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Compliance ή adherence;

As of 2003, US health care professionals more commonly used the term 
"adherence" to a regimen rather than "compliance", because it has been 
thought to reflect better the diverse reasons for patients not following 
treatment directions in part or in full.

Additionally, the term adherence includes the ability of the patient to take 
medications as prescribed by their physician with regards to the correct 
drug, dose, route, timing, and frequency.

It has been noted that compliance may only refer to passively following 
orders

Tilson HH (2004). "Adherence or compliance? Changes in terminology". 

Annals of Pharmacotherapy. 38 (1): 161–2



Concordance

The term concordance has been used in the United Kingdom to involve a 
patient in the treatment process to improve compliance, and refers to a 2003 
NHS initiative.

In this context, the patient is informed about their condition and treatment 
options,involved in the decision as to which course of action to take, and 
partially responsible for monitoring and reporting back to the team

BMJ. 326 (7385): 348–9.

https://en.wikipedia.org/wiki/United_Kingdom
https://en.wikipedia.org/wiki/National_Health_Service
https://en.wikipedia.org/wiki/BMJ


As of 2005, the preferred terminology remained a matter of debate.

As of 2007, concordance has been used to refer specifically to patient 
adherence to a treatment regimen which the physician sets up 
collaboratively with the patient, to differentiate it from adherence to a 
physician-only prescribed treatment regimen.

Despite the ongoing debate, adherence has been the preferred term for 
the World Health Organization, The American Pharmacists Association, and 
the U.S. National Institutes of Health Adherence Research Network

World Health Organization (2003). Adherence to long-term therapies: evidence for action (PDF). Geneva: World Health Organisation. 

ISBN 92-4-154599-2.
"Enhancing Patient Adherence: Proceedings of the Pinnacle Roundtable Discussion". APA Highlights Newsletter. October 2004. Archived from the original on 

2011-06-15. Retrieved 2018-10-02

Office of Behavior and Social Sciences Research. "Adherence Research Network". U.S. National Institutes of Health. Archived from the original on 2010-05-02. 

Retrieved 12 May 2010

http://www.who.int/chp/knowledge/publications/adherence_full_report.pdf
https://en.wikipedia.org/wiki/International_Standard_Book_Number
https://en.wikipedia.org/wiki/Special:BookSources/92-4-154599-2
https://web.archive.org/web/20110615092834/http:/www.pharmacist.com/AM/Template.cfm?Section=Home2&TEMPLATE=%2FCM%2FContentDisplay.cfm&CONTENTID=11174
http://www.pharmacist.com/AM/Template.cfm?Section=Home2&TEMPLATE=/CM/ContentDisplay.cfm&CONTENTID=11174
https://web.archive.org/web/20100502064804/http:/obssr.od.nih.gov/scientific_areas/health_behaviour/adherence/adherenceresearchnetwork.aspx
https://en.wikipedia.org/wiki/National_Institutes_of_Health
http://obssr.od.nih.gov/scientific_areas/health_behaviour/adherence/adherenceresearchnetwork.aspx


The five dimensions of adherence

World Health Organization (2003). Adherence to long-term therapies: evidence for action (PDF). Geneva: World Health 

Organisation. ISBN 92-4-154599-2



Guidelines for the Use of Antiretroviral Agents in 

Adults and Adolescents Living with HIV. 

Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of Care
Last Updated: October 17, 2017; Last Reviewed: October 17, 2017



Provide an accessible, trustworthy, 

nonjudgmental multidisciplinary health care 

team.

•Care providers, nurses, social workers, case 

managers, pharmacists, and medication 

managers.

Strengthen early linkage to care and retention in 

care.

•Encourage health care team participation in 

linkage to and retention in care.

•Use ARTAS training (if available).

Evaluate patient’s knowledge about HIV 

infection, prevention, and treatment and, based 

on this assessment, provide HIV-related 

information.

•Keeping the patient’s current knowledge base 

in mind, provide information about HIV, 

including the natural history of the disease, HIV 

viral load and CD4 count and expected clinical 

outcomes according to these parameters, 

therapeutic and prevention consequences of 

poor adherence, and importance of staying in 

HIV care.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of CareLast Updated: October 17, 2017; Last Reviewed: October 17, 2017



Identify facilitators, potential barriers to 

adherence, and necessary medication 

management skills both before starting 

ART and on an ongoing basis.

•Assess patient’s cognitive competence and impairment.

•Assess behavioral and psychosocial challenges, 

including depression, mental illnesses, levels of social 

support, levels of alcohol consumption and current 

substance use, nondisclosure of HIV serostatus, and 

stigma.

•Identify and address language and literacy barriers.

•Assess beliefs, perceptions, and expectations about taking 

ART (e.g., impact on health, side effects, disclosure issues, 

consequences of poor adherence).

•Ask about medication-taking skills and foreseeable 

challenges with adherence (e.g., past difficulty keeping 

appointments, adverse effects from previous medications, 

issues managing other chronic medications, need for 

medication reminders and organizers).

•Assess structural issues, including unstable housing, 

lack of income, unpredictable daily schedule, lack of 

prescription drug coverage, lack of continuous access to 

medications, transportation problems.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of CareLast Updated: October 17, 2017; Last Reviewed: October 17, 2017



Provide needed 

resources.

•Provide or refer for mental health and/or substance abuse 

treatment.

•Provide resources to obtain prescription drug coverage

•Provide resources about stable housing, social support, 

transportation assistance, and income and food security.

Involve the patient in ARV 

regimen selection.

•Review potential side effects, dosing frequency, pill burden, 

storage requirements, food requirements, and consequences 

of poor adherence.

•Assess daily activities and tailor regimen to predictable and 

routine daily events.

•Consider preferential use of PI/r-based or DTG-based ART if 

poor adherence is anticipated.

•Consider use of STR formulations.

•Assess if cost/copayment for drugs will affect adherence and 

access to medications.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of CareLast Updated: October 17, 2017; Last Reviewed: October 17, 2017



Assess adherence at every clinic visit. •Monitor viral load as a strong biologic measure of 

adherence.

•Use a simple behavioral rating scale or self-reported 

assessment.

•Employ a structured format that normalizes or 

assumes less-than-perfect adherence and minimizes 

socially desirable or “white-coat adherence” 

responses.

•Ensure that other members of the health care team 

also assess and support adherence.

Use positive reinforcement to foster 

adherence success.

•Inform patients of low or nondetectable levels of HIV 

viral load and increases in CD4 cell counts.

•Thank patients for attending their appointments.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of CareLast Updated: October 17, 2017; Last Reviewed: October 17, 2017



Identify the type of and 

reasons for poor adherence 

and target ways to improve 

adherence.

•Failure to understand dosing instructions.

•Complexity of regimen (e.g., pill burden, size, dosing schedule, food 

requirements, polypharmacy).

•Pill aversion or pill fatigue.

•Adverse effects.

•Inadequate understanding of drug resistance and its relationship to 

adherence.

•Patient is unaware of appointments or appointments are not 

scheduled with proper patient input.

•Cost-related issues (copays for medications or visits, missed work 

time).

•Depression, drug and alcohol use, homelessness, poverty.

•Stigma of taking pills or attending HIV-related appointments.

•Nondisclosure of status leading to missed doses, refills, or 

appointments.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of CareLast Updated: October 17, 2017; Last Reviewed: October 17, 2017



Select from among available 

effective adherence and retention 

interventions.

•See https://www.cdc.gov/hiv/research/interventionresearch/

compendium/index.html for a summary of best practice interventions to 

improve linkage, retention, and adherence.

•Use adherence-related tools to complement education and counseling 

interventions (e.g., text messaging, pill box monitors, pill boxes, alarms).

•Use community resources to support adherence (e.g., visiting nurses, 

community workers, family, peer advocates, transportation assistance).

•Use patient prescription assistance programs (see above, under “Provide 

needed resources”).

•Use motivational interviews.

•Provide outreach for patients who drop out of care.

•Use peer or paraprofessional treatment navigators.

•Recognize positive clinical outcomes resulting from better adherence.

•Arrange for DOT in persons in substance use treatment (if feasible).

•Enhance clinic support and structures to promote linkage and retention 

(reminder calls, flexible scheduling, open access, active referrals, and 

improved patient satisfaction).

Guidelines for the UsAntiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of CareLast e of Updated: October 17, 2017; Last Reviewed: October 17, 2017

?

https://www.cdc.gov/hiv/research/interventionresearch/compendium/index.html


Systematically monitor retention in care. •Record and follow up on missed visits.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of Care.Last Updated: October 17, 2017; Last Reviewed: October 17, 2017



● Once-daily regimens, including those with low pill burden (even if not one pill 

once daily), without a food requirement, and few side effects or toxicities, are 

associated with higher levels of adherence

● Single-tablet regimens (STR) that include all antiretrovirals in one pill taken 

once daily are easier for people to use. 

● However, data to support or refute the superiority of a STR versus a once-daily 

multi-tablet regimen (MTR), are limited. 

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of Care.Last Updated: October 17, 2017; Last Reviewed: October 17, 2017



● There are demonstrated beneficial effects on virologic suppression in switch 

studies, in which persons on MTR are randomized to stay on MTR or switch to 

STR.

● Whether an STR is beneficial in treatment-naive patients is not known, with at 

least one large observational cohort study showing benefit of once-daily STR 

versus once-daily MTR, 

● but only when switches for simplification of MTR were considered failures.

Guidelines for the Use of Antiretroviral Agents in Adults and Adolescents Living with HIV. Limitations to Treatment Safety and Efficacy

Adherence to the Continuum of CareLast e of Updated: October 17, 2017; Last Reviewed: October 17, 2017



De-simplifying single-tablet antiretroviral treatments: uptake, risks and cost 

savings

HIV Med. 2019 Mar;20(3):214-221. Epub 2019 Jan 11

https://www.ncbi.nlm.nih.gov/pubmed/?term=Krentz+HB+et+al.+HIV+Med+2019+Ma


Same day ART



Pilot Study: Rapid ART Program Initiative for HIV 

Diagnoses (RAPID) in San Francisco 

▪ Same-day (RAPID) ART initiation, 
including access to HIV provider, labs, 
counseling

– Loss to follow-up similar in RAPID protocol vs 
non-RAPID protocol patients (10.3% vs 14.9%)

▪ Compared with 2010-2013, when different 
ART initiation strategies were in place, 
RAPID protocol led to faster HIV-1 RNA 
suppression (median: 1.8 vs 4.3 mos; 
P = .0001)

Time to Viral Suppression in Patients 

Newly Diagnosed HIV+ at UCSF With 

RAPID vs Prior Periods

Slide credit: clinicaloptions.comPilcher CD, et al. J Acquir Immune Defic Syndr. 2017;74:44-51.
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Universal ART guidelines period, 2010-2013

CD4-guided ART period, 2006-2009
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Implementation: San Francisco Getting to Zero 

Consortium’s Citywide RAPID program

▪ Time to first virologic suppression decreased 54% (from 134 days to 61 days)

▪ Time from care linkage to ART start decreased 96% (from 27 days to 1 day) 

▪ Time to ART start and first viral suppression decreased in vulnerable populations, 
including racial/ethnic minorities and homeless patients, but disparities still exist for 
some outcomes

Outcome 2013 2014 2015 2016

Diagnosed, n 399 329 295 265

Started ART, n 

(%)
311 (78) 276 (84) 244 (83) 215 (81)

Met RAPID 

definition, n (%)*
23 (6) 45 (14) 50 (17) 80 (30)

In care within 

1 yr, n (%)
372 (93) 318 (97) 282 (96) 258 (97)

Bacon O, et al. CROI 2018. Abstract 93. Slide credit: clinicaloptions.com

Median Time, 

Days
2013 2014 2015 2016

% 

Change†

Diagnosis to care 

entry
8 7 7 5 -38

First care visit to 

ART start
27 17 6 1 -96

ART start to HIV-1 

RNA < 200 c/mL
70 53 50 38 -46

Diagnosis to HIV-1 

RNA < 200 c/mL
134 92 77 61 -54

†For 2013-2016. 

*Diagnosis to care within 5 days and ART within 1 day.

http://www.clinicaloptions.com/


Discussion: How Soon to Start ART 

▪ Is same-day ART feasible?

▪ What resources are needed to support same-day ART?

– ART supply, no prior authorization, insurance issues

▪ What regimens would you use if using this approach?

▪ What do the guidelines say?



Current Recommendations for Same-Day ART

Slide credit: clinicaloptions.com
1. DHHS Guidelines. May 2018. 2. WHO Guidelines. July 2017. 

3. Saag MS, et al. JAMA. 2018;320:379-396.

WHO[2]

▪ Recommended

where feasible

IAS-USA[3]

▪ Start ART as soon as 

possible, including 

immediately after 

diagnosis, if patient 

is ready

RecommendedDHHS[1]

▪ Investigational
‒ Resource 

intensive

‒ Long-term benefits 

not yet proven in 

the US

http://www.clinicaloptions.com/


● Successful ART requires a person's readiness to start and adhere to 

the regimen over time

● Immediate (same day) start of ART should be considered, especially 

in the following situations:

- In the setting of primary HIV infection, especially in case of clinical signs and 

symptoms of meningoencephalitis (within hours). 

- The wish of an HIV-positive person to start ART immediately. 

- In a setting where loss-to-follow-up is more likely if ART is not started the same day.



Τι ψηφίζει ο γιατρός;



...οποιαδήποτε ομοιότητα με γνωστά 

πρόσωπα, είναι φανταστική....



Your Surgeon Is Probably a Republican, Your Psychiatrist 

Probably a Democrat

By Margot Sanger-

Katz Oct. 6, 2016

ID Specialist



Hersh ED1, Goldenberg MN. Proc Natl Acad Sci U S A. 2016 Oct 18; 113(42): 11811–11816.Published online 2016 Oct 3.

Rebublicans

Democrats



Hersh ED1, Goldenberg MN. Proc Natl Acad Sci U S A. 2016 Oct 18; 113(42): 11811–11816.Published online 2016 Oct 3.



Ευχαριστώ!!!


