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Khayelitsha

Partially informal settlement
Population ~ 500,000
Antenatal prevalence 37% in 2012

10 primary health facilities providing HIV
care

Over 25,000 patients on ART
High burden health facilities

Routine viral load monitoring introduced
with national roll out of ART in 2004




ROTF Programme

Patients with
repeatedly Data clerks
high viral flag patients
loads see the with elevated
clinic’s nurse viral loads
or doctor

Flagged patients
attend group session
run by lay counselors




Approach

Patient centered
Problem solving

Addresses common
adherence barriers
and misconceptions

Helps patient plan
how to continue
taking their ART in the
midst of their varying
social circumstances




Tools

Group Session Guide

Step 1: Introduction

Step 2: Rules of ART

Step 3: Correct misconceptions

Step 4: Own experiences

Step 5: Plan the way forward




STER b Boview EDUCATION

Viewd load STEFP 11 DISCUSS ADICIRENCT STIR 1 DAMCTUSS ADNERENCT
Mg vl luad o PETFICLLYIES FROBLEMS POTICULTES PROBLEMS
Yppresed vax wed 1 B vew bomerweck T OO
Adberence &S wve:
STIP . PATIENT S KIASOX FOR MDCM T
Prctles wive Prodimcs e,

STEP X REVEEW TIME MEDS TAKEN
Protiess il tae

Apeed pon e
Lot wwrsmd dovary

ﬁmo-ﬂo’u.zcmumum
Tammwrgnars saguds wvd be raveed =

STEF 3 MISTARES 1IN
ADMIRENCE

Thooghe: w decl wel sulues AND
leas fom wu e

STE? 3 FOLLOW. LY ON
REFERRAL SERVICES WF

STIP # MOTIVATION CARDS
Top ) poals o B e

K;-ﬂ;-.liﬁo.”mu&n;.
v e fnwe™
B e R e e R

STIP & PATIEXT'S UPPORT S1STEM
Slesbans of patant « gt syt

STIP T PLAXKING TOR STEATANCE TS
&-m-ﬁmn-&n-.lm o
e o drage

STER & CETTING YO APPOINTMENTS

ATIF % HOMIWORK & THAY FOKWARD
Fowwr V2wl e naponnnd =
T, et )

Nemt v &

STEF & TOLLOW.LYP
BEFERRAL SEXVNES
Ond you amemd”

Yrai whit was sowr orgunsonce”

STEF & FLANNENG FOK TRDS
cmd

STEFRA RIVIEW A FPLAN A
TAY FOKTLARD
Racund potscs whea VI wil be

1o ssed
Neaxr vanr e

%ﬁm\mm

SUPPFEISSED VL - a0
Congindase poness”

Conar rod sochar wrh mcher
Fater v Adsesecce YN
O w

Gorvw 2 sonrks ART sepply

NOT SUPTRIID T - &0
Rafer w0 VL Gowchart %0 avcmss rapmes
hwee

AFTROPRIATE I sppooprase So08i: Lew JegEDes.

NMow « wgomg” doang whedule xad pocddin ade-elSece.
Tabe baaime Wi dewe wah doctor

STER ) TAKE VIRAL LOAD Lavew uenos: ieiwoss

ok sy wihen Mawd v nended DISCUSS DAFFRCTLTIES
FROSLENS
Poobiem

STER & PLAN AWAY

FOKWARD

Ducnse way forwnd of roe

o V05eod u o

e Viewdun

- tew doemg

e

Wt vvat dase

SIPLAN ATWAY FNOKWARD
e Chab




Tools




[” Objective

-

The image cannot be display Your coqiguter may not have enough memory to open the image, or the i
8 IF the red x still appears, you OS¢ image and then insert it again.

3. To assess previous
problems of adherence and
recent adherence

Check whether the patient had previous problems of adherence
and /or missed appointment,

Check adherence since last visit

Check adhwerence with treatment buddy, if available

4. To explore barriers to
adherence

behavioural barriers

To explore barriers to adherence a patient-centred approach is
needed. Therefore the list of questions below will have to be
adapted to each individual

“What do vou think could be the reason for this detectable viral
load?”

“Together we will explore any challenges to treatment
adherence that you may be facing, and that could explain a

thigh viral load.”

“Can you explain how you take your drugs and what you do o
remind yourself how to take your drugs?”

“Everybody faces situations where it is difficult to take their
drugs. Can you tell me when you find it most difficult to take
vour drugs?

“Some people tell me they sometimes find it difficult to take
their drugs because of the side effects. How do you manage
side effects and does that influence how you take your drugs?
“Do vou take others drugs than ARVs? Did you discuss it with
vour health provides?
“Can you tell me what you do when you are not at home when
you need to take your drugs/when you have visitors /when
you need to traved?”

“Can we have a look at your alcohol consumption, because
sometimes this also causes adherence problems.”

How! often do you have a drink containing alcohol (bottle of beve,
glasy of spirits, glass of wine,. ?
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Outcomes
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ROTF Programme Dissemination

* ROTF programme now running in all 10 of
Khayelitsha’s ART facilities

* Training:
— Clinic teams trained together
— 1 day workshop on ROTF theory
— Followed by on the job coaching/mentorship

e Each clinic encouraged to adapt the model to
suit their setting



Operational Challenges
Blood results not filed in patient folders

Clinicians performing viral load testing when it is
unnecessary such as when a patient is off ART

Delays in switching patients to 2"? line despite
having viral load results

Further investigation into why these patients
were not switched is needed



Conclusions

ROTF programme

* Simple intervention

* Can be used to reduce treatment failure in patients on
both 15t and 2" line ART

e Assists clinicians to make the best use of the routine
viral load monitoring

e Can be adapted to suit different contexts/resource
constraints



Conclusion

Despite having routine viral load monitoring for
a decade, the majority of PLWHIV in Khayelitsha
still struggle to answer the following question

What is your viral load?



