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Objectives

a HIV response in eastern and southern Africa

a Men's HIV care engagement — the challenge

e Comparing 3 person-centered interventions in a pragmatic trial

Future directions & collaboration



My Background

Training / Career Path

BA: Medical Anthropology & Sociology

Multidisciplinary Skills, built sequentially over 15+ years.

Vanguard University
Ethnography Programs & Policy Implementation Science

MPH: Community Health Sciences

UCLA PhD training, social PEPFAR/USAID, WHO, Pragmatic trials, policy
science lens World Bank impact

PhD: Health & Behavioral Sciences (NIH F31 Award)
Univ. of Colorado Denver

Core Experience in Global Health
NIH T32 Postdoctoral Fellowship

UCLA — HIV Social & Behavioral Sci. ... .
9 years living in Malawi

Assistant Professor PhD = Postdoc — Assistant Professor

UCLA - embedded at Partners in Hope, Malawi _ _ _
Funding: PEPFAR -> Foundations (Gates and Hilton) + NIMH

Associate Professor
UCLA - Global Health Program Lead




Our Research Program: Three Overarching Arcs

Every study/sub-study serves one of three purposes — each feeding the others.

Design & Test
Test 5 . Make It
: Interventions from
Assumptions . . Scalable
Lived Reality
Understand the lived experiences of Interventions that meet client needs and Evidence into systems change? Simple and
underserved clients (often men). What bias are realistic for health systems. Multiple “good enough” interventions. Stakeholder
is embedded in our understanding of African perspectives focused dissemination
men?

Ethnography - Mixed methods - Critical theory Participatory design - Pragmatic Trials Implementation Science - Policy translation



Where I Work: Malawi

DEMOCRATIC
REPUBLIC
OF THE CONGO
TANZANIA
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ANGOLA
@ LILONGWE
ZAMBIA
ZIMBABWE
MADAGASCAR
BOTSWANA
MOZAMBIQUE

e Malawi is the 6th poorest country in the world by GDP per
capita (PPP)’

e 76% live in extreme poverty (<$3.00 USD/day, 2021 PPP)?
e 68% literacy?

e Nearly 81% of population living in rural settings*

e Decentralized health services, including most HIV services

e 95% of funding for HIV (and most health services) from external
funders?

1. Global Finance. “Malawi ranked world's sixth poorest country.” 2025 GDP/capita (PPP): 51,780.
2. World Bank. Poverty headcount ratio at $3.00/day (2021 PPP), 2024.

3. UNESCO Institute for Statistics, adult literacy rate, 2022.

4. World Bank, rural population (% of total), 2024.

5. National AIDS Commission (Malawi), 2024 report.



Partners in Hope, Malawi

Malawi Local Christian Faith-Based Organization

Long-term USAID/PEPFAR partner supporting:
123 facilities across 9 districts

(7 of the 10 highest HIV-burden districts in the country

207,000+ people living with HIV on life-saving
treatment

Strategic focus areas:

Health service delivery, capacity building & medical
education, and rapid implementation science research

https://pihmalawi.com/

)
5

District Incidence:
Prevalence Ratio

. |<002  Malawi
o002

PIH Supported District

207,000+

Malawians on life-saving HIV
treatment in PIH-supported
facilities



Partners in Hope and UCLA

® Pragmatic trials and implementation studies

e >80 publications & 5 national guidelines

Research / Programmatic Areas:

HIV Testing HPV/Cervical

and Treatment Cancer




HIV Response in Eastern and
Southern Africa



Funding the HIV Response: A Two-Decade Timeline

Regional PEPFAR milestones and Malawi’s ART program rollout, 2003—2026

INTERNATIONAL / POLICY

WHO “3 by 5” treatment

PEPFAR launched globally;
Universal treatment

Government-to-government
(G2G) transition begins

for most PEPFAR countries
&

N to MOST facilities

6-month dispensing

push begins [ (test & treat) PEPFAR stop-work order: E
| Free ART available in most 7 funding frozen !
1
: countries ! !
1 T
2003 ! Jan 2025 2025-26
! ! : | !
O O O L — O O . o O O
I
1 1 . \ 1
2004 2006 2008 20116 2019 20220 0ct 2026
1 7 L 1 "
: Option B+ & E !
MALAWI PROGRAM | Decentralized HIV ! | Malawi’s G2G transition
1 .
I program | process begins
ROLLOUT | |
1

Free ART program
expands to district
hospitals (~26 facilities)

Universal treatment
(test & treat)

for stable clients

Sources: OGAC/PEPFAR; WHO “3 by 5” Initiative; Malawi MoH ART/HIV program timeline (Partners in Hope/UCLA GHP); Executive Order 14169 (20 Jan 2025) and State Dept. stop-work order (24 Jan 2025); CGD, “Tough Times, Tough Choices” (2025).



Exceptional Funding, Exceptional Impact — and Its Trade-offs

IMPACT IMPLICATIONS FOR SUSTAINABLE INFRASTRUCTURE
Description
- Siloed Vertical systems built parallel to routine ministr
20+ million people on ART _ calsy utp utine ministry
programming structures
New HIV infections down 50% since Built for PEPFAR reporting needs — not routine,
M&E systems
2010 government-run programs
- . . Population-specific ’s clinics: -i [
U.S. PRESIDENT’S 7.8 million babies born without HIV P P DREAMS, some men’s clinics: resource-intensive,
programs don’t build on existing infrastructure
EMERGENCY
AU AT DI s Life expectancy gap closing in PEPFAR- Workforce & Heavy reliance on parallel systems outside the
Twenty years of the largest supported countries supply chains Ministry of Health
single-disease commitment
by any nation. Sources: KFF, The Trump Administration’s Foreign Aid Review: Status of Sources: CGD, Tough Times, Tough Choices (2025), citing IOM (2007) PEPFAR sustainability assessment; Lankiewicz et
PEPFAR (2026); UNAIDS/OGAC PEPFAR results data (2025). al., J Int AIDS Soc (2025).



Where We Are Now: The Priority Is Integration

INTEGRATE HIV services
into routine platforms

MINISTRY OF HEALTH
MALAWI

Existing Ministry service
delivery

Leading Malawi’s transition to
integrated, government-owned HIV
care.

Practical, feasible

. ) Country-led prioritization
interventions

Prioritize strategies to
strengthen routine
programs over intensive,
population-specific vertical
investments

Ministry drives research
and strategies

Source: Ratevosian, J. “The post-PEPFAR playbook is already being written”, reporting from AIDS 2026 (CHAI satellite session), Rio de Janeiro, Aug 16, 2026. ratevosian.substack.com/p/the-post-pepfar-playbook-is-already | National Academies report to U.S. State Dept.

(July 2026).
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Men's Engagement in HIV -
the Challenge



Treatment Interruption: A Revolving Door in HIV Care

Malawi, 2023 — 123 PEPFAR-supported facilities
Sustained engagement in ART services is
essential for epidemic control

100% 56% 27%

Interruption in Treatment is common Repeat interruption

within 6 months

Individuals experiencing

) . Returned to care
treatment interruption

e Many who return disengage again,
creating repeat cycles rather than Of those experiencing interruption, 56% returned to care — and 27% of those who returned interrupted

. again within 6 months.
sustained care
® Each cycle raises risk of viral rebound,

resistance, and onward transmission Consistent pattern across the region

Zambia (n=150,000) 29% returned 49% repeat interruption
South Africa (n=35,830) 47% returned 52% repeat interruption
Uganda (traced clients) 46% returned (no tracing) 34% alive in care at 12mo

Sources: Malawi RESPOND program data 2023 (S1 Appendix); Benade et al. 2025 (Zambia); Maskew et al. 2024 (South Africa); Nakiwogga-Muwanga et al. 2015 (Uganda)



The Inconvenient Truth: Men'’s Care Engagement

Men have been left behind in the HIV response across eastern and southern Africa

56.0% of men vs. 68.6% of women living with HIV are virally suppressed (compiling each cascade point)

KNOW THEIR STATUS ON TREATMENT VIRALLY SUPPRESSED

MEN MEN MEN

WOMEN WOMEN WOMEN

95% 87% 83%

of men vs. women living with HIV know of men vs. women living with HIV have access of men vs. women on ART have a suppressed
they're HIV+ to ART viral load

Source: UNAIDS 2025 Global AIDS Update, Eastern and Southern Africa Regional Profile (2024 data).



Regions Show Differential Men Lag in Progress Toward 95-95-95

Gap on progress between female and male (%), by region

B PLHIV who know their status B PLHIV who are on treatment B PLHIV virally suppressed

25 -+

Asia and Caribbean Eastern and Eastern Europe Latin America Middle East and Western and
the Pacific southern Africa and central Asia North Africa central Africa

Source: World Health Organization. Practical approaches and case-based models for reaching men and boys with integrated HIV services. Geneva:
WHO; 2025.

*Western and Central Global
Europe and North
America



Barriers to Men’s Use of HIV Services

Source: World Health Organization. Practical approaches and case-based models for reaching men and boys with integrated HIV services. Geneva:

WHO; 2025.

Work (unplanned travel)

Poverty

-

Economic
vulnerability

[ ]

Gendered health °
/>

systems °

Harmful gender
norms

Few routine entry points for men
Poor client-provider interactions

Limited male-specific messaging

° Uncomfortable with health facilities

° Perception that men are strong and
self-sufficient

° Lack of social support

° Fear of social repercussions



Why is it Inconvenient??

How does it fit with new PRIORITIES?
With assumptions of who is underserved?

INTEGRATE HIV services Practical, feasible Country-led
into routine platforms interventions prioritization

Prioritize strategies to
Existing Ministry service strengthen routine programs Ministry drives research and
delivery over intensive, population- strategies

specific vertical investments

MINISTRY OF HEALTH
MALAWI

Leading Malawi’s transition to
integrated, government-owned HIV
care.

Source: Ratevosian, J. “The post-PEPFAR playbook is already being written”, reporting from AIDS 2026 (CHAI satellite session), Rio de Janeiro, Aug 16, 2026. ratevosian.substack.com/p/the-post-pepfar-playbook-is-already | National Academies report to U.S. State Dept.
(July 2026).

Dovel | HIV Response in Eastern & Southern Africa T —
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What Can We Do? Person Centered Care

e Scalable person centered care (PCC) strategies are needed
e PCC: Services that increase convenience & accessibility,
demonstrate compassion, and respond to clients’ holistic needs.

o

Examples of PCC (low = high touch) | HAVE
stategy ___Bample Y
\el\rll(\ellicr‘zr:rir:‘egnt Friendly, respectful facility experience
Tailored counselling Kind, individualized counseling by trained lay cadre
Home-based services ART initiation/refill brought to the client Responsive

Relevance post-PEPFAR?

° PCC that is sustainable and effective for everyone, including men




Three Interventions in a
Pragmatic Trial



Three PCC Interventions We Tested

MALE-SENSITIVE COUNSELING
(Low Intensity)

* Tailored counseling (1-2 visits) .
(kind, tailored, strategic planning)
* Facility navigation for initiation .
Lay Cadre

Mphande M, Robson | ... Dovel K. Available on preprint om VeriXiv.com.

CHOICE OF HOME ART
(High Intensity)

STEPPED INTERVENTIONS
(Varying Intensity)

* Changing services and cadre

Tailored counseling (1-2 visits) until ART (re-)initiation achieved

(kind, tailored, strategic planning)
Home ART initiation
Facility navigation for refill

Nurse Combination



Counseling

Curriculum and
HCW Tools




Adapted Men’s Counseling

Treatment as
Prevention




New Topics added to MoH Counseling

Income Generation Financial Provision Alcohol Use



Study Design: Stepped Arm Escalation Algorithm

Stepped Arm 3 — escalation algorithm (“stepping”)

Exit stepping: Exit stepping: Exit stepping:
continue facility-based ART continue facility-based ART Follow Home ART protocol
4YES AYES 4 YEs

STEP 2 - Days 15-30
NO : .Advarmced - (Re)initiated NO STEP 3 - Days 30-90
motivational interviewing
. by Day 30?
By male psychosocial
counsellor;

STEP 1 - Days 1-14
Male-specific counselling by
male lay cadre

(Re)initiated
by Day 14?

(Re)initiated
by Day 90?

Home-based ART initiation
by male nurse

lNO

Did not (re)initiate by Day 90
— classified as not engaged

Notes
e Stepping is automatic for participants who has not (re)initiated ART by the end of a step

e Participants who have not (re)initiated by Day 90 are classified as not engaged




Study Objective and Strategic Decisions

Objective: Identify the lowest cost PCC strategy to improve 6-month ART engagement among men living with HIV but out of care in Malawi

Design: Trial, but what kind?

_ Limitations / Considerations Decision (each with TRADE-OFFS!)

Compare multiple interventions of varying Limited funding; strong existing evidence for Comparative effectiveness trial (no SOC arm)
cost/complexity anticipated standard of care (SOC) outcomes Standard trial with SOC or enhanced SOC
- - e 2018-2022: Rapid PEPFAR related changes to HIV Individual randomization
Study resilient to facility-specific changes . e e o
programs targeting specific facilities Cluster randomization
. . TIPS N .

Capture full cascade of disengagement, not Longitudinal engagement a priority for Ministry gzs)posne P CIE WG (I e St i T el s:
just initiation (primary outcome) and epidemiological impact S e surasiie fREden el

— . . . . Cost, cost-effecti d HCW ti d
Rapidly inform national and WHO guidance Cost and complexity for quick rollout key <Ly RS LIZA LSS el Ime core secondary

outcomes

Embed within routine PIH-supported HIV program

Understand key strategies for scale-up within Routine HCWs and decision makers have extensive . . . .
Use implementation science in secondary outcomes

existing systems experience navigating new interventions well .

g3y P gating Stand-alone, research-only delivery model
Reach full spectrum of men (avoid siloed “Out of care”: naive, false-initiate, and treatment- Broad 3-part eligibility (naive / false initiate / Tl)
interventions for one niche population) interruption Narrow single definition (e.g., Tl only)

Green = decision made for IDEalL.



Study Design

Individually randomized, non-blinded, pragmatic

Design comparative effectiveness trial (NCT05137210) —

Rationale for no SOC Evidence: ~50-75% of male clients out of care will still

arm be out of care at 6 months under SOC

Randomization 1:1:1, individually block randomized by biostatistician (R)
Six-month ART retention (composite): initiated ART <90 3

Primary Outcome days after enrollment + <28 days late for 6-month ART — T} —
appointment Dovel K, Balakasi K, ... Choko A. BMJ Open. 2023 Jul 1;13(7):e070896.

Secondary Outcomes Outcomes: Days with ART coverage; adverse events,
Implementation: Fidelity and quality; acceptability
Scale Decisions: Cost, cost-effectiveness, strategies for scale (HCW & national stakeholder perspective)

"Not in Care" Eligibility (any of the following)

e ART naive after HIV diagnosis (“never initiated”)
o >14 days late for first ART refill visit (“false initiate”)
e On ART 22 visits but >28 days late for most recent appointment (“treatment interruption”)

Plus: adult (215 years), living with HIV, residing in facility catchment area




Organizing Primary/Secondary Outcomes: RE-AIM & CFIR

RE-AIM frames what success looks like - CFIR explains determinants that help or hinder outcomes

RE-AIM - Often Quantitative

ADOPTION IMPLEMENTATION
Who is reached Uptake by decision-makers & Fidelity, acceptability & cost of . .
. Impact on outcomes . Sustained over time
Populations unserved? HCWs delivery

)

c < =
S O O
o T T

CFIR - Often Qualitative

Innovation Outer Setting Inner Setting Individuals Process

Evidence, complexity, cost Policy & external context Structures, culture, readiness Roles & motivation

Planning, engaging, executing

RE-AIM: Glasgow RE, Vogt TM, Boles SM. Evaluating the public health impact of health promotion interventions: the RE-AIM framework. Am J Public Health. 1999.

CFIR: Damschroder LJ, Reardon CM, Widerquist MAO, Lowery J. The updated Consolidated Framework for Implementation Research based on user feedback. Implement Sci. 2022.



IDEaL: A Mixed-Methods Approach to Data Collection

Six methods mapped to RE-AIM: reach, effectiveness, adoption, implementation

QUALITATIVE INSIGHT

QUANTITATIVE OUTCOMES

. . EFFECTIVENESS
Medical Chart Review

(n=569)

Clinical outcomes: ART initiation, viral
suppression, retention in care

Survey (n=569) 26
& Tracing Data
(Clients out of care)

Participant engagement, retention, and
reasons for disengagement

Dovel | IDEaL Trial

In-Depth Interviews REACH
(Clients; n=60; 20 per
arm)

Lived experience of men navigating ART
engagement

Focus Group
Discussions (HCWs;
n=6; by cadre at mid
and endline)

ADOPTION

Provider perspectives on delivering the
intervention

IMPLEMENTATION FIDELITY

. . IMPLEMENTATION
Audio Recordings

(n=60; by cadre)

Counseling session quality and adherence to
protocol

. IMPLEMENTATION
Implementation

Registers (ongoing)

Intervention fidelity and number of client
touchpoints



Enrollment and Data Collection

Recruitment Strategy: Active recruitment via medical chart review + tracing
Sites: 13 facilities, 6 districts
Sample Size: 569 men living with HIV enrolled between September 2021 and 31 July 2022

Data collection for primary outcome
* 3-and 9-month Medical chart review
+ Tracing for clients who appeared out of care in medical charts

Analysis:
®* Log-binomial regressions (outcome was common )
®* Intention to Treat (adjusted for age, marital status, client type, facility)
®* Stepped vs Home ART; Stepped vs Counseling; (Ad Hoc) Counseling vs Home

ART
° ey e . .
Se ns It IVIty An a Iyses ’ District Level Incidence Prevalence Ratio
® (Case Completed Analysis <0.01

>0.01

>0.02
>0.03
Cost Analysis: Incremental cost from the provider’s perspective (hybrid micro- and l"""“

activity-based approach) ® IDEaL Study Site »
PIH Supported District




Recruitment and Enrollment

Enrolment

Follow-up Allocation

Analysis

1,684 men living with HIV assessed for eligibility through medical records at health facilities

Counseling arm
195 men eligible
195 men enrolled

Day 0
195 given intervention

Month 9 - End of follow-up
193 completed follow-up

[2 lost to follow-up]

195 men included in ITT

l_ __________________________________________________________________________________________________

1,162 (69%) men successfully traced

569 (49%) men living with HIV randomly assigned

Home ART arm
190 men eligible
190 men enrolled

v
Day O
190 given intervention
Month 9 - End of follow-up
183 completed follow-up
[7 lost to follow-up]

190 men included in ITT

Figure 1. Recruitment and Enrolment Flow Diagram

Stepped arm
184 men screened for eligibility
184 men enrolled

v
Day O
184 given intervention
Month 9 - End of follow-up
181 completed follow-up
[3 lost to follow-up]

184 men included in ITT

522 (31%) not found

574 (49%) ineligible:
242 actively on ART;
209 moved outside
facility catchment area;
53 died;

19 refused;

70 other reasons
(travelling, silent
transfer, too sick,
mentally ill, in-prison)
19 (2%) refused

N= 569 total




Characteristics of Men Enrolled (n=569)

Counseling Home ART Stepped
Respondent Characteristic (n=195) (n=190) (n=184)

Median age, years (IQR)
Married

>1 sexual partner <12 months
Ever started ART

Median months since ART initiation (IQR)

Median duration out of care, months

(IQR)
Disclosed HIV status to primary partner

Believed re-initiation would lead to
unwanted disclosure

No significant differences observed between arms at baseline.

38 (31-45)
393 (69)
289 (51)
520 (91)

12 (3.6-36)

2 (1-4)
365 (91)

243 (43)

195 (34.3) 190 (33.4)
38 (30-46) 39 (32-45)
135 (69) 135 (71)
97 (50) 102 (54)
179 (92) 171(90)
12 (3.6-48) 12 (3.6-48)
2 (1-4) 2 (1-5)
123 (90) 127 (93)
87 (45) 85 (45)

184 (32.3)
38 (31-45)
123 (67)
90 (51)
170 (92)
12 (2.4-24)
2 (1-6)
115 (91)

71 (39)



Questions?



Primary Outcome (Retention at 6mo) - Main Take Away

Very little difference by arm — only significant difference between Stepped and Home arms

Stepped v Home ART -

Stepped v Counselling -

Home ART v Counselling |
(post-hoc)

- Adjusted
! 4 Unadjusted

0.0

0.5

1.0 1.5 2.0 2.5 3.0
Risk Ratio (95% Cl)



Primary Outcomes and Composite Variables

Counseling | Home ART Stepped Stepped vs Stepped vs Counseling vs
(N=195) (N=190) (N=184) Counseling Home ART Home ART
Retention at 6mo aRR 1.10 (0.99- aRR 1.19(1.07- aRR 1.08 (0.94-
(composite; Intention to 152 (78%) 135(71%) 154 (84%) 1.18) 1.28) 1.19)
Treat) p=0.081 p=0.004 p=0.235

it e] <60 dhe aRR 1.05 (0.99- aRR 1.05 (0.98- aRR 0.99 (0.90-

after enrollment 175 (90%) 171 (90%) 174 (95%) 1.09) 1.08) 1.05)
p=0.088 p=0.125 p=0.852
Retained at 6mo 152/175 135/171 154/174 aRR 1.04 (0.97- aRR 1.12(1.03- aRR 1.07 (0.98-
(among those who (87%) (79%) (89%) 1.08) 1.17) 1.14)
initiated) ° ° ° p=0.229 p=0.009 p=0.139

Adjusted for age, marital status, client type, facility
Green = statistically significant (p<0.05). Cost outcomes shown separately (Cost Analysis slide); other secondary outcomes on next slide.



What Happened to Clients Out of Care?

JIAS|JOURNALOFTHE
INTERNATIONAL AIDS SOCIETY N I to trace)

RESEARCH ARTICLE (3 Open Access () (®

Mobility and ART retention among men in Malawi: a mixed-
methods study

Marguerite Thorp B4 MacDaphton Bellos, Tijana Temelkovska, Misheck Mphande, Morna Cornell,

Julie Hubbard, Augustine Choko, Thomas J. Coates, Risa . . .
Brief Report: Stated Preferences for Long-Acting Injectable
ART Among Mobile Men Living With HIV in Malawi: A

J'AS|JOURNAL OF THE Qualitative Study

INTERNATIONAL AIDS SOClETYG Marguerite Thorp2 ({2}, Sam Phiri®, Khumbo Phiri®, Isabella Robson?, Misheck MphandeP®,

First published: 21 March 2023 | https://doi.org/10.10

Kathryn DovelP (2, Risa Hoffman?

COMMENTARY (& OpenAccess () @)

Mobility and HIV care engagement: a research agenda

Marguerite Thorp B4, James Ayieko, Risa M. Hoffman, Kelvin Balakasi, Carol S. Camlin, Kathryn Dovel

First published: 21 March 2023 | https://doi.org/10.1002/jia2.26058 | ~* VIEW METRICS



Our Research Program: Three Overarching Arcs

Design & Test
Test 5 . Make It
: Interventions from
Assumptions . . Scalable
Lived Reality
Understand the lived experiences of Interventions that meet client needs and are Evidence into systems change? Simple and
underserved clients (often men). What bias is realistic for health systems. Multiple “good enough” interventions. Stakeholder
embedded in our understanding of African perspectives focused dissemination
men?

Ethnography - Mixed methods - Critical theory Participatory design - Pragmatic Trials Implementation Science - Policy translation

L

MOBILITY PATTERNS &
ART Engagement



Secondary Outcomes: Coverage, Acceptability & Safety

ART Coverage

Counseling Home ART Stepped Stepped vs Stepped vs Counseling vs
(N=195) (N=190) (N=184) Counseling Home ART Home ART

>85% days with ART 126/195 102/190 128/184 aRR 1.06 (0.90- aRR1.28 aRR1.22
in hand during trial (65%) (54%) (70%) 1.19) (1.09-1.44) (1.03-1.38)
p=0.472 p=0.004 p=0.027
Client Acceptability
Counseling Home ART* Stepped Total
(N=195) (N=190) (N=184) (N=569)

How HCW treated you — 186 (95%) 177 (93%) 174 (95%) 537 (94%)
outside-facility visits

How HCW treated you — 0 0 0 0
ey AT o 173 (89%) 150 (79%) 165 (90%) 488 (86%)

*satisfaction drops most for Home ART once clients transition to facility-based care.



Secondary Outcomes: Coverage, Acceptability & Safety

Adverse Events

Event Counseling Home ART
(N=195) (N=190)

Deaths during follow-up

0 0
(none related to trial participation) (0.5%) 2(1.1%)

Unwanted HIV status disclosure

0 0
due to study participation 4(2.1%) 0(0.0%)

Percentages calculated as events / total enrolled per arm

Stepped
(N=184)
3(1.6%)

4(2.2%)

Total
(N=569)

6 (1.1%)

8 (1.4%)



Stepped Arm: How many clients reached each step?

Using implementation register data

STEP 1

Lay Cadre Counseling
(Days 1-14)

100%

STEP 2
Psychosocial Counselor

(Days 15-30)

21%

STEP 3
Nurse for Home ART
(Days 30-90)

49

NEVER
INITIATED

by Day 90

49




Cost and Cost Effectiveness Analysis

Counseling dominated cost-effectiveness: lowest cost per client achieving the primary outcome (528.46)

Counseling Home ART Stepped Home vs Counseling | Stepped vs Counseling
(N=185) (N=184) (N=180) Mean Diff (95% Cl) Mean Diff (95% Cl)

Total Cost (mean) $31.55 $62.04 $40.87 30.50 (23.88, 37.11) 9.33 (3.61, 15.05)
Achieved Outcome $28.46 $55.77 $37.18 27.31 (21.33, 33.28) 8.72 (3.94, 13.5)
Did NOT Achieve Outcome $42.06 $77.15 $60.93 35.09 (17.39, 52.8) 18.75 (-3.99, 41.48)

What Drives the Cost Difference? Mean HCW Time per Client

Counsellor time (hrs) 7.68 5.83 6.18
Nurse time (hrs) — 2.52 0.20
Psychosocial Counselor time (hrs) — — 1.32



Client Perceptions of Most Impactful Intervention Components (client IDIs):
Person centered counseling matters most*

More important Less important

Positive interactions \

e | Kind and interactive witI';C\W—S
* Private (. &T
* Ongoing relationships k 5 |
— \ /~ Community \
. i sin
Compelling messaging ART dispensing
* ART contributes to é
goals &l &8
. . &a
e | Tailored solutions k W, k =0/

*Findings from 60 in-depth interviews with men (mid and endline)




Implementation: Fidelity and Acceptability

Efficient curriculum development: how to adapt standard counseling curriculum to sub-populations.

Mphande M, Robson |, Hubbard J, et al. Developing a male-specific counselling curriculum for HIV treatment in Malawi. Preprint, VeriXiv.com.

Feasibility of male-specific counseling: lay counselors are practical and effective (with supervision).

Robson I, Mphande M, Lee J, et al. Journal of the International AIDS Society. 2024 Jul;27(7):e26270.

Kind and tailored sessions are more desirable than intensive home-based approaches.

Hubbard J, Mphande M, Robson |, et al. BMJ Public Health. 2024 Dec 22;2(2).

Motivational interviewing supports personalized, actionable plans for HIV treatment re-engagement.

Holland KN, Hubbard J, Mphande M, et al. Implementation of Male-Specific Motivational Interviewing in Malawi. medRxiv. 2024 Sep 26.



Limitations, Conclusions & Next Steps

IDEaL Trial: 3-arm comparative-effectiveness trial, N=569 men, 13 Malawi facilities

LIMITATIONS CONCLUSIONS

e No standard-of-care arm — o Compassionate, tailored counseling by
benchmarked against existing lay-cadres performed as well as
literature costlier, more complex arms

e Trial not powered for differences by o Low-cost, scalable model for person-

client type (.e., ART-naive or those centered HIV care ($31.55/client)
with treatment interruption)

® Only used male HCW for interventions, e High acceptability across all three
limiting generalizability where staffing is arms
not gender specific

NEXT STEPS

Expand to all populations (not just
men)

Develop low-cost strategies to
support HCW'’s implement kind,
tailored counseling

Companion papers on 1) predictors
of primary outcome (reach); 2) role of
anticipated stigma and unwanted
disclosure; 3) Stakeholder decision
tool



How to Collaborate with Us

1 Reach Out

Review priority secondary papers &

Draft a 1-2 paragraph concept to be

2  Write a Concept 3  Join Writing Group

Meets 1-2x's a month (6:30am PST!)

data tools reviewed by the core study team

kdovel@mednet.ucla.edu;
irobson@mednet.ucla.edu

Example Topics / Domains

° Perceived impact of economic shocks on client
wellbeing and HIV services

e Decision-making power within household

e Male peer network / support

Other Projects

e Similar trials with men (and now women!) who are
living with HIV but out of care (N~3,000)

e HIV self-testing trials (extensive data, now dated)

® Community-level risk factors for disengagement and
community-level interventions (demonstration)


mailto:kdovel@mednet.ucla.edu
mailto:irobson@mednet.ucla.edu
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Values That Shape My Career

Locally-Led Science

01

Research embedded in national health systems.
Ministry of Health as the target audience. Co-creation.

Evidence That Reaches Practice

Clear line of local dissemination and potential for

03 impact.

Ask before any research starts: “What is the
usefulness of results in local health facilities”?

02

04

Methods Follow Questions

Found my niche and committed to answering pressing
guestions. Can find experts in the methods.

People Over Papers

Impact driven. Longitudinal partnership. Invest in
junior local researchers. Building infrastructure that
outlasts any single grant.



Study Setup: Coordinating Complex Data Collection

Three dedicated roles reporting to the Pl

PRINCIPAL INVESTIGATOR

*

INTERVENTION
COORDINATOR

Oversees all HCW components

® Hcw training & refresher trainings

¢ Implementation & adoption data

————

STUDY
COORDINATOR

Oversees all client components

® Enrollment & client surveys
® Medical chart review & tracing

[ ] . . .
Client interviews

Dovel | IDEaL Trial

*

DATA MANAGEMENT
EXPERT

Ensures data integrity

® De-identified storage
° Organized in BOX

® Cleaned & ready for use




Facility Changes Needed to Return to Care
(N=067)

Other
(0]

MMD
Privacy 38%

16%

Nicer HCWs

25%, Outside facility services

14%



Personal Changes Needed to Return to Care
(Nn=67)

Social Support
20%

Reduced poverty
61%

HIV knowledge
14%

Reduced fear of stigma
9%
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