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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

• Facility-provided 6MMD

• ALD access for term infants from 2kg
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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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Summary of the 9 Steps 
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New VL monitoring/
resistance testing algorithm
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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

• Facility-provided 6MMD



1st-line  
TLD1 / ALD1

2nd-line  
TLD2 / ALD2

3rd-line  
TLD3 / ALD3 

or individualised

DTG regimen classification (Table 32)



Poll 1 Which of these clients will be classified as 
TLD 1?
• A treatment-naïve patient started ART for the first time 6 months 

ago on TLD. 

• A patient on TEE (TDF/3TC/EFV) with VL 4,500 c/mL. Switched to 
TLD. 

• A patient on TLD since 2019. Was originally switched from TEE with 
VL suppressed. 

• A patient who was on second-line ART (AZT/3TC/LPVr) and was 
switched to TLD with a suppressed viral load. 

• A perinatally infected adolescent now on TLD



Poll 2 Which of these clients will be classified as 
TLD 2?
• A treatment-naïve patient started ART for the first time 6 months 

ago on TLD. 

• A patient on TEE (TDF/3TC/EFV) with VL 4,500 c/mL. Switched to 
TLD. 

• A patient on TLD since 2019. Was originally switched from TEE with 
VL suppressed. 

• A patient who was on second-line ART (AZT/3TC/LPVr) and was 
switched to TLD with a suppressed viral load. 

• A perinatally infected adolescent now on TLD



Poll 3 Will the following client be classified 
as TLD 1 or TLD 2classified as TLD 2?

“46-year-old male, re-initiating ART today. Previously on ART 
for 7 years. Registered in Tier.net as TLD1 since 2020. One 
elevated VL in Tiet.net 6 years ago. No viral loads in the 
system since then. Treatment interruptions on 2 occasions.”

• TLD 1

• TLD 2



When in doubt…



When do we do viral load test?

For Everyone

• 3 months after 
initiation or re-
initiation

• 10-12 months after 
initiation

• Annually if VL<50

• 6 monthly if 
breastfeeding

If VL>50

• Address adherence 
and ABCDE

• Repeat after 3 
months

• If PBFW repeat in 4-
6 weeks

• If VL still >50, follow 
the high VL 
algorithm

Not new



What do these Viral load results mean?

VL<50
VL: 50-1000 VL>1000

• Sufficient levels of 
effective ARVs

• Not perfect adherence
• Might start to develop 

resistance mutations
   

• Not enough ARVs in the system 
(e.g., due to sub-optimal adherence/ drug 
interactions) 

• Resistance (?)
• Or both

VL<50 is suppressed

Low level viraemia Viral Failure= 2x VL>1000

VL>50 is unsuppressed

HIV is not replicating HIV is replicating

Not new

Not for resistance test Possibly for resistance test

Do ABCDE



How do we do the ABCDE assessment?
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A Adherence
Transport costs, loss of income, side-effects, depression, anxiety, GBV, non-disclosure, 
alcohol/substance abuse

B Bugs
TB symptom screen, STI screen. Note: immunocompromised, malnourished & pregnant patients 
may NOT show overt TB symptoms

C Correct dose
Check weight (especially children and patients with renal impairment). Confirm the patient is 
dosing as prescribed

D Drug interactions
Rifampicin, anti-epileptics (carbamazepine, phenytoin, phenobarbital), iron, calcium supplements, 
antacids, St John’s wort

E Resistance
Consider ONLY after A–D have been excluded or addressed. Refer to the VL algorithm for eligibility 
criteria

KEY RULE: E — Resistance is ALWAYS last. A resistance test on a non-adherent patient is wasted and 
provides no clinically useful information.



New evidence and considerations

• Earlier indications were that DTG- drug resistance mutations would only 
develop after 2 years of being on treatment, similar to PIs

• New evidence: For patients on second- and third-line DTG-containing 
regimens, resistance mutations to DTG can develop earlier than 2 years, 
even as soon as after 9 months on TLD2

• ARTIST data 2025: approx 1-2% of participants on TLD2 developed DTG 
resistance after 2-3 years on TLD2

• Approximately 50% of patients with an unsuppressed VL had no 
detectable ARV drugs in their system (meaning that they were not taking 
their treatment at all) 

• ‘E’ in our ABCDE (for rEsistance) is considered only after all ABCD have 
been assessed, addressed, and they now have 2 VLs > 1000 c/mL

van Heerden JK, Zhao Y, Keene CM, Griesel R, Omar Z, Goliath R, Delaney K, van Zyl G, Maartens G, Meintjes G. Longer-
term virologic outcomes on tenofovir-lamivudine-dolutegravir in second-line ART. South Afr J HIV Med. 2025 Apr 
30;26(1):1677. doi: 10.4102/sajhivmed.v26i1.1677. PMID: 40356938; PMCID: PMC12067616.



Eligibility criteria for a resistance test
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DTG-containing regimens

• 2nd or 3rd line DTG for at least 9 
months, OR TLD1/ALD1 with special 
circumstances (Box 17), AND

• Two or more consecutive VLs > 1000 
c/mL, AND

• At least two adherence assessments and 
interventions

• On LPV/r or ATV/r for at least 2 years, 
AND

• Two or more consecutive VLs ≥ 1000 
c/mL taken at least 2 years after 
starting the PI regimen, AND

• At least two adherence assessments 
and interventions

PI-containing regimens

New



Special circumstances

Box 17 — Special circumstances for TLD1/ALD1 (resistance testing not routine, but may 
be considered case-by-case)

• Patients with AHD on DTG for ≥ 9 months  

• Prior or current drug interactions (rifampicin, carbamazepine, phenytoin, 
phenobarbital, polyvalent cations)

• Incorrectly classified as TLD1 after prior ART exposure  
• Perinatally infected adolescents (must be reclassified as TLD2)

New



Poll 4 Which of the following clients will be 
eligible for a resistance test?
• A client on TLD1 for 7 months with suspected adherence 

challenges. 

• Patient on TLD2 for 22 months, with 2 consecutive VLs > 1000 c/mL

• A patient on TLD1 since 2019 who also had rifampicin-based TB 
treatment without boosting their DTG to compensate for drug 
interactions. They now have 2 consecutive VLs > 1000 c/mL

• A perinatally infected adolescent on TLD who has 2 consecutive VLs 
> 1000 c/mL



Poll 4 Which of the following clients will be 
eligible for a resistance test?
• A client on TLD1 for 7 months with suspected adherence challenges. 

• Not eligible

• Patient on TLD2 for 22 months, with 2 consecutive VLs > 1000 c/mL
• Eligible for RT

• A patient on TLD1 since 2019 who also had rifampicin-based TB 
treatment without boosting their DTG to compensate for drug 
interactions. They now have 2 consecutive VLs > 1000 c/mL

• Eligible for RT

• A perinatally infected adolescent on TLD who has 2 consecutive VLs > 
1000 c/mL

• Eligible for RT



Challenges with Drug Resistance Testing

• Effective ART is crucial to long-term survival 

• For a small number of patients, drug resistance testing is crucial to selecting the right, 
effective ART regimen

• But drug resistance testing is costly, and if the patient isn’t actually adherent, the test is 
ineffective.

Gate-keeping
Decreases DRT in 
patients who may 

actually need it

Inaccurate 
Adherence 

Assessments
Increases DRT in 

those not actually 
eligible for DRT

Patients with drug 
resistance who need 

a DRT



Clinician ClinicianLaboratory

How can we do better at “gate-keeping” DRT?

If on TLD 2 or TLD 3
Take two blood specimens

1. VL
2. Drug resistance test

2 x elevated VLs and adherence 
assessment and intervention

Re-assess at time of next 
routinely scheduled VL

Drug-levels detected test

3rd  VL elevated 

Individualised regimen 
as recommended by 

TLART committee

If 3rd VL < 50 c/mL: 
Routine care and VL 

monitoringVL < 50 v/mL

Intensify efforts to 
improve adherence

Not detected

Drug-resistance test

New



Drug-level testing (DLT) as a gatekeeper
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No DTG detected

• Patient has NOT taken DTG in at least the last 5 days

• Resistance test is NOT performed by the laboratory

• Action: provide DLT-informed adherence counselling and 
remain on TLD

DTG detected

• Patient took DTG within the last 5 days

• Does NOT confirm consistent adherence — ‘white coat 
phenomenon’ is possible

• If VL ≥ 1000 c/mL, lab proceeds to the resistance test

When a resistance test is advised: collect 2 EDTA plasma tubes simultaneously

• Tube 1: HIV viral load — plasma EDTA tube (purple top or white top with gel)
• Tube 2: Drug resistance test — plasma EDTA tube (purple top or white top with gel)

DLT is a laboratory reflex test — clinicians do NOT request it separately. This protects against costly, 
uninformative resistance tests in non-adherent patients.



Page 
43

New
Remember that to qualify for a 
resistance test the client needs:

• 2nd or 3rd line DTG for at 
least 9 months, OR 
TLD1/ALD1 with special 
circumstances (Box 17), AND

• Two or more consecutive 
VLs > 1000 c/mL, AND

• At least two adherence 
assessments and 
interventions



VL monitoring and management algorithm for clients on TLD or ALD

Routine VL 
monitoring

1st VL elevated

1st ABCDE 
assessment and 

interventions

Repeat VL to confirm 
re-suppression



VL monitoring and management algorithm for clients on TLD or ALD New

2nd VL elevated

1st ABCDE 
assessment and 

interventions

Decide if 
eligible for a 

resistance test



New



Step 2 Identify high-risk clients

At risk of drowning…
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ARV Drug Resistance Committee (ADReC) referral after confirmed resistance
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1
Resistance confirmed 

(DTG or PI)

2
Do NOT switch 
independently

3
Email TLART@HEALTH.GOV.ZA 
with ADReC form + test results

4
ADReC recommends 

individualised regimen

Repeat VL 3 months after starting the new regimen to confirm viral re-suppression.

Key rules:

• Even if the clinician knows the ADReC algorithm, no independent switches are permitted.

• Every client requiring a third-line regimen requires notification to ADReC — no exceptions.

• ADReC continuously reviews local resistance patterns to inform evidence-based, individualised regimens.

ADReC: TLART@HEALTH.GOV.ZA   ·   HIV Hotline: 0800 212 506   ·   HIV Expert: 082 352 6642   ·   KZN Paeds: 0800 006 60TEE



VL monitoring and management algorithm for clients on TLD or ALD New

Drug-level 
informed 

counselling



Drug-level informed counselling (DLIC)
Before the Conversation

• Review the result privately before speaking to the patient

• Remind yourself: an undetectable drug level is clinical information, not proof of dishonesty

• Approach the conversation with curiosity, not suspicion

Opening the Conversation

• Start with rapport — ask how the patient is feeling generally

• Use neutral, open language: "Your blood test gave us some information I'd like to talk through with you today"

• Never lead with accusation or surprise

Sharing the Result

• Be simple and factual: "The test measured the level of your ARV medication in your blood, and drugs were not 
detected in your blood"

• Pause and allow the patient to respond — do not fill the silence immediately

• Normalise it: "This happens for many reasons, and it helps us support you better. 

• Let’s explore together what could be making things difficult for you"
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Explore barriers (The Core of DLIC)

Use open, non-judgmental questions to understand why doses may have been missed:

Category Example Question

Forgetting "Do you have a routine that helps you remember your pill?"

Side effects
"Have you noticed anything after taking your pill that bothers you, and may prevent you from 
taking it?"

Pill fatigue "How do you feel about taking this pill every day for a long time?"

Stigma/privacy "Is it ever difficult to take your pill around other people?"

Access issues "Have you ever run out of medication or had trouble collecting it?"

Mental health "Are there days when things feel too heavy to manage your treatment?"
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Key Communication Rules in DLIC

•  Use "we" language — "Let's figure this out together"

•  Validate whatever the patient shares — "Thank you for telling me that"

•  Acknowledge that daily treatment is hard

•  Never say "But you told me you were taking it"

•  Never say "But you have been lying to me"

•  Never express visible frustration or disappointment

•  Never compare the patient to others
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Closing the Session

• Summarise the barriers identified together

• Collaboratively agree on one or two practical solutions (pill reminder, 
changed collection day, treatment supporter, etc.)

• Set a follow-up date — this is an ongoing conversation, not a once-off

• End on an encouraging note: 

• "You came today, and that matters. Let's work on this together."

Remember the Bigger Picture
Drug level testing is a tool to support the patient, not to catch them out. 

The goal is to remove barriers so that viral suppression becomes 
achievable, not to assign blame. Don’t lose your patient’s trust. 34



Electronic Gate Keeping (EGK) Codes for PBFW

EGK codes serve three functions:

Prevent sample rejection1

Allow individual patients to be traced using the NHLS RfA 
reports2

Monitor VL suppression rates at a program level 3

35



3-codes

• C # Antenatal

• C # Delivery

• C # Postnatal
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Poll  In the following scenario, which EGK code 
will you place on the NHLS blood form when you 
do a VL for this women?

“A 26-year-old mother LHIV is currently breastfeeding. She attends  
her baby’s 6-month EPI visit. You offer her family planning and also 
explain that she is due for her 6-month post-delivery VL. Which EGK 
code will you use?

• C#Antenatal

• C#PMTCT

• C#Postnatal

• C#Delivery



Take home messages

1 Any VL ≥ 50 c/mL is a medical emergency requiring ABCDE assessment and action

2 Resistance (E) is last — Process to exclude ABCD with thorough assessments and repeat VLs

3

DLT is a laboratory reflex test that gatekeeps unnecessary resistance tests4

Perinatally infected adolescents are ALWAYS TLD2 — never TLD1

5 No independent switches. Every third-line patient requires ADReC notification
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Thank you!
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Paediatric ART regimens

41



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

• Facility-provided 6MMD
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Now…
ABC + 3TC + DTG  for term infants 
(≥ 2kg  and > 37 weeks gestational age at birth

Previously
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Same regimen, different formulations

ALD 
ABC/3TC/DTG  

600/300/50mg

25 kg – 30kg

Paediatric ALD (pALD)  
ABC/3TC/DTG   

60/30/5mg 

2kg– 25kg

Abacavir/3TC   
120/60 tablets

Dispersible Tablets

pDTG 10mg 
dispersible, 

scored tablets

2kg – 25kg

30 kg2 kg

Neonates 0- 4 weeks of age
Special dose

Can only use separate formulations

Can only be used from 
4 weeks of age

pALD is the new 
formulation

All formulations are 
given ONCE DAILY
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Abacavir/3TC   120/60 tablets Dispersible 
Divudine Tablets

• Scored and Dispersible 

• Can be used from 2kg till 25kg

• At 25kg can use ABC/3TC   600/300 tabs

• Can be swallowed, chewed, crushed or dissolved in water

• One formulation is double scored and that can be used to treat neonates

• Special neonatal dose from 2 kg and 37 weeks gestational age at birth

• Is cost effective
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Note that dosage in 
this weight band has 
changed
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pDTG dispersible, 
scored tablets
• 10mg scored dispersible generic tabs

• Can be used from birth for term infants > 2kg *
• But special neonatal dose for first 4 weeks of life

• Can be added to water, milk or soft foods

• Can be swallowed whole but not chewed or crushed

• Are not bioequivalent with the 50mg film-coated DTG tabs
•  30mg of dispersible tabs =one 50mg film-coated tab (factor of 1.6)

• After 20kg, children should generally be switched to the DTG 50mg 
formulation, unless there are challenges swallowing whole tablets. 

• DTG 50mg tabs can be crushed
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Paediatric ALD 
ABC/3TC/DTG  60/30/5mg 

• New formulation

• Can be used from 4 weeks of age and 2 kg to <25kg*

• Can be taken with or without food

• The dispersible tablets should only be dispersed in water only. 

• When dispersed, the amount of water will depend on the number 
of tablets prescribed.  

• If 3 tabs or less- 15ml of water

• If 4-6 tabs – 20ml of water

• The tablet should not be chewed, cut or crushed. 
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ALD (ABC/3TC/DTG)  
600/300/50mg

• FDC of all 3 paediatric ARVs

• Large tablet

• Can be crushed/cut

• Can be used from 25kg

• 1 tablet daily
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For ABC/3TC and pDTG dispersible tablets

• pDTG can be dispersed and administered in the same solution of clean water as ABC/3TC 120/60 mg DT

• When dispersing both products together, use 10-20 mL (2-4 teaspoons) of clean water

• If the tablets do not dissolve completely (i.e., they lump together), stir and slowly add another 10ml (2 
teaspoons) of extra water until the tablets fully dissolve.

• If any medicine remains in the glass, add a little more water to the glass and give it to the child. Repeat 
until no medicine remains in the glass.

• Other age-appropriate liquids or foods may be used (e.g., juice, milk, breast milk, yoghurt, porridge)

Add the correct number of  

tablets to a clean, empty glass 

or cup based on the child’s 

weight.

Add 10mL (2 teaspoons) of 

clean water into the glass or 

cup and stir until the tablets 

dissolve. 

Give the medicine to the child to 

drink. Make sure they drink all the 

medicine right away or within a 

maximum of 30 minutes.
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pALD 60/30/5mg instructions

• The number of tablets to be administered to the patient 
will be determined by his or her body weight. 

• Remove the number of tablets recommended for one 
dose from the bottle using dry hands. 

• Place the tablets in a container. 
• If three tablets or fewer: add 15 mL of water. 
• If four to six tablets: add 20 mL of water. 

• Swirl or stir the tablets until completely dispersed. 

• The suspension has a strawberry flavour. 

• The child should consume the entire quantity immediately. 

• Rinse the container with a small additional amount of 
water and ensure the child drinks this to receive the full 
dose. 

• Do not mix the tablets with any liquid other than water. 
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Advantages and Disadvantages of pALD

Advantages Disadvantages

Entire regimen in 1 tablet Often need more than 1 tablet

Only 1 product to transport High pill burden but can be dispersed in water

Will take up less space on pharmacy shelves Can only be used from 1 months and 2 kg*

Dispersible in water No data on mixing with breast milk

No data on chewing or breaking tablets

Can't be used after 25kg

Overall, a welcome addition to our ART armamentarium. 
In the NDOH, pALD will gradually be rolled out and virtually replace the individual 
components

56



Paediatric Formulation ABC/3TC 120/60 pDTG 10mg
pALD 60/30/5

ALD 600/300/50

Minimum age and weight 2kg (+ term) 2kg (+ term) 2kg and 4 weeks of age 25kg

Maximum weight 24.9kg 24.9kg 24.9kg

Can be swallowed whole? Yes Yes No Yes (large tablet)

Can be crushed/cut/chewed Yes No No Yes

Can be mixed with other liquids Yes Yes No (water only) Yes

Summary
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NDoH recommended daily dosing for 
ABC/3TC & DTG-based formulations

pALD (60/30/5mg) 1 3 4 5 6 - -
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Neonatal ART 
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ART for Term Neonates
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Example Timetable for Neonatal ART in first 
month

Day 
1 to 14

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

X X X X

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

X X X

Day 
15 - 28

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

X X X X X X X

Monday Tuesday Wednesday Thursday Friday Saturday Sunday

X X X X X X X

Every second day 
for 14 days

X = ¼ tab ABC/3TC and ½ tab pDTG

Then every day 
for 14 days
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ART for Preterm Neonates
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Thank you!
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