIV-positive patients

Table 1: Viral Load Coverage

o @ . - - - o MMD 1_2 275 25 74%
receiving multi-month dispensing of antiretroviral B
s s MMD 3 44 851 22,545 6700
drugs In the context of COVID-1? pandemic:
experience from 7 states in Nigeria P A 7718 2373 765
MMD & 26,5453 14,768 9504
« Across-sectional study of people living with HIV receiving MMD Total 318,297 39,787 899%
in 444 health facilities who were active in care within the
period of September 2019 to December 2027, 300,000 ha0e
250,000 ‘====:; 100%
. « D204
« Conclusions: 200,000 — . 80%
« Although VL coverage was low, V0L coverage and 150,000 60%
suppression rate among people living with HIV receiving .
MMD-6 was optimal and higher than the third $5% 1o o
UNAIDS V0L target for people living with HIV, 50,000 L 20%
* V0L suppression rate for those in MMD1-2 and 3 wags sub- - l. — 0%
optimal. et e A S e

Figure 1: Viral Load Suppression

Recommendation: Scale-up of sSMMD to improve

VL outcomes in the national HIV programme in
https /fprogrom~e.aids?077 oraiAostact/Abstrocs/ abstractio="1244 Nigeria.
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Viral suppression levels among newly enrolled ART
pqti’ents on mu Iti_month dispenSing of Figure Iql's:?lti-Munth Dispensing by Period of Viral Load Testing
antiretroviral drugs o

o 1826 B VL=t |2 months
« Evaluation of the effect of MMD on viral suppression among 1500 is0g
newly enrolled adolescents and adults living with HIV in . .
northern Nigeria
500
* Results: 5

CrMMD MNoton MMD

«  MMD was associated with viral suppression at 6 months
* Those on MMD had a 5% higher likelihood of viral

Figure 2. Viral Load Suppression vs. MMD by Gender

B Suppressed at & months

suppression compared to patients not on MMD 66%  65% B S 40 e
o . . 64% 63% 63%
« No gssociation between MMD and viral suppression gt 12 e
months £0% 60% 60%
Conclusions: :qc 56%
* Close to two thirds of newly enrolled patients -
. 54%
achieved undetectable viral load levels e
* Multi-month ART dispensing is an option for AR  Perale  Male T

newly enrolled patients since it does not result
in poorer treatment outcomes

O MG Mot on MMD

https {fprograr ne.g ds?i22 orgf/AbsTooyiAbstract/ o bstactid=8/20
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RIAS

1. DSD for HIV treatment

o DSD for HIV treatment in 2022

« Quantitative

* Qualitative

« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB

« Specific populations

e Advanced HIV disease

« Cost and cost-effectiveness



Aleeeahzral Al 500 sly

RIAS

Does differentiated service delivery

TIOTIATY .

for HIV

treatment change healthcare providers workload?
Provider views from Malawi, South Africa and

Zambia

* Provider surveys in Malawi, South Africa and Za
the effect of DSD models on their workloads.

« Adiverse sample of southern African providers

mbia to explore

reported that

DSD introduction freed up time, made their jolbs easier, ond led

to changes in patient and clinic management.

Y rave less rranagement responsibility
because most of patients cre given 6 rronths
refi he-ce they toket'~etoco~e o the
facility thereby reducing fow o° potients and

N

Professiona hurse, Malowwi

" see fewe- pot'ents eactk day and cueues
e shorer because tne fac ity hos been
decorgested Very “ew pacple visit the “odilizy
each ocay. “his g ves ms ample time to spend
with ~y pot'ents | don's hove to stress w0

finish the cnger gueues”
cerd

AR1 '~ crarge, /ambia

lessening my workloos” 7

patients”

" workload is lighte t~an previously Stock
halding is ess. Ordering is more stasle than
before as pravicusly lwo. d go o sister
clinics to korow wrot I dicnt have cecause |
aways ‘an short due 7o the nfluxes of

Pharmacy Assistont, South Africa

https {fprograr ne.g ds?d27 ora/Abstocisbstract/Pehstractid=14/

How did DSD model implementation affect your job?

Freed up my time

100%
20%
80%:
70%
&0%
50%
40%
30%
20%
10%

0%

Changed how my clinic was

managed

Made my job easier

m Malawi South Africa = Zambia

Provider-reported changes to their jobs post-DSD
implementation

I spend more time in training

I have more
management/administrative..

I work shorter hours

I can spend more time with individual
patients

The gueues are shorter

I see fEWE'r pﬂtiErltS EHCh da-’r I —

0% 10%20%30%40%530%60% 70%B0% 0% 00%

um Malawi (n=142) South Africa (n=182) =Zambia (n=120)

Conclusion: More in-depth understanding of the
actual use of provider time and changes in clinic

management Is needed to understand the full
impact of differentiated service delivery for HIV
treatment.
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igure 1. Perceived quality of care among study participants (n=867)

100.0% 51 T4

91.5% .
Aecenlinral A3 Sor ely TIROTIATY Sy 80,08 — 59.8% B3.6%
20.0%
T0.0%

60.0%
50.0%
A40.0%

B Low

30.0% m High

% OF STUDY PARTICIPANTS

No differences in recipients of care perceived ?
quality of care between differentiated service ook B

d el ive ry m 'O d e I s q n d co nve n ti O n q I Ca re i n Conventional care - not  Conwventional care - Facility Pick-Up Point  External Pick-Up Point Total
SO u th Africq eligible for D50 model  eligible for D30 model

B.5%

Figure 2. Crude and adjusted odds ratios of low perceived QoC for DSD

model and conventional care study participants Figure 3. Suggested HIV service improvements

N Adjusted OR :
(% of popn.) [ Mare ety to repart low satisfaction [95% 1] Conventional care: DSD models:
D50 rmodel partidpation  S0C - ool ellgibde fon DsD model 216 [24.9) Rel "HE . i .
SoC - oligible for DSD model 209 (24.1) ' > (2,00 [1.07-4,0861 ¥ spand so much Sime waiting at the facility they seem to be short- \ ? . a ) T
D50 - Facility Phck-L} staffed” b} The externad Fuf shouwld be mare Flexible as in my vicinity we
¥ P Paint 206 [23.8) 1.28 [D,58-2,B5] s ; ‘ .
DS - External Pick-Up Point 236 [27.2) L.04 [0.43-2.51) 3 i have just two pharmacies that offered care as an extemal FuP
~ Mzle, 40 years old. Conventional care, not eligible for D50 model | AT :
= Female, 37 yaars old, DSD - Externzl Picewo Paine
Mumber of menthe of 1 month A58 [46.7) 1,14 [0.50-2.58] - = — . e .
medication recelved per 2 months 267 (34.8) —a—7 0,66 [0,38-1,15] The sysiem they are using i in order I wouldn't ke to see any /“.7
vislt ==3 moenths [Ref] 142 (18.5) Ref improverment as they are fndng their best T have bean a patient since “They shawa sort out bhewr acmin, Somehimes we used fo armve 'y
2015 at this faciity and they treat me very wall every tima.™ at the dub and not get our treatment because our names are
Number of years on ART 1-5 years (Ref) 615 (80.2) Raf 3 A of o Lhat fist then we had io here at the cinic. Pele
5-10 years 152 19.8)  —re—— 1,20 [0.72-1,99] \_ ~Femzle 38 yeare old, Comventional care, rot elighle for (S0 madel R o it
=10 yoars s (7)) —pe——— 1,16 [0,51-2.19] A i =t St i -
"They miust alfow us when we sand people to come and colfect med's i 5 ready:
sk et oty i that] 175 (22.8) Ref for us i we had missed appointments due fo work commitment” e
reatodat currant fac -
Vs RS ) Gl [ 120] ~ Famzle, 4B vesrs old, Corventional canz. not eligible for 050 modsl "Biing bl fo renaw script 2t the pharmacy whare I collact |
Seeking health care form o (Ref) 174 {22.8) wef :' = = = E medications.”
othar providers autside v 365 [47.9) o | 1,56 [1.02-2.701 "Employ more male stalf as ihey seem fo be ones with betfer ‘“—r ] ! .
the Facility = J atfitiede fowards potints" ~ Femzle, 41 years ofd, 05D - Exernal Pick-up Paint )
Mumber of nurse and 1-2 visits (Ref) 113 [14.8) Ref PP pRe "Move explanation or education for patients as T was referred Y
madication collection visits 3-4 visits 423 [55.5) e — 1.02 [0.52-2.02] ) Femals, 30 Yaars Dld.- Conventicnz| cars, (=] ble for DSD modsl r & E.kﬁﬁ'f??ﬂdrﬂti’ m‘ﬁ‘f fﬂﬂ‘&‘}" a.m:l"famﬁa;qpy with m e
. 7 ; o i : HP2, > - - - - % A e
ST 2261207} LB [9:57-2,44] " "They showld decant more patients, The faclity sometimes has a Jbt‘nh,/ medication at the ity
Mumber of medication 1-2 visits [Ref) 112 (14.8) fRef patients, and we get fo wait fong howrs so it wowld really help if they /
collection only visits 3-4 visits 423 [55.5) t o d 1,69 [0090-3.16] decant more patients o external pick-up poinds for my=alf T have -
5-12 wisits 226 (29.7) L ° | 1,54 |0.76-3.14] been on medication for longer so I would appreciate i if they send Treatment must be defivered to homes and onfy come once to
P g check bloods and checkups
me to external pick-up point.
Mumber of missed visits in None {Ret) A0 [Gd4.2) Ref " 3 N | o e, 24 EIH.. DISD - Facility Pick-up Point
the pastyaar 1 visit 116 (15.1) @ 1,40 [0,75-2.54] L] ~ Famale, 29 yasrs old. Conventional cars, sfigible for DD mockl ) T R IR B itk
2=2 vizits 132 [17.2) 1.74 [1.00-3.02]
Conclusion: Recipients of care enrolled in BSD models in South Africa did not

0.0 1.0 2.0 3.0 4.0 . . . . - 5
Adjusted odds ratio [95% CI) perceive differences in their guality of care compared to those in conventienal

care. "Satisfaction” may be a function of expectations—many RoC reported they
were satisfied despite experiencing long waiting times and other characteristics
https {fprogrem-e gids?077 org/Aostract/AbsorocsPabstroctio=5240 associated with poorer qu@lit\r care.
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Providers' perspectives on barriers and facilitators
for implementation of differentiated service
delivery models for HIV treatment in Beira City,
Mozambique

«  Study to identify barriers and facilitators for DSD models implementation
* Results:

« Consolidated Framework for Implementation Research (CFIR) constructs of relative advaontage and patient needs and
resources were facilitotors, while constructs of planning, engaging, ond executing were barriers across all DSD models.
«  Less focility visits were the main facilitator for Fast Flow (FF), 3-monthly antiretrovirals dispensing (3M), and integration models and lack of training
was the main barrier across all models.
«  Providers considered FF and 3M easier to implement and effective in reducing workload. They deemed ART adherence clubs (ACY and community
ART support groups (CASG) complex to implement, thus less preferred.
*  They perceived CASG as a preferred model in rural and 3M in urlban settings.

«  COVID-1? (inductively identified theme) facilitated patient eligibility for DSD that limited patient visits (FF, 3M), but temporarily interrupted
implementation of community-based models (AC, CASG).
Conclusions:
The relative advantage of the DSD models was the main
identified facilitator.

Successful implementation requires broadly available and
on-going training.

COVID-19 has expedited DSD approaches that allow for less
regular contact with the health system.

https {fprocra~~me o'ds?027 crg/Abstract/Aostroct/*aost oot d=10345
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R I AS Client: "The change I have Health care worker: “We are

noticed is that when you come

having a happier workforce

for the six-monthly clinical :
visits the clinician takes much cf? m?: ::Z’?.‘Zﬁ?: Lc;géc;a;:, g
. . . . time with the patient fatigued all the time is a thing of
Things are easy dand faster' - Client and healthcare compared to when I was the past.”

worker experiences with Differentiated Service

coming on a monthly visit.”

Delivery in western Kenya

«  Focus group discussions conducted at three Ministry of Health facilities in Kisumu County, Kenya, for an in-depth
understanding of ART client and healthcare worker experiences with D5D to assess impact

* Results:

https Hpregrom-re gids? 077 orgfAostraoct/AbsracyPakstrocticd=1364

High satisfaction with the efficient clinic services was the predominant theme

Clients appreciated spending less time at the clinic, while HCWs appreciated the reduced workload, less congested
facilities, and more time for clients requiring clinical care

Both clients and HCWs indicated improved staff attitudes and more meaningful client encounters with the reduced
workload

Perceived stigma with community-based models was a common thread due to privacy concerns; therefore facility-
based models were overwhelmingly preferred

Clients and HCWs agreed that DSD services add to clients' motivation to adhere and stay virally suppressed
Recommendations centered on further spacing of refill and clinical visits, improved erivacy measures for discrete
community delivery, and adherence support for suppression

Conclusion: Initiatives to consider including further spacing of clinic and refill
visits, addressing privacy concerns to bolster community-based DSD, and

strengthening adherence support to optimize client-centered care and
health outcomes.
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Improving collaboration on national level
advocacy through differentiated models and
interventions to address COVID-19 and PLHIV

« Through alternative models of intervention for HIV, Turks and Caicos Islands Key Messages:
has been able to strengthen healthcare access and human rights advocacy + The alternative models of intervention have
to people living with HIV made much needed headway in reaching
clients which has enhanced the response and
allowed for synergies between sectors.

« In 2079, Advocacy Strategy (to support treatment adherence relating to HIV,
NCDs and COVID-19) developed

e  Lessons learned: These strategies aim to reduce the burden cn
. . . . , clients and health-care providers in this present
« 5250 persons reached with health services and improvement in continued pandemic. Crises can also be opportunities and

access to medication; emergency responses and referrals the impending COVID-19 crisis pressed us to find
iInnovative solutions.

« Alternative avenue for the collection of much needed data, especially for
COVID-19 and people living with HIV

« Establishment of a Peer Support Programme thot supports adnerence to HIV
medication virtually via SMS, WhatsApp, Zoom, etc

* Involvement of young people in the discussions around covid-19 and HIV
through school debates and peer education sessions.

https {fproarg~me o'ds?022 orgf/Abstract/Aostroct/ Faostracs d=10401
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« Qualitative

« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB

« Specific populations

e Advanced HIV disease

« Cost and cost-effectiveness



RIAS High satisfaction with

community pick-up points

Satisfaction with facility-based ("internal®) vs.
community-based ("external") pick-up points

100%
90%
80%
70% \ 82% very satisfied or
60% satisfied with internal
50% pick-up points vs.
40% 91% with external
30% pick-up points
20%
10%

0%
Internal pick-up point External pick-up point

m Very satisfied mSatisfied ®mNeutral ®mUnsatisfied ®Very unsatisfied

From Maureen Milanga, Session 1, DSD pre-conference



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

RIAS Collecting ARVs closer to

home

More than half of PLHIV who were
surveyed (43%) said that they would

like to collect ARVs closer to their
home if it were possible, 40% said
they already collect close to home

Would people living with HIV like to collect
ARVs closer to home?
Survey of n=9,847

p

40% 43%

mYes

= No - because | already
collect my ARVs close
to home

= Don't know

From Maureen Milanga, Session 1, DSD pre-conference
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RIAS

Amazon smart locker collaboration as a pick up
point preference for medicine distribution
programs in Sub-Saharan Africa

* The Collect & Go Smart Locker Solution serves as
a Pick-up Point (PuP) for pre-dispensed

medicines from Centralised Dispensing Facilities f‘/maded _\"-
with built in monitoring and reporting wonsanalle: 1
copabilities, —_—
« Lessons learned f)""":"" - e
*  Rapid uptoke of Collect & Go lockers were -Degea;sed i
observed in Southern Africa with more than 250 i S e
000 prescriptions loaded and 220 000 - late collection |
successfully collected by January 2022. 1000
*  Smoart lockers addressed critical challenges 000
related to patient and commodity e
management, decreasing exposure risk and e T

inCreasing capacity, with the goal to facilitate
more convenient and safe collection practices
for patients.

https {iprogrom-e.gids?077 orgfaostractifbstrocsPabstroctic=//08
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Conclusion: The locker solution provides an additional layer
of patient satisfaction in terms of preference for guality,
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privacy and safety when compared to other Pick-up Point
options
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Central Dispensing Unit (Bonolo Meds) as o
differentiated care model in Lesotho

Lessons learned:

The Central Dispensing Unit (CDU) is an efficient cost-effective pharmacy dispensing solution,

. Alternative PuPs allow patients to quickly N BEISVIUAN SEDU S SR BRIUION S G0 DAEI DRSS Pt
collect medication outside of clinic gqueues /"Dd P s A

. Further benefits are realized in a predictable
supply chain using o 'Port 2 Patient' strotegy ]3 25 588] 2] 9]2
which helps for demand planning. 3

. Previously, manuadl systems in the primary

health clinics, often resulted in stock-outs and
patients not always receiving their
medication on time.

Conclusions:

« The CDU as a differentiated model of medicines delivery
has proved effective in increasing ease of access,
adherence, and retention on treatment.

Patient & commodity tracking has improved due to use of
integrated WMS & EMR systems with a centralized data
repository allowing faster and efficient programme
decisions.

Htts ffprograr e ds?o?? org/AbsTocdAbstract/fohstactid=80 /5
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TABLE 3. Comparison of treatment continuity between clients in CBOs and health facilities

Alereabinral Al o aly TIROTIRTY .00
R I AS TIME POINT | FACILITY REEEI.L?," OR (Cl) PVALUE
CBO clients (n=2633) 94 1.31(1.23-1.38)

3rd month i - . =0.000
HF clients (n=2017) 90.04 1.0
6th month, | CB clients (n=2549) 91 1.33 (1.25 - 1.41) 0,000
Community antiretroviral therapy dispensation in e EEREETI YL
Cameroon associated with superior client 12 month e ients (n=1805) 811 10 <oow
outcomes: a national evaluation 2t month 00 chents (1=2063) %1 128(12-14) <0.079
HF clients (n=1608) 722 1.0

TABLE 4. Yearly comparison of viral suppression rate between CBO and health facility clients,

« Evoluation of model in which some health facilities 20162020
oroviding antiretroviral therapy offered clients the option TIMEPOINT FACILITY | VIRAL SUPPRESSION (%) OR (C1) P-VALUE
to receive antiretroviral (ARV) drug refills at community- o1e  CBO clents 97 8 (89/91) 31(20-47) .
based organizations (CBOs) HF clients 93.55 (29/31) 1.0 '
2017 CBO Iclients 96.31 [209::21?] 1.7(1.4-21) 0.45
HF clients 94 62 (123130) 1.0
* Results: J01e CBO clients 98.55 (542/550) 172 (15-2.0) 000
: . . . HF clients 92.4 (316/342) 1.0
. Cllent§ receiving ARV refills ot°CBOs had h|guk?ear CEO clionte o7 44 (647/664) 198 (174-2.27)
retention than those at offering health facilities 2019 UE clients 90.2 (313/347) 1.0 o1
« Clients receiving ARV refills at offering facilities had 0 o0 clents P12 B1rEeY 1ele=20) 0.02
HF clients 9227 (501/543) 1.0

higher retention than ot non-offering facilities, but
significantly only at 3 and 24 months

e Viral suppress‘ion WS hig her among clients receiving Conclusion: 'I'he model has pgtent’i’ol to-_"i'rrmrqye clinical
ARV refills at CBROs than at offering health facilities outcomes for clients whao receive ARY refills at CBOs and
g those who continue to receive refills ot health facilities
each year offering the CBO option/model.

hitps {fprograr ne.g ds?i2? orgf/AbsTooyiAbstract/ o bstactid=44%/
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R I AS Patients who received DCA April - September 2021

22,000 40%
° e a e ° a 20,000 "35%
Community provision of ARVs in Niassa: impacts on o 30%
retention for ART patients 15000 =
10,000
* Analysis of an alternative model of community distribution of ARVs (CDA) .
impact on increasing and retaining patients active on ART 5,000 '
«  Through CDA, health providers use motorcycles to reach patients with . -
ARVs. Once ARVs are distributed via CDA, providers upload information TX_Curr Sep 21 Patients with CD Apr-Sep21
into the database and file the patient’s clinical record. mTolal patients %5 of ptients with CD
+  The CDA model incorporated patients who had difficulties accessing their
children under 2 years old, pregnant and lactating woemen, and patients —
co-infected with tuberculosis.
21,500
« Findings and outcomes 21,000
«  85% of eligible patients for the CDA model participated 20,500
«  CDAiIncreased number of patients active on ART by 9% S
«  33-day aond ?9-day retention remained above 20% oo

Conclusion: CDA has been a valuable strategy in Niassa and helped improve ART retention

Apr_21 May 21 Jun_21 Jul_21 Aug_21 Sep_21

and overall access to treatment

https {iprogram ~e.g ds?027 oraffostaciAbstract/Pshstroctid=83/7
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Home delivery of antiretroviral drugs in Indonesia,
Laos, Nepal and Nigeria: implications of COVID-19

experiences for post-pandemic decentralized ARV
delivery

FIGURE 1. Percentage of PLHIV receiving home delivery in participating project sites, 2020 and 2021

«  Report on continued home delivery (HD) - an out-of- .

facility model for HIV treatment continuity as o follow-up ) 51
on the review of the model, which was conducted in 2020. o
12

47
43.1
* Lessons learned i a2

« Understaffing in health focilities, exacerbated by
COVID-19 infection among health care providers, # 2
made ARV HD a valuable service alternative. o

« Six-month dispensing allows HD to be proctical and
offordable but depends on consistent ARV stocks. 10

* The countries continuing ARV HD rely on donor ;

funding and external technical assistance, and Indonesia Laos Nepal Nigeria
mechanisms for sustaining and scaling the approach WRGPLIN ORHORI. AN EEHN m R n20A
without external support are neot yet in place.,

Conclusion: While service delivery guidelines have been adjusted to

support HD, national policy change 1s still needed to sustain the
approach

https {ipregrom-e.gids?077 orgfaostractinbstrocsPabstroctio=4/724
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Leveraging Mobile clinics to provide differentiated
service delivery HIV in conflict affected settings of - - v - - -
the South West and North West regions of

Cameroon

« A model of care that made use of mobile clinics
(MCs) as DSD for HIV was plloted in conflict-
affected regions, within the COVID-19 context.

Lessons learned

N the midst of the COVID-19 pandemic, MCs offered
an opportunity to deliver HIV DSD for IDPs in
conflict-affected communities.

45 persons who tested HIV positive didn't receive
ARVs due to poor coordination/referrals.

A colloboration/engagement strategy between the
MCs and ARV treatiment centers is necessary 1o
Improve trust and allow for dispensation of ARV in
hard-to-reach communities.

Training on effective referral systems should
constitute o module for training MC staff.

https Heregrom-re gids? 077 orgfaostract/Abstracs/7abstroctid=174/

70
60

40
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10

HIV consultations and testing
1200

TIROTIRTY .00

1000
800
600
400
200

0 —_— —

Number of HIV Number tested Number tested

consultations for HIV positive
H Seriesl 44 165 928 1051 36 86
Relinking Lost To Follow Up (LTFU) PLHIV
59
Lo 10 18 11
2 m B : =
M F M F M F
LTFU PLHIV seen LTFU relinked to LTFU relink to
treatment treatment center
but poor
documentation HIV testing and Treatment
199 86
80
70
e
a0 36 30
38 I 11 = 14
1 = = = l
M F M F M F

Number tested
positive

PLHIV (new cases)
placed on ARV

PLHIV already on
treatment (old cases
but tested)

Conclusion: In conflict-affected settings, mobile clinics could be leveraged

Qs an alternative model of care for DSD for HIV to ensure continuum of HIV
care and treatment.
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« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB
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e Advanced HIV disease

« Cost and cost-effectiveness



Terealioral Al s ely eeae e Figure1: Month on month Interrupted in Treatment (IIT) by
Population type

10.0%
9.0%

Effectiveness of real-time client tracking toolsin [,
reducing Interruption in Treatment: evidence 7.0%

6.0%

from a low resource setting, Zimbabwe 5.0%

4.0%
3.0%

«  Continuous Quality Improvement (CQI) intervention utilizing o 2.0%
client-level electronic record management system (Bahmni) to =
generate real time ART data across six sites from 5 districts in i
Zimbabwe between Feb - Dec 2021.

o Lessons learned: m=Cemale Sex Workers  ==General Population = MSM =Total

« T was 7.1% at the onset of the intervention, and dropped

almost monotonically to under 1% by December 2021 :
Conclusions:

* There were no differences in lIT rates by population type « The EMR has shown to be an effective tool in tracking clients
nor by age and gender on ART to reduce IIT

* Real-time data enabled a timely client-provider Generating real-time data allows for @ much more rapid and
iNnteraction that resolved ChGH@ﬂgeS faced by the client effective client-provider interaction that translates into
(including COVID-19 induced travel restrictions) improved ART cohort management

« The CQI strategy included differentiated service delivery This innovation must be scaled up especially in low-resource

settings where patients face diverse challenges that result in
T

to improve cccess to ART medication

https {fprogrem—e gids? 077 org/AostractiabstracsPakstrochid=11289
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Enhanced adherence counselling (EAC) enrollment via
phone: a strategy to improve timeliness of enroliment
and completion of EAC among HIV-infected patients with
high viral load at Nkwen Baptist Hospital, Cameroon

«  Comparative retrospective observational study that involved patients with high viral load (HVL) enrolled in care and
treatment at Nkwen Baptist Hospital (NBH)as at June 2021

* Lessons learned:

«  Ofthe 103 clients eligible for EAC only 93 completed 3 EAC sessions. Of these, 56 received EACT physically (54%) whereas
47 (46%) had EACT via phone.

«  Overall 68 viral load (VL) results were received (91%) and out of this 53 were suppressed (78%,).

« Qutof those enrolled physically 48 (86%) completed 3 EAC sessions, 38 (7/9%) had repeat VL sample collection, 35 (92%)
results were received with 26 suppressed (749%).0f the 47 enrolled via phone, 45 (96%) completed 3 EAC sessions, 37 (82%)
had repect VL sample collection, 33 (89%) results were received, 27{82%) had suppressed VL.

* Average time to completion for patients enrolled physically was 123 days, average time of completion for patients
enrolled by phone was 92 days.

Conclusion: Enrollment of patients with high viral load on EAC by phone is an effective
strategy and has the potential of scale up to improve the uptake, timeliness and

completion rates of EAC especially in the context of COVID-19 where reduction of face-
face contact is important in infection prevention control.

https {fprograr ne.o ds?d27 ora/Abstocisbstract/ e hstractid=134%9
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Analysis of Intervention Sites

60

Aleeeahzral Al 500 sly TIROTIRTY .00
R I AS 50 Avencion sites - general reduction over
period for all sites to below 15%
40
Impact of iInnovative patient- centred two-way digital 30
communication and community-based proactive cohort 20
management on improving retention of ART clients in 2
Zambia
0
o A o o Feb Mar Apr May Jun Jul Aug Sep
Communlty retention programme |nV0|V|ng —e—KASHIBA RURAL HEALTH CENTER ~—KAWAMA RURAL HEALTH CENTER
° Proactive CommUﬂity case mom@gemeﬂt —e—LUKWESA RURAL HEALTH CENTER MAMBILIMA MISSION HOSPITAL
. |mproved potient_|ocot0r aato ~e—MUSANGU RURAL HEALTH CENTER
« Digital communication and appointment monitoring Analysis of Non-Supported Sites
80
*  Improved customer care, - 63
. . Unsupported sites: 63
Lessons learned: 60 High & increasing IIT
* Intervention supported patients experienced 771 IT; reduction from 4,153 50
before intervention. Recovered 9?84 patients who had IIT and been 'lost 4
before intervention started. 12 of 14 intervention sites posted decreased 55
% IT by Q4 FY21 while non-supported sites remained with high % IIT. =
10
0
FEB MAR APR MAY JUN JuL AUG SEP
Conclusion: Intervention reduced % IIT in 12 of 14 supported sites analyzed and can be scaled to other —+—BUNTUNGWA URBAN HEALTH CENTER —8—CHISEMBE RURAL HEALTH CENTER
facilities experiencing high % IIT; recommend scaling intervention. , _ ‘ o
~4— CHISUNKA RURAL HEALTH CENTER FIMPULU RURAL HEALTH CENTER

—4—KANSENGA RURAL HEALTH CENTER ~ —e—LUBENDE RURAL HEALTH CENTER
https {fprocra~me.g ds?022 oraiAbstrac/Abstroct/Pabst act d=1"343

—+—MANO RURAL HEALTH CENTER —SENAMA URBAN HEALTH CENTER
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* Include virtual and/or digital intervention

 Integration - family planning, Hepatitis B and
C, mental health, NCDs, TB

« Specific populations

e Advanced HIV disease

« Cost and cost-effectiveness



Providing person-centred care means that HIV services
should look to integrate other health needs into the DSD
for HIV treatment models

The priority areas for integration
into DSD for HIV treatment
mogels are:

DSD for HIV treatment models
can be leveraged to:

The goal of integration
should be to provide @

TB treatment and prevention
Family olanning (FP)

Cervical cancer screening and
treatment (according to
national guidance)
Cardiovascular risk
assessment and
management of hypertension
and diabetes

Screening and management
of depression, anxiety and
substance abuse

one-stop service for the
recipient of care (RoC)
during routine care.

At the same facility, ideally
in the same clinic room
On the same day

By the same healthcare
professional

Screen or assess for other
health conditions or
needs at entry into DSD
and at clinical visits.

AND

Integrate the delivery of
other medications into
the DSD for HIV treatment
maodels for RoCs
established on trectment.

From Tsitsi Apollo, Session 1, DSD pre-conference


https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

AAS Policy enablers
[for integration within DSD for
HIV treatment models]

Task sharing of
prescribing for Decentralization of
INnitiation, titration (for drug dispensing and
NCD medication) and distribution
maintenance

INncreased duration of
refills and alignment

of medication refills
with ART refills

From Tsitsi Apollo, Session 1, DSD pre-conference



https://www.differentiatedservicedelivery.org/Resources/Resource-Library/AIDS2022_DSD_pre-conference

RAAS Implementation challenges
[to integration within DSD for
HIV treatment models]

HIV/NCDs

HIV/Fomlly Plonmng Staff shortages and limited

HIV/TPT Integration

Multiple bottles of medicines
ot home, storage challenges,

Limited availability of a full skills to offer services across
range of FP options; multiple disease programs,

harmonization of monitoring
tools needed, limited
medicines for NCDs

risk of stigma and accidental
disclosure

Difficulties in delivering one-
stop shop services

From Tsitsi Apollo, Session 1, DSD pre-conference
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R ES PO N D Research Partnership for

the Control of Chronic

AFRICA ' oiscases n afric INTE-AFRICA-Intervention

* Integrated primary care comprised:

20 makubwa kama vile woni hafifu,

vidonda vyenye (i miguuni, kukatwa baadhi ya viungo
lewmmmwﬂlm mishipa ya damu.
. >

* One clinic for either HIV, diabetes or hypertension (one-stop clinic). %\
* The same physicians, consulting rooms, waiting areas, and triage hﬁ
Provision of health information, similar records, pharmacy and laboratory services.

Integrated care clinics located within health facilities offering primary care.
Services provided by routine healthcare staff in close to normal health service
conditions.

* Vertical care was standard primary care for HIV, diabetes or hypertension
organised in separate clinics.

From Jaffar oral presentation in this session
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RESPOND Research Partnership for

the Control of Chronic

A F R ' C A Diseases in Africa S E-I_rl N G

* Multi-country, designed to generate evidence for
policy-makers.

 Sites in Dar es Salaam, Tanzania and Kampala
region, Uganda

* Recruitment started Mar 2020. Ended a year
later. Follow-up finished May 2022.

e Huge disruption to routine care because of Covid-
19.

From Jaffar oral presentation in this session

N L
| FunNDED BY | ralhn

. . -
NIHR | [ctoraiistiwee UK aid



https://programme.aids2022.org/Programme/Session/25

RESPOND
AFRICA

Research Partnership for
the Control of Chronic
Diseases in Africa

INTE-AFRICA - Baseline characteristics

Integrated Arm Vertical Arm
Number enrolled, n(%) 3439 3591
Age, mean (SD) years 50.8 (14.4) 50.3(13.4)
Sex, number female (%) 2571 (74.8) 2579 (71.8)
Disease condition, n(%)
HIV alone 1701 (49.5) 1665 (46.4)
Hypertension alone 906(26.3) 883 (24.6)
Diabetes alone 181 (5.3) 308 (8.6)
Multimorbidity (2 or all 3 conditions) 651 (18.9) 735 (20.4)

From Jaffar oral presentation in this session
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RESPOND
AFRICA

Research Partnership for
the Control of Chronic

Diseases in Africa

OUTCOMES

hypertension or both, n (%)

Integrated Arm Vertical Arm
Number enrolled, n(%) 3441 3592
Retained in care, all participants, n (%) 3087 (90) 3308 (92)
Retained in care, participants with diabetes or 1853 (92) 1858 (95)

Viral load<1000 copies per mil

1694/1741 (97)

1710/1755 (97)

Blood pressure<140/90 m

mHg

1569/2408 (65)

1398/2429 (58)

Fasting glucose <7 mmol/I 65/247 (26)

115/545 (21)

From Jaffar oral presentation in this session
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RIAS Makonda Study

. PLHIV with HTN report barriers tO ,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,
care include costs of transportation » Evaluate preferences for HTN care
and time for care seeking.! (n=1000, 14 facilities) with Discrete

. Integration can overcome these Choice Experiment (DCE) & stated
barriers with: preferences for care

Multi-month dispensing &

Alignment: MMD of ART and HTN « Chart review subset: frequency of
medications in the same interval HTN and ART refills to evaluate MMD,

. Person-centred models may be alignment, and blood pressure control
associated with improved clinical \
outcomes \

‘1
1-C Moucheraud, K Nyirenda et al. Global Public Health Jan 2021 A -

From Nyirenda et al, DSD satellite
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RIAS

Makonda participants

HTN

(N=502)
Median age (IQR) 54 (48-60) 54 (48-60) 58 (51-66)
Female, n (%) 293 (58%) 125 (55%) 291(58%)
Duration on 10 12 (7-15) N/A
ART** median (6-15)
years (IQR)
Duration with 5 (3-8) 5(3-9) 5 (2-8)
hypertension
median years
(IQR)
Diabetes, n (%) 45 (9%) 20 (8%) 121 (24%)

*Most (n=462, 92%)
identified from three fully
integrated ART-NCD clinics
in Lilongwe

**98% on TLD and 91%
suppressed <40 copies/mL
within the prior 2 years

Chart review to look at ART
dispensing intervals,
alignment with HTN
medication, blood pressure
data (n=244)

From Nyirenda et al, DSD satellite
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RIAS Makonda Study:
Preferences for HTN care

Preferences for care

Stable stock of blood pressure medication |
MM of HTN medications N
See provider alone (Vs groUp) e FEFE—
Provider friendliness |
Distance g
Wait time g

0% 5% 10% 15% 20% 259% 30% 35%
= HTN (n=502) m People living with HIV and HTN (n=501)

From Nyirenda et al, DSD satellite
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QIAS Alignment of ART and HTN
medication (n=244)

Predominant dispense interval
79% of participants had complete alignment among individuals receiving aligned
refills

With less strict definition (>50% of visits), 90% aligned
Most common aligned interval was 90 days (54%)

30 day
2%

60 day
1%
Blood pressure control (n=229) more common among those

with complete alignment (28% versus 19%, p= 0.211)

100%
81%
80% 72%
= Normal blood
60% pressure
(<140/90)
40%
28%
199 .
20% ° = Mild, moderate,
- or severe
0% hypertension
Refills not aligned Refills aligned Normal: systolic <140 and diastolic <90 mm Hg

_ _ Mild: systolic 140-159 and/or diastolic 90-99 mm Hg
(n=48) (n=181) Moderate: systolic 160-179 and/or diastolic 100-109 mm Hg

From Nyirenda ct al, DSD satclite Severe: systolic 2180 and/or diastolic 2110 mm Hg
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21AS Variable severity of
hypertension

Blood pressure category, n=229 i
P JorY  Moderate or higher blood pressure

Zg elevation was common
70 * 94% reported missing taking blood
_ 60 pressure medication 0-1 times/week
g > o + 12% had a gap of >30 days in blood
i’t’:g o pressure medication supply
20 * 44% on first-line monotherapy (HCTZ);
10 10% on = 3 HTN medications
0 « 89% had no changes in HTN

Normal Mild Moderate Severe

medications over one year

Normal: systolic <140 and diastolic <90 mm Hg
Mild: systolic 140-159 and/or diastolic 90-99 mm Hg
Moderate: systolic 160-179 and/or diastolic 100-109 mm Hg
Severe: systolic 2180 and/or diastolic 2110 mm Hg
From Nyirenda et al, DSD satellite
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Figure 1. Medication dispensing intervals among 193 clients on ART and
antihypertensive medications

10030
30 days wEl days w90 days  ®120 days

Aleeeahzral Al 500 sly TIOTIATY .
! T B4
2 .
6040 o

A=
20% . 13%% Lee 11m
Asynchronous prescribing of ART and antihypertensives ” s e —
results in frequent clinic visits despite multi-month Figure, 2. Combinations of ART and anthypertensive medcation dspensing
dispensing of ART in Malawi T e
S0 l1;;r|a'f
50% :x:::
+ Results: 40% gy
* Four-month dispensing was most common for ART (64.8%), while one- 20
month dispensing was most common for antinypertensive medications e 35%
(59.6%). 105 -
11% _!%_ 10%
«  Only 16.6% of individuals received synchronous dispensing for both il — €0 cay 50 day 120 day
conditions at all three visits. ART dizpensing intervzl

Figure 3. Total annus| visits for ART and antihypertensive medications
under current dispensing

«  The majority (62.2%) of participonts were estimated to have 12 annual

refill visits, 22.8% had 6-8 annual visits, and 15.0% had 3-4 annual visits. ot cants 3|1. |1. it"h fnt
Under synchronized six-month dispensing nearly two-thirds of patients
(64.8%) would eliminate 6+ visits, Under three-month synchronized Conclusions:

dispensing, 85.0% of respondents would eliminate ot least 2 visits per year.  |JRIEHIEESSRERIHIEISIISEECIE SEE RIS RCls
antihypertensive medication in an integroted

care setting, with most individuals requiring

Figure 4. ChangE..i.n annual visits under 2-manth and &-menth aligned dispensing (%o of dients) - -
monthly clinic visits despite MMD of ART.

+7 wisit Mo change -1 visit -2 visits -4 visils - vizlis B wisits 10 wisits
3-month Ims Iua 0% .zna: |3m 0% m 0% o . .
Expanding integrated care with synchronized
Smonth 0% 0% Im& IAﬂb .mﬁ |a-v. 0% “ MMD for sta ble individuals w!th HIV and ‘
hypertension has the potential to reduce patient
https {/progrem~e aids?077 org/Aostract/Abscrocz abstractid=1481 Integrotion - NCDs and health system burdens.
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Systems analysis and improvement approach for
hypertension for people living with HIV SAIA Components
Cascade Analysis Tool

# of additional HIV patients treated

HTN Care Casade Total % Drop-0ff  for HTN and cantrolied (until step 6)
if there were no drop off at this step

« Ahvybrid type Ill parallel cluster randomized controlled trial to po— =
assess the effectiveness of the Systems Analysis and Improvement TargetPopulaton | 19358
Approach in improving HTN care cascade cutcomes (SAIA-HTN), It 2ot RRN - .
including HTN screening, HTN management, and controlled HTN SR Pttt ek M Al P Ll weial e |w |
STEP 2 EFmeasuredalﬂmpalientEunwlxs!wﬂw-t-ﬁuul'li’ﬂienls! Wl' 50‘!'5—) _'Il_i_!_.:;_-ﬂ |
STEP3A  HIV-+ Patients eligible for KTN medications for the frst time | 8| %
* Lessons learned: STEP3B. - Ptensalesdy dagnosed TN njl o]
Total Ellgible (5tep3 & Step 36) | sa || sem |
«  Monthly improvement cycles targeted workflow TR e— e ————— Y
V H H HH H : STER 4B HiIV+ Patients with HTN medication prescription {refill) | 1w B6%
odjustments, |mproveq dato ovq|lob|l|ty Gr)d quality, patient i et Ty e |
education efforts ond improved inter-provider Sl e T e ETE :
Communlcatlon STEP6 IV Patients {on HTN treatment) with controlled 8P [ tz_| _5'1'15'__'—) ss |

« The intensive intervention phase of this study will conclude in

August 2022, and results will inform o scaling trial Conclusion:
* Routine data systems that collect HTN care cascade data are

needed to improve delivery of HTN services for PLHIV and assess

if sustained improvements in HTN care cascade outcomes are
achieved. Initiating the expansion in overlap with SAIA-HTN
allows for a rapid translation of this finding.

https fprogrom-e.aids?077 orgifost-act/fbstrocs abstractio= 15878 Integrotion - NChs
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Screening & management of hypertension among
People Living with HIV (PLHIV) through 'single window
approach': a experience from ART Centers in Mumbai,
India

* Pilot project for integrated hypertension and ARV services through e .
ART centers « NCD screening can be integrated into HIV care through
standardized screening and management protocol

* Lessons learned:

* Routine screening for hypertension has helped in early * The early detection and management of hypertension and
diagnosis and treotment initiation among PLHIVs across all Sithyer BC e dumioig) PLUAIYE OIf ART Centies aom Azl i
ART centers in the city reducing morbidity & mortality

« To dote 25,758 adult PLHIV registered for care have been
screened for hypertension and 3948 (15.3%) have been put on
anti-hypertensive medicines through ART centers.

*  55% were males while 45% were females. The commonest
age group was between 35 to 45 years of age.

https /fprogram~e.cids?077 org/Aostract/AbsrocsPabstroctio =803/ Integrotion - NChs
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Figure 1. Distribution of PrEP and Family Planning Uptake
by AGYW in Post-Abortion Care Clinics

Aerenhizral Al 5o sly TIROTITY. 70.0%
62.8%
60.0%:
23.6%
36% g ge 3TH

50.0% 3554
PrEP and family planning uptake among adolescent girls .,
and young women in post-abortion care in Kenya I

0.0% l.. I [

30.0%
Medical records data abstracted from clients 20.0%
ReSUItS: Accept PrEP & FP Accept FP only Accept PrEF cnly  Decline Both

attending 14 post-abortion care (PAC) clinics in Kisumu
and ThikO, Kenyo 10.0%

mOverall =18 B under w19 & over

« Atotal of 1,041 adolescent girls and young
women (AGYW) were offered PrEP and FP across
14 PAC clinics, of which 19.3% initiated PrEP aond
43.1% initiated FP prior to discharge. ,
Conclusions:

« The median age of AGYW clients was 24 « Uptake of PrEP and FP among AGYW in PAC settings in Kenya are associated with
S
(interguartile range (IQR): 18-30). Relative to AGYW age.
19 years, AG,YW 18 yeors were less [ikely t,o nitiate Younger women (15-18 years) are more likely to initiate FP following post-abortion
PrEP, more likely to initiate FP, and less likely to core.
initiate both concurrently

However, younger women are significantly less likely to initiote PrEP or FP and PrEP
concurrently, and may benefit from additional and more age-tailored counseling
around sexual health and prevention of HIV and unintended pregnancy after an
abortion.

https (proara~me o ds?022.craiAbstract/Aostract; *a ostacs d=1585% Integrotion - fa~ily Slanning
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Conceptual Framework for ACCELERATE program (based on PRECEDE)

. .. . . Interventicn Ei‘i?aEniSDDnEs Targeted barriers
Integrating hepatitis B into HIV programs in low and
o " s s » . Local experis framing —p» PREDISPOSING Low general population
middle-income countries: pilot program in Zambia program awareness
— EMABLING — Lack of local hepatifis

HEW training program ppearts

Monitoring and evaluation === REINFORCING ey, Low clinical compatency
among HCWs

* Lessons learned

*  From September 2021-January 2022, during 20 half-day HBV Ways that people with HBV
clinics, 224 patient visits occurred, reaching 169 people with learned their status
HBV (median age, 35 years; 39.6% female sex).

Routine medical check-up
Clinical suspicion of hepatitis

*  People with HBV had been diagnosed and linked to the

HIV PreP clinic or key pop. program

clinic after routine (77.9%; 1.e., blocd bank, routine medical Antenatal care  e—
check—ups, antenotal care, etC,) ond C|iﬂiCO||y-d riven (220']%; Community screening event  m—
e signs and symptoms) HBSAQ testing Because client was living with HIY =
=) . Index/contact testing

«  Among the 169, 120 (71.0%) underwent serum transaminase Integrated with HIV VCT =
testing, 95 (56.2%) had HBV viral load, and 63 (37.3%) were Sigpeaimd s taniboliia

prescribed tenofovir-based antiviral theropy based on
local guidelines.

(]

o

=
]
el

# patients
* Since inception, 30 mentee physicions and 10 nurses have
participated, seeing an average of 10 clients (range 3-32)

with HBV per mentee., Applying treatment criteria for HBY monoinfection requires
consistent laboratory capacity.

Conclusions: Demonstrated the initial feasibility of a model of
HBV-HIV care integration in a high HIV prevalence setting in SSA.

https //proara~me o'ds?022 crofAbstract/Aostract/*aost -acs d=104/9 Integrotion - hecatitis B and C
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Patient received Hepatitis C
treatment

89,736

Integration and decentralization of hepatitis C testing e T
and treatment at district HIV outpatient clinics in Viet treatment R

Nam to achieve micro-elimination

Results:

Between April and Decemlber 2021, 4,587 patients were
diagnosed with hepatitis C and started DAA treatment, Of
which, 93.6% of the patients were men and 90.0% cged
between 30-50 years old.

As of 31 Decemiber 2021, 2083 (45.4%) completed 12 weeks of
treatment, 2486 (54.0%) patients were on treatment, 18
(0.4%) patients stopped treatment for various reasons and
10 (0.29%) patients died.

Of 2083 completed treatment, 2033 (97.6%) had completed
treatment for ot least 12 weeks and 447 (99.5%) of them
had HCV RNA test to determine sustainable viral response
(SVR12) and 437 (97.8%) tested patients had undetectable
HCV RNA.

https /fprogrem~e.aids?077 oro/Asstact/AbstrocsPabstractio= 547 Integrotion - hecatitis B and C

4,143

Patients had HCWV RNA test
1,610
HCW RMA test undetectable
1558 (96.8%)

Patients had sustained virologic
response at 12 wesks or more
after treatment completion
14325/1,486 (96.6%)

Fig 2. Treatment ocutcomes

Conclusions:

* The results demonstrated feasibility of integration and
decentralization of HCV testing and treatment at district HIV
outpatient clinics.

* Very high cure rate achieved in this project suggests that
micro-elimination of hepatitis C among PLHIV Is feasible.
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OK to not be OK in HIV care: experience and outcomes of
integration of mental health screening, referrals and

Figure. Cascade of integrated mental health screening, refertal and supportin routine HIV care, Chitungwiza District Zimbabwee March-May 2021

support in routine HIV care in Zimbabwe

OPHID & Friendship Bench Mental Health/HIV Integration Model

1. During the past month, have you felt like you

‘es’ 1o El
PHO2
Question

16000

= 99%

= 100%

- 83%

14000
12000
10000
6000 14240

= 80%
0
® Derrease 0%
i A5 oﬂE ey
» Sanw Session N

Number of HIV Care Recipients
=
8

" 11820 » naease Heips pooy
> 0N
= -~ viete f0sing interest or pieasure in Going things? 4000 A L
g 2. Duning the past month, have you felt down, 2%
E depressed or helpless? 2000 % 5 10%

693 261 2 58 | 153
£ a i 166 mlllen e — = o
8 Beopentsof BV PHQ-2 Screenad P2 Screen Re E S50:14 Screened  S52-14 Screens «>  $50-14 Re Screen
Care Pesit o g
M o b
HIV Program | .'/' OPHID Mental Health Program i
L p—=—
i emee
85Q Score Repeat SSQ
: f’ 87 ™. Screening B HIV Community (lay cadre) | HIV Facility (nurse-led) B Friendship Bench (lay cadre)
R v ,. LN :
- Yes 8 '
' L
o Conclusions:
S END et o oy ] g e g . - rrrEEmEiE e v |
* Integration of mental health screening and referrals to

1. Dunng the past monts, have you telt like you
were losing interest or pleasure in doing things?
2. Buring the past month, have you felt down,

Ot} depressed or helpless?

anending.
rotine Hiv
Care - CRE&
HCW cantact

CRRHCW
Admnisers

Document
Referral
Sulection

-

https {fprograr me.g ds?d27 org/AkbsT rooriAbstroct/Pobstractid=4385

Integrotion - mentcl health

community-based mental health interventions in routine
HIV care is feasible and acceptable to both clients and
care providers

Clear need for MH/HIV integration

Future iImplementation research is required to ¢
MH/HIV cascade to include individual-level impact of
integration on both HIV and mental health cutcomes

Proporticn of HIV Care Reciplents
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1. DSD for HIV treatment

o DSD for HIV treatment in 2022

« Quantitative

« Qualitative

« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB

« Specific populations

e Advanced HIV disease

« Cost and cost-effectiveness
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Assessment of the effect of community differentiated
service delivery models on viral load suppression among
children and adolescents living with HIV in Uganda

« Retrospective analysis of Children and Adolescents Living with Facility-based . ,
HIV data from the DSD dashboard for all HIV antiretroviral mg}?&‘"d”“' Facility-based group | | Fast track drug refill
o gement 45.5% 17.9%
clinics in Uganda from July - September 2021 58 0%
* lLessons learned:
* VLS among community DSD models did not differ by sex
(Males = 67.0% vs Females = 66.0%, p-value >0.05) and by Community drug Community client
community DSD type; CCLAD (62.0%) vs CDDP (61.0%), - distribution point led ART distribution
value>0.05). 1.6% 1%

«  Among children, VLS (<1000 copies) was 62.0% and 75.0%

among adolescents living with HIV receiving ART under @ Conclusion:

. * Lower viral load suppression for children and o
community DSD model. comparable VLS for adolescents in community DSD models,

compared to the national VLS

* No significant difference in VLS among the two community
DSD models

https {program ~e.oids?27 orgfAcstact/Abstroct/?ohstractic= /644 Spedific pop. ations - childre~ a~d coolescents
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> 688 .93%
Aleeeahzral Al 500 sly TIROTIRTY .00 5 600 1 745
RIAS
2 200 - 144
L] L] L] L] a ZE' - 50 48
Effects of multi month dispensing on viradl suppression 0 - e —

e - » o s Never Enrolled in Ever Enrolled in
and continuity Iin treatment among HIV-infected children \O\D \OMD
aged 2 to 9 years in selected health facilities in Western ® Virally Suppressed m Not Virally Suppressed
KenyCI Figure 2, Viral suppression by MMD

enrolment, March 2020-September 2021.
. Retrospective cohort analysis of children living with HIV (CLHIV) > 2007 9o
on ART to assess viral suppression and continuity in treatment 3 600
< 400 - i
2 200 A 164 < 19% .-
*  Results: s o) HR .
« Overall, 756 (79%) of CLHIV were enrolled in MMD. VS at Z neres Poliedin Brer Barclledin ARID
baseline (March, 2020} was 85% (551/649) for MMD-enrolled ; R;tmed - Treatrment
VS 63% (106/167) T:Or’ HOH-M M D m ND’[ retgjned itl Tre:atment
« Atendline (September, 2021), VS for MMD-enrolled CLHIV Figure 3. Retention in treatment by MMD
had increased to 93% (688/736) with a retention of 91% enrollment, March 2020-September 2021.
(691/756), compared to VS of 749%(144/194) and retention of
79%(164/207) among non-MMD CLHIV Conclusions:

« MMD for children living with HIV may contribute towards

« After adjusting for age, sex, region, and regimen, children the improvement of VS and continuity in treatment.

on MMD were more likely to suppress (0RR 1,22 95% CI (1,02
1.46)) and continue in treatment (QRR 1,12 95% CI (1.02 ' 1.19)). + Continued MMD implementation beyond the COVID-17

outcomes.

https {fprogrom~e cids?077.0gffbstract/Abstract/ o soractid=81// Specific pop. ations - childre~ a~d ccolescents
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Leaving no one behind: The impact of kindergarten Change in overall viral load suppression after 9-13
ART clinic on HIV treatment outcomes among children months of FU
enrolled in kindergarten HIV program at Lighthouse
HIV care facilities =Sl - S,
80% 76% 78%
* Cross-sectional study of children living with HIV aged E o iy
0-5 enrolled in kindergarten program in four g sw = L
Lighthouse trust HIV care facilities from January - O 30% sai
December 20271, to assess the impact on retention, VL S
suppression and mortality S 0% I
® ReSUItS 0% Rainbow Umaodazi Tisungane Martin Preuss  Overall
N=430 of 515 eligible children enrolled (83%), 93% were Y
reto | ne d B Baseline VL suppression rate B /L Suppression rate by Dec 2021

Majority of caregivers were living with HIV

Large improvements in observed in viral load Conclusions:

suppression among the children (see Figure) « Kindergarten ART clinic as a family centered differentioted care model for
children living with HIV has the potential to improve VL suppression and
other important HIV treatment outcomes.

Knowing the challenges faced by children living with HIV to achieve optimal
viral load suppression, scaling up this initiative in high volume HIV care
facilities would accelerate progress towards attaining UNAIDS targets
among children living with HIV.

https {progrom~e.aids?077 org/hostact/Abstrocs/Pabstractio= 160/ Spedific pop. ations - childre~ a~d coolescents
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Multi-month dispensing and use of dolutegravir
associated with better viral suppression among
childrenin Nigeria

o o
ol st {5?43‘?3}

Age (years) N=4357

0.9 2206 (1) 1275 (56)

1 2151 (49) | 1327(&2).

Gender

Female 2146 (19) | 1307 (61)

Male 227 (51) 1254 (56)

Duration on ART {years) |

< 634015 | 351 (5)

19 7 an | 1960 ()

=10 %1 (8) 250 (69)

ART regimen, N=3805

DTG based 275 (E0) | 1426 (63)

NNRT] based 35 (10) | 20202

Pl based 1097 (29) | 542 (50)

Other 53 (1) | 30 5n

On MMD, N=3802 _

No 2008 | 1168(53)

e 1562.{4) e

ART adherence (N=1584) |

5% or more adherent 1217 (7 716 (59)

Missed = 2 days w7(23) | 182(50)

Support group (N=510) '

No 283(55) | 165 (58)

Yes 2745 | 1501)

https ffproarg~me a'ds?022 crof/Abstract/Aostract/Poost oo d=2207

Predictors of viral suppression among children in Northern Nigeria

On dolutegravir e Comparison
E == ® Refill for less than 84 days
Muki-month dispensing : | S — :
: ! ! i ' ® Other ART regimen
Sub-optimal adherence —_— , ® Not ina support group
; : . ® At most one day of missed
In a support group E ! : E treatment in 2 month
b3 B |0 i 3

Adjusted relatve risks

Conclusions:
* Slightly over half of the children achieved undetectable V0L
levels.

* VL suppression i1s higher among children on MMD and those on
DTG, and even higher among children on DTG plus MMD.

Specific pep. ations - childre- a~d coolascents
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Implementation opportunities for scaling up

methadone maintenance therapy as HIV-prevention

strategy in Kyrgyzstan: methadone dosing and

retention in treatment over two yeq rs e e e e e L OAT e e, e

00% 100%

e e e .
, , o, L o
* An observational prospective cohort study T RE ] § = RN o e
design was applied to patients prescribed 3 3 \w e |
methadone in Kyrgyzstan between 2017 and T o \ B . i o N —
o o b R S 3 49
2021, both in community and carceral L ) ¥ | et e
opey s T - Median (40-850g) Logrank p <0001
facilities. W v || W ;
o | 10 i T | v | - o
*  Retention in MMT was assessed at 1, 6, 12, and wite | x 558, e L :

24 months and was stratified by dosing ::':::.f’::;‘.-”::'.::z:;:f:h'::;:*r_"fw"““m*ﬁ'fw-wm-- B :.:ML'"JM sl g o ”:
levels, HIV stotus, and type of clinical setting ' : 1 Y o

= B , . | \ 1%
using survival analysis. Predictors of I\ | "* \ & F o

L.“__ Leggrank p <0001 |

“\ 100% ATy, Y

X i h
treatment dropout were estimated using 17114 S SRR ™
Cox multivariate regression models. N e -

E . M.mMu‘;;:“H_HH ; ! 5 ’“ Muhadmeij;ag:‘_‘._‘;___ . e i PSR |

Conclusion: N T ém_ﬂ o e e S m!
« Only one-fifth of MMT clients received optimal(>85mg) — T S 4 I B . i
dosages; receiving lower dosages contributed most to e E oy -l : 2 ' X

Time in QAT (months) Time in OAT (manths)

dropout, providing an implementation cpportunity for MMT
scale-up in Kyrgyzstan.

https {prograr me.a ds?i2? orafMoss aosiAbstract/ *abst octid=5390 Spedific pop. ations - key copulations
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Figure 1. Viral load coverage in two models

Alereabinral Al o aly TIROTIRTY.D . ; ) :
; of service delivery to key populations in
Zambia — October 2020 to June 2021

0%
86%:
80%
Improving uptake of viral load tests by key .
populations in Zambia: a review of two .
models 0% <racilty
A0% =Community
30%
* Review of retrospective data on VLC among 20%
key populations in districts that implemented 10%
the community-based model versus the -
EStO b|IS hed mOde| Oct to Dec Jan to Mar Aprto Jun Jul to Sep

2020 2021 2021 2021
* Routine PEPFAR prograom daota from October
2020 - September 2027

Conclusion:
* This data suggests that the community-based model
e Results: was effective in improving VLC in districts where the VLC
was low, exceeding the average VLC level in the facility-
* Between December 2020 and based model districts within a year.
September 2021 there was greater
improvement in VLC in the community- This Improvement is especially notable given that it
based model. VLC increased from 12% coinﬂcided with th.ez COVID-12 pandemic, and highlights
: the importance of conducting a more robust
(66/530) to 86% (800/935), compared to evaluation of the model as program managers,
59% (1054/1800) to 67% (1675/2490) in the researchers, and policymakers explore better strategies

facility-based model. for improving VLC among key populations.

https Horogram~e oids?077 orgfdostract/Absoracs2absoroctid=1439 Spedific pop. ations - key copulations
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Conclusion:

o e o o * The Integrated Trans Model was
Integrating gender-affirming care into HIV successfully diffused and disseminated
services for transgender women in three Asian [TOR FACHGRCIS SIEE OSEASIGR

. o o a - countries using implementation
countries: an implementation opportunity using strategies informed by community

rogers' diffusion Of innovation theory and CBO leaders and tailored to

cultural context.

« Documentation of how the integrated trans model of the Tangerine Clinic in Thailand has been exponded to other
Asian countries

« Lessons learned:

 Demonstrated to CBO leaders and staff in Myanmar, Nepal, and the Philiopines the 'relative advantage' of the
Integrated Trans Model for increasing transgender women's access to sexual health services

« Created o learning collaborative in which CBO participants made on-site and virtual visits to the Tangerine
Clinic

« Trained health care providers ond transgender community health workers on transgender-competent health
care, supported them to develop guidelines, and discussed the 'complexity’ of the Integroted Trans Model

« Mo Baydar Clinic in Myanmar, Cruiseaids Clinic in Nepal, and LoveYourself and Lakan Clinics in the Philippines
began implementing the Integrated Trans Model to test its 'trialability.” Direct 'observability’ from all clinics
was reflected in increased accessing of HIV testing and pre-exposure prophylaxis (PrEP) services among
transgender women,

« HIV case-finding rates ranged from 2% to 15%. PrEP linkage ranged from 20% to 27%.

https //prograr me.o'ds?27.org/Aest aoAbstract/ o bstactid=3509 Spedific pop. ations - key copulations
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Figure 1: Relative difference in HIV testing, HIV case identification, ART
initiation and treatment continuation among FSW between July-

Alerealiaral NS Sar aly FROIATYS September 2020 and July-September 2021 in Nampula Province (7 HF)
I A 1500 . 180%

Mobile clinics improve HIV testing, ART initiation N
and treatment continuation among female sex .
workers in Naompula Province, Mozambique . I )

P ' L IR .= o NN

WlulS2p2020  mluly-Sep2021 - Relative differance (%)

Figure 2: Mobile clinic contribution in HIV testing, HIV case identification,
ART initiation and treatment continuation among FSW during the period

+  Review of data from the pre (July-Sectember 2020) and July-September 2021
cost (July-September 2021) implementation period to .
assess the impact of mobile clinics (MC) on HIV case
identification, ART initiation and treatment continuation i
(defined as patients who did not miss their drug pickup for
more than 28 days from their last scheduled appointment)
among female sex workers at the seven health facilities,
* Lessons learned: l . I
. . . . o2
*  Between pre and post implementation periods, there e S =
was a 137% increase in HIV testing, 80% increase in .,
case identification, 115% increase in ART initiation and Conclusions: - -
161% i int ¢ r i . * Implementing MC at community level improved health service provision
6 increase in treatment continuation for fermnale sex workers
e Between July—September 2021 MC contributed to 32% Interventions that bring health services closer to female sex workers
. o . - . o and involve key population partners are important to address gaps in
,Of, rjnv‘ testing, 30043 of case |dent|ﬂco1tu|on, 258/0 of ART access to HIV prevention, C&T.
initiction and 34% of treatment continuation ICAP will continue to work with KP partners and DPS/SPS to strengthen

and expand MC services within Nampula.

https {program ~e.a ds?27.ora/hostacAbstroct/ 2o bstractid=8395 Spedific pop. ations - key copulations
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Conclusions:

Aeernlinral AN o0 ely FIOCIRTY.OG * NSP could play an important role in all stages of
the HIV care continuum.
o Task-shifting was implemented successfully in

project study sites, as both nurses and outreach

«cp® o e . workers showed confidence and understanding
TGSk'Shlftmg cmd dlfferenthtlon Of care for about their roles in HIV care service delivery, and
nurses and outreach workers in harm reduction had favorable attitudes around the services they

were trained to provide to PWID.

strengthens HIV care continuum in Kazakhstan'
Project Bridge

+  Examined the impact of the Bridge intervention on NSP workers' roles in HIV care, their ability to perform jobs in HIV
care.

* Lessons learned:

« A descriptive univariate analysis of attitudes towards Bridge services indicates that both nurses and outreach
workers viewed HIV testing, HIV care service linkage, confirmatory HIV testing, and non-HIV service referrals
favorably.

*  From the beginning of the intervention, both nurses and outreach workers held relatively open-minded views
about PWID and recognized the importance of HIV care services.

« Six months after the implementation, attitudes towards these topics remained consistently high, A majority of
staff ogreed that:

7y PLWH should not feel ashamed of themselves (83.9%)

) HIVis not o punishment for bad behavior (69.4%),

)y Women living with HIV should be allowed to have babies if they wish (95.29%), and
)

(TSN

4y Staff would prefer to provide services to PWID (85.5%)

https /i progrom~e.aids?077 orgfhostact/Abstrocs/Pabstractio = 1634 Spedific pop. ations - key copulations
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Improved viral load uptake and suppression Conclusion:

Qmong tra nsgender persons W|th * Adaoptation of community differentiated care
- e » » models is feasible and can be strengthened to
Implementatlon of differentiated care optimize viral load uptake and suppression

adaptations during the COVID-19 pandemic among Transgender persons

« Adaptations in HIV service delivery made to a Transgender HIV program implemented in Mombasa, Kenya
between April 2020 and September 2020, and the impact of the adaptations on viral load uptake and suppression.

« Lessons learned:

* There was improvement in viral load uptake and suppression among Transgender persons with the
adaptation of community differenticted core models and weekly telecounselling support.

*  Between October 2019 and March 2020 when 90% (26) of the cohort were dispensed to ART for 1to 3 months
and only 10% (3) were dispensed to ART for >3 months, the viral load uptake and suppression was 54% and 57%
respectively,

«  However, with adaptation of differentiated care and telecounselling entailing provision of 92% (34) of the
cohort with ART for 3 to 5 months and only 8% (3) of the cohort with ART for 1t 3 months, the viral load uptake
and suppression increased to 70% and 100% respectively.

« Service providers felt that these interventions helped them listen more to their clients while beneficiaries
appreciated not having to travel far for ART and viral load sampling services.

https {/proorg~ma.o'dsr022.craiAostract/Abstract/*abst -acs d=/3%4 Spedific pop. ations - key copulations
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The effect of a targeted quality improvement
intervention to improve access to antiretroviral
therapy (ART) services for key populations in
Zambia

«  USAID Open Doors Project implementing partner, ZANERELA+, faced
challenges in linking HIV-positive key populations to clinical HIV
services, after joining the project in Octoker 2020, A quality
improvement (Ql) intervention with a goal of 5% of newly diagnosed
clients were linked

 Lessons learned:

* Inthe first quarter of fiscal year 2021, the linkage rate for key
population groups was 48%

«  Majority of unlinked clients were tested during community-based
outreach and were between the ages 20-29

* Linkage increased to 99.4% by March 2021, after the completion
of Q1 interventions

«  Among previously unlinked female sex workers, 92% were
initiated on care. All men who have sex with men and
transgender clients were initiated, resulting in 100% linkage

https {programae aids?077 orgfhostract/Absoracs 2akbsiroctid =963 Spedific pop. ations - key copulations

FIGURE 1. @ intervention implementation and linkage
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Conclusion:
* Average monthly linkage increased from 27%
before the Ql intervention to 28% after

intervention activities were completed. We
recommend that QI be extended to other
subrecipients to improve service delivery and
organizational capacity.
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Offering Hormone Replacement Therapy (HRT)
helps improve retention in HIV care and viral
suppression among transgender patientsin
Atlanta, Georgia, USA

«  Gender-affirming care pilot project at Positive Impact Health Centers
(PIHC)

« The goal of this pilot program is to improve our understanding of
how incorporating gender-affirming care in the form of HRT into the
clinical care of transgender patients living with HIV impacts retention
and engagement in care, and ultimately viral suppression

« Lessons learned:

« After starting the HRT pilot program at PIHC, viral suppression
rates among enrolled transgender patients living with HIV

increased from 64% to 80%. Adding gender affirming care Conclusion:
hormonal therapy to existing wrap-around services such as * Positive Impact Health Centers recently hired @
housing, case management, behavioral health, transportation, NS Gl NGNS BieCTEn MICEIgER el

) ) , Translife Care Specialist to help expand our
can help improve viral suppression among transgender people organization's services that prioritize the health

living with HIV., needs of transgender people in our region.

https /i program ~e.a ds?d27.orafhostaciAbstroct/ o hstractid="0/35 Spedific pop. ations - key copulations
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The use of SMS to support retention in the HIV-
negative cascade: lessons learned from a key
population-led health service organization in Chiang
Mai, Thailand

*  Programmatic data from a short message service (SMS) used to
retain over 7,000 HIV-negative clients ot Caremat, a key population-
led heoth service organization based in Chiang Mai, Thailand

* Results:

« 375 clients or 10% of the population contacted through SMS
communications returned for HIV testing during the 1-year
period

«  Qver half (56%) of these returned more than 3 months after the
initial SMS communication. These 375 tested clients accounted for
16% of annual testing numbers,

«  We further calculated that one care and support staff can call
approximately 10-15 clients a day for negative retention while an
SMS system con reach out to an unlimited number of clients
immediately (we estimated the cost of one SMS as USS 0.07
compared to one call at USS 1.80 plus staff time)

https fprograr me.o ds?i2? orafMloss aosiAbstract/ *abst actid= /443 Spedific pop. ations - key copulations

SMS Work flow and results
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Conclusions:

e SMS can complement iN-person case
management services for HIV-negative
populations by offering an easy-to-use and
Inexpensive means for regular communications,
particularly for organizations with imited human
resources.

These SMS appear to motivate certain key
populations to seek repeat HIV testing where
they can then be offered PrEP and other services.
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Conclusions:
* Breaking the association between HIV and ART is

key to increasing men's uptake of treatment.

'We are equal’: increasing service uptake through » Mass, mid and social media campaigns
. : . . normalizing HIV treatment behaviors can play
strategic communications an effective role in changing attitudes and

INcreasing service uptake.

« Across-sectional study was conducted reaching 2,285 people dispersed across Mozambigue (60%
PLHIV, 45% of whom were female and 40% non-PLHIV, 39% of whom were female) with an additiondl
analysis of social media performance to assess the impact of the campaign on attitudes and beliefs
about HIV and ART

* Results:

« 79% of respondents recalled messages from the compaign, with many respondents reporting
creliminary steps towards behavior change as o result, including discussing HIV with someone
else (54%) aond seeking health services (21%).

«  While three of the four most popular social media posts were unrelated to HIV, the fourth was @
PLHIV testimonial video, illustrating similarities between the lives of PLHIV and non-PLHIV,

* Analysis of social media interactions showed 82% of private messages requested information or
help related to HIV; this was unrelated to whether the post contained HIV or non-HIV content.
The testimonial videos by PLHIV received positive feedback, showing the power of this form of
content to connect with audiences.

https {/prograr me.o'ds?027. orgffbstac/Abstract/ >ahstractid=1280/ Spedific pop. ations - rren
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Table 1. Sociodemographic data (n=123)
(1D}

Sex
Barriers and facilitators to use of male friendly clinical e B 2
services in Quelimane, Zambézia province, e wEe 0 g 3z
Mozambique: results of a qualitative study, 2021 el Do) () 3(e) 6 (o)
it T Ao B -0 By v

MNA - Mot Applicable

* Results:
*  Eighty-three in-depth interviews and five FGD were conducted.

Table 2. Primary barriers and facilitators identified by participants

*  Barriers to uptake of male friendly services (MFS) included: not knowing such services
were avallable; poor health care seeking behavior; competing priorities {e.g., work
responsibilities); perception that poor quality care would be received; and e e i i e et IR e A e S e

males in community highlighted: + Good quality care offered by health care

prolonged walt times. _ _ :
< Perception that poor quality care providers

*  Healthcare providers highlighted barriers such as limited human resources,
equipment (e.qg., sphygmomanometers) or infrastructure (e.qg., confidential space),
and long distances (for patients and providers) from home to the health facility,
which could compromise one's safety after dark.

«  Among the facilitators for MES uptake, all groups mentioned extended hours, one-
stop-model, and male providers as program elements which increased patient
comfort and willingness to share personal/confidential information.

Conclusions:
« Male friendly services are an acceptable means of offering male-centered care, especially for
patients not able to visit the health facility during routine hours.

* Demand creation messaging is needed to iImprove awareness of MFES in the communities
* Given the acceptance of the model, MES could cover screening and management of infectious
disease (e.g., HV/AIDS) as well as non-communicable disease.

https fprograr me.o'dsH027. orafAloss aciAbstract "o bstractid =480/ Spedific pop. ations - rren

would be received by health care
providers

< Not knowing such services were
available
“Today is the first day that [ am hearing
of this, this project. Yes yes.” (Male
patient, [nterview, Coalane HF)

< Competing priorities  (e.g., work
responsibilities)
“if | have headaches, we take
paracetamal... at dawn, you have to
logk for life to support the family” (Male
from community, FGD, Community near
Magquivale HF)

< Prolonged wait time at regular, non-
EWH sectors

< Men have a low predisposition to seek
health services

Healthcare providers highlighted barriers

such as:

< Limited human resources, limited
equipment and long distances (for
patients and providers) from home to
the health facility, and male health
care seeking behavior/ attitudes.

+ Extended Working Hours (EWH)
‘Because... because of the schedule
established here, usually doesn't coincide

with the work schedule...

So. we are

more available to go to the hospital when
it is not time of work”™ (Male patient,

Interview, 24 de Julho HF)."

+ One Stop Model
“...So | would adwvise because you don't
have that situation of going to the queue
on the other side, on the other side there
is the queue, so you go there, ... finish
there, so thats it go home” (Male
patient, Interview, 24 de Julho HF).”

+ CarelAttendance by male providers
“I would look for it because knowing that |
am making an appointment with a man
Just like me is, | take all my secret to him
and also ta ask for an idea what [ can do
in my life.” (Male from community, FGD,
Community near Maquivale HF)

+ Short waiting time
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Improving male partners' involvement in HIV+
women's care in Malawi (WeMen study): a
prospective, controlled before-and-after study

« Controlled before-and-ofter intervention study to evaluate the impact of three different
interventions on male partners' involvement in HIV+ women's care in Malawi

* Results:

«  OQverall, 46T women were included at the baseline and 483 in the post-intervention
evaluation.

*  Where the special day intervention was implemented, we observed an increase of
32.8 % in the number of women accompanied by their partners (from 48.5 to 8§1.4%),
and 32.1% in the number of women feeling safe at home (from 63.5% to 95.2%) after
the intervention.

« This outcome increased after the deployment of male champions in communities
(from 44.0% to 75.0%).

* Inthe site where the incentive was delivered to couples, we did not olbserve
significant improvement in any outcomes.

https fproara~me o'ds?027 orofAbstracAostract/ Paostracs d=5530 Spedific pop.w ations - rren

Conclusion:
The special day for men and the
use of male champions may be

effective strategies to enhance
male involvement in the health of
their female partners
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Increasing men's access to HIV prevention, care and
treatment services in Nampula, Mozambique

* In Octoper 2020, ICAP, Nampula DPS/SPS and health facilities (HF) leadership
designed and implemented a combined package of male engagement
interventions in 10 HFs,

* Lessons learned:

« At the selected HF, there was an increase in 40% (24,166/17,247) in HIV
testing, 13% (1,560/1,385) in HIV case identification, 19% (106%/89%) in the
oroxy linkage, 7% (10,0603/7,043) in viral load (VL) samples collected and
4% (92%/88%) in viral suppression (VS) among adult men between pre
implementation (October-December 2020) and post-implementation
(July-September 2021) period

https {orogromae.cids?077 org/Aostract/Absorocsabstroctic =8270 Spedific pop. ations - rren

Key Message: Targeted demand creation
and health literacy strategies using peers and
key community actors, coupled with
differentiated service delivery, has resulted in

an increased number of men receiving HIV
testing services and increased HIV case
identification and linkage to ART services
among men.
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Strategies to engage men in health care services:
lessons from Manica province, Mozambique

Male HIV Testing in ME sites and Coverage of Pregnant Women Partner Testing

+ Evaluation of the effect of these interventions on ME performance 450 = —
along the HIV care and treatment cascade in Manica province, 1000 239 ger o
T 21%
Mozambigue. 500 zmﬁ//f 5%
3000 3%
2500 28%
* Lessons learned: _
2000 20%
. , , = 9% 15.1% 15.2%
« ECHO collected routine dato from national registers, 1500 120% i o5
disaggregated by sex, to analyze male performance in HIV 1000 o ™
. _— . 538
testing positivity rates, people active on HIV treatment, and 500 s ﬁ . l 2
Vi rail Iuood suppression, focusing specifically on progress ot i s - prcs wwr B
S|te5 |mp|ememtlng the ME plOﬂu mmlien Tested  mmMen issted HIV+  wmmdl] Yield (%)) =s=Pregnant Woman pariner test coverage
*  From April 2020 to June 2021, the project observed
improvements in HIV testing (47,706 men testing and 3,540 Conclusions:
diagnosed with HIV), men active on ART (from 44,625 to « A combination of interventions focusing on male interests
o7, i : : and needs may get more men engaged in health services.
49,007, for a 10% increase) and viral load suppression (from y9 949

81% to 88%).

* Encouraging a male-friendly envirecnment through health
« These results are encouraging and indicate that these provider capacity bullding can help attract men to services

. . . nd get them invested in their health.
interventions are helping to expand male engagement for el gt Snem ITNEstse) I dneirineelth

HIV health services.

https HJorogramae aids?077 orafAostract/Absoracs/2abstroctid=9 /6 Spedific pop. ations - rren
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Strategies to improve Antiretroviral Therapy (ART)

Aleeeahzral Al 500 sly TIROTIRTY.D

initiation and early retention among men in sub-
Saharan Africa: a systematic review

*  Systematic review

* Results:

5,493 sources identified with 210 qualifying for full review
16 interventions met criterio

Five interventions (319%) were studied with RCTs. The majority
of studies lacked o comparison group ofr baseline data

Only two interventions (13%) focused exclusively on men

Qutcome definitions varied greatly, with nearly half (44%)
lacking any timeframe

Conclusion:
* Despite years of data describing men's suboptimal ART

outcomes, there is little high-quality evidence on strategies
to increase men's ART initiation or early retention in S5A.

https {fprogrem-e.gids?d77 orgihostractiAbsrocs/abstractic=/3/4

Spedific pop. ations - men

Intervention

Type

n
(%)

Definition

Description of Interventions

Facility-based 3 |Interventions |+ All (n=3) focused exclusively on
services (19%)|focused on same-day ART initiation
changes to + Two examined the impact of
protocols/ clinical algorithms (i.e.,
services screening tools) to facilitate
within same-day ART initiation
facilities.
Community- 4 |ART + All (n=4) provided immediate
based (25%)|dispensed ART initiation and counseling in
services outside the community, home, and/or work
health facility settings
- Two provided a single
counseling session at initiation,
while two provided ongoing
monitoring and counseling
Outreach 4 |Community- |+ All (n=4) offered testing and
(25%)|based support to attend facility for
activities to initiation
identify those |+ Two provided facility escort
in need of - Two provided a single
ART services interaction at initiation, while
and/or to the other two provided follow-
promote up interactions
linkage to a
health facility
Counseling/ 3 |Ongoing = All (n=3) provided ongoing (3-6
peer support |(19%)|counseling to months) counseling from peers
identify and living with HIV. Duration and
resolve location were based on client
barriers to preferences.
care = One was tailored for men and
delivered by male peers living
with HIV
Conditional 2 |Monetary/non |+ One intervention offered large
incentives (13%)|-monetary fixed monetary incentives for
incentive(s) monthly clinic visits
conditional = One intervention offered men
based on ART | large lottery non-monetary
engagement incentives for clinic registration,

ART initiation, and/or viral
suppression.
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A "One Stop" Differentiated Service Delivery

Model in the Maternal and Child Health Clinics
improves compliance and viral suppression [ T ’
among children, pregnant and breastfeeding T T S ©

women in Lusaka District, Zambia = N e

Figure 4. Screening of moms and babies by doctors  Figure 6. Repeating testing of pregnant and
and nurses in MCH. Trend lines show the consistency  breastfeeding women after first antenatal
in attendance even during COVID-19 surges care visit and followed postnatally.

* Lessons learned:

Babies with Final Dutcome at 24 Months

«  Onaverage, ~1,600 pregnant women are seen at their first antenatal care g, ~
{ANCT) visit Iin the climics and subsequently monitored through labour and g g.,, o .
postnatally. - u ,, o .

+  Atotal of 250 (16%) mothers has HIV infections at ANC1 comprising the initial 2 3 § T
and known positives. o L R g

«  If negative, PBFW are re-tested at 3-month intervals to check negative Figure 5. rend in EID posttits rates i HEH il e
status for HIV infections. i e ol Bl e e

*  Using viral load suppression monitored at 12 month as an indicator of the
efficacy of the model, 7% percent of pregnant women and 96% of Conclusions:
breastfeeding women in the four clinics have exceeded the target of 95% * The one-stop DSD model has resulted in improvements in

prevention, linkages to care, treatment, and ART adherence
for mothers and children under the age of 5 years.

virally suppressed.

* Additionally, 80% of children under the age of 5 years are virally suppressed.

*  Furthermore, over ?20% of children under the age of 24 months (>3 kg weight,
> 4 weeks age) have been transitioned from Lopinavir/ritonavir- to
Dolutegravir-based antiretroviral treatment regimen to improve virdal
SUPPression.

https {/progran ~e.aids?027.orafAcstact/Abstroct/ abstractic=3093 Specific pop. ations - pregnart ang oreastfeeding wa~en
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1. DSD for HIV treatment

o DSD for HIV treatment in 2022

« Quantitative

« Qualitative

« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB

« Specific populations

« Advanced HIV disease

« Cost and cost-effectiveness



Conclusions:

Aleeeahzral Al 500 sly TIROTIRTY.D .
‘ o * The TRIP translational trial provides evidence that
Cryptococcal Screening and pre-emptive fluconazole could be

effectively translated and scaled up to reduce mortality
among people with HIV under pure routine health care

1 : settings.
Can evidence based from robust trials be SR
translated into routine practice? The adoption of The effectiveness is demonstrated oy low mortaliy armong
i I l rAg positive asymptomatic, but very high mortality is sti
an evidenced-based innovative REMSTART e i e e e T

package to reduce mortality in advanced HIV

disease individuals starting ART in Tanzania

+ Evoluation of Cryptococcal Antigen (CrAg) Screening and pre-emptive treatment with fluconazole of asymptomatic CrAg
positive individuals.

« Results:

A total of 2602 patients were enrolled in the 18 health facilities. The median (IQR) CD4 count(cells/Mal) was 39 (19,94) among CrAg
+ve asymptomatic(n:é4), 47(9,99)among CrAg +ve with symptoms of meningitis (n:30), 96 (46,150) among CrAg -Ve (n:2162).

The median follow-up in days (IQR range) was 356 {(4-395), 16 (1-117), and 365 {0-663))among CrAg +ve asymptomatic, CrAg +ve
with symptoms of meningitis, and CrAg -Verespectively.

3176 (3.9%), 0/39(0%,), 278/2487 {(11.2%) participants were |lost to follow-up among CrAg positive asymptomatic, CrAg positive
symptomatic and CrAg negative participants respectively over 12 months.

Overall mortality was comparatively low 17/76 (22.4%) at 12 months among CrAg positive asymptomatic participants; 16/39
(41.0%) at 10 weeks among CrAg positive symptomatic participants; 21472487 (8.6%) ot 12 months among CrAg negatives
poatients.

If we assume those lost have died, then the mortality figures are 26/76(34.2%) and 20/39 (51.3%) among CrAg positive
asymptomatic and symptomatic participonts.

https fprograr me.o'dsHi27. orafsloss acsiAbstract "o bstractid=9038 Advaaces 1V disecse
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Implementation of the CD4 advanced disease
rapid test: lessons learned from the pilot test in
Uganda

*  Between Jonuary and August 2021, the Ministry of Health with
sugport from Clinton Health Access Initiative, Inc. (CHAI, through
funding from UNITAID, field tested VISITECT at 12 health facilities
across Uganda with the aim of understanding its performance in
an uncontrolled setting for consideration of potential scale-up

« Results:

*  Dato from 681 comparative tests were collected from February to Auqust 2021,
highlighting 177 CD4 <200 and 504 CD4 >200 test results for the POC CD4+
machines while VISITECT had 195 CD4 <200 and 486 CD4 >200 test results.

*  From this data, the VISITECT sensitivity and specificity was determined to be
97% and 95%, respectively.

* Although HCWs highlighted the long turnaround time with VISITECT (45
minutes) as a challenge, they reported that access to such o test would
facilitate quick clinical action in lower-level facilities without CD4+ machines as
opposed to referring samples to other health facilities.

* It was also noted that VISITECT was portable, easy to use, and fit for facilities
with limited technical expertise.

https {iprogrom~e.aids?077 org/hostract/AbstrocsPabstroctio=5370 Advaaces 1V disecse

North Central
North Central

North Central
South Central

Busoga
Bugisu

North Central
Bugisu

Teso

Teso

South Central

VISITECT result

No. of tests done

Kazsandra HC IV
Kavunga RRH
Kiboga Hospital
Masaka RRH
Mayuge HC III
Mbale REH
Mubende RRH
Nakaloke HC III
Soroti RRH
Tirirt HC IV
Villa Maria Hospital
POC CD4+ result

200

114
63
16
66
112

195

436

177 504

Conclusion: Implementation of VISITECT testing is
feasible besides yielding good results and could

significantly increase access to CD4+ testing and
the AHD package of care.
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1. DSD for HIV treatment

o DSD for HIV treatment in 2022

« Quantitative

« Qualitative

« Community models

* Include virtual and/or digital intervention

* |Integration - family planning, Hepatitis B and C,
Mmental health, NCDs, TB

« Specific populations

e Advanced HIV disease

« Cost and cost-effectiveness



Aleeeahzral Al 500 sly TIROTIRTY.D

RIAS

Do differentiated models of care for HIV

treatment result in lower costs for recipients of

care in Zambia?

Figure 1. Self-reported median number of health system interactions/RoC/year

13
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Figure 2, Median time spent (hours) and opportunity costs (2021 USD) per RoC per year
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Figure 3. Median transport costs (2021 USD) per RoC per year*
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Key Message: DSD models generally minimize costs and time for
recipients of care as compared to conventional care, but this

depends entirely on madel design {(number of interactions
reguired/fyear).

Cost and cost-e~ective-ess
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2. DSD for PrEP



RIAS

IAS-WHO PrEP satellite

httos://programme.qids2022.0rg/Prograomme/Session/434

Country policy
development brief

July 2022

Differentiated pre-exposure
prophylaxis (PrEP) service
delivery

Key considerations in developing
policy guidance for differentiated
PrEP service delivery

Differentiated and
simplified pre-exposure
prophylaxis for HIV
prevention

Update to WHO implementation guidance
TECHNICAL BRIEF

P
(7R World Health
V&g*@\‘} Organization
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> Adapting the WHEN:
Innovations from Kenya

]

Women in SD Men in SD Women not in
couples couples known SD couples
(N=130) (N=165) (N=200)
*primary outcome Randomization

measurement

-r\

6-month PrEP +
blood-based HIVST

6-month PrEP +
oral-fluid HIVST

3-month PrEP +
clinic-based RDT

HIVST training; 2 HIVSTs;
Bi-annual clinic visits

HIVST training; 2 HIVSTs;
Bi-annual clinic visits

Quarterly clinic visits

Qi Q2 Q3 Q4

IS

——

Qi Q2 Qa3 Q4

al- [a

Q1 Q2 Q3

Intervention

From Nqure/Ortblad, PrEP satellite

BaAaa A

100%

80%

60%

40%

% of participants

20%

0%

Y

(Ngure K, et al, Lancet HIV 2022)

78%

Tested for HIV  Refilled PrEP

PrEP adherent

(between (at 6 months) (any TFV-DP
enrollment & 6 detected)
months)

6-month PrEP + HIVST (combined intervention
arms)

3-month PreP + clinic-based testing (standard-of-
care)
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Standard of Care Six-month PrEP + OF/BB HIVST

Alecealiciral AlDs 5o aly TISOTI2TY . 27%
Pharmacy

Dispensing: PrEP &

Comparing the cost of six-month PrEP dispensing Sxamination
with interim HIV self-testing to the standard-of- B
care three-month PrEP dispensing with clinic- i v Tesing

Fig. 2. Distribution of average personnel time spent on PrEP delivery activities

based testing in Kenya

Table 2: Unit cost per person month of PrEP for the MOH scenario

Standard of Care Blood-Based HIVST Oral fluid HIVST
Quarterly clinic visits + 3- HIVST training; 2 HIVSTs; Bi- HIVST training; 2 HIVSTs; Bi- S0C Six-month PrEP +
month PrEP supply annual clinic visits + 6-month annual clinic visits + 6-month Costs (2019 USD) OF/BB HIVST
PrEP supply PrEP supply Cost per Cost per
a1 [ a2 [ a3 | s a1t [ a2 | a3 | as a1 | a2 | a3 [ as clonipee | IOt nar |
— - cost cost
&lal [Bl—-]a6l— &8 month month
Variable
| | 0 Personnel (clinical) $1.24 8% $1.08 8%
' g Medication $6.75 48% $6.75 48%
Stardardiolcare InigneeAtion Laboratory testing $3.26 21% $2.84 22%
Fig. 1. Summary of allocation of PrEP delivery procedures by study arm Other supplies $0.41 3% $0.36 3%
Sub-total $11.67 80% $11.02 81%
Table 1: Unit cost per person month of PrEP for the trial scenario Fixed
Start-up 50.97 6% $0.84 6%
Six-month PrEP + Personnel (supervision and administration) $0.35 2% $0.31 2%
Costs (2019 USD) S0C OF/BB HIVST Capital (e.g., creatinine machines, furniture) $0.20 1% $0.18 1%
Cost per Cost per Overhead (e.g.. building. airtime, transport) $1.57 10% $1.36 10%
client per % Tottal client per % Toiial Sub-total $3.09 20% $2.69 19%
month os month bk Summary $14.76 $13.50
Variable
Personnel (clinical) $2.64 9% $1.70 6%
Medication . $6.75 22% $6.75 24%, Conc' usion:
Laboratory testing $3.48 11% $4.75 17% . . . .
Other supplies $0.77 3% 80.67 2% * Six-month PrEP dispensing with interim HIVST demonstrated
Sub-total $13.64 45% $13.87 49% . e g .
Fixed comparable and lower costs than SOC clinic-lbased dispensing every
Start-up $4.16 14% $3.59 14% - . g - -
Personnel (supervision and administration) $7.07 23% $5.26 19% three months in Ke nya, with decreased person nel time.
Capital (e.g., creatinine machines, furniture) $2.31 8% $1.99 T%
Overhead (e.g., building, airtime, transport) $3.43 11% $2.96 11% . . .
Sub-total $16.96 55% $13.80 51% * Reduction in cost of PrEP and HIVST kits may increase the
Summary $30.60 $27.67

https {fprogram ~e.g ds?027 org/Aostac/Abstroct/Pohstractid=3454

affordability of PrEP and should be considered.
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R I AS Opportunity costs and burden
» Clients reported reduced loss of working

hours and income from less time spent

High acceptability of a direct-to-pharmacy PrEP delivery in the clinic.

* Providers reported reduced workload

model in public health HIV clinics in Kenya: perspectives of At s S, SR 16 S st
PrEP clients and healthcare providers involvement and improved clinic flow.

*  Quualitative study to gather insights of PrEPR clients and healthcare
croviders regarding a PrEP differentiated care intervention aimed at
improving efficiency of PrEP delivery in public HIV clinics, March -

November 2027
Experiences Attitudes and willingness
= Clients and providers reported satisfaction - Clie;'lts and providers expressed
with the DTP model, attributed to improved confidence in, and willingness to continue y .B ﬁ E
service efficiency and quality, and enhanced with the DTP model. T ._ #5 ol hﬁ E, s l
PrEP continuation and adherence. = However, clients and providers described o M Wﬂ & A WJ"W
+ Clients reported experiencing less queues concerns of clients missing out on other m ;ust m ﬁ;‘ gﬂ' tﬂm cﬁmstaﬁ's

and movement between clinic rooms, services during refill visits, and of HIVST

resulting in improved privacy, and reduced self-efficacy and accuracy.

HIV clinic-associated stigma. = Some providers also described worries
over shift of workload to pharmacy and
loss of roles among HTS providers.

Conclusion:
« DTP refill visits with HIVST was highly acceptable as a
differenticted care intervention for PrEP delivery among clients

> CHanEh Ouiid and providers, Context-specific adaptations and scale-up of

Social scientist

SlwidiEpipsteca o the intervention could improve efficiency of PrEP delivery in
public HIV clinics in Kenya.
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The acceptability of pharmacy-based HIV PrEP
delivery among private pharmacy clients in
Kenya: findings from a pilot study

100%

B Fig 1. Participating pilot pharmacy

Bt «  Between November 2020 and Decemiber 2021,

screened 575 pharmacy clients for HIV risk and
enrolled 287 (50%;.

« At one, four, and seven months, 54% (156/287),
65% (102/156), and 57% (58/102) of participants
due for follow-up continued PrEP.

40%

20%

Percentage of pharmacy clients

0% : .
MmaMmyM IMaM T IMAMTM IMAaM T IMAM M TM AM T SO o -
« The pharmacy clients participating in this pilot
Liked t‘-:‘iﬂ:?ﬁ'r'lti Gfgﬁﬂ":::d rﬂﬂ‘;‘;*;‘:ﬂd FI_'I?E;": Good match study found pharmacy-delivered PrEP services
P for needs acceptable, which suggests that this model
B Strongly Agree  Somewhal agree = Neutral = Somewhat disagree B Strongly Disagree reaches and meets the care preferences of at
Figure: Acceptability of pharmacy-delivered PrEP services least some por‘tion of the ta rg et pOpU|C1UOﬂ for

PrEP,

https ffprograr ne.g ds?d2? org/AbsTracriAbstract/Pobst actid=1101/
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The fidelity of a pharmacy-based PrEP delivery
model in Kenya: an unannounced standardized
patient actor assessment

Feo to Aug 2021, 8 USPs completed 15
pharmacy PrEP visits.

60% (9/15) of the USP were asked about
their interest in PrEP and 80% (12/15)
about behaviors associated with HIV risk.

All USP actors (100%, 15/15) reported being
counseled on PrEP safety and side effects
and most (87%, 13/15) on PrEP efficacy.

Almost all USP actors (87%, 13/15) were
assessed for a history of kidney or liver
disegse

All (100%, 15/15) received assisted HIVST
and PrEP in a private room during the
Visits.

Of the USPs, 60%(9/15) agreed and

40%(6/15) strongly agreed that the quality
of service at their visits was as expected.

https ffprograr ne.g ds?d2? orgfAbstracgiAbstract/ o bstactid=11/10
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Figure: Fidelity at PrEP initiation and continuation

T PrEFIAftiation T PrEP Continuation (Month 1)

Provider used sasily understood language
Provider acted judgmental |79, 33%
Provider encouraged questions EFENNNEFEIN 1750 20%

Provider treated me with respect

Provider spoke in a private space

Provider listenad without interrupting 17% [ 56%  BRETTOEED

| would seek help from this provider again
0% 20% 40% B60% 80% 100% 0% 20% 40% 60% B80% 100%

m Strongly agree = Agree = Disagree m Strongly Disagree

Conclusion:
» The fidelity of PrEP delivery at private pharmacies in the pilot
study was high, as assessed by USP actors, This suggests

oharmacy providers can deliver high-quality PrEP services
supporting possible scale up of pharmacy-lbased PrEP delivery
models in Kenya and similar settings.
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Delivery of HIV self-testing and pre-exposure
prophylaxis through private retail pharmacies in
Kenya: a mixed methods evaluation

*  Mixed-methods approach censisting a cross-sectional
questionnaire survey at randomly selected pharmaocies to
evaluate the HIVST and PrEP policies launched in 2017

* Results:

«  Of 195 pharmacies included, 107 (55%,; 95% CI [42- 68 %])
were providing HIVST test kits, but none had performed o
HIV test within the pharmacy in the last week.

«  Only é (3%) of pharmacies were providing PrEP. Reasons for
this low adoption level included lack of o proper program
to get PrEP supplies, lack of demand frem clients and lack
of knowledge,

«  With regord to structures and resources, 37% of
phormaocies had a consultation room, 2% had
computerized stock maonagement system, 83% had a HIV
testing centre <lkm away, and 70% opened 7 days a week,

https {fprograr ne.g ds?d27 org/AkbsT ooiAbstroct/Pobstractid=4447

Table 2. Dissemination and adoption of the HST policy in pharmacies

Implementation parameter Nairobi Mombasa Kisumu Total
(N=68) (N=64) (N=63) (N=195)

n % n % n % n %
Ever heard of HST 68 100% 64 100% 63 100% 195 100%
Ever received a client asking for HST 66 97% 59 92% 57 90% 182 93%
At least one staff member trained on HST 27 79% 39 93%* 18 58% 84 79%
Ever provided HST services, ie, had adopted the policy 34 50% 42 66% 31 49% 107 55%
Had a copy of the HST provider guide 4 19% 15 39% 7 23% 26 29%
Had 2 copy of the operational manual 5 7% 5 8% 4 6% 14 7%

Number of months from policy launch to adoption : . . - -

(Medizn [IQR]) 14 8-23 13 11-17 23 22-29 16 1-23
Had test kits in stock in past month 32 94% 42 100%™ 27 B87% 101 94%
Sold at least one test in past week 26 76% 30 T1% 16 52% 72 67%
Tested a client within the pharmacy in past week 4 12% 7 17% 5 16% 16 15%
HST kits added in stock management system (n=82 with 2 a7 26 00% 19 a59 77 4%

omputerized stock systems)
Proportion of staff members providing HST services

1.0 0.3-1.0 1.0 0.2-1.0 1.0 0.3-1.0 1.0 0.2-1.0
(Median [range])
isited by HST program coordinators in past six months 16 48% 34 83% 3 10% 53 51%

Conclusions:

* Approximaotely three years after policy launch, HIVST
services had been adopted by the majority of pharmacies.
Adeguate structures and resources exist in the private
pharmacy sector for the delivery of HIV prevention
interventions.

Forthcoming qualitative data from the project will provide
Insights into the barriers hindering adoption of PrEP
services.
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Implementation strategy package improves
PrEP implementation for pregnant women in
antenatal care clinics in western Kenya

90%

80%

70%

60%

40%

30%

20%

*  Between June-December
2027, a difference-in-
differences study (3 months
ore and post intervention; 4
intervention & 4 comparison
facilities) in Western Kenya

+ Tested 3 implementation
strategies ' video-based PrEP
information, HIV self-testing,
and dispensing PrEP in
ontenatal care rooms'
together to improve PrEP
delivery

* No improvement in: s

* Service time (+0.9 minute; a

p=0.328) :

 HIV testing (-4%, p=0.51) f

« Small increase in waiting time :
(+1.4 minute; p=0.009)

0%

15%

» High acceptability &
appropriateness of implementation
strategies by health care workers

10%

5%

Conclusion
« This implementation strategy package may e useful to
integrate PrEP provision into antenatal clinics. It enhanced 0%

PrEP delivery across implementation outcomes and client
satisfaction without meaningfully increasing wait time or
decreasing provider-client time.

https {forogrome aids? )77 org/Aostract/Abstract/Pakbstroctid=1110

84.8%
+28.8%
66.7%
p<0.001 :
oy +21.2%
D2 +44.1% p<0.001 *“™* +251%

39.2% <0.001 ’ i < 38.0%

p 3&;.3‘]% +23.6% p<0.001 i

I <0.001
_— +28.8% 27.798:9% P 028
22.5% I p<0.001 2.3%
9.6%
77% | 7.9% 5%
2_5%l4 2%8 1o 2.3%8.3%| 4 6%I
=N _— — 1
HIV prevention  Frequency of use Maximum Condom use Side effects Discontinuation
protection

Comparison pre

mComparison post

Intervention Pre

=Intervention Post

Figure 5: Changes in HIV knowledge associated with video

14.8%

+5.2% +10.2% +4.2%

p=0.010 p=0.009 p=0.004
9.6%
63% | 8.0% ) 58%
3.50%
24% 25%
1.7% vaw S o
] . H |

PrEP penetration PrEpP fidelity PrEP offer

Comparison: Pre

(screening for PrEP)

u Comparison: Post

Intervention: Pre

(screening, HIV
testing, risk counsel)

= Intervention: Post

Figure 2: Implementation outcomes in intervention vs comparison
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RIAS  Adapting the WHO:

Innovations from Brazil

PrEP Prescription from Nurses: strategy to scale
up access to HIV prophylaxis in Brazil

Nurse PrEP Prescription « Evaluation of the impact of beginning Nurse
20 PrEP prescription in expanding access to
orophylaxis in Brazil.

* Nurse PrEP prescriptions had an important
impact on expanding PrEP access,
representing a growth rate of 10,68% (Cl
95%: 2,09-12,30}; R Sguared (0,234} in relation
to total prescriptions made.

Relative PrEP
Prescrption (%)

Conclusion: Next steps involve making possible for other

health professionals orescribing prophyloxis and
supporting training process professionals.

https ffproara~me a'ds?022 orglMbstrac/Aostract/?aostract d=5799
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Adapting the WHAT:

Innovations from Thailand

Building blocks
of Xpress PrEP
service in
Thailand

From Narukjaporn, PrEP satellite

Thailand
National
Guideline
for PrEP
2021

WHEN
Service
frequency

WHERE
Service
location

WHO
Service
provider

WHAT
Service
package

PrEP screening, initiation and early follow-up

(0-3 months)

PrEP continuation
(+3 months)

m PrEP initiation visit Initial follow-up Routine clinical follow-up

Months 1, 3

Same-day PrEP

Every 3 months

Key population (KP)-led clinics/Community-

based organizations (CBOs)

Pribta Tangerine Clinic (Full telehealth scheme)

KP-led clinics/CBOs
Pribta Tangerine Clinic

KP-led clinics/CBOs
Pribta Tangerine Clinic

KP lay providers

2. Physicians/virtual physicians (which is

prescribed remotely by physicians)

1. KP lay providers
2. Physicians/virtual physicians

1. KP lay providers
2. Physicians/virtual physicians

3. Clients 3. Clients 3. Clients
Recommended: Same-day HIV testing « HIV testing + HIV testing
« Cr, HBsAg (results come later) « PrEP/effective use counseling + Cr (results come later, every 6-12
PrEP counseling +  PrEP prescription/virtual prescription months)

»  PrEP prescription/virtual prescription
»  PrEP dispensing/give PrEP out

PrEP dispensing/give PrEP out

PrEP/effective use counseling
PrEP prescription/virtual prescription
PrEP dispensing/give PrEP out

Alternatives: Syphilis testing

+ CT/NG testing (self-collection sampling)

+  Anti-HCV

Syphilis testing (every 3-6 months)
CT/NG testing (self-collection
sampling, every 3-6 months)

Syphilis testing (every 3-6 months)
CT/NG testing (self-collection
sampling, every 3-6 months)
Anti-HCV (every 6-12 months)

Laboratory results sharing via email, chat application, SMS, phone call
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Perceptions and experiences of key populations ﬁ‘ Community ﬁ“ &
INn Zambian with access to community-based I . K " commny
& ( ' ( Clinical Follow Up PrEP Team
delivered PrEP oo ! st o i
. . . . T S 136912
«  From 2016-2021, the University of Maryland Baltimore and its ¢ St i Ry ey - I
. . . - . * HIVTes 5 /
cartners implemented the Zoambia Community HIV Epidemic '- i ine i
Control for Key Populations (Z-CHECK) program to reduce HIV § & /
transmission particularly among KPs, | , — S
= safe J f\':;‘?'fom:::;“ | lﬂe::tt.hnftadmj
= = * Urire test 0 Ae':ge ;::‘“
CLINIC Efficient J b * Creatinine collectiors ) + Commodity met
BASED =
ACCESS g =
CHALENGES Confidential ]
} Figure 1. UMB Community PrEP Distribution Model
Convenient
astat barrers ot v o=t e | atient-centered |
attitude
Distance to Long clinic . Figure 3. Key words that described client experiences of
the clinic ""'tam'-;:ﬂ Stigma community PrEP distribution by CHWs
"1 cannot manage to be "We fear that sometimes CO nCI USi On:
coming .hfere to access gven if you know, let's say ] . . . . .
the medane becauee ! you need 19 90 e e ik « Community distribution of PrEP is well regarded by KPs in
forbus fares - 7D with e e Ll Zombia and was perceived by KPs to improve PreP cccess,
D1 vt MM uptake, and persistence.
* Future PrEP programs should consider integrating community-

Figure 2. Challenges faced with clinic-based PreP distributicn

https {progrom-e.gids?077 org/Aostract/iAbstrocsPabstroctio=4924

bosed delivery approaches to promote uptake among KPs.
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Gamification of peer mobilizers to increase pre-exposure

FIGURE 1. Outcome of Mae Koe 2020 Project,
18 August - 11 September 2020

prophylaxis uptake among transgender women 20 w1
*  Between August - September 2021, 21 community leaders recruited 219 s
clients for HIV testing (including 96 trans women). The mean number of
new clients recruited per leader was 2.81. % -
+  Of the HV-negative trans women participonts, 71% initiated PrEP, 150
accounting for 41.38% of Mplus' annual PrEP service delivery among this
copulation.
100
FIGURE 2. PrEP Uptake among KPs in Chiang Mai by Month, January - December 2020
:Z —MSM —=TG 50
4
70 4
60 f_-__“"x._\/ /\ . .3-
50 /‘h"‘ah / \ Megative PrEP Initiafion  Positive
40 / \

\
,
30 *-. /"/

Conclusion:
» This gamified peer-driven recruitment model is o

Jan Feb Mar Apr May Jun Jul Aug Sep Oct Moy Dec

oromising strategy for initiating trans women on
PrEP while maonaging privacy concerns and
warrants further implementation and evaluation.

https {fprograr ne.g ds?i2? orgf/AbsTooriAbstract/ o bstactid=4% 3%



https://programme.aids2022.org/Abstract/Abstract/?abstractid=5341

RIAS

3. DSD for HIV testing and linkage
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Differentiated Testing Services:
Optimizing program design to
enhance testing and linkage

¥ In summary....
RAIDS 2022

» Close to reaching first 95 - BUT
not for all sub-groups and not in
all SSA contexts

» Reductions in volume of facility-
based testing in the last 3 years
impacted achieving second 90

« Many people using testing to re-
enter care

N0
10

L
S

H
lln«

d

.
&

@
©
é
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Broader scope towards “status neutral”
testing that actively supports linkage and
engagement of individuals in PREVENTION
and TREATMENT programmes

Targeted HIV testing services to increase

knowledge of status among those more
vulnerable to HIV acquisition and/or more
likely to be associated with onward
transmission through an innovative and
strategic mix of modalities that evolve
over time

Lessons from the Future of HIV testing expert

consultation series

https {fprogrem-e.Qids?d77 org/Programme/Session /44

\‘/’@2@9\5 World Health

GATES foundation
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Knowledge of HIV status S—
o ° o Ever heard about HIV self-testing —_—
Effects of a multimedia campaigh on HIV self- — —

testing and PrEP outcomes among young people s vstnme s e

in South Africa: a mixed-methods impact [ . i
evaluation of 'MTV Shuga Down South' 2024 e
«  Mixed-methods evaluation to investigate whether and iEshdD v VST b apaer. AR -t
how the DS2 campaign works among 15-24 year-olds in 15-19 .
Eastern Cape, South Africa, in 2020. 20-24 ——
Results: Ever heard about PrEP e
Willing 1o take PrEP every day ———
«  Among 3,431 online survey participants, 43% engaged Condom use at last sex —_—

with MTV Shugo and 24% with DS2. Knowledge of HIV
status was higher among those exposed to DS2 (/1%)

versus the non-exposed (39%; adjustedOR=2.26 i ik st o st il g bt AL
[95%CI1:1.78-2.87]) (See Figure 1).

*  Exposure waos dlso associated with increcsed Conclusions:
awdareness of HIVST (60% vs 28%; aOR=1.99[1.61-2.47]), « We found evidence consistent with a positive causal impact of
use of HIVST (29% vs 10%; aOR=2.49[1.95-3.19]), and the MTV Shuga DS2 campaign on HIV prevention cutcomes
awareness of PreP (52% vs 2/%,; aOR=1.90[1.53-2.35]). among young people in o high-prevalence setting.

*  Qualitative insignts offered evidence of D52's
influence on awareness, confidence and motivation « As diverse testing and PrEP technologies become accessible, an
to use HIVST and PrEP, but limited influence on service iImmersive edutainment campaign can expand HIV prevention

ACCESS. choices and narrow the age and gender gaps in HIV testing and
prevention godals.

https {fproara~me.a'ds?022 orglfbstract/Aostract/ Paost oo d=4%900
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4000
R IAS =500 znsa
2000
s ® 2500
HIV self-testing reached key populations 2000 i
dl f COVID-19 —Im
regaraqaiess o - oo _
To ensure HIV testing services Is 700 8L B ’ Received Flnp-:rtec test HIV reactive HIV positive Recsived ART
accessible to key populations (KP), ¢ o = HUST  resulss
wep-based HIV self-test (HIVST) 400 250 31p 57 330 i o .
distribution and linkage to ART and ﬁ 210 189 e Figure 3. HIVST distribution and linkage to ART
PrEP was piloted in three provinces in 100 I I l |
Viethom to ossess the uptoke, R PP s 9 Py o 4500 4197 73.7% YT
feasibility, and effectiveness in linking VS FE‘-’" ¥ TS

P A 4000
LI EFEFEFLTES I E D
self-testers to HIV services to inform - N 3500 3088 2915
national scale-up. l | . L ] |3000 20.9%

. I ) Filet completed in Scale-up 2500
] 4% weay of Covid-15% Hanoi 2000
Conclusions: 1500

* Results of the pilot shows how web- Fig 5. HIVST distribution during Covid-19 1000 E.ne
pased HIVST can be utllized as ¢ 500
. v - |:|

critical COVID-17 OdgptOtIOﬂ for Received HVST Reported test HIV negative HEcen.ed FrEP
reaching KP, including younger cge results

groups and those not previously Fig 4. HIVST distribution during Covid (April 21-
tested. June 2022)

This approach was feasible,
acceptable and facilitaoted linkage to
ART and PrEP services which overcame

. . . mzelf picked up W PE delivered  w Shipping service
service delivery challenges during the

oandemic. Fig 6. HIVST distributiocn by delivery approaches https /iprogra~me a'ds?022.craiAbstract/Aostract; *aost ‘acs d=1539



https://programme.aids2022.org/Abstract/Abstract/?abstractid=6900

R I a S Alerealizral AlNE Sor aly TIOTIATY.0

How efficient are HIV self-testing models? A
comparison of community, facility, one-stop-

shop and pharmacy retail distribution models in Conclusions:

Nigeria « HIV testing yield and
performance across the cascade

Comparison of HIVST outcomes across 4 distribution models was optimized through KP one

implemented by non-governmental and community-based stop shops

organizations in Nigeria between Oct-Dec Low yield in community and

oharmacy settings suggest need
for better targeting;
Absence of confirmatory testing

HIVST cascade data were collected, documented in relevant HIVST tools and descriptively analyzed following re?Ct'}"e t?StS ligelan
as shown in table 1. charmacy distribution suggests a
Table 1: need for linkage support;
N Results - Linked to Concordant : - g

Distributed . " 1o,  Reactive % fecking % tost % Linked to ART Low test concordance in
Community 33023 33023(100%)  192(0.6%) 156(81%) 124(79%) 116(94%) community-based distribution
Facility 15225 15100(99%)  263(1.7%) 250(95%) 240(96%) 235(98%) |
KP OSS 10301 10149(99%)  340(3.4%) 340(100%)  338(99%) 338(100%) suggests possible test or data
Pharmacy 245 238(97%) 1(0.4%) 0 N/A N/A Qua | |ty ISSU es; an d:

High linkage to ART across
models.

https {fprogrom-e gids/ 077 orgf/acstractiAbstrocs/Pabstroctigd=11/83
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Index testing approaches for early diagnosis of
PLHIV and treatment initiation for HIV epidemic
control

« Evaluation of the impact of index testing as a case
identification strategy under the PEPFAR/USAID funded
ACCELERATE in Telangana, Indio.

Figure 1: Index Testing Cascade during Aug 2000 to Dec 2021

18,000 15,975 contactselicited
(1.6 contacts / index)
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hitps {fprogrem-e gids?077 org/Aostract/AbsorocsPabstroctio=443%

Figure 2: Positivity by type of Contact Tested

2500
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Conclusions:
* Index testing approach provided high

yield and absolute number of new HIV
positive cases identified.
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Realized potential: results from a post-
demonstration nationwide rollout of a
community-run COVID-responsive unassisted
HIVST service in the Philippines

KP-led CBO LoveYourself, from Feb-Nov 2021 scaled up HIVST,
dubbed SelfCare, in the National Capital Region (NCR).

37.3%
/

£ Ave.33.9%

A

37.0% 36.5%
35.2%

14.3%

12.5%
11.3%

’/ Ave. 10.2%
714%

TN43%

Jun Jul Aug

Conclusions:

« Access to HIVST, coupled with courier delivery options and
online outreach strategies, combats the negative impact
of COVID-19 on HTS and resonates with hard-to-reach
groups, especially first-time testers.
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Sexually transmitted infection testing
integrated with HIV prevention and
contraceptive services in hair salons in

urban South Africa

Evaluation of the implementation of STl testing integrated with HIV
prevention and contraceptive services in hair salons in urban KwaZulu-

Natal, South Africa.

«  Women accessing oral HIV pre-exposure prophylaxis or hormonal
contraception in hair salons in an ongoing study were offered testing

for curable STls

« Self-collected vaginal swabs were tested by polymerase chain
regaction for gonorrhed, chlamydia, and trichomoniasis

* Fingerstick blood was tested by non-treponemal and treponemal

assays for syphilis

« Participants with positive results were contacted and offered

treatment at the hair salon or local clinic

Conclusions:
STl testing in hair salons in urlban South Africa, integrated with HIV
orevention and contraceptive services, is acceptable, recches women

Of 73 women enrolled and eligible for STI testing:

« 71 (97%) accepted STI testing

« 68 (93%) provided vaginal swabs and fingerstick blood
* 3 (4%) provided blood specimen only
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21/68 (30.9%) tested positive for at least one STI
4/68 Gonorrhea (5.9%)

16/68 Chlamydia (23.5%)
1/68 Trichomoniasis (1.5%)
4/71 Syphilis (5.6%)

Prepees
444444

. _ : : ® &6 o o o o o
with risk factors for STls and HIV, and reveals a high STl prevalence. Hair T* ﬂﬁ *ﬁ ﬂ

sdlons may serve as novel venues to increase the reach of STI testing te

women at risk for STls and HIV.

https Hpregrom-e gids? 077 orgfAostraoct/AbsracyPakstroctid=10%95

5/21 (24%) participants with
any STI were symptomatic

Tt

IXIILL,

EXIIIL)

17/21 (81%) elected to receive
treatment in the salon
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Social network strategy improves access
to HIV services for key populations in a
legally restrictive environment: findings
from Lusaka Zambia

Figure 3. SNS testing yields by KP type

8%
FSW 49%;
50%%
S
PWID 20%

*2019 data for PWID N/ &

m2019 m2020 m2021

https Herograom-e gids/ 077 orgfhostroct/Abstrocs/Palbsrocticd=5820
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Conclusions:

Social networking strategy (SNS) is an effective
strategy for reaching previously undiagnosed, hard-
to-reach, and highly stigmatized groups;

Use of unigue participant codes and real-time datg
monitoring prevented repeat participation by KP;
Engogement of key population civil society groups

helped to identify persons who were already
receiving ART;

Scheduling of appointments prevented over-
crowding of safe spaces;

Continuous planning and risk mitigation ensured
safety and confidentiality of key copulations.
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The use of vending machines for

Bosman Taxi Rank

dispensing of HIV self-testing kits in 007 °P
Gauteng, South Africa: a pilot study 500
700
600
«  Mar-May 2021 three pilot sites for vending machine 500
distribution of HIVST kits were set up.
400
*  Over the course of the 3 months, 200 test kits were
dispensed across the three sites, with the majority of kits 300 i 188
(919%) dispensed at the taxi rank, 200
«  Approximately §3% of the kits dispensed to men, were to 100 . . - . 100%
men in the age group of 25 - 39. . S S L L
«  20% of females thot received the test kit in the 15 - 24 cge No-of HIVSS  Ne.of Necof — WNo.of  Neof — mWo.of o mNoof
group hOd never preV|OUS|y tested for HlV d successfully suu:pn:ll:*_-':ful|'||r Esegthe kit g Pattinded I’cu:tnl:l""irmlle-l:l Pstall"ted on
distributed reached confirmatory positive ART

testing

Figure 2: Distribution Qutcomes Data for June 2021 at Bosman Taxi Rank

Conclusion:
» Vending machines present an additional approach to

districution HIV self-tests. These outlets can be used for
contactless provision of kits to relieve the burden on the
system and incregse access.

https {fprograr me.g ds?d27 org/AbsTracriAbstract/Pobstractid=11410



https://programme.aids2022.org/Abstract/Abstract/?abstractid=820

Fig. Description of the ICT testing cascade for contacts across 48 facilities in Malawi (October 2020 -

R I a S Alerealinral AlNs Sac aly TIROTIATY .Y January 2021)
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Table: Barriers to ICT implementation across the ICT cascade, results from in-depth interviews

Theme |Qucutaticun

Barriers to enrollment in ICT and efficiencies
Facility level barriers ‘When we are doing screening we are only supposed ta hove ane client at a time, but it semetimes depends on how many people we have far
Lack of privacy in screening/enrolment locations thot day” HIV Dizgnostic Assista e

Conclusion:

Client level barrier “You know occording to our culture it is hord for peaple to disciose their extra maritol affair due to the fear of condemnation by the society as such ° y = g

Clients lack trust for HOWSs and fear unwanted disdosure (primarily new  [they just opt te not disclosing it. Therefare, it becomes very difficult for us ta recruit such peaple into ICT” | m p f OV' N g q U Cl | It\/ Of CO U g Se I N g

and extra-marital partners] Cammunity Health Nurse, female O N d p HVO Cy fo Cl ||t0 tl a g trc‘ C| N g
i

Barriers to ICT tracin

activities, and promoting
fidelity of ICT protocols are key

Long distances to communities ‘Sametimes even distance con be o hindrance becouse imagine that we are here at Kobudulo they can come from T/A Kayembe very far from
Dawa to get tested here, then it will be thot yes we will register them here but then how do we follow them up to Dowe ? HIV Diagnostic
Dong toget tese o success across the [CT

coscode,

Client level barriers “They da not usually refuse ta be screened but If they could refuse then it has to be those kind of silent refusals whereby a client gives you false

Inaccurate identifying information for contact clients infarmation” Community Heaith Nurse, female
HIV positivity rate: Inefficiencies for BC testin,

Testing non-eligible BCs who are easy to includs during home visits to ‘When you go there you find that all the children in the household have already been lined up waiting for your services”
increasa tast productivity. HIV Diagnostic Assistant, Mole

https ffproarg~me a'ds?022 crof/Abstract/Aostract/?oost oo d=4389
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4. Re-engagement
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 More of the people we are initiating on ART have been on ART
before

« 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

« Consider the duration the client has been off ART ‘

« Consider the clinical considerations
~)


https://programme.aids2022.org/Programme/Session/490
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The impact of a walk-in HIV care model for
people who are incompletely engaged in care:

the Moderate Needs (MOD) Cllnlc in Seattle. US Figure 2. OQutcomes among patients enrclled in the MOD Clinic (n=164)
' HIV Care Outcomes Among Patients Enrolled in MOD

.8'.

MQOD Clinic provided walk-in, team-based primary care
and support

Patients are referred to MOD based on incomplete
engagement in care

p <0.001

~
wn
»

Pre-determined analytic MOD eligibility criteria: either >3
Nno-shows in 12 months or an 18-month gap between visits.

Retrospective cohort study, two comparisons based on
electronic medical records data, to evaluate patients’
changes in viral suppression and engagement in care
during the year after MOD enrollment and compared
these outcomes to eligible controls who remained enrolled
in the general HIV clinic,

~N
o
'

Conclusion:
Enrolling in a walk-in HIV clinic improved engagement in care

Percentage of Patients who Achieved the Outcome
&

o
.

and may have improved VS among persons incompletely vs Engagerment in Care Sustained VS
engaged in HIV care, Outcome

https {fprocra~me.g ds?022 orgihbstract/Abstract/Fabst oo d=9215
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