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Talk Outline

The rising burden NCDs in LMICs

Leveraging HIV Investments for NCDs

The PEPFAR NCD Project — The Role of Research
The Role of Data



The Context

Figure 1: Premature (Under Age Sixty) Deaths From NCDs
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Underlying Data Source: Institute for Health Metrics and Evaluation, Global Burden of Disease Study 2013.

Council on Foreign Relations: Daniels and Donolon Chairs: The Emerging Global Health Crisis: Noncommunicable Diseases in Low-and Middle-Income Countries (Fall 2014)
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http://www.cfr.org/diseases-noncommunicable/ncds-interactive/p33802#!/
http://www.cfr.org/diseases-noncommunicable/ncds-interactive/p33802#!/

Four NCDs with the Greatest Burden

Figure 4: Cause of NCD Deaths in Low- and Middle-Income Countries

Neoplasms (cancer)

l Cardiovascular and
circulatory disease

_hronic respiratory disease

. Cirrhosis of the liver

B Digestive discases
(except cirrhosis)

[l Neurological disorders

Mental and behavioral
disorders

Diabetes, urogenital,
l blood, and endocrine

» Musculoskeletal
“ disorders

. Other noncommunicable
diseases

Data Source: Institute for Health Metrics and Evaluation, Global Burden of Disease Study 2013.
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If We Do Nothing.......

COUNCILon. Noncommunicable Diseases
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NCD Economic Toll

MNCDs will inflic

21 trillion
- in losses

in developing countries

over the next two decades

At the global level, the World Economic Forum (WEF) projects that NCDs will inflict $21.3 trillion in losses in developing countries
over the next two decades—a cost nearly equal to the aggregate economic output of these countries in 2013. For these reasons,

the WEF has ranked NCDs as a greater threat to global economic development than fiscal crises, infectious diseases, natural
disasters, and crime and corruption. 6



People with HIV, Live Longer, Age Faster
Get Non-communicable Diseases

"The medical issues in treating people with HIV have changed.
We're no longer as worried about infections that come from
being immunocompromised. Now we worry about diseases
related to ageing, like cardiovascular disease, neurocognitive
impairment and liver problems." toward Fox, study co-author

*An Epigenetic Clock Measures Accelerated Aging in Treated HIV Infection
Konstantinos Boulias, Judy Lieberman, Eric Lieberman Greer Molecular Cell, volume 62, Issue 2 p 153-155 21 April 2016




Case Study |

* 43 year-old woman diagnosed with HIV in 2001
* Presented with esophageal candidiasis; CD4 was 15
* Started on Zidovudine, Lamivudine and Efavirenz

* Clinical condition improved: significant weight gain &
CD4 increased to 450 in 2005

* Yearly viral load monitoring from 2005 to 2008 was
below 400 copies/ml(LOD)

° Patient never missed medical appointments

Kwasi Torpey, MD, MPH, PhD, FGCP, FHI 360



Case Study (Cont.)

In April 2008, patient was rushed to the emergency
room due to sudden collapse

Patient was deeply comatose, BP 200/130mmHg
Patient died within 2 hours of admission

Post-mortem examination showed massive
Intracranial hemorrhage

How can events like this be prevented among HIV
patients and the general population?



Epigenetic Age
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Trends in Comorbidities

Trends in Comorbid Conditions Mentioned with HIV Disease on Death Certificates, United States, 2000-2010

Kpandja (KP) Djawe, Kate Buchacz, Charles Rose, and John T. Brooks
Epidemiology Branch, Division of HIV/AIDS Prevention, Centers for Disease Control and Prevention, Atlanta, Georgia, USA

—

Table 2. Estimated Tempaoaral Trends in Coefficient of Association in Deaths with HI'W
Cause and Select Non-AlDS-related Condition or AlDS-defining Condition Causes

Condition Trend in 11-year 26 P-walue
coefficient of change
association

Heart diseasea 0.10 115.7 <1001
Cerebrovascular disease .05 S56.4 <0.01
Chronic liver disease 0.02 22.2 <001
Diabetes mellitus [ Wy Fo.8 <001
Kidney disease -0.002 -2.2 0.55
Lung cancer 0.21 257.0 <01
Liver cancer 0.18 216.9 <001
Colon cancer 018 216.9 <001
MMelanoma 0.15 178.0 <001
Aanal cancer 0.15 178.0 <001
Oropharyngeal cancer 0.27 341.0 <001
Priewmocystis preuneonia =004 -A43.1 <001
MNMon-Hodgkin's lymphoma -0.08 -B4.6 <001
Nycobacterivm awicnm complex -0.10 -104.7 =<0.01
Cryptococoosis 0.0 -43.1 Q.01
Cytomegalowirus -0.08 -84.5 <001
Toxoplasmosis -0.002 -2.2 091
Kaposi™s sarcoma 0,001 1.1 097
Candidiasis -0.06 G4, 1 =<0.01
Histoplasmosis -0.07 -74.4 0.02 11




Leveraging the Huge Investment in HIV/AIDS

Figure 3: DAH and disease burden by health condition, 2010%
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*WHO Global coordination Mechanism on the prevention and control of NCDs — Working group on how to realize governments
commitment to provide financing for NCDs Policy Brief Bilateral and Multilateral Financing for NCDs by Rachel Nugent February 12
15, 2015



Lessons Learned from HIV » NCD

1. Too few medical health specialists

2. Little access to health care in rural areas
3. Many people to treat, few resources

4. Too few drugs, too expensive, hard to obtain,
stock out, hard to take

5. Patients don’t remain in care
6. New Funding Paradigms
7. People unaware of HIV/AIDS and its effects

8. National Policies need to be added

9. Need for data and results to report to funders,
policy makers

Task Shifting, Medical Training Strengthened

Decentralization -- Care to rural primary care
centers

Public Health Approach (decentralization,
simplification)

Decentralization, Strengthened Supply Chain,
Research to find new combination medication
mHealth, support groups

Global Fund, PEPFAR

CHW Education, Public Education, Medical
Education

The ‘three ones’ approach: one national coordinating body, one
national guideline, one national M&E system, one essential
package of care for facilities at each level of the health system

Work with WHO and others to determine metrics
and monitoring systems

13



Research to Guide Practice

Enhancing HIV/AIDS platforms to address NCDs in low-resource
settings (PEPFAR- NCD PROJECT)

To bring together researchers, implementers and policy-makers to
articulate practical goals, approaches, and related research agendas to
support LMICs as they strive to sustain and enhance the gains in
HIV/AIDS prevention, care, and treatment and address the rising
burden of chronic NCDs.

http://www.fic.nih.gov/About/Staff/Policy-Planning-
Evaluation/Pages/pepfar-ncd-project.aspx

4



http://www.fic.nih.gov/About/Staff/Policy-Planning-Evaluation/Pages/pepfar-ncd-project.aspx

Partnhers

NIH

* FIC, NCI, NHLBI, NIAID, NICHD, NIDDK, NIMH, NIMHD, NINDS, OAR,
NINR (11)

Other USG Agencies
°* CDC, OGAC, USAID

International Organizations
°* UNAIDS, Global Fund, WHO

Implementers/NGOs
°* AMPATH, FHI-360, leDEA, Jhpiego, Malawi, MOH, MSH, PATH, PIH

Additional Experts
* CUNY, University of Chicago, University of Washington, UCSF

15



Research to Guide Practice: Enhancing HIV/AIDS Platforms to

Address Chronic, Non-Commum tseases in Low Resource Settings
Z/—\ /Program Models Workshop —
efining the Scope — Phase Phase 3

* Determined structure and * Discuss lessons learned from Supplt-.:'ment - Phase 4
roles HIV/NCD program models * Publish supplement

* Defined project and areas of ® Established Community of Practice |dednt|fy|ng Iﬁsson; Ie]:carned
focus . and research needs for

\\I;efined the research agenda

HIV/NCDs
eleased modeling call

Landscape Analysis — 3 group

September, 2014»  July, 2015 April, 2016 Fall 2016 m

Implementation Science Training-
Phase 4
® Conduct training on implementation

science in preparation for Fogarty’s
Chronic Care RFA

Phase 2

* Reviewed & discussed landscape
analyses

® Key Activities

Identified key research questio

Outreach Efforts Peer-Reviewed Articles

ENHANCEMENT AND IN ON OF HIV/NCD CARE
PLWH LIVE LONGER HEALTHIER LIVES




®Focus NCDs: CVD, Cervical Cancer, Depression, Diabetes ®Based on program model catalogue

*HIV/NCD Integration Model
Diagnosis & Treatment & Adherence & Linkage/

Prevention

Screening Referral Follow-Up Consistenc

—— *leveraging lessons learned; cost-effectiveness; effective communications, education, and training: e —————ir e e
® opportunities for in-country and transnational research; what do the provider and the patient think (formative);
®understanding and leveraging the role of community health workers; understanding self testing, self care,

- ®Risk awareness & ®POC testing, EMS, ®|ntegrated HIV/NCD ®Self-management,
3 behavior change, risk diagnosis confirmation, & protocols, treatment monitoring, follow-up
é reduction education referral, worker training & medications, lifestyle appointments,
o~ task-shifting interventions psychosocial support,
83 : : hahavinor c.har‘.ge
2 oy SO N el ey et o SRS
S < modes are the most effective? Who . . . ?g, h _ g groups be leveraged to
E delivers the message? How do you !nclud'lng self scr.eenlng.. What health workers, treatm.ent for address ARTS; how best to
ﬁ integrate materials for education is the |mpacz of'mtegratlng depressmn; cost-effectiveness understand the client
e and training? NCDs for 90% virally of integrated treatment; how holistically
suppressed? does integration effect quality
- ® Community prevention ®Municipal & door-to- ® Medication information, ®Trained peer educators,
g campaigns, including door screening & community lifestyle peer support groups,
< school-based, risk education campaigns, interventions, convenient family & community
2~ reduction, lifestyle CHW training, referral access to medications support for behavior
S35 education change
E E ®Focus on primary & secondary ®What is the effectiveness of home- *How should CHW be included- is
Ss prevention; how best to .address lifestyle based screening; how can it be better there a stigma around home visits?
5 gzrlj;f;g?tgzaa(si.g.r, cnhuatrl;lt:ao(n\zl,hv;/::’is;el\;cgg designed; how to connect’ with hard-to- e\What are the risk factors for
3 ) 8 reach commLfnmes; YVhat s the best way treatment failure? What is the role of
= equivalent of condoms?) to adapt to differentiated care depression?
®National risk reduction ®Funding and access to ® Access to integrated ® Adequate access to on-
= campaigns; funding for screening services, services and medications, going services, lifestyle
» . . . .
g prevention services referral >> supply chain policies (e.g., tobacco tax)
2
S ®Population-level: salt reducti ®Can the HIV infrastructure ®How do program ®What is the impact of
§ strategies be leveraged to provide partnerships, including MOH, community-centered health
o ervice delivery: how to ensure basic health vital signs; what impact utilization of drugs? not disease focused)?
community wellness; how to would the impact of this be? What can be learned from the

connect with hard-to-reach po HIV supply chain?




NIH RFAs Covering HIV/NCD Integration

* FIC:Global Non-communicable Diseases and Injury
Across the Lifespan: Exploratory Research (R21)
(PAR-16-052) Due Feh. 22, 2017

* NIMH: Research Partnerships for Scaling Up Mental
Health Interventions in Low- and Middle-Income
Countries (U19) (PAR-16-174) Due June 15 2016

* NCI: Planning for Regional Centers of Research
Excellence in Non-communicable Diseases in Low
and Middle Income Countries (P20) August 3, 2016
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http://grants.nih.gov/grants/guide/pa-files/PAR-16-052.html
http://grants.nih.gov/grants/guide/pa-files/PAR-16-174.html
http://grants.nih.gov/grants/guide/rfa-files/RFA-CA-15-007.html

Case Study IlI: Screening and Treatment of
Hypertension in PLWH in Malawi

Problem

High burden of undiagnosed and untreated hypertension in people living with
HIV in Malawi (estimated that 46% of people living with HIV had elevated blood
pressure).

Policy Option 1: Integration of hypertension screening and treatment into existing
HIV clinic structures

Policy Option 2: Hypertension screening within HIV Clinics and Subsequent
Referral

Policy Option 3: Development of a Comprehensive Chronic Care Clinic Model

Policy Option 4: The Addition of Hypertension Screening and Referral into
Community-Based HIV Activities

19



Lack of Data to Inform Decision Making

The evidence for all four options is limited and the costs and cost-effectiveness of the four
options are uncertain. Given the limitations of the currently available evidence, rigorous
evaluation and monitoring of resource use and activities is warranted.

Policy 1: Integration of hypertension screening and
treatment into existing HIV clinic structures

Policy 2: Hypertension screening within HIV Clinics and
Subsequent Referral

Policy 3: Development of a Comprehensive Chronic
Care Clinic (CCC) Model

Policy 4: The Addition of Hypertension Screening and
Referral into Community-Based HIV Activities

No systematic reviews that discuss patient outcomes.
Studies from Uganda, Tanzania, and Kenya found high
hypertension among PLWH (only confirmed the problem).
One study in Ethiopia found improved documentation
when HIV operation protocols applied to NCD care.

Limited documentation of programs integrating screening.
A pilot project in Malawi has integrated hypertension
screening, but linkage to care is poor.

Some CCC models piloted in Malawi BUT only one site
includes HIV

Only one “lessons learned” paper that describes a health
system where HIV care has been integrated in CCC model
(Cambodia).

Two studies (one in Kenya and one in Uganda and Cape
Town) showed community-based screenings for multiple
NCDs including hypertension and HIV were feasible and
highly accepted

Chamie et al. showed that linkages to care after an
elevated blood pressure diagnoses were sub-optimal in
studies conducted in Uganda, Kenya and South Africa.

Need more implementation research and piloting of
these models of care to produce evidence of the
possible advantages and disadvantages.



Number of Studies Integrating HIV and NCDs per region
(155)
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HIV/NCD Integration Literature

Number of Studies/ per year

* Descriptive n=50

* Observational n=83
* RCT n=15

° Qualitative n=7

° Total n=155

Helena Legido-Quigley, LSHTM, June
2016, Mexico City, World Heart



HIV and Substance Abuse Integration (literature)

Prevalence of HIV among people who inject drugs, 2013 or latest year available

Type Country No.
USA 19
Canada 2
HIV Facility
Kenya 1
Viet Nam 1
USA 15
A Spain 1
Drug | Taiwan 1
Treatment
Facility | Indonesia 1
o/ Tanzania 1
‘ A E., p Ukraine 1
% of PWID living with HIV ‘ ~— - "’
B USA 6
e Other
1.01:10.00 . Facilities | opq
pain 1
0 10012500 ) d
I 25.01-50.00
I s001-87.10 : India 1
0 e preie {( )} Patient
il Perspectives | vietnam 1

Helena"Cegido-Quigley, LSHTM, June 2016,
Mexico City, World Heart



PEPFAR-NCD Call for Modeling Proposals

In response to a need for more data on NCD
burden in PLWH in LMICs, the PEPFAR-NCD
Project has issued a Call for Modeling Proposals.

The goal is to develop models to estimate the
burden of four NCDs (CVD, type 2 diabetes,
depression, and cervical cancer) in PLWH at
the national scale in at least two of the following
select countries: Ethiopia, Kenya, Malawi,
Rwanda, South Africa, Swaziland, and
Uganda.

One or two awards of up to $150,000
USD will be made for a 1 year project.

Application deadline — August 1, 2016

http://www.crdfglobal.org/grants-and-
grantees/current-funding-
opportunities/2016/06/16/pepfar-ncd
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All funding opportunities

PEPFAR-NCD Call for Modeling Proposals

Deadline: Aug 01, 2016 23:59 Eastern Standard Time (EST)
Apply: https:/feps.crdfglobal.org/PEPFAR-NCD

CRDF Global is accepting proposals for PEPFAR-NCD modeling projects. Funding for
this award initiative is provided by CRDF Global [utilizing funds provided by the U.S.
Naticnal Institutes of Health (NIH), Fogarty International Center].

FIC is leading a PEPFAR funded project, PEPFAR-NCD Project, in collaboration with
US Centers for Disease Control (CDC), U.S. Agency for International Development
(USAID) and low and middle-income country (LMIC) partners. The goal of this effort is
to develop a research agenda to support the integration of care for people living with
HIV (PLWH) who get Non-Communicable Diseases (NCDs) into existing HIV
platforms. The initiative focuses on PLWH in Sub-Saharan Africa (SSA) many of
whom are being treated successfully for HIV only to die prematurely from preventable
and treatable NCDs. This project fecuses on four NCDs — cervical cancer,
cardiovascular disease (CVD), depression and type 2 diabetes

This request for propesals (RFP) is in response to a need for mere data on NCD
burden (risk facters and cutcomes) in PLWH in LMICs. This finding was made through
a landscape analysis conducted by the PEPFAR-NCD project. Policymakers and
implementers alike need data on the burden of NCDs in PLWH to make evidence-
informed decisions about which diseases to prioritize in an integrated HIV/NCD
chrenic care health platform and to determine the outcome of various NCD care
scenarios for PLWH. Furthermore, they need data to monitor the progress of future
interventions and research projects.

The primary goals and objectives of the proposed project are to:

» Develop models to estimate the burden of four NCDs (CVD, type 2 diabetes
depression, and cervical cancer) in PLWH at the naticnal scale in at least two
of the following select countries: Ethiopia, Kenya. Malawi, Rwanda, South
Africa, Swaziland, and Uganda.

= Provide data to enable policymakers and implementers to make evidence-
informed decisicns about the integration of HIV/NCD chronic care platforms
and assess the progress of future interventions and research

» Use the model or adapt it for econemic analyses that will assess deaths
averted, quality-adjusted life years saved, and disability-adjusted life years
saved by integration of NCD and HIV care in LMICs.

One or two awards of up to $150, 000 USD will be made for a 1 year project.

**NOTE: Electronic Proposal Submission (EPS) website will be active July 157
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