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Background

« Zimbabwe developed guidance for integration of HTN, DM, Family
Planning and Mental Health into DSD for HIV care

 DSD models provide simplified and adapted HIV services for screening, diagnosis, treatment,
and monitoring for NCDs & help reduce clinic visits

» Guidance incorporated into national HIV Clinical Guidelines and Operational and Service
Delivery Manual (OSDM) which outlines operationalization of clinical guidelines

* Clinical guidelines & OSDM

* Provide guidance to healthcare providers on integrating HTN, DM, Family Planning and Mental
Health into DSD models for HIV

* Have evidence-based recommendations and standardized practices
* Multi-stakeholder approach

* Involving MoHCC departments (AIDS & TB; NCD, Mental Health); HIV Technical experts, MoHCC
healthcare providers from subnational units and implementing partners



Guidance on When Integration Should be
Considered

ENTRY INTO A DSD MODEL

* |Integrate screening for TPT, FP needs,
depression and anxiety, CV risk assessment,
cervical cancer

+ Continue chronic disease medication refills
if controlled

ART REFILL VISIT

Integrate TPT, FP, chronic disease medication

ART CLINICAL VISIT

Integrate screening for TPT, FP needs,
depression and anxiety, CV risk
assessment, cervical cancer

Continue chronic disease refills if controlled




Integration of FP: When

FP may be integrated using the building blocks into any of the four standard DSD for HIV treatment models
(Chapter 2.6) and into those models adapted for specific populations.

FP must be offered to adolescents and young adults with a non-judgemental approach and integrated into their adapted DSD
for HIV treatment models.

WHEN:
« A quality FP consultation should be carried out at entry into a DSD model and at each clinical visit.

+ Those methods requiring ongoing commaodities should be given on the same day and time as ART.
«  Align pill refills and depot with ART refills.
Women should always be still offered a six-month ART refill.

For pills, if the supply chain cannot match 6MMD, provide a multi-month script that can be collected directly
from the pharmacy, community distributor or via a refill model.

Injections should be booked for the same date as ART refills or clinical visits. Women on three-monthly
injectables should still be able to receive 6MMD of ART, and the additional visits should be offered at the sitg
they receive their ART.

WHERE:
+ Same location as ART

« |nsome settings, referral may be needed for insertion of IUDs and implants, but the goal should be for other
methods to be available where ART is delivered.

Contraceptive pills and condoms can be distributed in community locations.

WHO:
The same HCW as providing ART

Referral may be needed for IUDs and implants.
In high-volume sites, the goal should be for one HCW to be trained to insert IUDs and implants.
Community distribution of pills may also be performed by family planning community distributors.

Condoms may be distributed by community distributors, VHWSs, CATS and key population peer supporters.




Integration of FP: Where

FP may be integrated using the building blocks into any of the four standard DSD for HIV treatment models
(Chapter 2.6) and into those models adapted for specific populations.

FP must be offered to adolescents and young adults with a non-judogemental approach and integrated into their adapted DSD
for HIV treatment models.

WHEN:
« A quality FP consultation should be carried out at entry into a DSD model and at each clinical visit.

+ Those methods requiring ongoing commaodities should be given on the same day and time as ART.
«  Align pill refills and depot with ART refills.
Women should always be still offered a six-month ART refill.

For pills, if the supply chain cannot match 6MMD, provide a multi-month script that can be collected directly
from the pharmacy, community distributor or via a refill model.

Injections should be booked for the same date as ART refills or clinical visits. Women on three-monthly
injectables should still be able to receive 6MMD of ART, and the additional visits should be offered at the site
they receive their ART.

WHERE:
+« Same location as ART

+ Insome settings, referral may be needed for insertion of IUDs and implants, but the goal should be forfother
methods to be available where ART is delivered.

Contraceptive pills and condoms can be distributed in community locations.

WHO:
+ The same HCW as providing ART

Referral may be needed for IUDs and implants.
In high-volume sites, the goal should be for one HCW to be trained to insert IUDs and implants.
Community distribution of pills may also be performed by family planning community distributors.

Condoms may be distributed by community distributors, VHWSs, CATS and key population peer supporters.




Integration of FP: Who
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Integration of Hypertension and Diabetes

To identify cardiovascular risk factors,
all RoCs living with HIV and on ART

should have their blood pressure and

cardiovascular risk” assessed during the
annual clinical review.

Diabetes and hypertension care should be
integrated with HIV services.

CONSIDERATION FOR
INTEGRATION

HTN

DM

Control target

<140/90 measured on two occasions at
least one month apart

HbAIC <7% recorded in the last 3 months
Or

Fasting blood sugar (FBS) <7 mmol/L
recorded in the last 3 months

Duration on current regimen

At least three months on current
regimen

At least three months on current oral
regimen

Other co-morbidities

No other uncontrolled co-morbidities
requiring more frequent clinical
Interventions

No other uncontrolled co-morbidities
requiring more frequent clinical
interventions

Good understanding of lifelong
adherence: adequate adherence
counselling provided

Good understanding of lifelong
adherence: adequate adherence
counselling providad




Hypertension and Diabetes Mellitus

HYPERTENSION/
DIABETES SCREENING/
DIAGNOSIS

AL ART initiation/re-initiation
Entry into DSD

Clinical visits

If normal, repeat BP annually

Repeat screening for DM
according to national NCD
guidance

INITIATION
HYPERTENSION/
DIABETES MEDICATION

At ART initiation/re-initiation
Entry into DSD

Clinical visits

TITRATION
HYPERTENSION/
DIABETES MEDICATION

Booked monthly visits until
hypertension is controlled

MAINTENANGE
HYPERTENSIC
DIABETES MEDICATION

Three monthly clinical and
refill visit for HTN/DM

When controlled, repeat 3

monthly checks for fasting
blood sugar (or HbAIC), BP
& BMI.

Annual clinical visit and three
or six-monthly refills for ART

Align HTN/DM/ART clinical
and refill appointments

Same location as ART

Same location as ART

Same locations as ART

Same location as ART

Murse

Community cadres

Same healthcare worker as
ART

Doctor

Nurse

Same healthcare worker as
ART

Doctor

Murse

Same healthcare worker as
ART

MNurse

VHW, key population peer
supporter for distribution

Corract measureament of BP;
fasting glucose; HBAIC

Correct selection of initial BP
or DM medication according
to algorithm

Correct measurement of BP/
testing of FBG or HBAIC
and titration of HTN/DM
medication according to
algorithm

Hypertension, DM and ART
refills

integration




Frequency of Hypertension/Diabetes

HYPERTENSION/
DIABETES SCREENING/
DIAGNOSIS

INITIATION
HYPERTENSION/
DIABETES MEDICATION

TITRATION
HYPERTENSION/

DIABETES MEDICATION

MAINTENANCE
HYPERTENSION/
DIABETES MEDICATION

At ART initiation/re-initiation
Entry into DSD

Clinical visits

If normal, repeat BP annually

Repeat screening for DM
according to national NCD
guidance

At ART initiation/re-initiation
Entry into DSD

Clinical visits

Booked monthly visits until
hypertension is controlled

same location as ART

Same location as ART

Same locations as ART

Three monthly clinical and
refill visit for HTN/DM

When controlled, repeat 3

monthly checks for fasting
blood sugar (or HbAlC), BP
& BMI.

Annual clinical visit and three
or six-monthly refills for ART

Align HTN/DM/ART clinical
and refill appointments

Same location as ART

Nurse

Community cadres

Same healthcare worker as
ART

Doctor

MNurse

Same healthcare worker as
ART

Doctor

MNurse

Same healthcare worker as
ART

Nurse

VHW, key population peer
supporter for distribution

Correct measurement of BP;
fasting glucose; HBAIC

Correct selection of initial BP
or DM medication according
to algorithm

Correct measurement of BR/
testing of FBG or HBAIC
and titration of HTN/DM
medication according to
algorithm

Hypertension, DM and ART
refills

integration




Integration of Hypertension/Diabetes Mellitus: When

WHEN:

» Same day and time as ART

*  Align duration of all chronic medications: ART, diabetes and hypertension.
What if we cannot provide multi-month medication refills for HTN and DM?
* Multi-month refills of all chronic medications should be the goal.

» BUT, if that is not possible, DSD models are the means to reduce the burden on the health system
and RoCs.

Provide multi-month scripting as you would for a refill model.
Dispensing then will be according to availability or how much the RoC can afford to purchase.

The dispenser will indicate how much has been dispensed, but the RoC can collect the remaining
refill directly from the dispensing point, rather than attending the clinic again for another script.

Don’t we have to check the blood pressure every month?

WHO 2021 recommendation: Once established on treatment, BP can be checked every three to
six months.

cation as ART (facility, out of facility)

*  Consider out-of-facility BP checks when RoCs collect their six-monthly refill to enable annual clinical
Visits.

WHO:

. *  The same HCW as providing ART
- +  Community distribution of refills may also be performed by community cadres, including key

population peer supporters.




Integration of Hypertension/Diabetes Mellitus: Where

WHEN:

»  Same day and time as ART

« Align duration of all chronic medications: ART, diabetes and hypertension.
What if we cannot provide multi-month medication refills for HTN and DM?
*  Multi-month refills of all chronic medications should be the goal.

* BUT, if that is not possible, DSD models are the means to reduce the burden on the health system
and RoCs.

Provide multi-month scripting as you would for a refill model.

Dispensing then will be according to availability or how much the RoC can afford to purchase.

The dispenser will indicate how much has been dispensed, but the RoC can collect the remaining

refill directly from the dispensing point, rather than attending the clinic again for another script.
Don’t we have to check the blood pressure every month?

WHO 2021 recommendation: Once established on treatment, BP can be checked every three to
six months.

WHERE:
* Same location as ART (facility, out of facility)

» Consider out-of-facility BP checks when RoCs collect their six-monthly refill to enable annual clinical
visits.

WHO:
*  The same HCW as providing ART

+  Community distribution of refills may also be performed by community cadres, including key



M and E System Adaptations to Support
Integration Guidance

« Zimbabwe revised national M and E tools to support integration
guidance

e Patient level tools — Ol Care Booklet which is source documents for
electronic systems (EHR)

 ART Registers — source documents for the aggregated monthly reporting
form/tool

* Monthly reporting form — source document for the DHIS 2

« The DHIS 2 was also updated to accommodate these changes
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OI/ART Attendance Register records daily attendance of
RoCs and the services that they receive at each visit




Pre-ART/ART CHRONIC HIV Register

ART Register

Write in date of visit in the number column

30. Routine Follow-Up Visits
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Monthly Return Form and DHIS 2
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