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Background

Consolidated ART GL consists of: 

1. Existing Guidelines:

o 2023 ART Clinical Guideline

o 2023 VTP Guideline

oHTS Guideline, 2025

oDMOC SOPs, 2025

• Standard treatment Guidelines and EML

• SA HIV Clinicians Society Guidelines

• World Health Organisation Guidelines 

• Other National Guidelines 
o Adult Primary Care Guideline

o IMCI Guideline

o TPT Guideline and TB Screening SOP

o DS and DR-TB 
2. “New” chapter

• Advanced HIV disease
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Summary of other updates to the Consolidated ART Guidelines

• AHD Chapter

• TPT for pregnant women with CD4 < 200 as part of a comprehensive package 
of care for Advanced HIV Disease

• CPT eligibility for WHO stages 3 and 4 only

• Earlier eligibility for drug-resistance testing and drug-level testing as the 
gatekeeping mechanism

• New postnatal EGK code for VL monitoring at 6 months postpartum and 
during breastfeeding

• ALD access for term infants from 2kg

• New DMOC SOPs
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What is advanced HIV disease?

• For adults, adolescents, and children older than five years, advanced HIV disease is 

defined as 

o a CD4 cell count <200 cells/µL or 

o a WHO clinical stage 3 or 4 condition

• All children living with HIV younger than five years should be considered as having 

advanced HIV disease (regardless of CD4% or clinical stage) unless they have been 

receiving ART for longer than one year and are clinically stable on ART

Box 1 The definition of Advanced HIV Disease (AHD)
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Advanced HIV Disease vs Advanced Clinical Care

Advanced HIV Disease:
• CD < 200
• WHO Stage 3 and 4
• Children < 5 years

Advanced Clinical Care

• Kidney disease
• Drug induced liver injury
• Hepatitis
• NCDs
• Other infections (HBV/HCV)
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CD4 count trends in South Africa 2013 - 2023 

Cassim N, et al., 
Retrospective analysis of 
CD4 count trends in South 
Africa. South Afr J HIV Med. 
2024
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Prevalence of AHD disease in ART-naïve clients

• This systematic review 

o 53 studies from 5 provinces in South Africa, 

o involving 11,545,460 patients who received ART services 

o between 2010 and 2022.

• AHD among ART-naive patients was 43%

• The proportion of patients presenting with AHD remains high but has 
decreased over time (2% yearly decline 2010-2022) due to increased HIV 
testing and access to ART. 

Kitenge, et al. Prevalence and trends of advanced HIV disease among antiretroviral therapy-naïve and antiretroviral therapy-
experienced patients in South Africa between 2010-2021: a systematic review and meta-analysis. BMC Infect Dis 23, 549 
(2023). https://doi.org/10.1186/s12879-023-08521-4 7



Prevalence of AHD in ART-experienced clients

• AHD among ART-experienced patients was 58%

o Disengage from care

o Treatment failure

• More and more people who are in HIV programs are treatment-experienced.

o Overlap with ART-naïve
• Patients cycle of in and out of care (as per diagram on next slide)

o Strategies for retention in care are important!
• DMOC & re-engagement interventions 

• Integrated service delivery approaches (e.g. Integrated Clinical Services 
Management of Ideal Clinic

Kitenge, et al. Prevalence and trends of advanced HIV disease among antiretroviral therapy-naïve and antiretroviral therapy-
experienced patients in South Africa between 2010-2021: a systematic review and meta-analysis. BMC Infect Dis 23, 549 
(2023). https://doi.org/10.1186/s12879-023-08521-4 8



Non-linear HIV cascade

Euvrard, J,et al., 2024. The cyclical cascade of HIV care: 
Temporal care engagement trends within a population-wide 
cohort. PLOS Medicine 21, 
e1004407..https://doi.org/10.1371/journal.pmed.1004407
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In 2026 should anyone die from HIV/AIDS?

But people are still dying

Why?

No
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What are the top 3 conditions that cause the 
highest mortality in patients with AHD?
Choose multiple answers

• Cryptococcal meningitis

• Serious bacterial infections

• Pneumocystis Jerovecii pneumonia (PJP)

• Toxoplasmosis

• Kaposi sarcoma

• Tuberculosis
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Why?

What are they dying of?
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Why are they getting opportunistic infections?

They have a weakened immune systems from 
Advanced HIV Disease

Why?
• Delayed HIV diagnosis

• Delayed ART initiation

• Inadequate adherence to effective ART

• Treatment resistance

• Disengaged from care

Not on effective treatment
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Why are they not accessing effective ART?

Demand (patient)-side issues
• Fear of stigma and discrimination

• Other psychosocial challenges that impact diagnosis, 
adherence or retention in care

• Barriers to accessing care (poverty, agency) 

• Lack of understanding/ health literacy

• Mental health problems

• Physically weak and frail

Why?
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We might be in the same storm, but

Would you 
agree that 

these 
people 

need more 
help?
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Why are they not accessing effective ART?

Why?

Supply-side (health care) issues
• Quality of clinical care

• Quality of education and psychosocial support 

• Inefficient operational processes within a facility
– Appointment systems
– Lab results management
– Long waiting times

• Lack of patient-centred strategies to improve retention in care, 
e.g. DMOC, integrated clinical care

Would you agree that we need to do more?
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AHD is an indicator of Healthcare failure!

When the system fails 
someone with AHD
(in a weak boat) the 

effects can be 
CATASTROPHIC!

When the system fails 
someone that is well 
(in a strong boat) the 

effects have less impact

When someone 
gets AHD, it 
indicates a 

health system 
failure on so 
many levels!!
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Provide  Package of Care
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Step 1 Identify the seriously ill client

In severe danger…
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Step 2 Identify high-risk clients

At risk of drowning…
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More detail on this tomorrow…

Step 3 Assess and Treat
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When do we do CD4 count?
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Clients with AHD may appear clinically well

New HIV Diagnosis, 
CD4 = 15

New HIV Diagnosis, 
CD4 = 850
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WHO Clinical Staging

26



Which of the following patient’s would be 
classified as AHD?
Choose multiple answers

• 22-year-old woman with pulmonary TB and CD count 460 

• A 45-year-old male, clinically asymptomatic (WHO Stage I),          
CD4 count 170 count 

• A 4-year-old child initiated on ART at 6 weeks of age, clinically well 
and VL < 50 c/mL

• A woman with shingles (WHO II) and CD4 count 320

• A 36-year-old male on ART with a positive CrAG and a                   
CD4 count of 76
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Let’s remind ourselves of the AHD definition

• For adults, adolescents, and children older than five years, advanced HIV disease is 

defined as 

o a CD4 cell count <200 cells/µL or 

o a WHO clinical stage 3 or 4 condition

• All children living with HIV younger than five years should be considered as having 

advanced HIV disease (regardless of CD4% or clinical stage) unless they have been 

receiving ART for longer than one year and are clinically stable on ART

Box 1 The definition of Advanced HIV Disease (AHD)
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Which of the following patient’s would be 
classified as AHD?
Choose multiple answers

• 22-year-old woman with pulmonary TB (WHO III) and CD count 460 

• A 45-year-old male, clinically asymptomatic (WHO Stage I),              
CD4 count 170

• A 4-year-old child initiated on ART at 6 weeks of age (on ART > 1year), 
clinically well and VL < 50 c/mL (clinically stable)

• A woman with shingles (WHO II) and CD4 count 320

• A 36-year-old male on ART with a positive CrAG and a                        
CD4 count of 76

29



AHD is an indicator of Healthcare failure!

When the system fails 
someone with AHD
(in a weak boat) the 

effects can be 
CATASTROPHIC!

When the system fails 
someone that is well 
(in a strong boat) the 

effects have less impact

When someone 
gets AHD, it 
indicates a 

health system 
failure on so 
many levels!!
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Findings from mortality audits…

Lady initiated on 
ART and given 1 

month prescription

CD4: 3
CrAg: positive

Didn’t come back

Lady pregnant, 
baseline bloods 

done, booked for next 
ANC visit

Hb: 4

Didn’t come back

Man re-initiated on 
TLD, given 1 month 

prescription

CD4: 7
TB NAAT positive

Didn’t come back
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Interpreting Laboratory Results

Is it ok to take blood tests and only check 
the results a month or more later?

No
32



Page 
62 

Summarised on 
the next slide
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Data capture
TIER.net Pending Tests “captured” in patient records

Recall Patient
Check Patient records Phone call or home visit Document recall efforts

Document results
Patient Records N4 specimen register Other e.g. TB ID Register

Review results daily
Clinician reviews Flags abnormal results

Inform patients
Consent Contact details

How to routinely review Lab results
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Recall 
times

Page 63 

Urgent 

Within 1-3 days

As soon as 
possible

Within 7 days

No recall

Within 30 days
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Urgent : Within 1-3 days



As soon as possible: Within 7 days



No recall: Within 30 days
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Which of the following patient’s need to be 
urgently recalled to the clinic for action?
Choose multiple answers

• A 22-year-old woman with a positive TB GXP result

• A 45-year-old male, HBsAG positive

• A woman with jaundice and ALT 320

• A 28-year-old pregnant women, HB of 9 g/dL, recently started on 
ART and pregnancy supplements

• A 36-year-old male on ART with a positive CrAG 
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Steps 4 Prevent Opportunistic infections
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TPT in Pregnancy

• Pregnant women with AHD are at 
significant risk of TB 

• Recommendations for TPT in pregnancy 
have been aligned with the 
recommendations for all clients with AHD

• CD4 counts < 200 cells/mm3 → 12 months of 
TPT 

• CD4 counts ≥ 200 cells/mm3, → defer to the 
post-partum period. 

• In the absence of TPT initiation, continued 
active screening for TB throughout pregnancy
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TPT in pregnant and breastfeeding women
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Steps 5 Provide ART

Remember, no VLs at ART initiation or re-initiation!
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ABC + 3TC + DTG  for term infants ≥ 2kg from birth

More on this later….
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Steps 6 Provide Other care

Identify
 

preventive 
needs, existing 
conditions, or 
screen for new 

conditions

Provide 
clinical 

care 

APC/ART/TB

Align 
follow-up 

dates 

for different 
conditions

Align 
medication 

Ensure 
sufficient 

treatment/
contraceptive 

coverage
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• Explain contraceptive method options and how each impacts visit location and 
frequency

• Methods and implications:
• Long-acting reversible contraceptives (LARC): no increased visit frequency or alignment concerns 

• COCP (pills): Give 3MMD or 6MMD to align with ART refills, well-baby visits, RPCs & 6MMD 

• Clinician- administered injectables: Consider FAC-PUP or facility adherence clubs and use injection 
timing flexibility to ensure alignment

• DMPA-IM (3-monthly): aligns with ART and well-baby visits 

• NET-EN-IM (2-monthly): requires additional visits 

• DMPA-SC self-injection at home (3-monthly): Give 2 units (only available from Oct 2026)

Contraceptive options and visit alignment
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Visit schedule for integrated care for clients already on ART 
when diagnosed with drug-sensitive TB
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Step 6: Other care -Updated mental health screening 

Guidelines Annexure 7         

Why is this important?

Mental health conditions can negatively impact adherence (HIV, TB, NCDs). Revised approach:

1. Rapid Clinical Screen (ask + observe) – can use any tool e.g. SRQ20

2. Identify Red Flags (urgent referral) 

3. If Mild–Moderate Symptoms: How to manage at PHC level

4. Tool to screen for mental health condition: 
• Part 1 Depression & Anxiety 

• Part 2: Substance use disorder 

 Mental health support tools 

  DMOC SOP Annexure 2 (same)
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Manage at Hospital or Clinic

Summary of the 9 Steps so far...
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But is that enough?
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Steps 7 Adherence support
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Adherence challenges in AHD

Clients with AHD may experience difficulties due to:

• Clinically unwell and physically weakened 

        → difficulty taking treatment

• Treating HIV and other OIs at the same time: 
• Increased pill burden 

• Drug side effects or unpalatable medicines 

• Additional cost of clinic visits

• Undiagnosed/untreated mental conditions

• Previous challenges accessing facilities → treatment interruptions

The development of 
advanced HIV 

disease in a patient 
on ART should raise 
a ‘red flag’ to alert 

the clinician to 
adherence 
problems!
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Developing an adherence support plan

• Each patient with AHD requires an individualised adherence plan

• A clinician should lead adherence support; counselling can be 
delegated with oversight

• Approach the patient with kindness, respect, and a nonjudgmental 
attitude

• Use patient-centred communication to create a safe space to 
discuss challenges

• Assess patient understanding across the encounter (before, during, 
and after), and obtain consent for recall

• Document the adherence support plan in the file
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3. Adherence and disclosure counselling
4. Mental health screening and referral
5. Document main adherence barriers and 
     plan
6. Identify the patient’s preferred mechanisms
    for support
7. Psychosocial support referrals
8. Document the agreed follow-up visit schedule
    and format (in-person, telehealth check-in 
     or home visit)
9. Prioritized tracing and recall

DMOC SOP 9

Studies show that outcomes are 
better if families are involved.

1. AHD treatment literacy 
2. Home support network
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Session provides exact wording that can be used 
by a nurse/trained counsellor if helpful
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Contents of an AHD treatment literacy session (SOP 9)

• Explain the purpose of your session

• Explain the AHD diagnosis and why we are concerned

• Educate on how to get better with appropriate treatment

• Educate on IRIS

• Educate on danger signs

• Educate on tests performed (or to be performed) and possible results

• Educate on prophylaxis

• Educate on treatment adherence incl. for TB, CM, other co-infections
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Steps 8 Continuity of care

Primary Healthcare Level

WBPHCOTs

Hospital Level

57



But first…we need to unpack a few complexities 

• AHD clients often need to move between cadres and levels of care

!   Implications for 

communication, care 
coordination
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Patients with AHD: high morbidity and mortality

Remember, when the 
system fails someone with 

AHD
(in a weak boat) the 

effects can be 
CATASTROPHIC!

High-risk period: 

Patients with AHD: 
high morbidity and 
mortality, including 

significant risk of death 
post-discharge

• SA data: ~20–25% of 
patients die within 6 
months of hospital 

discharge 
(Hoffman et al 2023 Clin Infect Dis.)

Maintain a low threshold for admission or re-
admission to hospitals.
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What do we need for a client to move successfully 
between levels or cadres?

• Know who all the people are involved in your patient’s care

• Have a care plan with follow-up dates for each visit at each level

• Appointment systems with safety nets (identify if appointment 
missed)

• Referral letters

• Web-based electronic medical record

• Care coordinators/case managers, if available

• Involve client and family
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What do we need for a client to move successfully 
between levels or cadres?
• Know who all the people are involved in your patient’s care

• Have a care plan with follow-up dates for each visit at each level

• Appointment systems with safety nets (identify if appointment 
missed)

• Communication! Communication!! Communication!!!
• Referral letters (Box 15 (up-referral), Box 16 (down-referral with hospital 

discharge summary)
• Telephone calls
• Electronic medical record 
• Care coordinators/case managers, if available

• Involve client and family
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What do we need for a client to move successfully 
between levels or cadres?

• Identify the multidisciplinary team

• Care plan – constructed by the most senior/qualified person in the team

• Communication
• Referral letters (Box 15 (up-referral), Box 16 (down-referral with hospital discharge 

summary)

• Telephone calls

• Electronic medical record 

• Client and family!

• Appointment systems with safety nets

• Care coordinators/case managers, if available (CHW can fulfil this role if 
they are included as part of the MDT and plan is communicated) 
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PHC Referral Letters (Page 96)

Printing a Tier.net 
summary can be 

useful

63



Continuity of Care 8

Referral letters
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Discharge 
Summaries
(Page 96-97)

Tell the patient and family member 
to take it with them to the next 

appointment

Have a low threshold for 
reffering back to hospital
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Managament 
Summary for 
positive CrAg

(Page 178)
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Steps 9 Provide intensified follow-up

• Clients with AHD are at higher risk of clinical deterioration, including IRIS, especially in 
the first months after ART initiation/re-initiation

• May require more frequent review than standard intervals (1 DC and 3 DCs after ART 
initiation) – but not all AHD clients need the same follow-up schedule
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Determining visit frequency

• If active OI: additional clinical check-ins to monitor adherence and 
clinical status
• At least monthly follow-up (clinic, phone/WhatsApp, or home visits)

• If particularly vulnerable: as frequent as two-weekly (at least for first month)

• If no active OI: consider telehealth or community visits

• If clinically well with elevated VL or re-engaging:
• Frequency based on clinical needs 

• May offer 3-monthly clinical reviews with aligned ART refills (3MMD)
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Indications for increased visit frequency 
in first 3 months after AHD diagnosis
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Indications for standard interactions/telehealth
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Follow-up planning and tracking

• Discuss and agree with the client on follow-up schedule and type of 
interaction (facility visit, phone/WhatsApp check-in, or home visit)

• Document consent for home visits or telehealth check-ins

• Record agreed appointment schedule and updated contact details 
(patient and support person)

• Ensure missed appointments can be identified (including 
calls/home visits)

• Prioritizing tracing abnormal results and missed appointments for 
clients with AHD (DMOC SOP 7). If resources limited, prioritise:
• Patients who started/restarted ART in last 6 months with AHD
• Patients with abnormal investigation results

To be included in the Adherence Support Plan
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AHD needs a whole system response

When the system fails someone 
with AHD (in a weak boat) the 
effects can be CATASTROPHIC!

When the system fails someone 
that is well (in a strong boat) the 

effects have less impact

When someone 
gets AHD, it 
indicates a 
failure in 

healthcare on so 
many levels!!

There are many complexities and moving parts when 
managing a client with AHD…

Can a clinician do this on their own?
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The operational manager is responsible for 
ensuring the systems within her/his clinic work

For example: 

• Routine results review

• Appointment systems

• Tracking and tracing 
systems

• Checking on patients 
through telehealth or CHWs

• Referral protocols – meet 
with hospitals

The OPM and multidisciplinary 
team must work together

Hospitals and clinics must work 
together 75



Questions

• What questions or concerns do you have?
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Summary of the 9 Steps 
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Thank you
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