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CHANGING HIV LANDSCAPE

. . pe . 2023 FACT SHEET -FACTS ONHIV AND AIDS IN UGANDA 2023 (Based on Data Ending 31st December 2022)
Significant strides ; .
Introduction Ol HIV and AIDS Burden 02 New HIV Infections

Uganda has been a global success story in the Fight Estimated Number of PLHIV (as of Dec 2022)
against HIV and AIDS since the First case was
discovered along the shores of Lake Victoria in the zoio
1980s.
Largely due to
= 1990s
@ Estimated Number of PLHIV Disaggregated by Age Group & Sex

W 2022 Population Group

il AGYW (15-24)
40% Disaggregation For districts by the new HIV infections
28 52000 | i for AGYW ages 15-24

reduction
This translates to 1000 new
inFections every week.

Young

successful HIV

. 2022 Men 21% :
Since 2010, o, :
. o, o, Adults & Children 1,400,000 7 0 A) Touny 70% _ (15,000)
>~ 40% 65% Women :
ro ramln ; decline decline Adults 15+ 1,350,000 of new HIV infections “All Young People - 19,000 :
w . e —— among young people
+
2022 | 52,000 New Infections 2022 | 17,000 Deaths omen £ were adolescent girls  Number of New Infection by age group and sex
h‘ ) — - - 5 Menast 500,000 Population Group Year
T |Is lsuccess is attributed to a Yve r-‘coor Tlate All Young people 15 -24 166,000
multi-sectoral response. D_esplte the excellent . Adults & Children 52,000
progress, globally Uganda is ranked 5th of those with Young Men15-24 48,000 Adults 15+ 46,000
the highest HIV burden. Young Women 15 - 24 119,000 Women 5 30,000
This Factsheet glve:“. the status of the national HIV Children 0 -14 80,000 Men 15+ 15,000
and AIDS response in Uganda as of 31st December All Young people 15 -24 19,000
SourceMOH HIV Estimates 2022
2022 Young Men 15 -24 4,000 Estimated_new_HIV_infections
Young Women 15 - 24 15,000 <50 Low
03 HIV Prevalence All Adolescent 1019 8000 — D
Adolescent Women 10 -19 8,000 I <01 - 200 Moderate-Medium
® Adolescent Men 10 -19 600 I >200 Moderate-High
- . 2022 Regional And District Level Prevalence Rates Childeen0za 2300
5 1 O/ Source: MOH HIV Estimates 2022
-1 70 HIV Prevalence (%) S S : :
. ao% o4 Annual AIDS Related Death 05 Elimination of Mother to Child
prevalence m' H ( I )
among WEST NILE MID NORTH NORTHEAST LR 2019 e EEREESs Trons ISsion E MTC COVenge
adults 15-49 23% 2.8% 65% decline in AIDS related deaths. 0 R
2000 202 |
2010 48,00 R
Prevalence Rate For 15 - 49 Pregnant women (received ARV for PMTCT (%)) 70 >98
Pregnant women (received ARV For PMTCT (#)) 81,472 85,000
2022 m Pregnant Women needing ARV for PMTCT (#) 57180 83,367
] MTCT rate o6 weeks () 2
AIDS Related Deaths ( All Ages) New infe S 509 Final vertical transmission rate (+breastfeeding) 25 696
6 5% 3 6% New HIV infections averted due to PMTCT (#) 10210 20,000
= = o Number of new child infections due to MTCT 20,000 5900
é fue to an aggressive Source: MOH HIV Estimates 2022
Young People (15 - 25) 3 3 it L
- = MTCT INFECTIONS IN 2022
Ny o, [o) contribution to all estimated HIV
3 56% 1 4 /0 new infections by MTCT
25K Oy : —
e 00C occ‘urred New paediatric infections were
= during tfhed. 84% contributed by seroconversion during late
"::_ia:;‘ eeding o pregnancy, breastfeeding, and women
(o) 0, abandoning treatment
25% 1.0% ; 0 446%
/ i n PSPPI ST Number of pregnant women living
vy 178 |mbe i [ xorers 13 B S S S S S S S S gﬁ:::;e“ with HIV receiving antiretroviral
20 Pallis: Gomba 53 -
Adults 15+ declined by 19,000 All Young People 15-24 declined by 1,200 pregnancy J :;:f\;'::;:;z g‘;e'_“’levnt verkicet

https://uac.go.ug/media/attachments/2024/01/23/hiv-aids-factsheet-2023.pdf




s Still more work to be
done
795-95-95 targets

+» Funding

@UNAIDS

This publication was made possible with Funding From UNAIDS, with support from
Ministry of Health and HIV Partners.

For more information, please contact;
UGANDA AIDS COMMISSION SECRETARIAT

Plot 1/3 Salim Bey Road

Ntinda. P.O Box 10779, Kampala.

(+256) 414 288 065

uac@uac.go.ug | www.uac.go.ug

§ UgandsAIDSCommission  w# @aidscommission

06 Safe Male Circumcision

6,000,000
A cumulative total of circumcised
+ men 15-29 years, since 2010.

Uganda prioritizes young men 15-29 years in regions with high
HIV prevalence and high unmet need For the intervention.

490,655

circumcisions conducted, during the
period 2021/2022, with 376,649 (77%) of
them conducted during community
outreaches.

-5
&

Source: JAR Report 2021/22

1,000,000

young men targeted by the program For
circumcision annually till 80% coverage
of safe male circumcision (SMC) is
attained For this age group.

GBV Cases Reported | Age of Victims

15 — 17 years

https://uac.go.ug/media/attachments/2024/01/23/hiv-aids-factsheet-2023.pdf

9 — 14 years

07 HIV Testing and Treatment

Cascade

HIV Testing and Treatment Cascade

B 3 :

1,289,028 1,210,906

PLHIV who know PLHIV who are
their status on ART

PLHIV who have
Source: MOH HIV Estimates 2022

Progress on the 95-95-95 targets

@‘

Know HIV on ART are Virally
status suppressed

Source: MOH HIV Estimates 2022

Antiretroviral Therapy (ART)

85% 80% 72%

1,134,636

suppressed viral loads

Adults & Adults 15+ ‘Women 15+ Men 15+ Children 014
Children
1,210,906 1,153,135 754,897 398,239 57,771
08 Gender Based Violence
Between 2021 and 2022, there has
. been a decline in defilement cases,
‘ and a slight increase in domestic
violence cases, as reported to the
police.
Type of GBV Year
Y2021 Y2022

Defilement 14,436 12,580

Source: Police Crime Report, 2022

09 Special Interest Groups

Sex Workers MSM PWIDs Prisoners
Population 130,000 7400
HIV Prevalence (%) a4
Testing and Awareness (%) 88 45
ART Coverage (%) 65 78 891
Condom Use (%)* = a4 85178

Active Syphilis (%) =

“ represents number; Source: Different sources

“Country factsheets UGANDA/2022, UNAIDS

10 TB HIV Management(2022)

2 33%

Tested HIV+

99%

% TB cases
tested For HIV

94%
Enrolled on ART

"

Source: HMIS

1 HIV Funding (USD)

e Resources mobilized For the response
E‘, increased from USI to USL
v\ég\, The resource gap increased from USD77m in
S=—= S—= 2020/21to USD122M in 2021/2022.
V\, N\S=—=> Gouvt allocation increased from USD79.5m to
USD81.2m which was a slight increment from
12% to 13.8% while partners accounted for 85%.

Expenditure per program area;
2.8%Research

2.2% ovc

4% Social
Protection
\ Supply of ARVs
6% HTS took the lion

share of 328

10% Prevention
65

17% Program
enablers 112

Funding Source 2020/21 2021/22
Gou 89,450,241 91,127,675
Partners 564,282,636 566,784,830
Out of Pocket 1,961,199 1,973,738
Total 655,694,076 659,886,243
Target 732,534,000 780,314,000

Funding gap 76,839,924 120,427,757

@




< Advanced HIV disease persists —
c) Uganda
80+
CD4 < 200
WHO stage III/IV defining £ | 60
illness =
Children < Syears = | %
(@)
2| 20-
&
)
o 0~
N} N}
> \0659

https://doi.org/10.1371/journal.pone.0226987

< High in-hospital mortality ~26%

<+ Nearly 2/3 of patients presenting with AHD are ART experienced

https://doi.org/10.1186/s12879-024-09112-7 @



https://doi.org/10.1371/journal.pone.0226987

< Patients with AHD are more
likely to present with
emergencies

Primary HIV infection

Asymptomatic
e Acute retroviral syndrome

Clinical stage 1

Asymptomatic
o Persistent generalized lymphadenopathy

Clinical stage 2
e Moderate unexplained weight loss
o Recurrent respiratory infections
o Herpes Zoster
o Angular cheilitis
Clinical stage 3
o Unexplained severe weight loss
o Unexplained chronic diarrhoea for > 1 month
o Unexplained persistent fever for > | month
e Persistent oral candidiasis
e Oral hairy leukoplakia
e Pulmonary Tuberculosis
Clinical stage 4
e HIV Wasting syndrome
e Pnecumocystis pneumonia
o Recurrent severe bacterial pneumonia
o Chronic herpes simplex infection
o Oecsophageal candidiasis
e Extra-pulmonary Tuberculosis
e Kaposi Sarcoma
o Cytomegalovirus
o Central Nervous system toxoplasmosis
e HIV Encephalopathy
e Extra-pulmonary Cryptococcus

¢ Disseminated non-tuberculosis mycobactenial infection

o Progressive multifocal leukoencephalopathy

e Recurrent oral ulceration
e Papular pruritic eruptions
e Seborrhoeic dermatitis
e Fungal nail infections

e Severe presumed bacterial infections

o Acute necrotizing uleerative stomatitis, gingivitis or peridontitis
e Unexplained anacmia

e Neutropenia

e Chronic Thrombocytopenia

e Candida of trachea, bronchi or lungs

e Chronic cryptosporidiosis

e Chronic isosporiasis

e Disseminated mycosis

o Recurrent nontyphoidal Salmonella bacteraemia
e Lymphoma

e Invasive cervical cancer

o Atypical disseminated leishmaniasis

o Symptomatic HIV-associated nephropathy

o Symptomatic HIV-associated cardiomyopathy
o Reactivation of American trypanosomiasis

o LLoBLezz1a6 yminiocyl 1cnrocucsbpgiobarul



Percent of study population

% 2.3x increased risk of death

<+ How do you recognize sepsis in a patient?
= SIRS, MEWS

EMERGENCY

PRESENTATIONS

1. Sepsis

- gSOFA
- UVA

60

40

Percent at UVA score

= Percent mortality

UVA Score

6

9

(- )
Adapted MEWS* qSOFA UVA
Cut-off Points Cut-off Points Cut-off Points
Respiratory rate (breaths/min) 15-20 1 >22 1l =30 1
21-29 or <9 2
230 3
Altered mental status (Glasgow Coma Present 2 Present 1 Present 4
Scale <15)
Systolic blood pressure (mm Hg) 81-100 1 <100 1 <90 1
71-80 or 2200 2
<70 3
Temperature (°C) >38.5 1 <36 2
<35 2
Heart rate (beats/min) 101-110 or 41-50 1 2120 1
111-129 or <40 2
2130 3
Oxygen saturation (%) <92 2
HIV seropositivity Present 2 )

Variables and values in adapted MEWS, gSOFA and UVA scores

Moore CC, Hazard R, Saulters K], ef al
Derivation and validation of a universal vital assessment (UVA) score: a tool for

predicting mortality in adult hospitalised patients in sub-Saharan Africa
BM]J Global Health 2017;2:e000344.

@




<+ What is the cause of sepsis in the HIV population?
1.  M.tuberculosis PR ocooomecreiamas

Reference Scale Card
N h d 1 1 11 E gi;",’e'?hiC;’E,?nfiesgézsz’;i";,“&'sff2’(.;:;;‘3 et ey
2. on-t oidal salmonellae [ T T eositive T Negative
P 111 [ [ I 1] [ 1]
Malaria S T §
3. a

I Grade 1

cut-off int

Grade 2 g
cut-off point

4. S. pneumoniae

< What do you do for a septic patient? 1 [ e e gIE]

Control window
(band required
for valid test)

. . 3 Patient window
Hour-1 Bundle Surviving Sepsis -, T iarior

orrm (band 13 ity int tea
Campaign-. (eg.:g urine) USInG reference Scate card)
Initial Resuscitation for Sepsis and Septic Shock

— ©

Administer broad- Apply vasopressors if
MEDICAL spectrum antibiotics. hypotensive during or
EMERGENCY = after fluid resuscitation to
Initiate bundie upon maintain a mean arterial
peg nition of ~ pressure = 65 mm Hg.
sepsis/septic shock. Begin rapid
May not complete all bundie elements administration of [0 \
within one hour of recognition. 30 mL/kg crystalloid r
for hypotension or
l lactate = 4 mmol/L. ,

{

—Q——

Measure lactate level.

Remeasure lactate
if initial lactate
elevated (> 2 mmol/L).

R il

r 9 & ==

Obtain blood cultures =
before administering

E antibiotics. " n,z\ g g g
F

&




2. Respiratory Infections

<% Cough, fever, dyspnea may progress to respiratory failure

< Aetiology; Mtb, bacterial, fungal

< Investigations: CXR key

< Important to identify & treat complications ~ hypoxic RF, Effusions

¢ PJP - high index of suscpicion
- hard to diagnose ~ BAL sample, CXR

- treat with high dose CTX, steroids for severe disease




3. Diarrhoea
< Usually chronic > lmonth
< Result into hypovolemic shock, electrolyte disorders esp. hyponatremia, hypokalemia

< IV fluid rescuscitation is key

< Aetiology;
CD4 Count Types of Germs

Any CD4 count Salmonella, Campylobacter, Tuberculosis,
C. difficile, Giardia, Entamoeba,
Strongyloides

<200 cells/mm? Cryptosporidium

<180 cells/mm? Histoplasma

<100 cells/mm? Isospora, Microsporidia

<30 cells/mm? MAC, CMV




4. Neurological HIV emergencies

< Contribute ~25% of AIDS related deaths

<+ Presentation; headache, seizures, altered mental status, focal neurologic deficits

< Are AIDS defining

< Meningitis most common

Neurologic complication

aaccaloci < N
Mucosal Candidiasis s
Bacterial Infections [
Other
Renal Dysfuntion I
Chronic Diarthoea
Drug Induced Liver Injury Il
Kaposi" Sarcoma [
Aspiration Pneumonia [l
Acute Diarthoea Bl

*Liver Disecase Il
Unspecified preopathy

Malaria
L Alcoholic Intoxication/ Withdrawal
HIV Wasting Syndrome
Cardio-vascular Disease
Pneumocystis Pneumonia
Cryptococcal Antigenemia
*Cancer

Post TB Lung Disease
Diabetes Mellitus

Deep Venous Thrombasis |
(PML) §
0

patient diagnosis

In

10 20 30 40 50 60 70 80
Proportion of participants (%)

https://doi.org/10.1371/journal.pgph.0002457

90

100

@



- Etiology of meningitis in Adults

m

Sample
Size
416

HIV
. Bacterial Aseptic / Viral
Pyogenic Meningitis

Meningitis Prevalence

Mulago and Mbarara? Uganda 98% 4% 8% 59% 29%
GF Jooste 2 South Africa 1,737 96% 19% 13% 30% 38%
Queen Elizabeth ) . . " . .

Canirill Malawi 263 77% 20% 17% 43% 20%
Harare Central & )

Parirenvatwa * Zimbabwe 200 90% 16% 12% 45% 28%

9.3% 12.7% 37% 41%
Pooled Average 2616 93%
E ° (8.2-10.5%) (11-14%) (35-39%) (40-43%)

1Durski K et al. JAIDS 2013; 63(3);e101-e108.
2 Jarvis JN, et al. BMC Infect Dis. 2010; 10: 67.




Most CNS opportunistic infections result w
from reactivation of latent pathogens, @ 2/ QRAVZKS
including PML, toxoplasmic encephalitis, PRINCIPLES OF HIV-

and primary CNS lymphoma
® Toxoplasmic encephalitis: ® Tuberculous meningitis ASSOCIATED CNS

CD4<200 () Variable, but <200 () OPPORTUNISTIC INFECTIONS

Suspect in movement disorders IMAGE
Fever, headache, altered mental status, and focal neurologic complaints or = '
seizures « Hemorrhage, tuberculomas, or abscesses
-IMAGE: . <50% show basilar enhancement on CT occur when the CD4-cell count is less

SRR Fiog Sbuancing I . Hydrocephalus possible than 200 cells per uL
Frontal, basal ganglia, parietal

« Toxoplasma gondii PCR nearly 100% specific and 50-80% sensitive
+ Size lesions < 4cm

& PML « +mass effect/Edema X X presentation, temporal evolution, CSF,
@ Herpes SImplex virus and radiographic features

CD4 <100 Y o /CD4 Variable

Demyelinating disease caused by the JC Virus Fever, headache, neck stiffness, vomiting, disorientation, memory loss,
AMS, motor deficits (hemiparesis or monoparesis). limb ataxia, gait M dysphasia, depression, confusion, personality change, seizures, visual hallucinations
ataxia, and visual symptoms such as hemianopia and diplopia S photopheeis
« IMAGE:periventricular areas and the subcortical white matter. i IMAGE:
« JC-virus PCR sensitivity variable at 50-90%, but specificity + Enhancement- Inferomedial temporal lobes
90-100% brainstem, cerebellum, diencephalon, and
Periventricular regions; associated intracranial
hemorrhage should be started, modified, or

) Primary CNS lymphoma . CSF PCR sensitivity 100%, specificity 99-6% continued with appropriate
CD4 <100 ) antimicrobial therapy

Antimicrobial treatment is generally

(IRIS) might unmask previously
unsuspected CNS opportunistic

infections when cART is started
CNS opportunistic infections typically

Diagnosis should be based on clinical

Multiple infections are present in 15%
of cases and some infections might be
revealed only after combination
antiretroviral therapy is started

Combination antiretroviral therapy

Confusion, lethargy, memory loss, hemiparesis, aphasia, and/or
seizures required until immune recovery (CD4-

IMAGE: ® Cytomegalovirus encephalitis @ Cryptococcal meningitis cell count more than 200 cells per L)
Enhancement: CD4 <50 CD4 <50 is achieved with antiretroviral therapy

multifocal lesions
: Delirium, confusion, and focal neurologic abnormalities, rapidly Headache. vomiting, visual changes, hearing loss, palsy of the

« Periventricular, frontal, cerebellum, temporal progressive encephalopathy, abducens nerve, and impaired consciousness ‘ Others:
+ Generally >3 cm diameter IMAGE: IMAGE: . CNS Syhpilis

- R . lept ingeal enh t, jall
« EBV analysis has a sensitivity of 80-90%, and a R L Y

» Enhancement: Periventricular in patients with IRIS Sadpaplions

+ Coccidiomycosis

. CSF: CSF cryptococcal antigen sensitivity 92% and + Histoplasmosis
specificity 83%;sensitivity of serum CrAg testing is + VZv
comparable to CSF testing + HIV encephalopathy

specificity approaching 100% for primary CNS » PCR >90% sensitive and specific and <25% >:Frequently ‘punched-out® aystic lesions

lymphoma

culture positive
« + mass effect/Edema




¢ Patient approach i

- Cinical suspicion of CNS infection in the HIV setting

c—~ . —— C=Controlline
200 200 = Reference line
° CD4 Count? — N = e T - Test |ine

- If <200, AHD screen (Crag LFA, Urine LAM) Al @ o LT T—.
B(: Well B for buffer
- Is an LP safe? ~do LP g

- Brain Imaging ~ CT/MRI




- Management of CM

L

Phase Drug
Newly Diagnosed Patient

Comments

Induction Phase
(2 weeks)

Justify Text

Recomme
igh dose Amphotericin B liposomal (10mg/kg) AND Flucytosi
100mg/kg/day in four divided doses) + Fluconazole 1200mg/day for 14
da
Or
Amphotericin B deoxycholate (1mg/kg/day) + Flucytosine
(100mg/kg/day in four divided doses) for 1 week, followed by 1 week of
fluconazole (1200 mg/day for adults, 12 mg/kg/day for children and
adolescents).

Or

Fluconazole (1200 mg daily for adults, 12 mg/kg/day for children and
adolescents) + Flucytosine (100 mg/kg/day, divided into four doses per
day for 14 days.

Or

Amphotericin B deoxycholate (1mg/kg/day) + high-dose Fluconazole
1200mg/day for 14 days

Alternative:
Fluconazole 1200mg/day (or 6-12mg/kg/day in children)

Preventing Amphotericin toxicity:

To prevent nephrotoxicity and hypokalaemia, do

e following:

e  Pre-hydration with 1L normal saline before
starting the daily Amphotericin dose.

° Monitor serum potassium and creatinine
levels at initiation and at least twice weekly
to detect changes in renal function.

e  Routine administration of 40 mEg/day of
potassium chloride can decrease the
incidence of Amphotericin-related
hypokalemia.

e  Consider alternate day Amphotericin if
creatinine is >3mg/dl.

Consolidation
phase (8 weeks)

Fluconazole 800mg/day
(or 6-12mg/kg/day in children and adolescents)

Initiate ART 4—-6 weeks after starting CM treatment
and there is clinical response to antifungal therapy.

Maintenance
Phase (18 months)

Fluconazole 200mg/day
(or 6 mg/kg/day up to 200mg in children and adolescents)

Criteria to stop after a minimum of 18 months of
maintenance phase:

Adults: VL<1,000 copies/mm3& CD4 > 200 or CD4
2200 (if viral load not available) after 12 and 18
months

Children: If CD4>25% or viral suppressed

| Note: For patients

on rifampicin increase Fluconazole dose by 50%

1

@



Phase Drug

Comments

Managing Treatment Complications

* K< 3.3 mmol/l: increase potassium supplementation to 40mmol iv or 2 Tb| three times daily and monitor daily
* Creatinine >2-fold from baseline: increase pre-hydration to 1L 8-hourly. Consider temporary omission of an amphotericin dose and restart at
0.7mg/kg. If creatinine remains elevated discuss amphotericin-free regimen (Fluconazole 1200mg/day) with senior consultant.

* Elevated liver enzymes: Fluconazole

Relapse disease

Presents with a recurrence of symptoms of Meningitis and have a positive cerebrospinal fluid culture following a prior confirmed diagnosis of

Cryptococcal Meningitis
| * Evaluate for drug resistance:

o Send CSF to microbiology reference laboratory at the College of Health Sciences, Makerere University for culture and sensitivity testing.

patients on rifampicin increase Fluconazole dose by 50%

Adequate control of elevated CSF pressure

If there are no drug resistance results, re-initiate the induction therapy for two weeks and complete other phases of treatment
Other options for treatment are a combination of Flucytosine (100mg/kg/day in four divided doses) and Fluconazole 800-1200mg daily. For

induction phase.

bntrol of increased intracranial pressure improves survival by 25% in persons with Cryptococcal Meningitis
All patients with a CSF Pressure >250mmH,0 will need a therapeutic LP the following day to reduce the CSF pressure to <200 mm.
In the absence of a manometer, one may use an |V giving set to create an improvised manometer measuring the height with a meter stick.
Removing 20-30mL of CSF (even in the absence of a manometer) may be adequate to decrease CSF pressure. Most patients will need 2-3LBs




- Management of ART

Initiate
preferred first-
line according to
the guidelines

New Patient

New on ART
(started ART less
than 6 months

Manage as IRIS
cl{e)

Switch to next
treatment line
according to the
guidelines

ART experienced,
Adherent on
treatment

ART experienced, Re-Initiate

Current or recent Delay re-starting current first-line.

ART by 4-6
treatment weeks VL after 6

interruption months




- How do you manage a new HIV patient

T>39 degrees Headache
Screen for ALL RRSI0 Double or blurry vision
redfpurple/blue Decreased hearing
e signs and symptoms New Seizre Acting unusual to family, friends or provider
AND Unable to walk without assistance Difficult or unstable walking
Do CD4 if available Weak legs or arms

Cough or shortness of breath White spots / thrush in mouth
Fever, chills or night sweats > 1week Difficulty or painful swallowing
Weight loss in the last month Diarrhea > 1week
Red, purple or dark spots on skin
Oral or anal ulcerations

YES to any question YES to any question YES to ANY of the questions in Purple/Blue NO to ALL of the questions

in Red in Purple OR CD4 <200 in Red/Purple/Blue
‘ 0
SERIOUSLY ILL PATIENT NO CLINICAL EVIDENCE
*Immediate Admission* CHECK FOR CRYPTOC00US OF ADVANCED DISEASE
GeneXpert
Conduct TB LAM & GeneXpert e
thesetests | (1f ot available -> smear microscopy) *If CD4<200" - add TB LAM. CrAg screening
Crag screening (16 T8 LAM negative, do OXR and evaluste for
0P s ther coodiiord
" Prepare and initiate ART
e Preemptive |  Follow TB and Cryptococcal Refer to Algorithm for T8 Refer to Algorithm for - Raa dlialtély
treatment Disease Algorithms Diagnosis and Management Cryptoccoccal Disease
Prepare and initiate ART i :
ART immpe Bkt ao s Defer ART initiation for 2 weeksif | Initiate ART as per cryptococcal
Initiation* ﬁV ig initiating TB treatment algorithm
9 Prophylaxis INH/B (if TB ruled out), CTX, Albendazole

* If on ART and failing current regimen, address advanced disease prior to ART regimen switch




THANKYOU!




