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Background- MSF in Zimbabwe

HIV prevalence
14% in 2009
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e WHO 2010 guidelines
called for phasing out of
stavudine and replacing
it with the less toxic
drug tenofovir (TDF)

 MSF guidelines advised
that patients should not
be switched without
first checking for
virological failure




Introducing a Tenofovir Based First Line

e Was this guidance feasible to
implement in our programmes?

* How many patients might be failing in a
cohort who had never had a viral load
before?

e Could we define some risk factors to
narrow down who may be at highest
risk of failure?



 Technicalities of the test itself- centralised
laboratory, qualified lab staff needed

e Sample transport- whole blood needed and
on same day ( 4 hour drive to Harare)

* Need for cold chain
 COST: 90 USD/test + transport costs
* |n 2010 only 285 viral loads perform
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Introduction of VL on
Dried Blood Spots using
venous blood

Initially prepared by the
laboratory

Now being prepared by
nurses at the clinic;
meaning patients don't
have to attend twice

Future possibilities to do
finger prick
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Overcoming the VL Access barriers
Step 3: Developing a Clinical algorithm

Algorithm 14: Triggered viral load use and switch to
second line
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Algorithm for changing patients from D4T based first-line A

TDF or AZT based first-line ART

Patients on
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* Data were entered prospectively into an
electronic patient register

* Generalised linear models were used to
estimate risk ratios to identify factors
associated with viraemia among ART patients
having viral load testing. b
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Increase in viral load tests
During the phased implementation of TDF

Viral load
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Baseline Characteristics of cohort

Baseline Variables N = 655 (%)
Median ( IQR)

Age —> 44 (36-52)

Women —> 412 ( 63%)
Median duration on ART —> 3.2 years (1.9-4.3)




Baseline Characteristics of cohort

Baseline Variables N = 1459 (%)
Median ( IQR)

Age ——> 39 (36-50)

Women —> 963 (66%)
Median duration on ART —> To do




What proportion were detectable?

Detectable (N) % ( 95% Cl)

Clinical failure 33 (13-53

Immunological
failure

42 (36-48)

Side effects m-



What proportion were detectable?

(N=1459) Detectable (N) % ( 95% Cl)

Suspect failure 31.1(36.3 -46.0

Side effects 25.6 (21.8 - 29.6
Routine switch —>21.4 (23.5 -31.2)
Total —> 30.6 ( 28.2- 32.9)




Risk factors for failure

Risk of Having a Risk Ratio (95%Cl) P value
detectable viral load

Immunological 1.28 (0.81-2.06)
Failure

Side Effects 1.06 (0.66-1.68)

On ART > 4 years 1.36 (1.03- 1.81) 0.03




Discussion

 |n cohorts who have not had access to routine
viral load up to 30% may be detectable when
viral load is introduced

* How many could return to undectable after an
adherence intervention ? ( 39-50%)

* Counselling resources and access to second line
drugs need to be prepared before scale up of
viral load




Discussion

Clinical and immunological definitions of treatment
failure misclassified many patients as seen in a number of
other studies ( Mee et al, Moore et al, Chaiwarith et al)

Effects on resistance if switching from stavudine to
tenofovir on a failing regimen are not clear

If Viral load is not available for all one strategy could be to
prioritise those on ART > 4 years

Most difficult/relevant (?) question: what is impact of this
on morbidity and mortality??



Take Home Message

Scaling up viral load in
resource poor settings
is possible now.......
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