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Re-starting ART

MONITORING FOR SHORTER COURSE MEDICINES
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Bedaquiline (BDQ) If treatment interrupted | 200 mg daily for 8 weeks, then 100 mg | QT prolongation, liver toxicity, nausea and Modifications in patients on ART when RR-TB treatment is
100 mg tab for > 2 weeks, call hotline. | daily vomiting Smear and culture X Week 2 and 4 X X X X X X X X initiated

: Patients on the following regimens qualify for a same day

. . . . . . FBC, neutrophil nt Week 6 . . s rat
Delamanid (DLM) 30—45.9 kg: 50 mg twice daily Nausea, vomiting, headache, insomnia, ¢ e: |°p | cou X Week 2 and 4 q Repeat monthly, or more often as required, while on LZD switch to TLD regardless of VL:
50mg tab > 46 kg: 100 mg twice daily hypokalaemia, QT prolongation and platelets and 8 o Any EFV or NVP-based regimens
Levafloreen (57 QT prolongation, but less than with ECG X Week 2 and 4 X X X | X | X | X | X | X » AZT/3TC/DTG
250 mg disp tab 15 - 20 mg/kg daily 30—45.9 kg: 750 mg once daily moxifloxacin, rarely causes: liver toxicity, Peripheral neuropathy X Assess monthly and intervene early as per guidelines to avoid permanent damage « Any Pl-based regimen for < 2 years
500 mg tab 2 46 kg: 1000 mg once daily SIS, [PAYEIEE ERel Tk f arthralgia / . . Assess visual acuity using Snellen chart as required when on LZD monthly or more often, * Papents with V'—_ <1000 on a PI-based regimen may also
osteo-articular pain Visual acuity X if required switch to TLD with adherence support and a repeat VL after 3
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Linezolid (LZD) . 30—35.9 kg: 300 mg once daily Peripheral neuropathy, myelosuppression ALT X Wh : mon
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600 mg tab 10 mg/kg daily > 36 kg: 600 mg once daily impaired vision and diarrhoea ymp * Patleths with 2 VLs 2 1000 two or more y((e)ars after.startlng a
K+ and Mg2+ X If QTcF prolonged or vomiting/diarrhoea/clinically unwell Pl regimen and confirmed adherence < 80% can switch to TLD
Moxifloxacin (MFX) LFX may be substituted QT prolongation, rarely causes: liver toxicity, » Patients with 2 VLs > 1000 two or more years after starting a
100 mg diSp tab, With MFX if LFX iS nOt 2 30 kg: 400 mg once daily SeiZUFeS, psyChOSiS and arthriﬁs / al"thl’algia / health Vy“.‘b'”"""""""w.,(& y - f_,‘m:‘.,‘% TR — This publication was supported underfur}ding provided ?Lth? S|ofbsa| Ful‘?ift() FightdALDSNTub;rcumsis and Malaria through the PI regimen and Conﬁrmed ad herence > 80% ShOUId remain
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400 mg tab available osteo-articular pain b ol . ("“,,en“{ sobé) '_ @ CENTRE Pharmacovigilance Centre for Public ;221}?1 Pls)pg?';trwr?lr;ts.olts cec?nttegts gll:Jetsqle:;/c?hinregpinsiboility of the authors and do not neces- on the Pl with consideration for a resistance test
Pretomanid (Pa) Nausea, vomiting, headache. Can cause QT S sarily represent the official views of the Global Fund or the National Department of Health of South Africa conSUIt the 2023 ART Clinical Guidelines for more detailed
200 me tab 2 30 kg: 200 mg daily prolongation, but currently lacks evidence for | - 3o o A arram: EDOST — extandectarug sencituiy tooting; EPV = efovirons; EPTB - extrapuraonary uberculoss L0 - othionamide; FBC— full blood Counts FLGS - fluoroauinolones, Ho = heemoglobin information
g a risk of TdP when taken as recommended HIV = human immunodeficiency virus; INJ = injectable; K*= potassium; Mg**= magnesium; MGIT = Mycobacteria growth indicator tube; MTB = Mycobacterium tuberculosis; NCAC = National Clinical Advisory Committee; NVP =
nevirapine; TB-NAAT = TB nucleic acid amplification test; PCAC = Provincial Clinical Advisory Committee; Pl = protease-inhibitor; QTcF = corrected QT interval using Fridericia's formula; RR-TB = rifampicin-resistant tuberculo-

sis; TB = tuberculosis; TDF = tenofovir; TdP = Torsades de Pointes; TEE = tenofovir+emtricitabine+efavirenz; TLD = tenofovir+lamivudine+dolutegravir; VL = viral load; XDR = extensively drug resistant
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