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| have been impressed with the urgency of doing.
Knowing is not enough; we must apply.
Willing Is not enough; we must do.

Leonardo da Vinci (artist and scientist)

ldeas are great;
Execution Is everything

John Doerr — Measure What Matters
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CIHR Centre for REACH 3.0 — National Network / Pragmatic Solutions for HIV

RREACH

COLLABORATIONS AND SOLUTIONS IN HIV, HCV AND STI RESEARCH

ABOUT ~ LEARNING ~

REACH 2.0 BLOG

INITIATIVES ~

CBR COLLABORATIVE ~

CIHR BEST BRAINS EXCHANGE: THE ATLANTIC REGION 2
TAKES ACTION ON STBBI TESTING AUG

English

/ Caroline Ploem WUncategorized

=Best Brains
EXCHANGE

CATEGORIES

» Alberta

» British Columbia

Atlantic Canada
CBR
Collaborative

wi, CIHR [S25ms DALHOUSIE e 2REACH » Funding Project
N K 4 s 4o rocherche s e ol LI S sy iy A
e IRSC oo W UNIVERSITY 1} b Frangais ;e M. S5
' e » Manitoba » National
of Dicrem  emeemuws researchNS
el g ' » News » Ontario
# P Opportunities » Quebec
e . > REACH Initiatives » Saskatchewan
The CIHR Best Brains Exchange (BBE) was held June 24th in Halifax, bringing together » Updates and
40 leading regional and national STBBI public health officials, researchers and other Activities » Videos
stakeholders to talk about testing in the » What's Hot with
Peer » Where are we
m Researchers now
SEARCH
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Outline

Setting the stage — Canadian Context / Challenges / Opportunities
Bringing new STBBI tests to market in Canada

HIV self-testing implementation and linkages to care
Community-based dried blood spot (DBS) testing
Community-based POC testing with peers

Pharmacy-based STBBI testing / scale-up

App development for testing / linkages and peer navigation/support
HIV testing awareness campaigns and PSAsS

Health economics of innovative and responsive testing in Canada
10 Health policy work — targets, funding and sustainability
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Outline

1. Setting the stage — Canadian Context / Challenges / Opportunities
2. Bringing new STBBI tests to market in Canada

3. HIV self-testing implementation and linkages to care

4. Community-based dried blood spot (DBS) testing

5. Community-based POC testing with peers

6. Pharmacy-based STBBI testing / scale-up

7. App development for testing / linkages and scale-up

8. HIV testing awareness campaigns and PSAs

9. Health economics of innovative and responsive testing in Canada
10. Health policy work — targets, funding and sustainability
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HIV Epidemic in Canada DAI“ Urban Health
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o
H Iv I N CAN ‘DA ESTIMATE OF THE NUMBER OF NEW HIV INFECTIONS
¢ IN 2016

The Agency estimates that 2,165 new infections (range between 1,200-3,150) occurred in

Canada in 2016. This estimate is a slight increase from the estimate for 2014 (1,960; range
In 2016: an estimated 63,110 pe°p|e were ”Ving with HIV between 1,270 and 2,670) (Table 1, Figure 4). The resulting estimated incidence rate in
Canada for 2016 was 6.0 per 100,000 population (range between 3.3 and 8.7 per 100,000
population) which is a slight increase from the estimate for 2014 (5.5/100,000 population;
range between 3.6 and 7.5 per 100,000 population).

8 6 o 8 1 - E 1° @ FIGURE 4: HIV incidence: Estimated number of new HIV infections in Canada for selected
/6 /0 /D years (including plausible ranges for point estimates).

Canada’s progress to meet HIV 90-90-90 targets by 2020:
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Progress on UAIDS 90-90-90 Targets

Centre for
‘ Urban Health
Solutions

CANADA'S PROGRESS ON MEETING THE 90-90-90
HIV TARGETS

In Canada at the end of 2016, 86% (plausible range 78-94%) of the estimated 63,110

81% were estimated to be on treatment (plausible range 75% to 87%) and an estimated 91%
of persons on treatment had suppressed viral load (plausible range 87% to 95%) (Figure 1).

FIGURE 1: Estimated number and percentage of persons living with HIV, diagnosed, on
treatment, and virally suppressed in Canada at the end of 2016 (vertical bars represent

plausible ranges).
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& 35000
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= 30,000
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i 25,000
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10,000
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Living with HIV  Diagnosed with HIV  On treatment Suppressed virus
Estimated % - Bé&% 81% 9%
Plausible range (%) - 78-94% 75-87% 87-95%
Estimated # 63,110 54,020 43,680 39,960

Plawsible range (n)  55,500-70,720  49,200-53,320  40,520-47,000  38,000-41,500

(plausible range 55,500-70,720) persons living with HIV were diagnosed. Of those diagnosed,
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Not too long ago Canada was missing on the map — 2016 Paper

Research

Can the UNAIDS 90-90-90 target be
achieved? A systematic analysis of
national HIV treatment cascades

To cite: Levi J, Raymond A,
Pozniak A, et al. Can the
UNAIDS 90-90-90 target be
achieved? A systematic
analysis of national HIV
treatment cascades. BMJ
Global Health 2016:1:
€000010. doi:10.1136/
bmjgh-2015-000010

» Additional material is
available. To view please visit
the journal (http://dx.doi.org/
10.1136/bmjgh-2015-
000010).
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ABSTRACT
Background: In 2014, the Joint United Nations
Programme on HIV and AIDS (UNAIDS) and partners
set the '90-90-90 targets’; aiming to diagnose 90% of
all HIV positive people, provide antiretroviral therapy
(ART) for 90% of those diagnosed and achieve viral
suppression for 90% of those treated, by 2020. This
results in 81% of all HIV positive people on treatment
and 73% of all HIV positive people achieving viral
suppression. We aimed to analyse how effective
national HIV treatment programmes are at meeting
these targets, using HIV care continuums or cascades.
Methods: We searched for HIV treatment cascades for
196 countries in published papers, conference
presentations, UNAIDS databases and national reports.
Cascades were constructed using reliable,
generalisable, recent data from national, cross-sectional
and longitudinal study cohorts. Data were collected for
four stages; total HIV positive people, diagnosed, on
treatment and virally suppressed. The cascades were
categorised as complete (four stages) or partial (3
stages), and analysed for ‘break points’ defined as a
drop >10% in coverage between consecutive 90-90-90
targets.
Results: 69 country cascades were analysed
(32 complete, 37 partial). Diagnosis (target one
—90%) ranged from 87% (the Netherlands) to 11%
(Yemen). Treatment coverage (target two—81% on
ART) ranged from 71% (Switzerland) to 3%
(Afghanistan). Viral suppression (target three—73%
virally suppressed) was between 68% (Switzerland)
and 7% (China).
Conclusions: No country analysed met the 90-90-90
targets. Diagnosis was the greatest break point globally,
but the most frequent key break point for individual
countries was providing ART to those diagnosed. Large
dlspamlas were identified between countries. Without
to ised reporting
inteational comparisons are complex.

BACKGROUND

In 2014, the Joint United Nations
Programme on HIV and AIDS (UNAIDS)
and partmers launched three ambitious
90-90-90 targets for 2020 as a commitment to
improve access to antiretroviral therapy

Key questions

ment,' ? a trans-
and a human
ug,hl I'll( are as follows:
target one essfully diagnosing 90% of
all HIV positive people. Target two involves
delivering antiretroviral therapy (ART) to
90% of those diagnosed, and finally, target

BM)

Levi J, et al. BMJ Glob Health 2016;1:¢000010. doi:10.1136/bmijgh-2015-000010 1
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Figure 3 (A) Target 1 vs Target 2 - % of those diagnosed vs % of those diagnosed receiving ART. (B) Target 2 vs Target 3 - %
of those diagnosed on ART vs % of those on ART achieving viral suppression.

upper and lower left quadrants of figure 3B need to
develop creative strategies to link, retain and treat those
diagnosed. The RapIT study found, immediate or same
day ART initiation following diagnosis is very effective in
low-resource settings. "’

Linkage to care, retention in healthcare systems” and
eligibility for ART (as directed by national g\ndellncs)
impact the step from diagnosis to successful
However, due to lack of consistency in definitions across

countries, these steps between testing and ART initiation
are not possible to accurately compare due to hetero-
geneity. For example, in Russia”’ ‘linkage’ was consti-
tuted by ‘one visit to an AIDS centre within 12 months
of diagnosis’. Contrastingly, in the USA, linkage was
defined more stringently as nnc CD4 test performed
within 3 months of diagnoses.'™ The number of people
‘on ART" is also an imprecise value, even if calculated
from prescription records, not everyone prescribed ART

Levi J, et al. BMJ Glob Health 2016;1:¢000010. doi:10.1136/bmjgh-2015-000010
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‘. Ending the HIV Epidemic
/~ in Canada in Five Years

It's Time to Act
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“I have been impressed with the urgency of doing.
Knowing is not enough; we must apply.
Willing is not enough; we must do.”

LEONARDO DA VINCI
(ARTIST AND SCIENTIST)

The Context

Unlike other G7 countries, Canada is not seeing a reduction in the
number of new people being diagnosed with HIV, notwithstanding
significant investments over the past many years.

Recent data from the Public Health Agency of Canada (PHAC) indicate
that in 2016 an estimated 2,165 people became infected with HIV in
Canada.! This is one new infection every four hours. Our numbers are
almost 10% higher thanin 2014.

Jurisdictions around the world have launched new, highly targeted
initiatives to end HIV, including “Getting to Zero” and the UNAIDS
strategy to end AIDS by 2030. Although Canada has endorsed the
UNAIDS 90-90-90 target? (90% diagnosed, 90% of those on treatment
and in care, and 90% of those who are suppressed), we lag behind
others in reaching these targets. But with strategic interventions, we
believe that in the next five years we can “bend the curve” and end the
HIV epidemic in Canada. New cases of HIV will become rare events.

How is Canada Doing?

Itis estimated that there are 63,110 people living with HIV in Canada,*
but only 86% of those are diagnosed (1** 90 target) - this represents
9,090 individuals who have undiagnosed HIV infection across the
country who are not adequately connected to our health care system.
While many G7 countries are seeing progressive declines in the numbers
of those undiagnosed - we are not in Canada.

For those people diagnosed with HIV, 81% are now on antiretroviral
treatment (2" 90 target), and of those, 91% have suppressed viral load
(390 target).

While we have reached one of three key UNAIDS targets, we cannot
lose sight that there are 23,150 people who are still falling through the
cracks along the cascade (see chart on right)*. All of these people are not
benefitting from appropriate prevention, treatment and ongoing care
and supportive services to support their own health. And we can prevent
the further transmission of HIV if our public health, community-based
and health care systems can support these individuals to get tested,
diagnosed, be on treatment and achieve viral suppression.

We have to change our approach.

In contrast to most other developed countries, we do not have the
leadership in place or a national coordinated approach that is needed.
But with targeted and pragmatic interventions for testing, reaching
those who are undiagnosed, and supporting more people to manage
and adhere to treatment, and achieve viral suppression, we can
achieve (and exceed) Canada’s UNAIDS commitment to all three

of the 90-90-90 targets - and Canada can effectively end its HIV
epidemic in the next five years.

Page 2 | Ending the HIV Epidemic in Canada in Five Years

Who Are the 23,150

People We're Missing?

People living with HIV
in Canadawho
remain undiagnosed

+

10,340

People diagnosed
whoare noton
treatment

+
3,720

People diagnosed and
ontreatment who
have not achieved
viral suppression

23,150
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Centre for

HIV Testing and Diagnosis in Canada Urban Health

Solutions

Canadian Population: 37 million
2016 Incidence: 6.0 per 100,000 people (range 3.3-8.7/100,000)
Government of Canada 2030 Goal: 0.6 per 100,000 people

Number of Tests: Annual HIV diagnostic tests in Canada = 1.5-1.7 million*
*includes 59,000 INSTI POC tests in 2018 (our only POCT approved in Canada)

To end the HIV Epidemic in Canada — How many HIV tests
are required to reach those who need them??
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Canada has been losing ground with POC testing Urban Health

Solutions

Canada purchased 59,000 INSTI POC test
INSTI HIV Test Kit Kits in 2018 — 33% reduction from 2011

Distribution in Canada
and US, 2014-2017

HIV Point-of-Care Testing with INSTI

* |n addition to INSTI The US

has 6 FDA approved, CLIA
waived HIV POC tests:
Determine HIV Ag/Ab
Combo; Qraquick; Stat Pak,
Sure-Check, DPP; Unigold.
— ] — —

In Canada’ only INSTI |5 2014 2015 2016 2017
approved for POC testing
with fingerstick blood

Graph represents

distribution in 100k
increments Source: biolLytical Laboratories

HUSA mCANADA
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J Centre for
Effectiveness of POC HIV Testing in BC (2013) DA I“ Jrban Health

Table 5: Number of new HIV diagnoses by POC as compared to standard lab
testing by Health Authority (HA) / Region, Apr 2011-Sept 2012

Point of Care Testing Standard Laboratory Testing % New
Diagnosis
Evaluation Findings from the New #Tests Diagnosis New # Tests  Diagnosis by POC
Pilot Phicse of BC's Provineial Diagnosis  Done Rate Diagnosis  Ordered Rate
Point of Care HIV testing
Program: The First 18 Months VCHA 118 15,982  0.7% 163 137,471 0.1% 416
NHA 6 358 1.7% 26 17,682 0.1% 18.8
FHA 2 324 0.6% 58 81,592 0.1% 3.3
Sarah Fielden, PhD
st VIHA 0 226 0.0% 26 31,675  0.1% 0.0

Coleen McAloney, RT
o o IHA 0 139 0.0% 18 34288  0.1% 0.0

Mark Gilbert, MD, MHSc

Total 126 17,029 0.7% 291 302,708 0.1% 30.2

Notes:
Clinical Prevention Services Division * New Diagnosis by POC: true positive only and only those with no previous positive HIV test
BC Public Health Microbiology and Reference
Laboratory

June 2013
Table 6: POC tests as a percentage of total HIV tests by Health Authority (HA),

Apr 2011- Sept 2012

HA # POC Tests # Standard HIV All HIV Tests % POC of All HIV
Tests Tests

INSTI (POC) (which represented | ' s iaati 15348 104
only 5% of all HIV testing in BC)
identified about 4 times more — e
HIV infections than standard lab

testlng approach Total 17029 302,708 319,737 | 5.3 |
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What has history taught us about previous leadership efforts?

Home

A Call for Action

‘The Commitment

The Current State of the
Epidemic

The Blueprint
Who Shares Responsibility for
Res to HiV2

Championing Committee
Championing Committee -

Leading Together Toolkit

Leading Together: Canada Takes Action on
HIV/AIDS

Leading Te has been
updated for 2013, More Info.
Leading Together: Canada Takes
Action on HIV/AIDS (2005 - 2010) is
2 blueprint for Canada-wide action on

Leading Together
collaboratively by a
stai invoh

Leading Together is for the use of all participants in Canada's response to
HIV/AIDS.

wgm,  Download Leading Together, complete document in PDF form.
(fie size: 3.4 MB)

o~

wgm,  Oownload Lesding Together, condensed version in POF form
) (file size: 1.1 MB),
W Click here.

Leading Together (2005-2010)
Why did it fail?

A CALL FOR ACTION

More than 20 years after the first AIDS case was diagnosed, HIV is still with us. Despite progress
in both prevention and treatment, HIV continues to cause great harm and loss. A virus that many
hoped would be eradicated in the 1980s has now infected and killed millions around the world.
Faced with the catastrophic impact of HIV globally and rising rates of infection at home, we in
Canada are at a turning point in our fight against HIV.

Do we accept that AIDS will be with us always — a debilitating illness that continues to steal people’s
health and lives — or do we redouble our efforts to stop the ravages of this preventable disease?

We have chosen to renew our efforts. Leading Together: Canada Takes Action on HIVIAIDS
(2005-2010) is a hopeful new phase in our collective response to AIDS. It sets out an ambitious
coordinated nationwide approach to tackling not just HIV but the underlying health and social
issues that contribute to new infections and have devastating effects on people who are infected.

We know what has to be done. Now is the time to act.

Together we can: Leadership in a world of AIDS,
Joint United Nations Programme on HIV/AIDS (UNAIDS),
June 2001

This made-in-Canada response to HIV is a call for action.

St. Michael’s
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What was missing with Leading Together:

Leadership — Government set up Leading Together championing
committee (| was a Co-Chair) — but it had no support / authority /
decision-making / or resources to:

» Bring key sectors (and expertise) together to build cohesion
and partnerships for common goals;

» Be pragmatic / solution-focused / take collective impact
approach - to get work underway;

There were no accountability framework.

There was no commitment to targets and roadmap (or monitoring
and evaluating progress) — mainly because this would have resulted
in allocating / reallocating resources for those efforts.

St. Michael's
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2016-present: Now focus on addressing STBBI Epidemics in Canada

A PAN-CANADIAN
FRAMEWORK FOR ACTION

Reducing the Health
Impact of Sexually
Transmitted and
Blood-Borne Infections
in Canada by 2030

Reducing the Health Impact of Sexually Transmitted
and Blood-Borne Infections in Canada by 2030:
A Pan-Canadian STBBI Framework for Action

VISION

DESIRED
OUTCOME

STRATEGIC
GOALS

GUIDING
PRINCIPLES

CORE
PILLARS

» A Canada where STBBI are rare and people living with STBS! receive the care
and support thay need

» To reduce the health impact of STEBI in Canada by 2030

» Reduce the Incidence of STEB! In Canada
P Improve access to testing, treatment, and ONQOING Care and SUPport
P Reduce stigma and discrimination that create vuinerabilies to STBR)

P Meaningful engagement of people IIving » Human nghts

with HIV and viral hepatitis and key populations P Health equity
» Mowing towards truth and reconciiation » Muiti-soctoral approach
D Integrated approoch D Evidence based policy
» Cultural relevance and programs

ONGOING

ENABLING ENVIRONMENT

St. Michael’s
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Government of Canada Action Plan - Launched July 18, 2019

’ ACCELERATING OUR RESPONSE

GOVERNMENT OF CANADA FIVE-YEAR ACTION PLAN
ON SEXUALLY TRANSMITTED AND BLOOD-BORNE
INFECTIONS—IN BRIEF

OBJECTIVE: & 3te prventian, dagnaosis and treatment 1o raduce the health impact
f sexually transmitted-and blood-barne infections §TBE) in Canada by 2030

Moving toward truth and reconcillation with First Nations, Inult and Métis Peoples

L

B LN
STRATEGIC GOALS { st 89 A

Reaching the undlagnosed
1 t 1 i fels 10 1estng
nd
P a t ) to testing
1a ] ) 11y ad t
port t 1 ) yat ung 103 1

niy-based effarts to reach the undagnosed and ink them to testing

Canada

Prevention, treatment and care (applies to populations that receive health

services or coverage of health care benefits from the federal go )
fe eff wngand at ¥ t 1ng
tpract
1 OV jeor it ntand 1 ] i |
Al reduct pp i { et |l ¥ at
1ta 5T
1KAQR 10 care and treatr Tt iar thos vineduals transtiorung from federa

il and terntonal health syst

Leveraging existing knowledge and targeting future research

t 1 atian i il n1at t i
t th and healt 1 1
it hon toalkit w and !
t )ing and itve testing and d 1 pes and
t therapeut 1eg it |
| pont TBBI wit t | i
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ood Progress now on suppression rates in many provinces (3" 90)

ONTARIO NEARING UN

AIDS 90-90-90 TARGETS

FOR HIV CARE

According to a recent study following over 5,000 people living
with HIV, Ontario is successfully engaging people with HIV in
care and providing sustained, effective treatment. The study,
Engagement in HIV Care Among Persons Enrolled in a Clinical

—. Aticles

@ & ® The cascade of HIV care in British Columbia, Canada,

1996-2011: a population-based retrospective cohort study

Bohdan sk Julo
Rolnda

oty Gibert,

i, Robet S Hogg forthe

. Hazna Samy
ko Gus

Summary

Backgrourd

and public health ks f el tacapy. W slmad s hacacrtan oaghndial chacges i capugenent
with the cascade of HIV care in British Columbia. Canada, from 1996 10 2011,

3

Methods We used estimates of plmln(ul HIV prevalence from the Publi th Agency of Canada and linked

Fustyoflthscmce,

1y ko

provinial poy the numbers M'm‘lvuhul\ in each of the eight stages of the
cascade of HIV care (HIV ety dignoncd,lnked 1o K1V care, eained i HIV care, highly scive antirtrniral
werity, therapy (HAART) indicated, on HAART, adherent to HAART, and virologicaly suppressed) in British Cobumbia from

s 0 Gs 1996 0 2011 We used semsitvty anabyses o determine the sensitivity of cascade-stage counts 0 varations i their

" defiitions.

Care Cohort in Ontario, Canada, 2001-2011, wa
in the Journal of Acquired Immune Deficiency Sy
authored by Ann Burchell, Sandra Gardner, Sea
other members of the OHTN Cohort Study Tea

KEY FINDINGS OF THIS STUDY

* Most study participants living with HI'
care

engag)

* Over three-quarters of people living with HIV are
treated with antiretroviral drugs; almost all have g
reduced amounts of HIV in their bodi sull

* Over the past few years, Ontario has made steady
towards achieving international targets.

= More effort is required to reach groups of people
who are less likely to be in care, including young ¢
people who use s

EPIDEMIOLOGY AND PREVENTION

British Columbia during the study period. We
fiuals at each stage of the cascade of care. Based

The Impact of Transfer Patients on the Local Cascade of HIV
Care Continuum

Harimut B. Kreniz, PRD,*# Judy MacDonald, MD.} and M. John Gill, MD*}

Background: The Cascade of Care (COC) visualizes stages of
HIV cars progression within a population, It is predicated on a local
population model and thus may not address the impact on the COC
of HIV-experienced individuals diagnosed and cared for elsewhere
who move int

Methods: Al individuals with a confirmed HIV-+ test in Calgary.
Canada, between January 1, 3006, and January 1, 2013 were
inchuded. Individuals were categorized as “local” if diagnosed within
sfer” if dingnosed elsewhere. Subgroups were
nc;unlcl) placed within the COC and then agaregated

Results: Of 1019 new cases, 47% were transfers. Transfer patients
were more likely female (35% vs. 23%: P < 0.01), non-white (61%
ve, 46%; P < 0.001), heterosexual (36% vs. 38%; P < 0.001), and
have higher €4 comnts (400 vs. 282/n’) with undetectable viremia
in 57% [63% on antiretroviral therapy (ART)] of bascline. Engagement
was higher af every stage for trsfer patienis: 4% of ransfir va. 92%
patients linked 1o HIV care, 90% vs. 76% (P < 0.001) were
retained, B6% vs. 67% (P < 0.001) received ART, and at study's end,

s of ART by %, and patiats with via suppression by

Conclusions: The COC of local and transfes patients differs so
significandly that boih need to be considered separa
COC, adding a previously under-recognized level of complexity
Use of agg IC withow considering different levels of
engagement could lead 1o imprecise information for public health
initiatives and program metrics

Key Words: HIV/AIDS, cascade of care, mobility, migration
accessing care, Canada
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INTRODUCTION
le of Care (COC) has been developed as
a potent taol for the presentation of summary statistics on the

individuals decreased from 49-0% (estimated
proportion of HV-positive people with viral

|aerstanding what further efforts are needed to
I efforts 10 contain the spread of HIV/AIDS.

Jo Drug Abuse (National Institutes of Health).

e ofservices. from sesing and refeeraltocare
| continued adherence to treatment."* Indeed,
e of HIV care has become a focal point for
Jestion efforts to maimise the beneficia effects
freatment for individuals and populations,
d by WHO as the central assessment and
2 metric for treatment as prevention in global

number of individuals within a population who are
with HIV, diagnosed with HIV, linked to HIV-speci onse and progress teporting
retained in care, on antiretroviral treatment (ART), and in individual engagement in HIV care.
with suppressed HIV replication.”™ The COC is presented | late disgnosis, suboptimum linksge o and
as a continuum of care displaying discrete stages and [ HIV cre low HAAKT cvrage. and poor
the percentage of the population falling into each stage. It |17 Sy B0 Ol (AR T
offers great value for identifying critical arcas for measuring |, heaith outcomes <+ A thoroagh under
and Improving both service delivery as well as the popula=  [of the points within the cascade of care
tion's health.* n at which individsals are lost—referred to as
Although seldom stated, the COC is usually predicated  [will inform efforts to optimise HAART roll-out
on a model of a local population documenting progression of | the interest of seducing HIV incidence in
new patients from dingnosis to viral suppression. Although [, e s b Sancee g
powerful in assessing the success of the local Progrms i [iumbis from the beginning of the HAART era
service delivery, the use of a COC t reflect the dynamics of | the end of 2011
care of the whole local HIV' community may be misleading.
as it may fail o account for the impact of patient migration. If
a sizeable number of HIV-experienced patients (ie, previously
retained in care and on ART) transfer into a community at
different stages of their HIV infection, they can introduce
uncertainty, bias, or inaccuracy into the COC in that

fees and an:
dats from seversl sources to determine the
HIV care. First, we used annual estimates of

community. The widespread use of ART, which has resulted
in a dramatic improvement in the quality and quantity of life,
has enabled migration both for personal choice or economic
necessity leading to an associated wansfer of HIV care. ! ™
Migration or geographic mobility may be “intemal” (ie,
within a country) or “e (immigration between
countries sometimes due to forced displacement). *” Move-
ment between communities and HIV care centers has been
reported t© have negative consequences on the individuals”
HIV health, !>

The stams of transfer patients within the local COC
remains problematic. Individuals who acquire their HIV
infection elsewhere but are first diagnosed locally would be
considered a “locally diagnosed” patient in public heaith
. Those diagnosed who accessed care elsewhere before
the regional COC model although at
a different entry point from locally diagnosed individuals
t in the local community before accessing HIV
often not taken into consideration. HIV-
d transfer patients thus are neither “newly diag-
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nosed” HIV cases, nor are they nonlinked, nonretained, lost to

follow-up (LTFU), nor necessarily treatment naive. Buskin

et al"* recently discussed the difficulties in the estimation of

the caseade due to the challenges of migration, noting that

praportions in and out of carc can substantially vary depend-

g on the satus of individuaks in the area Use of an
o

aggregate including a large transfer pop-
iaon with characensics diftrent from the ocal population
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Progress towards the United Nations 90-90-90 and 95-95-95
targets: the experience in British Columb Canada
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Abstract

Introduction: Antiretroviral therapy (ART) scale-up s central to the global strategy to control the HIV/AIDS pandemic To
accelerate efforts towards ending the AIDS epidemic. the Joint United Nations Programme on HIV/AIDS released the 90-90-
90 and 95-95-95 targets, which have recently been approved by the United Nations (UN). This study characterizes the pro
vince of British Columbia {BC)'s progress towards achieving the UN targets, predicts a trajectory up to 2030 according to
each of the individual steps (ie. %Diagnosed, %On ART and %Virolagically Suppressed), and identifies the population sub
groups at higher risk of not achieving these targets
Methods: The analyses were based on finked individual-level datasets of people living with HIV (PLWH) in BC, aged
218 months, from 2000 to 2013. Using past trends in HIV prevalence and of each individual UN targets, we forecasted these
outcomes until 2030 via generalized additive models, We ran a second set of analyses to assess the associations between indi
vidual demagraphic and behavioural factars and each of the individual steps of the UN targets. Lastly, we performed sensitivity
analyses to account for uncertainty associated with prevalence estimates and suppression definitions,

Results: Amang the estimated 10666 PLWH In BC in 2013, B2% were diagnosed. 76% of those diagnosed were on ART and
B3% of those on ART were virologically suppressed. We identified that females. PLWH aged <30 years and those with
unknown risk or who self-identify as having a history of injection drug use were the population subgroups that experienced
the most chalienge in engaging on ART and achieving viral suppression. Our model projections suggest that BC will achieve
90%:-91%-90% and 97%-99%-97% by 2020 and 2030 respectively.

Conclusions: As we approach 2020, BC is rapidly moving towards achieving the UN targets. However, region-specific ch
lerges persist. Identification of remaining regional challenges will be essential to achieving the proposed UN targets and there:
fore fulfilling the promise to end AIDS as a pandemic by 2030.

Keywords: UNAIDS target; UN target; 90-90-90; 95-95-95; Diagnosis; Antir
British Columbia

roviral Therapy; Viral Suppression; Risk Factors;
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‘. Ending the HIV Epidemic
/~ in Canada in Five Years

It's Time to Act

“I have been impressed with the urgency of doing.
Knowing is not enough; we must apply.
Willing is not enough; we must do.”

LEONARDO DA VINCI
(ARTIST AND SCIENTIST)

The Context

Unlike other G7 countries, Canada is not seeing a reduction in the
number of new people being diagnosed with HIV, notwithstanding
significant investments over the past many years.

Recent data from the Public Health Agency of Canada (PHAC) indicate
that in 2016 an estimated 2,165 people became infected with HIV in
Canada.! This is one new infection every four hours. Our numbers are
almost 10% higher thanin 2014.

Jurisdictions around the world have launched new, highly targeted
initiatives to end HIV, including “Getting to Zero” and the UNAIDS
strategy to end AIDS by 2030. Although Canada has endorsed the
UNAIDS 90-90-90 target? (90% diagnosed, 90% of those on treatment
and in care, and 90% of those who are suppressed), we lag behind
others in reaching these targets. But with strategic interventions, we
believe that in the next five years we can “bend the curve” and end the
HIV epidemic in Canada. New cases of HIV will become rare events.

How is Canada Doing?

Itis estimated that there are 63,110 people living with HIV in Canada,*
but only 86% of those are diagnosed (1** 90 target) - this represents
9,090 individuals who have undiagnosed HIV infection across the
country who are not adequately connected to our health care system|
While many G7 countries are seeing progressive declines in the numbeij
of those undiagnosed - we are not in Canada.

For those people diagnosed with HIV, 81% are now on antiretroviral
treatment (2" 90 target), and of those, 91% have suppressed viral loas
(390 target).

While we have reached one of three key UNAIDS targets, we cannot
lose sight that there are 23,150 people who are still falling through th
cracks along the cascade (see chart on right)*. All of these people are n
benefitting from appropriate prevention, treatment and ongoing care
and supportive services to support their own health. And we can preve
the further transmission of HIV if our public health, community-based
and health care systems can support these individuals to get tested,
diagnosed, be on treatment and achieve viral suppression.

We have to change our approach.

In contrast to most other developed countries, we do not have the
leadership in place or a national coordinated approach that is needeg

A2 ~:§
j)'b'

Who Are the 23,150

M-

N

People living with HIV
in Canadawho
remain undiagnosed

+

10,340

People diagnosed
whoare noton
treatment

But with targeted and pragmatic interventions for testing, reaching
those who are undiagnosed, and supporting more people to manage
and adhere to treatment, and achieve viral suppression, we can
achieve (and exceed) Canada’s UNAIDS commitment to all three

of the 90-90-90 targets - and Canada can effectively end its HIV
epidemic in the next five years.

Page 2 | Ending the HIV Epidemic in Canada in Five Years

_+

3,720

People diagnosed and
ontreatment who
have not achieved
viral suppression

23,150
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Key challenges that need to be solved — particularly for 15t/ 2"d 90’s

ok WD

o

9.

Number of new HIV infections (incidence) has decreased only
slightly in past few years

Point-of-care testing is flatlined, and self-testing is not available
HIV prevention has become more complex
Too many with HIV are diagnosed late and not linked quickly to care

HIV continues to have a devastating effect on members of a number
of priority / marginalized populations

People with or at risk of HIV often have complex social/health needs

Health care systems expect greater accountability for and return on
investment from public resources

Competition for government and private funding has increased
Canadians have become complacent about HIV

10. HIV continues to be a very stigmatizing condition, #1 concern
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Gray RT et al. Journal of the Intemational AIDS Saciety 2"ld 21 25104
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Undiagnosed HIV infections among gay and bisexual men
increasingly contribute to new mfectlons in Australla (A) Undiagnosed (8) Diagnosed
Richard T Gray d P Wilson?, Rebecca ) Guy?, ? @. Margaret E Hellard®>*, Garrett P
Prest Toby hn de Wit® and Martin F > >
Comesponding author: At T tute, UN " dia Ti 7 5 3
& 400 & 75
Abstract 2 2
Introduction: We determined the contribution of undiagnosed HIV to new Infections among gay and bisexual men (GBM) =3 o
aver a 12-year period in Australia where there has been increasing focus on improving testing and HIV treatment - 300 -
coverage = -
: We generated annual estimates for each step of the HIV cascade and the number of new HIV infections for GBM g 2 s0
in Australia over 2004 to 2015 using relevant national data. Using Bayesian mekding we then fitted a quantitative model to ®
the cascade and incidence estimates to infer relative transmission coefficients associated with being undiagnosed, diagnosed g (=4
and not on ART. on ART with unsuppressed virus. or on ART with suppressed vieus, 5 200 5
Resuts: Between 2004 and 2015, we estimated the percentage of GBM with HIV in Ausrala who were unaware of thei = B
status to have decreased from 14,5% to 7.5% L gcicgd there | staotiy ein s ber o [ 3
proportion of GBM living with HIV on treatn] .. a1 w1 0 R 2 S 25
increasing from arcund 3900 (30.2% of all Gl E 100 E
HIV) in 2015. Despite the increase in viral sup] @ ]
760 over this period, Our results have a wide 5 c
cients. Nevertheless, undiagnosed GBM incread 1) o ®) = o
attributable to undiagnosed GBM almast dout [ = = 0
nated from GBM with suppressed virus. 0
Discussion: Our study suggests that an incre: - T T T T
transmission from people living with HIV. Howd £ " TS0 2004 2015 2004 2015
GBM has increased substantially. These findie Year
tralian GBM at high risk of HIV. g Year
Keywords: Australia; gay and bisexual men; maf g
- :E st (©) Unsuppressed ) Suppressed
M 2
&
£ > > 100
gs 0 I I
I B ECOC HIV Modelling tool estimates =~ Including diagnosed overseas (data: biue discs) - -
"+ Reauling cascade cstimates Exchuding diagnosed averseas (data: red triangles) o o
-+ COUNT estimate and 88% C1 R P —— s 200 g 10
¢ ‘ =] =)
2005 2010 015 2005 2010 2015 - -T
T
Year Year 3 a 8
Wlvnsisgnosed [ On ART unsappressed VL. sgoosed [l Or ART unsuppressed Vi o a1
© Bl Disgrosed o aRT [ On ART suppressed i o [l visgnosed no art [ On ART suppressed VL g 2 'a
- 2 100 s8
=
] 2
E £ 0.1
Z e w @
C & g
3 14 -
F oo F oot
g
8 = 2004 2015 2004 2015
Year Year
- = Py b s = = Figure 4. Change in the rate of transmission for people living with HIV in each step of the GBM HIV cascade during 2004 to 2015: (A)
i " T i . N .
Your Year undiagnosed, (B) diagnosed but not on ART, (C) on ART but with detectable (unsuppressed) VL and (D) on ART with undetectable (sup-
Fipws 1. Estinates for naw Inections and the IV cascade, () of pople undiagrosed cver 2004 t0 pressed) VL. Each box plot shows the median, inter-quartile range and 95% credible interval of the posterior distributions.
2015 compared to the 2014 COUNT estimate. The red line is the average of the two estimates produced by the two ECDC HIV Modelling
Taol scenarios. The dark red band is the range in the percentage undiagnosed from the ECDC tool and the lighter band is the overall range
in the percentage undiagnosed once the uncertainty In the number diagnased is included. The black paint and error bar show the point esti-
mate and 95% confidence interval for percentage undiagnosed nationalty from the COUNT study. (8) Estimated number of new infections
from the ECDC HIV modelling (red). The blue and red
points correspond to the respective number of notfications attributed to male-to-male sex. The black line is the best estimate used for the
analysis. The HIV cascade for Australian GBM during 2004 to 2015 with the number (C) and proportion (D) of GBM living with HIV whe are
undisgnosed, diagnesed but not an ART, on ART but with detectable: VL and on ART with (suppressed) VL.
ime trends for each population and uncertainty in the estimates are shawn in Data 51).
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Modelling HIV Transmissions Along Care Continuum

Morbidity and Mortality Weekly Repart

FIGURE 1. Percentage of persons* with human immunodeficiency
virus (HIV) infection and percentage of transmissions along the
continuum of HIV caret — United States, 201651

100

Vital Signs: HIV Transmission Along the Continuum of Care — United States, 2016

Zihao Li, PhD'; David W. Purcell, |, PhD'; Secphanic L. Sansom, PhD'; Demerah Hayes, MA'; H, Irenc Hall, PhD!

On March 18, 2019, this ieport was posted as an MMWR Early Release on the MMWR website (hitps:fhiewie.cde. govimniier). l
Abstract =
-1 O Persons
Backgrounds In 2016, an cstimated 1.1 million persons had human immunodeficiency virus (HIV) infection in the T L
United States; 38,700 were new infections. Knowledge of HIV infection status, behavior change, and antiretroviral 60 = Il Transmissions

therapy (ART) all prevent HIV transmission. Persons who achieve and maintain viral suppression (achieved by most
pesons within 6 months of strting ART) can live long, healthy lives and pose effectively no risk of HIV transmission,
1o their sexual partners.

Methods: A model was used to stimate ransmission ratesin 2016 alon the HIV continuum of care. Data for sexual
and needle-sharing behaviors were obiained from National HIV Behavi d HIV preval
(s e e e e e e R R (SR G e G b,

Results: Overall, the HIV transmission rate was 3.5 per 100 person-years in 2016. Along the HIV continuum of care,
the transmission rates from persons who were 1) acutely infected and unaware of their infection, 2) non-acutely infected
and unaware, 3) aware of HIV infection but not in care, 4) receiving HIV care but not virally suppressed, and 5) taking
ART and virally suppressed were 16.1, 8.4, 6.6, 6.1, and 0 per 100 person-years, respectively. The percentages of all
rransmissions generated by each group were 4.0%, 33.6%, 42.6%, 19.8%, and 0%, respectively.

Conclusion: Approximacely 80% of new HIV transmissions are from persons who do not know they have HIV infec-
tion or are not receiving regular care. Going forward, increasing the percentage of persons wich HIV infection who have
achieved viral suppression and do not transmit HIV will be critical for ending the HIV epidemic in the United States.

304

Percentage of
HIV-infected persons/transmissions

20+

Introduction scientific underpinning to the new federal initiative headed by

Medical treatment has substantially improved the healch,
quality of life, and life expectancy of persons with HIV infec-
tion (/). The benefits of trearment are maximized with sup-
pression of the virus (<200 copies of HIV/mL of blood on the
most recent viral load test), which benefies health and decreases
rates of transmission. Four recent studies found thar viral su
pression prevented scxual transmission of HIV (2-3), Tog
these praspective studies found no HIV transmissions atcribut-
able to sex berween HIV-discordant couples when the partner
with HIV infection was on treatment and maintained viral
suppression, despite documenting tens of thousands of acts
of condomless sex in which the HIV-negative partner was not
using preexposure prophylaxis. These findings indicate that
HIV transmission can become a vent if persons with
infection can obtain treatment and and maintain viral
suppression. Today's treatment regimens are simpler than those
prescribed in the past, sometimes requiring only single-tablet
formulations, with fewer side effects; most persons with HIV
infection can achieve viral suppression within 6 months of
initiating trearment. These findings also provide an important

the U.S. Department of Health and Human Services (HHS) to 0 et

end the HIV epidemic in the United States within 10 years (6).

Despite the availability of effective treatment, many of the
1.1 million persons with HIV infection in the United States
are not effectively treated (7,8). In 2015, among all persons
with HIV infection, 14.5% did not have a diagnosis, 37.2%
were not in care,* and 48.9% were not virally suppressed (7).
In addition, sexual and injection-dru ociated risk behav-
iors varied with knowledge of HIV in
to care (9,10). Lack of effective treatment results in worse

ction status and access

autcomes for persons with HIV infection and higher rates of

HIV transmission and was associated with 38,700 new HIV
infections in 2016 (8). To focus national and local prevention
efforts to eliminate HIV, CDC used a model ta estimate the
number of persans and HIV transmissions at each step along
the continuum of care.

US Department of Health and Human Services/Centers for Disease Control and Prevention MMWR / March 22,2019 / Vol 68 / No.11 267

T
Unaware Infected Receiving Taking
of and care/ ART/
HIV aware/ Not virally Virally
infection Not in care suppressed suppressed

Status of care

Abbreviation: ART = antiretroviral therapy.

* Percentage of persons in each subgroup averaged over 12 months in the model.

t Receipt of medical care was defined as one or more test (CD4 or viral load) in 2016.

§ Viral suppression was defined as <200 copies of HIV/mL of blood on the most
recent viral load test.

9 Unaware of HIV infection includes acutely infected and non-acutely infected
persons unaware of their HIV infection.

80% of new HIV transmissions arise from: (1) persons with HIV who have not yet
received diagnosis (15% - who contributed 38%) or (2) those who have diagnosed
infection that is not controlled (23% - who contributed 42%)
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We have the knowledge; We have the tools — We know:

« POC testing and self-testing / home testing can dramatically increase
rates of HIV testing and significantly reduce # of those undiagnosed

« PrEP and PEP can dramatically reduce chance of HIV infection for those
at high risk, or for those who have had high-risk exposure to HIV

« Treatment as Prevention (TasP) works

« U=U,; Those living with HIV who are on ART for at least 6 months and
who have undetectable levels of virus in their blood cannot transmit HIV

 Efforts to help people living with HIV to have access to ARVs, be linked
and retained in care work and are essential for optimal health and
wellbeing

« From work outside Canada: Most G7 countries have dramatically
scaled up testing, prevention, and access to and support for treatment —
with very progressive results
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Integrating Primary and Secondary Prevention Critical

Important Context and Opportunity for Community-based
and Health System Integration and Linkages

PRIMARY HIV PREVENTION
(Reduction of acquisition risk)

12183

w4 JIAS

journal of the

i
Incernational AIDS Society

‘ Initial HIV Testing

‘ Moem T al Joumaf of the Intermational AIDS Socety 2016, 1921263
Ih

SECONDARY HIV PREVENTION
(Reduction of transmission risk)

%
55;9-;"5'9‘1 '3’ ﬂ{ NEGATIVE ‘ | POSITIVE ‘_ , Towards an integrated primary and secondary HIV prevention
risks & needs continuum for the United States: a cyclical process model
% Tim Horn®*, Jennifer Sherwood*?, Robert H Remien®, Denis Nash® and Judith D. Auerbach**, for the Treatment
Virall Action Groupland Foundation for Aids Research HIV Prevention Continuum Working Group
% % = d SCormesponding author: Tim Hom, Treatment Action Group, 90 Broad Stroet, Sulte 2503, New York, NY 10004, USA. Tel: +1 212 253 7922. (tim bom@
% P ° SUppresss: s s o o sy v the work
. o
Linked to %o NEGATWE % POSITIVE |—»| o o :.lnked Fl.etalned (trar(w]smt\.sslinn e
prevention (T (primary e i LT EECUOTON Introduction: Every new HI infection is preventable and every HIV-related death is avoidable, As many jurisdictions around the

prevention
success)

A

world endeavour to end HIV as an epidemic, missed HIV prevention and treatment opportunities must be regarded as public
heaith emergencies, and efforts to quickly fill gaps in service prowsion for al peagle lving with and vulnerable to HIV infection
must be prioritized.

Diseussion: We present a novel, comprehensive, primary and secondary HIV prevention continuum model for the United States

services prevention

failure)

HIV Care Continuum

o
to, as well as those living with, HIV infection. We further discuss potential approaches to address gaps in data required for
programme planning, implementation and evaluation across the elements of the HIV prevention continuum.

Conclusions: Our model conceptualizes opportunities to monitor and quantify primary HIV prevention efforts and, importantly,
llustrates the interplay between an outcomes-oriented primary HIV prevention process and the HIV care continuum to move
aggressively forward in reaching ambitious reductions in HIV incidence. To optimize the utility of this outcomes-oriented
HIV prevention continuum, a key gap to be addressed includes the creation and increased coordination of data relevant to HIV

%
Engaged,
retained &
adherent

Retesting

Figure 1. Comprehensive HIV prevention processes. Conceptual framework illustrating the interplay between processes to halt both the
acquisition and transmission of HIV. The primary HIV prevention cycle, left, begins with HIV testing. Risk and needs assessments, linkage to
services, engagement in risk-reduction prevention interventions and HIV testing are repeated for as long as an individual remains at risk for
HIV acquisition.

prevention across sectors,

Keywords: HIV; prevention; continuum; PreP; process model; cycle; testing
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Introduction

The HIV care continuum has become  highly visual, accessible
and reproducible model to improve health outcomes and
minimize transmission risk among those living with the virus
[1). Viral load suppression is viewed not only as the con
tinuum’s central outcome to minimize individual morbidity

Primary HIV prevention continua and simiar heuristics
have been developed by others. These include a generalized,
population-based approach (3]; an infection cascade and
prevention pathways model [4]; and pre-exposure prophy-
laxs (PrE?) and other intervention-specific cascades [5-7]
Proposed models are not without limitations, however.
Most fundamentall, unlike engagement in specialized care

and mortality, but also as a key intervention for secondary

o
HIV transmission [2]. Reducing the risk of HIV acquisition
among those not already infected and vulnerable to HIV
exposure s equally essential,

HIV prevention continuum, like the care continuum, is
potentially valuable to identify opportunities at key steps in an
HIV incidence- and health outcomes-oriented process. Such a
model affords the opportunity to: 1) define best biomedical,
behavioural and ancillary support peactices, including those
that foster integration of HIV prevention with broader primary
care, wellness promotion and sexual and reproductive health

i Success;

4) inform the allocation of human and financial resources;

and therapy after an HIV diagnosis, initation of
a particular intervention following an HIV-negative diagnosis
is neither routine nor straightforward. HIV prevention needs.
and options are not universal or static because of individual
and intrapopulation variability and temporal fluctuations
in risk. Additionally, few proposed models address congruity
with the HIV care continuum. A heuristic device ilustrating
the importance of both primary and secondary HIV preven-
tion may prove useful in further infiuencing HIV incidence.
Recognizing inherent challenges, we peesent a novel con.
for addressing individualized primary MIV prevention needs
to achieve population-level reductions in HIV acquisition risk
and to illustrate the critical fink between a comprehensive

5) establish 6) generate
and support advocary for the highest impact HIV prevention
activiies.

primary pr peocess and tofurther
improve health outcomes and minimize transmission  risk
among those who are infected with HIV. To bolster stakeholder
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POC and Self-Testing - We have the evidence we can act on;

Ease of use of HIV Self-Tests Widespread support for POC / HIV Self-Testing
@ |

@

o wp trontiers o

Prospective observational study to evaluate the mm—
performance of the BioSure HIV Self-Test in the hands

Journal of Clinical Virology

=
of lay users s e A Global Review of HIV Self-testinng: Themes and Implications What do Key Stakeholders Think About HIV Self-Testing
b Saarders, W ool hga," Ar b in Canada? Results from a Cross-Sectional Survey
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Ending the HIV Epidemic in Canada Building Capacity, Awareness, Education

Canada’s source for La source canadienne
C AT | E HIV and hepatitis C  de renseignements sur
information le VIH et I'hépatite C
* —
Reaching The Undiagnosed

HIV and HCV Point-of-Care Testing in Canada:
Technologies and Community Programs

/ \ National Collaborating Centre
for Infectious Diseases
Centre de collaboration nationale A

des maladies infectieuses

Geneviéve Boily-Larouche, NCCID

Lesley Gallagher, Hepatitis C Nurse Clinician Vancouver Coastal Health

Christine Hughes, Professor, Faculty of Pharmacy & Pharmaceutical Sciences, University of Alberta
Jason Kielly, Assistant Professor, School of Pharmacy, Memorial University of Newfoundland
Wangari Tharao, Women’s Health in Women’s Hands

Please make sure you access the audio The webinar will commence
portion: shortly.
Toll-free access number: 1-866-500-7712
Access code: 4949626

All participants will be muted
until the question period.
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Key Priorities and Directions

MAP

Centre for
Urban Health
Solutions

Canada’s source for
HIV and hepatitis C
information

NATIONAL DELIBERATIVE
DIALOGUE ON REACHING

THE HIVUNDIAGNOSED:

SCALING UP EFFECTIVE PROGRAMMING
APPROACHES TO HIV TESTING AND
LINKAGE TO PREVENTION AND CARE

Thursday, October 13 and Friday, October 14,2016

Summary of Priority Directions

SUMMARY OF PRIORITY DIRECTIONS

PRIORITY DIRECTIONS: CROSS-CUTTING

Priority direction 1: Address system Jevel
barriers to HIV testing and linkage to eare.

Priority direction 2: Address provider level
barriers to HIV testing and linkage 10 care.

testing and linkage interventions are in reaching
the undiagnosed and linking them to care.

Priority direction 1
is provided alongside
appropriate.

nsure that HIV testing
TBBIs testing when

Priority direction 12: Ensure that HIV testing

priority direction 3: HIV
testing and linkage to care through culturally
safe and competent services

Priority direction 4: Support organizations and
i d be held a 2

provided within a holis
approach that allows for comprehensive health
promotion and disease prevention efforts

Priority direction 13;

to the Truth and Reconciliation Calls to Action
0 address barriers to HIV testing and linkage to
care for Indigenous people.

‘partner care”.

n

reate multiple pa w©
testing, tailored to the needs of each person.

PRIORITY DIRECTIONS: REACHING
IROUGH

CLINICAL SETTINGS.

Use local

strategic mix of HIV

1: Consider and reflect upon
the ethical and b

reach the undiagnosed and link them to care.

Priority direction 7: Define the threshold
atwhich testing should be offered and the

of routine HIV

sting, and create an
implementation plan that ensures human rights
are upheld.

frequency of pop

Priority direction 8: Make resources available to
innovate and try new things. When the eviden
does not exist, pilot approaches.

Priority direction 8: Use health equity impact
assessments to assess impact and relevance of
different interventl

Priority direction 10: Use evaluation data to
assess how effective the strategic mix of HIV

2
testing, a full implementation plan needs to be
developed and policies and procedures revised.

Priority direction 3: When implementing routine
testing, provide training for the individual
offering the test,including physicians, nurses,
counsellors and outreach workess. This can
include training on cultural competency, HIV
101, counselling. etc.

National Del Reaching

Priority direction 4 Create a referral plan for the

PRIORITY DIRECTIONS: REACHING

patient thar includes
providers (individualised}—mental health,
housing, food security, etc.

Priority direction 5: Continue the use of
targeted risk-based HIV testing in clinical
sertings in Canada; prioritize implementation in
specific geographical areas and clinical settings
according to epidemiology and current levels of
HIV testing coverage

Priority direction 6: Support primary care
physicians to engage more in HIV testing,
including updating their messaging to reflect
benefits of HIV testing,

PRIORITY DIRECTIONS: REACHING THE
UNDIAGNOSED THROUGH COMMUNITY-
BASED SETTINGS AND PAR!

THROUGH
SELF-DIRECTED APPRAOCHES

Priority direction 1: Consider the feasibility
and effectiveness of implementing self-directed
approaches to HIV testing in Canada,

Priority direction 2: Develop diverse
mechanisms to ensure appropriate information
and linkage to prevention and care services.
are provided.

Friority direction 3: Investigate new ways

for the principle of informed consent to be
operationalized in self-directed approaches to
HIV testing.

Priority direction 4: Assess the regulatory
reforms that will need to take place to roll out

Priority direction 1: Support community-based
organizations to update and enhance their
messaging about the benefits of HIV testing.

Priority direction 2: Strengthen collaboratian
and partnership between community agencics
and clinical providers to expand opportunities
for testing,

Priority direction 3: Consider how point-of-care
testing can be used to inerease HIV diagnoses
among those hard-to-reach in a feasible and cost-
effective way.

Priority direction 4: Enhance the role of peers
and other non-regulated and allied health carc
professionals as testers

Priority direction 5: Enhance the role of people
living with HIV in testing and linkage service
planning and delivery.

hes, particularly self-testing.

Priority direction 5: Involve and cngage
community and users as partners and advisors
in assessing need and rall-our, to ensure
community relevance.

PRIORITY DIRECTIONS: HIV TESTING
AS A GATEWAY TO THE CONTINUM
OF HIV PREVENTION AND CARE

Priority direction 1: Approach HIV testing asan
opportunity to enter the full HIV prevention and
care continuum,

Priority direction 2: Improve access 10 and
information about HIV treatment immediately
or soon after diagnosis, alongside linkage to care
and supportive services.

Priority direction 3: Engage in community
mapping to build parterships to understand
local services and service pathways to ensure
that elients receive the best care passible and are
not lost to care,

St. Michael's

Centre for Urban
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Centre for

Developed an Action Plan — Need to Implement !! Urban Health

Solutions
TABLE 2 displays the number of tests distributed to each province/territory annually since 201 1. It should be
noted that these data do not offer a break down related to test kits that are designated for quality assurance
purposes and therefore cannot offer a definitive indication of how many test kits were used for actual
screening. However, the data in Table 2 also compare the number of INSTI tests delivered to each province in
2013 with the number of HIV-infected individuals diagnosed during the same year through any form of HIV
testing. While the highest ratio of test kits to HIV cases appears to be the Yukon, this is due to only a single
HIV Point-of-Care Testing case of HIV being identified in 2013 while 96 test kits were delivered in this same year. Among the Canadian
. provinces, Ontario had the highest ratio, while British Columbia had the second highest.
(POCT) in Canada:
Action Plan 2015-2020 TABLE 2: INSTI Test Kits and HIV-infected individuals by province/territory in Canada: 2011-2015
Number of distributed INSTI Test Kits HIV. Test Kits
Jacqueline Gahagan, Brian Condran, Mohammad Hajizadeh - | infected per" each
St e ame individuals HIV-infected
o 2011 2012 2013 2014 2015* e Hekelkn individual in
in 2013*%
2013
Quebec (QC) 2,142 856l 8,141 10,108 | 5894 | 34,846 457 17.83
NovaScotia(NS) =~ 0 0 0 o | o 0 16 0
Saskatchewan (SK) 4,536 1920 | 3984 4,080 996 15516 126 31.59
Alberta (AB) 384 | 3816 | 4104 4344 | 3502 16,150 260 15.76
Newfoundland &
7
Labrador (NL) o 0 0 0 0 0 0
?;'C")"‘ Columbla | 5076 | 12466 | 15840 | 168740 | 10474 | 64630 | 270 58.59
:ﬁ; Brunswick 0 0 0 0 0 0 6 0
3 G.::{‘:‘.%E§ Prince Edward 0 0 0 0 0 0 ) 0
e Island (PEI)
Yukon (YT) 48 48 96 48 48 288 I 97.68
m, 7 Manitoba (MB) 120 | 1784 | 2572 | 2974 | 9282 | 9732 16 22.09
- h(_n: (@ REACH Ontario (ON) 53975 | 39,874 | 57,166 | 43437 | 19,197 213649 | 827 69.16
CIHR IRSC Nunavut (NU) o | 0 | © 0 | © o | 0 [ 0
e Northwest
Territories (NT) 0 0 a 0 g 0 ‘ 4
*The reported numbers represent the distributed INSTI Test Kits between January Ist, 2015 and June 30th, 2015,
** Data were obtained from Public Health Agency of Canada. HIV and AIDS in Canada: Surveillance Report to December 31,2013
Minister of Public Works and Government Services Canada; 2014
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Key Action and Opportunities

] Centre for
‘ Urban Health
Solutions

4.0 Key Actions and Expected Outcomes 2015-2020

TABLE | provides an overview of the key actions and expected outcomes in advancing HIV POCT in Canada.

Achieving these key actions by 2020 will require partnerships between government, community, research and

industry sectors..

TABLE |: Key Actions and Expected Outcomes 2015-2020

Actions
|. AWARENESS
Increase awareness of importance
of HIV POCT, and related testing
innovations such as testing settings,
delivery methods, programs
approaches, and multiplex and self-
test technologies in Canada.

2. ACCESS

Increase access to POCT in Canada,

particularly in regions where it is
not currently available and among
populations who could benefit from
access.

Key Partners

| Federal, Provincial Territories AIDS
(FPT AIDS), Public Health Agency

of Canada (PHAC), Health Canada's

First Nations and Inuit Health
Branch, Ministerial Council on the
Federal Initiative to Address AIDS
(MAC-FI), Canadian Public Health
Association (CPHA), Canadian
Medical Association (CMA)
provincial laboratory managers,

national and provincial AIDS Service

Organizations (ASOs), community
health organizations, sexual health
organizations, harm reduction

organizations (CHOs, SHOs, HROs),

| Health Canada, Public Health Units
FPT AIDS, provincial laboratory
managers, ASOs, CHOs, SHOs,
HROs, government/public health
funding bodies.

3. BILLING
Offer a billing code for POCT in all
Canadian jurisdictions.

FPT AIDS, Public Health Agency of
Canada, Health Canada.

4.TRAIN

Provide training and education to
medical, pharmacy, nursing, social,
work and other allied health
professions, and lay providers/lay
testers including those living with
HIV (as peer testers)

FPT AIDS, provincial regulatory
bodies for health professions,
faculties of health professions at
Canadian colleges and universities,

Canadian Public Health Association,

ASOs, SHOs, HROs.

Expected outcomes
Increased number of Canadians
aware of HIV POCT and other
testing innovations available in
Canada.

Increased partnerships between

government, community, researchers,
and industry to ensure availability

of HIV POCT to people at highest
risk of HIV without cost throughout
each province and territory in

| Canada.

All provinces and territories will
have a billing code in place for HIV

| POCT.

Increased number of people who
are involved in the prevention,
treatment, and support of Canadians
infected or affected by STBBIs who
are trained and have clear standards
on HIV POCT.

TABLE |: Key Actions and Expected Outcomes 2015-2020

Actions
5. TEST
Increase testing rates among high-
risk populations through HIV POCT
and other testing innovations,
6. STANDARDS
Promote standardization of POCT
in Canada.

7. EDUCATE

Increase education and support
for people living with HIV about
the prevention of the onward
transmission of HIV, about the
programs and services for people
living with HIV, and about related
supports.

8. COLLABORATE

Strengthen collaboration between
urban, suburban, and rural POCT
sites for high-risk populations.

9. REMIND

Increase awareness about HIV
POCT through reminders to high-
risk populations as per current
epidemiological data for Canada for
sustained awareness.

| FPT AIDS, MAC-Fl, Health Canada,

Key Partners
Provincial laboratories, ASOs, CHOs,
SHOs, HROs.

FPT AIDS, MAC-F, PHAC, Health
Canada, CPHA, ASOs/CBAQOs.

FPT AIDS, PHAC, CPHA, faculties of
health professions, community-based
health care organizations, ASOs/
CBAOs, CHOs, HROs.

PHAC, ASOs, CHOs, SHOs, HROs

Expected outcomes
Increased numbers of high-risk
populations accessing HIV POCT
and other testing innovations.

| Canada develops, updates, and

promotes standardization of POCT
through increased intersectoral
collaboration.

Increased number of training and
educational opportunities for
Canadian health care providers,
allied health professionals,
community-based health workers,
and health trainees on the needs of
those living with HIV in relation to
HIV transmission.

[ Technology is creatively and

effectively used to bridge
information sharing between urban

| and rural POCT sites in Canada.

| FPT AIDS, Health Canada, PHAC,

CPHA, provincial public health
associations, public health units,

ASOs, CHOs, SHOs, HROs .

High-risk populations are tested
earlier and more regularly. Standards
are set to ensure clear practice
testing guidelines, including guidelines
related to consent, counseling and
confidentiality

10. INNOVATE

Increase research on and approval
of processes on testing innovation in
Canada, including multiplex testing,
self-testing options when such

test kits are approved, peer based
models, settings where testing is
offered, and STBBI integration

FPR AIDS, Health Canada, PHAC,
Industry, public health units, ASOs,
CHQOs, SHOs, HROs, health
researchers.

Expand options for HIV POCT,
multiplex and self-testing for HIV,
HCV, and other blood borne
infections.
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Ending HIV Epidemic in Canada — Main actions

Urban Health

b A I‘IJ Centre for
Solutions

Goal | - Increase Prevention

Within Five Years, Dramatically Reduce New HIV Infections
from > 2,100 to < 500 per annum

This would be a major step in ending the HIV epidemic in Canada,
where new cases would be rare events.

The Challenges

Certain populations continue to have unacceptably high incidence rates
of HIV (and many of these populations intersect with one another, or can
have multiple factors of risk).

Itis concerning that Indigenous people have incidence rates four

times higher than non-Indigenous people; black people of African and
Caribbean background living in Canada have incidence rates six times
higher than non-black people; men who have sex with men have rates
131 times higher than other men; and people who inject drugs have rates
59 times higher than people who do not inject drugs.? We know that

we need more testing and prevention efforts, and we need to eliminate
the structural barriers that prevent access to the information, tools and
supports people need to manage their health.

Despite great advances in testing technology, including the
development of highly reliable self-testing options, the rates of HIV
testing have not changed appreciably for all priority populations in
recent years. We do not have point-of-care testing widely accessible
throughout Canada, nor is self-testing yet available.

Our prevention messages and strategies have not kept pace with
new scientific evidence (e.g. PrEP, PEP, U=U, TasP) and they do not
reach all of those who are at risk, or the general public. Compared
to other countries, Canada has not made it easy for people at “high
risk” for HIV to access PrEP and PEP.

The Solutions

1. Engage affected communities and the general public about new
prevention science and technologies - everyone should know
enough about HIV to keep them from acquiring the virus;

e

Increase health promotion messages and campaigns to promote
U=U and TasP, and empower people living with HIV to play a
major lead role in these prevention efforts;

o

Implement and scale-up evidence-based combination prevention
efforts (including PrEP and PEP) that support sexual health and
well-being, and that are tailored to support different priority
populations’ needs and risks;

>

Ensure that there is 100% coverage and access to antiretroviral
medications for prevention (PrEP and PEP) and treatment.

w

. Increase access to harm reduction supplies and services including
condoms and sterile drug use equipment;

ox

Address structural barriers to health and wellness, such as
poverty, unstable housing, mental health and addiction issues,
and racism, as well as other forms of discrimination, that can put
people at risk of acquiring HIV.

Definitions

Prep

(Pre-Exposure Prophylaxis)
Involves an oral pill of
antiretroviral medications
that, when used correctly
(consistently or on demand) by
someone who is HIV-negative,
works as a highly effective
strategy for reducing the
possibility of HIV transmission.

PEP

(Post-Exposure Prophylaxis)

Involves starting a 28-day
regime of oral pills within 72
hours of potential exposure
to HIV, to prevent HIV from
taking root and spreading
throughout the body.

U=u
Undetectable = untransmittable.

TasP
(Treatment as Prevention)

Refers to the use of
antiretroviral medications,
specifically their ability to
achieve and maintain an
undetectable viral load, as
a transmission prevention
method.

Goal Il - Increase Testing

Within Five Years, Increase the Proportion of People Living
with HIV Who Are Diagnosed to > 95%

The Challenges

Over 9,000 people in Canada do not know they are infected with HIV,
representing 14% of the people in Canada living with HIV.

To reach or exceed the UNAIDS target of 90% of people living with
HIV diagnosed, we must dramatically expand our testing efforts to
reach as early as possible those who are infected, and reduce number
of undiagnosed to less than 5%. Currently, there are few local,
regional or national campaigns to raise awareness about HIV risk, or
the significant health benefits of testing and antiretroviral treatment
for care and for prevention,

The Solutions

1. Normalize HIV testing with other sexually transmitted and blood-
borne infections (STBBI) testing;

=]

. Increase awareness and use of culturally safe, trauma-informed, and
sex-positive social media and other promotional technologies and
campaigns to increase access to (and benefits of) HIV testing;

w

. Increase availability and access to HIV point-of-care testing by
trained health care and community providers at no out-of-pocket
cost - in health care centres, community health centres, community-
based organizations, and pharmacies; and make the tests available
where people live and can access them to support their sexual
health and well-being;

Eal

Provide wide-spread and easy access to accurate and affordable
self-testing options sold in pharmacies;

[

. Work with public health officials, front-line providers and priority
populations to expand client-centred HIV testing options and
approaches that are innovative, pragmatic and evidence-based, and
which includes peer-led programs where appropriate;

o

. Work with public health officials and leaders from priority
populations to establish and implement appropriate, evidence-
based targets for testing frequency that are responsive to
individual need and sexual risk;

~

Implement evidence-based, culturally safe and equity-informed
interventions to quickly link those who are newly diagnosed to care.

UNAIDS Target - 1 90

86% of people living with HIV
in Canada are currently aware
of their status.!

GOAL
95%

@ 36% Current
® 9% Goal

5% Remainder

9,090 people living with HIV in
Canada remain undiagnosed.!
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Context / Access Really Matters — and Personal Choice

No one-size-fits-all model for testing

POCT with lay testers integrated in
community program

1\¥ * m&*‘rﬂ\m« ﬁ é %’*\\N DBS in remote communities

@
X POCT Duo Test in Gay men’s Clinic

Reaching the right people, at the right time,
at the right place, with the most effective

programs )<
X Self-testing at home

Courtesy of Geneviéve Boily-Larouche, NCCID
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Working Together: Shared Common Values, Collaborations and Partnerships

Achieving These Goals the Right Way
We Have the Tools to Achieve Our Goals But We Must Ensure that:

1. People living with, at-risk for, and affected by HIV are at the centre of these efforts — this includes gay,
bisexual, and other men who have sex with men, black people of African and Caribbean background living in
Canada, Indigenous peoples, people who use drugs, at-risk youth and women. They have unique perspectives
that are crucial to the leaderships of these efforts and its success.

2. Thiswork is grounded in social justice and health equity. Social justice and self-determination are pathways to
better health and wellness among Indigenous peoples, racialized communities and other marginalized groups (gay
and bisexual men, and other men who have sex with men, people who use drugs, at-risk youth and women) who
have endured significant systemic barriers, institutional racism and discrimination, and poor access to health care.
As we work together, we must promote equity for all.

3. Practitioners and community stakeholders are supported to access the evidence base they need (including up-
to-date, digestible epidemiological data) to strengthen prevention, care and treatment.

4, Respectful relationships and partnerships are built and nurtured. No one person acting alone will be able
to end the epidemic. We must work together, within and across sectors, to build meaningful, respectful and
responsive partnerships.

5. We have the mechanisms to monitor and evaluate our efforts to reach our goals.

St. Michael's
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Outline

1. Setting the stage — Challenges / issues

2. Bringing new STBBI tests to market in Canada

3. HIV self-testing implementation and linkages to care

4. Community-based dried blood spot (DBS) testing

5. Community-based POC testing with peers

6. Pharmacy-based STBBI testing / scale-up

7. App development for testing / linkages and scale-up

8. HIV testing awareness campaigns and PSAs

9. Health economics of innovative and responsive testing in Canada
10. Health policy work — targets, funding and sustainability

St. Michael’s
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

|. BRINGING NEW HIVAND STBBITESTS TO MARKET IN CANADA

Build private-public partnerships with:

(a) bioLytical Laboratories and OraSure to support the applications for
investigational testing authorization (ITA) to Health Canada for medical device
approval to get HIV self-tests to marketplace in Canada. Data is needed from
1,000 participants on accuracy, usability and acceptance of HIV self-tests.
INSTI Self-Test study launched Aug 22"9, 2019 (Rourke Lead).

Discussions underway with OraSure to bring both HIV and HCV self-
test to Canadian market.

(a) BC Centre for Disease Control to enable and support industry to conduct
assay development and validation of STBBI tests (to start - bioLytical will be
working with BC-CDC on HCV and syphilis POC tests).

Additional partnerships with industry partners are in development / being
explored.

] St.Michael’s
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Il. HIV SELF-TESTING IMPLEMENTATION AND LINKAGE TO
CARE —EVALUATE SERVICE DELIVERY AND BENEFITS OF
TECHNOLOGY

Major aim is to evaluate the impact of an HIV self-testing strategy on access,
detection of new HIV infections, and linkages to counselling and care (using
innovative App technology) in 3,000 people who are at-risk and those
undiagnosed presenting to test for HIV in community and outreach clinics,
spread across 5-6 provinces.

There will be two different supervised HIV self-testing strategies (service
delivery models) evaluated and the preferences for oral vs blood-based self-
tests.

Studies will be led by Dr. Pant Pai and her team at McGill University

. ) St.Michael’s
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

lll. COMMUNITY-BASED DRIED BLOOD SPOT (DBS) TESTING*

Major aim is to implement and evaluate the utility and value of DBS testing in
reaching and supporting Indigenous communities and goMSM with testing
and linkage to care.

1. Led by Dr. Kim, introduce DBS testing to as many First Nations and
Indigenous communities as feasible across the next five years and
evaluate these within an Indigenous lens and framework.

2. Led by Dr. Lachowsky, implement and evaluate three new innovations in
community-based HIV and other STBBI testing for gbMSM: (i) targeted
scale-out of testing in community venues; (ii) design and evaluation of
linkage to HIV PrEP prevention process; and (iii) implementation and
evaluation of DBS self-testing at home.

*Planning also underway to integrate HIV POC and self-testing approaches
into both programs above.

r ) St.Michael’s
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

ovation

disruptive in?

) ots and :
/| dried blood s‘c’liagnostic testing

Courtesy of Dr. John Kim (National Lab, Winnipeg); CAHR Plenary May 11, 2019
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(2018-2019)

Courtesy of Dr. John Kim (National Lab, Winnipeg)
CAHR Plenary May 11, 2019



REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Community-based Interventions for goMSM — Dr. Nate Lachowsky

Event-based Testing

 Community protocols and partnerships
* Meet people where they are at

* High volume testing

3 H‘u.‘
1
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Community-based Interventions for goMSM — Dr. Nate Lachowsky

Sex Now 2018
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HIV Reference Services
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Community-based Interventions for goMSM — Dr. Nate Lachowsky

Training for Peer-based Testing
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Community-based Interventions for goMSM — Dr. Nate Lachowsky

Support training and capacity bridging

 Community-based
* Cross-sectoral
* Inter/transdisciplinary

investigaytors
— ht
ypPIvot
niversiti | = ﬁm
Without Walls J_"N ‘L@
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More Testing options

* In the 2018 national Sex Now survey:
— 86.6% provided a DBS sample at Pride
— ~99% valid sample rate
— 69.2% provided contact info to receive results
* In the 2015 national Sex Now survey:
— 71% said they would use an at-home HIV test
— 33% preferred at-home testing for their next test

 Multiplex testing

o vee  ©Ochrc

Courtesy of Dr. Nate Lachowsky (University of Victoria)
CAHR Plenary May 11, 2019



REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Community-based Interventions for goMSM — Dr. Nate Lachowsky

Broader sexual health and
harm rEdUCtion frameworks with HIM!

©

* Important for community engagement BOOK AN APPOINTMENT
to get HIV or 5Tl tests.

* Linkage to care, prevention and health promotion

* Responds to individual and community priorities

(&)

FILLYOUR SOCIAL CALENDAR
HEALTH with yoga, tango lessons, cooking, life drawing,

INITIATIVE and more!
FOR MEN

1<

by participating in counselling, coaching, or
attending a social group.
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Community-based Interventions for gbMSM — Dr. Nate Lachowsky

How do we get there?

» Offer choice and respect autonomy

* Listen, and listen some more
* Preparing for reactive results

* Partnerships and collaboration
* Scale out, scale up, and scale deep
» Address intersecting stigmas

St. Michael's
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

V. Community-based POC Testing with peer community workers*

Major aim is to:

(a) implement and evaluate community-based intervention with peers to
increase and diversify the HIV testing offer for gbMSM and African /
Caribbean / Black people in Montreal, Ottawa, Toronto, Victoria and
Vancouver, and

(b) promote referral to the health system for testing of other STBBIs, access
to pre- and post-exposure prophylaxis (PrEP/PEP) and to other health
care.

Led by Dr. Joanne Otis at Universite de Montreal (CIHR CBR grant secured in
March 2019 to support)

*Planning underway to conduct additional studies with peers (lay persons)
once Health Canada approval is available (imminent)
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

V. Pharmacy-based STBBI Testing and Scale-up

Major aim of APPROACH 2.0 (led by Dr. Kelly) to address:

Will a pharmacy-based STBBI testing program increase the number of people
tested, find new diagnoses and generate good value for money?

Major objective is to continue with HIV POC delivery but also adapt the
pharmacy model to incorporate new testing innovations for HCV and syphilis,
toward a goal of improving health outcomes and health system efficiency
through integration of these programs within existing health and community
resources infrastructure.
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Courtesy of Dr. Deborah Kelly (Memorial University)
CAHR Plenary May 11, 2019

HIV POCT
+

Direct referral
for lab-based
testing for
other STBBIs

DBS testing:
« HCV

« HIV

» Syphilis

Results
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client by public
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the Pharmacy model offers...

« Linkage to PrEP programs

» Linkage/sample collection for additional STI testing
« Education re: safer practices for prevention
 Home test kit purchase and education

o= « Direct linkage for follow up for those with reactive
i @“P“‘AR“_"ACYL POCT - reduce loss to follow-up
| l' l l — Requisitions for confirmatory testing

— Follow up counselling and supports
— — Direct access to treatment (at the pharmacy)

— Linkage to care and treatment

Courtesy of Dr. Deborah Kelly (Memorial University)
CAHR Plenary May 11, 2019



REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Outline

Setting the stage — Challenges / issues

Bringing new STBBI tests to market in Canada

HIV self-testing implementation and linkages to care
Community-based dried blood spot (DBS) testing
Community-based POC testing with peers

Pharmacy-based STBBI testing / scale-up

App development for testing / linkages and peer navigation/support
HIV testing awareness campaigns and PSAs

Health economics of innovative and responsive testing in Canada
10. Health policy work — targets, funding and sustainability
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Testing / Reaching the Undiagnosed - Website/Portal & Mobile App

Website Functionality:

« Houses all information about campaigns — with the who, what, when, where
and how answered effectively

« Site will have all HIV testing info — and tailored where appropriate for priority
populations — with links to trained peer navigators (with secure linkages and
modes for communication)

APP Functionality: Android / IOS

« Links clients to HIV testing locations / resources and trained peer navigators

* Order HIV self-test kits on-line (have subsidized programs)

« Provides immediate access to all Q&A associated with HIV testing

 Ability to link clients (securely and confidentially) to care services / counselors

« Access to peer navigators to provide knowledge and support for access to
test and linkages

« Track testing patterns for epi surveillance and access/responsiveness
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Outline

1. Setting the stage — Challenges / issues

2. Bringing new STBBI tests to market in Canada

3. HIV self-testing implementation and linkages to care

4. Community-based dried blood spot (DBS) testing

5. Community-based POC testing with peers

6. Pharmacy-based STBBI testing / scale-up

7. App development for testing / linkages and scale-up

8. HIV testing awareness campaigns and PSAs

9. Health economics of innovative and responsive testing in Canada
10. Health policy work — targets, funding and sustainability
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

8. Building HIV Testing Awareness Campaigns and PSAs: Launch Dec 1%

HIV

gov

HOME = HIVBASICS

HIV Tes

HIV BASICS FEDERAL RESPONSE DIGITAL TOOLS EVENTS

arn About HIV Testing : Who Should Get Te

Who Should Get Tested?

) Topics

Testing

Learn About
HIV Testing

Who Should Get

Tested?

Where to Get
Tested?

HIV Testing
Overview

Understanding HIV
Test Results

The only way to know for sure whether
you have HIV is to get tested. CDC
recommends that everyone between the
ages of 13 and 64 get tested for HIV at
least once as part of routine health care.
Knowing your HIV status gives you 0

KNOW YOUR STATUS
Knowing your HIV status helps you
make decisions to prevent getting or
transmitting HIV.

L |

: e

powerful information to help you take
steps to keep you and your partner(s)
healthy. About 1in 7 people in the
United States who have HIV do not

Find an HIV testing site near you: HIV
know they have it. 200 ,’

Locator.HIV.gov

€0€ General Doingit F

Safety Pays
Falls Cost

@ & Youlube (] I3

Should You Get Tested for HIV?

Everyone between the ages of 13 and 64 should get tested for HIV at least once. If your
behavior puts you at risk after you are tested, you should think about being tested
again. Some people at higher risk should get tested more often.

Q
Bos 3, mm gl
SHARE

000

MORE FROM HIV.GOV

THERE ARE MANY PLACES
TO GET AN HIV TEST

Firel one near you: Locator MIV.gov

2
ore 010 .o

i

Too Many People Living
with HIV in the U.S. Don’t

Know It

Secretary Azar Addresses
CDC’s National HIV
Prevention Conference

Gaps in HIV Testing and
Treatment Hinder Efforts
to Stop New Infections

ADDITIONAL RESOURCES

US Example — Contextualize for Canada

Learn About
HIV Testing

Who Should Get
Tested?

‘Where to Get
Tested?

HIV Testing
Overview

Understanding HIV
Test Results

Where Can You Get Tested for HIV?

You can get an HIV test at many places:

THERE ARE MANY
PLACES TO GET AN

Your health care provider’s office

L h HIV TEST
+ Health clinics or community health )
Find one near you: Locator.HIV.gov
centers
+ STD or sexual health clinics 070 o?Q

Your local health department
Family planning clinics

VA medical centers
Substance abuse prevention or 1]
treatment programs

Many pharmacies and some community-
based organizations also offer HIV
testing.

HIV testing is covered by health insurance without a co-pay, as required by the
Affordable Care Act. If you do not have health insurance, some testing sites may offer
free tests.

These places can connect you to HIV care and treatment if you test positive or can
discuss the best HIV prevention options for you if you test negative.

You can also buy a home testing kit at a pharmacy or online.

How Do I Find HIV Testing Sites Near Me?

Find an HIV test site near you by using the GET TESTED FOR HIV...

o

HIV.gov HIV services locator: €BC recommends that

between the
ages of L3 and 64 get
GET TESTED. FIND SERVICES. tested at least once. !

| Enter city, State/zIP Q| Peaple with certain rigk

factors should get tested

more often

&

v

For more information an this widget, HIV |
please visit HIV.gow A

MORE FROM HIV.GOV

THERE ARE MANY PLACES
TO GET AN HIV TEST

Find ane near yous Locatar.HIV.gov

o
ore oo

L 1

Too Many People Living
with HIV in the U.S. Don’t

Know It

Secretary Azar Addresses
€DC’s National HIV
Prevention Conference

Gaps in HIV Testing and
Treatment Hinder Efforts
to Stop New Infections

ADDITIONAL RESOURCES

AIDSInfo - HIV Testing

CDC - Act Against AIDS HIV
Testing Campaigns

CDC - HIV Testing 101 Fact Sheet

St. Michael's

Inspired Care.
Inspiring Science.

Centre for Urban
Health Solutions




REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Outline

Setting the stage — Challenges / issues

Bringing new STBBI tests to market in Canada

HIV self-testing implementation and linkages to care
Community-based dried blood spot (DBS) testing
Community-based POC testing with peers

Pharmacy-based STBBI testing / scale-up

App development for testing / linkages and scale-up

HIV testing awareness campaigns and PSAs

Health economics of innovative and responsive testing in Canada
10. Health policy work — targets, funding and sustainability
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Health economics of innovative and responsive testing in Canada

Conduct economic evaluation (including both cost-effectiveness and cost-utility
analysis) of seven HIV testing strategies from the perspectives of Canada’s health
care system and society. Estimate the cost, value for money and affordability of
innovative testing in Canada based on best-practice guidelines.

1. Micro-costing studies of innovative testing: Estimate and compare unit cost
(per individual) of each testing strategy (INSTI HIVST, DBS, POC and
Pharmacy-based STBBI). Conduct empirical costing study from a societal
perspective and estimate the start-up, scale-up and implementation costs (e.g.,
staff training level and time, travel costs) and estimating unit cost of each
resource from diagnosis through to linkage to care / treatment initiation.

2. Mathematical modeling and economic evaluations: Build mathematical
model for HIV and co-infection with HCV and/or STBBI - models will draw on
our prior works to evaluate the potential impact of testing strategies on
patterns of HIV, HCV, or STBBI, new diagnoses, and linkages to care.

3. Budget impact analyses: Develop budget impact models to estimate 5-year
costs of implementing each testing strategy.
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

Outline

Setting the stage — Challenges / issues

Bringing new STBBI tests to market in Canada

HIV self-testing implementation and linkages to care
Community-based dried blood spot (DBS) testing
Community-based POC testing with peers

Pharmacy-based STBBI testing / scale-up

App development for testing / linkages and scale-up

HIV testing awareness campaigns and PSAs

Health economics of innovative and responsive testing in Canada
10 Health policy work — targets, funding and sustainability
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Development of Targets and Monitoring/Evaluation Plan

IN DEVELOPMENT

Canadian Population: 37 million

2016 Incidence: 6.0 per 100,000 people (range 3.3-8.7/100,000)
Government of Canada 2030 Goal: 0.6 per 100,000 people

Number of Tests: Annual HIV diagnostic tests in Canada = 1.5-1.7 million*
*includes 59,000 INSTI POC tests in 2018 (our only POCT approved in Canada)

To end the HIV Epidemic in Canada — in 5 years;
Estimate, we will need 8 to 10 fold increase in HIV Testing !!
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REACH National Network for Testing, Reaching the Undiagnosed and Linkages to Care

HIV screening and testing in Canada

"Individuals involved in high risk

practices should be screened for HIV at least annually” — is this enough?

US Example

GET TESTED FOR HIV...

tested at least once.

CDC recommends that
between the ‘
ages of 13 and 64 get

People with certain risk
factors should get tested

more often.

Find an HIV testing site near you: HIV

Locator.HIV.gov gtzv
3)© (mm]

HUMAN IMMUNODEFICIENCY VIRUS

HIV SCREENING AND TESTING GUIDE

Executive Summary

HUMAN IMMUNODEFICIENCY VIRUS
HIV SCREENING AND TESTING GUIDE

The Public Health Agency of Canada estimates that, in 2011, 25% of people
llvlng wl!h HIV in Canada were unaware of their lnfecllon This gulda Is
ing efforts to supp din
HIV fesllny, includmy pnmary cam provlders, Publlc Hoalth nurses,
, social hea
based service pr and others in an eﬁon to neduce the
of d HIV infecti In Canada This guide does not
P d Iny,, inci itorial leg latory, policy and p.
, g that govern and inform the practice of
In their respective juri: Care p should comply
wm: Iocal Public Health reg when g HIV testing.

Advances in human i deficiency virus (HIV) 1t have slowed the progression of the
disease to such a degree that HIV infection is now understood to be a chronic, manageable
condition enabling more people with HIV to live healthy, long, and active lives. There are several
benefits to reducing the number of undiagnosed HIV infections in Canada.

The testing process offers:

* All clients with an opportunity to relieve any anxiety about an unknown HIV status and to
establish a baseline as part of an individual's overall health care.

« Clients testing negative with an opportunity to receive information about protective
measures and behaviours necessary to prevent HIV infection.

« Clients testing positive with an opportunity to receive information, counselling, care,
treatment and support in the management of HIV infection as well as to receive
information about how to avoid possible re-exposure and how to prevent onward
transmission of HIV.

Itis r d that the ideration and di of HIV testing be made a
component of periodic routine dical care. This recc ion is based upon the current
body of good quality evidence demonstrating the individual and public health benefits
associated with normalising HIV testing. Earlier diagnosis and initiation of highly active
antiretroviral therapy can lead to reduced morbidity and mortality associated with HIV infection
and disease progression. Individuals who are unaware of their status are more likely to
unknowingly spread the virus while those who test positive are more likely to take measures that
prevent the onward spread of HIV.
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