A Streamlined ART Initiation Algorithm of Care Reduces Time to ART Initiation
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* Analysis:

" The primary outcome was time to ART initiation by end of follow up. We
summarized background characteristics using proportions for categorical variables
and median for continuous variables.

= We used Pearson’s chi-squared test to assess imbalance of background
characteristics between control and intervention groups; two-sample Wilcoxon
rank-sum test was used to compare median between the two groups.

= Kaplan-Meier method was used to estimate the fraction of patients who initiated
ART in both groups. Logrank test was used to compare the Kaplan-Meier estimates
between the two groups. Patients who did not initiate ART were censored at 1
year of follow up.

" We estimated the average treatment effect on time-to-ART initiation using
survival-time inverse-probability-weighted regression adjustment models -the
mean survival time was modeled as Weibull, controlling for sex, age at enrolment
and level of education; the treatment assignment was modeled as logit with
covariates sex, age at enrolment, education, and WHO stage. All analyses were
performed using Stata 15 MP (StataCorp, College Station, TX, USA).
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prior to enrolment:

* 894 (61%) females received SOC compared to 195 (54%)
who received the intervention (p=0.001). 617 (42%) of
patients who received SOC had at least secondary
education compared to 186 (52%) who received the
intervention (p=0.023) (Table 1).

e About half (49%) of patients who received the
intervention had initiated ART within same day of

eligibility compared to about one-sixth (17%) who
received SOC (p<0.0001) (Table 1).

* The median age of patients who received SOC was 33
vears (IQR=27, 41) compared to 36 years (IQR=29, 43)
who received the intervention (p=0.003) (Table 1).

* A total of 1,812 patients were included in the analysis,

of which 358 were exposed to the intervention and
1,454 to SOC (Tables 1 and 2).

1,089 (60%) were female, 803 (44%) had at least
secondary education, and only 53 (3%) were adolescents
aged 14-19 years (Table 2).

* The median time to ART initiation among patients who
received the intervention was 1 day (IQR=0, 8) compared
to 29 days (IQR=13, 129) among those who received SOC
(p<0.0001) (Table 2).

Conclusion

Weibull with covariates sex, age, education; Treatment model: logit with covariates sex, age, education, WHO stage; Censoring
model: none

*Assuming everyone in the population of HIV patients aged 14+ years was exposed to
the intervention, the average time-to-ART initiation was estimated to be about 91 days
less than when patients are exposed to SOC (ATE=-91 (95%Cl: [-131, -51]; p<0.0001)
(Table 3).

*The estimated average time to ART initiation when no patient wass exposed to the
intervention was 137 days (95%Cl: 108, 165) (Table 3).
*When all patients were exposed to the intervention, the time to ART initiation fell by an

estimated 67% (95%Cl: 45%, 89%) relative to the case in which patients were exposed
to SOC (Table 3).

* Rapid ART initiation as part of routine care in public sector facilities can increase both the rate of ART initiation as well as overall completeness of

uptake among treatment eligible patients.

* Ongoing expansion of treatment guidelines to include all persons living with HIV may be able to achieve greatest gains when coupled with rapid
ART initiation practices, which should include CD4 determination to identify patients with advanced disease and at risk of increased morbidity and

mortality.
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