[bookmark: _Toc365013554]Session: Treatment Adherence

Session Rationale  
Volunteers have a potentially important role to play in treatment adherence. This session focuses on treatment literacy, treatment adherence, barriers affecting treatment adherence, and evidence-based activities to strengthen treatment adherence appropriate to Volunteer roles at the community level.
 Time 2 hours       Audience Volunteers in IST and their work partners
Terminal Learning Objective	
After learning about ideal care, support and treatment services, participants will develop an action plan to be used at their site that addresses one or more of the following areas: (a) improve referral of PLHIV from voluntary counseling and testing center and treatment centers to community care and support services, (b) increase PLHIV adherence to treatment, or (c) increase PLHIV retention in care, support, and treatment services.
Session Learning Objectives 
Participants will identify at least five barriers and five solutions for treatment adherence by reviewing thumbnail case studies of successful community treatment adherence programs.
Participants will develop at least one evidence-based treatment adherence activity relevant to their context by analyzing Volunteer activities in treatment adherence presented in a panel (Option 1) or by analyzing a menu of evidence-based treatment adherence activities (Option 2).
Session Knowledge, Skills, and Attitudes (KSAs)
Participants will appreciate the successes and challenges of treatment adherence in low-resource settings. (A)
Participants will review HIV treatment, including pre-ART care and treatment, initiation of ART, and treatment adherence. (K)
Participants will list barriers and solutions for treatment adherence. (S)
Participants will develop an evidence-based treatment adherence activity relevant to their context. (S) 
Prerequisites  	
Global Core Sessions: Medical HIV/AIDS session (or any other HIV basics session); Support & Treatment Training Package Care, Support, and Treatment Sessions: Overview of Care, Support, and Treatment, Community Perspectives on Care, Support and Treatment Part I, Community Perspectives on Care, Support and Treatment Part II 
Sector:		Health
Competency:		Support HIV Prevention and Care
Training Package:		Care, Support, and Treatment
Version:		Dec-2013
Trainer Expertise:		Peace Corps Health or HIV trainers with general knowledge of HIV care, support, and treatment, in-country trainers with technical knowledge and, as appropriate, a co-trainer who is a PLHIV. 
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Session: Treatment Adherence
Date:  [posts add date]
Time:  [posts add xx minutes]
Trainer(s):  [posts add names]
Trainer preparation:
  Post Adaptation: If this session is adapted, please ensure that the focus on promoting treatment adherence is maintained. To this effect, show the video to emphasize why three types of drugs are necessary, highlight the slide on the effects of treatment interruption, and ensure the inclusion of activities Volunteers can do to promote adherence.
Organize participant seating in small groups, if possible at small tables, with 5-6 participants per group/table. 
If using Option 1 in the Application section, invite seasoned Volunteers who are doing activities related to treatment adherence and prepare them to give a 10-minute (total time) panel presentation. They should share (a) information about their role and activities in treatment adherence, (b) how their work relates to evidence-based practices, and (c) lessons learned and advice to participants. Ensure that the information and advice shared by Volunteers is within the parameters of appropriate Volunteer roles in treatment adherence.    
Write session learning objectives on a flip chart and tape to wall.
Photocopy Handouts 1-4, one of each per participant.
Obtain at least one and preferably six samples (or one for each small group) of ARV medication used in the country. Prepare the same number of index cards with clear instructions on their use and storage. If samples of ARVs are not available, copy a photo or drawing of the ARV medication and attach to the index cards.
Post Adaptation: If relevant to the country, obtain ARV medication treatment directions for low-literate patients so participants can see what is used with patients in communities.
Obtain and review national guidelines for ART; if used or distributed in a session, make the appropriate number of photocopies.
Rehearse the story and mime in the Motivation section with the co-facilitator and three selected participants.
Prepare props for the Motivation section (see fifth bullet under Equipment below).
Prepare Trainer Material 2: load the video clip http://www.youtube.com/watch?v=RO8MP3wMvqg, check to make sure it runs properly, and test audio and projector for proper function. 
Prepare Trainer Material 4: Write the practice task on a flip chart.
Review the session plan with co-facilitators.
[bookmark: _Toc236737427][image: ] Materials:
Equipment
Sheets of paper
Markers
Flip chart stands and flip chart pad
At least six samples of ARV medication used in the country, with an index card with written instructions on how the medicine is to be taken
Props for the Motivation section story and mime (empty container of headache medicine, 10 pieces of candy that look like medicine put into an empty container, a glass of water, a watering can filled with water, sheet of paper with GET MEDICINE written in large, clear writing with a marker, sheet of paper with TAKE MEDICINE written in large, clear writing with a marker, sheet of paper with FEEL BETTER written on it in large, clear writing with a marker.) 
Handouts
Handout 1: True and False Quiz
Handout 2: Treatment Literacy and Treatment Adherence
Handout 3: Thumbnail Descriptions of Treatment Adherence Programs
Handout 4:  Menu of Evidence-Based Activities to Promote Treatment Adherence
Trainer Materials
Trainer Material 1: PowerPoint: Treatment Adherence (see separate file)
Trainer Material 2: Video clip: HIV Replication 3D Medical Animation: http://www.youtube.com/watch?v=RO8MP3wMvqg 
Trainer Material 3: True and False Quiz with Answers
Trainer Material 4: Small Group Task for the Practice Section
Trainer Material 5: Task for Teams of Two for the Application Section
Trainer Material 6: Practice Section Possible Answers 

[bookmark: _Toc359853530][bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc370977643] Motivation	 15 min
[bookmark: _Toc364750612][bookmark: _Toc370977644]Treating a Bad Headache
Through a story and mime, participants discover barriers to treatment adherence.  
 Post Adaption: The intent of this activity is to help participants think through the steps involved in taking treatment, even for a minor ailment, and the potential barriers that could preclude access to the treatment. You are welcome to substitute it with an invention of your creativity for as long as you maintain the intent. Also, feel free to have participants play the roles of the characters in the story in lieu of you and the co-facilitator.
Welcome participants and introduce the session. Briefly review the session learning objectives as per the flip chart. 
Tell participants that [co-facilitator’s name] has a headache this morning. As you can see, it’s a really bad headache. The co-facilitator should mime his/her bad headache, putting hands on his/her head, grimacing and groaning. At the same time, three selected participants come to the front of the room with [image: ] their papers. 
Ask participants what [co-facilitator’s name] should do. At this point, the three participants should show their papers in this order, left to right: “Get Medicine,” “Take Medicine,” and “Feel Better.”  
The co-facilitator should then mime getting [image: ] medicine, taking it, and feeling better. Ask participants if this seems straightforward. 
Now stand by the participant with the sign “Get Medicine.” Ask participants: “What if…[co-facilitator’s name] has no money to buy the medicine and no car to get to the pharmacy?” Let participants shout out a few solutions, for example, borrow money from a friend and take the bus or walk. The co-facilitator should mime all actions.
Continue to stand by the participant with the sign “Get Medicine.” Ask participants, “What if [co-facilitator’s name] finally gets to the pharmacy, but they are out of Tylenol?” Let participants shout out a few solutions (e.g., go to another pharmacy). The co-facilitator should mime all actions.
Then, stand by the participant with the sign “Take Medicine.” Ask participants, “What if [co-facilitator’s name] has finally gotten to a pharmacy and bought the medicine, but [co-facilitator’s name] didn’t store the medicine properly?” Have a participant pour water (using the watering can) on the co-facilitator holding the medicine, as if it’s raining. Let participants shout out a few solutions. The co-facilitator should mime all actions.
Continue to stand by the participant with the sign “Take Medicine.” Ask participants, “What if [co-facilitator’s name] got to the pharmacy, bought the medicine, brought it home safely and properly stored it, but [co-facilitator’s name] lost his/her reading glasses and can’t read the dosage instructions?” The co-facilitator should mime trying to read the instructions, failing to do so, and then taking 10 pills (candies) at once with a glass of water and then feeling sick. Let participants shout out a few solutions, (e.g., ask a friend or family member to read the instructions and take the medicine properly).
Stand by the participant with the sign “Feel Better.” Ask participants, “What if [co-facilitator’s name], got to the pharmacy, bought the medicine, brought it home safely and properly stored and took the right dosage, but [co-facilitator name] got a side effect and doesn’t feel better?” The co-facilitator should mime this. Let participants shout out a few solutions (e.g., take the pills with food, see a doctor if needed, etc.).
Tell participants that getting medicine, taking it, and feeling better is perhaps not as easy as it seems.  We saw quite a few barriers that prevented [co-facilitator’s name] from getting medicine for a headache, taking it, and feeling better. So while the medicine is important, there are all sorts of things that affect how people get and take it so that the drug works effectively.
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc370977645] Information	 30 min
[bookmark: _Toc370977646][bookmark: _Toc364750614]HIV Treatment Literacy and Treatment Adherence 
Participants take a true or false quiz on HIV treatment, followed by a presentation on treatment basics and treatment adherence.  
Distribute Handout 1. Tell participants they will begin with a short true and false quiz about HIV treatment. They should take the quiz and keep their own copy. Say, “As we share information, each person should grade their quiz and we will discuss it at the end.”  
 Post Adaption: This activity is intended to serve as a pre and post survey of knowledge retention. You are welcome to adapt it. One option is to turn it into a game in which participants gather in a circle and for each question: those who think the answer it true step forward toward the center and those who elect false step backwards. Participants justify their elections and the facilitator concludes by providing the right answer. 
Give participants 3 minutes to fill out the quiz.
[image: ] [SLIDE 2]: Introduce Trainer Material 1 (PPT, see separate file), and tell participants that antiretroviral therapy (ART) using antiretroviral (ARV) drugs has dramatically improved the quality of life for PLHIV and prevented them from dying early in countries where these drugs are widely accessible.[footnoteRef:1] Patients often gain weight, are less fatigued, and generally feel better when taking ART. In many cases, they can return to work and other usual activities and this restores hope. ART also reduces HIV-related illness and death. Taking ART usually slows or stops the progression of HIV. Development of new OIs is unlikely so patients are less likely to require hospitalization or die from AIDS. [1:  UNAIDS. 2009. Fast Facts About HIV Treatment. Geneva:  WHO] 

[image: ] [SLIDE 3]: Explain to participants that this photo shows a young farmer in Haiti before and after his treatment for HIV and TB co-infection.
[image: ] [SLIDE 4]: Tell participants that while the number of people accessing HIV treatment increased by 63 percent from 2009-2011 (and the number of people on ART in 2012 marked the biggest increase in one year to date[footnoteRef:2]), only 54 percent of people eligible for HIV treatment in low and middle-income countries were receiving antiretroviral therapy.[footnoteRef:3] The World Health Organization 2013 Treatment Framework calls for generating demand for testing and treatment as one of the focus areas for strategic action. [2:  WHO 15 Facts on HIV treatment scale-up and new WHO ARV guidelines 2013 http://www.who.int/hiv/pub/guidelines/arv2013/15facts/en/index.html# (Accessed 07/07/2013)]  [3:  UNAIDS. 2012. UNAIDS World AIDS Day Report. Geneva: UNAIDS] 

 Post Adaption: As appropriate, share country-specific statistics on ART access. 
[image: ] [SLIDE 5]: Tell participants that it is critical to identify HIV-infected persons early in their disease progression. 
  Possible Script: When a person is diagnosed with HIV, however, he or she does not necessarily have to start ART immediately. During the pre-ART period, care and support is vital to maintain or promote health and meet psychosocial needs of PLHIV. This includes: regular clinic checkups (for prophylaxis, screening, and treatment for Opportunistic Infections (OIs), testing for CD4 counts, screening and treatment of tuberculosis (TB), and other services), education in self-care and living positively to stay healthy and maintain a strong immune system, and access to psychosocial services (such as support groups or nutrition counseling).  
[image: ] [SLIDE 6]: Explain to participants that prompt and timely initiation of ART is important to ensure quality of life and reduced mortality; ART eligibility is assessed during clinic visits. Eligibility for treatment is mainly based on CD4 thresholds, before OIs contribute to poor outcomes.
[image: ] [SLIDE 7]: Tell participants that the CD4 count serves as the major laboratory indicator of immune function in persons who have HIV infection. It is one of the key factors in determining both the urgency of antiretroviral therapy (ART) initiation and the need for prophylaxis for opportunistic infections. It is also the strongest predictor of subsequent disease progression and survival.[footnoteRef:4] [4:  Panel on Antiretroviral Guidelines for Adults and Adolescents. Guidelines for the use of antiretroviral agents in HIV-1-infected adults and adolescents. Department of Health and Human Services. Available at http://aidsinfo.nih.gov/ContentFiles/Adultand
AdolescentGL.pdf. Section accessed August 15, 2013 [Page C-5]
] 

[image: ] [SLIDE 8]: Tell participants that in many cases, ART eligibility is based on the patient’s medical history, a physical exam to determine the clinical stage, and laboratory tests and screening.  
 Possible Script: ART eligibility is often based on the patient’s medical history, a physical exam to determine the clinical stage, and laboratory tests and screening. These laboratory tests include blood tests, screening for OIs (including TB to rule out active TB), and pregnancy tests. Health service providers do blood tests for CD4 counts and/or “stage the disease” to determine whether it is time to initiate treatment. New WHO guidelines (issued in June 2013) are that ART should be initiated when CD4 counts are 500 cells/cubic mm or below (a normal range is from 500 cells/cubic mm to 1000 cells/cubic mm). The optimal time to initiate treatment is a subject of debate[footnoteRef:5] and WHO has only recently issued new guidelines. In some countries, there is a lack of laboratory facilities to measure CD4 counts, so the WHO Clinical Staging and Disease Classification System is used, which classifies HIV disease on the basis of clinical manifestations that can be recognized by clinicians[footnoteRef:6]. ARVs may be initiated if the PLHIV has advanced AIDS, no matter what the CD4 count. Also, ARVs may be prescribed to prevent mother-to-child transmission in pregnant or breastfeeding women who are living with HIV.[footnoteRef:7]   [5:  Gay. J, M. Croce-Galis, and K. Hardee.  2012. What Works for Women and Girls: Evidence for HIV/AIDS Interventions. 2nd Edition.  Washington, DC: The Futures Group, Health Policy Project]  [6:  HIV Classification: CDC and WHO Staging Systems. http://www.aids-ed.org/aidsetc?page=cg-205_hiv_classification (Accessed 5/22/2013)]  [7:  Colton, T., A. Dillow, G. Hainsworth, E. Israel, and M. Kane. October 2006. Community Home-based Care for People and Communities Affected by HIV/AIDS: A Comprehensive Training Course for Community Health Workers. Watertown, Massachusetts:  Pathfinder] 

[image: ] [SLIDE 9]: Tell participants that each country has its own specific criteria for ART eligibility. Read participants the example from South Africa on this slide.  
 Note: This example from South Africa pre-dates WHO June 2013 guidelines.
 Post Adaptation: Substitute your country’s eligibility criteria in the place of the example from South Africa.
[image: ] [SLIDE 10]: Explain to participants how ARTs work. 
 Possible Script: ART uses a combination of at least three ARVs. This combination of ARVs suppresses the HIV virus. The drugs reduce the amount of virus (the virus load) in the body by stopping HIV from multiplying. With less virus in the body, the immune system can become stronger, resist infections, and the person gets sick less often.[footnoteRef:8] Note that ART does not completely destroy the virus or cure the disease.[footnoteRef:9] ART can reduce, but does not eliminate, the risk of HIV transmission of HIV.[footnoteRef:10] People on ART can still transmit the virus to others, but ART decreases the amount of virus in the blood. A person is less likely to transmit HIV to others if he or she has a lower level of virus in the blood and ART has been shown to decrease the risk of mother-to-child transmission of HIV. But treatment alone cannot replace using condoms.[footnoteRef:11] [8:  FHI. 2007. Adherence Support Worker Training: Facilitator’s Guide. Arlington, VA:  FHI]  [9:  Ibid.]  [10:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ]  [11:  FHI.  2007.  Op. cit.] 

Show Trainer Material 2 [image: ] video clip (HIV Replication 3D Medical Animation, 5 minutes, 13 seconds).
 Note: The intent of the video is to provide a clear explanation of why it is necessary for PLWHIV to take all the prescribed three types of drugs. It shows how each of the three drugs works and why non-adherence to one or two may lead to treatment failure.
[image: ] [SLIDE 11]:  
 Possible Script: The combination of three ARV drugs (sometimes called highly active antiretroviral therapy or HAART) reduces the likelihood of the virus developing resistance.[footnoteRef:12] HIV is an active virus that makes lots of copies of itself that then damage the body’s immune or CD4 cells. Because HIV quickly adapts or mutates to whatever medicines are being taken, taking at least three medicines at the same time makes it harder for the virus to adapt and become resistant.[footnoteRef:13] There are first, second, and third-line therapies, which are different combinations of ARV drugs. Patients are initially prescribed a three-ARV drug combination as a first-line therapy. Usually a standard dose, the doctor may adjust this depending on patient issues, such as pregnancy or if the person has TB. Countries provide guidelines on these therapies. If first line drugs do not work or if the patient experiences side effects, the doctor can change one drug in the combination or select second-line therapy. Guidelines for third-line drugs are developed by national treatment programs and are based on funding, sustainability, and access to ART considerations. [12:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ]  [13:  UNAIDS. 2009. Op. cit.] 

 Post-Adaptation: Share country-specific information on guidelines and recommendations for first, second, and third-line therapies.
Pass out to each table the sample ARV medicine (or photos of the medicine) and a card that clearly describes how the medicine is taken.  
 Post Adaptation: Show ARV medicine for the country, its name, the dosage (times per day, when, with or without food, how to take (with water)).
[image: ] [SLIDE 12]:  
 Possible Script: Successful treatment requires that ARVs be taken daily for the remainder of the patient’s life to continually suppress the virus.[footnoteRef:14] ARV drugs must be taken at specific times during the day, under specific conditions (for example, with food, without food) and over a person’s lifetime. The June 2013 recommendations by WHO is to offer all adults starting to take ART the same daily single fixed-dose combination pill, which is easier to take than previous combinations of drugs.[footnoteRef:15] Reminder systems, such as pill diaries, are vital and Volunteers may be involved in developing and tailoring these kinds of systems. ARVs must be stored carefully: in a dry place, out of reach of children, away from sunlight, and in one place so they are all together.[footnoteRef:16] The person must take 95 percent or higher of scheduled doses for the ARV drugs to work effectively. ARV drugs are most effective when taken by people who are adequately nourished.[footnoteRef:17] If ARV drugs are not taken correctly, the benefits of treatment are rapidly reversed and the virus may become resistant to the drug.[footnoteRef:18]  [14:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ]  [15:  WHO issues new HIV recommendations calling for earlier treatment.  http://www.who.int/mediacentre/news/releases/2013/new_hiv_recommendations_20130630/en/index.html?goback=.gde_3414723_member_254309271#.UdbamD9icLg.email (Accessed June 7, 2013)]  [16:  Partners in Health.  2011.  Accompagnateur Training Guide:  Facilitator’s Manual. Boston: Partners in Health]  [17:  Patel, A, L. Hirschhorn, A. Fullem, B. Ojikutu, and R. Oser.  June 2010.  Adult Adherence to Treatment and Retention in Care.  Arlington, VA:  USAID/AIDSTAR-ONE Project, Task Order 1]  [18:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ] 

[image: ] [SLIDE 13]: Explain to participants that this graph shows the effects of non-adherence or treatment interruption on the ability of HIV to rebound. As you can see, within 48 hours of not taking ARVs (first red line), the effects of treatment in suppressing HIV begin to decline and at two weeks (second red line), it decreases by 50 percent. At four weeks, the effects of treatment are almost reversed.[footnoteRef:19] [19:  Parienti J-J, M Das-Douglas, V Massari, and D Guzman, et al. (2008) Not All Missed Doses Are the Same: Sustained NNRTI Treatment Interruptions Predict HIV Rebound at Low-to-Moderate Adherence Levels. PLoS ONE 3(7): e2783. doi:10.1371/journal.pone.0002783 http://www.plosone.org/article/info:doi/10.1371/journal.pone.0002783 ] 

[image: ] [SLIDE 14]: Tell participants that all medicines have side effects, including ARV drugs.  
 Possible Script: The most common side effects of ARV drugs are headaches, nausea, diarrhea, skin rashes, tingling sensations, tiredness, nightmares or anxiety, and a change in the way the body looks.[footnoteRef:20] Side effects vary in terms of severity and duration. Some side effects can occur when ARV drugs are started and some after taking the drugs for months or years. ARV side effects range from minor (headache) to major (liver damage) and are often related to personal characteristics, lifestyle, and pre-existing conditions. Some side effects can be controlled by the patient at home. For example, a patient can manage nausea and vomiting by eating frequent, smaller meals.[footnoteRef:21] Side effects are a concern because they can interfere with drug adherence, lessen the quality of life, or cause long-term health conditions.   [20:  Colton, T., et al. October 2006. Op. cit.]  [21:  Ibid.] 

[image: ] [SLIDE 15]:  
 Possible Script: PLHIV are more susceptible to getting TB than those without HIV and TB is the most common cause of death in PLHIV worldwide.[footnoteRef:22] HIV infection facilitates the progression of latent TB infection (when people are infected by TB bacteria but not yet ill and cannot transmit the disease) to active TB. In many countries, more than half of persons with TB are also HIV positive, although no one can assume that a person with TB has HIV. In people with both TB and HIV, a doctor must decide how to treat both diseases. TB drugs are taken for a specific period of time determined by the doctor – usually less than a year. Some HIV drugs cannot be used at the same time as some TB drugs. Thus, the doctor will prescribe a special first-line ART drug combination for patients with TB.[footnoteRef:23]   [22:  Partners in Health. 2011. Op. cit.]  [23:  FHI. 2007. Op. cit.] 

[image: ] [SLIDE 16]:  
 Possible Script: Treatment adherence is the ability to start, manage, and maintain a given medication regimen at the times, frequencies, and under specific conditions as prescribed by a health care provider.[footnoteRef:24] Adherence is more than taking drugs. Treatment adherence also means that the patient is retained in care: that he or she attends all scheduled clinical care visits and procedures, including regular follow-up appointments, scheduled lab tests, prescription refills, and other monitoring by a health care provider.[footnoteRef:25] And treatment adherence also concerns other health-related behaviors, such as changes in diet or use of alcohol. WHO defines adherence as the extent to which a person’s behavior – taking medication, following a diet, or executing lifestyle changes – corresponds with agreed recommendations from a health care provider.[footnoteRef:26] [24:  Patel, A, et al. June 2010. Op. cit.]  [25:  FHI. 2007. Op. cit.]  [26:  Patel et al. June 2010. Op. cit.] 

[image: ] [SLIDE 17]:  
 Possible Script: Adherence is a key determinant of ART treatment success. Suboptimal adherence is strongly associated with treatment failure, limited future treatment options, increased risk of HIV transmission to others, and increased mortality. Loss of viral suppression may begin as early as 48 hours after a lapse in adherence. Preventing adherence-related treatment failure is especially important in resource-limited settings where second-line therapy is up to 17 times more expensive than first-line therapy and often unavailable.[footnoteRef:27] [27:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ] 

[image: ] [SLIDE 18]:  
 Possible Script: PLHIV on ART continue to need care and psychosocial support, including nutrition education and counseling, clean water, support groups, and other services. PLHIV on ART also benefit from strong, two-way referral system and linkages among services, as illustrated in the Continuum of Care Framework. Help and support to disclose status to family members is very important for PLHIV who are initiating treatment. It is extremely hard for a PLHIV to be on ART and not disclose his or her status to other family members, as a PLHIV needs support from the family to take drugs and go to the health facility.[footnoteRef:28] [28:  Colton, T., et al.  October 2006. Op. cit.] 

[image: ] [SLIDE 19]:  
 Possible Script: ART eligibility and initiation is based on several factors, including laboratory tests and screening, clinical exams, and assessment of patient readiness. Treatment adherence is based on a partnership between the PLHIV and the health system and it is critical to involve the patient in deciding whether to take ART.[footnoteRef:29] While a doctor decides if the patient will benefit from ART treatment, the doctor and patient together decide if the patient is ready to start ARTs. Patients need to be asked whether they are ready to start a lifetime of therapy. They should only start taking ARVs when fully committed to this responsibility.[footnoteRef:30] [29:  FHI. 2007. Op. cit.]  [30:  Idoko, J. 2009. Fundamentals of Antiretroviral Therapy. In: Marlink RG, Teitelman ST, eds. From the Ground Up: Building Comprehensive HIV/AIDS Care Programs in Resource-Limited Settings. Washington, DC: Elizabeth Glaser Pediatric AIDS Foundation; http://ftguonline.org.] 

[image: ] [SLIDE 20]:  
 Possible Script: Initiating ART requires adequate preparation of the patient. This includes counseling to identify current and potential barriers, training in treatment literacy and adherence, assessment of patient beliefs, attitudes and mental health, identifying who can support them in treatment, such as family members of treatment buddies, help with disclosure, their access to needed transport and food, and development of a treatment plan that describes the drug regimen, food and fluid intake, storage of medicine, possible side-effects, ways to make treatment part of the daily routine, use of reminder systems, and when to come to the health facility. This preparatory process may require several visits to the clinic and may take place over a period of weeks or a month.[footnoteRef:31] [31:  Population Council, Horizons Project, International Centre for Reproductive Health, Coast Province General Hospital, Mombasa.  2004. Adherence to ART Therapy in Adults: A Guide for Trainers. New York:  Population Council] 

[image: ] [SLIDE 21]: Tell participants that barriers that affect treatment adherence can be organized in four categories.  
 Possible Script: 
A few examples of barriers related to individual factors are that the person fears disclosure, travels or is away from home, or cannot pay for transport to the clinic. 
A few examples of barriers related to system factors include stock-outs of ARVs or long wait times at the clinic. 
A few examples of barriers related to the community include stigma and discrimination affecting the degree of support from family and friends.  
A few examples of barriers related to medication include the pill burden, dietary restrictions, and costs.  
[image: ] [SLIDE 22]: Tell participants that despite these barriers, treatment adherence is feasible. 
 Possible Script: Some people are surprised to learn that many studies show that results in resource-poor settings are similar to those in resource-rich countries.[footnoteRef:32] A meta-analysis found that a 77 percent of patients in African settings achieved adequate treatment adherence (defined as taking 95 percent of prescribed pills), compared with just 55 percent of patients in North American settings.[footnoteRef:33] And good adherence has been shown within key populations, despite the additional barriers they face. [32:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit.]  [33:  Patel, A, et al. June 2010. Op. cit.] 

Distribute [image: ] Handout 2. Explain to participants that it summarizes the PowerPoint and provides many more details they should review on their own. 
 
Review the answers to the true and false quiz with participants, using [image: ] Trainer Material 3.  
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc370977647]Practice	 45 min
[bookmark: _Toc370977648]Case Study Analysis: Successful Treatment Adherence
Participants analyze four short case studies and draw conclusions about what works to promote optimal treatment adherence and address barriers.  
 Post-Adaptation: You are welcome to substitute these case studies with local best-practices as long as they reflect successful interventions that removed barriers and improved treatment adherence, and as long as you feel you can still train to this session’s Terminal Learning Objective with the substituted local best practices.
[bookmark: _Toc365013576] Distribute Handout 3.  
Tell participants that on this handout are short, thumbnail case studies of four programs that successfully achieved high levels of treatment adherence by ART patients. We will analyze these programs to see what barriers they addressed and what solutions they found. 
Assign one case study to each small group. Depending on the number of small groups, you will have 1-3 groups working on each case study.
Read aloud the small group task on the flip chart (Trainer Material 4) as follows:
“Take 2-3 minutes to read your assigned case study
“Identify 1) what specific barriers the program addressed and 2) how the program addressed these barriers and promoted optimal treatment adherence. One example of a barrier is cost of transport and the program addressed these by organizing rotational visits to the health center, which reduced the cost of transport for ART patients.
“Write your answers on a sheet and prepare to share them in the large group.”
Give the end time (about 15 minutes). Ask if the task is clear. If no, clarify the small group task. If yes, let small groups work.
In the large group, invite each small group to share one answer (how the program addressed a specific barrier to promote optimal treatment adherence). Write these on a flip chart. Keep going around until small groups have reported all answers. Add any points from Trainer Material 6, if not named by participants.  
 Note: Session Learning Objective 1 is assessed when the small groups share their answers.
Hold a wrap-up discussion by asking participants what else strikes them in how treatment adherence was successfully achieved? Let participants answer. One example is the involvement of PLHIV within these programs, as models and mentors contributed to the program’s success. Another example is that the continuum of care (care and support services and linkages) is integral to optimal treatment adherence.
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc370977649]Application	 30 min
[bookmark: _Toc370977650][bookmark: _Toc364750618]Promoting Treatment Adherence in Communities 
Participants review evidence-based activities to promote optimal treatment adherence and decide what activities are appropriate to their role and situation.
[bookmark: _Toc365013585] Distribute Handout 4.  
Tell participants that this handout lists a menu of evidence-based activities to promote optimal treatment adherence. Say, “Many are already familiar to you as we have learned about these in earlier care and support sessions. Take a few minutes to review this menu. If any practices are unclear, we will clarify.”
In the large group, answer any questions of clarification regarding the menu of evidence-based practices.
Option 1: Invite seasoned Volunteers with experience promoting treatment adherence at post to develop a brief presentation (about 10 minutes) to share:
Information about their role and activities in treatment adherence
How their work relates to the menu of evidence-based practices on the handout
Lessons learned and advice to participants
Option 1: In the large group, invite volunteers to reflect on the handout and what they heard from panelists. Say, “Thinking about your Volunteer role, your work partners, and your site, what treatment adherence activities are relevant to your role and situation? How will you start implementing these activities?”
Option 1: Let participants reflect for a few minutes. Then invite 2-3 participants to share their answers.
  Note: Learning Objective 2 is assessed when participants share their answers.
Option 2: Read aloud the task on Trainer Material 5: “In teams of two to four, think about your Volunteer role, your work partners, and your site. Discuss what treatment adherence activities from this menu are relevant to your role and situation. Discuss how you intend to start implementing these activities in your situation.”
Option 2: Give the end time (about 15 minutes). Ask participants if the task is clear? If yes, pairs can begin discussing. If no, clarify the task.    
Option 2: In the large group, invite 2-4 selected pairs to share the activities each participant intends to implement and how s/he will go about doing this.
[image: ] Note: Learning Objective 2 is assessed when pairs share the activities they intend to implement and determined how to do so.
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc370977651]Assessment
Learning Objective 1 is assessed in the large group discussion of the Practice section, after reviewing thumbnail case studies of successful community treatment adherence programs (Participants will list at least five barriers and five solutions for treatment adherence by reviewing thumbnail case studies of successful community treatment adherence programs). 

Learning Objective 2 is assessed by the facilitator in eliciting answers from selected participants during the Application section (Participants will develop at least one evidence-based treatment adherence activity relevant to their context by analyzing Volunteer activities in treatment adherence presented in a panel (Option 1) or by analyzing a menu of evidence-based treatment adherence activities (Option 2)).

[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc370977652] Trainer Notes for Future Improvement	
Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]

[bookmark: _Toc370977653]Resources
[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644]Colton, T., A. Dillow, G. Hainsworth, E. Israel, and M. Kane. October 2006. Community Home-Based Care for People and Communities Affected by HIV/AIDS: A Comprehensive Training Course for Community Health Workers. Watertown, MA: Pathfinder

FHI. 2007. Adherence Support Worker Training: Facilitator’s Guide. Arlington, VA: FHI

Patel, A., L. Hirschhorn, A. Fullem, B. Ojikutu, and R. Oser. June 2010. Adult Adherence to Treatment and Retention in Care. Arlington, VA: USAID/AIDSTAR-ONE PROJECT, Task Order 1

Population Council, Horizons Project, International Centre for Reproductive Health, Coast Province General Hospital, Mombasa. 2004. Adherence to ART Therapy in Adults: A Guide for Trainers. New York: Population Council


[bookmark: h1][bookmark: _Toc370977654] [image: ] Handout 1: True or False Quiz	
ART adherence is better in the U.S. than in Africa.  TRUE__  FALSE__


ART does not cure AIDS.  TRUE__ FALSE__


If you are HIV positive and correctly taking ARVs, you cannot pass the HIV infection to someone else.  
TRUE__  FALSE__


All PLHIV need to be on ART.  TRUE__  FALSE__


ART is always initiated when a PLHIV’s cell count is 500 cells/mm.  TRUE__  FALSE__


A person cannot take TB treatment at the same time as taking ARVs.  TRUE__  FALSE__


If you start taking ART, you should not stop, even if you are feeling better or if your CD4 count improves.  TRUE__  FALSE__
[bookmark: _Toc370977655][bookmark: h2][image: ] Handout 2: Treatment Literacy and Treatment Adherence

Antiretroviral therapy (ART) using antiretroviral (ARV) drugs has dramatically improved the quality of life for PLHIV and prevented them from dying early in countries where these drugs are widely accessible.[footnoteRef:34] In 2011, there were 34 million people living with HIV and more than 8 million PLHIV had access to ART. While the number of people accessing HIV treatment increased by 63 percent from 2009-2011 (and the number of people on ART in 2012 was the biggest increase in one year to date[footnoteRef:35]), only 54 percent of people eligible for HIV treatment in low and middle-income countries were receiving antiretroviral therapy.[footnoteRef:36] Seven million people eligible for HIV treatment still do not have access and 72 percent of children living with HIV who are eligible for treatment do not have access.[footnoteRef:37]   [34:  UNAIDS. 2009. Fast Facts About HIV Treatment. Geneva:  WHO]  [35:  15 facts on HIV treatment scale-up and new WHO ARV guidelines 2013.  http://www.who.int/hiv/pub/guidelines/arv2013/15facts/en/index.html# (Accessed 07/07/2013)]  [36:  UNAIDS. 2012. UNAIDS World AIDS Day Report. Geneva: UNAIDS]  [37:  UNAIDS, Global Fact Sheet World AIDS Day 2012 http://www.unaids.org/en/media/unaids/contentassets/documents/epidemiology/2012/gr2012/20121120_FactSheet_Global_en.pdf (Accessed 06/22/2013)] 


Care and Treatment in the pre-ART Period

It is critical to identify HIV-infected persons early in their disease progression. When a person is diagnosed with HIV, however, he or she does not necessarily have to start ART immediately. Before going on ART, good nutrition and other self-care and living positively practices help PLHIV maintain a strong immune system and stay healthy.  

During the pre-ART period (after HIV diagnosis but before treatment with ARVs), care and support is vital to maintain or promote health and meet psychosocial needs of PLHIV. At this stage in the disease, clinical care and treatment may include:
Prophylaxis, screening, and treatment for Opportunistic Infections (OIs) with medicine such as cotrimoxazole to prevent pneumonia and diarrhea
Testing for CD4 counts
Screening and treatment of tuberculosis (TB); isoniazid may be prescribed to prevent TB in PLHIV who have been exposed to TB[footnoteRef:38] [38:  Colton, T., A. Dillow, G. Hainsworth, E. Israel, and M. Kane. October 2006. Community Home-based Care for People and Communities Affected by HIV/AIDS: A Comprehensive Training Course for Community Health Workers. Watertown, Massachusetts:  Pathfinder] 

Screening and treatment of sexually-transmitted illnesses (STIs)[footnoteRef:39]   [39:  PEPFAR. November 2012. Blueprint for an AIDS-free Generation. Washington, DC: The Office of the Global AIDS Coordinator
] 


Volunteers can organize lay counseling for people who test positive, to help them understand the importance of regular clinic visits for CD4 checkups and continuing to stay in other care and support services.  

Key populations have specific clinical care needs. For example, treatment of People Who Inject Drugs (PWID) also includes prevention, vaccination, diagnosis and treatment of viral hepatitis, and harm reduction services such as medication-assisted therapy (MAT).  

Clinical Exams for ART Eligibility

In many cases, ART eligibility is based on the patient’s medical history, a physical exam to determine the clinical stage and laboratory tests and screening. These laboratory tests include blood tests, screening for OIs (including TB to rule out active TB), and pregnancy tests. 

Health service providers do blood tests for CD4 counts and/or “stage the disease” to determine whether it is time to initiate treatment. New WHO guidelines (issued in June 2013) are that ART should be initiated when CD4 counts are 500 cells/cubic mm or below (a normal range is from 500 cells/cubic mm to 1000 cells/cubic mm). The optimal time to initiate treatment is a subject of debate[footnoteRef:40] and WHO has only recently issued new guidelines. In some countries, there is a lack of laboratory facilities to measure CD4 counts. The WHO Clinical Staging and Disease Classification System is used in resource-constrained settings without access to CD4 cell count measurements or other diagnostic testing methods. The WHO system classifies HIV disease on the basis of clinical manifestations that can be recognized by clinicians.[footnoteRef:41]  [40:  Gay. J, M. Croce-Galis, and K. Hardee. 2012. What Works for Women and Girls: Evidence for HIV/AIDS Interventions. 2nd Edition.  Washington, DC:  The Futures Group, Health Policy Project]  [41:  HIV Classification: CDC and WHO Staging Systems. http://www.aids-ed.org/aidsetc?page=cg-205_hiv_classification (Accessed 5/22/2013)] 


ARVs may be initiated if the PLHIV has advanced AIDS, no matter what the CD4 count. Also, ARVs may be prescribed to prevent mother-to-child transmission within pregnant or breastfeeding women who are living with HIV.[footnoteRef:42] New recommendations by WHO are that ART is provided to all children with HIV under 5 years of age, all pregnant and breastfeeding women with HIV, and to all HIV-positive partners where one partner in the relationship is uninfected. The Organization continues to recommend that all people with HIV with active tuberculosis or with hepatitis B receive ART.[footnoteRef:43] [42:  Colton, T., et al  2006. Op. cit.]  [43:  WHO issues new HIV recommendations calling for earlier treatment.  http://www.who.int/mediacentre/news/releases/2013/new_hiv_recommendations_20130630/en/index.html?goback=.gde_3414723_member_254309271#.UdbamD9icLg.email (Accessed June 7, 2013)] 


An example of ART eligibility criteria from South Africa follows. 
 Note: This this is not yet updated with new WHO guidelines.  
Adults: CD4 cell count <350 cells/mm OR clinical staging 3 and 4 (WHO) OR patient with tuberculosis.
Infants and children: All children under age of 5 years, irrespective of CD4 cell count; children 5-15 following adult criteria.
Fast tracking of ART initiation in South Africa is done for children under 1 year of age, CD4 cell count of under 200 cells/mm, clinical staging 4 (WHO), women who are pregnant or breastfeeding, patients with TB and CD4 cell count <50 cells/mm[footnoteRef:44]. [44:  Bergmann, Heather. 2011. Field Driven Learning Meeting: Linkages to and Retention in HIV Care and Support Programs. Arlington, VA: USAID’s AIDS Support and Technical Assistance Resources, AIDSTAR-One, Task Order 1. ] 

Post Adaptation: Replace the above with the country-specific guidelines concerning ART eligibility criteria.

An important part of pre-ART care is regular health facility visits to monitor HIV progression through clinical exams and tests for CD4 cell count.[footnoteRef:45] This ensures prompt and timely initiation of ART — when CD4 thresholds are reached, but before OIs can contribute to poor outcomes.[footnoteRef:46] Timely initiation of ART results in improved quality of life and reduced mortality.[footnoteRef:47] [45:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit.]  [46:  Geng, E. “Improving Retention in HIV Care and Resource-limited Settings. http://www.medscape.com/viewarticle/775688_print (Accessed 5/22/2013)]  [47:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ] 


ART: How It Works

ART is a treatment for PLHIV that uses a combination of at least three ARVs. This combination of ARVs suppresses the HIV virus. The drugs reduce the amount of virus (the virus load) in the body by stopping HIV from multiplying. With less virus in the body, the immune system can become stronger, resist infections, and the person gets sick less often.[footnoteRef:48] Note that ART does not completely destroy the virus or cure the disease.[footnoteRef:49]     [48:  FHI. 2007. Adherence Support Worker Training:  Facilitator’s Guide. Arlington, VA: FHI]  [49:  FHI. 2007. Op. cit.] 


ARV Drugs 

The combination of three ARV drugs (sometimes called highly active antiretroviral therapy or HAART) reduces the likelihood of the virus developing resistance.[footnoteRef:50] HIV is an active virus that makes a lot of copies of itself that then damage the body’s immune or CD4 cells. Because HIV quickly adapts or mutates to whatever medicines are being taken, taking at least three medicines at the same time makes it harder for the virus to adapt and become resistant.[footnoteRef:51]  [50:  Gay, J., Croce-Galis, M., Hardee, K. 2012. Op. cit. ]  [51:  UNAIDS. 2009. Op. cit.] 


There are first, second, and third-line therapies, which are different combinations of ARV drugs. Patients are initially prescribed a three-ARV drug combination as a first-line therapy. Usually a standard dose, the doctor may adjust this depending on patient issues, such as pregnancy or if the person has TB. Countries provide guidelines on these therapies — for example, in South Africa, the first-line the adult treatment regimen is a standard three-drug treatment, including Tenofovir, Emtricitabine/Lamivudine, Efavirenz and other drugs in case of intolerance or contra-indications.[footnoteRef:52] If first-line drugs do not work or if the patient experiences side effects, the doctor can change one drug in the combination or select second-line therapy. Guidelines for third-line drugs are developed by national treatment programs and are based on funding, sustainability, and access to ART considerations.  [52:  Bergmann, Heather. 2011. Op. cit. ] 

Post Adaptation: Please check what is recommended in your country.
Successful treatment requires that ARVs be taken daily for the remainder of the patient’s life to continually suppress the virus.[footnoteRef:53]  ARV drugs must be taken at specific times of the day, under specific conditions (for example, with food, without food) and over a person’s lifetime. The June 2013 WHO recommendations are to offer all adults starting to take ART the same daily, single fixed-dose combination pill, which is easier to take than previous combination drugs.[footnoteRef:54] Reminder systems, such as pill diaries, alarms, pill charts, or pillbox organizers are vital, and Volunteers may be involved in developing and tailoring these kinds of systems.   [53:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ]  [54:  WHO issues new HIV recommendations calling for earlier treatment.  http://www.who.int/mediacentre/news/releases/2013/new_hiv_recommendations_20130630/en/index.html?goback=.gde_3414723_member_254309271#.UdbamD9icLg.email (Accessed June 7, 2013)] 


ARVs must be stored carefully: in a dry place, out of reach of children, away from sunlight, and in one place so they are all together.[footnoteRef:55] The person must take 95 percent or higher of scheduled doses for the ARV drugs to work effectively. ARV drugs are most effective when taken by people who are adequately nourished.[footnoteRef:56] If ARV drugs are not taken correctly, the benefits of treatment are rapidly reversed and the virus may become resistant to the drug.[footnoteRef:57] The resistant virus can be spread to others, so ARV drugs will not work for them either.    [55:  Partners in Health.  2011.  Accompagnateur Training Guide:  Facilitator’s Manual. Boston: Partners in Health]  [56:  Patel, A, L. Hirschhorn, A. Fullem, B. Ojikutu, and R. Oser. June 2010. Adult Adherence to Treatment and Retention in Care.  Arlington, VA: USAID/AIDSTAR-ONE Project, Task Order 1]  [57:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ] 


Post-exposure prophylaxis (PEP) for HIV aims to prevent infection in a person who may have been exposed to the HIV infection. It includes first aid care, counseling and risk assessment (type of exposure or content, body fluid involved, disease status of source patient), HIV testing following informed consent, and – depending on the risk assessment – a short course (28 days) of ARV drugs with follow-up and support. Research studies suggest that if medication is initiated quickly (within 72 hours) after possible HIV exposure, it may be beneficial in preventing HIV infection. PEP treatment has not been proven to prevent the transmission of HIV.[footnoteRef:58] [58:  UNAIDS 2009. Op. cit.] 


Other regimens exist for the prevention of Mother-to-Child Transmission of HIV and this topic is included in the HIV Prevention Training Package.    

ARV drugs have side effects. A side effect is a bad reaction to a medicine and all medicines can cause side effects. The most common side effects of patients on ART are headaches, nausea, diarrhea, skin rashes, tingling sensations, tiredness, nightmares or anxiety, and a change in the way the body looks.[footnoteRef:59] Side effects vary in terms of severity and duration. Some side effects occur when ARV drugs are started and some after taking the drugs for months or years. ARV side effects range from minor (headache) to major (liver damage) and are often related to personal characteristics, lifestyle, and pre-existing conditions.   [59:  Colton, T., et al. October 2006. Op. cit.] 


Some side effects can be controlled by the patient at home. For example, a patient can manage nausea and vomiting by eating frequent, smaller meals, avoiding greasy and spicy foods, and drinking clean water and weak tea.[footnoteRef:60] Side effects are a concern because they can interfere with drug adherence, lessen the quality of life, or cause long-term health conditions. Monitoring side-effects is called pharmaco-vigilance. Community health workers are often trained to monitor patients taking ARVs for side effects, educate patients, and know which symptoms require referral to the health facility.  [60:  Ibid.] 




ART and Treatment for Tuberculosis 

PLHIV are more susceptible to getting TB than those without HIV and TB is the most common cause of death in PLHIV worldwide.[footnoteRef:61] HIV infection facilitates the progression of latent TB infection (when people are infected by TB bacteria but not yet ill and cannot transmit the disease) to active TB. In many countries, more than half of persons with TB are also HIV positive, although no one can assume that a person with TB has HIV.   [61:  Partners in Health. 2011. Op. cit.] 


In people with both TB and HIV, a doctor must decide how to treat both diseases. Adherence to TB drugs is very important for treatment to be effective. TB drugs are taken for a specific period of time determined by the doctor – usually less than a year. Some HIV drugs cannot be used at the same time as some TB drugs.  Thus, the doctor will prescribe a special first-line ART drug combination for patients with TB. People taking both ART and TB drugs should be monitored for side effects.[footnoteRef:62]   [62:  FHI. 2007. Op. cit.] 


The Purpose of ART 

ART improves the patient’s quality of life. Patients often gain weight, are less fatigued, and generally feel better when taking ART. In many cases, they can return to work and other usual activities and this restores hope.  

ART also reduces HIV-related illness and death. Taking ART usually slows or stops the progression of HIV.  Development of new OIs is unlikely so patients are less likely to require hospitalization or die from AIDS. ART benefits both adults and children.
 
ART can reduce, but does not eliminate, the risk of HIV transmission of HIV.[footnoteRef:63] People on ART can still transmit the virus to others, but ART decreases the amount of virus in the blood. A person is less likely to transmit HIV to others if he or she has a lower level of virus in the blood and ART has been shown to decrease the risk of mother-to-child transmission of HIV. But treatment alone cannot replace using condoms.[footnoteRef:64]   [63:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ]  [64:  FHI. 2007. Op. cit.] 


ART Benefits and Drawbacks

To summarize, while ART treatment has many important benefits, it also has a number of drawbacks. Benefits are that:    
PLHIV live healthier, longer, and more productive lives, which benefits their children and family
PLHIV can continue to work or stay in school
Family members can continue to work or stay in school since the person living with HIV does not require as much care
Fewer babies are born with HIV when ART is used in pregnancy
PLHIV have fewer OIs and other symptoms of AIDS[footnoteRef:65] [65:  Colton, T., et al. October 2006. Op. cit.] 


The drawbacks of ART include the following:  
ARV drugs may not be available or may be too expensive
ART is a lifelong commitment
ART has many side effects and can affect a person’s quality of life
[bookmark: _GoBack]It is possible that the drugs work for a while but then stop, with the client having to change to a second-line regimen that may or may not be available
ART may involve taking many pills every day, at the same time every day, and a dose cannot be missed
If a patient stop taking drugs, or does not take the right number at the right time, it can make the virus resistant to the drugs so they do not work anymore
Some ARVs must be taken with food and PLHIV may not have enough food. ARVs may not work as well if a person is not eating healthy food
ART treatment requires regular visits to the health facility for a doctor or nurse to monitor treatment, which can take time and be expensive[footnoteRef:66] [66:  Ibid.] 


Revised WHO Guidelines for ART
In June 2013, WHO released new guidelines on the use of antiretroviral drugs for treating and preventing HIV infection. These recommendations include all countries to initiate treatment in adults living with HIV when their CD4 cell counts fall to 500 cells/mm or less – when their immune systems are still strong. The previous WHO recommendation, set in 2010, was to offer treatment at 350 CD4 cells/mm or less. These new recommendations are based on evidence that treating people with HIV earlier, with safe, affordable, and easier-to-manage medicines, can both keep them healthy and lower the amount of virus in the blood, which reduces the risk of passing it to someone else.[footnoteRef:67]   [67:  WHO issues new HIV recommendations calling for earlier treatment.  http://www.who.int/mediacentre/news/releases/2013/new_hiv_recommendations_20130630/en/index.html?goback=.gde_3414723_member_254309271#.UdbamD9icLg.email (Accessed June 7, 2013)] 

Treatment Adherence

Treatment adherence is the ability to start, manage, and maintain a given medication regimen at the times, frequencies, and under specific conditions as prescribed by a health care provider.[footnoteRef:68] ARV drug adherence means that a patient is taking the right drug, in the right dose, with the right frequency (number of times per day) at the right time.[footnoteRef:69]   [68:  Patel, A, et al.  June 2010. Op. cit.]  [69:  Colton, T., et al. October 2006. Op. cit.] 


But adherence is more than taking drugs. Treatment adherence also means that the patient is retained in care:  that he or she attends all scheduled clinical care visits and procedures, including regular follow-up appointments, scheduled lab tests, prescription refills, and other monitoring by a health care provider.[footnoteRef:70]   [70:  FHI.  2007. Op. cit.] 


Treatment adherence also concerns other health-related behaviors, such as changes in diet or use of alcohol. WHO defines adherence as the extent to which a person’s behavior – taking medication, following a diet, or executing lifestyle changes – corresponds with agreed recommendations from a health care provider.[footnoteRef:71] [71:  Patel et al. June 2010. Op. cit.] 


Adherence is a key determinant of ART treatment success. Suboptimal adherence is strongly associated with treatment failure, limited future treatment options, increased risk of HIV transmission to others, and increased mortality. Loss of viral suppression may begin as early as 48 hours after a lapse in adherence. Preventing adherence-related treatment failure is especially important in resource-limited settings where second-line therapy is up to 17 times more expensive than first line therapy and often unavailable.[footnoteRef:72] [72:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ] 


Because adherence can vary over a person’s lifetime as his or her situation changes, adherence support and monitoring are important throughout a patient’s life. And PLHIV on ART continue to need care and psychosocial support, including nutrition, clean water, support groups, and other services, along with benefitting from a strong, two-way referral system and linkages. Help and support to disclose status to family members is very important for PLHIV who are initiating treatment. It is extremely hard for a PLHIV to be on ART and not disclose his or her status to other family members, as PLHIV need support from the family to take drugs and go to the health facility.[footnoteRef:73] [73:  Colton, T., et al.  October 2006.  Op. cit.] 


Treatment adherence is positively influenced when a patient is able to make taking pills part of a routine, effectively uses reminders, believes that the ARV drugs work, has self-confidence, believes in treatment adherence, is ready and committed to start and has social support, and feels needed by family or community members.  And treatment has been successfully administered with good adherence to key populations, including sex workers and PWID[footnoteRef:74]. [74:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ] 


Country-specific ART Information, Treatment Policies, and Systems
Post adaptation: Include relevant and appropriate post specific information on treatment policies, including the following:
Number of people on ART/people needing ART
ART protocols, regimen, CD4 thresholds for starting, strategies, including those for PMTCT
First line ART, second-line ART; primary, secondary, tertiary care
ART for infants or children living with HIV
Country-specific policies
Systems for treatment delivery: ART procurement systems and supply management, who the providers are

ART Initiation 

Again, not all people with HIV need to take ART. ART eligibility and initiation is based on several factors, including laboratory tests and screening, clinical exams, and assessment of patient readiness. Treatment adherence is based on a partnership between the PLHIV and the health system and it is critical to involve the patient in deciding whether to take ART.[footnoteRef:75] While a doctor decides if the patient will benefit from ART treatment, the doctor and patient together decide if the patient is ready to start ARTs. [75:  FHI. 2007.  Op. cit.] 


Pre-treatment Adherence Counseling and Patient Readiness

Initiating ART requires adequate preparation of the patient and a significant amount of patient support.  Patients need to be asked whether they are ready to start a lifetime of therapy and should only commence taking drugs when they are fully committed to this responsibility.[footnoteRef:76] Patient preparation for treatment includes counseling and training in treatment literacy and adherence; Volunteers may help organize these activities.  This preparatory process may require several visits to the clinic and may take place over a period of weeks or a month.[footnoteRef:77] [76:  Idoko, J. 2009. Fundamentals of Antiretroviral Therapy. In: Marlink RG, Teitelman ST, eds. From the Ground Up: Building Comprehensive HIV/AIDS Care Programs in Resource-Limited Settings. Washington, DC: Elizabeth Glaser Pediatric AIDS Foundation; http://ftguonline.org.]  [77:  Population Council, Horizons Project, International Centre for Reproductive Health, Coast Province General Hospital, Mombasa.  2004. Adherence to ART Therapy in Adults: A Guide for Trainers. New York: Population Council] 


This preparation goes a long way in helping patients adhere to treatment and is important for both patients starting treatment for the first time and those who may have used ARVs in the past. The preparation process helps patients:
Understand the challenges of ART
Think through the impact treatment will have on their lives
Make a commitment (or re-evaluate their commitment) to long-term treatment
Identify current and potential barriers 
Think through how they will address these barriers and adhere to treatment[footnoteRef:78] [78:  Ibid] 


Pre-treatment counseling and preparation may include the following:
Establishing trust between patient and provider 
Introduction to the treatment and adherence program (ARVs availability, laboratory facilities, support services)
Discussion of the results of clinical tests, including the patient’s health status, disease stage, CD4 counts, viral load
Discussion of what patients can expect to see with treatment 
The importance of adherence to achieve treatment success
Assessment of patient beliefs and attitudes (positive beliefs and attitudes support adherence)
Assessment of depression or other mental illnesses
Social support (identification of who can support them in treatment, such as a family member or treatment buddy, help with disclosure, membership in a support group) and socio-economic situation (transport, food availability, living conditions/travel, alcohol and drug use)
Establishment of a treatment plan (drug regimen, food and fluid intake storage of medicine, possible side effects and how to manage, ways to make treatment part of the daily routine, use of tools such as pill diaries or pill boxes, identification of treatment cues, when to come to the health facility for follow-up and monitoring)[footnoteRef:79] [79:  Ibid.] 


Monitoring ART Treatment

Monitoring ART is done clinically (weight changes, frequency or severity of OIs) and biologically (CD4 cell count, viral load, and resistance). Adherence is also monitored and adverse events identified and discussed.[footnoteRef:80]  In Uganda, TASO clients receive monthly refills during the first three months to allow frequent contact with support staff and to ensure that side effects and adherence is closely monitored. Clients whose adherence levels are above 95 percent for the first three months are then graduated to refills once every two months. Those whose adherence is below the 95 percent target continue to receive ARV refills on a monthly basis.[footnoteRef:81] [80:  Idoko, J. 2009. Op. cit.]  [81:  Etukoit, M., C. Nabiryo, and A. Coutinho.  2009. Use of Laypeople to Scale Up HIV Testing and Antiretroviral Therapy in Uganda. In: Marlink RG, Teitelman ST, eds. From the Ground Up: Building Comprehensive HIV/AIDS Care Programs in Resource-Limited Settings. Washington, DC: Elizabeth Glaser Pediatric AIDS Foundation; http://ftguonline.org.] 


Barriers to Treatment Adherence 

Non-adherence to treatment is the patient’s inability to take his or her drugs or to attend scheduled clinic visits in the prescribed manner. Factors that affect treatment adherence can be organized in the following categories:

Individual Factors: These include factors related to knowledge, beliefs, and socio-economic situation. Non-adherence may be due to non-participation in a structured pre-ART counseling, feeling well, the distance to the clinic, lack of transport, lack of child care, fear of disclosure and non-disclosure/stigma, depression, self-confidence, fatigue, profession (travels or is away from home often) side-effects, substance and alcohol abuse, lack of understanding of treatment benefits or ART efficacy, cost of medications, time constraints, food insecurity, lack of support from family, unstable housing, and low literacy. Key populations, patients who are internally displaced or in refugee settings and prisoners, face special challenges.[footnoteRef:82]   [82:  Gay, J., Croce-Galis, M., Hardee, K. 2012. Op. cit. ] 


Individual factors also include gender issues. Men face challenges in accessing and adhering to treatment as men’s sense of “masculinity” may be threatened by disclosing their HIV status and seeking treatment.  Hospitals are seen as spaces for women and children but not for men.[footnoteRef:83] Women may not disclose their status to their husbands for fear of violence.[footnoteRef:84] Side effects such as altered fat distribution can damage the self-image of both men and women and negatively influence ARV adherence.[footnoteRef:85] [83:  Ibid.]  [84:  Ibid.]  [85:  Abnormalities of Body-Fat Distribution. http://hab.hrsa.gov/deliverhivaidscare/clinicalguide11/cg-601_body-fat_abnormalities.html (Accessed 6/22/2013)] 


Factors that affect children mirror those of adults. But barriers to adherence for children are complicated by their reliance on adult caregivers. In one study, children whose caregivers were unwilling to disclose the child’s HIV status to anyone were three times more likely to be non-adherent to medication.[footnoteRef:86] While disclosure to a child may start as early as 5-7 years of age, it must be done gradually in a culturally-sensitive manner and with the consent and participation of the parent or caregiver. There are benefits and risks to disclosure.   [86:  Mbori-Ngacha, D.  2009. Follow-Up and Adherence Management for Children and Adolescents Living with HIV. In: Marlink RG, Teitelman ST, eds. From the Ground Up: Building Comprehensive HIV/AIDS Care Programs in Resource-Limited Settings. Washington, DC: Elizabeth Glaser Pediatric AIDS Foundation; http://ftguonline.org.] 

Adherence is particularly difficult for orphans and adolescents.[footnoteRef:87]   [87:  Ibid.] 


System Factors: System factors include access to the facility and medication, the overall environment of the facility, distance to health facility, stock-outs, lack of lab facilities, declining funds for ARVs, long wait times, cost of co-pays for medications, provider/client relationships, and support services. Some countries have weak procurement and supply management systems, resulting in frequent shortages of ARVs.[footnoteRef:88] Outreach programs are needed for patients who miss ART clinic visits or fail to initiate treatment.[footnoteRef:89] Links to reproductive health services are needed for women who are on ART for counseling concerning desired children and family planning. [88:  Patel, A, et al.  June 2010. Op. cit.]  [89:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. Op. cit. ] 


Community factors: These include lack of treatment and adherence knowledge and awareness by family and community members, stigma and discrimination affecting the degree of social support from family, friends, and religious community, and acceptance of disclosure/status.

Medication factors: These include pill burden, dose frequency, dietary restrictions, side effects, storage requirements, drug interactions, and cost of drugs. While most first-line regimens are now one or two pills once or twice daily, second-line regimens can be more complex. In addition to a high pill burden, concurrent HIV and TB therapy is associated with increased risks of adverse drug effects.[footnoteRef:90]   [90:  Patel, A, et al. June 2010.  Op. cit.] 


Despite Barriers, Treatment Adherence Successes

Many studies show that results in resource-poor settings are similar to those in resource-rich countries.[footnoteRef:91] A meta-analysis found that a 77 percent of patients in African settings achieved adequate treatment adherence (defined as taking 95 percent of prescribed pills), compared with just 55 percent of patients in North American settings.[footnoteRef:92] [91:  Gay, J., M. Croce-Galis, and K. Hardee.  2012. Op. cit.]  [92:  Patel, A, et al. June 2010. Op. cit.] 
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Mozambique Program 
In 2008, Médecins Sans Frontières and provincial authorities in Tete Province, Mozambique launched a project model whereby community groups were trained to distribute ART and monitor adherence. This model aimed to improve access and retention to care and treatment and decongest health services. Patients who were stable on ART for six months were informed about the community ART group model and invited to form groups. Group members had four key functions:  
facilitate monthly ART distribution to other group members in the community
provide adherence and social support
monitor outcomes
ensure each group member undergoes a clinical consultation at least once every six months
Group members visited the health center on a rotational basis and picked up medicine for all group members. This ensured that each group member had contact with the health service every six months.  Early project outcomes were highly satisfactory in terms of mortality and retention in care.[footnoteRef:93] [93:  Decroo, T, et al. “Distribution of antiretroviral treatment through self-forming groups of patients in Tete Province, Mozambique.” J. Acquir Immune Defic Syndr  2011 Feb 1; 56(2):e39-44.] 


Rwanda Program
Nationally, Rwanda’s HIV program has a retention rate of 86 percent, with only 4.9 percent of patients being lost to follow-up.[footnoteRef:94] A community-based ART program implemented in rural Rwanda operated within the national HIV care and treatment system, but provided additional measures of support at the community level.  The program involved collaboration between the Ministry of Health, the Global Fund, the Clinton Health Access Initiative, and Partners in Health. HIV patients enrolled in this program achieved some of the highest rates recorded anywhere in the world for continuing to take their medications — 92 percent were still taking ART medications regularly after two years. These HIV patients received daily visits from community health workers (called accompagnateurs). Key program elements included free ART with direct observation by the community health workers, tuberculosis screening and treatment, nutritional assistance for the first 10 months, a transportation allowance for routine clinic visits, comprehensive, integrated medical care, and additional support (housing assistance, school fee support, etc.) for patients with extremely challenging socioeconomic conditions. The HIV patients were also enrolled in support groups and HIV education programs.[footnoteRef:95] [footnoteRef:96]   [94:  Ibid.]  [95:  Rich, ML, et al. “Excellent clinical outcomes and high retention in care among adults in a community-based HIV treatment program in rural Rwanda.” J. Acquir. Immune Defic Syndr. 2012 March 1 :59(3)e35-42.]  [96:  Rwanda Study: Community-based HIV Program Yields Excellent Outcomes. http://www.pih.org/blog/rwanda-study-community-based-hiv-program-yields-high-success-rates (Accessed 06/26/2013)

 ] 


Ethiopia Program
Catholic Relief Services (CRS) implemented community-based treatment services in the West Shoa Zone of Ethiopia. Programs goals were to achieve optimal ART adherence and maintain low rates of loss-to-follow-up.  The program included structured treatment preparation for patients prior to ART initiation, home visits to support adherence and monitor side-effects, early identification and clinic referrals of OIs, a robust appointment system, same-day follow-up for patients who missed clinic appointments, and supportive counseling to assist status disclosure and stigma reduction. Adherence case managers (mostly PLHIV) developed a tailored care plan for patients on ART, supervised by clinic specialists. Adherence supporters worked at facility and community levels, providing structured treatment preparation to ART-eligible patients and assessing readiness. Community volunteers provided home visits, traced patients who missed appointments, delivered adherence counseling, identified and referred Opportunistic Infections (OI) early, and referred pregnant women for treatment. Support group activities included training in positive living, early identification of OIs, and adherence. Lessons learned included the importance of working closely with the PLHIV organization, engaging patients in treatment, and creating a friendly environment within the health facility. The community-based treatment program also helped reduce community stigma and self-stigma.[footnoteRef:97] [97:  CRS.  February 2012. AIDSRelief Ethiopia:  Community-based Treatment Services (CBTS): The Ethiopia Experience. Baltimore: CRS] 


Zambia Program
Under the Zambia Prevention, Care, and Treatment Partnership, volunteer adherence support workers (ASWs) encouraged treatment adherence among patients on ART. They provided education, counseling, and support for patients in their own language, freeing clinicians to attend to other activities. Most ASWs are living with HIV and are currently on ART themselves. They spent two days a week at the ART clinic sites and a third day in the community, where they provided HIV education, treatment support, adherence counseling, and follow-up for treatment defaulters. Perhaps their most important role was serving as positive examples of PLWHIV who are on treatment. They underwent a two-week intensive course to learn how to interact with patients, how to provide education, support and counseling, and how to work within the referral network. An evaluation found that the quality of adherence counseling by ASWs was comparable to that of health care workers. Use of ASWs helped reduce waiting times for PLHIV to see adherence counselors and lowered loss-to-follow-up rates.[footnoteRef:98]   [98:  ZPCT – Adherence Support Worker (ASW) Program. 
http://www.aidstar-one.com/promising_practices_database/g3ps/zpct_adherence_support_worker_asw_program (Accessed 06/26/2013)
] 
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In general, the role of Volunteers in HIV treatment adherence at the community level may involve:  
Working alongside HIV treatment staff, such as social workers, community health workers/adherence counselors, and others
Training PLHIV and/or their caregivers in treatment and treatment adherence strategies
Developing and strengthening health systems for follow-up and linkages
Identifying and resolving barriers to treatment adherence (for example child care or transport)[footnoteRef:99] [99:  The Peace Corps. 2013. Peace Corps Standard Sector Indicator Data Sheet January 2013. Washington, DC: Peace Corps] 


Peace Corps PEPFAR indicators for HIV treatment at the community level include the following:
Number of PLHIV/caregivers educated on best practices in treatment and adherence  
Number of evidence-based interventions implemented to promote adherence to ARV treatment as a result of the activities of the Volunteer or his/her partners

No single strategy or activity will work to promote optimal treatment adherence in all situations. And because adherence/barriers to treatment adherence may change over time, needs and barriers should be continually assessed.[footnoteRef:100] Below is a menu of evidence-based interventions to promote treatment adherence.   [100:  Colton, T., et al.  October 2006. Community Home-Based Care for People and Communities Affected by HIV/AIDS: A Comprehensive Training Course for Community Health Workers. Watertown, MA: Pathfinder] 




Menu of Evidence-based Activities to Promote Treatment Adherence[footnoteRef:101]  [101:  Menu compiled from the following sources:  
Colton, T., et al. October 2006. Op. cit.  
Etukoit, M., C. Nabiryo, and A. Coutinho. 2009. Use of Laypeople to Scale Up HIV Testing and Antiretroviral Therapy in Uganda.  In: Marlink, RG, and ST Teitelman, eds. From the Ground Up: Building Comprehensive HIV/AIDS Care Programs in Resource-Limited Settings. Washington, DC: Elizabeth Glaser Pediatric AIDS Foundation; http://ftguonline.org
Gay, J., M. Croce-Galis, and K. Hardee.  2012. What Works for Women and Girls:  Evidence for HIV/AIDS Interventions. 2nd Edition.  Washington, DC:  The Futures Group, Health Policy Project
Mbori-Ngacha, D. 2009. Follow-Up and Adherence Management for Children and Adolescents Living with HIV. In: Marlink, RG and ST Teitelman, eds. From the Ground Up: Building Comprehensive HIV/AIDS Care Programs in Resource-Limited Settings. Washington, DC: Elizabeth Glaser Pediatric AIDS Foundation; http://ftguonline.org
Mukherjee, J.S. and F. Leandre.  2009. The Growing Importance of Community-based Care.  In: Marlink, RG and STTeitelman, eds. From the Ground Up: Building Comprehensive HIV/AIDS Care Programs in Resource-Limited Settings. Washington, DC: Elizabeth Glaser Pediatric AIDS Foundation; http://ftguonline.org
Patel, A, L. Hirschhorn, A. Fullem, B. Ojikutu, and R. Oser. June 2010. Adult Adherence to Treatment and Retention in Care.  Arlington, VA:  USAID/AIDSTAR-ONE Project, Task Order 1
Population Council, Horizons Project, International Centre for Reproductive Health, Coast Province General Hospital, Mombasa.  2004. Adherence to ARV Therapy in Adults: A Guide for Trainers. New York: Population Council] 

	Support Groups and Systems
	Regularly attending a treatment adherence support group 

	
	Treatment buddy system to assist with clinic checkups and ARV reminders and refills

	
	Daily home visits by trained community health workers or adherence support workers to check on adherence and side-effects

	Counseling, education, and training
	Training PLHIV in treatment literacy

	
	Assistance with disclosure of status to family members

	
	Directly observed therapy system (DOTS), or directly administered antiretroviral therapy (DAART) for medication adherence for at least one month or other fixed period of time

	
	Counseling for alcohol abuse or depression

	
	Peer counseling

	
	Preparatory adherence counseling for initiation of ART

	
	Development of a tailored treatment plan with patient

	
	Develop positive beliefs about treatment and increase self-confidence to follow treatment plan

	
	Post-initiation adherence counseling

	
	Nutrition counseling

	Tailored reminder systems
	Pill diaries 

	
	Alarms or reminders (mobile phones)

	
	Pill charts with visual displays for low-literate patients

	
	Pillbox organizers

	Incentives
	Combining food supplementation or nutritional support with pick-up of ARVs

	
	Providing child care while patient goes to clinic and picks up ARVs

	
	Providing a transport allowance

	Health systems strengthening
	Supply chain management to decrease stock-outs of ARVs or TB medication at health facilities

	
	Reduce wait times at clinic 

	
	Decentralized health services to access ART; community-based ART delivery

	
	Client tracking and information system improvements

	
	Peer counselors who speak patient’s language and understand cultural context

	
	Strong referral network for support services, including mental health, depression, substance abuse
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Download and show: http://www.youtube.com/watch?v=RO8MP3wMvqg (5 minutes, 13 seconds)


[bookmark: tm3][bookmark: _Toc370977659][image: ] Trainer Material 3: True or False Quiz with Answers	
ART adherence is better in the U.S. than in Africa.  
FALSE.  Many studies show that results in resource-poor settings are similar to those in resource-rich countries.[footnoteRef:102]  A meta-analysis found that 77 percent of patients in African settings achieved adequate treatment adherence (defined as taking 95 percent of prescribed pills), compared with just 55 percent of patients in North American settings.[footnoteRef:103]  [102:  Gay, J., M. Croce-Galis, and K. Hardee. 2012. What Works for Women and Girls: Evidence for HIV/AIDS Interventions. 2nd Edition.  Washington, DC:  The Futures Group, Health Policy Project]  [103:  Patel, A, L. Hirschhorn, A. Fullem, B. Ojikutu, and R. Oser. June 2010. Adult Adherence to Treatment and Retention in Care.  Arlington, VA: USAID/AIDSTAR-ONE Project, Task Order 1] 


ART does not cure AIDS.  
TRUE.  ART helps PLHIV live longer and enjoy a healthier life but there is no drug that can cure a person of HIV/AIDS. ART reduces the amount of HIV but does not make it disappear.[footnoteRef:104] Taking ART is a lifelong commitment.[footnoteRef:105] [104:  Colton, T., et al. October 2006. Community Home-Based Care for People and Communities Affected by HIV/AIDS: A Comprehensive Training Course for Community Health Workers. Watertown, MA:  Pathfinder]  [105:  Ibid.] 


If you are HIV positive and correctly taking ARVs, you cannot pass the HIV infection to someone else.  
FALSE.  If you have HIV/AIDS, you can always infect someone else, even if you are taking ARVs.  

All PLHIV need to be on ART
FALSE.  Not all people with HIV need to take ART. It depends on how a person’s immune system is reacting to HIV. Many PLHIV are healthy and can lead normal lives for many years if they take care of themselves and practice positive living: good nutrition, good hygiene, no smoking or drinking alcohol, getting enough rest and exercise, joining a support group, and getting regular clinical care.  

ART is always initiated when a PLHIV’s cell count is 500 cells/mm or below.
FALSE.  While it is true that one factor is the person’s CD4 count, ART eligibility and initiation is based on several factors, including laboratory tests and screening, clinical exams, and assessment of patient readiness.  The doctor and the patient together decide if the patient is ready to start ARTs.    

A person cannot take TB treatment at the same time as taking ARVs.
FALSE.  It is possible to take TB treatment and ARVs, but the person must seek advice from a qualified health service provider at a health facility.

If you start taking ART, you should not stop, even if you are feeling better or if your CD4 count improves.  
TRUE.  And if PLHIV stop taking ART once they start, it can make the virus stronger than before and harder to fight and the drug may become useless. It can affect other people in the community and the world, because if the virus changes and gets stronger and is passed to others, it becomes harder to find drugs that can fight the virus.[footnoteRef:106] [106:  Ibid.] 

[bookmark: _Toc370977660][bookmark: tm4][image: ] Trainer Material 4: Small Group Task for the Practice Section	

Write the small group task below on a flip chart, in large, clear writing.

Take 2-3 minutes to read your assigned case study.
Identify 1) what specific barriers the program addressed and 2) how the program addressed these barriers and promoted optimal treatment adherence. One example might be that rotational visits to the health center reduced the cost of transport for ART patients. 
Write your answers on a sheet and prepare to share them with the large group.




[bookmark: tm5][bookmark: _Toc370977661][image: ] Trainer Material 5: Task for Teams of Two for the Application Section	

Write the text below on a flip chart, in large, clear writing.

In teams of two to four, think about your Volunteer role, your work partners, and your site.  
Discuss what treatment adherence activities from this menu are relevant to your role and situation.
Discuss how you intend to start implementing these activities in your situation.


[bookmark: tm6][bookmark: _Toc370977662][image: ] Trainer Material 6: Practice Section Possible Answers	

	This table is for use by facilitators to check participant answers.

	
	Barriers
	How Barriers were Overcome by the Program

	Mozambique Program
	Transport costs to go to the clinic and to pick up ARV refills
	Stable patients invited to form a group to visit health center on rotational basis (ensuring contact every six months for each patient)

	
	Lack of knowledge and skills for treatment adherence
	Training to distribute ART and monitor adherence

	Rwanda Program
	Lack of knowledge and skills for treatment adherence
	HIV education programs for patients
Daily home visits and directly-observable therapy (DOTS) by accompagnateurs
Support group membership

	
	Potentially high cost of ART medicine
	Government provided free ART

	
	Patient Food Insecurity 
	Nutritional assistance given to patients for the first 10 months on ART

	
	Transport costs to go to the clinic and to pick up ARV refills
	Transport allowance for routine clinic visits

	
	Loss of income due to HIV status
	Housing assistance and school fee supports for patients in extreme circumstances

	Ethiopia Program
	Poor ART adherence due to lack of preparation, knowledge and skills
	Structured treatment preparation for patients prior to ART initiation to assess readiness
Tailored care plan developed by adherence case managers
Home visits to monitor adherence and side-effects

	
	Community stigma and self-stigma
	Treatment program was based in the community, with adherence supporters and community volunteers linking to clinical care
Creating HIV-friendly environment within health facilities

	Zambia Program
	Lack of knowledge and skills for treatment adherence
	Education, counseling, and support provided in patient language
Use of volunteer adherence support workers

	
	Overload of work in the HIV clinic
	Trained volunteer adherence support workers, freeing clinicians for other tasks

	
	Long waiting times in the HIV clinic
	Trained volunteer adherence support workers, reducing waiting times as they provided education and counseling

	
	Stigma and discrimination
	Volunteer adherence support workers were PLHIV and served as positive examples 



image9.emf

image14.emf









image7.png




