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Appendix 1. Literature search

Additional Table 1.

Systematic literature search strategy

No. Term Comments
1. exp HIV/ OR exp HIV Infection/ HIV/AIDS terms
2. (HIV Infections OR HIV?1* OR HIV?2* OR HIV infect* OR human immuno?deficiency virus OR
human immune?deficiency virus).ti,ab.
3. ((human immun*) AND (deficiency virus)).ti,ab.
4, (acquired immuno?deficiency syndrome OR AIDS OR acquired immunedeficiency syndrome OR
acquired immune deficiency).ti,ab.
5. ((acquired immun*) AND (deficiency syndrome)).ti,ab.
6. or/1-5 Population Final
7. exp Antiretroviral Therapy, Highly Active ART terms
8. exp Anti-HIV Agents/
9. (antiretroviral OR anti-retroviral OR antiretroviral therapy OR highly active antiretroviral therapy
OR HAART).ti,ab.
10. exp Compliance/ OR exp Patient compliance/ Adherence and adherence
11. exp Medication adherence/ intervention terms
12. exp Directly observed therapy/
13. (patient compliance OR client compliance OR participant compliance OR adherence).ti,ab.
14. (Peer ADJ3 navigator* OR patient ADJ3 navigator* OR Peer ADJ3 counselor* OR Peer* OR peer
ADJ3 educator* OR community ADJ3 health worker* or CHW* OR community ADJ3 outreach*
OR peer ADJ3 advisor or outreach ADJ3 worker* OR care ADJ3 navigator* OR peer ADJ3
navigator* OR lay health worker* OR Peer ADJ3 intervention* OR paraprofessional ADJ3
navigation* OR peer ADJ3 volunteer* OR peer ADJ3 group* OR peer ADJ3 worker*).ti,ab.
15. (or/7-9) AND (or/10-14) Intervention and
comparators final
16. (Randomized Controlled Trial or Controlled Clinical Trial).pt. Randomized controlled trial
17. (Clinical Trial or Clinical Trial, Phase Il or Clinical Trial, Phase IIl or Clinical Trial, Phase I1V).pt. terms
18. Multicenter Study.pt.
19. Randomized Controlled Trial/ or Randomized Controlled Trials as Topic/ or "Randomized
Controlled Trial (topic)"/
20. Controlled Clinical Trial/ or Controlled Clinical Trials as Topic/ or "Controlled Clinical Trial
(topic)"/
21. Clinical Trial/ or Phase 2 Clinical Trial/ or Phase 3 Clinical Trial/ or Phase 4 Clinical Trial/
22. Clinical Trials as Topic/ or Clinical Trials, Phase Il as Topic/ or Clinical Trials, Phase Il as Topic/
or Clinical Trials, Phase IV as Topic/
23. "Clinical Trial (topic)"/ or "Phase 2 Clinical Trial (topic)"/ or "Phase 3 Clinical Trial (topic)"/ or
"Phase 4 Clinical Trial (topic)"/
24. or/16-23 Study design final
25. 6 and 15 and 24 Complete Search
26. (healthy adj3 volunteer).ti,ab. Remove unwanted designs
27.  (healthy adj3 subject*).ti,ab. and features
28. (cohort or observational study or case-control*).ti,ab.
29. 25 not (26 or 27 or 28)
30. 29 not (cost minimi* or cost-utilit* or health utility* or economic evaluation* or economic review*
or cost outcome or cost analys?s or economic analys?s or budget* impact analys?s).ti,ab.
31. 30 not (review or letter or meta-analysis or case report or case series or posters or News or
Newspaper article or meeting abstracts or lectures or interview or historical article or handbooks or
guidelines or guidebooks or essays or editorial or comment or clinical conference or catalogs or case
reports).pt.
32. Remove duplicates from 31




Appendix 2. Cochrane’s risk-of-bias tool

Additional Table 2. Cochrane risk of bias quality assessment for randomized-controlled trials

Trial Sequence Allocation Blinding Incomplete Selective outcome Other sources
generation concealment outcome data  reporting of bias
ACTG A5073 (1) Low Low High Low Low Low
ACTG a5234 (2) Low Low High Low Low Low
Altice et al, 2007 (3), (4) Unclear Low Unclear High Low Unclear
ATHENA (5) Low Low Low High Low Low
Berrien et al, 2004* (6) Low Low High Low Low High
Goggin et al, 2013 (7) Unclear Low Unclear Low Low Low
Kiweewa et al, 2013 (8) Low Low High Low Low Low
Lucas et al, 2013 (9) Low Low Low Low Low Low
Macalino et al, 2007 (10) Unclear Low High Unclear Low Low
Mugusi et al, 2009 (11) Unclear High High Low Low Unclear
Nachega et al, 2010 (12) Low Low High High Low Low
Pearson et al, 2007 (13) Low Low High Low Low High
Rakai Health Sciences Program Low Low High Low Low Low
(14)
Remien et al, 2005 Unclear Low Low Low Low Low
(SMART Couples Study) (15)
Ruiz et al, 2010 (16) Unclear Low High Low Low Low
Simoni et al, 2007 (17) Low Low High Low Low High
Simoni et al, 2009 (18) Low Low High Low Low Low
START-DOT (19) Low Low High Low Low Low
Taiwo et al, 2010 (20) Low Low Low Unclear Low High
Wang et al, 2010 (21) Unclear Low High Low Low Low
Williams et al, 2014 (22) Low Low High High Low Low
Wohl et al, 2006 (23), (24) Low Low Low Low Low Low

*This study has very low sample size (standard of care [SOC]: n =17 and Treatment supporter: n = 20).



Appendix 3. GRADE assessment
Additional Table 3.

GRADE table for adherence in global peer network

Comparison Uncombined Estimates Combined Estimates
Direct Effect Risk of Inconsist- Indirect- Imprec- Publica- Quality of NMA Effect Indirect Network  Overall
Bias ency ness ision tion Bias direct evidence Transit- quality of
evidence precision ivity evidence
eSOC vs. SOC - 0 0 -1 -1 0 (1) 0.68 - - oD
Low (0.17, 2.63) Low
CBT vs. SOC 0.73 0 0 0 -1 0 (1) 0.82 0 0 DDD
(0.34, 1.57) Moderate (0.28, 2.40) Moderate
CBT + Peer - 0 0 -1 -1 0 (&) 1.04 - - oD
supporter vs. SOC Low (0.10, 13.77) Low
CBT + Treatment 0.59 0 0 0 -1 0 L) 0.62 0 0 [lTe)
supporter vs. SOC (0.28, 1.34) Moderate (0.16, 2.42) Moderate
Peer supporter vs. 1.04 0 -1 0 -1 0 [12) 1.03 0 0 oD
SoC (0.72, 1.51) Low (0.55, 1.94) Low
Peer supporter + 1.28 0 0 0 -1 0 DD 1.29 0 0 ODD
Device reminder vs. (0.58, 2.80) Moderate (0.35, 4.83) Moderate
SoC
Peer supporter + 4.66 0 0 -1 0 0 (SIS 4.87 -1 0 oD
Telephone vs. SOC (1.79, 12.13) Moderate (1.02, 23.76) Low
Treatment supporter 1.53 0 -1 0 -1 0 (1) 1.51 0 0 oD
vs. SOC (0.87, 2.69) Low 0.92, 2.79) Low
Treatment supporter 9.40 0 0 -1 -1 0 (0] 10.69 0 0 1)
+ Telephone vs. (2.55, 34.67) Low (1.86, 74.00) Low
SoC
CBT vs. eSOC -- 0 0 -1 -1 0 (1) 1.21 - - oD
Low (0.24, 6.35) Low
CBT + Peer 1.30 0 0 0 -1 0 DOD 1.50 0 0 ODD
supporter vs. eSOC (0.29, 5.70) Moderate (0.24, 13.98) Moderate
CBT + Treatment - 0 0 -1 -1 0 oD 0.91 - - =)
supporter vs. eSOC Low (0.14, 6.22) Low
Peer supporter vs. 1.41 0 0 0 -1 0 [T 1.52 0 0 DD
eSOC (0.79, 2.51) Moderate (0.43,5.57) Moderate
Peer supporter + -- 0 0 -1 -1 0 (%) 191 - - 2%
Device reminder vs. Low (0.32, 11.85) Low
eSOC
Peer supporter + -- 0 0 -1 -1 0 (<) 7.15 - - oD
Telephone vs. eSOC Low (0.91, 58.16) Low
Treatment supporter 3.06 0 0 0 -1 0 DD 2.22 0 0 ODD
vs. eSOC (0.10, 96.74) Moderate (0.57, 10.28) Moderate
Treatment supporter -- 0 0 -1 -1 0 (%) 15.88 - - 2%
+ Telephone vs. Low (1.70, 168.30) Low

eSOC

Legend: Uncombined estimates represent either direct estimates, if available, or indirect NMA estimates otherwise. Combined estimates are NMA estimates for comparisons where direct estimates were available.
For uncombined estimates start with high quality evidence. -1 symbolizes a choice to rate down (e.g. high quality to moderate quality evidence); 0 symbolizes choice to not rate down; -- = not applicable because the
NMA estimate is the only estimate.

The final quality of evidence updates that of the uncombined evidence. The quality can be moved up if the uncombined score was penalized for precision, which was overcome in network estimates. It can be moved
down if the estimates are no longer precise or if there is evidence of inconsistency in loops containing the comparison (i.e. violation of transitivity).



Precision — We rated down for precision if the confidence interval crossed the minimaII%/ important difference and rated down when there were less than 50 events.

Consistency — We assessed the consistency for direct treatment comparisons using I° estimates and visual inspection of point estimates. An I of 75% or higher indicates considerable heterogeneity. This was
conducted along the shortest indirect pathway with the largest number of trials for indirect estimates.

Risk of Bias — For direct estimates we rated down for risk of bias if the majority of studies within a comparison were considered to be at high risk of bias and similarly along the principal indirect pathway for indirect
estimates.

Indirectness — We rated down for comparisons solely informed by indirect comparisons and for instances when direct comparisons were comprised of mostly at risk groups.

GRADE confidence in estimates:
High confidence - Further research is very unlikely to change our confidence in the estimate of effect;
Moderate confidence - Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate;

Low confidence - Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate;
Very low confidence - Any estimate of effect is very uncertain.



Additional Table 4. GRADE table for adherence in low and middle income countries (LMIC) peer network

Comparison Uncombined Estimates Combined Estimates
Direct Effect Risk of Inconsist- Indirect- Imprec- Publica- Quality of NMA Effect Indirect Network Overall
Bias ency ness ision tion Bias direct evidence Transit- quality of
evidence precision ivity evidence
eSOC vs. SOC -- 0 0 -1 -1 0 () 1.12 - - 2312
Low (0.38, 3.10) Low
CBT + Peer -- 0 0 -1 -1 0 (1) 1.70 - - oD
supporter vs. SOC Low (0.30, 14.62) Low
Peer supporter vs. 1.78 0 0 0 -1 0 (1) 1.64 0 0 DDD
SOC (0.72, 4.41) Moderate (0.65, 3.86) Moderate
Peer supporter + 4.66 0 0 0 0 0 DOPD 4.83 -1 0 DPD
Telephone vs. SOC (1.79, 12.13) High (1.88, 13.55) Moderate
Treatment supporter 1.34 0 0 0 -1 0 DD 1.41 0 0 DD
vs. SOC (0.85, 2.10) Moderate (0.90, 2.19) Moderate
Treatment supporter 9.40 0 0 0 -1 0 (SIS 10.46 0 0 oD
+ Telephone vs. (2.55, 34.67) Moderate (3.05, 50.96) Moderate
soC
CBT + Peer 1.30 0 0 0 -1 0 DD 1.49 0 0 ODD
supporter vs. eSOC (0.29, 5.70) Moderate (0.39, 10.45) Moderate
Peer supporter vs. 1.41 0 0 0 -1 0 DD 1.46 0 0 DD
eSOC (0.79, 2.51) Moderate (0.83, 2.61) Moderate
Peer supporter + -- 0 0 -1 -1 0 (1) 4.35 - - oD
Telephone vs. eSOC Low (1.07, 19.01) Low
Treatment supporter 3.06 0 0 0 -1 0 DD 1.25 0 0 DDD
vs. eSOC (0.10, 96.74) Moderate (0.43,3.97) Moderate
Treatment supporter -- 0 0 -1 -1 0 (1) 9.52 - - oD
+ Telephone vs. Low (1.86, 62.32) Low
eSOC
Legend: Uncombined estimates represent either direct estimates, if available, or indirect NMA estimates otherwise. Combined estimates are NMA estimates for comparisons where direct estimates were available.
For uncombined estimates start with high quality evidence. -1 symbolizes a choice to rate down (e.g. high quality to moderate quality evidence); 0 symbolizes choice to not rate down; -- = not applicable because the

NMA estimate is the only estimate.

The final quality of evidence updates that of the uncombined evidence. The quality can be moved up if the uncombined score was penalized for precision, which was overcome in network estimates. It can be moved
down if the estimates are no longer precise or if there is evidence of inconsistency in loops containing the comparison (i.e. violation of transitivity).

Precision — We rated down for precision if the confidence interval crossed the minimaII%/ important difference and rated down when there were less than 50 events.

Consistency — We assessed the consistency for direct treatment comparisons using 1 estimates and visual inspection of point estimates. An I of 75% or higher indicates considerable heterogeneity. This was
conducted along the shortest indirect pathway with the largest number of trials for indirect estimates.

Risk of Bias — For direct estimates we rated down for risk of bias if the majority of studies within a comparison were considered to be at high risk of bias and similarly along the principal indirect pathway for indirect
estimates.

Indirectness — We rated down for comparisons solely informed by indirect comparisons and for instances when direct comparisons were comprised of mostly at risk groups.

GRADE confidence in estimates:

High confidence - Further research is very unlikely to change our confidence in the estimate of effect;

Moderate confidence - Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate;

Low confidence - Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate;
Very low confidence - Any estimate of effect is very uncertain.



Additional Table 5. GRADE table for viral suppression in global peer network

Comparison Uncombined Estimates Combined Estimates
Direct Effect Risk of Inconsist- Indirect- Imprec- Publica- Quality of NMA Effect Indirect Network Overall
Bias ency ness ision tion Bias direct evidence Transit- quality of
evidence precision ivity evidence
eSOC vs. SOC - 0 0 -1 -1 0 ) 1.97 - - o0
Low (0.36, 12.29) Low
CBT vs. SOC 1.42 0 0 0 -1 0 0D 1.06 0 0 S
(0.63, 2.23) Moderate (0.43, 2.65) Moderate
CBT + Treatment 0.71 0 0 0 -1 0 [l 0.61 0 0 o0
supporter vs. SOC (0.34, 1.46) Moderate (0.20, 1.85) Moderate
Peer supporter vs. 1.25 0 0 0 -1 0 [l 1.34 0 0 o0
SOC (0.90, 1.57) Moderate (0.67, 2.67) Moderate
Peer supporter + 2.16 0 0 0 -1 0 DD 2.43 0 0 DD
Device reminder vs. (0.96, 2.97) Moderate (0.82, 7.35) Moderate
soC
Peer supporter + 1.06 0 0 -1 -1 0 (1) 1.06 0 0 oD
Telephone vs. SOC (0.42, 2.00) Low (0.29, 3.93) Low
Treatment supporter 1.40 0 0 0 -1 0 DD 1.39 0 0 (118
vs. SOC (1.01, 1.72) Moderate (1.00, 2.07) Moderate
CBT vs. eSOC -- 0 0 -1 -1 0 o 0.53 - - oD
Low (0.07, 3.73) Low
CBT + Treatment -- 0 0 -1 -1 0 (1) 0.31 - - oD
supporter vs. eSOC Low (0.04, 2.34) Low
Peer supporter vs. -- 0 0 -1 -1 0 (0] 0.68 - - 225
eSOC Low (0.09, 4.29) Low
Peer supporter + -- 0 0 -1 -1 0 (1) 1.22 - - oD
Device reminder vs. Low (0.15, 9.57) Low
eSOC
Peer supporter + -- 0 0 -1 -1 0 (%) 0.54 - - 2%
Telephone vs. eSOC Low (0.06, 4.56) Low
Treatment supporter 0.73 0 0 -1 -1 0 (%) 0.71 - - 2%
vs. eSOC (0.18, 2.13) Low (0.12, 3.80) Low
Legend: Uncombined estimates represent either direct estimates, if available, or indirect NMA estimates otherwise. Combined estimates are NMA estimates for comparisons where direct estimates were available.
For uncombined estimates start with high quality evidence. -1 symbolizes a choice to rate down (e.g. high quality to moderate quality evidence); 0 symbolizes choice to not rate down; -- = not applicable because the

NMA estimate is the only estimate.

The final quality of evidence updates that of the uncombined evidence. The quality can be moved up if the uncombined score was penalized for precision, which was overcome in network estimates. It can be moved
down if the estimates are no longer precise or if there is evidence of inconsistency in loops containing the comparison (i.e. violation of transitivity).

Precision — We rated down for precision if the confidence interval crossed the minimaII%/ important difference and rated down when there were less than 50 events.

Consistency — We assessed the consistency for direct treatment comparisons using I estimates and visual inspection of point estimates. An 12 of 75% or higher indicates considerable heterogeneity. This was
conducted along the shortest indirect pathway with the largest number of trials for indirect estimates.

Risk of Bias — For direct estimates we rated down for risk of bias if the majority of studies within a comparison were considered to be at high risk of bias and similarly along the principal indirect pathway for indirect
estimates.

Indirectness — We rated down for comparisons solely informed by indirect comparisons and for instances when direct comparisons were comprised of mostly at risk groups.

GRADE confidence in estimates:

High confidence - Further research is very unlikely to change our confidence in the estimate of effect;

Moderate confidence - Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate;

Low confidence - Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate;
Very low confidence - Any estimate of effect is very uncertain.



Additional Table 6. GRADE table for viral suppression in low and middle income countries (LMIC) peer network

Comparison Uncombined Estimates Combined Estimates
Direct Effect Risk of Inconsist- Indirect- Imprec- Publica- Quality of NMA Effect Indirect Network  Overall
Bias ency ness ision tion Bias direct evidence Transit- quality of
evidence precision ivity evidence
eSOC vs. SOC - 0 0 -1 -1 0 (1) 1.54 - - oD
Low (0.36, 7.53) Low
Peer supporter vs. 1.28 0 0 0 -1 0 (1) 1.27 0 0 DDD
SOC (0.90, 1.82) Moderate (0.89, 1.81) Moderate
Peer supporter + 1.06 0 0 0 -1 0 (1) 1.06 0 0 DPD
Telephone vs. SOC (0.42, 2.70) Moderate (0.41, 2.73) Moderate
Treatment supporter 1.05 0 -1 0 -1 0 [C1) 1.07 0 0 oD
vs. SOC (0.72, 1.53) Low (0.74, 1.55) Low
Peer supporter vs. -- 0 0 -1 -1 0 (1) 0.82 - - oD
eSOC Low (0.16, 3.68) Low
Peer supporter + -- 0 0 -1 -1 0 (0] 0.69 - - 225
Telephone vs. eSOC Low (0.11, 3.88) Low
Treatment supporter 0.73 0 0 0 -1 0 DD 0.69 0 0 DDD
vs. eSOC (0.18, 2.96) Moderate (0.15, 2.85) Moderate
Legend: Uncombined estimates represent either direct estimates, if available, or indirect NMA estimates otherwise. Combined estimates are NMA estimates for comparisons where direct estimates were available.
For uncombined estimates start with high quality evidence. -1 symbolizes a choice to rate down (e.g. high quality to moderate quality evidence); 0 symbolizes choice to not rate down; -- = not applicable because the

NMA estimate is the only estimate.

The final quality of evidence updates that of the uncombined evidence. The quality can be moved up if the uncombined score was penalized for precision, which was overcome in network estimates. It can be moved
down if the estimates are no longer precise or if there is evidence of inconsistency in loops containing the comparison (i.e. violation of transitivity).

Precision — We rated down for precision if the confidence interval crossed the minimaII%/ important difference and rated down when there were less than 50 events.

Consistency — We assessed the consistency for direct treatment comparisons using I estimates and visual inspection of point estimates. An 12 of 75% or higher indicates considerable heterogeneity. This was
conducted along the shortest indirect pathway with the largest number of trials for indirect estimates.

Risk of Bias — For direct estimates we rated down for risk of bias if the majority of studies within a comparison were considered to be at high risk of bias and similarly along the principal indirect pathway for indirect
estimates.

Indirectness — We rated down for comparisons solely informed by indirect comparisons and for instances when direct comparisons were comprised of mostly at risk groups.

GRADE confidence in estimates:

High confidence - Further research is very unlikely to change our confidence in the estimate of effect;

Moderate confidence - Further research is likely to have an important impact on our confidence in the estimate of effect and may change the estimate;

Low confidence - Further research is very likely to have an important impact on our confidence in the estimate of effect and is likely to change the estimate;
Very low confidence - Any estimate of effect is very uncertain.



Appendix 4. The global peer networks for viral suppression

Additional Figure 1. Network diagram of the 17 trials informing the evidence on overall peer viral
suppression

Peer supporter + Telephone
Peer supporter + Device reminder

Treatment supporter
Peer supporter

CBT CBT + Treatment supporter

Legend: Each node (circle) represents an intervention, each line represents a direct comparison between interventions and each number on the
lines represent the number of trials with the comparison in question. Orange circles represent counseling based interventions, pink circles
represent supporter-based interventions and blue circles represent all other interventions

Acronyms: CBT: cognitive behavioral therapy; eSOC: enhanced standard of care; SMS: short message services (text-messaging); SOC:
standard of care;



Additional Table 7.

Cross-table for random-effects NMA of viral suppression global peer network

0.51 0.95 1.65 0.75 0.41 0.95 0.72
(0.08, 2.77) (0.38, 2.31) (0.54, 4.91) (0.38, 1.50) (0.14, 1.22) (0.25, 3.45) (0.48, 1.00)
1.97 1.88 3.25 1.48 0.82 1.86 1.41
(0.36, 12.29) (0.27, 14.52) (0.43, 27.22) (0.23, 10.54) (0.10, 6.79) (0.22, 17.97) (0.26, 8.37)
1.06 0.53 1.74 0.79 0.44 1.00 0.76
(0.43, 2.65) (0.07, 3.73) (0.58, 5.33) (0.33, 1.94) (0.12, 1.67) (0.21, 4.83) (0.28, 1.98)
0.61 0.31 0.58 0.45 0.25 0.57 0.44
(0.20, 1.85) (0.04, 2.34) (0.19, 1.72) (0.14, 1.53) (0.06, 1.15) (0.10, 3.17) (0.13, 1.36)
1.34 0.68 1.27 2.21 0.55 1.26 0.97
(0.67, 2.67) (0.09, 4.29) (0.51, 3.02) (0.66, 7.21) (0.19, 1.66) (0.29, 5.36) (0.42, 2.02)
2.43 1.22 2.30 4.01 1.82 2.29 1.75
(0.82, 7.35) (0.15, 9.57) (0.60, 8.39) (0.87, 18.12) (0.60, 5.38) (0.41, 12.61) (0.53, 5.43)
1.06 0.54 1.00 1.75 0.79 0.44 0.76
(0.29, 3.93) (0.06, 4.56) (0.21, 4.80) (0.32, 9.63) (0.19, 3.46) (0.08, 2.41) (0.19, 2.87)
1.39 0.71 1.32 2.30 1.04 057 1.32
(1.00, 2.07) (0.12, 3.80) (0.50, 3.57) (0.73, 7.55) (0.50, 2.38) (0.18, 1.88) (0.35, 5.23)

Note: Each cell represents the estimated comparative effect (odds ratio and 95% credible interval). In the cells below the diagonal, the ORs show comparative effects of the row interventions relative to the column treatment (e.g. the
effect of SOC relative to eSOC is 1.97 with respect to adherence). In the cells above the diagonal, the ORs show comparative effects of the column interventions relative to the row treatment (e.g. the effect of eSOC relative to SOC
is 0.51 with respect to adherence). Bold values indicate comparisons that are statistically significant. ORs above 1 indicate higher efficacy in adherence.

OR - odds ratio, CBT: cognitive behavioral therapy; eSOC: enhanced standard of care; SOC: standard of care.



Appendix 5. The LMIC peer networks for ART adherence and viral suppression

Additional Figure 2. Network diagram of the 8 trials informing the evidence on adherence in the LMIC

peer network

Peer supporter + Telephone

T

1

Treatment supporter
1 1
Peer supporter

s o

Treatment supporter + Telephone CBT + Peer supporter

Legend: Each node (circle) represents an intervention, each line represents a direct comparison between interventions and each number on the
lines represent the number of trials with the comparison in question. Pink circles represent peer based interventions, and blue circles represent

all other interventions
Acronyms: CBT: cognitive behavioral therapy; eSOC: enhanced standard of care; SMS: short message services (text-messaging); SOC:
standard of care;



Additional Table 8. Cross-table for random-effects NMA of adherence in the LMIC peer network

0.89 0.59 0.61 0.21 0.71 0.10
(0.32, 2.62) (0.07, 3.38) (0.26, 1.53) (0.07, 0.53) (0.46, 1.11) (0.02, 0.33)
1.12 0.67 0.69 0.23 0.80 0.11
(0.38, 3.10) (0.10, 2.57) (0.38, 1.21) (0.05, 0.93) (0.25, 2.34) (0.02, 0.54)
1.70 1.49 1.03 0.35 1.21 0.16
(0.30, 14.62) (0.39, 10.45) (0.23, 7.67) (0.05, 3.67) (0.20, 10.71) (0.02, 1.90)
1.64 1.46 0.97 0.34 1.16 0.15
(0.65, 3.86) (0.83, 2.61) (0.13, 4.29) (0.09, 1.22) (0.42, 2.98) (0.03, 0.71)
4.83 4.35 2.84 2.97 3.43 0.46
(1.88, 13.55) (1.07, 19.01) (0.27, 22.05) (0.82, 11.74) (1.21, 10.60) (0.07, 2.28)
1.41 1.25 0.83 0.86 0.29 0.13
(0.90, 2.19) (0.43, 3.97) (0.09, 4.94) (0.34, 2.36) (0.09, 0.82) (0.03, 0.50)
10.46 9.52 6.21 6.50 2.17 7.45
(3.05, 50.96) (1.86, 62.32) (0.53, 64.22) (1.40, 39.84) (0.44, 13.45) (2.01, 38.21)

Note: Each cell represents the estimated comparative effect (odds ratio and 95% credible interval). In the cells below the diagonal, the ORs show comparative effects of the row interventions relative to the column treatment (e.g. the
effect of SOC relative to eSOC is 1.12 with respect to adherence). In the cells above the diagonal, the ORs show comparative effects of the column interventions relative to the row treatment (e.g. the effect of eSOC relative to SOC
is 0.89 with respect to adherence). Bold values indicate comparisons that are statistically significant. ORs above 1 indicate higher efficacy in adherence.

CBT: cognitive behavioral therapy; eSOC: enhanced standard of care; SOC: standard of care.



Additional Figure 3. Network diagram of the 6 trials informing the evidence on viral suppression in the
LMIC peer network

Treatment supporter

. Peer supporter

eSoC

Peer supporter + Telephone

Legend: Each node (circle) represents an intervention, each line represents a direct comparison between interventions and each number on the
lines represent the number of trials with the comparison in question. Pink circles represent supporter-based interventions and blue circles
represent all other interventions

Acronyms: eSOC: enhanced standard of care; SOC: standard of care;



Additional Table 9.

Cross-table for fixed-effects NMA of viral suppression in the LMIC peer network

0.78 0.95 0.94
(0.55, 1.12) (0.36, 2.49) (0.65, 1.36)
151 1.19 1.44 1.42
(0.34, 7.51) (0.26, 6.15) (0.24, 9.27) (0.34, 6.78)
1.27 0.84 121 1.20
(0.90, 1.81) (0.16, 3.88) (0.4, 3.39) (0.72, 1.99)
1.05 0.69 0.83 0.99
(0.40, 2.76) (0.11, 4.11) (0.30, 2.28) (0.35, 2.75)
1.07 0.70 0.84 1.01
(0.73, 1.54) (0.15, 2.98) (0.50, 1.39) (0.36, 2.86)

Note: Each cell represents the estimated comparative effect (odds ratio and 95% credible interval). In the cells below the diagonal, the ORs show comparative effects
of the row interventions relative to the column treatment (e.g. the effect of SOC relative to eSOC is 1.51 with respect to viral suppression). In the cells above the
diagonal, the ORs show comparative effects of the column interventions relative to the row treatment (e.g. the effect of eSOC relative to SOC is 0.66 with respect to
viral suppression). Bold values indicate comparisons that are statistically significant. ORs above 1 indicate higher efficacy in adherence.

eSOC: enhanced standard of care; SOC: standard of care.



Appendix 6. Sensitivity analysis for ART adherence and viral suppression

Additional Table 10. Fixed-effects NMA of adherence at 24 weeks in the global peer network

1.33 0.42
(0.79, 2.24) (0.27, 0.66)
0.68 0.90 0.29
(0.27,1.72) (0.42,1.95) (0.10, 0.80)
0.75 1.10 0.32
(0.45, 1.26) (0.51, 2.38) (0.16, 0.63)
2.38 3.49 3.15
(1.52,3.73) (1.25,9.82) (1.60, 6.27)

Note: Each cell represents the estimated comparative effect (odds ratio and 95% credible interval). In the cells below the diagonal, the ORs show comparative effects of the row interventions relative to the column treatment (e.g. the
effect of SOC relative to CBT is 0.68 with respect to adherence). In the cells above the diagonal, the ORs show comparative effects of the column interventions relative to the row treatment (e.g. the effect of CBT relative to SOC is
1.47 with respect to adherence). Bold values indicate comparisons that are statistically significant. ORs above 1 indicate higher efficacy in adherence.

CBT: cognitive behavioral therapy; eSOC: enhanced standard of care; SOC: standard of care.

Additional Table 11. Fixed-effects NMA of adherence at 48 weeks in the global peer network

Note: Each cell represents the estimated comparative effect (odds ratio and 95% credible interval). In the cells below the diagonal, the ORs show comparative effects of the row interventions relative to the column treatment (e.g. the
effect of SOC relative to eSOC is 0.21 with respect to adherence). In the cells above the diagonal, the ORs show comparative effects of the column interventions relative to the row treatment (e.g. the effect of eSOC relative to SOC

is 4.73 with respect to adherence). Bold values indicate comparisons that are statistically significant. ORs above 1 indicate higher efficacy in adherence.
CBT: cognitive behavioral therapy; eSOC: enhanced standard of care; SOC: standard of care.

473 1.37 3.10 1.70 3.36 0.21 1.23
(0.21, 213.86) (0.63, 2.97) (0.08, 163.53) (0.80, 3.66) (0.14, 156.01) (0.08,0.53) (0.82, 1.82)
021 0.29 0.67 0.36 0.70 0.04 0.26
(0.00, 4.70) (0.01, 7.34) (0.10, 2.56) (0.01, 9.07) (0.39, 1.25) (0.00, 1.13) (0.01, 5.71)
073 3.45 2.25 1.24 2.43 0.15 0.89
(0.34, 1.58) (0.14, 172.60) (0.05, 132.29) (0.61, 2.55) (0.09, 125.95) (0.04, 0.51) (0.37,2.12)
0.32 150 0.44 055 1.07 0.07 0.40
(0.01, 12.54) (0.39, 10.34) (0.01, 18.82) (0.01, 23.20) (0.24,7.94) (0.00, 2.89) (0.01, 15.06)
059 2.80 0.81 1.83 1.99 0.12 0.72
(0.27, 1.25) (0.11, 134.30) (0.39, 1.65) (0.04, 104.50) (0.07, 98.23) (0.03, 0.41) (0.30, 1.68)
0.30 1.42 0.41 0.94 0.50 0.06 0.37
(0.01,7.21) (0.80, 2.56) (0.01, 11.12) (0.13, 4.12) (0.01, 13.44) (0.00, 1.69) (0.01, 8.66)
4.84 23.24 6.67 1511 8.27 16.35 5.95
(1.88, 13.32) (0.88, 1100.00) (1.97, 23.61) (0.35, 890.80) (2.46,29.13) (0.59, 792.70) (2.14, 17.55)
0.82 3.86 112 251 1.38 271 017
(0.55, 1.21) (0.17, 174.50) (0.47, 2.68) (0.07, 133.80) (0.60, 3.31) (0.12, 126.00) (0.06, 0.47)




Additional Table 12. Fixed-effects NMA of viral suppression at 48 weeks in the global peer network

0.70 1.42 0.95 1.23
(0.31, 1.58) (0.68, 3.05) (0.36, 2.47) (0.85, 1.78)
1.15 0.81 1.65 1.09 1.42
(0.26, 5.49) (0.15, 4.69) (0.31,9.34) (0.19, 6.78) (0.34, 6.57)
1.43 1.24 2.02 1.36 1.76
(0.63,3.23) (0.21, 6.73) (0.94, 4.45) (0.39, 4.74) (0.72, 4.32)
0.71 0.61 0.49 0.67 0.87
(0.33, 1.47) (0.11, 3.23) (0.22, 1.06) (0.20, 2.23) (0.37, 2.00)
1.06 0.92 0.74 1.50 1.30
(0.41, 2.74) (0.15, 5.23) (0.21, 2.54) (0.45, 5.03) (0.47, 3.59)
0.81 0.70 0.57 1.15 0.77
(0.56, 1.18) (0.15, 2.96) (0.23, 1.40) (0.50, 2.70) (0.28, 2.13)

Note: Each cell represents the estimated comparative effect (odds ratio and 95% credible interval). In the cells below the diagonal, the ORs show comparative effects of the row interventions relative to the column treatment (e.g. the
effect of SOC relative to eSOC is 1.15 with respect to adherence). In the cells above the diagonal, the ORs show comparative effects of the column interventions relative to the row treatment (e.qg. the effect of eSOC relative to SOC
is 0.87 with respect to adherence). Bold values indicate comparisons that are statistically significant. ORs above 1 indicate higher efficacy in adherence.

CBT: cognitive behavioral therapy; eSOC: enhanced standard of care; SOC: standard of care.
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