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A shift from HIV testing for coverage to targeted testing at community and facility levels 
and enhancing linkages to post-test HIV services 

Provision of integrated patient-centred care where multiple health services are offered 
to a patient during the same visit by a single health worker or a clinical team 

Mobilization and equitable distribution of resources across the public and the private 
sectors to support long-term program sustainability 

Continuous patient counseling in order to ensure full understanding of ART, the 
importance of treatment adherence, timing of medication intake in relation to meals, 
psychosocial support, recording and reporting of adverse events associated with the 
intake of ARV medicines, and monitoring and management of medicine resistance. 

Capacity to recognise and appropriately manage common HIV-related illnesses, 
opportunistic infections and adverse reactions to antiretroviral medicines (ARVs). 

Reliable laboratory monitoring services including routine haematological and 
biochemical tests for the detection of medication toxicity and response to therapy. 

Periodic quantification and forecasting of medicines and laboratory commodities for 
assurance of an adequate supply of quality medications, including medicines for 
treatment of opportunistic infections and other HIV-related illnesses. 

Strengthen systems for pharmacovigilance and management of patients presenting with 
adverse drug reactions. 

Availability of trained interdisciplinary health care teams, including doctors, 
pharmacists, nurses, social workers, and counselors. 

Community involvement through awareness creation, mobilization, referral linkages and 
other collaborations. 

Availability of appropriate care, support services and referral mechanisms in case of 
treatment failure.

Continuous improvement of guidelines in tandem with emerging scientific evidence and 
best practices in HIV prevention, treatment and care.
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1.1 Introduction 

 

Figure 1-1:  Comprehensive HTS Services 

1.2 HIV testing services in neonates, infants and children under 24 months 

Testing children in this age category is not only a part of Namibia’s elimination of Mother to Child 
but follows the consenting procedures expressed in ‘The 

• 
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prevention, 
treatment and care 

services & other 
clinical and support 
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Delivery of correct 
results
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and post-test 
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• LATER
e HIV rapid test which detects antibodies in the baby’s system. The reason 

t that age all maternal antibodies will have been eliminated from the baby’s 

1.3 HI  Testing services for adolescents and adults 

of ‘majority’ has been reduced from 21 

parental or guardian’s permission, and those under 14 years of age may give consent, provide

1.4 Optimized Provider Initiated Testing and Counselling  

• 
• 
• 
• 
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1.5 Index Client HIV testing  
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1.6 HIV Self Testin  (HIV Self-screening) 

benefits of self- screening

1.7 Point of Care ecency testing (Recency Testing) 

the timeline of an individual’s HIV infection. It is applicable to all individuals who are confirmed 

 

C line  

CV Line 

LT Line 

Figure 1-2:  Recency test lines 

Benefits of Point of Care Recency Testing: 

•  
•  
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Figure 1-3:  Recency testing cascade 
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1.10 Use of Unique Patient Identifiers  

individuals’

1.11 Summary of HIV Testing Services 

Figure 1-4:  Summary of HTS Services in Namibia 

 

  

•HTS should be available in all facilities during  their operating hours
•HTS should be available 24 hours (overnight and weekends) for 
facilities providing maternity and inpatient care

WHEN

•Targeted PITC should be offered at the point of entry in all facilities 
including OPD, IPD (malnutrition and paediatric wards TB, STI, MNCH)

•Facility- and community based index client testing should be offered 
from all facilities

WHERE

•All cadres of existing health care workers are should be trained to 
perform HTS

•Every facility must ensure that there is always a HCW on duty who 
has been trained to perform HTS

•HIV self-testing may be used both at the facility and in community-
based approaches

WHO

•Integrated screening approaches should be implemented in 
community testing strategies. This may include HIV testing, TB and 
STI screening, blood pressure, blood glucose checks and nutrition 
assessments 

WHAT
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2 ANTIRETROVIRAL THERAPY FOR ADULTS AND ADOLESCENTS 

2.1 Assessment of HIV-positive adults 

• 
• 
• 
• 

Figure 2-1:  Readiness to start ART and maintain adherence 
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2.2 When to start antiretroviral therapy in adults and adolescents 

All HIV positive adults irrespective of CD4 counts or WHO stage are eligible to start ART (Treat 
All) same day

Patient and provider related
•Conduct adherence counseling on the day of enrolment and assess readiness of 

ART initiation. Patients who are ready should be started immediately.
•Provide follow up adherence counseling to those who are not ready until 

readiness is achieved.
•Conduct testing of sexual partners and biological children of index case and offer 

PrEP to the HIV-negative sexual partners.
•Encourage the patient to identify a family member, a friend, peer or community 

members for treatment support. 
•Encourage  the patient to develop a habit of using memory aids: such as 

timers/alarm clock/cell phone, written schedule, pill boxes. 
•Counsel on planning travels ahead (as an example patients to carry enough 

medication and their health passport
•Educate patient regarding goals of therapy, proper dosing, medication 

interactions, food effects and side-effects. 
•Educate patients about the importance of laboratory monitoring and the meaning 

of their test results.
•Provide counseling in the language of the patient/the language the patient 

understands
•Look out for active drug/alcohol use and untreated mental illnesses because they 

are associated with poor adherence.
•Assess for socio-economic factors that affect adherence and refer to line 

ministries 
•Provide appropriate information about potential side-effects, encourage patients 

to report when they encounter side effects and  manage them accordingly 
•Monitor adherence and intensify management in periods of poor  adherence. 
•Ensure access at off-hours and weekends for questions or addressing problems. 
•Involve entire health care team. 
•Consider effect of new diagnoses and events on adherence.
•Consider patient’s current medications and minimise adverse medicine 

interactions and reactions. 
•Simplify regimen as much as possible regarding: dose frequency, pill burden, pill 

storage, and food requirements. 

Health system related
•Provide training updates on adherence for all team members including 

community workers  and utilise entire team to reinforce adherence. 
•Educate volunteers, organisations of people living with HIV (PLHIV) and 

community representatives on importance of adherence.
•Develop systems to improve referral linkages and interactions between health 

facilities and community-based organizations
•Develop innovative approaches that address adherence 
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Table 2-1:  Medical indications to defer ART initiation 

Reason Action 
Diagnosis of Cryptococcal 
Meningitis  

Serum or plasma 
cryptococcal antigen 
positive 
Diagnosis of any form of 
TB 

For more details on management of co-morbidities refer to Chapter 7. 

2.2.1 Re-starting ART in patients who “default” and “Lost to Follow-up” 

misses their clinic visit and interrupts treatment is defined as a “defaulter”. Any patient who misses 
their clinic visit for 30 consecutive days or more is defined as “lost to follow up”.

Patients who return after being lost to follow-up and did not take ARVs for at least 6 months 
should have a CD4 test assessed, managed for any co-infections and provided appropriate 
prophylaxis. 

2.3 Adherence 

2.3.1 Importance of adherence 

2.3.2 Missed doses 
Daily dosing regimen
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Twice daily regimen

2.3.3 Treatment supporters 
A treatment supporter is someone at the patient’s home, in the community, or at the workplace, who 

2.4 Antiretroviral medications 

Table 2-2:  Classes of Antiretroviral medicines and mechanism of action 

  

Not all of these medications are currently available in Namibia. The comprehensive list at the time of this printing 
is given here for completeness. 

2.4.1 Dolutegravir 
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2.4.2 Tenofovir Alafenamide (TAF) 

 Use of Tenofovir Alafenamide (TAF) 

2.5 Recommended ART regimens in Namibia for Adults and Adolescents 

The first line and second line ART regimens for adults, adolescents ≥ 10 years who weigh at least 30 

Table 2-3:  Recommended First Line ART regimens in Namibia 

1st line ART Preferred 1st line 
Regimens 

Alternative** 1st line 
Regimens2 

Adult males and adolescent boys ≥10 years 
(TLD1)*

3
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Special Circumstances 

Or 

AND 

  

(TLD1)
3

Or 

 

AND 

 

400

1 TB patients on Rifampicin to receive DTG twice daily (b.d) 
2 TAF is not currently suitable for pregnant women, TB/HIV coinfected and CrCl<30 
3 ABC/3TC/DTG can be used from weights of 20kg. 
*TLD1 means patient is on TLD as first line 
**Alternative regimens should only be used if the preferred first line regimen is not an option 
 

TDF based regimens should be initiated on the same day of HIV diagnosis and the clinician 
should draw blood for baseline creatinine clearance to be reviewed within 2 weeks (NEW).  

Table 2-4:  Recommendations for Tenofovir and TAF Dose Adjustment in Patients with Altered 
Creatinine Clearance1 

≥50

1Joel E. Gallant, MD, MPH (2005).Tenofovir and Renal Function: A Guide for Clinicians
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2.6 Family Planning Consideration and Use of DTG  

• 
• 
• 
• 
• 
• 
• 

women’s needs, rights, safety and preferences

Women should be given information and options to enable them 
to make informed choices

• 

• Women’s fertility intentions and FP status should

Table 2-5:  List of contraceptive methods available in Namibia 

Hormonal methods Effectiveness 

Reliable contraceptive

Reliable contraceptive

Non hormonal methods Effectiveness 
Reliable contraceptive

Reliable contraceptive)
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Table 2-6:  Recommended Second line ART regimens in Namibia 

Failing first-line Regimen Preferred second-line Regimen

 
 

 

 
 

B.D O.D

2.7 Third line ART for Adults and Adolescents 

2.7.1 Reasons for changing antiretroviral therapy 

2.7.2 Changing due to toxicity (ARV substitution) 

2.7.3 Changing due to treatment failure (ART Regimen Switch) 
Treatment failure can be suspected clinically from patient’s history and physical examination, 
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2.7.4 Transitioning adults to the new first line Fixed-dose Combination formulation  

vice versa
–

If the most recent VL was taken over 6 
months previously; the same ARV regimen should be maintained until the next routine viral 
load test is performed (viral load tests SHOULD NOT be done solely for the purpose of 
transitioning patients)

Table 2-7: Transitioning patients on first-line regimen 

*TLD1 means patients is on TLD as part of first line. 

 

Table 2-8:  Transitioning patients on second-line regimen 

*Please consult when in doubt. Do not transition patient when not sure. 
**TLD2 means a patient is on TLD as part of second line. 
 

  

Current ARVs VL within last 6 months
VL < 40 VL 40 - 999 VL > 1000 

(TLD1) 

(TLD1) 

Current ARVs VL within last 6 months 
VL < 40 VL 40 - 999  VL > 1000 

if AZT was part of 
first line (TLD2)** 

(if TDF was part of 
first line  
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3 ELIMINATION OF MOTHER-TO-CHILD TRANSMISSION OF HIV 

3.1 Introduction 

 
Elimination of Mother to Child Transmission of HIV (eMTCT) includes 4 main strategies:  

 
 
 
 

Figure 3-1:  Timing of mother-to-child transmission with breastfeeding and no ARVs1 

Pregnancy Labour and delivery 
Early post-partum, 0–6 

months 
Late post-partum, 6–24 

months 

 

Risk of transmission
      5-20%                   10-40%                                    5-20%                                    5-20% 

Table 3-1:  Factors that increase the risk of mother-to-child transmission 

Obstetrical Maternal Foetus/New-born Viral 
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3.2 HIV Screening during Antenatal and Postnatal Periods 

3.3 Use of Antiretrovirals (ARVs) During Pregnancy and Breastfeeding 

3.3.1 Initiating ART in HIV Positive Pregnant Women 
fold: to restore and maintain the mother’s 

• 
• –

• 

• 
• 

• weeks’ time to review laboratory results and for substantive intensive 

• 

WHO now recommends the use of DTG-based regimens as the preferred first-line ARV drug for 
everyone living with HIV including pregnant and breast-feeding women. The prevalence of NTDs 
associated with using DTG at conception in the Botswana -Tsepamo study has declined although the 
prevalence difference remains higher than all other ARV drug exposures.  

Source: Updated guidance on first-line and second-line antiretroviral regimens. Geneva, 
Switzerland: World Health Organization; 2019 (WHO/CDS/HIV/19.16) 

• 
• 
• 
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• 
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3.3.2 Monitoring of Viral Load in pregnant and breastfeeding women  
• 

• 

• 

• 

• 

• 

3.3.3 Retention in care of mothers and HIV exposed children 

3.3.4 HIV positive pregnant or breastfeeding women who refuse to commit to or who 
interrupt life-long ART  

Refusal to commit to lifelong treatment: 

Interruption due to toxicity, stock outs or other factors:
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3.4 Risk stratificati n for HIV exposed infants and Infant Prophylaxis 

High risk infants qualify for the following 3-pronged PACKAGE OF CARE: 

1. the infant’s 
st bath, and labelled as a “fast track” birth test with the name and telephone number of the 

 
2. 

 
3.  

• maternity facility to record in a designated register the mother’s contact details, a treatment 
supporter’s contact details, anticipated Primary Health Care (PHC) clinic to attend in 2 

 
• 

 
•  

 

Table 3-2:  Classification of infant risk and implications for infant prophylaxis regimen 
Classification of risk  Risk criteria Infant 

prophylaxis for 

first 6 weeks 

Infant prophylaxis after 6 

weeks of age 

High risk of HIV 

transmission to infant 

-Born to women with HIV infection who 

have received less than 4 weeks of ART at 

the time of delivery;  

-Born to women with HIV infection with VL 

>40 copies/ml in the 3 months prior to 

delivery   

-Unknown VL 

-Born to women with HIV infection 

diagnosed during labour and delivery, 

post-partum or in the breastfeeding period 

NVP plus AZT for 

6 weeks 

  

If breastfeeding AND 

mother’s VL > 40 or more 

or unknown, continue with 

NVP daily 

  

If NOT breastfeeding since 

birth or in last 4 weeks, OR 

mother’s VL<40, 

discontinue infant 

prophylaxis and continue 

to monitor mother’s VL as 

prescribed 

Average risk of HIV 

transmission to infant 

All pregnant or breastfeeding women with 

HIV who do not fit into the high-risk 

category 

NVP for 6 weeks 

 
Infants who present to care more than 72 hours after birth
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not

Table 3-3

Table 3-3:  Simplified infant NVP and AZT dosing recommendations (eMTCT only) 

NVP 50mg Tablet* Alternative dose if 
there is NVP 200mg 
syrup 

 

10 mg once daily  

 

10 mg twice daily 

Birth weight  ≥ 2,500g  
(1.5 ml of syrup once 
daily) 

(1.5 ml of syrup 
twice daily)  

 
(2 ml of syrup) once 
daily  

  

  

(one 50 mg  tablet 
once a day)

 

⃰ NVP 50 mg dispersible tablet is now available for use in infants older than 6 weeks  

Single use of the dispersible NVP 50mg is recommended.  Do not keep it in a reconstituted 
solution for longer than 24 hours because of formulation issues and sedimentation. 
Measuring amount to be taken using a syringe is not necessary.  

3.5 Early Infant Diagnosis of HIV  

18 National Guidelines for Antiretroviral Therapy - Sixth Edition 19National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 3: ELIMINATION OF MOTHER-TO-CHILD TRANSMISSION OF HIV



Appendixes

A positive initial NAT followed by a repeat positive NAT confirms true HIV infection in the 
child. 

any infant 
determined to be at high risk that missed the birth test for any reason, or whose mother is 
diagnosed during the post-partum period should have a NAT done at the first presentation to 
the health facility, not waiting until the infant is 6-weeks of age.   

repeat 
NAT done at 9 months of age.

negative

The underlying cause of these “false negative”
 

 

 

later.

Table 3-3

Indeterminate NAT test results: 
“indeterminate”

the sample “priority”.  If the 2nd specimen is “indeterminate”, further 

NEW!!   NAT at 9 months, not rapid test 
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HIV-negative HIV-exposed infant: 

• 

Special situation: 

 

 

 

 

 

 

 

 

 

 

NEW!!   Final HIV diagnosis by RT at 18 months or 3 months after end of BF whichever 
is later 
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Figure 3-2:  Algorithm for early infant diagnosis of HIV using diagnostic Nucleic Acid Test 
(NAT) and Rapid Antibody tests for HIV-exposed infants 

 

  

Do (birth) NAT Negative 

 

Positive Negative 

 

•
•

•

•

  

•
•
•

  

•
•
•

Positive Negative 

Infant/child is HIV-positive 
  

•
•
•
•

age* or 3 months

later
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•
•
•

  

•
•
•
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•
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•
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Table 3-4:  Summary of Feeding Recommendations for HIV Exposed Infants and Young Children 

 

 

 
 

 

 

<6 
months 

≥ 6 
months 

 
3.6 Reproductive considerations when one or both sexual partners are HIV 

positive 

 

If a Couple Wishes to Have a Child:

• –

• 
• 
• 
• 

• 
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Table 3-5:  Guidance for Couples who wish to have a child 

Couples’ HIV 
  

 

HIV Sero-
Concordant 
Couple 
(Female and 
Male HIV-
infected) 

VL <40 copies/ml in both

VL > 40 copies/ml in one or both: 

HIV Sero-
discordant 
Couple (Male 
HIV-infected) 

Male’s VL is <40 copies/ml:
Check the female’s:

18 of female’s 

ale’s VL is 

HIV Sero-
discordant 
Couples 
(Female HIV-
infected) 

Female’s VL is <40 copies/ml: 
Check male’s HIV antibody test and if negative:

18 of female’s 

Female’s VL is 

* In sero-discordant couples that mutually desire a pregnancy and the fertility procedure involves high HIV risk to 
the HIV negative partner, targeted counselling and appropriate options should be presented to the couple with 
their acknowledgement that they understand the process and risks of transmission to the negative partner. 
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4 ANTIRETROVIRAL THERAPY FOR INFANTS AND CHILDREN 

• 
• 
• 
• 
• 
• 
• 
• 

Preservation of normal growth and development, the need for disclosure of child’s HIV 

4.1 The natural course of HIV disease in children  

Table 4-1:  HIV Paediatric immunological classification 

 

   

≤11 months
(%)

12 – 35 months
(%)

36 – 59 months
(%)

≥ 5 years (cells/
mm3)

Not significant 
Mild 
Advanced 
Severe 
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be aware of and to record the child’s stage of disease and to recognize co

4.2 Determination of HIV exposure in infants and diagnosis of HIV infection 
in children  

4.2.1 Determining HIV-exposure status in infants 

positive.  Infants of all of these mothers are “HIV exposed”.

4.2.2 Criteria for diagnosis or exclusion of HIV  

HIV-positive children

• 

• HIV antibody test is positive at ≥ 18 months, regardless of symptoms

do not wait for the results of the confirmatory HIV NAT to initiate ART.

If the confirmatory test is positive, there is no need to ever repeat a diagnostic HIV test.  If the 
confirmatory test result is indeterminate or negative, continue ART and consult a HIV 
experienced provider or clinical mentor. 

adolescents and adults, children ≥18 months of age diagnosed with HIV by RT, should have 

NEW!!   Exposure status determined by NAT if mother not available for 
RT  
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positive.  Infants of all of these mothers are “HIV exposed”.

4.2.2 Criteria for diagnosis or exclusion of HIV  

HIV-positive children

• 

• HIV antibody test is positive at ≥ 18 months, regardless of symptoms

do not wait for the results of the confirmatory HIV NAT to initiate ART.

If the confirmatory test is positive, there is no need to ever repeat a diagnostic HIV test.  If the 
confirmatory test result is indeterminate or negative, continue ART and consult a HIV 
experienced provider or clinical mentor. 

adolescents and adults, children ≥18 months of age diagnosed with HIV by RT, should have 

NEW!!   Exposure status determined by NAT if mother not available for 
RT  
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do not stop ART. 

4.3 Counselling prior to starting ART 

which might put maintenance of the child’s care at risk, so there needs to be a “back up” system in 

4.4 When to start ART  
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4.5 Recommended ART Regimens for Infants and Children in Namibia 

Table 4-2: Preferred first line ART regimens for infants and children in Namibia 

Neonates <2 weeks old, 
premature or low birth 
weight 
Neonates 2 to <4 weeks 
old 
Infants 4 weeks to 2 
years old 
Children 3 years and 10 
to <20 kg 

Adolescents 20 to <30 
kg 
For adolescents at least 30 kg, same as adults – refer to chapter 2, section 2.5 

42 weeks following the start of mother’s LMP until 3 months 

4.6 Second line regimens  

should meet as a group to thoroughly review all aspects of the patient’s case. In 

• 
• 
• 
• 

• 

Table Error! No text of specified style in document.-1: The preferred second line regimens for 
children 

Failing first-line 
regimen 

Preferred second-line 
Regimen 

Alternative second-line 
regimens 

ABC + 3TC + TLD(1)
a
 AZT + 3TC + (ATV+r

b
 or LPV/r) AZT + 3TC + EFV (if cannot use PI and if no prior PMTCT);  

If prior PMTCT, genotype 
ABC + 3TC + LPVr (or ATV+r) 

AZT + 3TC + TLD(2)
a
 

If <20 kg and appropriate DTG formulation not available,  
AZT + 3TC + EFV 

ABC + 3TC + EFV (or NVP) If <20 kg and appropriate DTG formulation not available,  
AZT + 3TC + (ATV+r

b
 or LPV/r)  

AZT + 3TC + TLD(1)
a
 ABC + 3TC + (ATV+r

b
 or LPV/r) ABC + 3TC + EFV (if cannot use PI and if no prior PMTCT);  

If prior PMTCT, genotype 
AZT + 3TC + LPVr (or ATV+r) 

ABC + 3TC + TLD(2)
a
 

If <20 kg and appropriate DTG formulation not available,  
ABC + 3TC + EFV  

AZT + 3TC + EFV (or NVP) If <20 kg and appropriate DTG formulation not available,  
ABC + 3TC + (ATV+r

b
 or LPV/r) 
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4.5 Recommended ART Regimens for Infants and Children in Namibia 

Table 4-2: Preferred first line ART regimens for infants and children in Namibia 

Neonates <2 weeks old, 
premature or low birth 
weight 
Neonates 2 to <4 weeks 
old 
Infants 4 weeks to 2 
years old 
Children 3 years and 10 
to <20 kg 

Adolescents 20 to <30 
kg 
For adolescents at least 30 kg, same as adults – refer to chapter 2, section 2.5 

42 weeks following the start of mother’s LMP until 3 months 

4.6 Second line regimens  

should meet as a group to thoroughly review all aspects of the patient’s case. In 

• 
• 
• 
• 

• 
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Table 4-3: The preferred second line regimens for children 
Failing first-line 
Regimen 

Preferred second-line 
Regimen 

Alternative second-line 
regimens 

ABC + 3TC + DTG(1)
a
 AZT + 3TC + (ATV+r

b
  or LPV/r) AZT + 3TC + EFV (if cannot use PI and if no prior 

PMTCT) 
If prior PMTCT, genotype 

ABC + 3TC + LPVr (or 
ATV+r)  

AZT + 3TC + DTG(2)
a
 If <20 kg and appropriate DTG formulation not 

available, AZT + 3TC + EFV 

ABC + 3TC + EFV (or NVP)  AZT + 3TC + DTG(2)
a
 If <20 kg appropriate DTG formulation not 

available,  
AZT + 3TC + (ATV+r

b
  or LPV/r) 

AZT + 3TC + EFV ABC + 3TC + DTG(2)
a,c

 

ABC/3TC/DTG2 means patient is on ABC/3TC/DTG  as second line 

4.7 Transitioning infants and children to preferred ART regimens  

Table 4-4: Transitioning children safely to the new preferred first line regimen 

 Last routine VL done within 6 months 
Current ARVs VL<40a VL≥40 
ABC/3TC/PI Change to ABC/3TC/DTG1  Continue ABC/3TC/PI while intensifying adherence counselling 

and follow-up, and evaluating for treatment failure and 
possible 2nd line if VL remains >1000 copies/ml 

AZT/3TC/PI Change to ABC/3TC/DTG1  Continue AZT/3TC/PI while intensifying adherence counselling 
and follow-up, and evaluating for treatment failure and 
possible 2nd line if VL remains >1000 copies/ml 

ABC/3TC/EFV 
 

Change to ABC/3TC/DTG1 
 
 

Continue ABC/3TC/EFV (if on NVP change to EFV) while 
intensifying adherence counselling and follow-up, and 
evaluating for treatment failure and possible 2nd line if VL 
remains >1000 copies/ml ABC/3TC/NVP Change to ABC/3TC/DTG1 

AZT/3TC/EFV  
 

Change to ABC/3TC/DTG1 
 

Continue AZT/3TC/EFV (if on NVP change to EFV) while 
intensifying adherence counselling and follow-up, and 
evaluating for treatment failure and possible 2nd line if VL 
remains >1000 copies/ml 

AZT/3TC/NVP Change to ABC/3TC/DTG1 
 

If the most recent VL was taken more than 6 months previously; repeat the VL and determine potential transition 
to preferred regimens on receipt of that result.  Viral load tests should not be done earlier than 6 months solely for 
the purpose of transitioning patients.  

ABC/3TC/DTG1 means patient is on ABC/3TC/DTG as first line 

 

Table Error! No text of specified style in document.-1: The preferred second line regimens for 
children 

Failing first-line 
regimen 

Preferred second-line 
Regimen 

Alternative second-line 
regimens 

ABC + 3TC + TLD(1)
a
 AZT + 3TC + (ATV+r

b
 or LPV/r) AZT + 3TC + EFV (if cannot use PI and if no prior PMTCT);  

If prior PMTCT, genotype 
ABC + 3TC + LPVr (or ATV+r) 

AZT + 3TC + TLD(2)
a
 

If <20 kg and appropriate DTG formulation not available,  
AZT + 3TC + EFV 

ABC + 3TC + EFV (or NVP) If <20 kg and appropriate DTG formulation not available,  
AZT + 3TC + (ATV+r

b
 or LPV/r)  

AZT + 3TC + TLD(1)
a
 ABC + 3TC + (ATV+r

b
 or LPV/r) ABC + 3TC + EFV (if cannot use PI and if no prior PMTCT);  

If prior PMTCT, genotype 
AZT + 3TC + LPVr (or ATV+r) 

ABC + 3TC + TLD(2)
a
 

If <20 kg and appropriate DTG formulation not available,  
ABC + 3TC + EFV  

AZT + 3TC + EFV (or NVP) If <20 kg and appropriate DTG formulation not available,  
ABC + 3TC + (ATV+r

b
 or LPV/r) 
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Table 4-5: Transitioning children safely to the new preferred second line regimen 

Current ARVs Last routine VL done within 6 months⃰ 
VL<40 VL>40 

ABC/3TC/AZT/PI 
 

if ABC was part of first line, change 
to: AZT/3TC/DTG(2) 
 
if AZT was part of first line, change 
to:  ABC/3TC/DTG(2) 

Continue ABC/3TC/AZT/PI while 
intensifying adherence counselling and 
follow-up, and evaluating for treatment 
failure with possible 3rd line if VL remains 
>1000 copies/ml 

ABC/3TC/AZT/EFV 
or NVP 

if ABC was part of first line, change 
to: AZT/3TC/DTG(2) 
 
if AZT was part of first line, change 
to: 
ABC/3TC/DTG(2) 

Continue ABC/3TC/AZT/EFV or NVP (if 
cannot EFV contraindicated) while 
intensifying adherence counselling and 
follow-up, and evaluating for treatment 
failure with possible 3rd line if VL remains 
>1000 copies/ml 

⃰ If the most recent VL was taken more than 6 months previously; repeat the VL and determine potential transition to preferred 
regimens on receipt of that result.  Viral load tests should not be done earlier than 6 months solely for the purpose of 
transitioning patients.  

4.8 Baseline clinical assessment 

Table 4-6: Baseline clinical assessment for children following HIV confirmation 
 Category Action  

 Growth parameters Record weight, length/height, and head circumference (for <3 year olds). Plot on 
appropriate growth charts in the Paediatric Patient Care Booklet (PCB) and record 
the z-scores for weight-for-height (WFH), weight-for-age (WFA), height-for-age 
(HFA) and mid-upper arm circumference (MUAC).  If child has acute malnutrition, 
take appropriate action (NACS, referral)  

 Neurological and 
cognitive development 

For <5 years old: assess developmental milestones achieved (see Developmental 
screening checklist, Table 4-7)  

For school-aged children:  ask about grade at school and performance (e.g. results 
of last school report)  

 WHO Clinical Staging Determine WHO clinical stage by referring to WHO Clinical Staging of HIV in 
Infants and Children, Appendix 2 

 Co-morbidities Screen for active TB, other OIs 

 TPT eligibility Ask TPT screening questions and prescribe TPT if eligible, see Chapter 7, 
Management of Co-morbidities and Other Services 

 Immunisation status 

 

Review the vaccinations given as recorded in the health passport, and plan catch-
up vaccinations if due (See Vaccination Schedule, Appendix 19)  

 Nutritional status Assess quality and quantity of intake in a typical day, ask what was eaten the 
previous day 

 Concomitant 
medications 

Ask about any other medications the child is taking, including traditional 
medications 

 Preparedness for 
therapy 

Assess child’s and caregiver’s preparedness for ART, the importance of starting on 
day of diagnosis, determine and help solve any immediate challenges to starting.  
Aim to start ART on same day or latest within one week. 
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Table 4-5: Transitioning children safely to the new preferred second line regimen 

Current ARVs Last routine VL done within 6 months⃰ 
VL<40 VL>40 

ABC/3TC/AZT/PI 
 

if ABC was part of first line, change 
to: AZT/3TC/DTG(2) 
 
if AZT was part of first line, change 
to:  ABC/3TC/DTG(2) 

Continue ABC/3TC/AZT/PI while 
intensifying adherence counselling and 
follow-up, and evaluating for treatment 
failure with possible 3rd line if VL remains 
>1000 copies/ml 

ABC/3TC/AZT/EFV 
or NVP 

if ABC was part of first line, change 
to: AZT/3TC/DTG(2) 
 
if AZT was part of first line, change 
to: 
ABC/3TC/DTG(2) 

Continue ABC/3TC/AZT/EFV or NVP (if 
cannot EFV contraindicated) while 
intensifying adherence counselling and 
follow-up, and evaluating for treatment 
failure with possible 3rd line if VL remains 
>1000 copies/ml 

⃰ If the most recent VL was taken more than 6 months previously; repeat the VL and determine potential transition to preferred 
regimens on receipt of that result.  Viral load tests should not be done earlier than 6 months solely for the purpose of 
transitioning patients.  

4.8 Baseline clinical assessment 

Table 4-6: Baseline clinical assessment for children following HIV confirmation 
 Category Action  

 Growth parameters Record weight, length/height, and head circumference (for <3 year olds). Plot on 
appropriate growth charts in the Paediatric Patient Care Booklet (PCB) and record 
the z-scores for weight-for-height (WFH), weight-for-age (WFA), height-for-age 
(HFA) and mid-upper arm circumference (MUAC).  If child has acute malnutrition, 
take appropriate action (NACS, referral)  

 Neurological and 
cognitive development 

For <5 years old: assess developmental milestones achieved (see Developmental 
screening checklist, Table 4-7)  

For school-aged children:  ask about grade at school and performance (e.g. results 
of last school report)  

 WHO Clinical Staging Determine WHO clinical stage by referring to WHO Clinical Staging of HIV in 
Infants and Children, Appendix 2 

 Co-morbidities Screen for active TB, other OIs 

 TPT eligibility Ask TPT screening questions and prescribe TPT if eligible, see Chapter 7, 
Management of Co-morbidities and Other Services 

 Immunisation status 

 

Review the vaccinations given as recorded in the health passport, and plan catch-
up vaccinations if due (See Vaccination Schedule, Appendix 19)  

 Nutritional status Assess quality and quantity of intake in a typical day, ask what was eaten the 
previous day 

 Concomitant 
medications 

Ask about any other medications the child is taking, including traditional 
medications 

 Preparedness for 
therapy 

Assess child’s and caregiver’s preparedness for ART, the importance of starting on 
day of diagnosis, determine and help solve any immediate challenges to starting.  
Aim to start ART on same day or latest within one week. 
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Disclosure status Assess the disclosure status of the child. For children ≥6 years old, enrol in HIV 
disclosure activities and record at each visit on the appropriate form in the 
Paediatric Patient Care Booklet. Engage caregiver into discussions about 
disclosure until full HIV disclosure is achieved. (see section 4.8) 

4.9 Growth monitoring and nutritional management  

 Growth monitoring 

4.10 Neurological and cognitive development  

child’s health passport and 

Table 4-7:  Developmental Screening Checklist 

Age Developmental milestone 

1 month Raises head, makes crawling movements, alert to sound 
2 months Holds head at midline, lifts chest off table, smiles socially 
4 months Rolls front to back, laughs 
6 months Sits unsupported, babbles 
9 months Pulls to stand 
12 months Walks alone, uses single words 
18 months Can remove garment, scribbles, uses 6 words, runs 
24 months Can wash hands, jump up, combine words 
36 months Can put shirt on, speech is understandable, can balance on one foot  
48 months Can dress alone, draw a person, use complex speech, hop 
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4.11 Nutrient requirements of HIV-infected children  

Strategies 

• 
• 

4.12 Nutrition Assessment, Counselling and Support (NACS) 

Nutrition assessment is an analysis of an individual’s medical and diet history, labor

 

 

Severe Malnutrition in HIV-infected children 

is <6 months of age, he/she should be admitted to hospital.  The Namibian “Inpatient Manageme
Severe Acute Malnutrition” Guidelines (2016) provide guidance on the management of such patients.  
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4.11 Nutrient requirements of HIV-infected children  

Strategies 

• 
• 

4.12 Nutrition Assessment, Counselling and Support (NACS) 

Nutrition assessment is an analysis of an individual’s medical and diet history, labor

 

 

Severe Malnutrition in HIV-infected children 

is <6 months of age, he/she should be admitted to hospital.  The Namibian “Inpatient Manageme
Severe Acute Malnutrition” Guidelines (2016) provide guidance on the management of such patients.  
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4.13 Adherence and missed doses  

If a child misses a dose of antiretrovirals: 

Daily dosing regimen  

Twice daily regimen:  

4.14 Disclosure of HIV status  

“Why I take my medicines”

Further guidance on age appropriate disclosure for infants and children is clearly stipulated 
in the National Guidelines on ALHIV 2019. 

Table 4-8:  Age Appropriate disclosure partial and full disclosure guidance 
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4.15 Immunizations in HIV positive infants and children 

It is essential that all children receive the full schedule of immunisations to ensure their 
protection against vaccine-preventable diseases.  Clinicians should determine the 
immunisation status on a regular basis and plan catch-up vaccinations if applicable. 

4.16 Model Centres for Paediatric ART services 
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4.15 Immunizations in HIV positive infants and children 

It is essential that all children receive the full schedule of immunisations to ensure their 
protection against vaccine-preventable diseases.  Clinicians should determine the 
immunisation status on a regular basis and plan catch-up vaccinations if applicable. 

4.16 Model Centres for Paediatric ART services 
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• 

• 

• 

• 
• 

• 

• 

• 
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5 BIO-CLINICAL MONITORING FOR PATIENTS ON ART 

5.1 Introduction 

5.2 Baseline Clinical Assessment and Monitoring of PLHIV 

5.2.1 Adults and Adolescents 

Table 5-1:  Actions during follow-up visits 

Issue/Category Actions 

 
 
 

 
 
 
Initial ART 
clinic visit 
assessment 

Take and record patient’s Temp, Blood pressure, Weight, Height, MUAC etc 
Full medical history and physical examination for diagnosis and management of OIs, 
psychosocial and nutritional challenges. WHO staging 
Take baseline laboratory tests (Refer to table 5.2) 
Initiate ART on same day of HIV diagnosis if ready 
Medicine counselling on benefits of taking ARVs, prophylaxis treatment, adherence 
requirements, possible adverse effects and when to return to the clinic and follow up 
visits 

   
 
 
 
Follow up 
ART visit 
assessment 

Take and record patient’s Temperature, Blood pressure, Weight, MUAC etc 
Check if there are any pending previous laboratory results or if the patient is due for 
blood tests 
Ascertain if adherence ≥95%? If not, find out why not and discuss what steps can be 
taken to improve adherence. 
Are there any new symptoms that may be related to medication side-effects?  
Are there any new symptoms that may be related to HIV disease progression or 
opportunistic infections? The development of significant opportunistic infections (OIs) 
while on ART may indicate clinical failure, but early in treatment may also be 
attributable to Immune Reconstitution Inflammatory Syndrome (IRIS) 
The patient’s perception of how he/she is doing on therapy such as change in body 
weight and changes in frequency and severity of HIV-associated symptoms. 
Screen for alcohol and drugs use and the impact these might have on adherence 
Assess for eligibility for appropriate model of differentiated care ( Refer to Chapter 9) 
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5.2.1 Adults and Adolescents 

Table 5-1:  Actions during follow-up visits 
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Initiate ART on same day of HIV diagnosis if ready 
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Follow up 
ART visit 
assessment 

Take and record patient’s Temperature, Blood pressure, Weight, MUAC etc 
Check if there are any pending previous laboratory results or if the patient is due for 
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Ascertain if adherence ≥95%? If not, find out why not and discuss what steps can be 
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weight and changes in frequency and severity of HIV-associated symptoms. 
Screen for alcohol and drugs use and the impact these might have on adherence 
Assess for eligibility for appropriate model of differentiated care ( Refer to Chapter 9) 
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5.3 Laboratory Monitoring of PLHIV 

appropriate management decisions for the patient. Sites should therefore implement ‘Point of Care’ 

Table 5-2:  Laboratory assessment for children, adolescents, adults pregnant and breast 
feeding women for ART initiation and monitoring 

Phase of HIV 
management 

Tests  Frequency 

At initial clinic 
visit  

CD4 
HBsAg 
 
CrAg1 

Hb 
CrCl 

HIV NAT5 repeat 

Once 
Once; if positive, repeat after 6 months. If HBsAg is 
reactive,  then the lab will automatically do ALT 
Once if CD4<200  
Once  
Once if TDF will be included in the regimen 
Once if <18 months old - Do not wait for result to initiate 
ART 

Treatment 
monitoring 

VL 
 
CrCl 
Hb 

6 M, 12 M (then every 12 months) [for children and 
pregnant women see below 2] 
6 W,  6 M, 12 M (then every 12 months) if on TDF 
2 W, 6 W, 3 M if on AZT. No need to repeat Hb after three 
months if there is no anaemia. 

HBsAg positive ALT 2 W, 6 W, 3 M (then every 12 months if the second HBsAg 
remains positive) 

Suspected 
treatment failure 

VL repeat VL after 3 months of good adherence to treatment 
and once OIs are excluded 

Virological failure 1) CD43 

2) HIV Drug 
Resistance 

after three months of suspected virologic failure 
 Children <10 years old who have been on a PI as part of 1st 

line with eMTCT NVP exposure in infancy  
Before Switching to a 3rd line regimen all ages 

Secondary 
fluconazole 
prophylaxis 
following 
cryptococcal 
meningitis  

CD44 6-monthly while on fluconazole prophylaxis until 2 
consecutive values >200 cells/mm3  

1CrAg: plasma Cryptococcal Antigen: lab will do this automatically for patients with CD4<200
2 Children and adolescents under 19 years routine VL every 6 months; pregnant women 3 monthly until delivery and BF women 
6 weeks after delivery then 3 monthly until end of breast-feeding period 
 3Check CD4 count to assess immunological status and inform clinical management (e.g. assess for possible OIs) 
4Check CD4 count to determine when fluconazole prophylaxis can safely be stopped 
5Confirmatory NAT done when the initial one is positive 
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Figure 5-1:  Formula for the calculation of creatinine clearance in adults and adolescents ≥18 
years old 

Figure 5-2:  Creatinine Clearance calculation for use in children <19 years old1 

 

 

The formula to calculate the creatinine clearance in men is as follows: 

(140-age in years) x weight in kg x 1.22 

Serum creatinine in micromoles/L 

Multiply the answer above by 0.85 for creatinine clearance in women 

SCHWARTZ equation
CrCl (ml/min/1.73m2) ≈ [length (cm) x k x 88.4]/serum creatinine (mmol/l) 
k = 0.45 for infants 1 – 52 weeks  
k = 0.55 for children 1 – 13 years old  
k = 0.55 for adolescent females 13 – 18 years old  
k = 0.7 for adolescent males 13 – 18 years old 
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Figure 5-1:  Formula for the calculation of creatinine clearance in adults and adolescents ≥18 
years old 

Figure 5-2:  Creatinine Clearance calculation for use in children <19 years old1 
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(140-age in years) x weight in kg x 1.22 

Serum creatinine in micromoles/L 

Multiply the answer above by 0.85 for creatinine clearance in women 

SCHWARTZ equation
CrCl (ml/min/1.73m2) ≈ [length (cm) x k x 88.4]/serum creatinine (mmol/l) 
k = 0.45 for infants 1 – 52 weeks  
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Table 5-3:  Normal GFR in children and young adults1 

Age (gender)  Mean GFR ± SD (ml/min/1.73m3 

> 8 weeks and <2 years (males and females) 95.7 ± 21.7 
2 - 12 years (males and females) 133 ± 27.0 
13 - 21 years (males) 140 ± 30.0 
13 - 21 years (females) 126 ± 22.0 

5.3.1 CD4 Lymphocyte counts  

degree of immune suppression

5.3.2 Plasma HIV-RNA levels (viral load)  

• 
• 
• 

5.3.3 Viral Load Results Interpretation 

• 
• 
• 

5.3.4 Ensuring Specimen Integrity For Plasma Viral Load Testing 
within 6 hours to ensure the validity of VL results, 
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5.3.5 Point of Care Viral Load Testing 

Figure 5-3:  Algorithm for evaluating suspected treatment failure 

 

*Assess for drug to drug interactions, food drug interactions, check for hepatitis C coinfection

Viral Load >1000 copies/ml 

•

•

 

 Viral Load ≤1000 copies/ml 

Viral Load <40 c/ml 

Viral load >1000 copies/ml 

 

Viral Load 40-1000 c/ml 

  

If Viral Load < 40 
copies/ml 

Maintain current 
therapy; 

continue with 
routine VL 
monitoring 

If Viral Load 40-
1000 c/ml 

Consult HIV 
Clinical Mentor 

or specialist 

 

If Viral Load > 1000 c/ml 

 Repeat after 6 months 
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5.3.5 Point of Care Viral Load Testing 

Figure 5-3:  Algorithm for evaluating suspected treatment failure 

 

*Assess for drug to drug interactions, food drug interactions, check for hepatitis C coinfection

Viral Load >1000 copies/ml 

•

•

 

 Viral Load ≤1000 copies/ml 

Viral Load <40 c/ml 

Viral load >1000 copies/ml 

 

Viral Load 40-1000 c/ml 

  

If Viral Load < 40 
copies/ml 

Maintain current 
therapy; 

continue with 
routine VL 
monitoring 

If Viral Load 40-
1000 c/ml 

Consult HIV 
Clinical Mentor 

or specialist 

 

If Viral Load > 1000 c/ml 

 Repeat after 6 months 
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5.3.6 Resistance testing 

should not

5.3.7 Eligibility For HIV Resistance Testing 
• 
• 

• 

5.3.8 Ordering of HIV Resistance Tests 

. On this form, patient’s medication history, the indications for doing the test and 

5.3.9 Interpreting HIV Resistance Results 
Interpreting results of resistance testing is complex and should be analysed in conjunction 
with the ART history of the patient

t was taking may be “archived” (still present but not in high enough quantity to be detected by 

• 

• 
• 
• 
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5.4 Laboratory Monitoring in Patients Restarting ART after “Default” and 
“Lost to follow up” 

6 months; they 
should have a CD4 test done, assessed, managed for any co-infections and provided 
appropriate prophylaxis. 

42 National Guidelines for Antiretroviral Therapy - Sixth Edition 43National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 5: BIO-CLINICAL MONITORING FOR PATIENTS ON ART



Appendixes

5.4 Laboratory Monitoring in Patients Restarting ART after “Default” and 
“Lost to follow up” 

6 months; they 
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6 CARE AND SUPPORT FOR ADOLESECENTS LIVING WITH HIV 

6.1 Introduction 

6.2 Overview of Adolescence issues 

• 
• 
• 
• 
• 
• 
• 
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6.3 Promoting the uptake of HIV Testing Services 

• 

• 
Voluntary Medical Male Circumcision (VMMC), STI’s and immunization campaigns

• 

6.4 Treatment, clinical care and integrated services 

6.4.1 Treatment 

6.4.2 Clinical Care  

6.4.3 Integrated Services and Collaboration with Other Stakeholders 
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6.5 Adherence to ART 

• 
• 

• 
• 

• 

6.6 Disclosure of HIV status for adolescents living with HIV 

without the assistance from their 
caregivers and is dependent on the readiness of the adolescent.

Table 6-1: Roles and responsibilities of parents and health care workers  

Roles and responsibilities 
Parents and 
guardians 

• Seek support from the clinical team to inform the adolescents of their HIV 
infection 

• Adherence support  
Health care workers 
including Social 
Workers 

• Health workers should not assume that adolescents are aware of their HIV 
status 

• Counsel parents, guardians and adolescents on the need for disclosure  
• Conduct age appropriate disclosure (refer to Table 4-8) 
• Should purposefully support facility-based and home-based disclosure 
• Facilitate access to a wide range of care and support services, including 

sexual and reproductive health and rights 

Health care workers including Social workers should be cognisant of adolescents’ cognitive and 

appropriate disclosure actions. The “ARVs and Healthy 
Me” booklet is available in clinics and in several languages.  This is a too

ents’ understanding and acceptance once HIV status has been disclosed.   
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6.7 Mental health and psychosocial support  

Activities that can help to identify and address mental health and psychosocial issues include 

• 

• 

• 

6.8 Teen Club- A Service Delivery Model of Care for Adolescents Living with 
HIV in Namibia 

 

transport costs, in most facilities Teen Club meetings are scheduled to coincide with the adolescent’s 

Further guidance on Teen club implementation is found in the National Guidelines on ALHIV 
2019/2023 as well as in the Teen Club Starter Pack. 

6.9 PrEP for adolescents at high risk of HIV acquisition   

6.10 Voluntary Medical Male Circumcision (VMMC) 
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6.11 Cervical cancer prevention and screening  

before

6.12 Sexual and Reproductive Health  

adolescent’s 

• 
• 
• 

• 

• 

• 

Sexually active adolescents should be educated on the benefits of good adherence to 
treatment and subsequent reduction of HIV transmission risk. 

 

6.13 Transitioning to adulthood  

‘the planned purposeful 
process that addresses the medical, psychosocial and educational/vocational needs of adolescents and 
young adults with chronic physical and medical conditions as they move from child-centred to adult-
oriented health care systems.’  (UNICEF, 2016)

Service providers should encourage 
mature adolescents (in consultation with caregivers) to attend clinic visits alone where 
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appropriate
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appropriate
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Figure 6-1:  Adolescent Transition Implementation Algorithm 

  

Goal 1:  

 

 

Goal 2: 

 

Goal 3

 
 

 

. 

 

 

 
•
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7 MANAGEMENT OF CO-MORBIDITIES AND OTHER SERVICES 

7.1 Introduction 

7.2 Management of Opportunistic Infections  

. 

7.3 Prophylaxis for Opportunistic infections 

7.3.1 Cotrimoxazole Preventive Therapy (CPT) 

 

7.3.2 Eligibility for CPT  

Figure 7-1:  Eligibility criteria for initiating and discontinuation of CPT 
Population  CPT Initiation Criteria CPT Discontinuation Criteria 
Adults and adolescents (including 
pregnant women living with HIV) 

Initiate in all with severe or advanced 
HIV clinical disease (WHO stage 3 or 4) 
and/or with a CD4 count ≤350 
cells/mm3.  

Lifelong  

Infants and childrenwith HIV Initiate in all irrespective of clinical stage 
or CD4 cell count.  

Lifelong  

HIV-exposed infants  
 

Initiate in all starting at 6 weeks of age  Stop once HIV has been ruled 
out 

TB/HIV co-infected  
 

Initiate all HIV-infected patients with 
active TB disease regardless of CD4 cell 
count  

Lifelong  
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Infants and childrenwith HIV Initiate in all irrespective of clinical stage 
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Appendixes

Figure 7-2:  Dosing of CPT in Children 
Weight (kg) Once daily cotrimoxazole dosage (SMZ/TMP) 

Tablets 
(dispersible) 
100mg/20mg 

Suspension 
(200/40mg)/5ml   

Tablets 400/80 mg Tablets 800/160mg 

3-5.9 kg 1 2.5 ml  - - 
6-13.9 kg 2 5 ml  ½ tablet - 
14-24.9 kg 4 10 ml 1 tablet ½ tablet 
≥25 kg - -  2 tablets 1 tablet 

Figure 7-3:  Cotrimoxazole adjustment in case of renal insufficiency 

7.3.3 Use of Dapsone for PCP Prophylaxis 

Stage 4 and/or absolute CD4 count <200 cells/μL (or CD4 % < 14%), and should be
once a patient achieves a CD4 count of > 200 cells/μL for at least 6 months. 

7.4 TB/HIV Collaborative Activities 

7.4.1 TB Infection Control (TB IC) 

• 
• 
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7.4.2 TB screening and TB Preventive Therapy (TPT) 

Figure 7-4

7.4.3 TB Screening among PLHIV 

It will be particularly important in children to enquire carefully about exposure to someone 
in, or often visiting, the household with a chronic cough, or active TB.  
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7.4.3 TB Screening among PLHIV 

It will be particularly important in children to enquire carefully about exposure to someone 
in, or often visiting, the household with a chronic cough, or active TB.  
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Figure 7-4: Algorithm for TB screening and TPT among children, adults and adolescents living 
with HIV 

 

▪
▪

o

▪
▪

▪

▪
▪
▪
▪

No to all questions YES to at least one question 

No 
contraindications 

Yes, 
contraindications 

identified 

Give TPT 
Defer TPT and 

Re-evaluate  

Other 
diagnosis Not TB TB 

Give 
appropriate 

treatment and 
consider TPT 

Follow-
up and 

consider 
TPT 

Treat for 
TB 
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Figure 7-5:  Considerations for TPT 

7.4.4 Contraindications for TPT 
NB: TB-TPT should not be given to patients who are unwell and where there 

is no explanation of the illness
• 
• 
• 

7.4.5 Precautions  
• 

• 

• 

7.4.6 TPT regimens 

• IPT is now given for 6 months

• the ePMS as “TPT 
Completed”.

• 
• 

• All PLHIV must be routinely screened for active TB. TPT should be initiated 
in all PLHIV where active TB disease has been excluded.  

• For newly diagnosed PLHIV it is encouraged to start same day ART and TPT 
initiation if eligible.  

• PLHIV who are close contacts of patients with infectious TB should receive 
TPT even if they have completed a previous course of TPT. 
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Table 7-1:  TPT regimens 
 ART regimen Preferred Regimen  Alternative  
On Efavirenz and Raltegravir 
based Regimen  

6H *3HP  (for adults and children >2 years)  
3HR (in children only) 

On DTG based regimen and fully 
VL suppression  

6H *3HP (for adults and children >2 years) 
3HR (in children only) 

On DTG not fully VL 
suppressed or no evidence of 
suppression 

6H   

Pregnant women 6H  
 

Children <2 years 6H 3HR  
 PI based regimen 6H   

*3HP should not to be used in; pregnant women, children <2 years, patients who are on PI containing regimen and, 
for patients on DTG containing regimen with high VL.   

 

Table 7-2:  Recommended dosages of TPT regimens 

Drug regimen Dose per kg body weight Maximum dose Pyridoxine 
Isoniazid alone, 
daily  for 6 
months 

Adults, 5 mg/kg  
Children, 10 mg/kg (range, 7–15 mg) 
4-6.4 kg = 50 mg 
 
6.5-9.9 kg =100 mg 
10-13.9 kg=150mg 
14-19.9 kg=200mg 
20-24.9 kg=250mg 
>25 kgs=300mg 

300 mg Adults and children 12 years and 
older  25 mg daily 
 
Children 5 to 11 years of age 
12.5mg daily 
 
Children <5 years of age not 
routinely given 

Weekly 
rifapentine  plus 
isoniazid for 3 
months (12 
doses) 

Individuals aged ≥ 12 years: Isoniazid: 
15 mg/kg 
 
Individuals aged 2–11 years: 
Isoniazid: 25 mg/kg 
Rifapentine:   10.0–14.0 kg = 300 mg 
14.1–25.0 kg = 450 mg 
25.1–32.0 kg = 600 mg 
32.1–50.0 kg = 750 mg 
> 50 kg = 900 mg 

Isoniazid, 900 
mg 
Rifapentine, 
900 mg 

Adults and children 12 years and 
older 50 mg daily 
 
Children 5 to 11 years of age 25mg 
daily 
 
Children <5 years of age not 
routinely given 

Daily  isoniazid 
plus rifampicin 
for 3 months 

Isoniazid: 
Adults, 5 mg/kg 
Children, 10 mg/kg (range, 7–15 mg) 
 
Rifampicin: 
Adults, 10 mg/kg 
Children, 15 mg/kg (range, 10–20 
mg) 

Isoniazid, 300 
mg 
Rifampicin, 600 
mg 

Adults and children 12 years and 
older 25 mg daily 
 
Children 5 to 11 years of age 
12.5mg daily 
 
Children <5 years of age not 
routinely given 

• –
• –
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7.4.7 Follow-up of patients on TPT 

• 
• 

• 
• 

•  

7.4.8 Recording and reporting 

care booklet. In addition, either the TPT identity card should be attached to the patient’s passport or 
details of TPT provision should be in the patient’s passport. 

• 

• 
• 

7.4.9 TB diagnosis for PLHIV 

mycobacteria culture. In severely ill* regardless of CD4 PLHIV, or those with low CD4 (≤100) or 

–LAM confirms TB, however negative LAM test doesn’t rule out TB.  TB

*Severely ill is defined based on 4 danger sign:  respiratory rate >30/min, temperature >39◦C, 
heart rate >120/min and unable to walk unaided.     

7.4.10 HIV Treatment in Adults co-infected with TB 

Table 7-3:  HIV Treatment in adults co-infected with TB 

Preferred 1st line ART  regimen TDF  + FTC (or 3TC) + DTG (at 50mg twice daily) 

Alternate 1st line ART regimen TDF   + FTC (or 3TC) + EFV (at 400mg once daily) (this is a change from the 
previous guidance which recommended increasing the dose to 600mg with TB 
treatment). 
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For PLHIV on a boosted PI  
regimen 

Option 1:  Substitute rifampicin in the TB treatment with rifabutin 
Option 2:  If Rifabutin is unavailable or contraindicated, maintain rifampicin in 
TB treatment and use PI based regimen super boosted with ritonavir.* 
TDF or AZT + 3TC with LPV/r 400mg+ritonavir 400 mg BD (LPV/RTV) or (LPV/r 
800 +ritonavir 200mg BD) 
Note: ATV/r is contraindicated in patients with TB/HIV co-infection   

*Lopinavir/ritonavir needs to be “super boosted” with ritonavir. This means adding additional ritonavir to 

7.5 Children with TB and HIV co-infection 

7.5.1 When to start ART in HIV/TB co-infected infants and children 

7.5.2 ART regimens for children with TB being treated with rifampicin-based regimen 
 

Table 7-4:  Initiating ART for infants and Children currently on TB treatment 

 <4 weeks old Seek specialist advice  
4 weeks to <3 years old or 
weight <10 kg 

ABC/3TC + DTG bd 
If DTG not available: 
ABC + 3TC + RAL or 
ABC + 3TC + super-boosted lopinavir/ritonavir (LPV/r + R)*  
NB: Switch to standard ART regimen two weeks after competing rifampicin-based 
TB treatment  
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3 years old and weight 10 
kg to <20 kg 

ABC + 3TC + DTG bd 
If DTG not available and If the child has had NO previous eMTCT/PMTCT NVP 
exposure:  ABC+ 3TC + EFV  
if DTG not available and the child has had previous eMTCT/PMTCT NVP exposure:  
ABC + 3TC + RAL  
or 
ABC + 3TC + super-boosted lopinavir/ritonavir (LPV/r + R) *  
NB: two weeks after TB treatment is completed, change to the standard ART 
regimens 

Adolescents 20 to <30 kg ABC + 3TC + DTG bd 
if no DTG available,  
And If the child has had NO previous eMTCT/PMTCT NVP exposure 
ABC + 3TC + RAL (if RAL available) 
ABC + 3TC + super-boosted lopinavir/ritonavir (LPV/r + R)* 

≥30 kg and at least 10 
years old: 

TDF + 3TC + DTG bd 
If DTG not available, TDF + 3TC + EFV  

* Lopinavir/ritonavir needs to be “super boosted” with ritonavir. This means adding addition

7.5.3 Initiating TB treatment on infants and children currently on ART 

Remember: Two weeks after TB treatment with rifampicin is completed, the child should 
change to the usual first line regimens, or to the regimen he/she was taking before starting 
TB treatment if the child has been given a triple NRTI regimen or super-boosted 
lopinavir/ritonavir. 

7.6 Pneumocystis Pneumonia (PJP) 

P. jirovecii P. carinii infects 
rats. PCP 

7.6.1 Symptoms and signs 
• 
• 
• 
• 
• 
• 
• 
• 
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7.6.2 Management of PJP  

Figure 7-6:  Management of PJP 

7.7 Management of Cryptococcal Disease  

,

See section 2.2 on timing of ART Initiation in patients with cryptococcal meningitis. 

 

• 
▪ 

• oom air Pa02 value ≤ 8 kPa/ ≤ 70mmHg)

▪ 
▪ 
▪ 
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Figure 7-7:  Screening and pre-emptive treatment for Cryptococcal Meningitis 

 

 
*Symptomatic for meningitis if either headache or confusion is present 
**Special situations include: prior cryptococcal meningitis; pregnancy or breastfeeding mother  
***A lumbar puncture may be considered if available 

Initiate ART.             
 No Fluconazole 

Contact patient 
Screen for symptoms of meningitis* 

Check for special situations** 
 

Negative 

Symptomatic  Asymptomatic*** 

1200 mg STAT and 

 

Lumbar Puncture: 

CSF CrAg or India Ink Positive

Amphotericin B 1 mg

 
Fluconazole 1,200mg 

  

Fluconazole 800 mg daily for adults and
2 months.   Then 200 mg daily for adults and 6mg/kg daily for children and adolescents. 

Fluconazole

 

Start ART after 4-6 weeks of antifungal 
therapy  

Lumbar Puncture:  Negative 

Fluconazole 800 mg 
daily for 2 weeks as 

outpatient  

Start ART after 2 weeks of antifungal 
therapy  
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Source WHO.  The diagnosis, prevention and management of cryptococcal disease in HIV-infected adults, 
adolescents and children. March 2018

7.8 Liver disorders   

7.8.1 Hepatitis B Virus (HBV) 

• 

• 
• 

at least 17 kg and are at least 2 years old

<2 years old or <17 kg

Table 7-5:   Common causes of liver disease among HIV-positive persons in Namibia 
Category of liver 
disease 

General etiology Specific etiology Notes 

Hepatocellular 
Disease (ALT or 
AST) 

Medication toxicity ARV’s: NVP>>RTV>EFV 
NNRTIs and PIs  

 

Lactic acidosis with 
steatohepatitis 

AZT  

Acute viral hepatitis Hepatitis A,B, E Self-limited 
Chronic viral hepatitis Hepatitis B,C With abrupt withdrawal of 

TDF or 3TC, or with 
development of resistance to 
anti-hepatitis B medicines ALT 
may rise 

Immune Reconstitution 
Inflammatory Syndrome 

Immunologic response 
to hepatitis B 

If severe may have to stop ART 
temporarily 

Alcoholic liver disease Alcoholic steatosis, 
acute alcoholic hepatitis 

Reduce or eliminate alcohol 
use 
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Jaundice 
Bilirubin 

Severe liver insufficiency Any cause High direct bilirubin, ALT/ AST, 
low albumin, prolonged 
prothrombin time, may have 
ascitis, encephalopathy, GI 
bleeding 

Severe malaria Haemolysis rather than 
hepatitis 

High indirect bilirubin with 
anaemia and positive malaria 
smear 

Biliary tract obstruction Common bile duct 
stones, pancreatitic 
cancer, mass in porta 
hepatis 

High direct bilirubin, alkaline 
phosphatase, normal 
ALT/AST, sonogram helpful 

Medication toxicity Atazanavir Causing mild, symptomatic 
indirect hyperbilirubinaemia 
in up to 10% of patients. 

Infiltrative liver 
disease 

Infections Extra-pulmonary or 
disseminated TB, MOTT 

High alkaline phosphastase, 
other LFTs nearly normal, 
hepatomegaly 

Immune Reconstitution 
Inflammatory Syndrome 

Hepatoma, lymphoma, 
liver metastasis 

See section 1.18.1 

Malignancies  Sonogram helpful, liver biopsy 
diagnostic 

 
7.9 Immune reconstitution  

Improvement in a patient’s condition in respons

 

• 
• 
• 

• 

7.9.1 Immune Reconstitution Inflammatory Syndrome (IRIS) 

• 
• 
• 
• 
• 
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in up to 10% of patients. 

Infiltrative liver 
disease 

Infections Extra-pulmonary or 
disseminated TB, MOTT 

High alkaline phosphastase, 
other LFTs nearly normal, 
hepatomegaly 

Immune Reconstitution 
Inflammatory Syndrome 

Hepatoma, lymphoma, 
liver metastasis 

See section 1.18.1 

Malignancies  Sonogram helpful, liver biopsy 
diagnostic 

 
7.9 Immune reconstitution  

Improvement in a patient’s condition in respons

 

• 
• 
• 

• 

7.9.1 Immune Reconstitution Inflammatory Syndrome (IRIS) 

• 
• 
• 
• 
• 
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7.10 Non-Communicable HIV-associated diseases  

7.10.1 Renal diseases 

7.10.2 Common cardiovascular diseases 

Increased vasculitic events have been noted in HIV patients leading to strokes, peripheral 
arterial occlusions and other vaso-occlusive events. 

• 
• 
• 

• 

• 

7.10.3 Depression  

• • 
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• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 

Treatment cognitive/behavioral therapy and medication. 
oidism, Parkinson’s syndrome

3-6-month course

7.10.4 Substance Abuse Disorders 

7.10.5 Acute Psychosis 

Management 

• 
• 
• 

Drug Treatment 

• 
• 

–

7.11 Nutrition 

7.11.1 Food and medication interactions 

load greatly increases one’s c
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• 
• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
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7.10.5 Acute Psychosis 

Management 

• 
• 
• 

Drug Treatment 

• 
• 

–

7.11 Nutrition 

7.11.1 Food and medication interactions 

load greatly increases one’s c
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escribing ART to clients. 

To minimise the negative

• 

• 

• 

• 

7.11.2 The effects of food on medications  

and therefore, affect the medication’s efficacy and the overall health of the individual. High fatty food 

7.11.3 Nutrit on-related side-effects of medications and food 

• 

• 
• 
• 

• High blood cholesterol: 

• High triglycerides: 

• Peripheral neuropathy: 
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• Diabetes:
resistance and thus, increases patient’s risk of developing diabetes. Relevant lifestyle advice 

o the patient’s situation. 

7.11.4 Nutrient requirements for people living with HIV 

• 
• 
• 

• 

• 
• 

Increased energy needs 
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• Diabetes:
resistance and thus, increases patient’s risk of developing diabetes. Relevant lifestyle advice 

o the patient’s situation. 

7.11.4 Nutrient requirements for people living with HIV 

• 
• 
• 

• 

• 
• 

Increased energy needs 

Appendixes

• 

• 

• 

Protein needs 

Micronutrient needs 

Water requirement 

Severe acute malnutrition in HIV positive adults 

Supplements 

• 
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• 

7.12 Family Planning 

Table 7-6:  List of contraceptive methods available in Namibia 

Hormonal methods Effectiveness 

Intrauterine Device 
(IUD) 

Intrauterine Contraceptive Device 
(IUCDs) 

99% Effectiveness 
(Reliable contraceptive) 

Progestin only Methods           
  
 

Progesterone Only Injectables (POIs) 
Contraceptive Implants 

99% Effectiveness if used correctly but 
less than 95% effectiveness on typical 
use 
Reliable contraceptive) 

 Progestin Only Pills (POPs) 
 
 

99% Effectiveness if used correctly but 
less than 95% effectiveness on typical 
use 

Combined hormonal 
contraceptives 

Combined Oral Contraceptives 
Combined Contraceptive Patch 

95% Effectiveness 

Non hormonal methods Effectiveness 

Intrauterine Device 
(IUD) 

Copper IUD 99% 
(Reliable contraceptive) 

Sterilization (Voluntary 
Surgical Contraception) 

Vasectomy (Male Sterilization) 
Bilateral Tubal Ligation (Female 
sterilization) 

99% Effectiveness 
(Reliable contraceptive) 

Non-hormonal methods 
(barrier methods) 

Male Condom 
Female Condom 

98% if used correctly 
 
95% if used correctly 

Natural Family Planning 
(NFP) Methods              

Abstinence 
Coitus Interruptus/ Withdrawal 
Lactational Amenorrhea Method 
(LAM)      
Fertility Awareness Methods (FAM) 

60-73% 

• 
• 
• 
• 
• 
• 
• 
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• 
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(NFP) Methods              

Abstinence 
Coitus Interruptus/ Withdrawal 
Lactational Amenorrhea Method 
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• 
• 
• 
• 
• 
• 
• 
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The prevalence of NTDs associated with using DTG at conception in the Tsepamo 
study has declined and the benefits of giving DTG-based regimens to women of child bearing 
potential outweigh the risks. 

women’s needs, rights, safety and preferences
Women 

should be given information and options to enable them to make informed choices

• 

• Women’s fertility intentions and FP stat
• 

• 

7.13 Cervical Cancer and HIV 

• 
• 
• 
• 
• 

cervical cancer screening is recommended

Frequency of screening 

• 
• 

Cervical Cancer screening should be integrated into the HIV care and treatment 
clinics 
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7.14 Kaposi  sarcoma 

Kaposi’s sarcoma (KS) is the most common malignancy in patients with HIV infection. 

• 
• 
• 
• 
• 
• 
• 

Diagnosis

Treatment.  
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7.14 Kaposi  sarcoma 

Kaposi’s sarcoma (KS) is the most common malignancy in patients with HIV infection. 

• 
• 
• 
• 
• 
• 
• 

Diagnosis

Treatment.  
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8 USE OF ANTIRETROVIRAL DRUGS FOR HIV PREVENTION  

8.1 Introduction 

8.2 Oral Pre-Exposure Prophylaxis (PrEP) 

the ‘Combination Prevention’ package that includes HIV Testing Services (HTS), male and female 

8.2.1 HIV Risk Assessment and Clinical Eligibility Criteria for PrEP 

8.2.1.1 Indications for PrEP 

• 

• 

• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

8.2.1.2 Contraindications to PrEP use 

• 
• 
• 
• 
• 
• 
• 
• 
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Note

Figure 8-1:  PrEP initiation algorithm for clients with recent HIV exposure 

8.2.2 PrEP Initiation and Follow-up 

• OR
• 
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Note

Figure 8-1:  PrEP initiation algorithm for clients with recent HIV exposure 

8.2.2 PrEP Initiation and Follow-up 

• OR
• 
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Table 8-1:  Summary of pre-exposure prophylaxis visits and procedures 
Visit Recommended Procedures Tests 
Screening and PrEP 
initiation (including 
restart) 

• Assess HIV risk  - thorough sexual and social history 
• Medical history and physical examination to determine 

clinical eligibility  
• Provide STI treatment if indicated  
• Educate about the risks and benefits of PrEP  
• Educate client about PrEP side-effects and management  
• Educate client about signs and symptoms of acute HIV 

infection  
• Contraceptive counselling and offer services  
• Discuss with client on the adoption of healthy lifestyles such 

as avoiding alcohol, tobacco and recreational drugs  
• Provide condoms and lubricants 
• Refer HIV-neg men aged 10-49 yrs. for VMMC 
• Provide one-month supply of PrEP and arrange follow up 

visit 

• HIV test 
• CrCl 
• HBsAg 
• RPR 

One-month follow-up  
 

Same as at PrEP initiation visit PLUS: 
• Assess tolerability, side effects and effective use (adherence) 
• Actively manage side effects 
• Provide 2-month prescription and follow up date 

• HIV test 

Three-month follow-up 
and 3-monthly 
maintenance visits  

• Repeat procedures done at one-month follow-up 
• Provide 3-month prescription and follow up date 

• HIV test 

Summary of schedule for repeating lab tests: 
• HIV test – Initiation, M1, M3, then 3-monthly afterwards 
• CrCl – Baseline, M6, then annually afterwards 
• HBsAg – Baseline and M6 (if positive at baseline) 

 

8.2.3 Counselling and key messages for PrEP 
• 
• 

7 days
21 days

• 

• 

• 

• 

• 

8.2.4 Stopping PrEP 

.

• 
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• –

• 

• 

8.2.5 Notes for Implementing PrEP  
• 

• 

• 

• 

• 

8.3 Post-Exposure Prophylaxis (PEP) 

8.3.1 Prophylaxis after occupational exposure to HIV 
Risk of infection 

Table 8-2:  Assessment of exposure risk 

Low risk exposure  High risk exposure  

74 National Guidelines for Antiretroviral Therapy - Sixth Edition 75National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 8: USE OF ANTIRETROVIRAL DRUGS FOT HIV PREVENTION



Appendixes

• –

• 

• 

8.2.5 Notes for Implementing PrEP  
• 

• 

• 

• 

• 

8.3 Post-Exposure Prophylaxis (PEP) 

8.3.1 Prophylaxis after occupational exposure to HIV 
Risk of infection 

Table 8-2:  Assessment of exposure risk 

Low risk exposure  High risk exposure  
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8.3.2 Recommendations for Post-Exposure Prophylaxis 
 

 

 

 
 

 

 
it is recommended to initiate PEP immediately if the source 

patient is HIV-positive or the patient’s HIV status is unknown

 
• 
• 
• 
• 

 

 
• 
• 
• 
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8.3.3 Recommended PEP regimens 
 

Table 8-3:  Summary of PEP recommendations 
  
Risk stratification 

PEP regimens 
Preferred regimen Alternative regimens 

High risk exposure TDF/3TC/DTG1, 2 TDF/XTC + DTG2 OR RAL OR a PI3 
AZT/3TC + DTG2 OR RAL OR a PI3 
ABC/3TC + DTG2 OR RAL OR a PI3 

Low risk exposure TDF/FTC (3TC) AZT/3TC 
ABC/3TC 

1 The preferred regimen is a fixed-dose combination of TDF, 3TC and DTG (TLD). If the FDC is not 
available, the preferred regimen will be TDF/XTC + DTG.  
2 Consider double dosing DTG (50 mg twice a day) in clients taking CYP450 inducers, e.g., Rifampicin 
3 The preferred PI is ATV/r, with LPV/r and DRV/r as alternatives 
 

8.3.4 PEP regimens when the source patient has been on ART   

be suspected. In this instance, consideration must be given to the source patient’s ART regimen, and 

Table 8-4:   Determining PEP regimen if source patient failing on ART 

Source patient’s ARV regimen Recommended PEP regimen for exposed health 
worker 

 

8.3.5 Accompanying measures 
To ensure that 

• 
• 

• 
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• 
• 

• 
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• 

• 

• 
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Figure 8-2:  Algorithm for PEP after occupational exposure 

 

8.3.6 Prophylaxis after rape 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Clean wound with water and soap; flush mucous membranes with water 
Offer initial counselling and support 

Take history, assess exposure risk. If no risk, reassure. If high/low risk, continue with algorithm 
Remember to record all accidents in the appropriate register 

Health worker 
HIV status? 

Known 
positive 

Unknown or last 
test negative 

DO NOT OFFER PEP 
Tests: HBsAg, HBsAb 

Rx: Anti-tetanus vaccine, 
HBIG (if unvaccinated),  

Continue ART 
Ongoing counseling and support 

Follow up HBsAg and HBsAb results 

Medical examination 
Rx: PEP stat dose (as soon as 

possible, if exposure within 72 hrs), 
HBIG (if unvaccinated), 

anti-tetanus vaccine 
Tests: HIV test (after consent), 

creatinine, HBsAg, HBsAb 

HIV test 
result? 

Positive 

Negative 

Continue PEP for 28 days 
Retest for HIV at 6 weeks, 3 months 

and 6 months 
Ongoing counseling and support 

Follow up HBsAg and HBsAb results 

Discontinue PEP 
Refer for full HIV care according to 

National Guidelines 
Ongoing counseling and support 

Follow up HBsAg and HBsAb results 
 

If HBsAg non-reactive and HBsAb reactive, it means the health worker was already vaccinated and is immune 
If both HBsAg and HBsAb non-reactive, give full Hepatitis B vaccination schedule 
Consult Specialist Physician/Medical Officer/Clinical Mentor, if HBsAg reactive (regardless of HBsAb result) 

Figure 8.2: Algorithm for PEP after occupational exposure 

Health worker exposed to potentially 
contaminated body fluids 
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8.3.7 Issues to be addressed during counseling 

• 
• 
• 

• It is the survivor’s choice t

• 

• 
• 

• 

• 
• 

8.3.8 Procedures for administering PEP for rape survivors 
• 

o 
o 
o 
o 

Note: 

It may be difficult to obtain informed consent for HIV testing shortly after the rape. Explain the 
importance of an HIV test. If the survivor presented within 72 hours, offer a 3-day PEP starter pack and 
give a return appointment at the ARV clinic within three days. This will hopefully give the survivor time 
to think further about consenting to testing. The remainder of the 28 day PEP regimen should be given 
at this visit if the survivor is HIV negative or still refuses to be tested for HIV. In situations where the 
survivor of rape is unlikely to return for their test results and for re-supply of drugs; the health 
care work may use his/her own discretion on a case by case basis to issue a full one month supply 
of PEP drugs to the client.  

• 

• 
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• 
o 
o 
o 

• 

8.3.9 PEP regimen after rape  
high risk exposure

Adults: 

Children < 10 years old 

on the survivor’s actual age and weight:
Table 8-5:  Choice of 3rd drug by survivors age and weight 

NRTI backborne Age Weight Choice of 3rd drug (in order of 
preference) 

OR

– ≥10 OR

≥6 years ≥15 kg OR

≥20 kg OR

Children weighing ≥20 kg can be given the adult dose of DTG (50mg once a day). Younger children 

 

Comprehensive management 

• 
plus plus

• 
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• 
o 
o 
o 

• 

8.3.9 PEP regimen after rape  
high risk exposure

Adults: 

Children < 10 years old 

on the survivor’s actual age and weight:
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Comprehensive management 

• 
plus plus

• 
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o Ovral and

o Levonorgestel 
–

o copper T IUCD
• 

• 
• 

• 

• 

• 
• 

8.4 Post-exposure prophylaxis in other situations 

8.4.1 Accidental sexual exposure 

(or ‘burst condom’) with a partner of known HIV positive status or unknown serostatus. If the client 

8.4.2 Accidents 
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Figure 8-3: Algorithm for PEP for Rape Survivor 

 

  

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Person allegedly sexually assaulted 

Take history, perform initial assessment of survivor’s needs 

Counsel on risks of pregnancy, STIs, hepatitis and HIV 

Inform survivor about availability of prophylaxis 

Blood tests: HIV test, pregnancy test, RPR, HBsAb 

Rx: PEP (if within 72 hrs of assault), emergency contraception (if within 
120 hrs of assault), presumptive treatment of STIs, anti-tetanus vaccine 

Medical Officer 
available onsite? Yes 

 

Medical examination 
Take forensic and medical samples 

Blood tests (if not done): HIV test, pregnancy test, 
RPR, HBsAb 

Rx (if not given): PEP (if still within 72hrs of 
assault), emergency contraception (if still within 

120hrs of assault), presumptive treatment of STIs, 
anti-tetanus vaccine 

Refer to Hospital or Specialised Unit 
providing post-violence care services 

Longer-term psychosocial support 
Medical follow up: 
• Hepatitis B vaccination if HBsAb non-reactive (or not immune) 
• Retesting for HIV at 6 weeks, 3 months and 6 months 
• Linkage to full ART care if survivor tests HIV positive 

Note: Usually, survivors will report to the police before coming to the health facility. However, a police report is 
not a prerequisite to receiving essential emergency post-violence care at a health facility. PEP and emergency 
contraception are more effective when given early. These must be given as soon as possible, before referral to 
the police and/or to a higher level of care. Nevertheless, due caution must be taken not to contaminate or destroy 
crucial evidence. 

Linkage to Social Services 
and Criminal Justice System 

No 
 

Figure 8.3: Algorithm for providing post-violence care services after rape 
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9 DIFFERENTIATED SERVICES DELIVERY  

9.1 Introduction   

“Differentiated service delivery” mod

• People presenting “well" (early disease)
• People with ‘advanced’ disease
• 
• 

Figure 9-1:  WHO classification of patients 
People Presenting As 
Early Disease (“Well”) 

• 
• 
• 

Clinically Stable patients • ART for >12 months
virally suppressed

should not have any current adverse 
drug reactions no current illness/ conditions

good understanding of lifelong 
adherence

• 

• Pregnant and breastfeeding women
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People Presenting As 
Advanced Disease 

•  
•  
•  
•  

Clinically Unstable 
patients 

• 
ever, clinician’s discretion, informed by patient’s informed 

Figure 9-2:  Implementation Framework for Differentiated Service Delivery Models 

9.2 Key considerations and special populations 

Children under 2 years of age

Children 2 years and older the clinician’s 
discretion and the parent or guardian’s informed decision.
Adolescents:

Pregnant and breastfeeding women: 
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Adolescents:

Pregnant and breastfeeding women: 
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Cross-border, Migrant and Displaced patients 

People in correctional facilities:  
 

Mines workers and seafarers: 

Other Key populations (FSWs; MSMs, LGBT)

Clinically unstable patients on ART

Newly HIV diagnosed in Out-of-facility models

Pre-Exposure Prophylaxis (PrEP): 

PEP:
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9.3 Type of differentiated HIV Service Delivery Models in Namibia and 
packages of service 

Figure 9-3:  Type of differentiated Service Delivery Models 

 

9.3.1 Definitions 
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Table 9-1:  Facility based models 

 

Table 9-2:  Out of Facility based Models 
Models Criteria Care Provider Services Frequency of visit 
Comprehensive 
Community-
Based Health 
Services (CCBHS) 

 

• All clients regardless 
of VL results or 
duration of being on 
ART 

• Willingness 
• No children > 2 years 
 
 

• Minimum 

• NIMART Nurse 
• Health 

Assistants 
• Pharmaceutical 

personnel 
 

• If need be: 

• Mentors 
• Doctors 
• CHW 
• TB Field 

promoter 
• Social worker 

• Minimum 

• HTS & PrEP 
• VMMC (referral) 
• ART Initiation & follow up 
• TB screening & TPT 
• Pediatric disclosure 
• Nutritional assessment and growth 

monitoring 
• NCDs screening 
• Family planning 

• If need be: 

• ANC & PNC 
• Immunization 
• Psychosocial support 

Monthly 
(strictly) 

 Adolescents  
and young 
adults  groups in 
CCBHS   

• 10 to 19 years old 
and 20 to 24 years 
old 

• Fully disclosed to 
(teens) 

• On ART for 6 months 
• Irrespective of VL 

test result 
• Guardians ‘consent 

(teens) 
• Willingness 

• Friendly 
NIMART Nurse 

• (Ped trained) 
• HAs 
• Pharmacy 

personnel 
• Social workers 
• Mentors 
 

• ART follow up and adherence 
counseling 

• Health education & SRH 
information (age) 

• Family Planning 
• Recreational activities 
• Psychosocial support 
• Health education (alcohol, drugs 

misuse, nutrition) & SRH 
information 

• Creational activities 
• Life skills 

Monthly 
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• Career guidance 
• Educational positive living 
• FP 
• Psychosocial support 
• Cervical cancer screening 
• Disclosure to partners & PrEP 

services (HTS) 
CAGs • Patient must be: 

•  ≥18 years of age 
• On ART for >12 

months 
• Virally suppressed 

(two most recent 
consecutive viral 
loads should be <40 
copies/mL) or target 
not detected (TND) 

• No signs of 
opportunistic 
infections (no 
current active 
Tuberculosis) 

• No medical 
condition requiring 
regular clinical 
consultations 

• Had at least two ART 
visits at the facility in 
case of transfer in 
clients 

• Clinicians confirm 
the client’s eligibility 
for membership 

• Membership is 
voluntary 

• Peer 
Educators/ 
Expert Patients 

• Community 
Health Workers 

• Pill pick up 
• H/E 
• Support group activities 

• Minimum 1 
clinical visit 
every 12 
months for 
each CAG 
member 

• 3 monthly pill 
pick up 

Directly 
Antiretroviral 
Observed 
Therapy (DAOT) 
for correctional 
Facilities and 
Police Holding 
Cells 

• For patient in 
Correctional 
facilities and Holding 
cells where keeping 
of large qualities of 
medications is 
limited 

• For patients in 
institutions with 
mental conditions  

• For seriously ill 
patients 

• Patients on TB DOT 
can also benefit from 
DAOT 

• Nurses 
• Correctional 

Officers 

• Services provided is based on the 
patients’ WHO classification 

• ARVs are administer daily  or based 
on the institution’s policy and 
directives 

As per patient 
classification 
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Table 9-3:  Dispensing ARV medicines 

Models Clinical Consultation Prescripti
on 

Dispensing 
duration 

Collection or pick up point 

Standard Care Annually* 6 monthly 3-6 month Facility level pharmacy 

Fast track & MMD Annually* 6 monthly 3-6 month Facility level pharmacy 

Adherence clubs &  
CCBS 

Annually* 6 monthly 3-6 month Adherence clubs 
CCBHS site 

DAOT 1-12 Months 1-6 monthly 1-3 month Police Holding Cells & 
Correctional Facility’ Mental 
institutions 

9.3.2 Considerations for down-referral and up-referral to and from facility-based care 
Down-referral:

Up-referral: 

related to patient’s preference. The reason for 

• 

• 
• 

• 
• As per patient’s preference

 
Routine ARV refills 

6 months’ supply of ARVs to stable patients. Special considerations will be made to cl

In transit patients 
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9.3.3 Managing Quality Improvement for DSD 

9.3.4 Monitoring and Evaluation 
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9.3.3 Managing Quality Improvement for DSD 

9.3.4 Monitoring and Evaluation 
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10 MEDICINES MANAGEMENT AND PATIENT SAFETY 

10.1 Introduction 

• 
• 
• 
• 
• 
• 
• 

10.2 Stock management 
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Figure 10-1:  Facility level medicine supply cycle 

 

10.3 Ordering of ARVs medicines and related supplies 

too much

too little
 

Figure 10-2:  Forecasting and supply planning by the CMS 

Step 2: Receive, 
verify and store 

ARVs under 
appropriate 
conditions 

Step 3: Dispense ARVs for 
up to 6mo - 12mo (Special 

Considerations) and 
capture records on EDT

Step 1: Order ARVs 
based on patient 

number per 
regimen and 

correct pack size, 
timely 

• 
• 
• 

• 
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10.4 Receiving and storage of ARVs 

10.5 Dispensing of ARVs 

• 
28 days 

• 

• ount and dispensed quantities must be well documented in the patient’s health 

• 
• 

• 

• 

• 

• 

10.6 Multiple month dispensing  

o up to six months’ supply of ARVs. Th

• 
• 
• 

• 
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• 

Figure 10-3:  Basic eligibility criteria for MMD 

Table 10-1:  Follow-up after initial MMD dispensing 

Guidance on MMD 
• Clinicians assess eligibility of patients for MMD based on the criteria stipulated above 
• Clinicians and health assistants should provide adequate counselling 
• Pharmacy staff should dispense up to  3- 6-month supply of ARVs for patients that qualify for MMD 

depending on stock availability at the pharmacy 
• Clinicians and pharmacy staff should double check adherence measures including pill counts and viral 

load suppression and ascertain that the  client is stable 
• Pharmacy staff should counsel patients on proper storage conditions for medicines and including safety 

(out of reach of children). Patients should be educated on good medicines storage practices 
• In all cases, the pharmacy staff must maintain an accurate electronic record of the quantity of ARVs 

dispensed and give an appropriate follow-up date 
• Dispensed ARVs should have a remaining shelf life of at least 6 months 

Exclusion criteria for MMD 
• Severe malnutrition 
• Repeated or frequent incidents of lost medicines by the client 
• Inability to store medicines under appropriate storage conditions 
• Occurrence of adverse drug reactions that require regular monitoring 
• Evidence of non-adherence to treatment such as increasing viral load 
• Any patient presenting with advanced disease 
• Any patient requiring  medical supervision 

• 

• 
• 

• 

• 
• 
• 

Cross-border, displaced ART patients who meet the “stable patient” criteria are also eligible 
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• 
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• 
• 

• 

• 
• 
• 

Cross-border, displaced ART patients who meet the “stable patient” criteria are also eligible 
for MMD 
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10.7 Supply chain implications for MMD 

In transit patients 

Other recommendations 

10.8 Monitoring Patient Safety during ART 

Definitions:  

National Guidelines for Medicine Safety 
Surveillance Council (NMRC).

Pharmacovigilance (PhV):
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Adverse Drug Reaction (ADR): 

Adverse event:
 Note – –

Medication error:  
 

  
 

  

Serious adverse event:  

Side effect:  
 

Medicine safety surveillance:

 

Figure 10-4:  Schematic presentation of preventable and unavoidable adverse events (Source: 
National Guidelines for Medicine Safety Surveillance) 

Medication and Device Error Product Defects 

Unavoidable  Avoidable  

Preventable Adverse 
Events 

Injury or Death 

Remaining 
uncertainties 

• Unexpected DRS 
& side effects 

• Unstudied uses 
• Unstudied 
• Unstudied 

populations 
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10.9 Monitoring Adverse Drug Reactions 

ADRs that should be reported include all suspected adverse drug reactions, which are

• All suspected reactions to new medicines - 
 

• 

• 
• 
• 
• 
• 
• 

10.9.1 Adverse Reactions Associated with Antiretroviral Medicines 

Clinicians 
working with patients on ART should be aware of the common and serious adverse reactions 
associated with these medications and to immediately report any medicine adverse reactions 
to the Therapeutics Information and Pharmacovigilance Center (TIPC) using the appropriate 
form

Table 10-2:  ARV-Associated Adverse Medicine Reaction and Recommended ARV Substitution 
Adverse Medicine 
Reaction 

Associated 
agent(s) 

Common signs Clinical management /ARV Substitution 

Potentially fatal adverse effects 
Renal toxicity (renal 
tubular dysfunction) 

TDF 
 
 

Often asymptomatic, 
occasionally decreased 
urine output, Fluid 
retention, causing 
swelling in your legs, 
ankles or feet 
 

If HBV-co-infected, decrease dose of TDF 
according to the dose adjustment table for 
renal insufficiency (Appendix 5).  
If not HBV co-infected, change TDF to ABC 
Do not initiate TDF at an estimated 
glomerular filtration rate of <50 mL/min, 
uncontrolled hypertension, untreated 
diabetes or kidney failure 

Hematological 
toxicity (bone 
marrow 
suppression: 
macrocytic anemia 
or neutropenia) 

AZT Dizziness, syncope, 
palpitations, chest pain, 
shortness of breath, pale 
skin, menorrhagia in 
females, inability to 

Patients initiating AZT require Hb to be 
monitored for the first 3 months.  
a) Substitute AZT with TDF if Hb falls below 
8mg/dl or more than 25% within the first 3 
months of treatment or 
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concentrate, cold hands 
and feet 

b) Substitute AZT with TDF if more than 3 
months after start of treatment, if recent VL 
in last 6 months is <40 copies/ml 

Toxic epidermal 
necrolysis (TEN) or 
Steven’s Johnsons 
Syndrome 

NVP, EFV-
less 
commonly 
RAL 
DRV/r 

Diffuse, moist 
desquamation, 
maculopapular rash 
involving mucous 
membranes. Skin peeling 
leading to formation of 
painful sores, flu-like 
symptoms 

Stop immediately. Never re-challenge.  
After resolution, resume ART with a boosted 
PI instead of an NNRTI 

Skin rash with or 
without 
hypersensitivity 
reaction 

ABC 
DTG 

Pyrexia and rash, malaise, 
nausea, headache, 
myalgia, arthralgia, 
diarrhea, shortness of 
breath , systemic 
anaphylaxis, arthralgia 

Stop Immediately. Never re-challenge. 
After resolution, resume ART with TDF. If 
cannot use TDF, and if <3 months since start 
of ART, use AZT or consult an HIV specialist 

 RAL  Stop Immediately. Never re-challenge. 
Substitute with non- INSTI. 

 NVP 
EFV-less 
commonly  

 For mild to moderate rash, substitute NVP 
with EFV  

Lactic acidosis All NRTIs 
(particularly 
AZT) 

Gradual onset of 
nausea/emesis, 
unexplained weight loss, 
fatigue, dyspnoea (late) 
motor weakness, and may 
include mental status 
changes and organ failure.  

Stop immediately 
After resolution, check latest VL; if done < 6 
months prior to the adverse event and if VL 
was <40copies/ml, resume ART with TDF; if 
cannot use TDF, give ABC. If VL was not 
suppressed, discuss with an HIV specialist  

Hepatotoxicity; 
Hepatitis 

All ARVs 
(particularly 
ATV/r) 

Jaundice due to 
unconjugated 
hyperbilirubinaemia, 
hepatomegaly, elevation 
of liver enzymes, 
darkened urine and stool, 
abdominal pain, 
diarrhoea, nausea, 
vomiting & pyrexia 

Jaundice is clinically benign but potentially 
stigmatizing. Reassure the patient and 
substitute ONLY if adherence is 
compromised.  
If ALT is >5 times the upper limit of normal, 
discontinue ART and monitor. After 
resolution, restart ART, replacing the 
causative drug. 

Electrocardiographic 
abnormalities  

ATV/r 
LPV/r 

PR and QRS interval 
prolongation; 
Concomitant use of other 
drugs that may prolong 
the PR or QRS intervals  

Use with caution for people with pre-existing 
conduction disease or taking concomitant 
drugs that may prolong the PR or QRS 
intervals. 

Disabling adverse effects 
Peripheral 
neuropathy 

All NRTIs 
 

Distal extremity painful 
dysesthesias, allodynia, 
severe burning pain, pins 
and needles sensations 

Symptomatic treatment  

Osteonecrosis/ 
Osteoporosis 

Origin 
uncertain 
(TDF, PIs) 

Bone pain or tenderness, 
limited range of motion, 
joint stiffness, or limping, 
muscle spasms, 
progressive bone damage 
leading to bone collapse, 
neck or low back pain, 
loss of height, stooped 
posture 

Manage osteoporosis 
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Male gynaecomastia EFV, PIs Significant enlargement of 
breasts; painful breast 
tissue 

Substitute EFV with DTG or boosted PI 

Neuropsychiatric 
changes 

EFV, 
RAL,  
DTG 

Abnormal dreams, 
Depression, suicidal 
ideation, or mental 
confusion; Insomnia 
especially in females older 
than 60 years using DTG 

Dreams are usually self-limited, without the 
need to discontinue ART. New onset 
depression, psychiatric illness or suicidal 
ideation replace EFV with a PI, 
For insomnia with DTG, consider morning 
dose or substitute with EFV, boosted PI or 
RAL. 

Long-term adverse effects 
Lipoatrophy and 
lipodystrophy 

NRTIs d4T> 
AZT 
All PIs and 
EFV 
INSTI (RAL, 
DTG) 

Significant loss of 
subcutaneous fat; 
abnormal fat distribution 

Replace suspected ARV with less toxic agent  
 

Dyslipidemia All NRTIs,  
All PIs and 
EFV 
DTG 

Asymptomatic Consider replacing the suspected ARV. NB: 
currently lipids and cholesterol not 
monitored routinely in the state sector  

Insulin resistance; 
pancreatitis 

All PIs 
AZT  

Polyuria, polydipsia, 
polyphagia, unexplained 
weight loss, and fatigue or 
weakness 

Substitute with another therapeutic class 
(DTG or RAL). 

Myopathy AZT, RAL Muscle pain, weakness, 
rhabdomyolysis 

Do CPK. If elevated stop the ARV and discuss 
with a clinical mentor or specialist 

 

10.10 Medicine safety surveillance methods 

10.10.1 Spontaneous surveillance 

10.10.2 Active surveillance 

generation), investigating potential and identified 
risks (hypothesis

10.10.3 Repo ting on new medicines  

• 
• 
• 
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10.10.4 How to report 

Fax/Fax2Mail/Email to
Therapeutics Information and Pharmacovigilance Centre (TIPC) 
Tel: (061) 203 2406/ 203 2312 
Fax: (061) 226631 
Fax2Mail: 0886606781 
Email: info.TIPC@mhss.gov.na 

Therapeutics Information and Pharmacovigilance Centre (TIPC): is the MOHSS official Centre 
for provision of unbiased therapeutic information and pharmacovigilance services to health 
care workers and the general public in Namibia.  

 

10.11 Considerations when changing therapy 

When NNRTIs (NVP or EFV) must be stopped, and the patient is on AZT, patients should 
discontinue the NNRTI first and continue with the NRTIs at their usual dosage for 14 days. 
This will decrease the risk of developing NNRTI (cross-) resistance. If the patient is taking 
either TDF or ABC with an NNRTI, the whole regimen can be stopped at the same time.
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11 MONITORING AND EVALUATION (M&E)  

11.1 Introduction 

 
 

 

Figure 11-1:  Monitoring related definitions 

 
Source: Consolidated guidelines on person-centred HIV patient monitoring and case surveillance. 
Geneva: World Health Organization; 2017. Licence: CC BY-NC-SA 3.0 IGO. 

 

11.2 Routine data collection in Namibia  

This is also called "patient tracking” and it provides important
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Table 11-1: Levels of data collection in the Namibia HIV patient monitoring system 

Level of 

data 

collection  

Monitoring tool   

 

Purpose 

 

Quantity 

‑

 

11.3 Minimum dataset in the HIV patient monitoring  
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Table 11-1: Levels of data collection in the Namibia HIV patient monitoring system 

Level of 

data 

collection  

Monitoring tool   

 

Purpose 

 

Quantity 

‑

 

11.3 Minimum dataset in the HIV patient monitoring  
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11.4 Namibia Standardized data collection and reporting tools by service 
delivery area  

11.5 Data Quality 

Table 11-2:  Characteristics of quality data 

 

 

* Reference:  The Six Dimensions of EHDI Data Quality Assessment, CDC

 

11.6 Improving Data Quality  

11.7  Core indicators covered by the patient monitoring system 

• 

• 
• 
• 

• 

• 
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11.8  National Strategic Framework Indicators and Targets 

Table 11-3:  National Strategic Framework Indicators and Targets 

Priority 1 HIV new infections reduced by 75% 
Priority 2  HIV related deaths reduced by 75%  
Priority 3 Elimination of MTCT to less than 2%  
Priority 4 100% of newly identified PLHIV enrolled and retained on ART  
Priority 5 TB/HIV mortality reduced to 21 per 100,000 population by 2021  
Priority 6 Domestic contribution towards the national multi-sectoral HIV and AIDS response 

increased to 80% 
 

11.9 Uses of facility level data   

11.9.1 Monitoring Drug Resistance 

11.9.1 Monitoring early warning indicators for HIV drug resistance 

• 
• 
• 
• 
•  

11.10 Research and Evaluation    
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Table 11-3:  National Strategic Framework Indicators and Targets 

Priority 1 HIV new infections reduced by 75% 
Priority 2  HIV related deaths reduced by 75%  
Priority 3 Elimination of MTCT to less than 2%  
Priority 4 100% of newly identified PLHIV enrolled and retained on ART  
Priority 5 TB/HIV mortality reduced to 21 per 100,000 population by 2021  
Priority 6 Domestic contribution towards the national multi-sectoral HIV and AIDS response 

increased to 80% 
 

11.9 Uses of facility level data   

11.9.1 Monitoring Drug Resistance 

11.9.1 Monitoring early warning indicators for HIV drug resistance 

• 
• 
• 
• 
•  

11.10 Research and Evaluation    

Appendixes

11.10.1 Cross-sectional surveys of acquired HIVDR (ADR) in adults and children on ART  

11.10.2 Cross-sectional surveys to monitor pre-treatment HIV drug resistance 

11.10.3 Transmitted HIV drug resistance surveys (TDR) 

11.10.4 Surveillance of HIVDR in children less than 18 months of age  

11.10.5 Surveys to monitor HIV incidence and prevalence of suppressed viral load 

11.11  Recency testing  

lines of an individual’s HIV infection. Refer to section 1.8.  

11.12 HIVQUAL 
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Figure 11-2:  Components of QI framework 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

  

Routine data collection, analysis and reporting to the next level by implementing weekly, 
monthly and quarterly data reviews

Ensure that the testing sites have adequate infrastructure, technical expertise and QA and 
QI programs. 

Adopt site problem identification, prioritization, implementation of tests of change - -
Plan, Do, Study, Act (PDSA) cycle guides, sustainable and ongoing change(CQI)

Appoint a focal person to spearhead quality improvement teams at sites and integrate 
best practices. 

Strengthen the collaboration of multidisciplinary management teams at the facility, 
districts, regional and national levels to conduct site visits to ensure all QA standards are 
adhered to

Implement Data Quality Assessment for all core indicators on a routine basis
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Figure 11-2:  Components of QI framework 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

  

Routine data collection, analysis and reporting to the next level by implementing weekly, 
monthly and quarterly data reviews

Ensure that the testing sites have adequate infrastructure, technical expertise and QA and 
QI programs. 

Adopt site problem identification, prioritization, implementation of tests of change - -
Plan, Do, Study, Act (PDSA) cycle guides, sustainable and ongoing change(CQI)

Appoint a focal person to spearhead quality improvement teams at sites and integrate 
best practices. 

Strengthen the collaboration of multidisciplinary management teams at the facility, 
districts, regional and national levels to conduct site visits to ensure all QA standards are 
adhered to

Implement Data Quality Assessment for all core indicators on a routine basis
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12 APPENDIXES  
 

12.1 Appendix 1: WHO Clinical Staging of HIV disease in Adults And 
Adolescents (2007) 

Clinical Stage 1 
• Asymptomatic 
• Persistent generalized lymphadenopathy 

Clinical Stage 2 
• Unexplained¹ moderate weight loss (under 10% of presumed or measured body weight)² 
• Recurrent upper respiratory tract infections (sinusitis, tonsillitis, otitis media, pharyngitis) 
• Herpes zoster 
• Angular cheilitis 
• Recurrent pruritic ulcerations 
• Seborrhoeic dermatitis 
• Fungal nail infection 

Clinical Stage 3  
• Unexplained¹ severe weight loss (over 10% of presumed or measured body weight)2 
• Unexplained¹ chronic diarrhoea for longer than one month 
• Unexplained¹ persistent fever above 37.6°C ( intermittent or constant, for longer than one month 
• Persistent oral candidiasis 
• Oral hairy leukoplakia 
• Pulmonary tuberculosis (current) 
• Severe bacterial infections (e.g. pneumonia, empyema, pyomysitis, bone or joint infection, meningitis, 

bacteraemia) 
• Acute necrotizing ulcerative stomatitis, gingivitis or periodontitis 
• Unexplained¹ anaemia (below 8 g/dl), neutropenia (below 0.5 x 109/L) or chronic thrombocytopenia 

(below 50 x 109/L 
Clinical Stage 4³ 

• HIV wasting syndrome 
• Pneumocystispneumonia 
• Recurrent severe bacterial pneumonia 
• Chronic herpes simplex infection (orolabial, genital, or anorectal of more than one month’s duration or 

visceral at any site) 
• Oesophageal candidiasis (or candidiasis of trachea, bronchi or lungs) 
• Extrapulmonary tuberculosis 
• Kaposi’s sarcoma 
• Cytomegalovirus infection (retinitis or infection of other organs) 
• Central nervous toxoplasmosis 
• HIV encephalopathy 
• Extrapulmonary cryptococcosis including meningitis 
• Disseminated non-tuberculous mycobacteria infection 
• Progressive multifocal leukoencephalopathy 
• Chronic cryptosporidiosis (with diarrhoea) 
• Chronic isosporiasis 
• Disseminated mycosis (coccidiomycosis or histoplasmosis) 
• Recurrent non-typhoidal Salmonella bacteraemia 
• Lymphoma (cerebral or B cell non-Hodgkin) or other solid HIV-associated tumours 
• Invasive cervical carcinoma 
• Atypical disseminated leishmaniasis 
• Symptomatic HIV-associated nephropathy or HIV-associated cardiomyopathy 

1 Unexplained refers to where the condition is not explained by other conditions.
2 Assessment of body weight among pregnant woman needs to take into consideration the expected weight gain of pregnancy.
3 Some additional specific conditions can also be included in regional classifications, such as the reactivation of American 

trypanosomiasis (meningoencephalitis and/or myocarditis) in the WHO Region of the Americas, and penicilliosis in Asia
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12.2 Appendix 2:  WHO Clinical Staging of HIV in Infants and Children (2007) 

Stage 1 (Asymptomatic)
• Asymptomatic  
• Persistent generalised lymphadenopathy 

Clinical Stage 2 (Mild) 
• Unexplained persistent hepatosplenomegaly  
• Papular pruritic eruptions  
• Angular cheilitis  
• Extensive wart virus infection 
• Extensive molluscum contagiosum  
• Recurrent oral ulcerations  
• Unexplained persistent parotid enlargement  
• Lineal gingival erythema  
• Herpes zoster  
• Recurrent or chronic upper respiratory tract infections (otitis media, otorrhoea, sinusitis, 

tonsillitis)  
• Fungal nail infections  

Clinical Stage 3 (Advanced) 
• Unexplained moderate malnutrition or wasting not adequately responding to standard therapy  
• Unexplained persistent diarrhoea (14 days or more)  
• Unexplained persistent fever (above 37.5 ºC, intermittent or constant, for longer than one 

month)  
• Persistent oral candidiasis (after first 6-8 weeks of life)  
• Oral hairy leukoplakia  
• Acute necrotizing ulcerative gingivitis/periodontitis  
• Lymph node TB  
• Pulmonary TB  
• Severe recurrent bacterial pneumonia  
• Symptomatic lymphoid interstitial pneumonitis  
• Chronic HIV-associated lung disease including bronchiectasis  
• Unexplained anaemia (< 8.0 g/dl), neutropaenia (< 0.5 x 109/L) or chronic thrombocytopaenia 

(< 50 x 109/L) 
Clinical Stage 4 (Severe) 

• Unexplained severe wasting, stunting or severe malnutrition not responding to standard 
therapy  

• Pneumocystis pneumonia  
• Recurrent severe bacterial infections (e.g. empyema, pyomyositis, bone or joint infection, 

meningitis, but excluding pneumonia)  
• Chronic herpes simplex infection (orolabial or cutaneous of more than one month’s duration, 

or visceral at any site)  
• Extrapulmonary TB  
• Kaposi sarcoma  
• Oesophageal candidiasis (or candida of trachea, bronchi or lungs)  
• Central nervous system toxoplasmosis (after one month of life)  
• HIV encephalopathy  
• Cytomegalovirus (CMV) infection; retinitis or CMV infection affecting another organ, with onset 

at age over 1 month  
• Extrapulmonary cryptococcosis (including meningitis)  
• Disseminated endemic mycosis ( histoplasmosis, coccidiomycosis)  
• Chronic cryptosporidiosis (with diarrhoea)  
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• Chronic isosporiasis  
• Disseminated non-tuberculous mycobacteria infection  
• Cerebral or B cell non-Hodgkin lymphoma  
• Progressive multifocal leukoencephalopathy 
• Symptomatic HIV-associated cardiomyopathy or nephropathy 

 

108 National Guidelines for Antiretroviral Therapy - Sixth Edition 109National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 12: APPENDIXES



Ap
pe

nd
ix

es

12
.3

 
Ap

pe
nd

ix
 3

:  
Ro

ut
in

e 
La

bo
ra

to
ry

 m
on

it
or

in
g 

by
 r

eg
im

en
 

Re
gi

m
en

 
W

 2
 

W
 6

 
M

3 
M

6 
M

9 
M

12
  

M
15

 &
 

ev
er

y 
6 

m
on

th
s 

th
er

ea
ft

er
 

M
18

 &
 

Ev
er

y 
6 

m
on

th
s 

th
er

ea
ft

er
 

M
24

 &
 

Ev
er

y 
12

 
m

on
th

s 
th

er
ea

ft
er

 

 
Cr

Cl
 

 
Cr

Cl
 

VL
 

 
Cr

Cl
 

VL
 

 
VL

 if
<1

9y
1 

 
Cr

Cl
 

VL
 

 
Cr

Cl
 

 
Cr

Cl
 

VL
 

 
Cr

Cl
 

VL
 

 
VL

 if
<1

9y
1 

 
Cr

Cl
 

VL
  

H
b 

H
b 

H
b 

VL
 

 
VL

 
 

VL
 if

<1
9y

1  
VL

 
H

b 
H

b 
H

b 
VL

 
 

VL
 

 
VL

 if
<1

9y
1  

VL
 

H
b2

 
H

b2
 

Cr
Cl

 
H

b2
 

 
Cr

Cl
 

VL
 

 
Cr

Cl
 

VL
 

 
VL

 if
<1

9y
1  

VL
  

Cr
Cl

 
 

 
 

VL
 

 
VL

 
 

VL
 if

<1
9y

1  
VL

 
 

 
 

VL
 

 
VL

 
 

VL
 if

<1
9y

1  
VL

 
H

b2
 

H
b2

 
H

b2
 

VL
 

 
VL

 
 

VL
 if

<1
9y

1  
VL

 
H

b2
 

H
b2

 
H

b2
 

VL
 

 
VL

 
 

VL
 if

<1
9y

1  
VL

 
Sp

ec
ia

l s
it

ua
ti

on
s 

AL
T 

AL
T 

AL
T 

Re
pe

at
 

H
Bs

Ag
 

AL
T3

 
 

AL
T3

 
AL

T3
 

 

110 National Guidelines for Antiretroviral Therapy - Sixth Edition 111National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 12: APPENDIXES



Ap
pe

nd
ix

es

12
.4

 
Ap

pe
nd

ix
 4

:  
Su

m
m

ar
y 

in
fo

rm
at

io
n 

on
 A

nt
ir

et
ro

vi
ra

l f
or

m
ul

at
io

ns
 fo

r 
ad

ul
ts

 

AR
V 

Fo
rm

ul
at

io
n 

/S
tr

en
gt

h 
 

D
os

e 
fo

r 
ad

ul
ts

* 
Sp

ec
ia

l 
Co

ns
id

er
at

io
ns

 
Si

de
 e

ffe
ct

s 
an

d 
ad

ve
rs

e 
ef

fe
ct

s 

N
uc

le
os

id
e 

Re
ve

rs
e 

Tr
an

sc
ri

pt
as

e 
In

hi
bi

to
rs

 (N
RT

Is
) 

Zi
do

vu
di

ne
 (A

ZT
) 

Ab
ac

av
ir

 (A
BC

) 

La
m

iv
ud

in
e 

(3
TC

) 

Em
tr

ic
ita

bi
ne

 
(F

TC
) 

N
uc

le
ot

id
e 

Re
ve

rs
e 

Tr
an

sc
ri

pt
as

e 
In

hi
bi

to
r 

(N
tR

TI
s)

 

Te
no

fo
vi

r 
di

so
pr

ox
il 

fu
m

ar
at

e 
(T

D
F)

 

110 National Guidelines for Antiretroviral Therapy - Sixth Edition 111National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 12: APPENDIXES



Ap
pe

nd
ix

es

AR
V 

Fo
rm

ul
at

io
n 

/S
tr

en
gt

h 
 

D
os

e 
fo

r 
ad

ul
ts

* 
Sp

ec
ia

l 
Co

ns
id

er
at

io
ns

 
Si

de
 e

ffe
ct

s 
an

d 
ad

ve
rs

e 
ef

fe
ct

s 

Te
no

fo
vi

r 
al

af
en

am
id

e 
fu

m
ar

at
e 

(T
AF

) 

N
on

-N
uc

le
os

id
e 

Re
ve

rs
e 

Tr
an

sc
ri

pt
as

e 
In

hi
bi

to
rs

 (N
N

RT
Is

) 

Ef
av

ir
en

z 
(E

FV
) 

N
ev

ir
ap

in
e 

(N
VP

) 

Et
ra

vi
ri

ne
 (E

TV
) 

Pr
ot

ea
se

 In
hi

bi
to

rs
 (P

Is
)

112 National Guidelines for Antiretroviral Therapy - Sixth Edition 113National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 12: APPENDIXES



Ap
pe

nd
ix

es

AR
V 

Fo
rm

ul
at

io
n 

/S
tr

en
gt

h 
 

D
os

e 
fo

r 
ad

ul
ts

* 
Sp

ec
ia

l 
Co

ns
id

er
at

io
ns

 
Si

de
 e

ffe
ct

s 
an

d 
ad

ve
rs

e 
ef

fe
ct

s 

Lo
pi

na
vi

r 
+ 

ri
to

na
vi

r 

(L
PV

/r
) 

Ri
to

na
vi

r 
(R

TV
) 

At
az

an
av

ir
 (A

TV
) 

 

 

D
ar

un
av

ir
 (D

RV
) 

 In
te

gr
as

e 
st

ra
nd

 tr
an

sf
er

 in
hi

bi
to

rs
 (I

N
ST

Is
) 

Ra
lte

gr
av

ir
 (R

AL
) 

112 National Guidelines for Antiretroviral Therapy - Sixth Edition 113National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 12: APPENDIXES



Ap
pe

nd
ix

es

AR
V 

Fo
rm

ul
at

io
n 

/S
tr

en
gt

h 
 

D
os

e 
fo

r 
ad

ul
ts

* 
Sp

ec
ia

l 
Co

ns
id

er
at

io
ns

 
Si

de
 e

ffe
ct

s 
an

d 
ad

ve
rs

e 
ef

fe
ct

s 

D
ol

ut
eg

ra
vi

r 
(D

TG
) 

*F
or

 a
pp

ro
pr

ia
te

 p
ae

di
at

ri
c f

or
m

ul
at

io
ns

 a
nd

 d
os

ag
e, 

pl
ea

se
 se

e 
ap

pe
nd

ix
 1

2 

114 National Guidelines for Antiretroviral Therapy - Sixth Edition 115National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 12: APPENDIXES



Ap
pe

nd
ix

es

12
.5

 
Ap

pe
nd

ix
 5

:  
An

tir
et

ro
vi

ra
l m

ed
ic

at
io

n 
do

sa
ge

 a
dj

us
tm

en
t f

or
 r

en
al

 a
nd

 h
ep

at
ic

 fa
ilu

re
 

 

114 National Guidelines for Antiretroviral Therapy - Sixth Edition 115National Guidelines for Antiretroviral Therapy - Sixth Edition

CHAPTER 12: APPENDIXES



Ap
pe

nd
ix

es

12
.6

 
Ap

pe
nd

ix
 6

:  
D

ie
ta

ry
 M

an
ag

em
en

t o
f c

om
m

on
 H

IV
-R

el
at

ed
 S

ym
pt

om
s 

Ill
ne

ss
D

ie
t

Ca
re

 a
nd

 n
ut

ri
ti

on
 p

ra
ct

ic
es

An
or

ex
ia

 

(a
pp

et
ite

 
lo

ss
)

• • • • 

D
ia

rr
ho

ea
• • • • • • • • • • • 

Pr
ev

en
ti

on

• • • Tr
ea

tm
en

t

• • 

Fe
ve

r
• • • • 

• • • • 

Appendixes

Illness Diet Care and nutrition practices

Nausea and 
vomiting

• 
• 

• 

• 
• 
• 
• 

• 

• 
—

• 
• 

Thrush • 

• 
• 

• 
• 

• 

• 
• 

• 

• 

Constipation • 

• 
• 

• 

• 

Loss of taste 
or abnormal 
taste 

• • 
• 
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Appendixes

12.11 Appendix 11:  Interactions between ARVs and some commonly used 
medicines 

ARV drug Key interactions Suggested management 
AZT Ribavirin and pegylated interferon 

alpha-2a 
Substitute AZT with TDF 

Boosted PIs 
(ATV/r, DRV/r 
and LPV/r) 

Rifampicin Substitute rifampicin with rifabutin; Adjust the 
dose of LPV/r or substitute with three NRTIs (for 
children) 

Halofantrine Use an alternative antimalarial agent 
Lovastatin and simvastatin Use an alternative statin (such as pravastatin) 
Hormonal contraceptives Use alternative or additional contraceptive 

methods 
Metformin Adjust methadone and buprenorphine doses as 

appropriate 
Astemizole and terfenadine Use an alternative antihistamine agent 
TDF Monitor renal function 
Simeprevir Use an alternative direct-acting antiviral agent 
Ombitasvir  + paritaprevir/ritonavir 
+ dasabuvir 

Use an alternative direct-acting antiviral agent 

DTG Dofetilide Use an alternative antiarrhythmic agent 
Rifampicin Adjust the dose of DTG or substitute rifampicin 

with rifabutin Carbamazepine, phenobarbital and 
phenytoin 

Use an alternative anticonvulsant agent (such as 
valproic acid or gabapentin) 

Polyvalent cation products 
containing Mg, Al, Fe, Ca and Zn 

DTG may be given with calcium (Ca) and/or Iron 
(Fe) if it is also taken with food.  Otherwise, use 
DTG at least two hours before or at least six hours 
after supplements containing polyvalent cations, 
including but not limited to the following 
products: multivitamin supplements containing 
Fe, Ca, Mg or Zn; mineral supplements, cation-
containing laxatives and antacids containing Al, Ca 
or Mg. Monitor for efficacy in suppressing viral 
load. 

Metformin Maximum metformin dose 500 mg 12-hourly 
EFV Amodiaquine Use an alternative antimalarial agent 

Cisapride Use an alternative gastrointestinal agent 
Methadone Adjust the methadone dose as appropriate 
Hormonal contraceptives Use alternative or additional contraceptive 

methods 
Astemizole and terfenadine Use an alternative antihistamine agent 
Ergotamine and dihydroergotamine Use an alternative antimigraine agent 
Simeprevir Use an alternative direct-acting antiviral agent 
Midazolam and triazolam Use an alternative anxiolytic agent 
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Appendixes

12.13 Appendix 13:  Form 13A for reporting of a child suspected of being in 
need of protective services (professionals) 

 

DATE OF REPORT:    

TO: 

REPORT BY: 

Name 

Contact information 

Profession 

❑ 
❑ 
❑ 
❑ 
❑ 
❑ 
❑ 
❑ 

❑ 
❑ 
❑ 
❑ 
❑ 
❑ 

❑ 
❑ 

❑ 
❑ 

❑ 

Institution where I work 

Location where incident took place 

 

I suspect that the child described below may be in need of protective services pursuant to 
section 132 of Child Care and Protection Act, 2015, for the reasons described below. 

 

 

 

 

 

NOTE: A separate form must be completed for 
each child. 

Appendixes

PART A: INFORMATION ABOUT CHILD CONCERNED 

Provide as much information as possible. 

❑ ❑ 

(if applicable and known) 

PART B: CONTACT PERSON TRUSTED BY CHILD 

Provide as much information as possible. 

❑ ❑ 

(if known) 

Person’s relationship to 

PART C: INFORMATION ABOUT PARENTS OF CHILD 

Provide as much information as possible. 

Mother 
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REPORT BY: 

Name 
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❑ 
❑ 
❑ 
❑ 
❑ 
❑ 
❑ 
❑ 

❑ 
❑ 
❑ 
❑ 
❑ 
❑ 

❑ 
❑ 

❑ 
❑ 

❑ 

Institution where I work 

Location where incident took place 

 

I suspect that the child described below may be in need of protective services pursuant to 
section 132 of Child Care and Protection Act, 2015, for the reasons described below. 

 

 

 

 

 

NOTE: A separate form must be completed for 
each child. 

Appendixes

PART A: INFORMATION ABOUT CHILD CONCERNED 

Provide as much information as possible. 

❑ ❑ 

(if applicable and known) 

PART B: CONTACT PERSON TRUSTED BY CHILD 

Provide as much information as possible. 

❑ ❑ 

(if known) 

Person’s relationship to 

PART C: INFORMATION ABOUT PARENTS OF CHILD 

Provide as much information as possible. 

Mother 
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❑ ❑ ❑ ❑ 

❑ 
❑ 

❑ 
❑ 

❑ 
❑ 
❑ 

PART E: ALLEGED ABUSER 

Provide as much information as possible, if relevant. 

(if known) 

❑ ❑ 

Appendixes

(if known) 

Father 

(if known) 

PART D: DESCRIPTION OF CIRCUMSTANCES GIVING RISE TO REPORT 

Attach additional pages if necessary. 
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❑ 
❑ 
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❑ 
❑ 
❑ 

PART E: ALLEGED ABUSER 

Provide as much information as possible, if relevant. 

(if known) 

❑ ❑ 
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(if known) 

Father 

(if known) 

PART D: DESCRIPTION OF CIRCUMSTANCES GIVING RISE TO REPORT 

Attach additional pages if necessary. 
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Date of referral 

MEDICAL INTERVENTION 

❑ 
❑ 

❑ 

❑ 

❑ 
❑ 
❑ 

ACTION TO PROTECT CHILD 

❑ 
❑ 

ACTION AGAINST ALLEGED ABUSER 

❑ 
❑ 

❑ 
❑ 

RECOMMENDED ACTIONS 

PENDING ACTIONS 

Appendixes

Declaration 

FOR OFFICIAL USE ONLY – to be completed by social worker or police officer who receives 
report 

Name and particulars of social worker 
who received report 

(if applicable)

Name of investigating social worker 

to whom case was referred (if 
applicable) 

Date of referral 

OR 

Name and rank of police official who 
received report, and relevant police 
station 

Name of investigating social worker 
to whom case was referred 
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Date of referral 

MEDICAL INTERVENTION 

❑ 
❑ 

❑ 

❑ 

❑ 
❑ 
❑ 

ACTION TO PROTECT CHILD 

❑ 
❑ 

ACTION AGAINST ALLEGED ABUSER 

❑ 
❑ 

❑ 
❑ 

RECOMMENDED ACTIONS 

PENDING ACTIONS 

Appendixes

Declaration 

FOR OFFICIAL USE ONLY – to be completed by social worker or police officer who receives 
report 

Name and particulars of social worker 
who received report 

(if applicable)

Name of investigating social worker 

to whom case was referred (if 
applicable) 

Date of referral 

OR 

Name and rank of police official who 
received report, and relevant police 
station 

Name of investigating social worker 
to whom case was referred 
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• 

• 

Group 
meeting in 
the 
community 
prior to clinic 
visit  

• 
• 

r’s adherence assessment result. 
• 

• 

• 

• 
• 

Procedures 
during visit at 
health facility 

• 

• 

• 

• 

• 

• 
must only be communicated as “normal” if there are no abnormalities. 

• 

• 
• 

CARG group 
meeting after 
clinic visit 

• 

• 

Appendixes

12.14 Appendix 14:  Standard Operating Procedures: Community ART Groups 
(CARGs) 

Description 

 

• 

• Group members must meet at least 24 hours prior to the members’ schedule

• 

bute and return the members’ medicines and booklets
Eligibility 
Criteria 

• 
• 

• 
• 
• 
• 
• 

Setting up 
CARGs 

At facility level

• 

• Each group’s files should be stored at the same place, facilitating recording of 

ntaining all members’ files can be used 

 Recruitment of clients

• 

• 

• 

• 
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12.16 Appendix 16:  ARV Resistance Test Request Form 

Appendixes

12.15 Appendix 15:  Standard Operating Procedures for Fast-Track ART Refill 
Model 

  

Description 

 

• 
individually clinical reviews 

must be conducted every six months coupled with laboratory 
tests as appropriate. In between the clinical visits (i.e., at every 
three months), refills should be fast-tracked. 

Eligibility 
Criteria 

• 
• 

• 
• 
• 
• 
• 

Recruitments of 
clients into Fast 
Track model 

• 

• 

During the clinic 
visit  

• 

• 
• The pharmacist will update the client’s care booklet 

After the visit • 
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12.18 Appendix 18:  Patient Health Questionnaire (PHQ-9) 

Appendixes

12.17 Appendix 17:  Vaccination Schedule 
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12.19 Appendix 19:  Essential Data Elements on HIV Care / ART Card 

Demographic 
information 

HIV care and family 
status 

ART summary Patient follow up information 

- Unique 
number/identifier 

- Name, health 
passport number, 
sex, age at 
registration, date of 
birth, marital status 

- Physical address, 
telephone details 

- Prior ART 
- Entry point into HIV 

care 
 

- Treatment 
supporter name, 
physical address 
and contact 
information  

- Home-based care 
provider details 

- If family 
members/partners 
in same household: 
name, age, HIV 
status, HIV care 
enrolled, unique 
number  

- ART treatment 
interruptions; date 
stopped or lost, 
reason and date 
restarted 

- Medicine allergies   
 

- Date confirmed 
HIV positive 

- Date enrolled in 
HIV care 

- ART START date/ 
initial regimen / 
functional status 
and weight at 
ART start 

- ART 
substitutions 
within 1st line 
regimens 

- Switches to 2nd 
line and 
substitutions 
within second-
line regimen 

- Transferred In: 
date, facility 
transferred in 
from  

- Transfer Out: 
date, facility 
transferred out 
to 

- Date, if 
previously on TB 
treatment 

 

- Follow-up date, tick if 
scheduled 

- Next follow-up date 
- Duration in months since 

starting ART 
- Duration in months on 

current regimen 
- Weight/Height 
- BMI/MUAC 
- Pregnancy status, FP 

method/s 
- STI Screen 
- Nutritional Status 
- Functional status 
- WHO Clinical Stage 
- TB Screening including TPT  
- TB Diagnosis, Treatment  and 

Outcome 
- Side effects 
- New OIs or other problems  
- Cotrimoxazole adherence, 

dose, no. days prescribed 
- Other medications prescribed 
- ARV medicine: adherence, 

dose, no. of days prescribed  
- Referrals, consultations, 

hospitalisations  
- Alcohol Screening 
- Laboratory test dates and 

results: CD4, HB, ALT, viral 
load 

- Dr/Nurse signature 
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12.19 Appendix 19:  Essential Data Elements on HIV Care / ART Card 

Demographic 
information 

HIV care and family 
status 

ART summary Patient follow up information 

- Unique 
number/identifier 

- Name, health 
passport number, 
sex, age at 
registration, date of 
birth, marital status 

- Physical address, 
telephone details 

- Prior ART 
- Entry point into HIV 

care 
 

- Treatment 
supporter name, 
physical address 
and contact 
information  

- Home-based care 
provider details 

- If family 
members/partners 
in same household: 
name, age, HIV 
status, HIV care 
enrolled, unique 
number  

- ART treatment 
interruptions; date 
stopped or lost, 
reason and date 
restarted 

- Medicine allergies   
 

- Date confirmed 
HIV positive 

- Date enrolled in 
HIV care 

- ART START date/ 
initial regimen / 
functional status 
and weight at 
ART start 

- ART 
substitutions 
within 1st line 
regimens 

- Switches to 2nd 
line and 
substitutions 
within second-
line regimen 

- Transferred In: 
date, facility 
transferred in 
from  

- Transfer Out: 
date, facility 
transferred out 
to 

- Date, if 
previously on TB 
treatment 

 

- Follow-up date, tick if 
scheduled 

- Next follow-up date 
- Duration in months since 

starting ART 
- Duration in months on 

current regimen 
- Weight/Height 
- BMI/MUAC 
- Pregnancy status, FP 

method/s 
- STI Screen 
- Nutritional Status 
- Functional status 
- WHO Clinical Stage 
- TB Screening including TPT  
- TB Diagnosis, Treatment  and 

Outcome 
- Side effects 
- New OIs or other problems  
- Cotrimoxazole adherence, 

dose, no. days prescribed 
- Other medications prescribed 
- ARV medicine: adherence, 

dose, no. of days prescribed  
- Referrals, consultations, 

hospitalisations  
- Alcohol Screening 
- Laboratory test dates and 

results: CD4, HB, ALT, viral 
load 

- Dr/Nurse signature 
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 Community/Out of 
facility 

Facility Sub-national 
and national 

Paper based 
tools and 
Registers  

- 

- 
- 
- 

- 
- 

- 

- 
- 
- 
- 

- 
- 

- 
- 
- 

- 
- 

–

Electronic 
capturing 
and 
reporting 
Systems 

- 
- 
- 
- 
- 
- 
- 
- 
- 
- 

Reports  - 

- 
- 

- 

- 

- 

Appendixes

12.21 Appendix 21:  Core list of monitoring Indicators for the Namibia HIV 
program 

Testing  Number of individuals who received HIV Testing Services (HTS) and received their 
test results 
Number of partners of index client tested  
Number of individuals HIV self-test kits distributed to 

Treatment 
/Retention/ 
Suppression  

Number of adults and children currently receiving antiretroviral therapy (ART) 
Number of people living with HIV who initiate ART 
Percentage of adults and children known to be on treatment 12 months after 
initiation of antiretroviral therapy  
Percentage of patients with specific outcomes at 12 months(on first-line 
ART, DEAD, LTF, STOP) 
Percentage of people living with HIV who are receiving ART 
Percentage of ART patients with a viral load result documented in the medical 
record and/or laboratory information systems (LIS) within the past 12 months 
with a suppressed viral load (<1000 copies/ml) 

TB/HIV The proportion of ART patients screened for TB in the semi-annual reporting 
period who are receiving TB treatment 
Proportion of people living with HIV started on ART with active TB disease 
The number of ART patients who completed a standard course of TB preventive 
therapy within the semi-annual reporting period 
The number of HIV-positive new and relapsed TB cases on ART during TB 
treatment 
Percentage of new and relapse TB cases with documented HIV status 

eMTCT Percentage of final outcomes among HIV exposed infants registered in a birth 
cohort 
Percentage of infants born to HIV-positive women who received a first virologic 
HIV test (sample collected) by 2 months of age. 
Percentage of pregnant women with known HIV status at antenatal care (includes 
those who already knew their HIV status prior to ANC) 
Number and percentage of HIV-positive pregnant women who received 
antiretroviral medicine (ARV) during pregnancy to reduce the risk of mother-to-
child transmission 
Percentage of pregnant women with known HIV status 

ART for 
Prevention 

Number of people receiving PrEP for the first time during the reporting period 

Medicine 
managment 

Stockout rate at service delivery point  

 Service delivery points reporting rate to logistic Management Information System 
LMIS 
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The number of ART patients who completed a standard course of TB preventive 
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child transmission 
Percentage of pregnant women with known HIV status 

ART for 
Prevention 
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Medicine 
managment 
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