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Introduction 

Despite multiple efforts by countries to control the HIV/AIDS 
pandemic, the disease continues to be one of the main public health 
problems worldwide (1). It is estimated that since the 1980s, more 
than 70 million people have been infected with the HIV virus, and at 
least 35 million have died from it. By 2018, the number of people 
living with HIV/AIDS in the world was 37 million, and of these, only 
59% of those over 15 years of age received antiretroviral treatment 
(ART) (1-3); however, advances in early diagnosis techniques, 
access to highly effective ARV (antiretroviral) treatment, and control 

of mother-to-child transmission are strategies promoted by 
international organizations in order to reverse and contain the 
HIV/AIDS epidemic (3); its implementation depends on the 

resources of each country, therefore, in low-income countries, such 
as in the sub-Saharan Africa region, the epidemic continues to rise 
(4). With regard to vertical transmission, in the absence of any 
intervention the transmission rate is 15-45%; Effective interventions 
reduce these numbers to levels below 5% (5,6). The Joint United 
Nations Programme on HIV/AIDS (UNAIDS) in partnership with 
the World Health Organization/Pan American Health Organization 
(WHO/PAHO) sets regional goals in Latin America and the 

Caribbean by 2020 to increase the proportion of people with 
HIV/AIDS who know their diagnosis to 90%, increase to 90% the 
proportion of people diagnosed receiving ARV treatment, and 
increasing the proportion of people on HIV treatment with an 
undetectable viral load to 90 per cent, through the 90-90-90 strategy. 
Complementary to these goals, the fourth goal is to reduce late 

1 

OPEN ACCESS RESEARCH ARTICLE 

Abstract: 

HIV / AIDS infection is a public health problem for which multiple control strategies have been developed. Colombia 
seeks to standardize care in specialized centers, under the recommendations of the current Clinical Practice Guide and 
with a multidisciplinary intervention. 

Objective. To determine compliance with management indicators in a program for the management of patients living 
with HIV / AIDS, in a specialized IPS in Cali Colombia. Materials and methods. An observational, descriptive, 
longitudinal and retrospective study was conducted in a cohort of patients over 18 years of age who entered the program 
and started antiretroviral therapy (ART), between January and December 2016. 

Results. Information from 173 clinical records and data reported in the High-Cost Account of patients diagnosed with 
HIV / AIDS was analyzed. 13 clinical are indicators were evaluated, all of them process three initial evaluations, two 
monitoring, six therapies and two specific preventions. 23.07% of the indicators met the goal established by the CAC 
consensus; 100% compliance with the recommendations was identified in 11% of the population and in terms of optimal 

virological response, 72.83% achieved undetectable viral load results between week 9 and week 117 after the start of 
ART; 69.3% reported viral suppression before week 48 and 1.15% of the population was evaluated for viral load within 
48 weeks of treatment with a result <50 copies. Conclusion. This study determined compliance with management 
indicators in a population of patients infected with HIV / AIDS, by measuring evidence-based consensus indicators, to 
evaluate management and clinical outcomes and management and evaluation indicators. the implementation of the 
recommendations proposed in the clinical practice guide (CPG) 
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diagnosis; This is in order to control new infections, diagnose early 
stages of the disease, related death, as well as improve patients' 
quality of life (7). 

The effectiveness of ART in suppressing serum viral load to 
undetectable values (< 50 copies/ml) at week 48 is close to 80% in 
people with no previous exposure to ART (8); in those who do not 
achieve viral suppression, they are at increased risk of developing 

ART resistance, which connotes virologic and immunological 
failure (3) (9,10). On the other hand, scientific evidence has shown 
that therapeutic adherence, defined as the degree of compliance 
necessary to obtain the greatest therapeutic benefit, is the 
fundamental pillar in the clinical outcome and constitutes a predictor 
of virological response. Reduced plasma viral load, increased TCD4 
lymphocytes, and decreased the risk of related complications has 
been shown to require sustained adherence to ART of 95% (11,12). 

Pharmacological and non-pharmacological adherence involves 
multiple determinants, such as structural determinants related to the 
health care organization system, lifestyles, and the biological, 
demographic, and clinical characteristics of the individual (13). 

In Colombia, according to the Ministry of Health and Social 
Protection, an estimated 

150,116 people living with HIV in 2016, by 2018 108,648 (72%) had 
been diagnosed, which represents a decrease of 28% compared to the 

2016 estimate. However, 25% of these patients do not have access to 
health services or have dropped out of care programs (14-16). 
Santiago de Cali, with a reported incidence rate of 42.97/100,000 
inhabitants (ASIS 2018), is considered one of the four Colombian 
cities with the highest number of cases. In the city of Cali, there are 
31 institutions authorized to care for patients living with HIV, of 
which 14 are Benefit Plan Administrative Companies (EAPB), 12 
are Health Provider Institutions (IPS) and five are State Social 

Enterprises (ESE) (17). 

Faced with this public health situation, the Ministry of Health and 
Social Protection of Colombia, Resolution No. 3186 of 2003, through 
the Policy on Comprehensive Care for Pathologies Classified as High 
Cost (Agreement 245 of 2003), seeks to guarantee equity, 
sustainability and strategies for the prevention and control of 
HIV/AIDS (18). Since 2014, the implementation of the practice 
guide has been promoted.This is a clinical approach based on 
scientific evidence, as well as the creation of a pathway that favors 
early diagnosis, initial assessment, clinical management, 

pharmacological treatment, and viral load monitoring periodically 
after the start of ART, with the aim of detecting virological failure in 
a timely manner (19). Since these recommendations are still in the 
process of being implemented, both the consensus of the high-cost 
account and the clinical practice guideline recommend that 
institutions that care for people living with HIV/AIDS evaluate 
annually the quality and effectiveness of institutional programs 
through indicators of initial evaluation, monitoring, specific therapy 

and prevention. The objective of this research was to determine the 
compliance with management indicators in a program for the 
management of patients living with HIV/AIDS, in a specialized IPS 
in Cali, Colombia. 

Population And Study Area 

Materials And Methods Type Of Study 

An operational research was carried out through an observational, 
descriptive, longitudinal study with retrospective data collection. 

Source of information 

As sources of information, clinical records and data from the High 
Cost Account were used, from a cohort of patients who entered an 
institutional program for the comprehensive management of 

HIV/AIDS, between January 1 and December 31, 2016. 

Reference population: 

Patients with a confirmed diagnosis of HIV/AIDS, seen in the 

outpatient clinic in a specialized IPS, with follow-up for at least 48 
continuous weeks, from the start of their ART. 

Selection criteria 

Inclusion: We included the records of adult patients over 18 years 
of age, of both sexes, with a confirmed de novo diagnosis of 
HIV/AIDS, enrolled in the Specialized IPS program, who started an 
ARV treatment scheme during 2016. 

Exclusion: Records of patients who died of causes unrelated to 
HIV/AIDS infection during follow-up were excluded. 

As adherence is an indirect response to compliance, it was measured 
according to the WHO (2004) definition, which corresponds to the 
degree to which a patient's behavior, in relation to taking medication, 

monitoring of a diet or the modification of lifestyle habits, 
corresponds to the recommendations agreed with the health 
professional (WHO) (20,21). 

For viral load adopted according to the recommendations of the 2014 
Clinical Practice Guideline (CPG), the amount of HIV virus 
quantified in a blood sample, is reported as the number of viral RNA 

copies per millimeter of blood. It is useful for determining prognosis, 
assessing response to treatment, and monitoring viral suppression; It 
should be performed on patients infected with HIV/AIDS at the start 
of ARV treatment, two months after initiation of the drug or when 
the drug regimen is modified, every 6 months as a follow-up after 
the start of ARV treatment whenever an undetectable viral load (< 
50 copies/ml) is achieved and immediately upon suspicion of 
virological failure. The Clinical Practice Guideline defines 
virological failure as the presence of confirmed viral load above the 

limit of detection, six months after initiating or modifying the 
treatment regimen, in people who remain on ARV treatment, or 
detectable load in two consecutive determinations after an 
undetectable viral load. The purpose of the CPG is to unify and 
standardize, improve the quality of health care and the use of 
resources in the clinical care of patients with HIV/AIDS infection, 
as well as to promote the quality of information and the correct 
interpretation of indicators. 

Of the three categories of indicators (structure, process, and 
outcome) proposed by Donabedian, et al. (22,23) and recommended 
by the CAC and the GPC for the evaluation of specialized programs 
in the care of patients with HIV/AIDS (18,19), this research focused 
on the measurement of process indicators. 

Sample Size 

This research included all records of patients who entered the 
program during 2016 and started ART, 173 records were analyzed. 
No sampling technique was required 
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Data analysis 

Regarding the variables analyzed in the study were; 7 Demographic 
and Clinical at the time of Diagnosis, 16 Clinics at the beginning of 
ART and 16 Clinics at cut-off (December 31, 2016).Using the 
Stata14® software (StataCorp, College Station, Texas, USA), 
univariate analysis was performed, applying descriptive statistics; 

The distribution of the data was evaluated for all numerical variables, 
through the statistical test Shapiro Wilk Normality Test, the 
quantitative variables were summarized through the median with 
their interquartile ranges. Nominal variables were summarized 
through proportions, statistically significant differences with p- 
values equal to or less than 0.05 were considered. 

This research used as a reference of compliance two groups of 
indicators, recommended by the evidence-based consensus to 
evaluate management and clinical results in care institutions for 
people living with HIV in Colombia, as well as the recommendations 

of the Clinical Practice Guideline (CPG) based on scientific evidence 
for the care of HIV/AIDS infection in adolescents (13 years of age 
or older) and adults (19). published in 2014. It was calculated as a 
proportion with their respective 95% confidence intervals, taking as 
numerator those subjects with HIV/AIDS who complied with 100% 
of the recommendations and as denominator the entire population 
with ART enrolled in the program during 2016. With respect to 
compliance with the indicators proposed by the CAC, 13 clinical area 

indicators were evaluated, all of them process-related; three for initial 
evaluation, two for monitoring, six for therapy and two for specific 
prevention. 

The optimal virologic response frequency, defined as a viral load of 
less than 50 viral RNA copies per mL, was calculated as a proportion 

with their respective 95% confidence intervals, taking the number of 
patients as the numerator with HIV/AIDS who obtained a viral load 
of less than 50 copies of viral RNA per milliliter at week 48 and the 
denominator was taken the entire ART population included in the 
program during 2016. With a compliance standard of 80% according 
to the Colombian Fund for High-Cost Diseases, a result > 80%, a 

medium of 80% to 70% and a low range < 70% is considered an 
adequate range(24). 

Through bivariate analysis, the factors related to non-compliance 
with the indicators were identified, the OR with their respective 

confidence intervals was used as measures of association, the 
statistical association was carried out through the Chi2 statistical test 
and significant values of p were assumed to be equal to or less than 

0.05. A multivariate analysis was performed through binomial 
logistic regression to adjust for possible confounders and determine 
the weight that each variable contributed to the non-compliance with 
the recommendations of the clinical practice guideline. The rate of 
viral suppression was assessed through survival analysis with the 
Kaplan-Meier curves; To determine the statistical differences 
between the curves by sex, the Log Rank Test was used. 

Ethical Considerations 

This research was approved as a risk-free investigation by the ethics 
committees of the specialized IPS and the Free University, according 
to minutes 007-2019, CD- 002714-S010010105 of 2019. This 
research is covered by international agreements on biomedical 
research according to the Helsinki Agreement, and the level of risk 
is declared according to Resolution 8430 of 1993 of the Ministry of 
Social Protection of Colombia. The authors declare no conflict of 
interest. 

Results 

The selection criteria of 271 clinical records of patients who entered 
the HIV program during January 1 and December 31, 2019 were 

evaluated. 

2016; A total of 98 records were excluded because they did not meet 
the selection criteria, and information from 173 records was 
analyzed, Figure 1. 

Regarding compliance with the indicators proposed by the CCS, to 
measure the quality of the process, an overall compliance of 23.07% 
(3/13), Annex 1, was obtained. 

 

 

 

Figure 1. Diagram for the identification of patient registries with 

compliance with the recommendations of the CPG and with 

optimal virological response at week 48 in a Specialized IPS Cali 

2016. 
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The study population was mainly made up of men with 86.7% 
(150/173), the median age was 32 years (IQR 25 - 44), 75.7% 
(131/173), reported having residence in Cali, the entire population 
belonged to the contributory regime, of the 23 women registered in 
the program, 17.3% (4/23) were pregnant. According to the stage of 

infection at the time of diagnosis, 63.5% (113/173) of patients were 
in stages. 

In the early stages of A1-A2 and B1-B2 (25), the most frequently 
reported method of family planning was the barrier method (94.2% 

(163/173), Table 1. 

Table 1: Demographic and Clinical Characteristics of the 

Population at the Time of Diagnosis 

 
 

Feature Description Summary Measure n=173(%) 

Sex Man 150 (86.7) 

Woman 23 (13.2) 

Age (years) Years Median 32 (RIC=25-44) 

Origin: Cali Yes 131 (75.7) 

No 42 (24.2) 

Pregnant Yes 4 (17.4) 

No 19 (82.6) 

HIV Screening Test Offered Yes 133 (76.8) 

No 40 (23.1) 

CD4 Lymphocyte Count Yes 161 (93.1) 

 No 12 (6.9) 

Number of CD4 lymphocytes ≥ 200 113 (65.3) 

<200 60 (34.6) 

 

 

 

 

With respect to compliance with the initial assessment indications, 
proposed by the indicators of the clinical practice guideline and the 

evidence-based consensus of minimum indicators, to evaluate 
management and clinical outcomes in institutions for the care of 
people living with HIV in Colombia, 92.48% (160/173) of the people 
diagnosed with HIV infection received care from an expert physician 
and during follow-up had a median of 6 ( IQR 4-7) medical care per 
year. 

Regarding the measurement of the initial viral load (CV), this was 

performed in all diagnosed patients, of whom 98.8% (171/173) 

reported viral load of one thousand or more copies at the start of ART 

and one patient with an undetectable viral load at the time of 
diagnosis. CD4 count was measured at diagnosis at 93.06% 
(161/173) with a median CD4 cell/mm3 (IQR 157-380), of which 

31.8% (55/173) of the subjects had CD4 ≤ 200 and 16.1% (28/173) 
CD4 ≤ 100 patients; while the CD4 lymphocyte control count during 
follow-up was performed in 87.8% (152/173) of the patients. 
According to the CAC recommendation, 100% of patients should 
have a CD4 lymphocyte control count throughout the 48 weeks of 
follow-up from program entry, Table 2. 

Table 2: Clinical characteristics of the population at the 

time of initiation of ART 
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CD4 Lymphocyte Count Yes 168 (97.1) 

No 5 (2.9) 

 

Viral Load 

≤50 1 (0.5) 

51-999 1 (0.5) 

≥ 1000 171 (98.8) 

Reason forInitiation 

of TAR 

Clinical picture 5 (2.8) 

Pregnancy 4 (2.3) 

 By CD4 T cell count 

value (< 200 cel) 

73 (42.2) 

 Viral load. (> 1000copies) 88 (50.8) 
 For another reason. 3 (1.7) 

Anemia Yes 4 (2.3) 

No 169 (97.6) 

Illness 
Chronic kidney 

Yes 3 (1.7) 

No 170 (98.2) 

Opportunistic infections Yes 22 (12.7) 

No 151 (87.2) 

Hepatitis B Yes 2 (1.1) 
 No 171 (98.8) 

Tuberculosis Yes 2 (1.1) 

No 171 (98.8) 

Sarcoma of 
Kaposi 

Yes 2 (1.1) 

No 171 (98.8) 

Illness 
Psychiatric 

Yes 3 (1.7) 

No 170 (98.2) 

TAR Counseling Yes 165 (95.3) 
 No 8 (4.6) 

Medication Change Yes 54 (31.2) 

No 119 (68.7) 
 Reactions 

Adverse 

50 (28.9) 

Cause Change 

Medicament 

 

Any fault 3 (1.7) 

 Improve 

Adhesion 

1 (0.5) 

Number of failures 0 169 (97.6) 

1 3 (1.7) 

3 1 (0.5) 

Interconsultation with an 

Infectious Disease Specialist 

Yes 13 (7.5) 

No 160 (92.4) 

Genotyping Yes 2 (1.1) 

No 171 (98.4) 

Of the patients 
who reported CD4 count ≤ 200 at the time of diagnosis, 23.6% 
(13/55) had opportunistic infections, the most frequent being 
generalized histoplasmosis and meningeal cryptococcosis, followed 
by Pneumocystis jirovecii pneumonia, multifocal 
leukoencephalopathy and toxoplasmosis. Prophylaxis for these 
germs was documented in three registry patients, one patient 

received trimethoprim sulfa and fluconazole and two patients 
received trimethoprim sulfa alone. 

The 173 patients included were initiated ART and 95.3% (165/173) 
received counseling before initiating treatment for ECT. (TEC = 
Compliance Advisory Worker). The most frequently reported cause 
for the initiation of ART was related to the viral load value at 
diagnosis in 50.8% (88/173), followed by CD4 lymphocyte count 
value (42.2% (73/173), Table 1, 2, Annex 1. 

Regarding the monitoring indicators, proportion of PLHIV with 
annual screening for syphilis or STIs, 29.5% (51/173) were 
diagnosed with a sexually transmitted infection in the following 12 
months of follow-up, with screening of 100% of the study 
population. with a 100% compliance standard according to the 

Colombian Fund for High Cost Diseases; A result > 95% is 

considered an 
appropriate range, medium from 95% to 90% and as low range < 
90% (24). 

Regarding the indicator of the proportion of PLHIV with annual 

PPD, 47.4% (82/173) were evaluated for latent TB infection through 
the PPD (purified protein derivative) skin test, of which 6.1% (5/82) 
of those evaluated reported a positive test 10 mm and of these, two 
received isoniazid prophylaxis. In the CCS, a measurement standard 
of 90% is considered as a goal in Colombia, with an adequate range 

> 80%, a medium range of 80% to 50%, and a low range < 50% (24). 

Regarding compliance with the therapy indicators, all pregnant 
women (4/23) received ART, a standard of 100% is considered in 
the CAC as a goal in 

Colombia. No active TB was diagnosed during the period evaluated, 
so none of them received anti-TB treatment. A 90% target is 
considered in the CCS in Colombia. Regarding the results related to 
the optimal virological response, it was found that 72.83% (126/173) 
achieved undetectable viral load results between week 9 and week 
117 after initiation of ART. Regarding the indicator; proportion of 
PLHIV with undetectable viral load (CV) at 48 weeks or more of 
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48, with a standard of 80% according to the Colombian Fund for 
High-Cost Diseases. IPS that care for PLHIV are expected to meet 
the standard, with an adequate range being considered a result > 
80%, a mean range of 80% to 70%, and a low range < 70% (24). The 

remaining patients suppressed throughout follow-up with viral 
suppression data achieved up to week 117 after initiation 
oftreatment. Of the patients with undetectable viral load, 95.2% 
(120/126) obtained results in ≥ 48 weeks, 3.9% (5/126) viral load < 
48 weeks and 0.8 (1/126), she was only tested for viral load before 
starting ART and not for follow-up. However, of the patients with 
detectable viral load, 74.4% (35/47) had their viral load ≥ 48 weeks, 
12.7% (6/47) had their viral load < 48 weeks, and 12.7% (6/147) only 

had their viral load before starting ART 

50% of patients had their viral load assessed between week 68-92 
after the start of ART. Continuing with the indicators of therapies; 
proportion of PLHIV with genotyping study in virologic failure as 

reported in clinical records, 100% (1/1), were studied with the viral 
genotyping test; it is considered a 90% standard in the CAC 
according to the Colombian Fund for High Cost Diseases. IPS that 
care for PLHIV is expected to meet the standard, with an adequate 
range being considered a result > 90%, a mean range of 90% to 70%, 
and a low range < 70%(24). and 1.1% (2/173) underwent 
genotyping. 

Regarding the change of therapeutic scheme; In the indicator, 
proportion of PLHIV with a change in ART, 31.2% (54/173) of the 
subjects presented some change in the ART regimen; is considered 

a standard < 30% in the CCS according to the Fund Colombian 
Institute for High-Cost Diseases. IPS that care for PLHIV are 
expected to meet the standard, with an adequate range being 
considered a result < 30%, a mean range of 30% to 40%, and a low 
range > 40% (24); and the change associated with intolerance, 
adverse effect and drug interactions was 28.9% (50/173). 

Regarding the prescription of patients who start ART within the 

reporting period, with any of the guidelines for choosing first-line 
treatment; the indicator, the proportion of PLHIV with initial ART 
prescription according to the choice guidelines defined in the 
Colombian Clinical Practice Guideline (CPG); for the 
Tenofovir/Emtricitabine/Efavirenz regimen, it was 19.6% (34/173), 
for the Tenofovir/Emtricitabine/Atazanavir/Ritonavir regimen 
26.5% (46/173), for the 
Tenofovir/Emtricitabine/Darunavir/Ritonavir regimen 7.5% 
(13/173), for the Tenofovir/Emtricitabine/Raltegravir regimen 8.1% 

(14/173), for the Abacavir/Lamivudine/Efavirenz regimen 815/173) 

and likewise for the Abacavir/Lamivudine/Atazanavir/Ritonavir 
regimen (15/173). With respect to the level of compliance 

recommended by the CCS standards (adequate > 95%; medium 90- 
95%; and under < 90%), none of the requirements were met (24). 

In relation to compliance with specific prevention indications, the 
proportion of patients with prophylaxis for Pneumocystis jirovecii 
pneumonia did not meet the goal established for patients with 
CD4<200/ml lymphocytes. Regarding the CD4>200/ml lymphocyte 
count at the time of diagnosis, 72.9% had a complete HBV vaccine 
regimen (78/107). A 100% standard is considered a target in 
Colombia in the CCS, Table 3. 

In this evaluation, an overall adherence to the recommendations of 
the CPG and CAC was found to be 11% (19/173) (Table 3). Viral 
load measurement at 48 weeks was performed in two 1.15% patients, 

who had an undetectable viral load (< to 50 copies), Figure 2. 
 

 
 

 

 
Figure 2. Viral Load Suppression Survival Analysis by Sex 

 
 

Table 3: Current clinical characteristics at cut-off (December 31, 

2016) of patients enrolled in the institutional program 
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To explore the possible clinical factors related to non-compliance 
with the Clinical and Management Results indicators proposed by 
the 2014 High Cost Account Consensus and the recommendations of 
the Clinical Practice Guideline (GPC); the bivariate analysis showed 
a statistically significant association with having a psychiatric illness 
at the beginning of ART, which behaved as a protective factor with 
an OR of 0.05 (95% CI 0.004-0.645) and a value of p = 0.0199; And 

this is a residual confounder; It could be associated with the 
samplesize and the clinical variables that did not reach non- 
compliance in the subjects. It was also found that consultation with 

an infectious disease physician favored compliance with the 
recommendations of the clinical practice guidelines in 80% (OR 0.2, 
95% CI 0.06-0.8: p=0.041). Some clinically significant variables, 
such as male sex, CD4 lymphocyte count at the start of ART, and 
pregnancy status, did not show a significant association for non- 
compliance with the indicators, Table 4. 

Table 4: Factors related to non-compliance with the 

recommendations of the clinical practice guidelines in an IPS 

specialized in the management of HIV/AIDS 

Feature Description Summary Measure: 

n=173(%) 

Dyslipidemia Yes 4 (2.3) 
 No 169 (97.6) 

Peripheral neuropathy Yes 2 (1.1) 

No 171 (98.8) 

Anemia Yes 3 (1.73) 

 No 170 (98.2) 

Chronic Kidney Disease Yes 2 (1.1) 

No 171 (98.8) 

ITS Yes 51 (29.4) 

 No 122 (70.5) 

Functional disability Yes 2 (1.1) 

No 171 (98.8) 

CD4 lymphocyte count Yes 21 (12.1) 
 No 152 (87.8) 

Latest CD4 Lymphocyte Count 0-200 target/ml 7 (4) 

>200-499 

target/ml 

10 (17.3) 

≥500 goals/ml 4 (2.3) 

It was not done 152 (87.8) 

Family Planning Method Barrier 163(94.2) 

Sterilization 
definitive 

4(2.3) 

 Device 

intrauterine 

1(0.5) 

 Hormonal 5(2.8) 

Vacuna Hepatitis B Yes 119(68.7) 

No 54(31.2) 

PPD Yes 82(47.4) 

 No 91(52.6) 

PPD Result Refusal 77(93.9) 

Positive 5(6.1) 

Any Prophylaxis Yes 14(8.0) 
 No 159(91.9) 

Last Viral Load Week ≥48 weeks 154 (89) 

<48 weeks 12 (6.9) 

for TAR 7 (4) 

Optimal Viral Load Yes 126 (72.8) 

 No 47 (7.1) 

Global Compliance Yes 19(10.9) 

No 154(89.0) 
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Feature Description n Meets 

(n=19; 10.82) 

Doesn't comply 

(n=154; 89.18%) 

OR 

(IC 95%) 

p-value 

Sex 
Man 150 16 134 

1,2 (0,3-4,7) 0,735 
Woman 23 3 20 

 

Age in Years 
Median  32 32  

1,0 (0,9-1,0) 
 

0,838 
RIC  (24-43) (25-45) 

Origin: Cali Yes 131 13 118 
1,5 (0,5-4,2) 0,434 

 No 42 6 36 

Pregnant 
Yes 4 1 3 

0,35 (0,2-5,2) 0,444 
No 19 2 17 

Offer of the 
HIV Testing 

Yes 133 15 118 
0,8 (0,1-2,9) 0,821 

No 40 4 36 

Notification by 
Other IPS 6 1 5 

0,61 (0,6-5,4) 0,654 
Program 167 18 149 

Clinical stage at 
diagnosis 

Early 113 10 103   

Late 60 9 51 0,5 (0,2-1,4) 0,223 

CD4 count at 
diagnosis 

Yes 161 19 142 - (0,4- -) 0,2072 

No 12 0 12   

CD4 Count at 
ART 
Baseline 

Yes 168 19 149 
- (0,15- -) 0.4254 

No 5 0 5 

psychiatric 
illness at the 
end of the 

start TAR 

Yes 3 2 1 
0,05 

(0,004- 0,645) 

0,0199 

No 170 17 153  

TAR Counseling 
Yes 165 19 146 

- (- --3,8) 0,30 
No 8 0 8 

Medication 
Change 

Yes 55 8 47   

No 118 11 107 0,6 (0,2-1,8) 0,30 

Infections 
Opportunistic 

Yes 22 4 18 
0,4 (0,1-2,2) 0,247 

No 151 15 136 

Interconsultation 
with an Infectious 
Disease Specialist 

Yes 13 4 9   

No 160 15 145 0,2 (0,06-0,8) 0,041 

 

Conteo de 
linfocitos CD4 

Si 21 0 21 
- (- -1,3) 0,859 

No 152 19 133 
Vacuna Hepatitis 

B 
No 54 4 50 

0,7 (0,3-1,5) 0,424 
Si 119 15 104 

PPD 
No 91 12 79 

0,6 (0,1-1,8) 0,328 
Si 82 7 75 

Cualquier 
Profilaxis 

Si 14 1 13 
1,6 (0,2-13,4) 0,635 

No 159 18 141 
Última CV ≤50 copias 126 16 110 2,1 (0,5-11,9) 0,237 

 >50 copias 47 3 44   

 

According to the multivariate analysis, it was found that the factors 
that independently explain compliance with the recommendations of 
the clinical practice guideline were interconsultation with an 
infectious disease specialist, the result of last CV and pregnant 
woman, and the variable opportunistic infections and psychiatric 
illness at the start of ART was excluded, which shows that this 

behaved as a confounder. Non-compliance is not related to the 
clinical variables of the subjects, since they do not explain the non- 
compliance with the indicators; Non-compliance may be related to 

program administrative variables that were not evaluated during the 
study; Therefore, it is important for programmes to assess 
administrative barriers (process indicators); Hence the importance of 
the epidemiology of health services, Table 5. 

Table 5: Adjusted model of factors related to non-compliance 

with the management indicators and evaluation of the results of 

the implementation of the proposed recommendations of the 

clinical practice guideline (CPG) in an IPS specialized in the 

management of HIV/AIDS 
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"characteristic description n OR 

(IC 

95%) 

"p- 

value" 

"Adjusted 

Odds 

Ratio 

(95% 
CI)" 

"p-value" 

 
"Yes" 4 

    

pregnant 

woman 

  0,35 (0,2-5,2) 0,444 0,22 (0,02-2,49) 0,226 

 " "No 19     

Illness Yes" 3 0,055 0,0019 0,13 (0,008 -2,10) 
 

psychiatric ward No 169 (0,009-1,15)   0,153 

start TAR     

 
Yes" 22 0,49 0,247 0,79 (0,18- 3,48) 0,759 

Infections   (0,13-2,28)    

Opportunistic 

 

Interconsulta 

con Infectólogo 

 

 

 

 

 

 
Resultado de 

última CV 

No 151     

  

13 
 

0,23 
 

0,041 
 

0,29 (0,06 - 1,40) 
 

0,126 

Yes"  (0,06-0,85)    

No 
 

160 
    

 

≤50 copies 

>50 copies 

 
 

126 

 

47 

 
2,13 
(0,56-11,93) 

 

 

 

0,237 

 

 

2,31 (0,59- 8,95 

 

 
0,223 

 

Factors related to optimal virological response were also explored, 
and the following variables were found to be statistically significant: 
CD4 lymphocyte count, which behaved as a protective factor with 
an OR = 0.18 (95% CI 0.07-0.46) and a p≤0.001 value. A statistically 

significant association was also found between optimal viral load 
and non-performance of PPD (OR = 2.42, 95% CI 1.19-4.9 with a 
value of p = 0.014). Other variables of clinical significance, 
according to the theoretical framework of the research, such as age, 

sex, and change of ART medications, among others, were not 
statistically significant in this study, Table 6. 

Table 6: Factors related to the non-optimal virological response 

of the management indicators and evaluation of the results of the 

implementation of the proposed recommendations of the clinical 

practice guideline (CPG) in an IPS specialized in the 

management of HIV/AIDS. 
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Feature Description n 0 hp <50 copies 
n=126; 72.83% 

1 CV >50 copies 
n=47; 27.17% 

OR p-value 

Sex Man 150 112 38 0,5 (0,2-1,3) 0,171 

 
Woman 23 14 9 

  

Age in Years Median  32.5 32 0,9 (0,9- 
1,0) 

0,953 
 RIC  (25-45) (28-43)  

Provenance of 
Cali 

Yes 131 96 35 0,9 (0,4-1,9) 0,814 
No 42 30 12   

Pregnant Yes 4 2 2 1,71(0,1- 
15,0) 

0,631 
 No 19 12 7  

Offer of the 
HIV Testing 

Yes 133 95 38 1,3 (0,6-3,1) 0,450 
No 40 31 9   

Notification by Program 167 122 45 1,3 (0,2-7,6) 0,731 
 Other IPS 6 4 2   

Clinical Stage at 
Diagnosis 

Early 113 84 29 1,2 (0,6-2,4) 0,542 

Late 60 42 18   

CD4 count at 
diagnosis 

Yes 161 117 44 0,88 (0,14 
3,77) 

0,8611 

No 12 9 3  

CD4 Count at 
ART 
Baseline 

Yes 168 122 46 0,.66 (0,013- 
6,94) 

0,7146 

No 5 4 1  

 Yes 3 3 0 -(- -3,4) 0,285 

psychiatric 
illness at the 
end of the 

start TAR 

No 170 12 
3 

47   

TAR Counseling Yes 165 12 
1 

44 0,6 (0,1-2,6) 0,505 

 No 8 5 3   

Medicatio 
n Change 

Yes 55 44 11 0,5 (0,2-1,2) 0,151 

No 118 82 36   

Opportuni 
stic 
infections 

Yes 22 14 8 1,6 (0,5-4,5) 0,299 
No 151 11 

2 
39   

Interconsultatio 
n with an 
Infectious 
Disease 
Specialist 

Yes 13 8 5 1,7 (0,5-5,6) 0,356 

No 160 11 
8 

42   

Counting 
CD4 

lymphocytes 

Yes 21 8 13 0,1 (0,07- 
0,4) 

<0,001 

No 152 11 
8 

34   

Vacuna 
Hepatitis 

B 

No 54 35 19 0,6 (0,4-0,9) 0,47 

Yes 119 91 28   

PPD No 91 59 32 2,4 (1,1-4,9) 0,014 
 Yes 82 67 15   

Prophylaxis Yes 14 11 3 0,7 (0,8-2,6) 0,616 

 No 159 11 
5 

44   

Result of 
Latest CV 

Non-Compliance 154 11 
0 

44 2,1 (0,5- 
11,9) 

0,237 

Compliance 19 16 3   
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According to the multivariate analysis, the associated factors that 
independently explain the increased risk for optimal virologic 
response according to the recommendations of the clinical practice 
guideline were the CD4 lymphocyte count and not performing the 

PPD, it is possible that it is an indicator variable of administrative 
barriers that were not evaluated; The reading was not recorded in all 

subjects to whom the PPD was applied, Table 7. 

Table 7: Adjusted model of factors related to the non-optimal 

virological response of the management indicators and 

evaluation of the results of the implementation of the proposed 

recommendations of the clinical practice guideline (CPG) in an 

IPS specialized in the management of HIV/AIDS 

 
 

Feature Description n Virologic 
OR response 

p-value Virologic 
OR response 

Tight 

p-value 

Sex Man 140 0,5 (0,1-1,3) 0,171 0,3 (0,1-1,0) 0,068 
 Woman 33     

Medication 
Change 

Yes 55 0,5 (0,21,2) 0,151 1,08 (0,94- 1,24) 0,241 
No 118     

Counting 
CD4 

lymphocytes 

Yes 21 0,1 (0,07-0,4) <0,001 0,2 (0,085- 0,64) 0,005 

No 152     

PPD No 91 2,4 (1,1-4,9) 0,014 2,3 (1,06- 4,96) 0,034 
 Yes 82     

 
 

According to the survival analysis to estimate the rate of viral 
suppression taking week 117 as an outcome, where 72.83% (126) of 
the subjects evaluated managed to suppress viral load (viral load 
RNA < 50 copies/mm3) at 79 weeks of follow-up, the probability of 
viral non-suppression was 0.8323. (0.7570- 0.8861). At week 48 
after the initiation of ART, only 3.66% of the population had 

achieved virologic suppression 0.9634 (0.9203-0.9834). Significant 
differences were found in the survival curve on the speed of viral 
suppression according to sex. However, curves discriminated by 

 
ART were not compared. It was observed that females suppressed 
viral load more rapidly than males. However, over time during 
follow-up (week 109), the lines cross, showing similar behavior for 
both sexes. According to the value of p and Log Rank 

<0.0001. 

Table 8: Main studies cited 

 
 

 

 

 

 

Estudio 

 
Bedoya, et al., 

 
Varela, et al., 

 
Alave, et al., 

 
Ceballos, 

et al., 

 
Degroote, et 

al., 

 
Forbes, et 

al., 

Bijker R, et 

al; África 

Subsaharia 

na y 

Asia. 

Cali Colombia Cali Colombia Peru Chile Bélgica Bahamas 2017 

2019 2013 2012 2015 2014 2014 n= 3934 

n= 173 n= 127 n=1478 n=860 n=218 n=250  

Características demográficas y clínicas al diagnóstico 

Sexo masculino 150 ( 86,7) 97 (76,4) 1028 (69,6) 797 ( 
93,0) 

173 ( 79,4) 134 (54,0) 1991 (50,6) 

Mediana de edad ( 

en 

años) 

32 ( 25-44) 42,5 (9,9) 35 (29-41) 42 (21-87) 46 (24-72) 36 ( 14) 37,8 (9,3) 

Gestante 4 (17,4) _ _ 11 (17,4) _ _  

Linfocitos TCD4 

>= 200 

113 (65,3) _ 444 (29,0) 569 (66,1) _ 227 (91,0) 1134 (28.8) 

Mediana de TCD4 276 células/mm3 

(RIC 157-380) 

_ 105 202 _ 301  

Características clínicas al inicio de TAR 

Valor de Carga 

Viral > a 

171 (98,8) _ 591 (40,0) 364 (42,0) _ 208 (83,2)  
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10000 copias        

Motivo de inicio de 

TAR 

       

Por linfocitos 

TCD4 < 

200 

73 (42,2) _ 975 (66,0) 291 (33,8) _ 116 (46%) 2760 (70.1) 

Por reporte de 

Carga 

Viral 

88 (50,8) _ _ 395 (46,0) _ _  

Enfermedad renal 

crónica 

3 (1,7) _ _ 6 (0,7) _ _  

Dislipidemia 4 (2,3)   94 (11,0) _ _  

Anemia 4 (2,3) _ _ _ _ _  

Infecciones 

oportunistas 

22 (12,7) _ 637(43,1) 323 (38%) _ _  

Tuberculosis 2 (1,1) _ 168 (11,4) _ _ _  

Sarcoma de 

Kapossi 

2 (1,1) _ _ 35 (4,0) _ _  

Enfermedad 

Psiquiátrica 

3 (1,7) _ _ 81 (9,4) 47 (21,6) _  

Características clínicas al corte (diciembre 31 de 2016) 

Dislipidemia 4 (2,3) _ _ 266 (31,0) _ _  

Enfermedad renal 

crónica 

2 (1,1) _ _ _ _ _  

Anemia 3 (1,7) _ _ _ _ _  

Toma de linfocitos 

TCD4 de control 

21 (12,1) 127 (100) 905(61,0) 705(82,0) 212 (97,2) _  

Uso de condón 

como 

método de 

planificación 

 
163 (94,2) 

 
_ 

 
_ 

 
_ 

 
_ 

 
_ 

 

Vacuna Hepatitis B 119 (68,7) _ _ _ _ _  

Resultado de PPD 

negativo 

77 (93,9) _ _ 845 (85,0) _ _  

Carga viral óptima 126 (72,8) 90 (78,3) 1119 (76,0) 688 (80,0) 174 (79,8) 48 (19,2) 1867 (47,4) 

 
Cumplimiento 

 
19 (11,0) 

 
66 (84,0) 

 
1119(98,3) 

 
_ 

 
173(79,4) 

 
79 (32,0) 

93 %en 
africa y 

95% en asiá. 

Transmisión 

Vertical 

0 _ _ 0 _ _  

 

DISCUSSION 

This research evaluated the clinical and demographic characteristics 
of patients diagnosed with HIV/AIDS infection, enrolled in a 
specialized IPS in Cali, Colombia, during 2016, and determined 

compliance with management indicators in a program for the 
management of patients living with HIV/AIDS, in a specialized IPS 

in Cali, Colombia. virologic response and determinants of optimal 
virologic response at week 48. The main reason for patients not 
having a viral load at week 48 after starting ART was the lack of 

timely follow-up by the program's multidisciplinary group. 

It was found that 11% of the population studied by the specialized 
IPS complied with the guidelines of the CPG and the indicators of 
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the CAC; in contrast to data provided by the Ministry of Health and 
Social Protection, in Colombia in 2018, 75% of the diagnosed 
population had access to pharmacological treatment and remained 
adhered to care programs (14). Since no information about drug 
adherence was obtained through surveys in the registries of the study 

population, it was not possible to measure it or obtain information 
about it to compare it with the studies reviewed in the literature. 

Regarding the analysis of demographic factors, the present study 
reported that 86.7% of the population corresponds to the male sex, 
which is in agreement with what has been reviewed in the literature; 

regarding pregnant women, a study carried out in South America 
reported that 75% of pregnant women started ART after 26.6 weeks 
of gestation until 11.7 weeks after delivery. as a strategy for the 
prevention of mother-to-child transmission, this prophylaxis resulted 
in CVP (Plasma viral load) < 400 copies/ml in less than 6.7 weeks 
of treatment, in 75% of cases; in 5 cases it remained detectable. The 
time to obtain the CVP < 400 copies/mL was reduced if the initial 
CVP was < 100,000 copies/mL and the prophylactic antiretroviral 

regimen was not changed. This suggests that antiretroviral 
prophylaxis should not be postponed after 26-28 weeks of treatment. 

gestation to achieve a CVP < 400copies/ml at delivery (26-28). The 
study found that all pregnant women (4/23) received ART; 2 of them 
had started ART before pregnancy and the other 2 pregnant women 
started ART between the 17th and 27th week of gestation, since they 
entered the specialized HIV/AIDS program. The viral load after the 
first four weeks of starting ART reported more than one thousand 
copies/ml for all pregnant women, however, viral suppression was 
achieved at the end of gestation in 75% (3/4) only one pregnant 
woman reported detectable viral load but less than a thousand copies 

at the end of pregnancy. It is considered late entry; A pregnant 
woman who presents after 28 weeks with a diagnosis of HIV and has 
never received ART should begin treatment with HAART (a 
combination of three or more antiretroviral drugs). without delay 
(29). 

On the other hand, the study reported that 1.7% (3/173) of patients 

at the start of ART had chronic kidney disease, however, the stage of 
the disease or the need for dialysis replacement therapy is not 
specified. However, the expert panel of the clinical practice guideline 
(CPG) recommends management with antiretrovirals in all HIV-
infected persons with nephropathy, taking into account analytical 
descriptive studies suggesting a relationship between virological 
control, preservation of renal function and survival; since HIV-
associated nephropathy is the main cause of end-stage renal disease 

in this group of patients and is characterized by HIV- associated 
renal disease. due to involvement of glomerular capillaries, tubular 
microcystic dilation and tubulo-reticular inclusions. Therefore, if 
this condition is left untreated, it usually progresses to end-stage 
renal failure in a matter of weeks to months (19). It was found in the 
literature through the consensus on the management of renal 
pathology in patients with HIV infection Expert Panel of the AIDS 
Study Group (GESIDA) of the Spanish Society of Infectious 

Diseases and Clinical Microbiology (SEIMC), the Spanish Society of 
Nephrology (S.E.N.) and the Spanish Society of Clinical 
Biochemistry and Molecular Pathology (SEQC). whereas renal 
function should be monitored in all HIV-infected patients on a 
regular basis, as well as, those on renal replacement therapy or pre-
dialysis (GFR < 20 ml/min/1.73 m2) should be placed on the kidney 
transplant waiting list as long as they meet the general criteria after 
evaluation for kidney transplantation and the specific criteria for 

HIV infection. (Quality of evidence: High. 

Recommendation Rating: Strong (30). Several studies have shown 
cost-effectiveness for the health system of kidney transplantation; 

Data reported in Argentina and Colombia show that kidney 
transplantation is the best treatment alternative for patients with end- 
stage chronic kidney disease and provides better results in terms of 
survival, quality of life, and cost-effectiveness than dialysis 
replacement therapy, improving the sustainability of health systems 
(31-33). 

In relation to the analysis of the factors related to non-compliance 

with the Clinical and Management Results indicators proposed by 
the 2014 High Cost Account consensus and the recommendations of 
the Clinical Practice Guideline (CPG), none of the clinical variables 
analyzed in this study could independently explain, after adjustment, 
non-compliance with the recommendations of the clinical practice 
guideline could be explained by the limitations in the sample size, as 
well as by possible confounding variables such as psychiatric illness, 
interconsultation with an infectious disease specialist, which in the 

multivariate analysis lost the significance presented in the bivariate. 
In contrast, studies conducted in India found a relationship between 
clinical variables and compliance or adherence, where 96.8% of 
patients had optimal adherence (> 95%), with the TCD4 count (p= 
0.05) and the effect of education to patients by programs on the 
importance of compliance and adherence to recommendations 
(p=0.04). While the main variables related to non-compliance were 
alterations in mental health (p=0.001), this could explain that in the 

face of serious mental illnesses that require a companion or 
caregiver, their assistance could favor adherence or compliance with 
the recommendations of the clinical practice guidelines (34-36). The 
impossibility of this study to find factors 

The clinical differences related to compliance and adherence could 
be explained by the size of the sample or the fact that in this cohort 
the administrative variables have a greater strength of association 
than the clinical ones, however, these administrative variables were 
not available in the information sources consulted. In this study, 

demographic variables related to non-compliance were also not 
found, as demonstrated in countries with a high burden of HIV/AIDS 
such as sub-Saharan Africa and Asian countries, it was found that 
non-compliance was related to age under 30 years and female sex 
(37) 

The review of the literature made it possible to compare the results 
found with those found in other studies such as the one conducted in 
the Bahamas in 2014, which determined optimal adherence or 
compliance if there were medical prescriptions in 11 months or more 
for each patient and viral suppression with a viral load was 

considered < 1000 copies, out of 250 people included in the study, 
32% were kept under care and only 41% of those who received 
treatment achieved viral suppression (38). On the other hand, the 
clinical practice guideline (CPG) mentions that initiating ART aims 
to prevent viral replication and achieve undetectability in the shortest 
possible time, generally before 6 months after initiation of therapy, 
and to maintain it at that level for as long as possible to limit the 
progression of the disease in PLHIV and avoid the risk of HIV 
transmission. Achieving an undetectable viral load provides 

evidence of adequate medication adherence (19); In the present 
study, viral suppression was considered a viral load of less than 50 
copies, in this sense 72.83% of the patients achieved undetectability, 
complying with medical prescriptions for 12 months, attendance at 
consultations with infectious diseases, expert doctor, intervention by 
psychology, social work, nursing and nutrition; all of the above is 
part of the recommendations of  the Clinical Practice Guideline 
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(CPG). that defines the interventions for the initial assessment and 
follow-up of these patients, to guarantee evaluation and compliance 
by all the specialties that make up the multidisciplinary group, in 
order to favor the greatest probability of success in the 
comprehensive care of patients with HIV/AIDS (19). It should be 

noted that a checklist was made with the previously mentioned items 
for each of the patients, in order to evaluate compliance with the 
CPG. 

According to studies carried out in the population of the city of Cali, 
Colombia, compliance or adherence ranges between 40% and 80%, 
and the analysis of related sociodemographic factors showed that the 

lower opportunity to achieve optimal adherence or compliance 
(>95%) was related to age under 40 years (OR = 3.9; p=0.01), low 
socioeconomic stratum (OR= 4.7; p= 0.018), polypharmacy (more 
than 4 pills per day) (OR=3.6; p=0.062) and women with a partner 
or children diagnosed with HIV/AIDS (OR=2.43; p=0.083) (39-41). 
In contrast to the study conducted, compliance was 11% and the 
analysis of sociodemographic factors did not show statistical 
significance. 

The proportion of patients who achieved viral suppression at the 
sixth month (week 24) of treatment was less than 1%, while at the 

first year (week 48) it was 1.15%. Survival analysis at week 117 
(2.25 years), the last follow-up of the cohort, showed that 73% of 
followed patients achieved optimal viral suppression at more than 
twice the time recommended by the GPC. In studies in the European 
population, it was reported that 42% of patients had viral loads of 
less than 200 copies/ml in the first month of ART, while in the third 
month this percentage reached 53% and at week 48, 48.1% achieved 
viral suppression (viral load <50 copies/ml). This difference with 
respect to the viral suppression time of the European studies, with 

our study, can be explained by the fact that the European health 
system is better formed in terms of multidisciplinary group, where 
there is close follow-up and administrative barriers are minimal, the 
programs are made up of a multidisciplinary team, with a nurse 
specialized in behavioral intervention and substance abuse 
counseling. motivational interviewing and the support of social 
work, responsible for referring patients to local health centers 
(42,43). 

North America reported through its observational and experimental 
studies that about 70% of patients achieved rapid and successful 
immune and virological response to ART; Factors that predicted this 
response included early initiation of ART and age over 50 years, 

85% had an undetectable viral load for 12 months (44-50). In 

relation to age, in the present study, virological suppression cannot 
be explained, because the risks are not proportional over time. It 
seems that in the group around 60 years of age, the rate of viral 
suppression is faster compared to the other two groups. However, the 
population of patients included in this age group is too small to be 
compared. Nationwide, 70% of patients with ART managed to 
suppress their viral load and about 29.5% of patients on antiretroviral 
therapy (ART) were considered to be in Therapeutic Failure (TF), of 

which virological failure was the most frequent with 20.9%. In 
patients who showed lack of adherence to treatment, the chances of 
presenting a TF and virological were higher, 6.67 and 12.19 times, 
respectively, compared to patients who showed good adherence and 
in terms of early vs. late genotyping, it was found that the most 
frequent type of resistance in patients under ART was to non- 
nucleoside inhibitors in 76% and the late study group had a higher 
risk of resistance to nucleoside inhibitors and protease inhibitors. 

The most frequently found association was non-adherence to 

treatment (51,52). This is very similar to the present research, given 
that 84.21% of patients who complied with 100% of the program's 

benefits achieved undetectable viral load. 

In relation to virological response, the determinants found in the 
literature that were not evaluated in the present study were associated 
with the health care system, lifestyle, drug abuse, low income, and 

low level of education (young adults) (50) (53-63). 

Regarding the indicator of CD4 count and prophylaxis of 
opportunistic infections, this study found that 97% of the population 
had CD4 counts, of which 48% (83/173) of patients had CD4 

≤ 200 cells per cubic millimeter and of these, 8.09% received 
prophylaxis. Of the 55 patients with CD4 counts ≤ 200, 23.6% 

(13/55) were diagnosed 

opportunistic infections. These indicators are considered below the 
U.S. Public Health Service and the USPHS/IDSA Guidelines for the 

Prevention of Opportunistic Infections in Persons Infected with 
Human Immunodeficiency Virus. MMWR 2002; 51(No. RR-8) (64). 
These low percentages in compliance with this indicator may be due 
to the limited time established by the program to provide the 
comprehensive care required by this population and consequently 
affects the quality of care and the information contained in medical 
records. 

Given the complexity of the management and the deficiencies for the 

problematic management of people living with HIV/AIDS, the 
Ministry of Health of Colombia guarantees integrity in care through 
resolutions 3202 and 429 of 2016, in addition to promoting 
responsible sexual and reproductive health, in order to reduce the 
incidence of patients with HIV/AIDS; Offer testing in friendly 
service programs (rapid testing), to ensure early diagnosis and timely 
treatment in positive cases. In the care of patients diagnosed with 
HIV/AIDS, ensure comprehensive care, with expert personnel in 
management, and comply with the criteria established by the GPC; 

Actively integrate the intervention of the psychosocial group, 
provide follow-up and continuity in pharmacological and non- 
pharmacological treatment, reduce accessibility barriers for the 
population of dispersed areas, administrative barriers, promote 
responsible sexual health, construction, review and periodic 
measurement of clinical and administrative indicators of process and 
result. It also recommends the evaluation of management and clinical 
results in institutions for the care of people living with HIV in 

Colombia and, at the same time, the generation of improvement plans 
in those that are not being met according to the established goal (65-
67). However, in addition to compliance with these regulations, the 
success of PLHIV management programs also depends on patient 
adherence, which in turn depends on the humanization of the service, 
the elimination of administrative barriers, the quality of care, and 
safety of patients. All of the above should be monitored through 
administrative and clinical outcome indicators. 

CONCLUSIONS 

The HIV epidemic continues to be a challenge for the world's public 
health systems, and its control must take into account not only 
clinical indicators, but also administrative ones. 

The demographic characteristics of PLHIV in this program are 
consistent with those reported in the literature and mainly affect men 
aged 32 years. 

The diagnosis, treatment and follow-up of PLHIV is complex and 
requires participatory care from both the patient and the program. 
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Another weakness of the information system is the quality of the 
clinical records to extract real data that reflect the current situation 
of the population. 

Program evaluation should be ongoing, focused on quality of care 
and clinical outcomes. 

Limitations And Strengths 

Due to the fact that this research was retrospective, the information 
on the exposure and the quality of the data in the clinical records was 
limited (information bias); a margin of error was found in the 

completion of the medical record and in the typing of the data 
recorded in the high-cost account. An attempt was made to control 
the error by corroborating the information recorded in the CAC with 
the clinical, laboratory and administrative records of the IPS; 
variables such as socioeconomic status, marital status, occupation, 
educational level, physical activity, and consumption of psychotoxic 
substances, were not measured since they were not recorded in the 
medical record and are not part of the CCS variables. No record was 

found of any self-reported survey to measure pharmacological 
adherence in the population enrolled in the program, as this tool was 
not available, only records of the months that the medications were 
formulated were obtained. The information found is similar to that 
of the national population, given that it has similar sociocultural, 
economic and health characteristics; In addition, specialized 
programs must be aligned with the CPG, with which the study 
population was evaluated. However, it is important to evaluate other 
determinants, which were not included in this research, but are of 

utmost importance, in order to analyze the population in a 
comprehensive way. 

In relation to the measurement of evidence-based consensus 
indicators, it was not possible to measure monitoring indicators such 
as the proportion of PLHIV with CD4 follow-up and viral load in the 

last six months and the proportion of PLHIV with annual 
cardiovascular risk assessment (CVR), since these data were not 

recorded in the reported registries. 

Recommendations 

Encourage further studies that allow for follow-up over a longer 

period of time, including tools to assess adherence to ART and 
according to social determinants, adverse effects related to 
medication use and barriers to access to medications in care 
facilities, the use of psychoactive substances, the transfer from rural 
areas, the educational level, the economic income, the family or 
social support given that there is a knowledge gap. 

Program evaluation processes through operational research should 

be included in order to adjust HIV/AIDS prevention and control 
strategies and improve the safety and quality of HIV/AIDS care 
population, as well as strengthening sexual and reproductive health 
services. In addition, at the institutional level, each IPS or specialized 
program must evaluate the efficiency of its HIV/AIDS strategies, 
evaluating adherence to antiretroviral treatment, virological response 

to pharmacological treatment on a regular basis according to the 
recommendations of national and international guidelines based on 
the best evidence, as well as comprehensive and multidisciplinary 
care with quality.  that positively impact this specific population. 
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Initial 

evaluati 

on 

Proportion of 

PLHIV with 

Diagnosis 

Within the 

Reporting 

Period Who 

Receive Care 

from an 

Expert 

Physician 

(According to 

CPG 
) 

173 Número de 

nuevos 

casos de 

PVVIH en 

el periodo 

en atención 

por medico 

experto. 

Number of 

new cases of 

PLHIV in the 

period in care 

by an expert 

doctor. 

92,48 100% The IPs that serve 

PLHIV   are 

expected to comply 

with the standard, 

Consider    an 

Adequate Range A 

Result > 95%, 

Medium 

95% To 90% And 

How 

Low Range < 90% 

Initial evaluation Proportion of 

PLHIV with 

Performing 

Cd4 

Lymphocyte 

Count in the 

Initial 

Assessment 

173 Total 

number of 

new cases of 

PLHIV in 

the period in 

which a 

CD4 count 

was 

performed in 

the 

assessment 

initial 

Total number 

of new cases of 

PLHIV in the 

period 

. 

93,06 100% The IPs that serve 

PLHIV   are 

expected to comply 

with the standard, 

Consider    an 

Adequate Range A 

Result > 95%, 

Medium 

95% To 90% And 

How 
Low Range < 90% 

Initial evaluation Proportion of 

PLHIV with 

Diagnosis 

Within the 

Reporting 

Period With 

Realization of 

Viral Load 

(VL) in the 

Initial 

assessment 

173 Total 

number of 

new cases of 

PLHIV in 

the period in 

which HIV 

plasma viral 

load was 

measured in 

the 

assessment 

initial 

Total number 

of new cases of 

PLHIV in the 

period. 

100 100% The Ips that serve 

PLHIV   are 

expected to comply 

with the standard, 

Consider    an 

Adequate Range A 

Result > 95%, 

Medium 

95% To 90% And 

How 

Low Range < 90% 

Monitoring Proporción De 

PVVIH Con 

Realización De 

PPD Anual 

173 Total 

number of 

new cases of 

PLHIV in 

which PPD 

has been 

performed 

in the last 12 

months. 

Number of 

PLHIV 

reported 

47,39 90% The Ips that serve 

PLHIV   are 

expected to comply 

with the standard, 

Consider    an 

Adequate Range A 

Result > 80%, 

Medium 

80% To 50% And 

How 

Low Range < 50% 

Monitoring Proportion of 

PLHIV with 

Annual 

Syphilis 

Screening 

(STI) 

173 Number of 

PLHIV 

reported 

with syphilis 

or STI in the 

last 12 

months. 

Number of 

PLHIV 

reported 

29,47 100% The IPs that serve 

PLHIV   are 

expected to comply 

with the standard, 

Consider    an 

Adequate Range A 

Result > 95%, 

Medium 

95% To 90% And 

How 

Low Range < 90% 

Therapy Proporción De 

TAR En 

PVVIH 

Gestantes 

4 Número de 

PVVIH 

embarazada 

s reportadas 

con TAR 

Número de 

PVVIH 

embarazadas 

reportadas 

100 100% Se Espera Que 

Las Ips Que 

Atienden PVVIH 

Cumplan El 

Estándar,, Se 

Considera Un 

Rango Adecuado 

Un Resultado 100 

%, Medio Un 

Resultado < 100% 
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       A 95% Y Como Rango Bajo < 95% 

Te Proporción De 2 Número de Número de 0 90% Se Espera Que LasIps Que Atienden PVVIH 
ra PVVIH Con  personas personas con   Cumplan ElEstándar, Se Considera Un Rango 
pi Tuberculosis  con TB TB activa y VIH   Adecuado Un Resultado > 80%, Medio De 
a (Tb) Activa En  activa y VIH    80% A 60% Y Como 

 Tratamiento  a los que se    Rango Bajo < 60% 
 Simultaneo  le prescribe     

 Para Tb Y Con  TAR y     

 TAR  tratamiento     

   antiTB     

Te Proporción De 173 Número de Número de 69,36 80% Se Espera Que Las Ips Que Atienden PVVIH 
ra PVVIH Con  PVVIH en PVVIH en TAR   Cumplan El Estándar,, Se Considera Un 
pi Carga Viral  TAR con 48 con 48 semanas   Rango Adecuado Un Resultado > 80%, 
a (CV)  semanas o o más de   Medio De 80% A70% Y Como 

 Indetectable A  más tratamiento   Rango Bajo < 70% 
 Las 48  (semana     

 Semanas O  117) de     

 Más De TAR  tratamiento     

   y logran una     

   cv < 50     

   copias/ml     

Te Proporción De 1 Número de Número de 100 90% Se Espera Que Las Ips Que Atienden PVVIH 
ra PVVIH Con  PVVIH que PVVIH que ha   Cumplan El Estándar,, Se Considera Un 
pi Estudio De  ha tenido tenido fracaso   Rango Adecuado Un Resultado > 90%, 
a Genotipificació  fracaso virológico   Medio De 90% A70% Y Como 

 n En El Fracaso  virológico y    Rango Bajo < 70% 
 Virológico  se les realizo     

   estudio de     

   Genotipifica     

   ción     

Te Proporción De 173 Número de Número de 31,21 95% Se Espera Que Las Ips Que Atienden PVVIH 
ra PVVIH Con  PVVIH que PVVIH que   Cumplan El Estándar,, Se Considera Un 
pi Cambio De  iniciar TAR iniciar TAR   Rango Adecuado Un Resultado < 30%, 
a TAR  dentro del dentro del   Medio De 30% A40% Y Como 

   periodo de periodo de   Rango Bajo > 40% 
   reporte que reporte    

   cambia     

   alguno de     

   los fármacos     

   de la TAR     

   dentro de     

   los 12 meses     

   posteriores     

   al inicio.     

Te Proporción De 173 Número de Número de Esquema 95% Se Espera Que Las Ips Que Atienden PVVIH 
ra PVVIH Con  PVVIH que PVVIH que TAR  Cumplan ElEstándar, Se 
pi Prescripción  inician TAR inician TAR Tenofovir  Considera Un   Rango     Adecuado Un 
a De TAR Inicial  dentro del dentro del /Emtricit  Resultado > 95%,    Medio    De 

 De Acuerdo A  periodo de periodo de abina/  95% A 90% Y Como 
 Las Pautas De  reporte con reporte Efavirenz  Rango Bajo < 90% 
 Elección  algunas de     

 Definidas En La  las   pautas     

 Guía Práctica  de elección     

 Clínica (Gpc)        de la GPC      

 Colombiana    19,6   
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Terapia Proporción De173 Número deNúmero deEsquema TAR    95% Se Espera Que Las Ips 

PVVIH Con 
Prescripción   De 

TAR Inicial  De 

Acuerdo A  Las 

Pautas De Elección 

Definidas  En  La 

Guía Práctica 

Clínica   (GPC) 

Colombiana 

PVVIH quePVVIH queTenofovir 
inician TARinician TAR/Emtricit abina/ 

dentro   deldentro  delDarunavi 

periodo    deperiodo   der/Ritonav ir 

reporte  conreporte 

algunas de las 

pautas de 

elección 

      de la   GPC 

Que Atienden PVVIH 

Cumplan El Estándar, Se 

Considera Un Rango 

Adecuado Un Resultado 

> 95%, Medio De 

95% A 90% Y Como 

Rango Bajo < 90% 

 
 

7,5 

 
Terapia Proporción De173 Número deNúmero deEsquema TAR    95% Se Espera Que Las Ips 

PVVIH Con 

Prescripción De 

TAR Inicial De 

Acuerdo A Las 

Pautas De Elección 

Definidas En La 

Guía Práctica 

Clínica (GPC) 

Colombiana 

PVVIH quePVVIH queAbacavir/ 

inician TARinician TARLamivudi na/ 

dentro  deldentro  delEfavirenz 

periodo   deperiodo   de 

reporte conreporte 

algunas de las 

pautas de 

elección 

  de la   GPC 

Que Atienden PVVIH 

Cumplan El Estándar, Se 

Considera Un Rango 

Adecuado Un Resultado 

> 95%, Medio De 

95% A 90% Y Como 

Rango Bajo < 90% 

 
 

8,6 

Terapia Proporción De173 Número deNúmero deEsquema TAR    95% Se Espera Que Las Ips 
PVVIH Con 
Prescripción  De 

TAR Inicial  De 

Acuerdo A Las 

Pautas De Elección 

Definidas En La 

PVVIH quePVVIH queAbacavir/ 
inician TARinician TARLamivudi na/ 

dentro  deldentro  delDarunavi 

periodo   deperiodo   der/Ritonav 

reporte conreporte ir 

algunas de 

las pautas 

Que Atienden PVVIH 

Cumplan El Estándar, Se 

Considera Un Rango 

Adecuado Un Resultado 

> 

95%, Medio   De 

 
 

Terapia Proporción De173 

PVVIH Con 

Prescripción De 

TAR Inicial De 

Acuerdo A Las 

Número 

PVVIH 

inician 

dentro 

periodo 

reporte 

algunas 

pautas 

elección 

deNúmero 

quePVVIH 

TARinician 

deldentro 

deperiodo 

conreporte 

de las 

de 

deEsquema TAR 95% 

queTenofovir 

TAR/Emtricit abina/ 

delAtazanav 

 

Se Espera Que Las Ips 

Que Atienden PVVIH h 

Cumplan El Estándar, Se 

Considera Un Rango 

Pautas De Elección 

Definidas En La 

Guía Práctica 

Adecuado Un Resultado 
> 95%, Medio De 

95% A 90% Y Como 

Rango Bajo < 90% 

Clínica (GPC) 

 de   la   GPC 

Colombiana 26,5 

Terapia Proporción 

PVVIH Con 

Prescripción 

TAR Inicial 

Acuerdo A 

De173 

De 

De 

 

Número 

PVVIH 

inician 

dentro 

periodo 

reporte 

algunas 

pautas 

elección 

deNúmero 

quePVVIH 

TARinician 

deldentro 

deperiodo 

conreporte 

de las 

de 

deEsquema TAR 95% 

queTenofovir 

TAR/Emtricit abina/ 

delRaltegrav ir 

de 

Se Espera Que Las Ips 

Que Atienden PVVIH 

Cumplan El Estándar, Se 
Considera Un Rango 

Pautas De Elección 

Definidas En La 

Guía Práctica 

Adecuado Un Resultado 

> 95%, Medio De 

95% A 90% Y Como 

Rango Bajo < 90% 

Clínica (GPC) 

Colombiana  de   la   GPC 

8,1 

Terapia Proporción 

PVVIH Con 

Prescripción 

TAR Inicial 

Acuerdo A 

De173 

De 

De 

 

Número 

PVVIH 

inician 

dentro 

periodo 

reporte 

algunas 

pautas 

elección 

deNúmero 

quePVVIH 

TARinician 

deldentro 

deperiodo 

conreporte 

de las 

de 

deEsquema TAR 95% 

queAbacavir/ 

TARLamivudi 

delAtazanav 

deir/Ritona vir 

na/ 

Se Espera Que Las Ips 

Que Atienden PVVIH 

Cumplan El Estándar, Se 

Considera Un Rango 

Pautas De Elección 

    La 

Guía 

Clínica 

Colombiana 

Práctica 

(GPC) 

Adecuado Un Resultado 

> 95%, Medio De 

95% A 90% Y Como 

Rango Bajo < 90% 

 de   la   GPC 

8,6 
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Guía Práctica 
Clínica (GPC) 
Colombiana 

de elección de 
la GPC 

95% A 90% Y Como 

Rango Bajo < 90% 

 
 

Esquema 
No Iniciado 
En El 

Periodo 

Evaluado 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
 

 

 
 

Prevención Proporción De7 Número deNúmero de0 100% Se Espera Que Las Ips 
Especifica PVVIH Con PVVIH conPVVIH con  Que Atienden PVVIH 

Profilaxis Para 
Neumonía Por 
Pneumocystis 
jirovecii 

linfocitos último recuento 
CD4<200/ml linfocitos 
que recibeCD4<200/ml 
profilaxis 
frente P 

jirovecii 

Cumplan El Estándar, 
Se 

Considera 
Un Rango 

Adecuado Un 

Terapia Proporción De173 Número deNúmero deEsquema   95% Se Espera Que Las Ips 
 PVVIH Con  PVVIH quePVVIH queTAR Que Atienden PVVIH 

Prescripción   De 
inician TARinician TAR Cumplan El Estándar, 

dentro  deldentro  del
Abacavir/  

Se 
TAR Inicial De periodo deperiodo deLamivudi 
Acuerdo A Las reporte conreporte na/ Considera 

Pautas De algunas de las Raltegrav ir Un Rango 

Elección pautas de Adecuado Un 

Definidas En La elección Resultado > 95%, 

Guía Práctica Medio De 
Clínica (GPC)   de la GPC 

95% A 90% Y Como 
Colombiana     

Rango Bajo < 90% 

Esquema 

No Iniciado En El Periodo Evaluado 

 

 Resultado > 95%, 
Medio De 95% A90% 
Y Como 

Rango Bajo < 90% 

Prevención Proporción De107 Número deNúmero de72,89 95% Se Espera Que Las Ips 

Especifica PVVIH Con PVVIH conPVVIH con  Que Atienden PVVIH 

Esquema 
linfocitos linfocitos Cumplan El Estándar, 

Completo De 
CD4>200/ml CD4>200/ml    al Se Considera Un 

Vacuna Para 
con   esquemamomento del Rango Adecuado Un 

Hepatitis   B   (Si 
completo dediagnostico Resultado > O Igual Al 

Esta Indicada) 
vacuna para 95%, Resultado Menor 

VHB De 95% A90% Y 
Como Rango Bajo 

< 90% 

 



Winsome Publishing LLC - Volume 1(1) https://winsomepublishing.org/en/journals 20  

 

BLIOGRAPHIC REFERENCES 

1. WHO. Fact Sheet - Facts & Figures, Latest Statistics. 
2019. p. 1-11. Available from: 
https://www.who.int/es/news-room/fact-sheets/detail/hiv- 
aids 

 
 

2. UNAIDS. Fact Sheet — Latest Statistics on the State of 
the AIDS Epidemic [Internet]. Joint United Nations 
Programme on        HIV/AIDS. 2017.p.9 . 

Availablefrom: 

http://www.unaids.org/sites/default/files/media_asset/UN 
AIDS_FactSheet_es 

 
 

3. Panel on Antiretroviral Guidelines for Adults and 
Adolescents. Guidelines for the use of antiretroviral agents 

in HIV-1-infected adults and adolescents. Department of 
Health and Human Services. Disponible en http://aidsinfo. 
nih.gov/Content Files/Adult and AdolescentGL. pdf. 2018, 
page A1 

 
 

4. Aniche D. The AIDS Epidemic in Sub-Saharan Africa: 
Putting the Spotlight on Men's Health for Men and Women 

to Win [Internet]. 2019. p. 1–6. Available from: 
https://www.isglob al.org/healthisglobal/-/custom- blog- 
portlet/focusing-on-males-in-the-hiv-epidemic-a-win- 
win-solution-for- men-and-women-in-sub-saharan- 
africa/91019/0 

 
 

5. Health WHO of the. HIV/AIDS: Mother-to-child 

transmission of HIV [Internet]. Health issues. 2014. p. 1– 

2. Available from: http://www.who.int/hiv/topics/mtct/es/ 

 
 

6. WHO. Global Health Sector Strategy on HIV 2016–2021: 
Towards the end of AIDS. World Health Organization. 
2016. 1-59 p. 

 
 

7. UNAIDS. 90-90-90. An ambitious treatment goal to help 
end the AIDS epidemic. 2014 

 
 

8. Bartlett JA, Shao JF. Successes, challenges, and 
limitations of current antiretroviral therapy in low-income 
and middle-income countries. Lancet Infect Dis 2009; 9: 
637-49. 

 

 

 
9. Writing Group, Williams I, Churchill D, Anderson J, 

Boffito M, Bower M, et al. British HIV Association 
guidelines for the treatment of HIV-1-positive adults with 
antiretroviral therapy 2012. HIV Med 2012; 13 Suppl 2: 1- 
6. 

 
 

10. Ávila-Agüero ML. Editorial by the Minister of Health 
Towards a New Public Health: Determinants of Health. 
Acta Med Costarric. 2009; 51:71–3. 

 
 

11. Knobel H, Codina C, María J, Carmona A, García B, 
Antela A, et al. GESIDA / SEFH / PNS recommendations 
to improve adherence to antiretroviral treatment. Enferm 

Infecc Microbiol Clin. 2000; 18:27–39. 

 
 

12. CDEA Cost. HIV HIGH-COST ACCOUNT AIDS in 
Colombia. 2017; Available from: 

13. https://cuentadealtocosto.org/site/images/Publicaciones/2 
018/Situacion_VIH 

14. _2017..pdf 
 

15. Varela M, Gómez O, Mueses H, Galindo J, Tello I. Factors 

related to adherence to pharmacological treatment for 
HIV/AIDS. Uninorte Health. 2013; 29(1):83–95. 

 
 

16. Colombia. Ministry of Health and Social Protection. 

Colombia is nearing the goal of HIV diagnosis. Press 
Release No. 198 of 2018. 30/11/2018 

 

17. CAC. Situation of HIV/AIDS in Colombia 2018 [Internet]. 

2019. p. 166. Available from: 

 
 

18. https://cuentadealtocosto.org/site/images/Libro_Situacion 
_del_VIH_SIDA_en 

 

19. _Colombia_2018.pdf 

 
 

20. Integrated Health Situation Analysis (ASIS) of Santiago 
de Cali municipality, 2018 [Internet]. 

Availablefrom: 
http://www.cali.gov.co/salud/publicaciones/33386/public 

aciones_o_boletines/ 

 

21. Rojas PA. Cali Municipal Public Health Secretariat, 

Sexuality and Sexual and Reproductive Rights Dimension, 
HIV/AIDS/STI Program, 2017 Management Report. 2017 

a. Ministry of Social Protection, Resolution No. 

3186 of 2003, 2003; 2003(45349):1–20. 

Availablefrom: 
https://www.minsalud.gov.co/Normatividad_N 
uevo/RESOLUCIÓN 3186 DE 2003.pdf 

 

22. Ministry of Health and Social Protection. Evidence-based 

clinical practice guideline (CPG) for the care of HIV/AIDS 
infection in adolescents (aged 13 years or older) and 
adults. [Internet]. 2014. 

 
23. p. 499. Available from: gpc.minsalud.gov.co › gpc_sites › 

http://www.who.int/es/news-room/fact-sheets/detail/hiv-
http://www.unaids.org/sites/default/files/media_asset/UN
https://www.ingentaconnect.com/content/iuatld/ijtld/2005/00000009/00000003/art00005
https://www.ingentaconnect.com/content/iuatld/ijtld/2005/00000009/00000003/art00005
https://www.ingentaconnect.com/content/iuatld/ijtld/2005/00000009/00000003/art00005
https://www.ingentaconnect.com/content/iuatld/ijtld/2005/00000009/00000003/art00005
https://www.ingentaconnect.com/content/iuatld/ijtld/2005/00000009/00000003/art00005
https://scholar.sun.ac.za/handle/10019.1/110029
https://scholar.sun.ac.za/handle/10019.1/110029
https://scholar.sun.ac.za/handle/10019.1/110029
https://www.ghspjournal.org/content/6/2/249?utm_source=TrendMD&utm_medium=cpc&utm_campaign=Global_Health%253A_Science_and_Practice_TrendMD_0
https://www.ghspjournal.org/content/6/2/249?utm_source=TrendMD&utm_medium=cpc&utm_campaign=Global_Health%253A_Science_and_Practice_TrendMD_0
https://www.ghspjournal.org/content/6/2/249?utm_source=TrendMD&utm_medium=cpc&utm_campaign=Global_Health%253A_Science_and_Practice_TrendMD_0
http://www.who.int/hiv/topics/mtct/es/
https://apps.who.int/iris/bitstream/handle/10665/246177/WHO-HIV?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/246177/WHO-HIV?sequence=1
https://apps.who.int/iris/bitstream/handle/10665/246177/WHO-HIV?sequence=1
https://gh.bmj.com/content/2/2/e000227.abstract
https://gh.bmj.com/content/2/2/e000227.abstract
https://www.thelancet.com/journals/laninf/article/PIIS1473309909702270/fulltext
https://www.thelancet.com/journals/laninf/article/PIIS1473309909702270/fulltext
https://www.thelancet.com/journals/laninf/article/PIIS1473309909702270/fulltext
https://www.thelancet.com/journals/laninf/article/PIIS1473309909702270/fulltext
https://onlinelibrary.wiley.com/doi/abs/10.1111/hiv.12119
https://onlinelibrary.wiley.com/doi/abs/10.1111/hiv.12119
https://onlinelibrary.wiley.com/doi/abs/10.1111/hiv.12119
https://onlinelibrary.wiley.com/doi/abs/10.1111/hiv.12119
https://onlinelibrary.wiley.com/doi/abs/10.1111/hiv.12119
https://www.sciencedirect.com/science/article/pii/S2590171021000023
https://www.sciencedirect.com/science/article/pii/S2590171021000023
https://www.sciencedirect.com/science/article/pii/S2590171021000023
https://www.academia.edu/download/31112764/Gd_Adherence_to_antiretroviral_therapy.pdf
https://www.academia.edu/download/31112764/Gd_Adherence_to_antiretroviral_therapy.pdf
https://www.academia.edu/download/31112764/Gd_Adherence_to_antiretroviral_therapy.pdf
https://www.academia.edu/download/31112764/Gd_Adherence_to_antiretroviral_therapy.pdf
https://link.springer.com/article/10.1007/s40475-018-0147-5
https://link.springer.com/article/10.1007/s40475-018-0147-5
http://www.scielo.org.co/scielo.php?pid=S0120-55522013000100010&script=sci_abstract&tlng=pt
http://www.scielo.org.co/scielo.php?pid=S0120-55522013000100010&script=sci_abstract&tlng=pt
http://www.scielo.org.co/scielo.php?pid=S0120-55522013000100010&script=sci_abstract&tlng=pt
https://repositorio.uniandes.edu.co/items/b207d627-e352-4232-84ee-1d6d52f2002f
https://repositorio.uniandes.edu.co/items/b207d627-e352-4232-84ee-1d6d52f2002f
https://repositorio.uniandes.edu.co/items/b207d627-e352-4232-84ee-1d6d52f2002f
https://journals.sagepub.com/doi/abs/10.1177/09564624221089456
https://journals.sagepub.com/doi/abs/10.1177/09564624221089456
https://cuentadealtocosto.org/site/images/Libro_Situacion_del_VIH_SIDA_en
https://cuentadealtocosto.org/site/images/Libro_Situacion_del_VIH_SIDA_en
http://www.cali.gov.co/salud/publicaciones/33386/publicaciones_o_boletines/
http://www.cali.gov.co/salud/publicaciones/33386/publicaciones_o_boletines/
https://www.researchprotocols.org/2020/8/e19701/
https://www.researchprotocols.org/2020/8/e19701/
https://www.researchprotocols.org/2020/8/e19701/
https://www.minsalud.gov.co/Normatividad_Nuevo/RESOLUCIÓN%203186%20DE%202003.pdf
https://www.minsalud.gov.co/Normatividad_Nuevo/RESOLUCIÓN%203186%20DE%202003.pdf
https://www.tandfonline.com/doi/abs/10.1080/21645515.2016.1150396
https://www.tandfonline.com/doi/abs/10.1080/21645515.2016.1150396
https://www.tandfonline.com/doi/abs/10.1080/21645515.2016.1150396
https://www.tandfonline.com/doi/abs/10.1080/21645515.2016.1150396
https://www.tandfonline.com/doi/abs/10.1080/21645515.2016.1150396
https://www.tandfonline.com/doi/abs/10.1080/21645515.2016.1150396


Winsome Publishing LLC - Volume 1(1) https://winsomepublishing.org/en/journals 21  

GPC_Comple_VIHADULTOS_web%0A.pdf 

 
 

24. WHO. Antiretroviral treatment under the microscope: a 
public health analysis in Latin America and the Caribbean. 

2013;88. 

 
 

25. HIGH-COST ACCOUNT. HIV situation in Colombia. 1 
January 2016 [Internet]. 2016;96. Availablefrom: 
https://cuentadealtocosto.org/site/images/Publicaciones/C 
AC.Co_2017_06_1 
3_Libro_Sit_VIH_2016_V_0.1.pdf.pdf 

 
 

26. Donabedian, A (2005). “Evaluating the quality of medical 
care. 1966.”. The Milbank quarterly83 (4): 691–729. 
doi:10.1111/j.1468-0009.2005.00397.x. PMID 16279964. 

27. Donabedian, A. (1997). The quality of care. How can it be 
assessed? 1988. Archives of pathology & laboratory 

medicine, 121(11), 1145-1150. 
 

28. http://www.scielo.org.co/scielo.php?pid=S0123- 
93922022000200113&script=sci_arttext/plugins/pdfjs- 
viewer- 
shortcode/pdfjs/web/viewer.php?file=%2Fsite%2Fwp - 

content%2Fuploads%2F2019%2F10%2Fattention- 
indicators- 

 
 

29. vih.pdf&download=true&print=true&openfile=false 

 
 

30. Conceptual DYA, DDELA, Biological S, HIV AL, VDE 
Transmission, HIV DEL. Ultimas Normas, Servicio de 

Salud Colombia [Internet]. Hypertension Care Guide. 
2000. p. 1–34. Available from: 
http://www.saludcolombia.com/actual/htmlnormas/nthipe 
rtension.htm 

Arn E. Viroimmune response and emergence of resistance 
in HIV-infected women receiving combination 
antiretroviral regimens for the prevention of mother-to- 

child transmission in Malawi. 2018; 69(3):9- 10. 

 
31. Lethu T. Prevalent pregnancy, biological sex, and 

virologic response to antiretroviral therapy. 2018; 60(5):1- 
2. 

 
 

32. Access C. Infectious Diseases and Clinical Microbiology: 

Factors Associated with Virologic Response in Women 
Using Highly Active Antiretroviral Prophylaxis for 
Maternal-Fetal Transmission of Human 
Immunodeficiency Virus Type 1 Factors associated. 
2018;1:9-12. 

 
 

33. Gancela J. Algorithm 1 Adult HIV Diagnostic Algorithm 

Pretest Information [Internet]. 2018.p.2 

–5. Availablefrom: https:// 

www.paho.org/ecu/index.php?option=com_docman&vie 
w=download& category_slug=health-surveillance-and- 

disease-care&alias=731-HIV-screening-and- 
diagnosis&Itemid=599 

 
 

34. Górriz JL, Gutiérrez F, Trullas JC, Arazo P, Arribas JR, 

Barril G, et al. in patients with HIV infection Summary 
[Internet]. Vol. 34, Nephrology. 2014. 

 
 

35. 1. p. 1–81. Availablefrom: 
https://www.google.com/search?sxsrf=ACYBGNSu0nf8 
CPpuYfPZ5oFKfhiW 
QYbP1w%3A1570328921379&ei=WVGZXenhFrKK5w 
Lw6Lxg&q=Document 
o+de+consenso+sobre+el+manejo+de+la+patología+rena 
l+en+pacientes+c 
on+infección+por+VIH&oq=Documento+de+consenso+ 

sobre+el+manejo+de 

 
 

36. Rosselli D, Rueda JD, Diaz CE. Cost-Effectiveness of 
Kidney Transplantation Compared with Chronic Dialysis 
in End-Stage Renal Disease. Saudi J Kidney Dis Transpl 

 
 

37. Pan American Health Organization. Comparative cost- 
effectiveness study between kidney transplantation and 
dialysis techniques as replacement therapy alternatives in 
end-stage chronic kidney disease. Washington, D.C.: 
PAHO; 2018. 

 

38. DEL Committee, The RDE, For WHO, Americas LAS, Al 
E, TDE Organs, et al. Directing Council 

71. [Internet]. 2019.Available 

 
 

39. +FROM+THE+WHO+FOR+THE+AMERICAS&gs_l=p 
sy-ab.3... 670 

 
 

40. Anuradha S, Joshi A, Negi M, Nischal N, Rajeshwari K, 
Dewan R. Factors influencing adherence to ART: New 
insights from a center providing free ART under the 
National Program 

 
 

41. Joshi B, Chauhan S, Pasi A, Kulkarni R, Sunil N, Bachani 
D, et al. Level of suboptimal adherence to first line 
antiretroviral treatment & its determinants among HIV 
positive people in India. Indian J Med Res. 2014; 

140(JUL):84-95. 
 

42. Basti B, Mahesh V, Bant D, Bathija G. Factors affecting 
antiretroviral treatment adherence among people living 
with human immunodeficiency virus/acquired 
immunodeficiency syndrome: A prospective study. J Fam 

Med Prim Care. 2017; 6(3):482 
43. Bijker, R., Jiamsakul, A., Kityo, C., Kiertiburanakul, S., 

Siwale, M., Phanuphak, P., Akanmu, S., Chaiwarith, R., 
Wit, F. W., Sim, B.L., Boender, 

https://journals.lww.com/jrge/fulltext/2018/21010/Adherence_to_antiretroviral_therapy_for_HIV_AIDS.11.aspx
https://journals.lww.com/jrge/fulltext/2018/21010/Adherence_to_antiretroviral_therapy_for_HIV_AIDS.11.aspx
https://journals.lww.com/jrge/fulltext/2018/21010/Adherence_to_antiretroviral_therapy_for_HIV_AIDS.11.aspx
https://journals.sagepub.com/doi/abs/10.1177/0956462419835636
https://journals.sagepub.com/doi/abs/10.1177/0956462419835636
https://cuentadealtocosto.org/site/images/Publicaciones/CAC.Co_2017_06_1%203_Libro_Sit_VIH_2016_V_0.1.pdf.pdf
https://cuentadealtocosto.org/site/images/Publicaciones/CAC.Co_2017_06_1%203_Libro_Sit_VIH_2016_V_0.1.pdf.pdf
https://cuentadealtocosto.org/site/images/Publicaciones/CAC.Co_2017_06_1%203_Libro_Sit_VIH_2016_V_0.1.pdf.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690293/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690293/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2690293/
https://jamanetwork.com/journals/jama/article-abstract/374139
https://jamanetwork.com/journals/jama/article-abstract/374139
https://jamanetwork.com/journals/jama/article-abstract/374139
http://www.scielo.org.co/scielo.php?pid=S0123-93922022000200113&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S0123-93922022000200113&script=sci_arttext
https://www.isciii.es/QuienesSomos/CentrosPropios/INVESTEN/Documents/2004_VIII_encuentro_Investen_Sevilla.pdf#page%3D92
https://www.isciii.es/QuienesSomos/CentrosPropios/INVESTEN/Documents/2004_VIII_encuentro_Investen_Sevilla.pdf#page%3D92
https://www.isciii.es/QuienesSomos/CentrosPropios/INVESTEN/Documents/2004_VIII_encuentro_Investen_Sevilla.pdf#page%3D92
https://www.isciii.es/QuienesSomos/CentrosPropios/INVESTEN/Documents/2004_VIII_encuentro_Investen_Sevilla.pdf#page%3D92
http://www.saludcolombia.com/actual/htmlnormas/nthipe
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013080.pub2/abstract
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013080.pub2/abstract
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013080.pub2/abstract
https://www.cochranelibrary.com/cdsr/doi/10.1002/14651858.CD013080.pub2/abstract
https://journals.lww.com/jaids/fulltext/2012/08150/Prevalent_Pregnancy%2C_Biological_Sex%2C_and_Virologic.7.aspx
https://journals.lww.com/jaids/fulltext/2012/08150/Prevalent_Pregnancy%2C_Biological_Sex%2C_and_Virologic.7.aspx
https://journals.lww.com/jaids/fulltext/2012/08150/Prevalent_Pregnancy%2C_Biological_Sex%2C_and_Virologic.7.aspx
http://ir.jkuat.ac.ke/handle/123456789/5742
http://ir.jkuat.ac.ke/handle/123456789/5742
http://ir.jkuat.ac.ke/handle/123456789/5742
http://ir.jkuat.ac.ke/handle/123456789/5742
http://ir.jkuat.ac.ke/handle/123456789/5742
http://ir.jkuat.ac.ke/handle/123456789/5742
http://www.paho.org/ecu/index.php?option=com_docman&vie
https://revistanefrologia.com/en-consensus-document-on-management-renal-articulo-X2013251414054695
https://revistanefrologia.com/en-consensus-document-on-management-renal-articulo-X2013251414054695
https://revistanefrologia.com/en-consensus-document-on-management-renal-articulo-X2013251414054695
http://www.google.com/search?sxsrf=ACYBGNSu0nf8
https://journals.lww.com/sjkd/fulltext/2015/26040/Cost_Effectiveness_of_Kidney_Transplantation.11.aspx
https://journals.lww.com/sjkd/fulltext/2015/26040/Cost_Effectiveness_of_Kidney_Transplantation.11.aspx
https://journals.lww.com/sjkd/fulltext/2015/26040/Cost_Effectiveness_of_Kidney_Transplantation.11.aspx
https://www.sciencedirect.com/science/article/pii/S2157171619300188
https://www.sciencedirect.com/science/article/pii/S2157171619300188
https://www.sciencedirect.com/science/article/pii/S2157171619300188
https://www.sciencedirect.com/science/article/pii/S2157171619300188
https://www.sciencedirect.com/science/article/pii/S2157171619300188
https://www.jstor.org/stable/1192199
https://www.jstor.org/stable/1192199
https://www.jstor.org/stable/1192199
https://journals.sagepub.com/doi/abs/10.1177/1545109711431344
https://journals.sagepub.com/doi/abs/10.1177/1545109711431344
https://journals.sagepub.com/doi/abs/10.1177/1545109711431344
https://journals.sagepub.com/doi/abs/10.1177/1545109711431344
https://journals.lww.com/ijmr/fulltext/2014/40010/level_of_suboptimal_adherence_to_first_line.14.aspx
https://journals.lww.com/ijmr/fulltext/2014/40010/level_of_suboptimal_adherence_to_first_line.14.aspx
https://journals.lww.com/ijmr/fulltext/2014/40010/level_of_suboptimal_adherence_to_first_line.14.aspx
https://journals.lww.com/ijmr/fulltext/2014/40010/level_of_suboptimal_adherence_to_first_line.14.aspx
https://journals.lww.com/ijmr/fulltext/2014/40010/level_of_suboptimal_adherence_to_first_line.14.aspx
https://journals.lww.com/jfmpc/fulltext/2017/06030/factors_affecting_antiretroviral_treatment.6.aspx
https://journals.lww.com/jfmpc/fulltext/2017/06030/factors_affecting_antiretroviral_treatment.6.aspx
https://journals.lww.com/jfmpc/fulltext/2017/06030/factors_affecting_antiretroviral_treatment.6.aspx
https://journals.lww.com/jfmpc/fulltext/2017/06030/factors_affecting_antiretroviral_treatment.6.aspx
https://journals.lww.com/jfmpc/fulltext/2017/06030/factors_affecting_antiretroviral_treatment.6.aspx
https://www.ahajournals.org/doi/abs/10.1161/CIRCOUTCOMES.117.004037
https://www.ahajournals.org/doi/abs/10.1161/CIRCOUTCOMES.117.004037
https://www.ahajournals.org/doi/abs/10.1161/CIRCOUTCOMES.117.004037


Winsome Publishing LLC - Volume 1(1) https://winsomepublishing.org/en/journals 22  

44. T. S., Ditangco, R. , Rinke De Wit, T. F., Sohn, A. H. and 
Hamers, R. L. (2017), Adherence to antiretroviral therapy 
for HIV in sub‐Saharan Africa and Asia: a comparative 
analysis of two regional cohorts. Journal of the 
International        AIDS        Society,        20:        21218. 

doi:10.7448/IAS.20.1.21218 
45. Forbes N, Johnson G, Mortimer A, Martin I, Frankson M, 

Johnston K, et al. The HIV continuum of care in the 

Bahamas in 2014. Rev Panam Salud Publica Pan Am J 
Public Health. 2016; 40(6):443-7 

46. Varela M, Gómez O, Mueses H, Galindo J, Tello I. Factors 
related to adherence to pharmacological treatment for 
HIV/AIDS. Uninorte Health. 2013; 29(1):83-95. 

 
 

47. Alvis Ó, De Coll L, Chumbimune L, Díaz C, Díaz J, Reyes 
M, et al. Factors associated with non-adherence to highly 

active antiretroviral therapy in HIV/AIDS-infected adults. 
An Fac Med. 2015; 39(4):266-72. 

 
 

48. Universidad del Norte (Barranquilla CD de C de la Salud, 

SPARC (Organization) OL, Mueses Marían HF, Galindo 
Quintero J, Tello Bolívar IC. Salud Uninorte : journal of 
the Division of Health Sciences , Universidad del Norte. 
Rev Salud Uninorte. 1984; 29(1):83-95. 

 
 

49. Brima N, Lampe FC, Copas A, Gilson R, Williams I, 
Johnson MA, et al. Early virological response to HIV 

treatment: can we predict who is likely to experience 
subsequent treatment failure? Results from an 
observational cohort study, London, UK. J Int AIDS Soc. 
2017; 20(1):21567. 

 
 

50. Dk E, Bk T, Pa C, Am A, Gs G, Sp E. Response of 

antiretroviral therapy among HIV-2-infected patients: a 
systematic review. 2018;1-2. 

51. Nolan S, Milloy MJ, Zhang R, Kerr T, Hogg RS, Sg J. 
Adherence and plasma response of HIV RNA to 
antiretroviral therapy among HIV-seropositive injection 
drug users in a Canadian setting. 2018;1-5. 

 
 

52. Chao C, Tang B, Spiritual L, Silverberg MJ, Towner W, 
Preciado M. Iida. 2018; 28(12):1630-6. 

 
 

53. New LO, YLAS Conclusions. Long-term immune and 
virologic response in HIV-infected patients receiving 

antiretroviral therapy. 2018; 41(6):9-10. 

 
 

54. 4Ceballos ME, Rojas Á, Donato P, Huilcamán M, Rivera 
G, López T, et al. Virological and immunological response 
to antiretroviral therapy in patients with HIV infection 
treated in an academic health network in Chile. Rev Chil 
Infectol. 2016; 33(5):531-6. 

55. 

Alave J, Paz J, Gonzalez E, Campos M, Rodriguez M, 
Willig J, et al. Factors associated with virological failure 

in HIV-infected patients receiving antiretroviral therapy in 
a public hospital in Peru. Rev Chil Infectol. 2013; 
30(1):42-8. 

 
 

56. Caballero Z, Reyes N, Vargas J, Wong P, Alarcón J, 

Salyrosas G. Zila Caballero, Nora Reyes, Javier Vargas, 
Paolo Wong, Jorge Alarcón, Giancarlo Salyrosas. 
2009;2009. 

 

57. Lugo DL, Miquilareno M, Figueredo A, Silva M, Alfonso 

J. Response to highly active antiretroviral therapy in 
patients 50 years of age or older living with HIV/AIDS 
infection*. 2012; (January):859-61. 

 

58. de La Hoz JM, Bolano L, Cardenas O, Gonzalez R, Sabbag 
J, Palacio L, et al. Characterization of treatment failure in 
HIV positive patients in the Colombian Caribbean region 
Caracterizacion del fracaso terapeutico en pacientes VIH 
positivos en la region del Caribe Colombiano. Colomb 
Medica. 2014; 45:162- 7. 

 
 

59. language English CONTENID D E LA REVIS TA EO. 
Home About Login Register Search Latest Issue Previous 
Issues Notices Early Release. Biomedical. 2011; 
31(4):2008-10. 

 
 

60. Brima N, Lampe FC, Copas A, Gilson R, Williams I, 
Johnson MA, et al. Early virological response to HIV 
treatment: can we predict who is likely to experience 
subsequent treatment failure? Results from an 
observational cohort study, London, UK. J Int AIDS Soc. 
2017; 20(1):21567. 

 
 

61. Dk E, Bk T, Pa C, Am A, Gs G, Sp E. Response of 
antiretroviral therapy among HIV-2-infected patients: a 
systematic review. 2018;1-2. 

 

62. Wang J, He C, Jh H, Xu X, Liu Y, He J, et al. Virologic 
outcomes and drug resistance in Chinese patients after 12 
months of first-line 3TC-based antiretroviral therapy, 
2011-2012. 2018; 9(2):2011- 2. 

 
63. A, Fr-hiv L, hiv F-. Initial virologic response and 

resistance to HIV drugs among HIV-infected persons 
initiating first-line antiretroviral therapy at 2 clinics in 
Chennai and Mumbai, India. 2018; (1):1-2. 

 
 

64. .Km M, Vc M. Predictors of HIV virologic failure and 
drug resistance in Chinese patients after 48 months of 
antiretroviral treatment, 2008-2012: a prospective cohort 
study. 2018; 7(9):2017-9. 

 
 

65. Nolan S, Milloy MJ, Zhang R, Kerr T, Hogg RS, Sg J. 
Adherence and plasma response of HIV RNA to 

https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21218
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21218
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21218
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21218
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21218
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21218
https://www.scielosp.org/article/rpsp/2016.v40n6/443-447/en/
https://www.scielosp.org/article/rpsp/2016.v40n6/443-447/en/
https://www.scielosp.org/article/rpsp/2016.v40n6/443-447/en/
https://www.scielosp.org/article/rpsp/2016.v40n6/443-447/en/
http://www.scielo.org.co/scielo.php?pid=S0120-55522013000100010&script=sci_abstract&tlng=pt
http://www.scielo.org.co/scielo.php?pid=S0120-55522013000100010&script=sci_abstract&tlng=pt
http://www.scielo.org.co/scielo.php?pid=S0120-55522013000100010&script=sci_abstract&tlng=pt
http://www.scielo.org.co/scielo.php?pid=S0121-08072023000100016&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S0121-08072023000100016&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S0121-08072023000100016&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S0121-08072023000100016&script=sci_arttext
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://link.springer.com/article/10.1186/1471-2334-14-461
https://link.springer.com/article/10.1186/1471-2334-14-461
https://link.springer.com/article/10.1186/1471-2334-14-461
https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx
https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx
https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx
https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx
https://onlinelibrary.wiley.com/doi/abs/10.1111/jcpt.12450
https://onlinelibrary.wiley.com/doi/abs/10.1111/jcpt.12450
https://onlinelibrary.wiley.com/doi/abs/10.1111/jcpt.12450
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
http://www.scielo.org.co/scielo.php?pid=S1657-95342014000400004&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S1657-95342014000400004&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S1657-95342014000400004&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S1657-95342014000400004&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S1657-95342014000400004&script=sci_arttext
http://www.scielo.org.co/scielo.php?pid=S1657-95342014000400004&script=sci_arttext
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://onlinelibrary.wiley.com/doi/abs/10.7448/IAS.20.1.21567
https://link.springer.com/article/10.1186/1471-2334-14-461
https://link.springer.com/article/10.1186/1471-2334-14-461
https://link.springer.com/article/10.1186/1471-2334-14-461
https://bmjopen.bmj.com/content/7/9/e016012.abstract
https://bmjopen.bmj.com/content/7/9/e016012.abstract
https://bmjopen.bmj.com/content/7/9/e016012.abstract
https://bmjopen.bmj.com/content/7/9/e016012.abstract
https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx
https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx


Winsome Publishing LLC - Volume 1(1) https://winsomepublishing.org/en/journals 23  

antiretroviral therapy among HIV-seropositive injection 
drug users in a Canadian setting. 2018;1-5. 

 
 

66. Chao C, Tang B, Spiritual L, Silverberg MJ, Towner W, 

Preciado M. Iida. 2018; 28(12):1630-6. 

 

67. New LO, YLAS Conclusions. Long-term immune and 
virologic response in HIV-infected patients receiving 
antiretroviral therapy. 2018; 41(6):9-10. 

 
 

68. Ceballos ME, Rojas Á, Donato P, Huilcamán M, Rivera G, 
López T, et al. Virological and immunological response to 
antiretroviral therapy in patients with HIV infection 
treated in an academic health network in Chile. Rev Chil 
Infectol. 2016; 33(5):531-6. 

 

69. Alave J, Paz J, Gonzalez E, Campos M, Rodriguez M, 
Willig J, et al. Factors associated with virological failure 
in HIV-infected patients receiving antiretroviral therapy in 
a public hospital in Peru. Rev Chil Infectol. 2013; 

30(1):42-8. 

70. Caballero Z, Reyes N, Vargas J, Wong P, Alarcón J, 
Salyrosas G. Zila Caballero, Nora Reyes, Javier Vargas, 

Paolo Wong, Jorge Alarcón, Giancarlo Salyrosas. 
2009;2009. 

 
71. Díaz C, Álvarez C, Prada G, Martínez L SC. Guide Model 

for the management of HIV/s management programmatic 
evidence-based [Internet]. 2018. Available  from: 
https://www.minsalud.gov.co/Documentos & 
Publications/GUIDE TO HIV MANAGEMENT 
SIDA.pdf 

 

72. Ministry of Health and Social Protection. Comprehensive 

Health Care Routes (RIAS) [Internet]. Comprehensive 
health care. 2014. p. 24. Available from: https:// 

 
 

73. Número R. 0 320 2 [Internet]. 2016. Available from: 

 

74. Health MDE, Resolution S, El S, Health MDE, En S, Que 
C, et al. ( '1 7 Fes 2016 

 
 

75. )    [Internet]. Vol. 2015. 2018. p. 2014–8. 

https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx
https://journals.lww.com/aidsonline/fulltext/2018/05150/social_and_structural_factors_associated_with.12.aspx
https://onlinelibrary.wiley.com/doi/abs/10.1111/jcpt.12450
https://onlinelibrary.wiley.com/doi/abs/10.1111/jcpt.12450
https://onlinelibrary.wiley.com/doi/abs/10.1111/jcpt.12450
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3892375/
http://www.minsalud.gov.co/Documentos
https://www.researchsquare.com/article/rs-2702137/latest
https://www.researchsquare.com/article/rs-2702137/latest
https://www.researchsquare.com/article/rs-2702137/latest
https://www.scielo.br/j/rsp/a/wvKyFxwc3tTxGqwVYwvnHmz/?lang=pt&format=html
https://www.scielo.br/j/csc/a/xMKHxqM4Vkw5rTZBXvDdnzS/?lang=en&format=html
https://www.scielo.br/j/csc/a/xMKHxqM4Vkw5rTZBXvDdnzS/?lang=en&format=html
https://www.liebertpub.com/doi/abs/10.1089/cyber.2013.0382

	Received date: Feb 11, 2024: Accepted date: March 08, 2024: Published date: March 14, 2024
	Introduction
	Population And Study Area
	Source of information
	Reference population:
	Selection criteria
	Sample Size
	Data analysis
	Ethical Considerations
	Results
	Figure 1. Diagram for the identification of patient registries with compliance with the recommendations of the CPG and with
	Table 1: Demographic and Clinical Characteristics of the Population at the Time of Diagnosis

	Table 2: Clinical characteristics of the population at the time of initiation of ART
	Table 4: Factors related to non-compliance with the recommendations of the clinical practice guidelines in an IPS specialized in the management of HIV/AIDS
	Table 5: Adjusted model of factors related to non-compliance with the management indicators and evaluation of the results of the implementation of the proposed recommendations of the clinical practice guideline (CPG) in an IPS specialized in the manag...
	Table 6: Factors related to the non-optimal virological response of the management indicators and evaluation of the results of the implementation of the proposed recommendations of the clinical practice guideline (CPG) in an IPS specialized in the man...
	Table 7: Adjusted model of factors related to the non-optimal virological response of the management indicators and evaluation of the results of the implementation of the proposed recommendations of the clinical practice guideline (CPG) in an IPS spec...

	DISCUSSION
	CONCLUSIONS
	Limitations And Strengths
	Recommendations
	Conflicts Of Interest
	Anexo 1: Indicadores Clínicos y de Resultados de Gestión propuestos por el consenso de la cuenta de alto costo 2014.


