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In 2018, the HIV pandemic response has
transitioned from an emergency approach
to one that will be implemented over
several decades and likely for our lifetimes.
An estimated 37 million people now live
with HIV, of whom 21.5 million people are
on antiretroviral therapy (ART) including
an estimated 17.5 million people who
have achieved viral suppression.1 Thus,
an estimated 20 million people either
require ART or improved regimens and/
or adherence interventions.1 Though HIV
diagnostic and prevention strategies are
improving, stigma, implementation challenges and late diagnoses resulted in 1.8
million people acquiring HIV, indicating
that HIV incidence has only been slowly
decreasing over the last several years.1
Thus, the numbers of people requiring
HIV treatment are likely to continue to
increase over the coming years.
Effective support for the lifelong treatment needs of an increasing number of
people living with HIV despite decreasing
levels of resources requires a better understanding of the specific individual needs of
people living with HIV and development
of cost-effective and adaptive approaches
to address these needs.2 Differentiated
care models have been promoted in
sub-Saharan Africa recently to address
the heterogeneity in the treatment needs
among people living with HIV.3 4 Men
and women, old and young, pregnant and
non-pregnant and individuals from urban
versus rural communities may respond
differently to service delivery models.5–7
Further, given that HIV transmission risks
are not spread evenly across populations
anywhere in the world, engagement in
care and adherence challenges are likely
to differ across populations as well.8–12
Marginalised populations, such as pregnant women, adolescents, female sex
workers, transgender populations, men

who have sex with men and other key
populations, may require different service
delivery approaches and/or different
intensities of care in response to their
treatment needs.6 13–15
Despite the acknowledgement that individual people living with HIV and healthcare systems would benefit from tailored
approaches to treatment, the vertical and
siloed nature of the HIV response has
often limited more holistic approaches
to care which might better account for
patient characteristics and preferences.16
Differentiated care models provide significant opportunities for patient-centred
care, but to date have primarily been used
as a mechanism for task-shifting, decongestion of clinics and decentralisation of
care for those patients stable on ART.6 17–19
These approaches are important for
expanding ART programmes given the
growing clinic volumes, but may not go
far enough in recognising diversity of
patient preferences and treatment needs
given the goals of achieving long-term
patient retention on ART and sustained
viral suppression.6 19
In this issue of BMJ Quality & Safety,
Tran et al explore patients’ perspectives
on solutions to address the burden of
HIV treatment as well as expert opinions
regarding the feasibility of implementing
patients’ ideas.20 These data are from
Cote d’Ivoire. They comprise a cross-sectional qualitative sample of 326 ART-experienced patients recruited across three
health facilities in Abidjan, the country’s
largest city (population approximately
4.5 million), as well as independent evaluations from a group of six stakeholders
within the country.
Three thematic areas emerged regarding
patients’ perceived treatment burdens:
financial constraints, time allocated
to treatment and the perception that
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engagement in healthcare is a constant reminder of
one’s HIV status. Suggestions of how to address these
burdens also centred around three areas, including
improvements to their personal care, improvements
within clinic management and organisation, and
more general improvements to the health system
overall. Commonly reported solutions to improve
care were reduced pills burdens and/or other treatment changes, decreased frequency of visits, structural
changes resulting in decreased wait times for clinically
stable patients and more patient involvement in their
healthcare, including more comprehensive information about HIV and treatment, as well as inclusion in
decision-making around their care. Experts, consulted
independently, were in consensus that nearly half of
the suggested solutions to addressing patient treatment
burdens were easy to implement and low cost.
This study contributes to the limited evidence base
for the empirical evaluation of patient preferences for
differentiated service delivery models. The available
evidence from discrete choice experiments and from
other qualitative work suggests that non-stigmatising
and compassionate care may be more valued than
distance from the clinics and wait times.21 Studies
have found mixed preferences for clinic versus
community-based service delivery.15 22 23 More highquality study of patient preferences and satisfaction
in the design of differentiated service delivery models
focused on people living with HIV across sub-Saharan
Africa remains much needed.
Evaluation of differences in patient preferences for
service delivery approaches as well as heterogeneity
of patient outcomes will be essential if cost-effective
solutions to differentiated service delivery are to be
found. Pragmatic trials, adaptive interventions and
other implementation science models tested in larger
populations which embrace and address these differences may help to further refine scale-up approaches.
Considerations of different individual and population needs may also offer answers as to why generic
community-based test and treat models have not
been successful at having a population impact that
bends the curve of the HIV pandemic.24 25 Furthermore, interventions considering not only structural
changes to service delivery, but quality of patient care
and support, issues highlighted by Tran et al, should
be assessed for comparative effectiveness with feasibility in mind.20 Effective, but more resource-intensive elements may still be appropriate for scale-up, but
within specific subsets of populations or among treatment non-responders.
HIV remains one of the fundamental infectious
disease pandemics in recorded history. Advancing
the effectiveness of the health system response to
HIV requires integration of patient preferences in
programmes and the identification of who requires
more intensive services and who would benefit from
less onerous treatment support.19 To achieve sustained
2

treatment goals across populations, lighter-touch
models including less frequent visit attendance, adherence clubs, peer or lay healthcare workers, fast-track
visits may be viable solutions for many clinically stable
patients, but will likely need to be accompanied by
more resource-intensive strategies for patients more
vulnerable to being lost to care.26 Finally, adaptive
intervention approaches tend to be those that begin
with the current standard of care or a single intervention and then iteratively add complementary
interventions or increase the intensity of services for
individuals that remain unresponsive. We are in the
early days of characterising the relative utility of adaptive interventions, but conceptually this may represent
an effective differentiated care approach that would
respond to individual needs while allocating resources
to those most in need and likely to benefit from additional support.27
Addressing the heterogeneity in HIV treatment
needs and preferences across and within populations
also means challenging assumptions of which unmet
needs are contributing to epidemics across sub-Saharan Africa.12 Tran and colleagues provide a useful
methodological approach and insights to start this
conversation. However, increasing treatment needs
and decreasing investments create urgency. Achieving
an AIDS-free generation may remain out of sight at
present, but we can certainly close the treatment gap
and provide better services to those living with HIV
in Cote D’Ivoire, across sub-Saharan Africa and the
world more broadly. Progress towards this important
goal will require more studies of this type of individual
preferences and needs combined with tailored strategies to address them.
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