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RESEARCH GOALS & CONTEXT

Longitudinal national survey (N=6,850, N=2,500, 2{X18 2 “

A Main study: N=6000 (age: 11(8) \‘\ "/,
A 3 provinces South Africa; 6 sites >30% prevalence - g
A Stratified random sampling of census EAS "bON “‘.g‘?
A Every household with a child aged-10 ec

A Urban/rural, 1 year followp in 2 provinces {vounc carers sa
A n=3401, 97% followp

TEEN ADVISORY GROUP

A Established in 2008

A 10-19 year old HiNaffected and HIypositive

A Participatory feedback sessions on key research and policy priorities

Qualitative research

A N=100 youth, 30 healthcare providers, 30 caregivers
A 47 months of direct observations >2000 hours of clinic observations

A Participatory research

Quantitative longitudinal panel study | T1-T2A 94% retention

A Every adolescent ever initiated ART in a health distri -
70 health facilities (grown to 108 by Sept 2017) 1.3% mortallty
A N=1,520 adolescents, 1060 HIV+, 467-HIV T2T3A 97% retention

A Communitytracing, 4year longitudinal tracking

2.2% mortality




MOBILITY PATIENT RBRANDING
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MAPPING HEALTH SERVICES
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WHY |S ADHERENCE SO DIFFIC
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ON THE FRONTLINE
HEALTHCARE PROVIDERS, TEENS, FAMILIES

LATENT RESILIENCE PROXY PATIENTS

Hodes, Price, Bungane, Toska, Cluver (2017).

SAMJ. _
Teen and Great Aunt, Family Aloum, 2014



WHY DO TEENAGE GIRLS HAVE SUGAR DA

57%

Cluver, Orkin, BoyebdJeinck Makhasi(2011). JAIDS

13%
7%
o
Healthy family AIDS-sick parent Abused & hungry AIDS-sick parent,

abused, hungry
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% Incidence of transactional sex % Incidence of agdisparate sex

8 - (OR .49 CI .283%) (OR .29 CI .1B7*)
7 -

6 A

. No cash transfer

5 _

. . Child cash transfer

3 _

2 _

1 _

O _

12-14 years  15-17 years 12-14 years 15-17 years

Cluver, BoyeQrkin, Panteli¢ Molwena, Sherr(2013).The Lancet Global Health



CASH + CARE = LOWER HIV RISK

C9a![9{Y s twh.! . L[L¢,  LbFL
RISKS (modeled marginal effects using multivariate logisti
regression coefficients)

11:.

No intervention Good parenting Child grant Free school  All interventions

Cluver,Orkin, YakubovichSherr JAIDS 2016



HOW DOES CASH + CARE WORK?
PROTECTION

B = 23; | p<.001

B=1.08; p<.002
T00>d 20'1 =g
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) 4
STRUCTURAL PSYCHO- HIV RISK

SOCIAL
DEPRIVATION PROBLEMS BEHAVIOUR
(follow-up)

(mediating)

(baseline)

B= 20; | p<.001

N @QAREOSOCIAL — PROTECTIVE
PROTECTION — RISK




CASCADE FOR ADOLESCENTS LIVING
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Verticallyinfected

400

Number of participants

76.5%

200 -
115

13.3%

>

HIV+ adolescents in  Found patient files  Awailable viral load Viral load £1000 Undetectable viral
Mzantsi Wakho data copies/mL load (=50 copies/mL)
cohort



ADOLESCENT ART ADHERENCE

past-week adherence T_ 0490

past-week adherence T2_ 4290
2-year past-week adherence- 2900

0% 20% 40% 60% 80% 100%

Selfreported pastweek nonadherenceg validity check

Viral failure (56%L in past 2 years) OR2.3 Cl 1.43.8, p<.001
Symptomatic pulmonary TB OR 1.5, Cl 1-2.2, p<.02

Independentof age,gender,perinatal/horizontalinfection, rural/urban location,
ethnicity, formal/informal home, maternal/paternalorphanhood generalhealth
status,time on treatment, travel time to clinic



VIOLENCE MAKES US NNODNHERENT

KPhysicaI abuse 20% A

Teacher violence 41%
Domestic violence 12%

80 . . o
N kChnIC verbal violencd 9% y
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CASH + CARE + CLINIC = LOWERANBERENC
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ING THE ODDS FOR RETENTION IN C/

70%

Socked with medication 94
Time for teensby staff 8&
Accompaniedo clinic 88
Cash for transport to clinic /(

Kind Staff at Clinic

STACEDFOR SUCCES5%

NONE CASH ACCOMPANYKIND TIME STOCKED ALL



HIGH HIV TRANSMISSION RISK (N=990)

et HIGH HIGH
S SEXUAL VIRAL
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2% | 54%

19%
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