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* Advanced HIV disease (AHD) remains a major cause of
morbidity and mortality among children and adolescents living

Background & Aim 9 Methods

« Design: UPART is a consented observational cohort study of CALHIV in routine care, individual level data
are extracted from electronic medical records to address priority public health questions.

with HIV (CALHN)- * Inclusion criteria for analysis: CALHIV age <19 years enrolled at three participating centres (2 Regional
« In 2022, Uganda adopted the WHO STOP AIDS package 3 ggggriglzl-(l);;pitals (Lira, Hoima) and Mildmay non-profit centre (Figure 1); in follow-up during the period
comprehensive framework for AHD management. . Definitions: CALHIV eligible for AHD screening were defined as

SUB-REGIONS IN UGANDA

* naive patients at initiation of ART,
* virological failure on ART (defined as confirmed viral load (VL>1000 copies/mL, or

« presenting with a new / recurrent WHO stage 3 or 4 diagnosis (who did not meet (i) or (ii) in the
previous 3 months).

 AHD was defined as WHO stage 3/4, CD4 < 200 cells/mm? if aged=5 years or CD4 < 25% if < 5 years.

Aim: To assess

(i) Completeness of AHD screening
and

(ii)) AHD prevalence

in CALHIV eligible for screening in
routine HIV care from 2023-2025
within the Ugandan Paediatric and
Adolescent Antiretroviral Therapy
(UPART) cohort.

e Results

Outcomes of interest:
a) Among CALHIV eligible for AHD screening, the proportion screened for each of the following components:

(i)malnutrition, (ii) WHO HIV disease stage, (iii) CD4 cell count, (iv)TB LAM among those with CD4<200
cellsimm3 and (v) serum CrAg among those aged >10yrs and CD4<200 cells/mm3. Screening was considered
completed if conducted within 3 months of eligibility date.

b) Among CALHIV with >1 component of AHD screening, the prevalence of AHD

c) Among CALHIV screened for AHD and had no evidence of advanced disease and had 12-months of
subsequent follow-up, the proportion who developed AHD within 12-months after screening.

Figure 1. Map of UPART sites included in analysis

Study population & eligibility for AHD screening

 Among 1,666 CALHIV in follow-up
between 2021 and 2025, 263
(16%) had a total of 297 occasions
meeting the criteria for AHD

WHO stage 3/4 Table 1. Characteristics by reason for eligibility

23.9% (n=71)

Viral failure
(n=105)

Characteristics at time of Started ART WHO stage 3/4

ART initiation (n=71)

40.7% (n=121)

AHD eligibility

screening. 297

. Of these, reening Site, Hoima RRH 49 (40%) 16 (15%) 56 (79%)
. 40.7% were newly diagnosed with Lira RRH 28 (23%) 51 (49%) 13 (18%)

HIV and initiating ART, Mildmay 44 (36%) 38 (36%) 2 (3%)

* 35.4% experienced viral failure Viral failure

on ART. and 35.4% (n=105) Sex, female /8 (64%) 50 (48%) 37 (52%)
+ 23.9% had already initiated ART e o e aible Jor Age, years [IQR] 7 [2,16] 15 [11,17] 13 [6,16]
e s oum T teaw

. Years since ART initiation - 9 [5, 14] 61[3, 9]

* Table 1 summarizes the characteristics at time of AHD eligibility by
reason for eligibility. Median age was 7 years among those newly
initiating ART and 13-15 years in the other groups.

On DTG-based ART -

105 (100%)

AHD prevalence

71 (100%)

AHD screening components completed

Of the 297 eligible occasions, 90% had =1 AHD screening components
completed (Figure 3). The most completed screening was for
malnutrition (81%) while only 21% had evidence of CD4 screening.

Among 4 children/adolescents aged >10yrs with CD4<200 cells and
eligible for serum CrAg test, 2/4 (50%) were screened. A further 7 without
CD4 data were screened. All were negative.

Among 22 children/adolescents with CD4 <200 cells and eligible for TB
LAM screening, 11/22 (50%) were screened. A further 4 without CD4 data
were screened. Overall, 24% (7/29) were positive.

© concLusion

* There were no deaths.
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Figure 3. AHD screening completed, overall and by specific components diagnosis. initiation 3/4
Figure 4. AHD prevalence among those screened,

overall and by reason for eligibility

AHD diagnosis within 12-month of follow-up

 Among the 187 children
screened with no evidence of
AHD and had 12-months of
subsequent follow-up, 7 (3.7%)
went on to have an AHD
diagnosis within the 12-month
period (Figure 5).

3.6%

developed AHD
within 12 months

Figure 5. AHD
diagnosis within
12 months follow-up
among those AHD-
free at initial

screening

90% of eligible children had at least one component of AHD screening completed; however only one in five received a CD4 test, indicating substantial
missed opportunities for complete AHD screening.

Among those screened, over one-third had AHD. This is likely an under-estimate due to incomplete screening. In this analysis, children aged <5 years with
missing CD4% and no clinical indication of advanced disease were not classified as having AHD.

These findings highlight missed opportunities for early detection and intervention of AHD within routine HIV care for CALHIV in Uganda.
Strengthening complete AHD screening at ART initiation and among CALHIV with treatment failure or clinical progression is essential to improve AHD care.
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