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ADOLESCENTS (= 10 YEARS), ADULTS, PREGNANT AND BREASTFEEDING WOMEN (PBFW) 0500212 506 / 021 4066782 [epie

071 840 1572 or download our free SA HIV/TB Hotline App—scan QR code

\ March 2024, Version 3 (Updated January 2025) www.mic.uct.ac.za
When monitoring ART, integrate monitoring for other chronic conditions, e.g.
WHO IS ELIGIBLE? RECOMMENDED FIRST-LINE IN NEW CLIENTS hypertension, diabetes and mental health
All people living with HIV (PLHIV), regardless of age, CD4 cell count and clinical stage. For all clients without contra-indications, Adults, PBFW" adolescents > 30 kg and > 10 years of age TLD VL monitoring on first line: Month 4, then month 12, then annually
ART should be initiated within 7 days, and on the same day if possible. Pregnant women and clients with advanced HIV disease - — . 3 - ; Creatini deGFRifon TDF: Month 1.4 12 th M
should be prioritised for rapid initiation. However, all clients, particularly those with advanced HIV disease, should be carefully | | Adult clients on TB treatment at initiation of ART TLD or TEE’ (see drug interactions table below) reatinine and eGrR it on TOF: vionth 1, 4, en annually
assessed for opportunistic infections that may necessitate ART deferral (see below) Adolescents < 30 kg and children < 10 years Refer to paed guidelines Hb if on AZT: Month 3. Repeat FBC and diff if clinically indicated
* *If client di i i ingle fixed- i : i i 5 i E Cholesterol and triglycerides: At month 3 after starting Pl-based treatment
REASONS TO DEFER STARTING ART WHEN TO INITIATE ART g B o T il dosr o . St Lilong AT . fooming oy shoukdonly be wsed n ART Bly : | -
TB symptoms No TB: same day or within 7 days SWITCHING TO A DOLUTEG RAV' R-BASED REG'MEN TB-NAAT (e.g. GXP): yearly, regardless of symptoms. Also repeat when client presents with symptoms
(cough, night sweats, fever, recent weight loss) Confirmed DS-TB at non-neurological site: CD4: at baseline (then see below)
— ; At every visit:
< : = - . . .
ggj S 28 EZ::Z;“t \éVI\:/ZIQki \;\:‘f::(ztc:crtsi;art'll'rl;%c:—eBa?r’s:ETent NON VL-DEPENDENT REGIMEN SWITCHES e Review laboratory results. If eGFR < 50, phone the hotline (0800 212 506) to discuss changing ART. If
i - y ML g 1B trea CURRENT REGIMEN CRITERIA FOR SWITCH REGIMEN IF CHANGE IS INDICATED| | VL= 50, see table on VL monitoring. If CD4 < 200, see table on CD4 monitoring
Think PredART to reduce the risk of IRIS. . ; ) : :
. A . PBFW: TB symptoms without danger signs - initiate ART same « Counselling (travel plans, VL education)
[For clients with advanced HIV-disease (CD4 < 100) . . T Switch all, regardless of VL No renal dysfunction, > 10 years of age g {travel plans, V! .
L, . . oo, day. TB symptoms with danger signs - refer to VTP guideline ! ’ SOt e Intesrated services for familv blannine and NCD
tegrated services for family pla ga s
initiating ART with TB diagnosis within the past , L TEE or Review VL in last 12 months: and weight > 30 kg: - ) . .
h. Ph he hotline for help: 0800 212 506 Confirmed DR-TB at non-neurological site: ot - - = ¢ Do clinical assessment - weight; screen for TB and other Ols; WHO staging; pregnancy and discuss
month. Phone the hotline for help: . . - VL < 50: continue normal VL monitoring TLD i
Initiate ART within 2 - 8 weeks after starting DR-TB treatment, ABC+3TC+(EFV or NVP) or VL > 50: switch. but do ABCDE ¢ plans to conceive
i dTB is tol d = oU: SWiteh, but do assessment, If client does not qualify for TDF: e Ask about side effects
once symptoms improve an treatment is tolerate AZT+3TC+(EFV or NVP) or provide EAC (if needed). Repeat VL after 3 q Y
Signs and symptoms of meningitis Investigate for meningitis before starting ART TDF+3TC/FTC+NVP or months. ABC +3TC + DTG
(headache, confusion, fever, neck stiffness or coma) TBM (DS or DR): 4 - 8 weeks after starting TB treatment Any LPV/r or ATV/r_ VL not done in last 12 months: switch, | If client doesn’t qualify for TDF and has CD4 MONITORING
CM: 4 - 6 weeks after starting antifungal treatment regimen for < 2 years and do VL on same day. Don’t wait for ABC hypersensitivity: CD4 >200 |Repeatonce at month 12 (align with VL)
— - - — PBFW: 4 - 6 weeks after starting CM or TBM (DS or DR) treatment result before switching AZT +3TC + DTG CD4 <200 |Repeatat month 12, and then 6-monthly until CD4 > 200. Stop CD4 monitoring if client’s
CrAg-positive with no symptoms or signs of meningitis | No need to delay ART. ART can be started immediately VL-DEPENDENT REGIMEN SWITCHES VL remains < 1000
and LP is negative for CM Clients on Pl-based regimens > two years, who have never used a DTG-containing regimen in the past: Other scenarios to do CDA4: _
Other acute illnesses e.g. PJP or bacterial pneumonia Defer ART for 1 - 2 weeks after commencing treatment for switch to DTG is based on their VL within the last 12 months * If VL > 1000: repeat CD4 6-monthly until VL <1000 _ _
the infection VL (c/mL) CURRENT e A clinical indication arises, such as WHO Stage 3 or 4 in previously well client
o e Client missed appointment > 90 days: do CD4
Clinical symptoms or signs of liver disease Confirm liver disease using ALT and bilirubin. ALT > 120 IU/L with (within the last 12 REGIMEN CRITERIA FOR SWITCH REGIMEN IF CHANGE IS INDICATED i Y
symptoms of hepatitis (nausea, vomiting, upper quadrant pain) months) TP ——— . N P re—— - 7| [RESPONSE TO VL WHILE ON DTG-CONTAINING REGIMEN
and/or total serum bilirubin concentrations > 40 pmol/L: investi- LPV/ror | Viien to Dlfa-containing regimen | o renal dystuncs %2';30 kyears ot age an Vii< 50| Continueyearlymonitaring
; A : ; . wei > :
gate and manage possible causes. Initiate ART as soon as possible VL < 1000 ATV/r based .If VLin last 12 months = 50: g D g —_— Do thorough assessment of the cause of an elevated VL: Consider adherence
*Clients already on ART should NOT have their treatment interrupted upon diagnosis of the above conditions < regimen > 2 SW'td::l' but dg AE;E Efasse;srgent pl):s:viouzr problems, intercurrent infections, incorrect ART dose, drug interactions and
and provide if needed. If client does not qualify for TDF: VL250 |resistance. Implement interventions, including EAC. Recommend condom use and
years VL < 50 2 -Imp , g .
BASELINE CLINICAL INVESTIGATIONS Repeat VL after 3 months ABC + 3TC + DTG contraception, as appropriate. Repeat VL after 3 months and follow
o Recognlsg the client wth resplratory, Screen for: o . . . Two or more Adherence [Switch to DTG-containing regimen. ||f client doesn’t qualify for TDF and has ABC recommenda‘uons be.|OV\{. Also see section on CD4 monitoring
neurological, or abdominal danger signs |- Symptoms of meningitis (i.e. headache, confusion, visual disturbances) consecutive VLs <80% D td ist test . VL<50 [Continue yearly monitoring
e Nutritional assessment (includin — Active d i th tal health i bst b > O not do resistance tes hypersensitivity: AZT + 3TC + DTG irst li ; #
‘ ! g Ctive depression, other mental health 1Ssues or substance abuse _ _ > 1000 taken > - - - : : First line DTG regimen”: Repeat VL after 6 months. If adherence >80 %
Welght and helght) - Major chronic non'(.:ommunlcat?le diseases (NCDS) e.g. dlabetes, hyperten5|0n, epllepsy 2 years after- These Cllents dO not quallfy fOI’ a same day SWltCh. Discuss W|th an HIV eXpert and VL remains > 1000' discuss with an expert (Consider RT if: incorrect
e WHO clinical stage - zregnancy or pIar;mng to Cltlmcelve ted infecti starting LPV/r Adherence or the hotline (0800 212 506) to authorise and interpret a resistance test. classification as first line DTG regimen or drug interactions)
— Symptom screen for sexually transmitted infections ) ide indivi i i
or ATV/ r >80 % PrOWdI:!elSS:'EISEZ |5:S;‘:§(‘)”;;:‘;Z rceocr?f'rir;rr:ergdsidpgrelzggﬁxpert rD;;men Second™ or third line"* DTG regimen: Repeat VL after 3 months
BASELINE LABORATORY EVALUATION regimen <2 years | Discuss RT with TLART committee if: Second or third line™ DTG
Only one VL > regimen for 29 months AND 3 or more consecutive VLs = 1000 (or at
TEST AND PURPOSE INTERPRETATION / ACTION 1000 after 2 . . ) ) least 1 VL > 1000 with either a CD4 < 200 or an Ol) AND documented
- - _ Do ABCDE assessment, EAC if applicable, repeat VL after 3 months. This result will group the adherence >80% on 2 occasions plus motivation from treating clinician
Confirm HIV test result Ensure that the national testing algorithm has been followed years on a LPV/r client into one of the above categories
For those without documented HIV or ATV/Q Adherence < 80 % or persis-
status regimen Response tent low-level viraemia (2 | e Intensify adherence (ABCDE)
CD4 count (cells/pL) Initiate CPT if CD4 < 200 or WHO stage 3 or 4 CLIENTS CURRENTLY ON AZT + 3TC + DTG - rzpeat or more consecutive VLs « Repeat VL after 6 months
Identify eligibility for CPT and CrAg | If CD4 < 200, a reflex CrAg screening will be done automatically Switch to TLD (if no renal dysfunction, > 10 years of age and weight = 30 kg). VL after s co¥ between 50 and 999)
screening CrAg-negative: no fluconazole therapy required. Start ART VL<50 If client does not qualify for TDF switch to ABC + 3TC + DTG previous VL | V! 2 50 First line DTG regimen®
CrAg-positive: the client will require treatment of the infection. Refer for LP. Defer ART VL >50 Assess for resistance testing. See section on response to VL while on DTG-containing regimen 250 e Intensify adherence (ABCDE)
Cervical cancer Screening All HIV-positive women should be screened for cervical cancer at diagnosis and subsequently Resistance testing might be indicated if at least one VL 2 1000 and either CD4 < 200 or an opportunistic infection —discuss with an expert or call the hotline . * Repeat VL aﬁ_er 6 month§
To identify women with every 3 years if the screening test is negative. If a possible abnormality of the cervical cells is DTG Adherence >80 %, and with | Do RT after discussion with TLART only:
cervical lesions and to manage detected, develop a clear plan for further investigation and treatment. Pregnancy: cervical HOW TO OBJECTIVELY MEASURE ADHERENCE regimen |2 or more VLs 2 1000 taken |e If client was incorrectly
appropriately cancer screen can be done up to 20 weeks’ gestation . . S 2 2 years |> 2 years after starting a classified as first line DTG regimen
> 9 : . . . . .
Syphilis testing For al dients iniiating ART For adherence to be > 80%, patient must mest one o the following crtera DTG-based regimen ORat | (including perinatally infected
0 - least one VL = 1000 and adolescents); or
(laboratory-based) « Attendance of > 80% of scheduled clinic visits in the last 6 - 12 months either CD4 < 200 or an « Relevant drug interactions
Creatinine and eGFR Serum creatinine (SCr) is a waste product filtered by the kidneys; used to determine eGFR opportunistic infection - - -
To assess renal insufficiency Age/Pregnancy status What must be measured? May use TDF To calculate adherence percentage in the past 6 - 12 months: ie;:;:et?fez:fa;iilzgzgng
DTG is known to decrease tubular > f # : 2 .- . .
secretion of creatinine without affecting A—d1‘|) aﬂj<‘:ﬁlvears eGFR using Counahan Barratt formula >80 mL/min/1.73m Amount of scheduled visits actually attended by client X 100 «Do \I/L 3 mf[m;hs after new regimen
gIOToer:gé‘zrtg;grlofﬁcfggignegss7rr171ne - t>é"1.|6 ;e:r:!scent eGFR as provided by the laboratory =50 mL/min/1.73m2 Amount of scheduled visits *First line DTG regimens (TLD1, ALD1): client who was ART-naive when DTG vLZ?n;Tt:;;R client who had a VL < 50 within 6
treatment, remain stable throughout — L (0] months before switching from :7 first li;16 ART regimen to DTG. Resistance to a first line DTC?egimen is rare. Suboptimal adher-
therapy, and are f’Ot an indication to stop RICENanE Absolute creatinine level < 85 umol/L IM PO RTANT DRUG INTE RACTIO NS BETWE EN ARVS AN D TB M EDICI N ES ence remains the most probable cause for non-suppression. Most clients will re-suppress on a first line DTG regimen if adher-
DTG. A creatinine level that keeps on #Counahan Barratt formula INTERACTING ent; *Second line DTG regimens (TLD2, ALD2): client who was switched from a first line ART regimen to DTG when the VL > 50,
rising, is however a cause for concern and a INTERACTION MANAGEMENT OR client who was switched from a second line Pl regimen to DTG when the VL < 50, OR client who was switched from a Pl regi-
could indicate TDF toxicity or other eGFR (mL/min/1.73 m?) = @gh_t[ﬂ])(_‘lo MEDICINES men to DTG when the VL > 50 without resistance testing; ***Third line DTG regimen: client who was switched to an individual-
underlying pathology creatinine [umol/L] Rifampicin and DTG  |Rifampicin decreases DTG levels Increase DTG dose to 50 mg twice daily” ised DTG-based regimen based on resistance testing showing resistance mutations to a Pl in a previous second line regimen;
HaemOgIObin (Hb) AdUItS and adolescents Prjegnant women Rifampicin and Rifampicin decreases ATV and DRV |Avoid concurrent use with ATV/r and DRV/r as dose adjustment not o?izﬁt::::;:;::g might be indicated if at least one VL 2 1000 and either CD4 < 200 or an opportunistic infection —discuss with an expert
Only for patients starting AZT If Hb is low, do FBC and follow If Hb < 10 g/dL: treat with ferrous sulphate tds ATV/r or DRV/r levels. Increases ALT/AST established. Consider rifabutin 150 mg daily as an alternative to — - — -
To detect and manage anaemia, to Primary Care Standard Treatment |Refer if Hb < 8 g/dL with symptoms of anaemia, or rifampicin. Monitor FBC and for uveitis monthly if on rifabutin Remember to do the HBsAg when considering switch from a TDF-containing regimen
determine eligibility for AZT where guidelines anlf\emia and 2 36 weeks p;egrl]anlt, Oor no response to ir(,)rn Rifampicin and Rifampicin decreases LPV levels.  |The dose of LPV/r should be doubled slowly over 2 weeks (to 800/200 mg to non-TDF containing regimen
necessary 1 Hb < 8 g/dL: avoid AZT T e o e ot oLt oo™ 9 ron S22 the | lipv/r REREEI ALY L e e
TB symptom screen and For PLHIV, regardless of symptoms, do TB-NAAT (e.g. GXP) at baseline or when restarting ART Bedacuiine (BDQ =3 BoQevels Al tAhen.c;nont:I.y V\T'le c;r;dou:)Le iOStT_ —7 T DTG tf:jirapv; C’Ag=chﬂF°°°§§fl' a'lr;ﬁg_en; DRzigsg-r?isting DIS=c5rugI-seglstiﬁ\;9; DT'(ti=d'c:>|I3tétefgr|?\t/)ilr; DOIRV/r=§1a';$(r§avirzt:lr)d.tritbc_mavi'_rl;B Ell_\\g=ﬁnhag;ed3
. . . . . adherence counselling; =eravirenz; e =estimate: omerular ration rate; =Tu 0o0d count; =emtricitabine; SAg=nhepatitis
TB-NAAT (e_g_ GXP)_ after a period of treatment interruption. If TB-NAAT negative and symptom screen negative, ar(:_‘daE(?:L\J/l ine ( ) additi(\e/:rl?iiliec?f ar ri)\llg:‘atii)% LI\DI\(;}F combination. Fhone the hotline to discuss switching ° or surface antigen; InSTig=Integrase strand transferinhibitorg; LPV/r=lopinavir and ritonavir; LP=lumbar puncture; NCD=non-communicabI£dis—
Wh n indicated d consider TPT. Also do TB-NAAT at enrolment in antenatal care for pregnant women. p g ease; NVP=nevirapine; PBFW=pregnant and breastfeeding woman; Paed=paediatric; Pl=protease inhibitor; Ol=opportunistic infection; PJP=
e , do U'LAM. Additi ITBi tigati . Linezolid and AZT Additive mitochondrial and Linezolid and AZT should not be used together Pneumocystis jirovecii pneumonia; RT=resistance test; TB=Tuberculosis; TBM=Tuberculosis meningitis; TB-NAAT=TB Nucleic acid amplification
To diagnose TB and establish 4 lona. Inves lga_ lons: o X X . h totoxicit test; TDF=tenofovir; tds=three times daily; TLART=third line antiretroviral therapy; TLD=tenofovir + lamivudine + dolutegravir; TEE=tenofovir +
eligibility for TPT o |f admitted to hospital also do U-LAM, chest X-ray if indicated and other investigations for dEMatotoxicity emtricitabine + efavirenz; TG=triglycerides; TPT=TB preventive therapy; VL=viral load; WCC=white cell count
En%uire\gbout TB contacts extra-pulmonary TB if clinically indicated :’Th_is list is not exhaustive. Download the free SA HIV/TB Hotline app for a complete interaction checker — scan QR code in the NEED HELP box Bacedon the 2023 ART Clinical Guidelines for the Manage.
¢ In the outpatient setting do U-LAM if symptomatic with a CD4 < 200 within the last 6 Adjusted dose should be continued for 2 weeks after rifampicin is stopped Western Cape »* aamian™s, Pt} )\ WMEDIGINES —  Ment of HIV in Adults, Pregnancy, Adolescents, Children,
months, or patient has advanced HIV disease or current serious illness. Do chest X-ray if If patient comes from a different facility, provide patient with treatment on the day of presentation. | Government ( X {) 6| : ) NFoRMATION Infants and Neonates, South Afican National Department of
clinically indicated Referral letters are helpful, however a patient shouldn’t be required to leave the facility without treatment to FOR YOU %800 212 59° ', & Rt Crcular H108/2023, H108/2024 and EML/STG for PHC,
If U-LAM is positive, start TB treatment while awaiting NAAT result first obtain a referral/transfer letter ) NDoH, Dec 2024
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