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LA NEUROLOGIA SUB SAHARIANA

Perche I'Africa
La transizione epidemiologica e sanitiaria
Nuova demografia, quale neurologia?

Modelli per gestire le malattie
neurologiche
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Epidemiologic and health transition in

sub-Saharan Africa
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Table 1. Population estimates (1950-2005) and projections
(2005-2050), by repion. Adapred from United MNations

(2007).

population
(billions) % increase
o 2005 Life expectancy 2000-2016

1950 2005 2050 2005 2050
Africa 0.22 052 200 311
Sub-Sgharan 0.18 077 176 327 ®
Asgia 1.41 394 527 179 34
Latin Amenca 017 056 077 233 38
Europe 0.55 073 0.66 33 ]
Marthern 0,17 033 045 04 34
America
South 1.72 530 7.95% 208 50
Morth 0.81 1.22 1.25 449 2

2.54 651 0.19 157 41
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Investimenti della Cina 2005-2017
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Stabilita dell’Africa
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Sub-Saharan Africa: the double burden of CDs and NCDs

People living with HIV by WHO FIG. 3.4

Estimated TB incidence rates, 2017

region, 2017
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«Boom» delle malattie neurologiche in Africa
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* In Africa le malattie neurologiche sono divenute la ¥

guarta causa di morte
* Uccidono piu della malaria e della TBC
* Fra 10 anni faranno piu vittime dell’AIDS (dati WHO)
* Quasi un decesso su due per epilessia avviene in Africa

http://www.who.int/gho/mortality_burden_disease/causes_death/top_10/en/



HIV

A risk factor for main neurologic disorders

Adults and children estimated to be living with HIV 2014

North Americaand Western and Eastern Europe
Central Europe & Central Asia
— 2.4 million ! \ 1.5 million
Middle East & North
~ Africa AW R
Caribbean 40 000

Asia and the Pacific
/5.0 million
[4.5 million—5.6
| _million]

280 000
[210 000 — 340 000]

/Sub-Saharan®
Africa
. 25.8 million |

Latin America
1.7 million |

[1.4 million—
2.0 million]

Total: 36.9 million [34.3 million— 41.4 million]

* Epilepsy
e Stroke
e Alzheimer

* Polyneuropathies

The merging burden of HIV infection and

stroke in the developing world

Neurologic disorders incidence in
HIV+ vs HIV— men

Multicenter AIDS Cohort Study, 1996-2011

) ABSTRACT
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1873-1880

* Mateen et al Neurology 2012;79: 1873-1880
e Benjamin et al. Neurology 2016 ; 86(4):324-33.



| neurologi in Africa subsaariana sono circa uno ogni
cinque milioni di abitanti.
Chi intercetta la maggior parte dei pazienti
neurologici?

e || medico di base?
* 'infettivologo?

e | clinical officers?
e Gliinfermieri?
* | local healers (guaritori locali)?

Bower and Zenebe. Neurology 2005;64:412-415



Epilepsy, changes in behavior and mental illness

Who did this?
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United Nations A resiser

m 1str.: 1
{ } General Assembly 24 Tomary 2012
=L

Sixty-sixth session
Agenda item 117

Resolution adopted by the General Assembly

[without reference to a Main Committee (4/66/L.1)]

66/2. Political Declaration of the High-level Meeting of the
General Assembly on the Prevention and Control of
Non-communicable Diseases

The General Assembly

Adopts the Political Declaration of the High-level Meeting of the General
Assembly on the Prevention and Control of Non-communicable Diseases annexed to
the present resolution.

3rd plenary meeting
19 September 2011

Annex

Political Declaration of the High-level Meeting of the
General Assembly on the Prevention and Control of
Non-communicable Diseases

27. Note with concern the possible linkages between non-communicable diseases

and some communicable diseases. such as HIV/AIDS, call for the integration. as
appropriate. of responses to HIV/AIDS and non-communicable diseases. and in this

regard call for attention to be given to people living with HIV/AIDS. especially in
countries with a high prevalence of HIV/AIDS. in accordance with national

priorities:
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Disease Relief through Excellent and Advanced Means
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Western countries

Triple therapy:
Viral load detection:

ARV during pregnancy :

Test and treat :
Specialized centres:
Drugs free:

HIV in 2000
Western and SSA health systems

yes
yes
yes
yes
yes
yes

Sub-Saharan Africa

Triple therapy:
Viral load detection:

ARV during pregnancy :

Test and treat :
Specialized centres:
Drugs free:

no
no
no
no
no
no



Western countries

Triple therapy:
Viral load detection:

ARV during pregnancy :

Test and treat :
Specialized centres:
Drugs free:

HIV in 2000
Western and SSA health systems

yes
yes
yes
yes
yes
yes

DREAM in Sub-Saharan Africa

e Triple therapy:

e Viral load detection:
ARV during pregnancy :
* Testand treat:

* Specialized centres:

* Drugs free:

yes
yes
yes
yes
yes
yes



DREAM is education and training

» More than 10,000 african personnel: doctors,
clinical officers, nurses, biologists, lab. technicians,
coordinators, managers, health personal —home
casre, counselling etc-, technicians for pc,
networking, renewable energies. 28 Pan-African
courses 2002-2016.

Modifies from Liotta et al. Int J Environ Res Public Health 2015; 12: 1324-39

gream
Comunita di Sant’ Egidio=”



The DREAM software
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DREAM laboratories

dream
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DREAM, a cost-effective model?

Medicine

Economic EvaLuaTiON STUDY

Cost-Effectiveness and Quality of Care of a Comprehensive
ART Program in Malawi

Stefane Orlando, PhD, Samantha Diamond, MPH, Leonarde Palombi, MD,
Maaya Sundaram, BS, MPA, Lauren Shear Zinner, M. Eng, Maria Cristing Marazzi, MD,

Sandre Mancinelli, MD, and Giuseppe Liotnia, MD

DREAM vs Malawi Ministry Health Program
After 5 years

— Costs per patient per year: 223,1 vs 136 USD
— Living patients 79,8% vs 60%
— DREAM
* Income per patient/year : 1° year 64,65 — 5°year 606,89USD

dream

omunita di Sant’Egidioi/)



DREAM and telemedicine
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Journal of the Neurological Sciences 391 (2018) 109-111 g Mt [ |
Contents lists available at ScienceDirect ‘ b)
Journal of the Neurological Sciences
]:L\}]:\IR journal homepage: www .elsevier.com/locate/jns I I I I E RN
PARAF F SR O S
o U
Letter to the Editor a o &

Teleneurology in sub-Saharan Africa: Experience from a long lasting HIV/AIDS health program (DREAM)
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DREAM and sustainability

Plant for Africa and Renewable Energy 1 4

Energy for Life: Electrical Wiring and Renewable Energy
Plant Design for Small-5cale Health Facilities in Africa

Giorgio Barbaglia 14 Plant for Africa and Renewable Energy 119

14 Plant for Africa and Renewable Energy 21
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Fig. 14.2 Solar plant on DREAM center. Balaka, Malawi

130 G. Barbaglia
Fig. 143 AROS SPS hyhrid solar inverters powering DREAM center and laboratory. Balaka,
P
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Fig. 14.15 Installing a hybrid solar power system at the DREAM center and laboratory. Mthengo PR ; Y 53 l e G
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Disease Relief through Excellent and Advanced Means
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Pope Francis visited a DREAM Sant’Egidio centre in
Kenya 2015

ared g

fmmunity of Sant’Egidiog

Merkel met Sant’Egidio several times (with
Andrea Riccardi and Marco Impagliazzo,
Founder and President respectively)

Sant’Egidio was invited to present The
\ DREAM program at the UN, 2016

President Bush visited Sant’Egidio also to ask of DREAM,
Rome 2007

Comunita dj
gANTEGIDIQ

Rome, [taly










The

Topics v Current edition

Economist

A shifting burden

The epidemiological transition is now
spreading to the emerging world

Even in poorer countries, chronic diseases are rapidly becoming a bigger
problem than infectious ones

& Print edition | Special report > o o @ @
Apr 26th 2018

Developing countries have to deal with two problems simultaneously.
The first: the absolute numbers of people with infectious diseases remains
high.
The second: people are living longer, but not necessarily in a healthy state




La transizione sanitaria in Africa

* Popolazione Africa 1950-2017:
225milioni -1miliardo e 250milioni

* |n Africa aumento NCD/croniche.

e Transizione sanitaria:

— dalle malattie «one shot», le malattie
infettive, alle malattie croniche:

* Presa in carico: novita assoluta per i
sistemi sanitari africani



A risk factor for main neurologic disorders

The double burden of HIV and neurologic
disorders in sub-Saharan Africa

Enhanced long term

Increased access to anti retention of HIV+ pts  getter monitoring of the
retroviral treatment for HIV+ HIV disease (viral load)

pt\ /

Increased life expectancy of millions
of HIV+ people

Neurologists in Africa - 51 nations

Millions population per neurologist
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Bower and Zenebe. Neurology 2005;64:412-415



The Global Burden of Neurologic Diseases

0,
% 100 -
M Subsaharan countries
80 -
M Western Europe
60 -
40 -
20 1 14
O — M‘VoraN.Neurology2014;83;349—351

DALYs Neurology

The African Region suffers more than 24% of the global burden of disease but has access to only 3% of health
workers:

Doctors

Malawi 0.018/1,000 inhabitants
Mozambique 0.055/1,000 inhabitants
Italy 4/1,000 inhabitants
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Figure 1. Total and proportionate investment in research funding by filovirus (A), by geographical location of lead research institution
(B), by source of funding (C), and by recipient of funding (D), in 2015 US$, 1997-2015.

Fitchett JRA et al. ) Global Health 2016; 6 (2): 1-10



US investments in global health R&D leverage private
sector funding

Each dollarthe
NIH investsin
basic research

GHTC x #innovate4health

http://www.ghtcoalition.org/pdf/Return-on-innovation-Why-global-health-R-D-is-a-smart-investment-for-the-United-States.pdf
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Economist Topics v Current edition More v

SPECIAL REPORT

— A shifting burden: The epidemiological transition is now spreading to the emerging world

An affordable necessity

Both in rich and poor countries,
universal health care brings huge
benefits

The argument for universal health care is clear. But getting there is difficult,
says John McDermott

I Print edition | Special report > O o @ e
Apr 28th 2018

Ebola: “No surveillance; no public health; no health system.” ... so few people trusted them when they
becameiill.

Ebola: rethink the approach to global health:

— shifting the emphasis from trying to eradicate single diseases to building health systems that are
resilient to diverse threats and less reliant on aid.

December 2017 World Bank and WHO report:

— at least half the world’s population does not have access to “essential” health services, such as
treatment for HIV, tuberculosis, and checks for high blood pressure.

— A 2017 survey on pts at a government hospital in Uganda discovered that
* 53% of their households had to borrow money to pay for treatment
* 21% sold possessions.
* About 17% lost their job.

Universal health care: the idea that everyone should be able to get the care they need without facing
financial ruin.




Life expectancy: income is not the only factor

The Economist - April 2018

I Rich rewards

“There is clear evidence that income is not the only e et
factor; the application of know|edge also matters. -_-—
“There are ways of ensuring good health at low i
incomes, and ways of spending large sums of money | UnitedStates
to no purpose,” he says. America is a case in point”
Population -
0
30~ 1o
! lIC 0 40 EID

For both governments and international
organisations, the hard part is to find ways to make
the best use of limited resources and then get on

with reform.

https://www.economist.com/special-report/2018/04/28/both-in-rich-and-poor-countries-universal-health-care-brings-huge-benefits



Who does deliver and where are
delivered services for patients carrying
chronic and neurological disorders in
sub-Saharan Africa?
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Economist

— A crazy system: Nobody spends enough on mental health

First things first

The importance of primary care

Good primary care is an essential precondition for a decent health-care system

K Print edition | Special report >
Apr 26th 2018



The importance of primary care - First things first
The Economist - April 2018

In sub-Saharan Africa people get their health care mostly from informal
private providers such as drug shops or unqualified practitioners
(drugsellers, local healers etc):

— Nigeria: 36-49%

— Kenya: 33%

— (November 2017, Disease Control Priorities report (DCP3)

Urban hospitals in poor countries:

— Full of people with simple problems: primary care largely insufficient

— At the ward entrance in many cases a list of prices
* $1.30 for catheterisation
* $3.90 for a transfer to a bed
* Once admitted: extras for food and supplies.
* Consultation can turn into negotiation.

Access to drugs
— In the WHO African Region, access to treatment for:
* HIV/AIDS 2017: 60% [45-73%)
e Epilepsy: 10-40%
— Inrural areas 66% of the population does not have access to preventive
medicines, and 33% must travel more than 30km to get treatment.

https://www.economist.com/special-report/2018/04/26/the-importance-of-primary-care
http://www.who.int/gho/hiv/epidemic_response/ART text/en/
http://www.who.int/mental health/management/epilepsy in African-region.pdf



https://www.economist.com/special-report/2018/04/26/the-importance-of-primary-care
http://www.who.int/gho/hiv/epidemic_response/ART_text/en/
http://www.who.int/mental_health/management/epilepsy_in_African-region.pdf

Open Access Research

BM) Open International variations in primary care

physician consultation time: a
systematic review of 67 countries

Greg Irving,” Ana Luisa Neves,?® Hajira Dambha-Miller,"* Ai Oishi,’
Hiroko Tagashira,® Anistasiya Verho,”® John Holden®

The epidemiological transition is increasing the demand for primary
healthcare worldwide

The length of the consultation is also increasingly under pressure and
there are concerns about the impact of less time with the physician.

The largest international review of consultation length includes six
languages, 67 countries and 111 publications, which represent 28 million
primary care consultations worldwide.

Irving G, et al. BMJ Open 2017;7:e017902. doi:10.1136/bmjopen-2017-017902



Open Access Research

BMJ) Open International variations in primary care
physician consultation time: a
systematic review of 67 countries

Greg Irving,! Ana Luisa Neves,?? Hajira Dambha-Miller,™* Ai Oishi,®
Hiroko Tagashira,® Anistasiya Verho,”® John Holden®

Primary care consultations last less than 5 minutes for half the world's population, ranging
from 48 seconds in Bangladesh to 22.5 minutes in Sweden

Country

Fig. 2 Average consultation length
in each country based on most
recent data.

Consultation length seems to be
shortening in some low and middle income
countries, which may have important
implications for population growth and the
expansion of treatment options.

-9

I 1 1 I
10 15 20 25
Consultation length (min)

Irving G, et al. BMJ Open 2017;7:e017902. doi:10.1136/bmjopen-2017-017902
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BM) Open International variations in primary care
physician consultation time: a
systematic review of 67 countries

Greg Irving,” Ana Luisa Neves,?® Hajira Dambha-Miller,"* Ai Oishi,’
Hiroko Tagashira,® Anistasiya Verho,”® John Holden®

* Shorter consultation length has been associated with:
— Multiple drugs prescribed to a patient (polypharmacy)
— Overuse of antibiotics
— Doctor burnout and 'depersonalisation’
— Poor communication with patients ADHERENCE/RETENTION

Irving G, et al. BMJ Open 2017;7:e017902. doi:10.1136/bmjopen-2017-017902
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BM) Open International variations in primary care
physician consultation time: a
systematic review of 67 countries

Greg Irving," Ana Luisa Neves,?® Hajira Dambha-Miller,’* Ai Oishi,®
Hiroko Tagashira,® Anistasiya Verho,”® John Holden®
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The importance of primary care - First things first

The “know-do gap”

* Training
— Consequences of short consultation time

* Inastudy in Delhi only 25% of providers asked parents whether there was blood or
mucus in the child’s stool.
* InIndia about half a million children die of diarrhoeal diseases every year.
* Health workers who had undergone MORE TRAINING provided more accurate
diagnoses.
But that alone is not enough.

* Accountability

In one study: 74% of Indian clinicians were able to report on how to deal with
patients suffering from angina, asthma or diarrhoea

But: when visited by mystery “patients” presenting with exactly these
symptomes, just 31% treated them correctly.

One explanation for the “know-do gap”:
* Clinicians can get away with under- or over-treatment when they are not held

accountable for their work. NETWORK, COMMUNICATION, RELATIONSHIP

https://www.economist.com/special-report/2018/04/26/the-importance-of-primary-care



Malawi: > 80% vive in aree rurali
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Epilepsy: mobile clinic




























Epilepsy: OPD .




Epilepsy: OPD .
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Improving epilepsy in sub-Saharan countries
The need to improve culture

XY World Health
¢ Organization

/ﬁ‘ Health Topics v Countries v News v Emergenciles v About Us v

Mental health

Mental health home International Epilepsy Day

Mental Health Action Plan 2013- 9 February 2018 - International Epilepsy Day, on 12 February,

2020 is an opportunity to raise awareness of epilepsy, what it is, how
it can be treated, and what is needed to bring treatment to all
» mhGAP people who need it.

The ability of health workers to diagnose epilepsy, the
availability of medicines and research into the health and social
care response to epilepsy are just three areas of action for
WHO and partners.

Evidence and research
Policy and services
Maternal and child mental health

For more information on epilepsy
Neurology and public health

International Epilepsy Day

Mental disorders Leigh Lacobuccl
Health nurse, Ghana

Suicide prevention

Mental health in emergencies

— Mental health publications __Hiahlights International Epilepsy Day Treating and defeating WHO Information Kit on ‘ ,
ww.who.int/news-room ! . . 2




Costo/anno/paziente con epilessia in Africa sub-Sahariana

BMJ 2012;344:e609 doi: 10.1136/bmj.e609 (Published 2 March 2012)

Table 2 (continued)

WHO African sub-region AfrE

Annual Cost effectiveness ratio
Annual DALYs
cost per saved per
capita million
Intervention (Sint) population Average® Incrementalt
Epilepsy /
EPI-1: Older antiepileptic dru primary 0.36 1360 265 265
care at 50% coverage
EPI-2: Older antiepileptic in primary care 0.63 2176 288 325
at 80% coverage
EPI-3: Newer antiepileptic in primary care 0.63 1360 465 Dominatedt
at 50% coverage
EPI-4: Newer antiepileptic in primary care 1.06 2176 488 Dominatedf

at 80% coverage

Chisholm D & SaxenaS. BMJ 2012;344:e603 doi: 10.1136/bmj.e609

* Costo/paziente/anno USA:
2,051-11,354S

Gestito da infermieri

70% therapeutic gap in sub-Saharan Africa
Isolamento degli operatori sanitari e malati
Grave carenza formativa

Insufficiente e discontinua disponibilita dei
farmaci antiepilettici

Gestito in centri per malattie psichiatriche:
doppio stigma

Quale futuro per un paziente epilettico in
quelle regioni?



Epilepsy: main causes of death

Table 1.1 Cause-Specific and Excess Deaths Associated with Mentsl, Neurological, and Substamce
Use Disorders, Elobal Burden of Disease Study, 2110

TarsE-me N ieaths Excess ieabis
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Mt 17, 15 "Signore abbi pieta di mio figlio. Egli € epilettico e soffre
molto; cade spesso nel fuoco e spesso anche nell'acqua”
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United Nations A resiser

m 1str.: 1
{ } General Assembly 24 Tomary 2012
=L

Sixty-sixth session
Agenda item 117

Resolution adopted by the General Assembly

[without reference to a Main Committee (4/66/L.1)]

66/2. Political Declaration of the High-level Meeting of the
General Assembly on the Prevention and Control of
Non-communicable Diseases

The General Assembly

Adopts the Political Declaration of the High-level Meeting of the General
Assembly on the Prevention and Control of Non-communicable Diseases annexed to
the present resolution.

3rd plenary meeting
19 September 2011

Annex

Political Declaration of the High-level Meeting of the
General Assembly on the Prevention and Control of
Non-communicable Diseases

27. Note with concern the possible linkages between non-communicable diseases

and some communicable diseases. such as HIV/AIDS, call for the integration. as
appropriate. of responses to HIV/AIDS and non-communicable diseases. and in this

regard call for attention to be given to people living with HIV/AIDS. especially in
countries with a high prevalence of HIV/AIDS. in accordance with national

priorities:



Retention on antiretroviral therapy in
sub-Saharan Africa

505,634 patients

¢ 2018, 21025084

ey.com/dolf10.1002 i full | hittps/dolorg/10.1002/jia2 2508

Hazs AD et al
http-/fonlinelt

Table 2. Cumulative incidence of antiretroviral therapy outcomes

Cumulative incidence of antiretroviral therapy outcomes (95% Cl)

Recorded in clinic Adjusted with point Adjusted with lower Adjusted with upper

databases”

estimate”

limits of CI°

imits of CI®

1 year
Retained an ART

Lost to follow-up/stopped ARTS

Died
2 years
Retained on ART

Lost to follow-up/stopped ART®

Died
3 years
Retained on ART

Lost to follow-up/stopped ART

Died
4 years
Retained on ART

Lost to follow-up/stopped ART

Died
5 years
Retained on ART

Last to follow-up/stopped ARTS

Died

768 (767 to 770)
19.6 (195 to 1%7)
35350 3.6)

8.8 (687 to 6%0)
267 (264 to 26.9)

44 (4.4 to 4.5)

62.8 (627 to 630)
321 (320t0 323)

50(50t051)

57.5 (574 to 57.7)
36.9 (368 to 37.1)

56 (55t05.6)

[5 1% to 523)
BPE (416 to 420)

60 (6.0 to 6.1)

831 (830 to 832)
85 (85 to 84)
84 (8.3 to 84)

J73 (776 to 778)
117 (116 to 118)
1006 (105 to 10.7)

738 (737 to 739)
142 (141 to 143)
1211120 to 12.2)

702 (701 to 70.3)
164 (163 to 165)
134 (133 to 135)

A66 (664 to 688)
188 (184 to 189)
47 (145 to 148)

79.7 (794 to 79.8)
14.2 (141 to 14.2)
6.2 61t 62)

72.9 (728 to 730)
19.3 (132 to 19.5)
7877 to78)

67.9 [67.7 to 68.0)
23.3 (232 to 234)
8.8 (87 to8?)

63.3 (632 to 63.5)
26.9 (268 to 270)
9897 to 55)

58.7 (585 to 589)
30.6 (304 to 308)
10.6 (105 to 10.7)

87.5 (874 to 87.4)
08 (08 to08)
117 (116 to 118)

841 (B39 to 8432)
11{11ta11)
14.9 (148 to 150)

816 (815 to 818)
13 (13 to 14)
170 (165 to 17.2)

795 (79.3 to 79.6)
15 (15 to 1.4)
150 (188 to 19.1)

F74 (772 t0 775)
18 (17 ta 18)
208 (207 to 21.0)

Data are cumulative incidences of antiretroviral therapy outcomes (in %) and $5% confidence intervals for patients starting antiretroviral therapy.
Time is measured in years from start of antiretroviral therapy.

Crude estimates show cumulative incidence of death, lass to follow-up and retention on ART as recorded inthe clinic database.

“Adjusted estimates carrect for underreporting of martality and transfer out based on the paint estimates and 95% confidence intervals (Cls) for
martality (20.8%, $5% Cl: 113 to 35.1%) and seff-transfer (35.9%, 95% Cl: 148 to 60.9%) among patients lost to follow-up. Adjustment parame-
ters are derived from a meta-analysis of tracing studies [11).

“In the adjusted analyses patients alive but not retained on ART are assumed to have stopped ART.

Haas AD et al. J Int AIDS Soc 2018, 21:e25084



Epilepsy, changes in behavior and mental illness

Who did this?
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Retention in DREAM

DO: T 111 1 hiv. 12492
& 2017 British HI Association HIV Medicine [2017], 18, 571579

ORIGINAL RESEARCH

Who will be lost? lIdentifying patients at risk of loss to
follow-up in Malawi. The DREAM Program Experience

5 Mancinelli,' K Nidsen-Saines,” P Germano,” G Guidotti,* E Buonoma,' P Scarcella,” R Lunghi,* H Sangare,”

5 Orlandn,* G Liotta,' MC Marazzi® and L Palombi’

'Department of Biomedicine and Prevention, University of Rome Tor Vergata, Rome, ftaly, “Department of Pedia trics—
Infectious Discase, University of Califomia Los Angeles, Los Angeles, CA, USA, “DREAM Programme, Rome, Ttaly,
*DREAM Progmmme, Blantyre, Malowi and "LUMSA University, Rome, Ttaly

Ohjertives

Retention of subjects in HIV treatment programmes is crucal for the suocess of treatment.
We evaluated retentionfloss to follow-up [LTFU) in subjects receving established care in

Mal awi.

Methnds

Data for HIV-positive patients registensd in Drug Besource Enhancement Against AIDS and
Malnutriton centres in Malawi prior to 2014 wer reviewed. Visits entailing HIV testing/
counselling, laboratory evaluations, nutritional evaluationfsupplementastion, community suppaort,
peer education, and antirdroviral [ART) monitoring/pharmacy were noted. LTEL was defined as

> 90 days without an encounter. Parameters potentially associated with LTFLU were explored, with
univariate/mul tivariate logistic regression analyses being performed.

Results

Fifteen thousand and ninety-nine patients registered before 30 14; 202 (1300 were lost to fol low-up
[LTFU) (1.3%). Nine (0.5%) of 1744 pacdiatric patients were LTEU ps. 1.4% (n = 193) of 13 355
adults [P < 0,001). Subjects who were LTEU had fewer days in care than retained subjects (1338 vs.
1544, rspectively; P < 0.001) and a longer duration of ART (1530 vs. 1300 days, respectively;

P = 0.001). Subjects who were LTFU had higher baseline HIV viral loads [P = 0.016) and higher
body mass indexes (P < 0.001), were more likely to live in urban settings (BB% of patients whao
were LTFU lived in urban settings) with better housing [rdative risk (BR) 2.3; 95% confidence
interval (Cl) 1.67-3.09; P < 0.001], and wen more likely to be educated (RR 1.88; 953% Cl 1.42—
2.50; F = 0.001). Distance to the centre and cost of transportation were associated with LTFLU [RE
3.4; 95% Cl 2.84-5.37; P < 0.001), as was absence of a maternal figure [RR 1.57; 950 Cl 1.17-2.09;
P = 0.001). Viral load, distance index, education and & maternal figure were predictive of LTFLL

Conclusions

Educated, urbanized HIV-infected adults living far from programme centres are at high risk of
LTEU, particularly if there is no maternal figure in the household These varables must be taken
into consideration when developing metention strategies,

Keywords: HIV, loss to follow-up, Malawi, predictors, retention

Accepted 17 November 2016
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DREAM and the 2020 UNAIDS 90-90-90 goal

AlDS RESEARCH AND HUMAN RETROVIRUSES
Volume 32, Number 8, 2016

& Mary Ann Lisbert, Inc.

DOk 10, 108 20150568

Virological Response and Drug Resistance 1 and 2 Years
Post-Partum in HIV-Infected Women Initiated on Life-Long
Antiretroviral Therapy in Malawi

Sandro Mancinelli] Clementina I'-."lana Galluzzo® Maum Andrecuttl Giuseppe Liotta” Haswel Jere?
Jean-Baptiste Sagno” Roberta Amici® Maria Franca F‘lnll-::u Paola Scarcella, Maria Cristina Marazzi’
Stefano Vells® Leonardo Palombi! and Marina Giuliano®

Abstract

The objective of this study was to determine the virological response and the possible emergence of drug
resistance at 1 and 2 years postpartum in HIV-positive pregnant women enrolled under the Upunn B approach
and meeting the criteria for reatment. In the smdy, women with baseline CD4" <350/mm” received a com-
bination of stavadine, lamivodine, and nevirapine during pregnancy (from week 235 of gestation) and continued
it indefinitely after delivery. HIV-RNA was measured at 12 and 24 months postpartum. Drug resistance
mutations were assessed in those with HIV-RNA =30 copies/ml. Baseline resistance mutations were assessed in
the entire cohort. A total of 107 women were studied. At baseline, resistance mutations were seen in 6.6% of the
women. At 12 months, 26.7% of the women had >50 copies/ml and among them 12.9% had virological failure
(HIV-RNA =1,000 copiesfml). At 24 months, detectable HIV-RNA was seen in 28.3% of the women and
virological failure in 10.1% of thie women. Resistance mutations { mainly non-nucleoside reverse transcriptase

“TTihi BLOrs LN OS] Were seen i ane of the women with detectable HIV-RMNA. Baseline mutations did not
correlate with virological failure or the emergence of resistance at later ime points. Yirological failure 2 years
postpartum and emergence of resistance were rare in this cohort of HIV-infected women. These findings are
reassuring in the light of the new strategies for the prevention of mother-to-child HIV transmission, re-
commending life-long antiretroviral therapy administration.

redarmn

Comunita di Sant’Egidio- &,)



DREAM and chronic diseases: TB

Clinical Infactious Diseases TE -
WIDSA =

Tuberculosis Case Finding With Combined Rapid Point-
of-Care Assays (Xpert MTB/RIF and Determine TB LAM)
in HIV-Positive Individuals Starting Antiretroviral Therapy
in Mozambique

Marco Roridia,” Fausto Ciceacei” Mauro Andreotti,' Archa Hassane,” Zita Sidumo,” Nurja A lhqnd,’ Horacio Sul:mma Muhlavasse I]:'nd 4

Elsz Mutemba,” Junia Cebola,” Remigio José Mugunhe.® Fabio Riccardi,* Maria Cristina Marazzi,” Marina Giuliamo,' Leonardo Palombi.* and

Sandro Mancinelli®

"Nertinall Cantar for Global Haalth, Ititetn Superio di Sanisd and "DREAM Program, Commenty of 5 Egldu foma, haly: OAEAM Program, Commenity of 5. Egidio, Mapein, 0REAM Program,
Commenity of 5. Egidio, Machawe, and DREAM Program, Commenisy of 5. Egidie, Bora, Mozambigue; “Togartmast of Biomedicing ané Pravention, Unwvarsizy of Rome Tor Yergata and "LUMSA
Urnmrsity. Aome, faky

Background., Tuberculosis is 2 major health concern in several countries, and effective diagnostic algorithms for use in human
immunadeficiency virus (HIV)-positive patients are urgently needed.

Methods. At prescription of antiretroviral therapy, all patients in 3 Mozambican health centers were screened for tuberculosis,
with a combined approach: World Health Organization (WHO) 4-symptom screening (fever, cough, night sweats, and weight loss), a
rapid test detecting mycobacterial lipoarabinomannan in urine (Determine TB LAM), and a modecular assay performed on a sputum
sample (Xpert MTB/RIF; repeated if first result was negative). Patients with positive LAM or Xpert MTE/RIF results were referred
for tuberculosis treatment.

Results.  Among 972 patients with a complete diagnostic algorithm (58.5% female; median CD4 cell count, 278/ pl; WHO HIV
stape [, 66.8%), 98 (10.1%) tested positive with Xpert (90, 9.3%) or LAM (34, 3.5%) assays. Compared with a single-test Xpert strat-
egy, dual Xpert tests improved case finding by 21.6%, LAM testing alone improved it by 13.5%, and dual Xpert tests plus LAM testing
improved it by 32.4% . Rifampicin resistance in Xpert-positive patients was infrequent (2.5%). Among patients with positive results,
22 of 98 (22.4%) had no symptoms at WHO 4-symptom screening. Patients with tuberculosis diagnosed had significantly lower CTd
cell counts and hemoglobin levels, more advanced WHO stage, and higher HIV ENA levels. Fifteen (15.3%) did not start tubercu-
losis treatment, mostly owing to rapidly deteriorating clinical conditions or logistical constraints. The median interval between start
of the diagnostic algorithm and start of tuberculosis treatment was 7 days.

Conclusions. The prevalence of tuberculosis among Mozambican HIV-positive patients starting antiretroviral therapy was
10#%, with limited rifampicin resistance. Use of combined poini-of-care tests increased case finding, with a short time to treatment.
Interventions are needed to remove logistical barriers and prevent presentation in very advanced HIV/tuberculosis disease.

Keywords. Tuberculosis; HIV; Xpert MTB/RIF; LAM; Africa.
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Primary health care to deliver services for .
chronic diseases: the DREAM model
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DREAM, a primary health care system:
to be ready for new challanges
Ebola Guinea 2014

Prevenzione al centro DREAM di Conakry

INFORMATIONS SUR LE VIRUS EBOLA

PREVENTION DE L'INFECTION AVEC VIRUS EBOLA

Lezione per la prevenzione di Ebola al centro DREAM di Conakry d r e G ' ! l

'Communauté de SantEgidio <4,



gione

The DREAM program delivers services for
chronic diseases in sub-Saharan Africa

Main achievements of DREAM:

* High retention

* High survival

* Education and training
 Communication and relationship
* Prevention

* Scaling up of programs for CDs and
NCDs

* Networking and partnership

I I Un modello italiano costruito sull’eccellenza



1. YEAR IN BRIEF

ACCESS ACCELERATED:

YEAR ONE REPORT

< conTENTs P

‘We are also working in close partnership with the Union for International
‘Cancer Control's (UICC) City Cancer Challenge, & ground-breaking initiative to
enhance quality cancer care at a city level. Four Key Learning Cities launched
inthis first year are up and running — Cali in Golombia, Asuncidn in Paraguay,
‘Yangon in Myanmar and Kumasi in Ghana. We are now identifying gaps to
develop sustainable solutions that can be scaled-up and applied to other cities.

Az part of our commitment to increase our own individual company efforts,
welannched or extended 27 company access programmes in 2017, These
programmes span 15 LMICs and eight disease areas.

Critical to Access Accelerated is our ability to track progress and continuously
‘adapt our approach. We have put independent measurement at our core

by working with Boston University's School of Public Health to develop a
framework that will rigorously measure and evaluate our programmes.

In 2018, we will build cn the progress made in year one. To contribute to the
achievement of SD{G 3.4, which targets a reduction in the number of premature
deaths from NCDs and the promotion of mental health and well-being, we must
continue to listen, learn, work across silos and put the patient at the centre of all
ourefforta.

‘Wewill launch our remaining pilots, advance learnings across programmes,
and expand local dialogues on how to advance NCD care in alignment and
ecllaboration with country stakeholders.

Aswe reflect on 2017’5 activities and achisvements in this report, we would
like to thank all of our partners and colleagues, who have worked tirelessly to
improve people’s health.
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8. LOOKING AHEAD:
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