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Ghana has made significant progress in the fight against HIV and AIDS. At the 

end of 2015, an estimated 272 092 people were living with HIV and 81 987 of 

them were receiving antiretroviral therapy (ART). In 2016, the National AIDS/STI 

Control Programme (NACP) adopted the new World Health Organization (WHO) 

recommendations to treat all people living with HIV with ART, regardless of immune 

status or clinical stage. The adoption of this recommendation sits alongside the 

ambitious 90-90-90 targets to ensure that 90% of people living with HIV (PLHIV) 

know their status, 90% of people who know their status are on ART, and 90% of those 

on treatment are virologically suppressed. 

To achieve these targets, Ghana’s national strategic plan (2016-2020) has set the goal 

of testing approximately 13 million people by 2020 and of increasing ART coverage 

from the current 35% to 90% by treating 229 920 people with ART.

To achieve these targets, current programmatic approaches will have to be adapted. 

The Guidelines for Antiretroviral Therapy in Ghana (2016) describe the “What” of 

ART delivery, outlining the threshold and ART regimen that should be used and how 

clients on ART should be monitored. This manual is aimed at outlining the “How” 

of HIV care and describes how services may be diferentiated according to clients’ 

clinical requirements and according to the specifc populations’ needs (for example, 

pregnant or breastfeeding women, children and adolescents, and key populations).

Foreword

Differentiated service delivery describes how services may be adapted to reflect the 

clients’ needs and preferences, as well as reduce the burden of care for healthcare 

workers. Such adaptations may be made across the cascade of HIV care from 

testing to virological suppression, including the adaptation of services to specifc 

populations. The NACP has endorsed the models of service delivery described in this 

manual; however, the choice of model in any given district will ultimately be decided 

after analysis of local data and an assessment of challenges being faced by both 

healthcare workers and clients. 
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It is my wish to encourage healthcare workers and patients to work together to 

achieve the 90-90-90 goals and to further learn from adapting our HIV services in 

Ghana to provide quality, client-centred care that enhances the lives of those living 

with HIV while continuing to impact on the control of the epidemic.

Dr Anthony Nsiah-Asare

Director General, Ghana Health Service
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ANC Antenatal care 
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AZT Zidovudine

CHPS Community-based Health 

Planning and Services 

CSO Community service 
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How to use this book

The content of this manual follows the flow of the HIV care and treatment cascade 

from HIV testing through to viral load monitoring of a client on ART.

Throughout the manual the following icons will be used to signpost the reader to 

important issues for implementation or considerations for specifc populations.

Pregnant and 

breastfeeding women

Adolescents

Children

Key populations 

Special considerations related to:

Important information



x

1
INTRODUCTION TO 
DIFFERENTIATED 
SERVICE DELIVERY 
FOR HIV



Introduction to differentiated service delivery for HIV 2

In 2016, the Joint United Nations Programme on HIV and AIDS (UNAIDS) reported 

that 53% of all people living with HIV (36.9 million) were receiving antiretroviral 

therapy (ART) worldwide. Under the global coordination of UNAIDS and the World 

Health Organization (WHO), further ambitious targets have been set. By 2020, 90% 

of all people living with HIV (PLHIV) should know their HIV status, 90% of all people 

diagnosed with HIV infection will receive antiretroviral therapy, and 90% of all people 

receiving antiretroviral therapy should achieve virological suppression. In 2015, WHO 

also recommended the “treat all” policy, where all clients diagnosed with HIV are 

eligible for ART regardless of CD4 count or clinical stage.

Ghana, under the direction of the National AIDS/STI Control Programme (NACP) and 

the Ghana AIDS Commission, has embraced these international targets within its 

national strategic plan for 2016-2020. Ambitious targets have been set for testing, 

ART coverage, access to viral load testing and levels of virological suppression. 

Targets set for 2020 demand that three times as many people are tested for HIV and 

three times as many clients are initiated on ART compared with the achievements 

documented in the 2015 NACP national report. In order to achieve these ambitious 

goals, in a context where healthcare workers are overburdened and clients face 

fnancial and practical barriers to access care, including high levels of stigma, the 

current approach to HIV service delivery will have to be adapted. 

Differentiated service delivery is a client-centred approach to address these 

challenges by adapting services to the needs of clients while reducing the burden on 

the health system. The principles of diferentiated service delivery may be applied 

across the cascade from testing through to ART initiation, long-term ART delivery 

and achieving virological suppression. Differentiated service delivery is also not just 

for stable adult clients. Service delivery should be adapted for clients with advanced 

HIV disease both at ART initiation, where there is evidence of treatment failure on 

ART and for specifc populations. 

To define the characteristics of the client for whom services are being differentiated, 

three elements should be considered: 

• The contextual setting 

• The clinical characteristics 

• The specific population. 
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The contextual setting of the client will have a strong influence on how services are 

adapted. Differences in HIV prevalence geographically and in resourcing constraints 

will influence the priority given to certain interventions. Likewise, implementation 

experience shows that some models of care may be more acceptable in urban than in 

rural settings.

Regarding clinical characteristics, WHO defines four subgroups of clients:

• Individuals presenting or returning to care with advanced HIV disease (WHO 
3Stage 3 or 4 disease and/or CD4 <200 cells/mm ) . Such individuals may or may 

not have had previous ART exposure

• Individuals presenting or returning to care when clinically well (absence of WHO 
3Stage 3 or 4 disease and CD4 >200 cells/mm  ) . Such individuals may or may not 

have had previous ART exposure

• Individuals who are clinically stable on ART (see section 4.4 and 5.1.3 for Ghana’s 

defnition of clinical stability on ART for adults and children) 

• Individuals receiving an ART regimen that is failing.

In addition to these categories, the presence of a co-infection (TB and hepatitis B or 

C) or other co-morbidity (diabetes and hypertension) may also alter how services will 

be delivered in both outpatient and inpatient settings. 

The specific populations commonly considered when differentiating HIV services 

include:

Pregnant and 

breastfeeding women
Children and 

adolescents

Key populations 
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Figure 1 summarizes these elements that guide for whom HIV testing and ART 

services are diferentiated.

Figure 1: The three elements of differentiated service delivery
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• The aim of this manual is to outline options for differentiated service delivery 

across the HIV care and treatment cascade that have been endorsed by NACP. 

• The selection of strategies for implementation should be guided by a local 

situation analysis of data and assessment of healthcare worker and client 

experiences of HIV services. 

• Diferentiated service delivery models should be implemented to address specific 

challenges and prioritized to address the gaps in meeting the 90-90-90 targets. 

A questionnaire to guide this assessment at site level can be found in Appendix 1. 

Figure 3 outlines the steps in this decision-making process for the implementation of 

differentiated service delivery. 

WHERE

WHO WHAT

WHEN

Figure 2: The building blocks of differentiated service delivery

Once the elements have been selected, a model of testing, initiation or ART delivery 

can be built using the building blocks of When, Where, Who (which cadre of 

healthcare worker) and What is provided, as part of a tailored service delivery model 

(Figure 2).
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Situation analysis

Define challenges for each facility

Decision-making process for diferentiated service delivery

• Use the questionnaire in Appendix 1 to guide your assessment.

• Assess facility routine monitoring and evaluation data and clinic workload.

• If possible, disaggregated data by age and specific population.

• Assess challenges being faced by your healthcare workers (HCWs).

• Assess challenges being faced by clients in your health facilities.

• Assess activities of civil society organizations (CSOs).

• What are the challenges faced by most of the facilities in your district?

• What are the challenges specific to selected facilities or specific 

populations?

• Define which specific population will benefit from differentiated service 

delivery models for HIV testing or ART delivery.

• If there are several service delivery models identified, which should be 

implemented immediately and which in the medium or longer term?

STEP 1

STEP 2

STEP 3

Figure 3: Decision-making process for differentiated service 
delivery
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Design a differentiated service delivery model 

Implement and monitor

For testing, ask:

• Where and how is PITC ofered 

at the facility?

• Is index client testing and 

partner notification performed?

• Is targeted community testing 

for specific populations 

performed?

For ART delivery, ask:

• Is the maximum refill being 

ofered?

• Could ART be offered on 

additional days of the week?

Design the service delivery model for testing or ART delivery using the 

building blocks.

HIV testing services: ART service delivery models:

WHERE

WHO WHAT

WHEN WHERE

WHO WHAT

WHEN

• Implement the differentiated service delivery model for HIV testing or ART 

delivery.

• Monitor and evaluate the model’s impact.

• Consider further adaptation of the service delivery model to address any 

ongoing identifed challenges.

STEP 4

STEP 5
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2
SUMMARY OF 

RECOMMENDATIONS 

FOR DIFFERENTIATED 

SERVICE DELIVERY 

FOR HIV IN GHANA
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Where are HIV testing and 
ART services provided?
HIV testing and ART services will be decentralized in a phased approach to all 

hospitals, health centres and Community-based Health Planning and Services (CHPS) 

sites in Ghana. The process of decentralization is further considered in Section 4.1.

As a priority, all sites should provide HIV testing services.

Who provides HIV testing 
and ART services? 
A task-sharing policy has been adopted, supporting the role of nurses in the provision 

of ART care and specifc roles for lay workers. For details of which healthcare worker 

can provide HIV testing and treatment services throughout this document, please 

refer to the Ghana Health Service Operational Policy and Implementation Guidelines 

on Task Sharing (2017).
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Table 1: Diferentiated HIV testing services (see Chapter 3)

General adult population

Provider-initiated testing and counselling (PITC) should be offered in all health 

facilities, including CHPS sites, during government-defned opening hours. This 

should include overnight and weekends     for facilities providing maternity and 

inpatient care. 

HIV testing should be prioritised in any client:

• HIV testing should be offered in outpatient departments (OPDs) and specialist 

clinics and at the laboratory. 

• Index client testing and partner notifcation is a priority high-yield HIV testing 

strategy. This should be performed at the facility and in the community (see  

page 22–23). 

• Targeted (specific population-based) community-based outreach testing, for 

example, for key populations and men    , should be planned quarterly within all 

districts. 

HIV self-testing (HIVST) will be phased in to support index client and key 

population HIV testing services. 

With symptoms or 

signs suggestive of HIV With STI symptoms With TB

Presenting to the 

emergency room

In inpatient 

departments (IPD)
In ANC/PNC clinic
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Special considerations for children and adolescents

• The “mature minor” and “best interests of the child” principles must be appl ied 

when considering HIV testing services (HTS) for children and adolescents.

• All children born to HIV-positive mothers must be offered HTS (PMTCT 

programme; index client testing).

• Opt-out PITC should be offered to all children presenting to the emergency 

room, IPD or malnutrition services. 

• PITC should be offered to all children attending the under-5 clinic.

• Children and adolescents older than 5 years attending OPD should be 

prioritized for testing using the screening questions (shown on page 57). 

Special considerations for key populations

• Timing of community-based HTS for key populations  

should be adapted to their needs.

• Peers should be engaged for mobilization and testing. 

• HIVST will be phased in to support the scale up of HTS in key populations.

Table 2: Linkage to HIV care (see Chapter 3)

• All HIV-positive clients testing positive at a facility should be escorted (with 

their consent) to the point for ART registration and clinical assessment. 

• This should ideally be done by the HCW who has performed the test or by a lay 

worker (Model of Hope).

• All clients who have tested HIV positive in the community should be linked, with 

their consent, with a community health nurse or other community-based lay 

worker. 

• The person who has performed community testing should link the client to their 

ART site of choice and, after one month, follow up to ensure that linkage has 

occurred. 

• If not linked, tracing should be performed by the community-based HCW. 



Chapter 213

Table 3: Differentiated ART initiation (see Chapter 4 and 5)

All clients

• All approved ART and PMTCT sites should offer ART initiation. 

• All clients should aim to be initiated within 7 days of diagnosis unless there is a 

clear clinical or psychosocial contraindication.

• All clients should be offered the option of same-day initiation. This must include 

an assessment of both clinical and psychosocial readiness. 

• ART preparation should assess clinical and psychological readiness following 

the steps outlined in the Guidelines for  Antiretroviral Therapy in Ghana (2017).

• ART initiation should be differentiated to determine whether the client is 

identifed as having early or advanced HIV disease (Stage 3 or 4 and/or CD4 

<200 cells/mm3) (Page 30). 

• Performance of any routine baseline laboratory investigation should not delay 

initiation of ART if the client is otherwise clinically and psychologically ready 

to initiate ART. ‘Baseline’ means tests done in the early stages of ART initiation 

and not only tests done prior to initiation where clinically indicated.

• CD4 may be performed, if available, at baseline to determine whether the client 

has early or advanced HIV disease. 

• Other baseline investigations should be performed as clinically indicated.

Special considerations for pregnant and breastfeeding women

Pregnant and breastfeeding women should be encouraged to initiate ART on the 

same day as diagnosis of HIV to prevent transmission to their infant.

Special considerations for children and adolescents

Same-day initiation or initiation within 7 days should also be offered to children 

and adolescents. However, it must be ensured that the caretaker(s) has enough 

knowledge to provide ART to the child. 
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Table 4: Differentiated ART delivery for stable clients (see 
Chapter 4 and 5)  

Defnition of stable client (see page 34 and 59)

All stable clients will have a clinical review every 6 months 

All stable clients should have a 3-month refill ensured

General population

Clients should receive ART at the facility of their choice. 

ART follow up will be offered through the following options: 

• Individual facility-based fast-track refill

• Group facility-based ART refill

• Health centre/CHPS/drop-in centre/community pharmacy refill 

Special considerations for children and adolescents  

(see Section 5.1.3)

• Children aged 0-2 years should be reviewed monthly. Mother and child should 

be seen in maternal and child health (MCH) settings in a family approach.

• Children aged 2-5 years should be reviewed 3 monthly. Mother and child should 

be seen in MCH in a family approach.

• Children older than 5 years should be reviewed in OPD or ART clinic, 3 monthly 

until fully disclosed and on adult doses. 

• For children over 5 years who are clinically stable, on adult doses and fully 

disclosed, clinical review may be 6 monthly with 3-monthly ART refills.

• Book mothers and their children on the same-day “family” approach.

• Offer group refill options for mothers and young children and adolescents.

• In particular, adolescents and young adults may benefit from a group refill 

strategy. 

• Engage adolescent and young adult peers to facilitate group refill strategies. 
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Special considerations for pregnant and breastfeeding women  

(see Section 5.2.3)

• PMTCT/ART and sexual and reproductive health (SRH) services should be 

integrated antenatally, at delivery and postnatally (same day, same clinic and 

same healthcare worker).

• Mother and exposed infant should be seen on the same day in the MCH “family 

approach”.

• Newly diagnosed women initiated on ART should be reviewed at 2 weeks and 

then monthly until the exposed baby is 6 months, and then 3 monthly.

• Women already on ART may choose to receive ART in MCH or through their 

existing refll model of choice. They must, however, attend for the additional 

ANC and exposed baby follow up.

Special considerations for key populations (see Section 5.3.2)

• An integrated package of medical care should be tailored to the specific needs 

of the key population. 

• Services for key populations should be integrated into existing services. 

• Healthcare workers should provide the integrated package of services in a non-

judgemental manner. 

• If feasible, specific times for clinics for key populations’ services may be 

allocated.

• Peers should be engaged to support adherence and defaulter tracing activities.

• Clients who are stable should be offered the same refill options as the general 

population.

• Clients within a key population may choose to form their own group refill 

option.

• Drop-in centres for key populations may also serve as refill sites.
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Table 5: Differentiated ART delivery for clients with high viral 
load

All clients

• Viral load should be taken at 6 and 12 months on ART and annually thereafter.

• Follow national guidelines for management  of clients with VL >1 000 copies/ml.

• Clients on ART presenting with VL >1 000 copies/ml and advanced HIV disease 

(WHO Stage 3 or 4 and/or CD4 <200 cells/mm3) should be assessed urgently 

and an expedited switch to second line therapy considered based on clinical 

assessment and likelihood of resistance.

• Flagging systems should be in place to identify who needs a VL taken and who 

has a VL >1 000 copies/ml.

• Clinics should offer enhanced adherence counselling. 

• Where a site does not have a trained clinician to switch, remote decision 

support should be utilized. 

• The decision to switch to second line should take no longer than 2 weeks from 

the receipt of the second high viral load >1 000 copies/ml.

• Patients on second-line ART who have a VL <1 000 copies/ml should be offered 

refll options for stable clients.
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3
DIFFERENTIATED 

HIV TESTING 

SERVICES
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In 2015, 955 674 people in Ghana were tested for HIV. To reach the first “90”, a target 

of testing 13 million people by 2020 has been set within the Ghana national strategic 

plan. Currently, the majority (73%) of tests performed are on pregnant women in 

antenatal care (ANC), where HIV testing has been fully integrated. In 2015, only 11% of 

tests were performed on men. 

In addition to improving access to HIV testing, differentiated testing models should 

be prioritized to identify those people living with HIV who do not yet know their 

status in order to appropriately link them to HIV services. Hence, identifying high-

yield testing strategies for the general population and supporting testing in specifc 

populations with high HIV prevalence (female sex workers and men who have sex 

with men) should be prioritized.

For the general population, high-yield strategies that should be prioritized include:

• Facility-based provider-initiated testing and counselling (PITC). All clients 

presenting with sexually transmitted infection (STIs), TB and clients presenting 

with symptoms and signs of HIV should be tested with priority.

• Index client testing both at facility and community.

3.1 The building blocks of HTS 
services for the general adult 
population

3.1.1 Where should HTS services be 
offered?

Facility-based HIV testing services
Facility-based testing services are a priority strategy to reach the general population. 

All health facilities in Ghana, including Community-based Health Planning and 

Services (CHPS) sites, should offer HIV testing services.
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The following clients should all be offered HTS:

• Any client voluntarily attending the health facility for HIV testing should be 

provided with the service directly. 

• All clients presenting to any service with signs or symptoms of HIV should be 

offered HTS. 

• For clients attending for another health reason, PITC should be prioritized in 

the following entry points   for both adults and children, regardless of whether 

there are signs or symptoms suggestive of HIV:

STI clinic (or anyone presenting with 

symptoms of STIs)TB clinic

Emergency room

Inpatient department (IPD) 

ANC/PNC

• HTS should be offered to all inpatients 

• All wards should have a trained HTS provider to ensure all 

inpatients have been informed of the importance of testing for HIV 

and to perform the test.

• Those consenting should be tested on the ward and should not 

need to move to another site within the hospital to be tested. 
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For all other clients attending OPD, specialist clinics and the laboratory, HTS 

should be promoted by: 

• Explaining the benefits of HIV testing 

• Directing clients who choose to be tested to the appropriate HCW, who is trained 

to perform HTS, or to the laboratory.

Community-based HIV testing services
Generalized community-based HIV testing campaigns are low yield and hence 

may not be cost effective in a lower-prevalence setting. Community-based testing 

activities should be targeted at:

• Men (see Section 3.3)

• Key populations (female sex workers, MSM, PWID) (see Section 5.3.1 on 

diferentiated HTS for specifc populations)

• Testing partners and children of an identified index client (see SOPs on Page 

22–23 for index client testing).

3.1.2    Who provides HTS? 
All cadres, including lay workers, may perform HIV rapid testing (refer to the Ghana 

Health Service Guidelines on Task Sharing) if they have received the approved 

training. Laboratory services at the district hospital must ensure that quality 

assurance mechanisms are in place for all healthcare workers and lay cadres 

performing HIV testing. 

HIV self-testing, where the client performs the test themselves, is being introduced in 

a phased approach. Self-testing may have a role in the testing and re-testing of high-

risk key populations and in performing index client testing. HIV self-testing may be 

implemented using a range of strategies:

• Distribution: from the facility or in the community

• Testing: supervised, semi-supervised or unsupervised.
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3.1.3 When is HTS provided?
All sites should provide HTS during working hours. 

Any sites providing maternity or IPD services should have a staf member who is 

trained to perform HTS 24 hours a day.

3.1.4 What  services are provided during 
HTS?
For clients older than 18 months old, HIV rapid testing is performed following the 

national testing algorithm. For children younger than 18 months old, the early infant 

diagnosis (EID) algorithm should be followed.

In community-based testing (including community-based index client testing), an 

integrated approach to HTS should be taken. During community testing, the following 

health screening activities may be offered:

• Screening for malnutrition

• BP check

• Glucose check

• TB screening

• STI screening

• HIV testing. 
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3.2 Partner notification and 
index client testing 
WHO strongly recommends testing the partners and children of a known HIV-

positive client, and this is a priority in low-prevalence settings. Partner notification 

is a voluntary process where a trained healthcare worker asks people diagnosed 

with HIV about their sexual partners and, if the client agrees, offers these partners 

HTS. Partner notifcation may be passive or assisted. In addition, any child of an HIV-

positive client should also be offered HIV testing.

Passive notifcation is when HIV-positive clients are encouraged by a trained 

healthcare worker to disclose their status to their sexual or drug injecting partners by 

themselves and to suggest HTS to the partner. 

Assisted partner notifcation is when a consenting HIV-positive client is assisted by 

a trained healthcare worker to disclose their status or to anonymously notify their 

sexual partners. The provider then offers HTS to these partners. Assisted partner 

notification is done using contract referral, provider referral or dual referral.

• Contract referral: The client makes a contract with a trained healthcare worker 

and agrees to disclose their status by themselves and to refer their partner to HTS 

within a specific time. If the partner does not access HTS, the healthcare worker 

will contact the partner directly to offer HTS. 

• Provider referral   is when, with the consent of the HIV-positive client, a trained 

healthcare worker confidentially contacts the person’s partner directly and offers 

the partner voluntary HTS.

• Dual referral is when a trained healthcare worker accompanies and provides 

support to the HIV-positive client when they disclose their status and may then 

provide HTS to the partner.

Capacity building to support HCWs to perform index client testing and partner 

notification will be integrated into the HCW HIV training package.
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STANDARD OPERATING PROCEDURE 
FOR PARTNER NOTIFICATION AND 
INDEX CLIENT TESTING IN GHANA

1. All clients, when tested HIV positive, should be advised to invite the following 

people for HTS:

• Their current and previous sexual partners if their status is unknown or they 

have not been tested within the past six months 

• Their children of any age if their status is unknown 

• Other close household contacts.

2. Information on the status of partners and family members should be recorded in 

the client care booklet. 

3. Where the client agrees to notify and invite their current partner, previous 

partners and children to attend, they should be given one month to attend for 

HTS.

4. Where the client does not agree to notify the current partner or previous 

partners, the healthcare worker should offer to perform assisted anonymous or 

dual notification of the partner.

5. If the client has agreed to invite their partners and children for HTS, and they have 

not attended after one month, community-based index client testing should be 

offered. With the client’s consent, the community health nurse or community 

volunteer who is trained to test should be informed of the index family to 

be tested. Facilities should establish links with their local CSOs to support 

community-based testing. 

6. HIV testing should be offered at home or in an agreed community location by the 

community health nurse or community volunteer as part of an integrated health 

screen, including screening for malnutrition, hypertension, diabetes, TB, STIs and 

HIV. 

7. The person performing the test should then ensure linkage to ART services for 

any client who tests HIV positive. 
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8. In the future, HIV self-test kits may also be provided to the index client at the 

facility so that they can perform the HIV test for their partner and children at 

home. With the client’s consent, their community health nurse should follow up 

the outcome of the test during a routine home visit and ensure linkage of any HIV-

positive client to the facility.

Figure 4: Algorithm for partner notification and index case testing

HIV-positive index client

Current and previous partner 

unknown  or negative status more 

than 6 months ago

Children unknown   status

Ensure linkage to care for any 

HIV positive client 

Partner/s and 

children tested  

HIV-positive 

clients initiated 

on ART

HIV-negative 

clients offered 

preventive 

services

Partner and children 

not tested  after one 

month

Initiate community-based 

index client testing 

(HIV self-testing for index 

client testing will be phased 

in to support community 

based index client testing) 

Client 

agrees 

to 

HCW-assisted 

partner 

notification 

by provider or 

dual referral

?

?

Partner known  HIV positive

Children HIV status known

Index client does not agree 

to invite partners and 

children for testing

Index client agrees  to invite 

partners and children for testing

Client 

does not 

agree to 
assisted partner 

notification

Continue to 
counsel about 

benefits of 
partner and family 
knowing status
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3.3 Differentiated HTS for men 
To reach men, community-based workplace testing should be considered. HIV 

testing within military services and private firms, such as security services, should be 

integrated within the district’s community testing strategy. Other hotspots for testing 

men during outreach may include tro tro stations and testing of male partners at bars 

during moonlight activities for female sex workers (FSW). 

WHERE

WHO WHAT

WHEN

Workplace testing (military, security 

frms, etc.)

Hotspots (e.g., tro tro stations, bars)

During working hours, as agreed with 

employers

 Integrate within any routine medical 

performed or run annual screening 

campaign at workplace

During evening activities linked with  

key population HTS services

Mobilization: health personel within the 

workplace 

In community: where feasible, a male 

HIV-positive client 

Testing: any trained healthcare worker

Aim to offer as part of an integrated 

health screening package with 

nutrition, BP, diabetes, TB, STI and 

HIV screening
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3.4 Linkage to ART services 

• All clients testing HIV positive should be proactively linked to ART 

services.

• The person performing the HIV test should ensure that the client is 

linked to ART services. 

• With the client’s consent, their contact details should be documented 

in the HTS register and the client’s chosen ART site recorded.

• Where the client has been tested in the community, the healthcare 

worker or lay cadre performing HIV testing should discuss options 

for ART sites and the client should, with their consent, be linked 

to a healthcare worker or volunteer (for example, model of hope) 

from their community.

• Clients who tested HIV positive in the previous month should be 

followed up to ensure that they have linked to care either through 

cross-reference in the ART register or by contacting the client by 

phone. 

• If the client has not linked to care, they should be provided with 

further counselling if reached by phone. 

• Where they are not contactable by phone, the community health 

nurse or model of hope volunteer should schedule a home visit as 

part of routine health promotion activities to encourage the client 

to access services. 

• In large facilities, linkage may require escorting the client to be 

registered in the clinic where ART services are offered. 

• For clients identified as HIV positive when they are inpatients, 

ART should be initiated in the ward (unless delayed initiation 

is indicated due to clinical reasons, such as treatment of 

cryptococcal meningitis) and a clear referral plan made with the 

client’s preferred ART site.
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4
DIFFERENTIATED 

ART DELIVERY
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4.1: Decentralization of ART 
delivery

At the end of 2016, there were 245 certified ART sites in Ghana, the majority of them 

in district hospitals. In addition, a further 2 748 sites provide prevention of mother-

to-child transmission (PMTCT) services to HIV-positive pregnant and breastfeeding 

women. Once discharged from PMTCT services (when the baby is 18 months old), 

these women are then referred to their nearest ART site.

Decentralization of ART care, taking services closer to people’s homes, has been 

shown to improve retention on ART. By decentralizing to lower-level facilities, the 

health system avoids overcrowding of centralized sites and reduces the burden of 

travel time and costs for the clients. 

As part of the strategy to reach the second “90” target, the NACP plans to 

decentralize ART initiation and treatment to all health facilities with an initial 400 

PMTCT sites identified for conversion to ART sites. To prioritize which sites should 

Decentralization of ART delivery has been shown to improve 

retention in care and is strongly recommended by WHO.

Decentralization of ART delivery can reduce the burden/cost to the health 

system and reduce the burden of transport costs for the client. 

In Ghana, district HIV focal points, in collaboration with NACP leadership, should 

undergo an assessment to determine the need for additional approved ART sites 

in their district (all sites should offer HTS).

Where it is decided that a site (including CHPS sites) should not yet become 

an approved ART site, the health centre, CHPS, drop in centre or community 

pharmacy refill option (see page 37) may still be offered to clients from these 

sites.

Patients should be informed about facilities close to them, but the patient retains 

the choice of where to receive their ART services.
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become ART sites first, districts should analyse their local data. To be classified as 

an ART centre (providing initiation and follow up of adult, paediatric and PMTCT 

services), the site must be assessed using the accreditation for antiretroviral therapy 

in Ghana, national guidelines and site assessment Ghana Health Service document 

(2006). In addition, where sites are not chosen to become formal ART sites, patients 

opting for the health centre and CHPS refill option (see page 38) may, once classified 

as stable, receive their refills at their nearest site through this option.

At all times, the patient should remain with the choice of which facility they would like 

to visit to receive ART, allowing those clients who wish to access ART at a site nearer 

their workplace or choose a site away from their community to overcome issues of 

stigma to do so.

As decentralized ART sites are approved and additional health centre and CHPS refill 

sites set up, clients already on ART at existing centralized sites should be offered the 

choice to transfer to a facility closer to their home or work. New clients should be 

encouraged to access ART at their nearest ART facility, but should always be offered 

a choice.

Phased approach to decentralization       
Note: Selection of regions and sites to prioritize for further decentralization of HIV 

care will be guided by an assessment of local data. 

Phase 1: 

Ofer ART clients a referral to an existing ART site closer to their home. 

Phase 2: 

• Approve existing PMTCT sites as ART sites based on a demand analysis. 

• Establish health centre and CHPS refill sites based on a demand analysis.

Phase 3: 

Approval of non-PMTCT sites as new ART sites based on a demand analysis.

This phased approach to decentralization may be introduced alongside the 

introduction of refill options for stable clients, as outlined in Section 4.4. 
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4.2 Differentiated ART 
initiation

For all clients (including those initiating ART after a period 

of treatment interruption), assessment of both clinical and 

psychosocial readiness should be made before initiating ART.

Timing of ART initiation

• Unless there is a clinical indication for delaying ART (such as treatment of TB 

or cryptococcal meningitis), all clients should aim to be initiated within seven 

days from diagnosis, providing the necessary counselling support. 

• Where assessed as both clinically and psychosocially ready, ART may be 

offered on the same day as diagnosis. Ongoing treatment literacy counselling 

should be offered at subsequent visits.

Laboratory investigation

• Performance of any routine baseline laboratory investigation should not delay 

initiation of ART if the client is otherwise clinically and psychologically ready 

to initiate ART.

• ‘Baseline’ means tests done in the early stages of ART initiation and not only 

tests done prior to initiation 

• Where clinically indicated:

• CD4 may be performed, if available, at baseline to determine whether the 

client has early or advanced HIV disease. 

• Other baseline investigations should be performed as clinically indicated.

• Where there is no immediate clinical indication, baseline laboratory tests 

(as defined in the Guidelines for Antiretroviral Therapy in Ghana 2017) 

may be performed after initiation.

For clients with advanced HIV disease (WHO Stage 3 or 4 and/or CD4 <200  

cells/mm3), an additional package of interventions should be offered at initiation 

(Page 31).

Involvement of a treatment supporter is encouraged, but is not compulsory for 

ART to be initiated.
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The preparatory steps for ART initiation (clinical assessment, baseline investigations 

counselling preparation) are described in the Guidelines for Antiretroviral Therapy in 

Ghana. 

ART initiation can be differentiated according to the following 
categories of client:

• ART initiation for individuals presenting to care when clinically well (Stage 1 and 2 

and CD4 >200 cells/mm3)

• ART initiation for individuals presenting to care with advanced HIV disease (Stage 

3 or 4 and/or CD4 <200 cells/mm3)

For all clients, the following points should be considered:

• Screen for TB with the TB screening tool and diagnose TB with Xpert MTB/Rif.

• Provide TB preventive therapy if TB screening is negative.

• Unless there is a clinical (such as TB and cryptococcal meningitis) or psychosocial 

contraindication (for example, patient in denial or with severe mental health 

problems and with no treatment supporter), all clients should be initiated on ART 

within seven days from diagnosis.

• Same-day initiation may be offered if the client is assessed to be clinically and 

psychologically ready.

• Where same-day initiation is considered, the focus of the counselling should be 

on making an adherence plan, the benefits of ART and how to deal with ART side 

effects. Recapping of basic HIV and ART knowledge can then be made at the 

subsequent ART follow-up visits.

• Clients who are not ready to initiate ART on the same day should have an 

appointment booked within seven days with the aim of recapping basic HIV and 

ART information and initiating therapy.

• Clients who are re-presenting to care after a period of treatment interruption 

should be assessed in the same way with a clinical and psychosocial assessment. 

Reasons for stopping treatment should be explored, but the client should not be 

judged or penalized for stopping medication. 

• Although two counselling sessions are recommended in the ART guidelines to 

cover basic information on HIV and ART, this information may be provided on the 

same day.
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Clients with advanced HIV disease should receive an additional 
package of interventions to decrease mortality during the frst 
months on ART. In Ghana, this package consists of:

• History, examination, investigation and treatment of any symptomatic 

opportunistic infections (OIs), such as TB, cryptoccocal meningitis and 

toxoplasmosis 

• Delay in ART initiation, as follows, if TB or cryptococcal disease is diagnosed: 

• TB treatment is started first, followed by ART as soon as practical within two 

weeks but not later than eight weeks after starting TB treatment. 

• Treatment for cryptococcal disease is started first, followed by ART. 

ART initiation should be deferred until after four weeks of induction and 

consolidation treatment with amphotericin B or after 4-6 weeks of treatment 

with high-dose fuconazole induction and a consolidation regimen. 

 • Provision of cotrimoxazole prophylaxis (for adults with Stage 3 or 4 disease 
3and/or CD4 <350 cells/mm ; for all adults where malaria and severe bacterial 

infections are endemic; and for all children with priority for those under 5 years)

• Where available, cryptococcal antigen (CrAg) screening for clients with CD4 <100 

cells/mm3 and treatment with pre-emptive fuconazole if CrAg positive. 

• Increased frequency of follow up during the first three months on ART, including 

linking with a community health nurse and/or community health worker who 

is able to perform home visits to ensure that the client’s clinical status has not 

deteriorated and the client is adhering to ART, prophylaxis and OI medication as 

prescribed.
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4.3 Follow-up schedule on ART

D0 Week 2 Month 1 Month 2 Month 3

Clinical

TB screening 

should be 

performed at each 

clinical visit 

 

Counselling

Laboratory

Tests should be 

performed at any 

time if clinically 

indicated 

CD4

Pregnancy test

If possible Cr if on 

TDF 

Hep B surface 

antigen 

Liver function tests

TB screening 

Hb if on 

AZT
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Month 4 Month 6 Month 8 Month 10 Month 12 Long-term follow up

Take VL Take VL If stable offer differentiated 

models for ART delivery 

(see section 4.4)

Give viral 

load key 

messages. 

(See 

Appendix 

4) 

Discuss 

refill 

options.

Adherence should be 

assessed by the healthcare 

provider at every clinical 

visit. 

If group follow up is 

chosen, group members 

give peer support for 

adherence. 

After Month 6, clients 

should see the counsellor 

only if a red-fag sign is 

picked up by the nurse, if 

client attends late or has a 

high viral load. 

VL

CD4 if 

VL not 

available

VL

Cd4 if 

VL not 

available

Viral load yearly

If no viral load available, 

CD4 6 monthly

Creatinine (TDF), HB (AZT) 

and ALT (NVP) should 

be performed annually if 

available. If not available, 

routinely check if there 

is any suspicion of side 

effects.

Activities performed 

by a clinician
Counselling
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4.4 Differentiated ART delivery 
for stable adult clients     
Definition of a stable adult (non-pregnant) client on ART

An adult client may be defined as stable when they have:

• Been on their current regimen (first or second line) for 12 months or longer 

• No current opportunistic infections and stable laboratory indicators if available 

• No adverse drug reactions

• A good understanding of lifelong adherence to ART and evidence of attending 

appointments on time

• VL <1 000 copies/ml or where VL not available, no decreasing CD4 and no 

persistent CD4 measurement below 100.

Frequency of clinical visits: 

All stable adult clients should be seen for a clinical assessment once every six months.

Frequency of ART refill

• It should be ensured that all stable clients are able to receive a minimum three-

month ART refill.

• At the six-monthly clinical visit, two three-month prescriptions should be made 

indicating the next refill date in three months and the next clinical visit in six 

months. 

• Longer refills should not be given to clients if, during a given supply period, it 

impacts on other stable clients receiving less than three months of ART supply. 

• Where the facility and supply chain can ensure a six-month refill for those clients 

choosing the individual facility-based six-month refill option, a six-month refill 

may be supplied. This must be coordinated with facility pharmacy staff and the 

national supply chain coordination.

• To standardize client follow up and supply chain planning, refills of four and five 

months should be avoided.



Differentiated ART delivery 36

• Refill duration may be adapted for clients who are travelling or children attending 

boarding school.

Documentation at refill visits 

• At refill visits, the client does not require a clinical assessment. 

• Therefore, at refill visits, documentation should reflect the date of visit, 

medication dispensed and date of next visit.

• Documentation for the health centre/CHPS/drop-in centre/community pharmacy 

refill is described in the standard operating procedures (SOPs) on page 46.

Options for ART delivery for stable adult clients

The decision to differentiate ART delivery should be based on a local situation 

analysis.

Before considering the differentiated ART delivery options, the following points 

should be addressed in all ART sites:

• Is there a plan for further decentralization of ART sites in the district?

• Is ART care integrated within the OPD setting? This should be the goal in all 

district hospitals, health centres and CHPS sites where healthcare workers have 

received ART training.

• If ART clients are booked on only 1-2 days per week and a particular ART day is 

heavily overbooked, consider the need to spread clients to additional days of the 

week. 

• Ensure that the maximum refill for each follow-up option is available through 

maintenance of accurate pharmacy data, timely ordering and collaboration with 

higher-level supply chain coordinators. 

• Consider offering ART refills outside school hours (evenings, weekends, holidays 

and vacation schedules) for children and adolescents.

• All sites must use an appointment system. This may be generated using the 

e-tracker or, where not available or in the health centre/CHPS refill option, a 

paper diary should be kept. 

• All sites (including health centre/CHPS refill sites) should follow the standard 

defaulter tracing SOP described on page 52–53.
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If all these points have been considered and there are still challenges related to 

facility congestion or long travel distances for clients, consider the alternative refill 

options described on page 37–38. 

It is important to emphasize that, if at any point the client has 

additional clinical needs, they can be seen by the clinician at any 

time. 

Clients must be educated on what symptoms and signs they should report in 

between appointments. These include:

• Symptoms and signs of TB: current cough, fever, weight loss, night sweats or 

other signs suggesting extrapulmonary TB, such as enlarged lymph nodes

• Persistent diarrhoea or vomiting 

• Ongoing or severe headache 

• Persistent fever

• New rashes

• Symptoms and signs related to side effects of medications.

The following options for follow up of stable adult clients may be offered from 

approved public and accredited private ART sites:

1. Individual facility-based fast-track refill

2. Group facility-based ART refill

3. Health centre/CHPS/drop-in centre/community pharmacy refill.  
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1. Individual facility-based fast-track refill 
(see SOP, page 39)    
This is a facility-based individual model.

Target duration 30 minutes 

Clients are seen individually every six months by a trained clinician (nurse, physician’s 

assistant or doctor) and prescribed two three-month scripts of ART. As noted on 

page 34, if the supply chain is ensured, clients may also be given the choice of 

receiving all six months of ART. Where the refill is three monthly, clients collect 

their refills directly from the dispensing point and, when pre-packed, these may be 

distributed by a lay worker. They do not queue to see the clinician. The client can 

collect the medication at any time during clinic opening hours on his/her refll day. 

This model has most value in health facilities where dispensing is performed in a 

separate room and by a different HCW to the clinical consultation.

2. Group facility-based ART refill  
(see SOP page 42)
This is a facility-based healthcare worker-managed group model.

Target duration 30-60 minutes

• Experience to date suggests that this model is more popular in health facilities 

with large cohorts and in urban areas

• As a group model, it provides additional peer support. 

Clients are organized into groups of 5-20 and booked at a specific time to meet at the 

facility. To establish a group dynamic for peer support, clients meet at the facility as 

a group every three months. Group discussion is facilitated by a HCW or lay worker 

(such as a model of hope volunteer) and medication is distributed during the meeting. 

Where the group is facilitated by a lay worker, the medication should be pre-packed 

in labelled bags at the refill visit. Every three months, they meet as a group and every 

six months, in addition to the group meeting, they will be seen individually for a 

clinical review by a clinician assigned for the group clinical review. The client’s care 

booklet should be completed according to the standard documentation for a clinical 

review and two three-month prescriptions scripted.

Differentiated ART delivery
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3. Health centre/CHPS/drop-in centre/
accredited community pharmacy refill 
(see SOP on page 46)    
Where a client is tested at a facility that is not accredited as an ART site, they should 

be linked with their nearest ART site for initiation. However, once stable, they should 

be ofered the choice of receiving their ART either from the ART site, via options 1 and 

2 described above, or from their health centre, CHPS, drop-in centre or community 

pharmacy refill site of choice. If opting for this refill option, they will attend the ART 

site every six months for a full clinical review and receive their refill at the refill site 

after three months. 

Collection of ART from the approved ART site may be by the HCW, lay worker, 

community pharmacist or nominated client. 

For any of these options, a nominated treatment supporter or family member may 

collect the ART on the client’s behalf if they are travelling or not available due to 

unforeseen circumstances. Clients should, however, be seen every six months 

for a full clinical review and have VL testing performed according to the national 

guidelines.

Table 6: Summary of clinical and refill visit frequency for ART 
follow up for stable adult clients

Refill option Frequency of clinical visit ART refill duration for 

scripting 

Individual facility-based 

fast-track refill

Every 6 months 3 months (see SOP on 

page 39)

See page 34 for 

conditions for 6-month 

refill 

Group facility-based ART 

refill

Every 6 months (book as 

group but additionally 

have individual clinical 

assessment) 

3 months (see SOP on 

page 42)

Health centre/CHPS/

drop-in centre/community 

pharmacy refill 

Every 6 months at ART site 3 months (see SOP on 

page 46)
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STANDARD OPERATING PROCEDURE 
FOR “FAST-TRACK” REFILL  

Facility-based individual refill from pharmacy or 
dispensing point 

WHERE

WHO WHAT

WHEN

Every 3 months (see page 34 for 

conditions for 6-month refill) 

Any time during clinic opening 

hours

Accredited ART site 

Direct from dispensing point

The client does not see the HCW 

for a clinical consultation at the 

refill visit; the client sees only the 

ART dispenser

ART refills

Cotrimoxazole (CTX) refills as 

indicated in the clinical guidelines 

What preparation is needed before implementing this 
refill model?

• Training of HCW on the model SOP 

• Agreement with HCWs dispensing ART on the client flow and 

documentation for this refill model.

Differentiated ART delivery
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Where is the refill given?

Direct from the pharmacy/dispensing point.

When is the refill given?

The client should be able to attend any time during clinic opening hours on their refill 

appointment date or at agreed times for fast-track refills for an individual facility. 

Extended opening hours for the pharmacy should be considered.

Who does the client see during the refill?

The client goes directly to the dispensing point and sees the HCW who has been 

allocated to dispense medication. They do not queue to see the HCW for a clinical 

review. 

If a six-month refill is feasible (see conditions on page 34), then every visit is a clinical 

visit and the client will see the healthcare worker who provides a clinical consultation.

What happens during the refill?

The client is asked at the dispensing point if they have any problems today. Full 

screening tools are not used. If they have a problem, they are directed to the clinician 

for review. If there are no problems, the client receives their ART refill. The refill 

documentation is carried out by the dispenser of the medication.

The client should ideally receive their medication within 15 minutes, but should not 

wait longer than 30 minutes. 

What happens at the clinical visit?

A full clinical assessment should be carried out every six months and VL samples 

should be drawn annually. Where three-month refills are given, two three-month 

scripts should be written indicating the date of the next refill and the date of the next 

clinical visit. Only where drug supply can be ensured and the patient chooses, a six-

month supply of medication may be given at the time of the clinical visit. 
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STEP 1

STEP 2

STEP 4

STEP 5

STEP 3

• Use the e-tracker appointment list or patient appointment register 

to pull out the client care booklets for the next day.

• Identify which clients are receiving ART in the fast-track model.

• For clients in the fast-track model, send the client care booklets to 

the dispensing point.

• Client attends on day of refill appointment any time during clinic 

opening hours.

• Client attends the dispensing point directly.

• Client does not have an individual HCW clinical assessment 

unless the patient requests this.

• Dispenser provides refill as prescribed, and completes client care 

booklet for refill visit

• The client care booklet is sent to the data clerks for entry. 

• At paper-based health facilities, the next refill date should be 

written in the appointment register.

• If any client does not collect medication as per their 

appointment, the standard defaulter tracing system should be 

triggered (page 52). 

What happens on the day of a fast-track refill?

Differentiated ART delivery
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WHERE

WHO WHAT

WHEN

At fixed meeting times for the group;

The group meets every three months.

 Clinical review is six monthly.

 Refill duration is every three  

months

Refill takes place in a room allocated 

for group refills

The group can be facilitated by a 

HCW or lay worker

Group discussion and peer support; 

ART and CTX refill

STANDARD OPERATING PROCEDURE 
FOR GROUP FACILITY-BASED ART 
REFILL

This model may be offered at ART sites or health 
centre or CHPS refill sites. 

Implementation experience to date shows that it is most effective at high-volume 

sites in urban settings. 

What preparation is needed before implementing this refill 
model?

• Training of HCW on the model SOP and completion of documentation in 

the client care booklet

• If required, agreement with pharmacy staff dispensing ART to pre-pack 

and label ART for the group refill session. Pre-packing of medication will 

facilitate groups being led by non-clinicians

• A room or other location (such as a waiting area) should be assigned, and 

defned booking times should be agreed on for the groups. 
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How are the groups formed?

• Groups may consist of between five and twenty clients depending on the cohort 

size at the facility. 

• To facilitate group formation, a designated healthcare worker in the clinic should 

be allocated to coordinate group formation. 

• Groups are formed primarily by the healthcare worker as they screen the clients 

as stable.

• If there are pre-existing support group members or a subgroup of clients who 

would like to receive refills within the same group, then this should be facilitated. 

• The list of group members with their contact details should be kept in the facility-

held facility group ART register (Appendix 2).

• Each group should be given a specific group number, which is indicated on the 

front of their client care booklet.

Where is the ART given?

The medication refill is given in the allocated facility room where the group meets. 

When is the ART given?

• Each group is booked at a specific time to collect their refill. Ideally, the group 

should select the timing of their refill. 

• Groups may be booked during or after clinic hours or at weekends. 

• Three-month ART refills should be given during a group refll.

Who does the client see during this refll?

The group should be facilitated, if possible, by the same healthcare worker or lay 

worker/model of hope volunteer at each refill visit to establish rapport with the 

group. 

What happens during the refill?

• Once groups members arrive (a maximum of 15 minutes from the booked time 

for the group meeting should be given before the activities start), the healthcare 

worker or lay worker leading the group facilitates discussion. 

• Clients are asked as a group if they have any specific clinical problems or any 

cough, sweats or weight loss. 

Differentiated ART delivery
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• Any client with a clinical issue is then directed to see the healthcare worker.

• Clients are then asked to share any other challenges or positive experiences they 

have faced with the group members. 

• The length of the discussion is dependent on the participants, but the entire refill 

session should not take longer than 60 minutes. 

• The healthcare worker then distributes the ART, which may be pre-packed, to 

each group member individually. 

What happens at the clinical review?

All the group members should be aligned to receive their clinical review at the same 

time once every six months. They meet as a group, as described below, but are also 

seen individually by the healthcare worker assigned to the group that day (note that 

on the refill visit in between, they are not seen individually). The clinician writes two 

three-month scripts on the clinical review form of the client care booklets and the 

dates for the next refill and next clinical review given. Once a year, they will have 

their VL tested. Aligning the clinical visit for the group facilitates uptake of viral load 

testing and allows the group to discuss high VL results and other issues that are 

raised at the annual review.

How are the client care booklets fled?

In health facilities with the e-tracker, the client care booklets should be fled in one 

folder labelled with the group number to facilitate pulling of files. The group number 

should be written on the front of the client care booklet. At paper-based health 

facilities, files may be kept according to groups and replaced for cohort analysis or 

pulled individually at each group meeting. 
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STEP 1

STEP 2

STEP 4

STEP 5

STEP 3

• Use the e-tracker appointment list or patient appointment diary to 

identify which groups are attending the next day.

• Pull the client care booklets for groups identified. 

• In settings where a lay cadre will distribute ART to the group 

(or where the team feels that pre-packing of medication will 

facilitate dispensing in the group room by the HCW), send 

the client care booklets to the dispensing point for ART to be 

dispensed and pre-packed.

• At the time of the refill, the client care booklets and dispensed pre-

packed medication should be sent to the group meeting room.

• The clients in the group attend at the specified time for their group. 

• If any clinical problem is identified, they are referred to see the 

HCW.

• Facilitated discussion is held for 30-45 minutes.

• The HCW distributes ART to the clients. 

• The HCW distributing the medication should complete the client 

care booklets for a refill visit.

• The client care booklets are sent to the data clerks for entry into 

the e-tracker.

• In paper-based sites, the next refill date for the group, including 

the group number, is written into the appointment diary. 

• If any client does not collect medication as per their appointment, 

the standard defaulter tracing system should be triggered. 

What happens on the day of a group refill?

Differentiated ART delivery
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STANDARD OPERATING PROCEDURE 
FOR HEALTH CENTRE/CHPS/DROP-
IN CENTRE/COMMUNITY PHARMACY 
REFILL 

WHERE

WHO WHAT

WHEN

Refill every three months

Clinical visit every six months

Refill at health centre, CHPS refill 

site, drop-in centre or community 

pharmacy

Clinical visit at ART site

The healthcare worker or lay 

worker at refill site

ARVs and CTX refills

What preparation is needed for this model?

Refill sites should:

• Have a defined agreement with a specific ART site that will hold the client 

care booklet and provide the ART and clinical follow up

• Hold an appointment diary for their ART clients 

• Nominate who will collect ART from the ART site 

• Have HCWs trained in completion of the refill form required to collect ART 

from the host ART site 

• Have HCWs with basic ART and HIV treatment literacy and be aware of 

common ART side effects and red-alert symptoms and signs.
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When is ART given?

For this model, a three-monthly refill will be given. 

What happens at the clinical visit?

Clients should attend the ART sites for full clinical review every six months and VL 

annually.

STEP 1

STEP 2

STEP 3

• The host ART site performs the six-monthly clinical review and 

scripts two three-month refills. 

• The appointment dates for the next refill and the next clinical visit 

are documented on the client’s appointment card.

• Referral of the client to the refill site should be made using the 

referral form in Appendix 2.

• In the health centre/CHPS refill site, a diary of clients collecting 

refills is kept, indicating the name, ART number, contact number 

and date of ART refill for each client collecting refills in a given a 

month. 

• An agreed date is set with the linked ART site for collecting refills 

for the next month. 

• ART supplies for clients attending in a given month, documented 

on the ART refill form (Appendix 2), should be collected from 

the ART site by the nominated nurse, lay worker, model of hope 

volunteer or identified client on behalf of the clients due for ART 

that month.

Steps for HC/CHPS/ Drop-in centre/ community pharmacy refill

Differentiated ART delivery
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STEP 5

STEP 6

• The nominated person collecting the ART then returns the 

medication to the health centre or CHPS site. 

• Clients may opt to collect their refills at the health centre or CHPS 

site individually, or a group ART follow-up approach may be 

chosen to provide additional peer support. 

STEP 4

• On arrival at the ART site, the client care booklets are collected. 

Where ART is dispensed from a separate pharmacy, the books 

with the refills pre-scripted may be taken directly to the dispensing 

point. 

• The nurse or pharmacist dispensing ART should complete their 

section of the refill form and indicate in the client care booklet that 

the refill has been dispensed (Appendix 2).

• The client care booklet is sent for data entry. 

• On the day of refill, the screening questions on the monthly refill 

form are completed, the date of distribution noted, and the date 

of the next refill documented on the monthly refill form.
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Additional considerations for 
differentiated ART delivery options

Promotion of refill options to clients
• Differentiated ART delivery is founded on client-centred care. 

• All the follow-up options should be explained in order for the client to make an 

informed decision. 

• Descriptions of the options may be introduced during ART preparation and 

then reiterated during follow-up counselling sessions in the frst six months (see 

counselling outline in Appendix 3).

• The pros and cons of moving care closer to home and the potential benefits of a 

group approach for providing peer support should be clearly explained. 

• Issues concerning maintenance of confidentiality should be emphasized to both 

HCWs and clients when establishing ART services according to the models 

described as this is often a concern that prevents clients from receiving treatment 

closer to their community. 

• At all times, the client maintains the right to choose where they receive their HIV 

care and where they collect ART refills.

• Utilizing models of hope and community health workers to sensitize clients on 

the available models may also support the uptake of the different options for 

differentiated ART delivery.

Differentiated ART delivery
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Incorporating family planning into follow up for 
stable clients
• Women of childbearing age receiving ART through such models must continue to 

access family planning services. 

• Utilization of long-acting contraceptive methods is advantageous as the client 

does not need regular clinic visits. 

• Where clients use depot injections, they should ideally be able to access this on 

the same day as their ART refill in an integrated approach or in the community. 

• If this is not feasible, the client should attend the clinic independently for regular 

depot injections.

Incorporating TB preventive therapy into refill 
models for stable clients
TB preventive therapy will be introduced in 2017 in Ghana. Clients in 

individual refill models should be seen monthly for the first two months and then 

every two months until completion of TB preventive therapy. While on TB preventive 

therapy, the triage nurse or person dispensing ART to the client should complete 

the TB screening tool, but otherwise the refill is carried out as per the standard refill 

SOP. For clients in a group refill model, where possible try to align group members’ 

TB preventive therapy periods. Clients should be aware of symptoms to report at any 

time between reflls (for example, rash, diarrhoea, yellow eyes).

Action when a client does not meet the definition 
of “stable” or enters a new specific population
To enter any of the ART delivery options for stable clients, the client must meet the 

definition of “stable” as defined on page 34. However, at any point, the client may not 

be considered stable or may become part of another specific population. Situations 

to consider include: 

• Poor adherence, missed appointments

• Patient develops a high viral load >1 000 copies/ml or has a decreasing CD4 count
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• Patient develops a concurrent OI, TB or other medical condition requiring 

additional medical follow up

• Patient becomes pregnant.

If these situations occur, the client should be referred to the appropriate differentiated 

intervention, such as enhanced adherence counselling pathway, treatment of TB or 

integrated PMTCT/antenatal care. The client will then continue in this intervention 

until they again meet the eligibility criteria for stable clients. 

Differentiated ART delivery
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• All clients registered for ART preparation, ART clinical and refill 

visits and PMTCT (including the exposed infant) services should 

be given an appointment date, which is recorded in the client care 

booklet and in the e-tracker or appointment diary. 

• The appointment diary or appointment list from the e-tracker 

should be used to pull the client care booklets the day before and 

to pre-pack refills in larger facilities for group refills (see SOPs, 

Section 4.4).

• After the client receives ART services, attendance should be 

indicated in the appointment list/diary. The client should be given 

an appointment card on which the next appointment date is 

documented.

• At each visit, whoever is registering the client should ensure that 

an up-to-date phone number is available and is documented in 

the client care booklet. 

• At enrolment, clients should be asked to consent to tracing. Their 

decision should be clearly indicated on the client care booklet.

• All ART sites and refill sites should have an appointment register or 

be able to produce daily/weekly lists of booked appointments from 

the e-tracker.

• Each site must be clear on who is responsible for generating the 

electronic appointment list or maintaining a paper-based diary. 

• Each site must be clear on which HCW is responsible for triggering 

and following up on the tracing process.

4.5 STANDARD OPERATING PROCEDURE 
FOR TRACING CLIENTS WITH MISSED 
APPOINTMENTS



54

• The outcome of the defaulter tracing should be indicated in the 

client care booklet. Outcomes of tracing include: 

• On ART at the clinic (incorrect documentation)

• Lost to follow up

• Died

• Moved away and not on treatment

• Official transfer out 

• Self-transfer to another health facility; still on ART. 

• Files of clients who have missed appointments should be set aside 

in a missed appointment tray/area.

• If the client has not attended their appointment three days after 

they were booked, the tracing procedure should be triggered. 

• Tracing should first be attempted by phone, firstly contacting the 

client and if not reachable the treatment supporter. 

• If the client is reached by phone, a date for attendance should be 

agreed and documented in the client care booklet and entered into 

the e-tracker. 

• If this date is not kept, the client should continue to be traced until 

they are declared lost to follow up (non-attendance for three months 

from  their booked appointment). 

• Where the client or treatment supporter cannot be reached by 

phone on three consecutive days, the model of hope volunteer, 

community health nurse or community health worker should 

attempt to reach the client at home. 

• If the client is not reached on the first occasion, a second attempt 

should be made after seven days. When the client is reached, a 

date for attendance should be agreed on. 

• If the client has not attended after three months attempt one 

further phone call and /or home visit. If client is not found 

document as loss to follow up.

Differentiated ART delivery
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5
DIFFERENTIATED 

SERVICE DELIVERY 

FOR HIV IN SPECIFIC 

POPULATIONS



Differentiated service delivery for HIV in specific populations 56

5.1 Differentiated 
service delivery for HIV 
in children and adolescents

5.1.1 Differentiated HIV testing services for 

In 2015, the estimated ART coverage for children in Ghana was 26%. Identification of 

children with HIV is a priority, but targeted strategies should be employed to ensure 

efficient use of resources.

The following children should be routinely offered opt-out PITC:

• Any child or adolescent of an HIV-positive mother (as part of the PMTCT 

programme or through index client testing) (see SOPs on page 22–23) 

• Any child or adolescent in an inpatient or malnutrition ward

• Any child or adolescent presenting to the emergency department

• Any child or adolescent presenting to MCH, EPI or OPD services with symptoms 

or signs suggestive of HIV infection 

• Any child or adolescent with TB 

• Any child or adolescent with an STI

• Any child attending the under-5 clinic.

HTS for children older than five years and adolescents presenting to the OPD should 

be offered if the adolescent/guardian answers “yes” to any of the following questions:

• Has the child ever been treated for TB?

• Has the child had recurring skin problems (such as herpes zoster)?

• Has the child had recurrent ear discharge?

• Has the child presented with significant weight loss?

• Has one or both of the child’s natural parents died?

If a child has previously been tested, re-testing is not indicated unless there is suspi-

cion of recent exposure (multiple blood transfusions, sexual abuse or new symptoms). 

children and adolescents (10–19 years)
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Testing children for HIV often poses challenges for healthcare workers regarding the 

management of disclosure and the issue of consent. In Ghana, the age of consent for 

HIV testing is 16 years. However, for children below this age, two important principles 

should be applied:

Principle 1: The mature minor 
The consent of a parent or caregiver is required before performing an HIV test on a 

child who is younger than 16 years. However, any person who is between 14 and 16 

years and is sexually active, married, pregnant, a parent or requests HTS is considered 

to be a mature minor and is able to give full informed consent.

Principle 2: The best interests of the child 
If a parent or caregiver will not or cannot give consent for a child younger than 16 

years and the child is not classified as a mature minor, the healthcare worker can 

exercise the “best interests of the child” principle and seek approval from the person 

in charge of the clinic or hospital to perform the HIV test. This includes when: 

• A child is ill and HIV diagnosis will facilitate appropriate care and treatment

• A child is a survivor of sexual abuse

• A child is sexually active

• A child is concerned about mother-to-child transmission

• A child has been exposed to HIV through vertical or sexual transmission

• A child expresses concern that, given an HIV-positive result, he or she will be 

denied access to care and treatment by a parent/caregiver.

In some cases when this principle is applied, a temporary shelter or foster home may 

have to be provided upon consultation with the hospital authority/medical social 

welfare department.

Please do not avoid performing HTS for children and adolescents. 

If you do not feel comfortable testing a child or adolescent, 

please seek further support from your supervisor or local 

mentorship team. 
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5.1.2 Differentiated ART initiation for 
children and adolescents 

• The recommendation for rapid initiation within seven days should be followed 

for children and adolescents. However, it should be recognized that education of 

the caregivers responsible for delivery of a younger child’s ART may take more 

sessions. 

• Where possible, two caregivers should be educated, especially where it is 

determined that the child may spend time in different houses (grandmother, aunt, 

etc.). 

• Adolescents should be engaged in the basic HIV and ART education and in 

making an adherence plan.

• How the basic HIV and ART education is carried out will depend on the age of the 

child and the decision made with the guardian on disclosure. 

• Disclosure may be introduced in phases according to the age of the child. 

• Although individual children’s ability to understand the concepts of HIV and ART 

will vary by age, partial disclosure should be achieved at least by the age of nine 

and full disclosure aimed for no later than 12 years of age. 

• If the guardian is not willing to disclose to the child, the healthcare worker must 

proactively initiate and guide the discussion. 

• If a child is not fully disclosed to by the age of 10, this case should be taken 

seriously and the case discussed with an experienced clinician.

Differentiated service delivery for HIV in specific populations
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5.1.3 Differentiated ART delivery for 
children and adolescents

Where is ART provided? 
• Paediatric ART initiation and management should be decentralized to all ART 

facilities, ensuring that there are trained health service providers.

• A family approach should be taken. In facilities where ART care and MCH services 

are separate, follow up of both the mother and the child should be performed in 

MCH until the child is five years old.

• After five years of age, a family approach should be implemented in the ART/OPD 

setting, which ensures that the mother and child are seen on the same day.

• Adolescents should be seen in the OPD/ART clinic, but booked on the same day 

and offered group refill options (See page 62).

Who provides ART?
• Healthcare workers, including nurses, should receive specific training to provide 

ART follow up for children and adolescents. 

Who provides psychosocial support?
• Psychosocial support for children and adolescents is particularly important. 

Ongoing assessment of disclosure status should be made each time the child is 

reviewed with the aim of achieving full disclosure by the age of 12. 

• Every clinic should have at least one healthcare worker trained to perform 

paediatric disclosure counselling and one healthcare worker who is focused on 

providing adolescent-friendly services. One of the most important factors is for 

healthcare workers to approach adolescents and young adult clients in a non-

judgmental manner.

• Adolescent or young adult peer educators have been shown to provide additional 

support for adherence and retention. 

• Larger sites should try to identify 2-3 adolescent champions who should receive 

some basic training and may support treatment literacy activities and tracing of 

those clients who default. 
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• Adolescent peers may be based at facility level to help facilitate clinic activities 

on child and adolescent clinic days, and engage with clients in the community to 

provide additional adherence support. 

When is ART delivered for children? 
Clinics should book HIV-positive children and their mothers on the same day to 

enable peer support for both the guardian and the older children and adolescents.

To be eligible for 6-monthly clinical visits, a stable child is defined as: 

• Older than five years of age 

• VL <1 000 copies/ml (if VL is not available, then there should be no evidence of 

immunological failure or a decreasing CD4 count)

• No concurrent OIs

• Caregiver/client has a good understanding of lifelong adherence to medication 

and regular appointment attendance

• On adult ART doses 

• Fully disclosed.

Differentiated service delivery for HIV in specific populations
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Table 7: Frequency of follow up for children and adolescents on 

ART

Age Where Frequency of 

clinical visits

Frequency of 

ART refll visits

Grouping 

0-2 

years 

MCH family 

approach with 

integrated 

mother and 

child follow up

Week 2 Month 1, 

monthly

N/A All clinical 

visits

Book HIV-positive 

mother and 

child on same 

day to enable 

peer support for 

caregivers 

2-5 

years 

MCH family 

approach with 

integrated 

mother and 

child follow up

Week 2, Month 1, 

Month 2,  

Month 3,

3 monthly

N/A All clinical 

visits

Book HIV-positive 

mother and 

child on same 

day to enable 

peer support for 

caregivers

5-10 

years

Family approach 

with integrated 

mother and 

child follow up 

in ART clinic/

OPD 

Week 2, Month 1, 

Month 2,  

Month 3,  

Month 6

3 monthly until 

stable, on adult 

doses and fully 

disclosed 

Once stable on 

adult doses and 

fully disclosed, 

move to 6 

monthly

3-monthly 

refill through 

differentiated 

refill option

Book HIV-positive 

mother and 

child on same 

day to enable 

peer support 

for caregivers 

–“paediatric refill 

group”

10-19 

years

In ART/OPD 

clinic

Week 2, Month 1, 

Month 2,  

Month 3,  

Month 6

If stable and 

fully disclosed, 6 

monthly

3-monthly 

refill through 

diferentiated 

refill option

“Adolescent group 

ART follow up”
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Group ART follow up for children and adolescents

Family group ART follow up 

For mothers of children who are having monthly or three-monthly clinical review in 

MCH and for those children older than five years who are attending the ART/OPD 

clinic every three months, it is recommended that they are booked on a particular 

day of the week/month (depending on clinic numbers). Clients should be offered the 

opportunity to participate in group discussion facilitated by a healthcare worker or 

lay worker. Peer-to-peer sharing of experience should be encouraged.

Facility-based adolescent group refill 

Once stable and fully disclosed, adolescents may receive their ART through a group 

approach. This approach provides additional peer support and should integrate 

tailored adolescent health education activities (including SRH education) alongside 

collection of ART. As HIV care is decentralized, the numbers of adolescents in any 

given facility are likely to be small, but a group approach should still be offered 

where possible. If an adolescent does not choose to join a group, they will continue to 

receive three-monthly refills via the standard ART clinic follow up.

Differentiated service delivery for HIV in specific populations
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WHERE

WHO WHAT

WHEN

3-monthly refill; 

6-monthly clinical review; 

Ideally, outside school hours 

Room at health facility

Healthcare worker or lay worker;

 Encourage engagement of 

adolescent peers

ART; 

CTX; 

SRH education; 

Interactive games and activities

STANDARD OPERATING 
PROCEDURE FOR ADOLESCENT 
GROUP ART REFILL 

What preparation is needed before implementing this refill 
model?

• Healthcare workers should be trained on specific facilitation methodologies 

for adolescents. 

• If feasible, 1-2 peers should be identified. These peers will co-facilitate the 

group sessions and provide additional support as required in the community, 

including tracing of defaulters. 

• Pre-packing of medication will facilitate groups being led by lay workers.

• These groups will function as a support group while also providing ART 

refills. 
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Where? 

The group meets in a defined room at the ART facility or health centre/CHPS refill 

site. 

When?

The group meets every three months. Each group is booked at a specific time to 

collect their refill. Ideally, the group should select the timing of their refill. Groups may 

be booked after school hours or at weekends.

Who?

The healthcare or lay worker facilitates the group. Where possible, an adolescent peer 

may also facilitate the group discussion.

How are the groups formed?

Groups can be made up of between five and twenty clients. In order to facilitate 

group formation, a designated healthcare worker in the clinic should be allocated to 

coordinate group formation. Groups are formed primarily by the healthcare worker. 

They may be formed as the healthcare worker screens clients and determines them as 

eligible, as consent has been provided by the caregiver, and as referral is made to the 

designated focal point for the groups. Groups may be formed from existing support 

groups.

It is suggested that children and adolescents are grouped according to their age 

groups (10-14, 15-19 and 20-24). The list of group members with the contact details 

should be kept in the facility-held ART group register (Appendix 2). Each group 

should be given a specific group number, which is indicated on the front of the client 

care booklet and on their appointment card

What happens during the refill?

Once group members have arrived (a maximum of 15 minutes after the booked time 

for the group meeting should be given before the activities start), the healthcare 

worker leading the group should facilitate discussion. Clients are asked as a group if 

they have any specific clinical problem or TB symptoms, such as any coughs, sweats 

or weight loss. Any client with a clinical issue is then directed to see the healthcare 

worker. There should be a specific activity for the day chosen from a selection 

of topics that can be rotated at each group meeting. The choice of topics should 

recognize the age and developmental status of each group. Topics may include the 

following:

Differentiated service delivery for HIV in specific populations
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• Growing up: changing bodies, changing emotions, feeling good about ourselves

• Coping with difficult situations, problem solving

• Sex and relationships: love and sex, safer sex, social pressures to have sex

• Unwanted pregnancy and use of contraception; PMTCT

• Living with HIV 

• ART and adherence

• Disclosure

• Relationships with family and friends. 

There should also be time allocated for recreational activities, such as singing and 

games.

The length of the discussion depends on the participants, but the entire session 

should not take longer than 90 minutes. 

The healthcare worker then distributes pre-packed and labelled medication to each 

group member individually.

What happens at the six-monthly clinical visit?

All the group members should be aligned to receive their clinical review at the same 

time. For stable adolescents, this should be twice a year. At this visit, they still meet 

as a group for the discussion and activities, but the healthcare worker also sees them 

individually. Once a year, the HIV viral load sample is drawn. Aligning the clinical visit 

for the group facilitates uptake of viral load testing and allows the group to discuss 

viral load results and other issues that are raised at the clinical review.

How are the client care booklets fled?

The client care booklets should be filed together in a file indicating the group number. 

This facilitates pulling of files on days when group refill options are booked.
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What happens for the group refill?

STEP 1

STEP 2

STEP 3

STEP 4

STEP 5

• Use the e-tracker appointment list or patient appointment diary to 

identify which groups are attending the next day.

• Pull the client care booklets for groups identified. 

• In settings where a lay cadre will distribute ART to the group (or 

where the team feels that pre-packing of medication will facilitate 

dispensing in the group room by the HCW), send the patient care 

booklets to the dispensing point for ART to be dispensed and pre-

packed in named bags.

• At the time of the refill, the client care booklets and pre-packed 

medication should be sent to the group meeting room.

• The clients in the group attend at the specified time for their group. 

• If any clinical problem is identified, they are referred to see the 

HCW. This may be in the clinic, or the HCW may also consult where 

the group is facilitated if space allows.

• Facilitated discussion is held for 30-40 minutes and there are 

games and activities for another 30-40 minutes. 

• The HCW distributes ART to the clients. 

• The HCW distributing the medication should complete the client 

care booklet according to the SOPs.

• The client care booklets are sent to the data clerks for entry into 

the e-tracker.

• The next refill date is written into the appointment diary indicating 

the group number. 

• If any client does not collect medication as per their appointment, 

the standard defaulter tracing system should be triggered. 

Differentiated service delivery for HIV in specific populations
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5.2 Differentiated service 
delivery for HIV in pregnant 
and breastfeeding women

5.2.1 Differentiated HIV testing services for 

HIV testing should be made available in the ANC , labour and delivery ward and PNC. 

Pregnant and breastfeeding women should be re-tested according to the national 

HIV testing guidance.

5.2.2 SRH/HIV service integration     
The main principle of providing ART to pregnant and breastfeeding women is to 

provide an integrated service where the mother can receive the following services on 

the same day, in the same room and from the same healthcare worker:

• ANC/PMTCT/ART

• Delivery/PMTCT/ART

• Postnatal care/PMTCT/ART, including the care of the HIV-exposed baby.

5.2.3 Differentiated ART delivery for 
pregnant and breastfeeding women

Where?
Any accredited ART or PMTCT site should provide PMTCT services. ART and sexual 

and reproductive health (SRH) services should be integrated and provided at MCH 

clinics, antenatal wards, labour and delivery wards or postnatal clinics. In postnatal 

services, HIV-positive mothers and their exposed infants should be seen in the same 

clinic (MCH/under 5) in a “family approach”.

When?
• All pregnant women should be tested for HIV at their first ANC visit. Those found 

to be HIV positive should be offered same-day initiation of ART at the first ANC 

pregnant and breastfeeding women.
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visit. Explain that the motivation to start ART is to suppress the mother’s viral 

load and to protect the baby.

• PMTCT services should be available during standard clinic hours, and must also 

be available 24 hours a day in the maternity unit to ensure that services are 

provided to women during labour and delivery. Women newly initiated during 

ANC should be seen two weeks after initiation and monthly thereafter till delivery.

• After delivery, the infant should be seen within 3-7 days, at six weeks and monthly 

thereafter until six months (these visits should coincide with the normal child 

welfare clinic visits). 

• After six months, the mother and exposed baby should be seen together every 

three months in a “family” approach until the child has tested HIV negative at 18 

months or 12 weeks after complete cessation of breastfeeding. 

Women already on ART who are stable and receiving their ART through one of the 

differentiated models of ART described on page 37–38 may choose to continue to 

receive their ART through this model. However, they must attend the additional 

antenatal and postnatal visits, including the appropriate follow up of the HIV-exposed 

infant.

Who initiates ART?
Any trained healthcare worker should initiate ART to a pregnant or breastfeeding 

mother (refer to the task-sharing guidelines for Ghana, 2017).

Who should provide psychosocial support?
Trained healthcare workers should provide psychosocial support. Where possible, 

linking a newly diagnosed pregnant mother with an HIV-positive woman who has 

already undergone PMTCT has been shown to support adherence, disclosure to 

partners and reduce loss to follow up. 

Differentiated service delivery for HIV in specific populations
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5.3 Differentiated Service 
delivery for HIV in key 
populations

5.3.1 Differentiated HIV testing services for 
key populations    
Key populations (KPs) are defined in Ghana as female sex workers (FSW), men who 

have sex with men (MSM), transgender people, people who inject drugs (PWID), and 

prisoners. HIV prevalence in key populations (FSW, MSM and PWID) is considerably 
1higher than in the general population (FSW 11%; MSM 17% ) .   T e  sting key populations 

is therefore high yield; however, to reach key populations, community-based 

mobilization and testing is required. In addition, for members of key populations 

who test negative, it is an important opportunity for linkage to effective prevention 

services and regular HIV re-testing. HIV re-testing is recommended every three 

months in key populations with ongoing high-risk behaviours.

The building blocks of HTS should be adapted to reach out to key populations (KPs) 

in the community. 

The role of peers and KP case managers in mobilization, testing and linkage to care 

and treatment should be highlighted as a key strategy in reaching KPs.

HIV self-testing (HIVST) in these high-risk populations will also be introduced in a 

phased approach. 

1 Ghana AIDS Commission HIV status report, 2014
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5.3.2 Differentiated ART delivery for key 
populations   
The SOPs for HIV care for key populations in Ghana provide the full details of the 

clinical service package that should be provided in Ghana. 

With respect to ART delivery, all key populations who are defined as stable, according to 

the definition on page 34, should be offered the same differentiated refill options as 

the general population (see Section 4.4).

Where is ART provided?
Key populations will receive ART within the public health system, including at 

decentralized ART sites if they choose.

In addition to the option of health centre and CHPS refill sites, existing drop-in centres 

for key populations may function as refill sites. A designated staff member must be 

WHO WHAT

WHEREWHEN

The timing of community-based HTS 

should be appropriate to suit key 

population members

For those testing negative, re-testing 

is recommended every 3 months 

while high-risk exposure  

continues 

Community-based identified 

hotspots

Drop-in centres for key populations 

 Bars, clubs, known brothels

Mobilization: KP peers 

Testing: any trained healthcare 

workers, including KP peers

HIV self-testing to be introduced in 

pilot settings 

Community-based HIV testing should 

be integrated with: 

STI and TB screening 

Malnutrition and BP screening

Prevention strategies: health 

promotion and distribution of 

condoms and lubricants 

Differentiated service delivery for HIV in specific populations
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responsible for collecting ART for clients from the named ART site using the SOPs 

described on page 46. 

Who provides ART for key populations?
Lead healthcare workers should be trained in KP competencies and sensitization. 

Further training should aim to include HCWS across ART sites.

Lay counsellors, including peers, should complement the work of trained HCWs in 

providing ART services to Kps, including adherence support and tracing of clients 

who miss appointments.

What services are provided?
In addition to ART, each key population requires a specific medical package. For 

details of the package, please refer to the Ghana 2017 SOPS for key populations. 

Provision of this medical package should be integrated with the delivery of ART via 

the chosen differentiated ART follow-up option.
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6
DIFFERENTIATED 

ART DELIVERY FOR 

CLIENTS WITH HIGH 

VIRAL LOAD
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By 2020, the goal is for 90% of all people living with HIV in Ghana to have access to 

viral load testing and for 90% of those clients on ART to be virologically suppressed, 

defined as having a VL <1 000 copies/ml.

Having a functional laboratory is only one part of the strategy to ensure viral load 

scale up. In addition, the following aspects must be implemented:

• Healthcare worker education on how and when to take viral load samples and 

interpretation of viral load results 

• Healthcare worker education on the delivery of enhanced adherence counselling 

for clients with a viral load >1 000 copies/ml

• Implementation of programmatic clinic systems to ensure uptake of viral load and 

action on results (for example, fagging systems).

• Client education to raise awareness, create demand for testing and ensure 

understanding of VL results. 

Client education
Client education on viral load is an essential step in the VL implementation plan. 

Clients should know: 

• When their viral load should be taken

• Why it is being taken

• How to interpret the result. 

• Key messages on viral load (outlined in Appendix 4) should 

be given to clients during ART preparation and prior to blood 

sample collection for VL. 

• This session can be conducted as a group if patients are triaged for viral 

load and blood drawn together. 

• An undetectable viral load does not mean that the virus is no longer there. 

Make sure that the patient understands this, and that they know that they 

must continue to take their ARVs if their viral load is suppressed.
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Identifying clients due for viral 
load testing
• Clients should be routinely tested six and twelve months after ART initiation and 

then annually. 

• Ideally, the months on ART should be documented in the client care booklet, or 

clients may be identified by using their month of initiation to indicate when VL is 

due. 

• The e-tracker is programmed to fag those clients who are due for VL testing. 

• Through education, clients themselves should request VL testing annually.

Action on receipt of the first 
viral load result
When the VL results are received: 

• The viral load result should be entered into the e-tracker by the data officer.

• The client care booklet should be pulled, and the VL result documented in the 

follow-up visit form.

• For clients with VL >1 000 copies/ml, the file should be fagged manually or 

electronically to indicate that this client needs action to be taken on their VL 

result. 

• The client must be traced and asked to come to the clinic as soon as possible. The 

client may be phoned or traced via a community worker using the clients’ tracing 

information.

• The high viral load summary form (Appendix 5) should be opened. As the steps of 

the VL algorithm are worked through: 

• The healthcare worker should complete the patient information, previous VL 

results and ARV information.

• The healthcare worker performing enhanced adherence counselling (EAC) 

should complete the details of each session. 
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Figure 5: Action on receipt of viral load results 

VL results arrive

Enter results into e-tracker and document in client care booklet

If VL >1 000 copies/ml, file should be kept aside and fagged

Open the high viral load summary form

Review patient with VL 2 result 

If <1 000 copies/ml, continue first line

If >1 000 copies/ml, switch to second line according to VL algorithm 

VL 1

Trace all clients with viral load >1 000 copies/ml

A staff member should be allocated to trace these clients by phone or 

through a community visit 

The client should be advised to attend the clinic as soon as possible

VL 2

1

First consultation when VL result >1 000 copies/ml given

The clinician should make a full clinical assessment 

If clinically failing an urgent assessment is required for possible expedited 

switch to second  line

The first enhanced adherence counselling session should be performed

Patient is given a one-month supply and booked for 2nd counselling 

session in one month

One month after 1st EAC

2nd enhanced adherence session is given 

Give 2 months’ supply and book client for repeat VL testing in 2 months 
2

Two months after 2nd EAC 

Take VL 2 

Differentiated ART delivery for clients with high viral load
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Action plan for a client with a first viral 
load of less than 1 000 copies/ml

• When the patient is suppressed, the client should be congratulated and 

encouraged to continue with their current regimen. 

• If they meet the additional eligibility criteria, they should be offered the options 

for differentiated ART service delivery for stable clients that are available at their 

health facilities (see Section 4.4).

Action plan for a client with a first viral 
load of more than 1 000 copies/ml

• If the client already has signs of clinical failure, discuss urgently with a clinician to 

decide on future management. Adherence will have to be assessed, but factors 

such as duration on treatment and previous ART exposure should be considered 

when assessing likelihood of resistance and the urgency of immediately switching 

to a second-line regimen.

• The clinician should make a thorough clinical assessment. All the standard steps 

of an ART follow-up consultation should be completed, but in addition the 

clinician should:

• Take a history and examine client for signs of OIs.

• Perform a thorough screening for TB.

• Inquire about adherence to ARVs and use of other medications (orthodox or 

herbal).

• Inquire about mental health (for example, depression, alcohol or other 

substance use).

• Carry out enhanced adherence counselling session 1 as soon as possible and 

session 2 (Appendix 6) one month later.

• With the client’s permission, link with the community health nurse or community 

health worker in their home area who may be able to give additional adherence 

support in the community. 

• Clients who are in group models may benefit from having other group members 

attend their EAC sessions with them. 

• Repeat the viral load test three months after the first EAC session.
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Programmatic strategies to ensure 
completion of EAC and repeat VL testing        
Every appointment for a client whose last VL was >1 000 copies/ml should be 

fagged using the e-tracker appointment list and/or in the appointment register. 

Hence, anyone appearing with this fag will either need EAC or be due their repeat 

VL test. If a client defaults on their appointment for EAC or repeat VL testing, they 

should be traced as per the standard defaulter tracing system.

District HIV focal points should be supplied with a list from the laboratory indicating, 

for each health facility, the clients with a VL >1 000 copies/ml. Mentors may then 

use these lists of high viral load clients to assess whether clients have completed 

EAC and repeat VL testing. It is suggested that mentors check the lists four months 

after receipt (for example, if results are received in January, check in April) to see the 

outcome of EAC and repeat VL testing.

Action plan for the repeat viral 
load result 

Repeat VL after counselling is <1 000 
copies/ml  
If the repeat viral load has suppressed to less than 1 000 copies/ml, the client should 

be congratulated and can continue their first-line medication. Discuss the ongoing 

importance of good adherence and the goal of maintaining a viral load less than 

1 000 copies/ml. They should return to or be offered their differentiated ART delivery 

refill option of choice.

Repeat VL after counselling is >1 000 
copies/ml  
If the second viral load remains more than 1 000 copies/ml, the client’s case should 

be discussed in a multidisciplinary approach. This does not have to be at a formal 

meeting, but the team involved in the client’s clinical care must discuss the outcomes 

of the EAC sessions and clinical review. The completed high viral load form may act 

as a summary for this discussion. The preferred second-line regimens may be found 

on page 25 for adults and page 43 for children in the Guidelines for Antiretroviral 

Therapy in Ghana.

Differentiated ART delivery for clients with high viral load
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Switching to second line
Figure 6: Differentiated service delivery model for switching to 
second-line ART 

WHO WHAT

WHEREWHEN

A decision to switch to second line 

should be made within 2 weeks of 

receiving the second high viral load 

>1 000 copies/ml

Second line should be initiated at 

the client’s ART clinic. Avoid asking 

patients to travel to another site

Second-line drugs should be 

available at all approved ART sites

Refills of second line may occur at 

CHPS/health centre refill sites or 

drop-in centres once the client is 

stable

Any healthcare worker who has 

received ART and VL training 

should be able to switch a client to 

second line

Remote decision support should 

be available from an experienced 

clinician at district level for staff 

in decentralized ART sites for 

discussion of difficult cases 

Clinical investigation, including 

screening for TB and hepatitis B

Counselling preparation
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Follow up on second line    
Follow up on second line will then follow the same schedule as when first line was 

initiated: 

• Week 2, Month 1, Month 2, Month 3, Month 4, Month 6

• VL should be performed at Month 6 on second line 

• If VL is <1 000 copies/ml, the client may then be offered differentiated models of 

ART delivery, as described in section 4.4.

Access to third-line antiretrovirals       
Clients failing second-line antiretroviral regimens (i.e., they have had two consecutive 

viral loads of more than 1 000 copies/ml three months apart and after an adherence 

intervention) should be referred to the regional or tertiary level for possible 

genotyping and assessment for a third-line regimen. 

Special considerations for 
children and adolescents at 
risk of treatment failure
The viral load algorithm is the same for children and adults. All the principles outlined 

in this section apply to the management of viral load and high viral load in children. 

However, these additional points should be considered:

• Children and adolescents have higher rates of treatment failure than adults. 

• Children are usually dependant on a caretaker for administration of their ARVs 

and, for many who are orphaned, that caretaker often changes or is elderly. 

• When a child is identified with a high viral load, the multidisciplinary team at the 

clinic should discuss this case and consider a home visit. 

• A common barrier to adherence for children and young adolescents is non-

disclosure. Working with the caretaker to fully disclose is therefore an essential 

step in the enhanced adherence process for a failing child.

Differentiated ART delivery for clients with high viral load
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• An assessment by a social worker may also be needed.

 • Further community support for this child should be explored. There may be 

another adult or peer on ART living in the same community who may be willing 

to support the child and their family as a daily treatment supporter to improve 

adherence to medication. 

• Ensuring this child’s follow up through enhanced adherence and repeat viral load 

is imperative. 

• If the second viral load remains more than 1 000 copies/ml, the child’s 

case should be discussed by the team as soon as possible to decide on an 

appropriate switch to second line.

• If on a PI-based first-line regimen, non-adherence is more likely than 

resistance. However, discuss with an experienced clinician to decide whether 

genotyping is indicated. 
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TB/HIV integration
The aim of TB/HIV integration is to ensure that:

• All clients diagnosed with TB are tested for HIV as an entry point to HIV care

• Intensified case finding (ICF) is implemented so that all HIV-positive clients 

are screened for TB at every clinical visit. TB screening does not need to be 

performed at every refill visit unless the client has a respiratory complaint.

• For any HIV-positive client with a positive symptom screen for TB, that 

investigation is carried out using Xpert MTB/Rif as the first diagnostic test. 

Whether Xpert MTB/Rif is available or not, smear microscopy should be done as 

an adjunct to support client monitoring.

• All HIV-positive clients are aware of what symptoms are related to TB and that 

they should report any time 

• The delay in initiating ART in co-infected clients is reduced

• Prevention of TB through the provision of TB preventive therapy is enhanced

• Prevention of TB through ensuring effective TB infection control policies is 

enhanced.

The goal should be that all clinicians and nurses are able to commence both TB and 

HIV treatment and provide a one-stop service for the client. 

Where are TB/HIV services provided?      
In health facilities where the TB and ART clinics are separate:

• For clients whose first diagnosis is TB, TB treatment and ART should be initiated 

within the TB clinic. After successful completion of TB treatment, they are 

transferred to the ART clinic.

• For clients on ART who develop TB, they should receive their TB treatment and 

ART in the TB clinic for the duration of their TB treatment. After completion of TB 

treatment, they should be referred back to the ART services. 

• In health centres and CHPS sites where both TB and HIV services are provided, 

the goal is to provide reflls for both diseases in the same clinic room.
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When are TB/HIV services provided?       
Provision of ART and TB medications should be on the same day. ART initiation 

should follow TB initiation as soon as possible within two weeks of starting TB 

treatment and no more than eight weeks after.

Refill durations should be aligned during the period of TB treatment. 

Who provides TB/HIV services?     
Healthcare workers working in the TB clinic should be trained to deliver ART. 

Services should be provided by any healthcare worker trained in TB and ART 

management. 

NCD/HIV integration
People living with HIV are at higher risk of developing cardiovascular disease. Hence, 

identifying cardiovascular risk factors and initiating management of hypertension and 

diabetes is becoming increasingly important as clients live longer on ART.

Health education   
Health education messages to prevent non-communicable diseases (NCDs) should 

be integrated into the routine health education messages at the OPD and in ART 

counselling. These should include advice on stopping smoking, a healthy diet that 

includes the reduction of salt, and taking regular and adequate exercise.

Screening for hypertension and diabetes        
Once on ART, screening for hypertension and assessment of overall cardiovascular 

risk should be integrated into the clinical review visit. For those with symptoms or 

who are at higher risk (obese or family history of diabetes), checking of fasting blood 

glucose may be carried out as part of routine annual monitoring investigations within 

the context of good clinical practice.
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Where is integrated NCD/HIV care 
provided?  
If HIV care is provided in a separate ART clinic, other chronic co-morbidities should be 

managed in the ART clinic in an integrated manner where possible.

Where HIV care is already integrated in the OPD, HIV and other chronic co-

morbidities should be managed in the OPD on the same day.

When is integrated NCD/HIV care 
provided?  
Clients with multiple uncomplicated chronic co-morbidities should receive follow up 

for all conditions, ideally on the same day. 

Clients with co-morbidities that are stable should receive their medication reflls 

through the same differentiated model of care as their ART. Where the same duration 

of refll is not available, the additional medication may be collected directly from the 

pharmacy with the clinical review occurring every six months. 

Who provides integrated NCD/HIV care?        
Ideally, the same clinician should provide follow up for different chronic co-

morbidities. Where task sharing has not occurred for a particular condition or where 

the case is medically complicated, the client should be triaged to see a physician 

assistant or doctor.

Differentiated ART delivery for clients with co-infections and co-morbidities
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APPENDIX 1: 
Questionnaire for baseline assessment of 
differentiated service delivery for HIV

Differentiated HTS
Access to HTS

How many (%) hospital sites offer HTS

How many (%) health centres offer HTS 

How many (%) CHPS sites offer HTS 

M&E Facility

Estimated total people living with HIV

Estimated number of adults living with HIV

Number of adults tested in the past 6 months 

Estimated number of children living with HIV

Number of children tested in the past 6 months 

% of STI clients tested for HIV in the past 6 months 

% of TB clients tested for HIV in the past 6 months

% of IPD clients tested in the past 6 months 

% of emergency room clients tested in the past 6 months 

Where are HTS services offered?

Is PITC offered from all entry points (OPD, IPD, emergency room, ANC, 

Family Planning, TB, STI, nutrition, laboratory)?

Is facility-based index client testing offered?

Is community-based index client testing offered?

Is targeted outreach testing performed at least once per quarter?

When are HTS services offered?

Are HTS services available during working hours every day?

Are HTS services available overnight and at weekends in maternity and 

IPD?

Who is supporting and performing HTS?

How many staff members are trained to perform HTS?
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Differentiated HTS for children and adolescents

How many staff members are trained to perform dried blood spots for 

early infant diagnosis?

Are screening questions used in the OPD to identify children who should 

be tested?

How many staff members are trained to perform paediatric disclosure 

counselling?

Are adolescent peers involved in mobilizing other adolescents for testing?

Differentiated HTS for specific populations 

Are HTS services adapted for any key populations (such as moonlight 

testing, involvement of peers)?

Are HTS services adapted for men?

Differentiated ART delivery
Current Access to ART and PMTCT

How many ART sites are in the district

How many PMTCT sites are in the district

M&E Facility

Number on ART

Adult retention at 12 months

Adult retention at 48 months

Paediatric retention at 12 months

Paediatric retention at 48 months

PMTCT retention at 12 months

PMTCT retention at 48 months

Is there an appointment system?

Is the defaulter tracing standard operating procedure carried out?

Healthcare worker workload

How many patients does each HCW see on an ART day?

How many days of the week is ART given?

From what time is ART provided and until what time?

Health service providers’ perception of workload

Client barriers

How far are clients travelling to reach the clinic?

What are the costs of transport for clients?
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How long do clients wait from when they arrive to when they leave the 

clinic?

What are the biggest challenges to accessing ART?

Describe the refill options to a group of clients. Which options address 

clients’ challenges? Is more than one option warranted?

Differentiated ART delivery for stable clients

What maximum refill is given routinely for stable patients?

What is the schedule for clinical follow up in the clinic?

What is the schedule for counselling follow up?

Is there an individual fast-track refill option?

Is there a facility-based group refill option?

Is there a health centre/CHPS/drop-in centre refill option?

Describe the refill options to a group of HCWs. Which options address 

their and their clients’ challenges? Is more than one option warranted?

Differentiated ART delivery for children and adolescents

Is a family approach offered for children aged 0-5 years and their mothers 

in MCH?

How frequently are children aged 0-2 years seen?

How frequently are children aged 2-5 years seen?

Is group ART follow up offered for adolescents?

Are adolescent peers involved in adherence support and defaulter 

tracing?

Differentiated ART delivery for pregnant and breastfeeding 

women

Is PMTCT/ART and ANC integrated?

Is a family approach offered postnatally for HIV-positive breastfeeding 

women and their exposed babies?

Differentiated ART delivery for key populations 

Is there a healthcare worker trained in the medical package for key 

populations?

Are peers involved in treatment literacy and tracing activities for key 

populations?

Are refills available from drop-in centres?

Differentiated ART delivery for patients with high viral load

Is there a fagging system to identify who needs a viral load taken?

Is there a fagging system to identify who has a VL >1 000 copies/ml?

Is enhanced adherence counselling implemented?

Appendices
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APPENDIX 3: 
Counselling guidance for choosing a differentiated 
ART option

When you have just started ART, you will be asked to come to the clinic regularly to 

see your healthcare worker. This is so that we can check that you are well and you are 

not having any problems with your treatment.

Once your viral load is low (<1 000 copies/ml) and you are well, you will be offered 

some options for how to collect your drugs in the future. You will need to see the 

clinician every six months but can collect three-monthly refills (and in some sites, six-

monthly refills) depending on the option you choose.

Describe those options that have been selected for your site: 

The first option is where you see the clinician every six months and we give you a 

three-monthly supply of ART. In between the clinical visits, you can collect your 

medication directly from the pharmacy. Once a year, you will also have your viral load 

checked so that we are sure that the drugs are working.

The second option is a group refill. If you would like to meet other people living with 

HIV and share experiences, this could be a good option. If you would like to know 

more about what the groups are like, please speak with your healthcare worker or the 

model of hope representative. Also, if you would like to attend a group meeting as a 

visitor to see if it could be for you, we can arrange this. 

Lastly, we can also arrange for you to receive your ART refill from a health centre, 

CHPS site, drop-in centre or community pharmacy nearer to where you live or work. If 

this is more convenient, we can make the referral. In this option, you will receive your 

ART from that site every three months.

Whatever option you choose, there are some important things to remember:

• You must continue to see your clinician every six months and have a viral load 

performed every year.

• When you have a health problem, you must always report to the clinic:

• If you have a high viral load
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• If you have symptoms of TB, such as coughs, night sweats and weight loss

• If you have a severe headache not relieved by simple pain killers

• If you have diarrhoea that persists for more than one week

• If you are vomiting for more than three days 

• If you develop a new rash 

• If you develop any swelling of your feet/face or are unable to pass urine (if on 

TDF) 

• If you have severe sleep problems or develop enlarged breasts (if on EFV)

• If you are breathless or dizzy (if on AZT).

If you become pregnant, you should attend the clinic and make an antenatal booking 

as soon as possible. Plans for follow up for you and the infant will then be discussed.
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Appendix 4:    
Key messages on viral load

What is the goal of your ARV treatment?

When you take your ARVs every day, they stop your HIV multiplying (making more 

HIV in your body) and prevent HIV from killing your CD4 cells (the soldiers of your 

body). Therefore, when taking ARVs, the quantity of HIV in your body will decrease.

How to know if your ART treatment is working?

By doing a viral load test. A viral load test measures the amount of HIV in your blood 

and is done by drawing blood. 

When to have a viral load test?

The frst viral load will be taken at 6 months and then again after 1 year on treatment. 

After this the viral load will be taken once every year. (Explain to the patient where 

the blood sample will be taken and the test processed). If there is a problem with your 

viral load, it is taken again 3 months later. It is your right to know your viral load result! 

Ask your healthcare worker for the test and for your results. 

What does a low or undetectable viral load result mean?

• A low or undetectable viral load is a viral load of less than 1 000 copies/ml. It 

means that you have so little HIV in your blood, it can’t be measured. This is 

because the multiplication of the virus has been  stopped by the ARV treatment. 

An undetectable viral load in the blood does not mean you no longer have HIV. It 

just means it can’t be seen with the tests we have.

• You can compare taking ART to weeding the garden: when you weed the garden 

regularly (or adhere well to ART), there is hardly any weed to be seen (or no HIV 

to be seen – your viral load is low or undetectable). But from the moment you 

stop weeding the garden (or stop taking ART), the weed will pop up again (or 

HIV will multiply again). In the same way your viral load is undetectable when you 

adhere well to your treatment.

• A low or undetectable viral load is very good as it means you have your HIV under 

control. You should continue with your good adherence. You will now be seen less 

often by the clinician and will be offered easier ways to pick up your drugs.
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What does a high viral load result mean?

• You may be facing problems to adhere to your treatment. This is the most 

common cause for a detectable viral load.

• By solving your adherence problems early, you can get your viral load to low or 

undetectable.

• In other cases, you could be adherent but you have already become resistant to 

your treatment. 

• If the viral load is high on two tests (3 months apart) your clinician will discuss 

whether a new drug regimen is needed for you.

Appendices
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APPENDIX 5:

Clinician:  ..................................................................... Today’s Date: ...................................................................

ARV number: ....................................................................................................... Patient Sex (circle one):   Female  /  Male

PATIENT Name: ............................................................................Age (yrs): ............Date of birth: .........................................

Referred from (Health facility that referred the patients for suspect of treatment failure): .................................................

Date of ART Initiation: .................................... Place: ..................................... Regimen: .....................................

ART use before entering the program (circle all that apply):  NO  /  PMTCT  /  PEP

Current ART Regimen: ..............................................................Since when: ...............................................................................

Drug substitution (circle one): YES / NO Date: ...............................Previous TB treatment (circle one): YES / NO

History of side efects (circle all that apply): NONE / Lipodystrophy / Anaemia / Lactic acidosis / Neuropathy / 

Jaundice / vomiting / chronic diarrhoea / neurological / others

Drug interruption (>1 month) (circle one):  YES / NO Defaulted (circle one):  YES / NO

1st  VL result: ........................................... Date 1st VL taken: ............................Sick at time of test (circle one): YES / NO

dd/mm/yy

dd/mm/yy

dd/mm/yy

dd/mm/yy

dd/mm/yy

dd/mm/yy

2nd VL result: ......................................................... Date 2nd VL taken: .........................................................

Date of discussion of the second line committee: .............................................................................................. 

FINAL DECISION         (circle one):  START 2nd LINE  /  CONTINUE 1st LINE  /  STOP ART

2nd line regimen: ................................................................. Date initiating second line:  ............................................

dd/mm/yy

dd/mm/yy

dd/mm/yy

Adherence enhancement (circle one):   <85% POOR  /   85-95% MODERATE  /  >95% GOOD

1st session (circle one): POOR / MODERATE / GOOD Counsellor name:  .............................. DATE: ......................

Comments .......................................................................................................................................................

2nd session (circle one): POOR / MODERATE / GOOD  Counsellor name:  ............................ DATE: ................... 

Comments .......................................................................................................................................................

3rd session (circle one): POOR / MODERATE / GOOD  Counsellor name: .............................. DATE:  .....................

Comments .......................................................................................................................................................

Barriers to adherence

Behavioural: Disclosure to partner: YES  /  NO Suspicion of alcohol abuse: YES  /  NO

Medical: Side efect:  YES  /  NO

Socioeconomic: Distance/transpor t: YES  /  NO          Stigma: YES  /  NO         Work/income: YES  /  NO

Emotional: Suspicion of depression: YES  /  NO

dd/mm/yy

dd/mm/yy

dd/mm/yy

Clinical examination (circle one) :  STABLE  /  UNSTABLE  /  on TB TREATMENT  /  VERY SICK 

Weight (kg):  ................................................................................NEW WHO stage 3 – 4:  (circle one):  YES  /  NO

High viral load summary form
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APPENDIX 6: 
Session guides for high viral load enhanced 
counselling

Enhanced adherence session 1 

Healthcare workers should document their findings in the client care booklet  

and high viral load form

Timing Session 1: Date high viral load result received by patient

Duration Minimum 30 minutes

Mode Individual 

Introduce yourself to the patient

Step 1: Viral load education review

Assess patient’s understanding of viral load, high viral load and suppressed viral 

load. Ask the patient to explain to you what each means. If patient requires more 

explanation, you can say things like: 

• The main job/work of your ARVs is to reduce the HIV in your body to a very small 

amount.

• We can measure this amount of HIV by taking a blood test that we call a viral load 

test. If ARV treatment is successful, the amount of HIV in the blood will be very 

low/small/suppressed, and you will be healthy.

• The reason it is important to take your medication every day is to make sure that 

treatment is successful and the amount of virus in the blood is low. 

• We have noticed that your viral load is going up. This is not something that can 

be ignored. We have to find the cause, overcome it, and make sure that your viral 

load becomes suppressed. We are here to help you achieve this.

• Most of the time, the cause for a high viral load is when you sometimes forget to 

take your medication. Other causes may be due to you having been infected with a 

resistant virus. 

• Learning to take these medicines is complex, but very possible. Just like learning 

anything new, it can be overwhelming at first and may take a lot of effort, but with 

practice, can become part of your daily routine.

Appendices
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Step 2: Discuss the patient’s reason/explanation for his or her high 
viral load

Sometimes the patient already knows why his/her viral load is going up. Here, you 

can give them a chance to give their own explanation. Often, they will tell you at this 

point that they are struggling with their adherence. 

If they really don’t know why their viral load is high, you can say:

We notice that when people sometimes forget to take their ARVs every day, it gives 

the virus a chance to multiply. Do you think that you sometimes forget?

Make a short note of the patient’s explanation. Then move on to the next step. 

Step 3: Review time the medication is taken (dosing times) & 
create a medication schedule

This step is to review the time that the patient has chosen to take their ARV doses. 

Establish what the patient is doing and where they are at the time they have chosen. 

For example, if the patient has chosen 9pm, but is already asleep in bed by 9pm, then 

that is not a good dosing time. 

Establish with the patient whether the time they are meant to take their medication is 

appropriate or whether the time is a problem. The client should choose a time that is 

appropriate for them.

If the set time is a problem, then determine a new, more appropriate time with 

the patient based on their schedule. Remind them that the time chosen is just a 

suggestion; medicines should always be taken on time, the same time each day. Write 

down the new medication schedule in the counsellor’s notes and in their patient-held 

record.

In case of a missed dose, for a once-daily treatment regimen, the replacement dose 

should be taken immediately if the time lapse is within 12 hours. If the time lapse is 

more than 12 hours, do not take the dose. The next dose should be taken as per the 

regular schedule.

In case of a missed dose, for twice-daily regimens, the replacement dose should be 

taken immediately if the lapse time is within six hours. If time lapse is more than six 

hours, do not take the dose. The next dose should be taken as per regular schedule 

(per WHO client information, July 2016).

Other reminders that may be used include a cell phone alarm, a specific TV 

programme or radio programme, or taking the medication with meals.



100

Step 4: Plan for storing medications

Help the patient identify where at home they are going to keep their medications. If 

they are afraid of people seeing or finding the medication, then brainstorm a good 

place to keep them.

Storage place:  _______________________________________________

Deciding on where to keep extra or emergency doses

Keeping an extra supply of tablets in specific places is always helpful in emergencies. 

Help the patient identify where they can keep an extra supply of medication in case 

they don’t get home in time to take their medication This could be: handbag, locker at 

work, backpack, jacket pocket, briefcase, car, etc. Ideally this supply should be kept at 

room temperature and out of direct heat or sunlight.

Emergency stock should be refilled every week. The intention is to ensure that 

emergency stock is not stored beyond its expiration date or stored for prolonged 

periods in less favourable conditions.

These tablets are then only to be used when not home in time to take the next dose. 

Extra/emergency supply will be carried in:  ____________________________

Step 5: Motivation cards

This step can help patients learn strategies for remembering to take medications 

and for thinking helpful thoughts each time they look at their tablets. It is especially 

helpful for patients who have treatment fatigue, are depressed, or are stigmatizing 

themselves.                                                                                                                  

Introduce the patient to the notecard idea. Ask the patient to think of their own 

personal goals/dreams for their future. What are the three most important things 

they still want to achieve in their future?                                                                                                 

Have them write it in their own language on a notecard or piece of paper: 

For example: “I want to see my children grow up”, “I want to be healthy for my job”.                                       

Ask the patient if they think that their ARVs can help them achieve these goals for the 

future? The answer will be “yes” because ARVs will prolong life.     

Appendices
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Encourage the patient to place the notecard or paper where they will read it every 

day, preferably right before they take their medication. This will associate taking 

ARVs with the positive things they want for their future.

Top 3 goals for the future: _______________________________________

_________________________________________________________

_________________________________________________________

Do you think that your ARVs can help you achieve your goals for the future?

Step 6: Discuss patient’s support system

Has the patient disclosed his or her status to any family, friends or co-workers? 

You can ask the patient:

Do you have any people in your life who you can talk to about your HIV and ARVs?

Suggest to the patient that they enlist the support of their family, friends and co-

workers in reminding them to take their medication if they have not already done so.

The members of the patient’s support system are: 

_________________________________________________________

Step 7: Planning to improve adherence in patients who are using 
alcohol and substances

The use of alcohol and illicit drugs has been shown to contribute to poor adherence 

to ARVs. While trying to address the use of these substances, we must support you to 

take your ARVs.

In the past, the message given to patients was that they shouldn’t mix ARVs with 

alcohol or drugs; the result was often that some patients decided not to take their 

ARVs on the day that they used alcohol or drugs. Alcohol use should be discouraged 

and the client should be supported to stop abusing alcohol or drugs, but in the 

meantime, we want to help them to adhere to ARVs while using alcohol or drugs.
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Step 8: Getting to your clinic appointment

This step helps the patient solve problems associated with getting to his or her 

appointments. 

Make a plan for getting to appointments:

• How do you get to your medical appointments?

• What would you do if your usual way of getting to your appointments was not 

an option (for example, public transport not working, or it was raining when you 

usually walk)?

• How do you usually get to the clinic? _______________ ___________        

• Back-up plan: __________________________________________

If they are not able to come on their appointment date, remind the patient that if they 

are unable to make their appointment, they must make sure that they go to the clinic 

the next day, BEFORE they run out of medication. 

Step 9: Review plans for way forward

• Briefly summarize plans made above.

• Identify the steps that the patient needs to complete at home before your next 

visit, such as placing emergency doses in their handbags, and their new dosing 

time.

Plan a way forward

• Inform the patient that they will be seen after one month.

• VL will be repeated after three months.

• VL results will be reviewed together and a way forward will be discussed.
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Enhanced adherence Counselling session 2 

Timing Session 2: One month after 1st EAC

Duration Approximately 10 minutes

Mode Individual 

Tools EAC session guide 

SESSION 2 (to be done the following month)

Step 1: Identify any difficulties with plans, & problem solve any 
new issues

• Review action plan from previous session, for example, motivation card and 

emergency doses.

• Ask the patient if he/she thinks that adherence has improved in the past month. 

Enquire in a friendly way if any doses have been missed.

• If the patient has experienced any difficulties implementing the plans, brainstorm 

solutions to the identified problem.

• Use problem-solving skills to address any new issues that may have come up in 

the past month.

Step 2: How to learn from mistakes

• This step may help clients prepare to recover from missing doses, which, in the 

long run, is likely to occur. 

• If a mistake occurs, the best choice is to return to one’s adherence programme as 

soon as possible instead of acting on hopeless thoughts and giving up. 

• Identifying what led to the mistake can provide important information that can 

help avoid future mistakes. 

• It should be stressed that mistakes are normal and not a big problem. They only 

become a big problem when they lead to giving up. 

• In case of a missed dose, for a once-daily treatment regimen, the replacement 

dose should be taken immediately if the time lapse is less than 12 hours. If the 

time lapse is more than 12 hours, do not take the dose. The next dose should be 

taken as per the regular schedule.
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• In case of a missed dose, for a twice-daily regimen, the replacement dose should 

be taken immediately if the lapse time is less than six hours. If the time lapse is 

more than six hours, do not take the dose. The next dose should be taken as per 

the regular schedule (per WHO client information, July 2016).

• It is important to tell the patient that they must not beat themselves up if they 

miss a dose. They must tell themselves that they are only human and that 

mistakes happen, but that they must return to their medication schedule as soon 

as possible. If they continue to have many mistakes, then the patient must speak 

to their medical team as soon as possible.

• Make a plan with the patient:

• Positive thoughts you can think after you made a mistake _____________

______________________________________ ______________

• What can you learn from a mistake that will help you avoid another in the 

future _______________________________________________

____________________________________________________

Step 3: Check your notes to see whether the patient has been 
referred to other services – if not, skip this step

• This includes referrals to psychology services, substance abuse groups and social 

services.

• Ask patient if they attended the appointment. 

Step 4: Preparing for travel

• Holidays are always a risk for poor adherence or default of treatment. Encourage 

patient to plan for holidays, to make sure that they have enough medication on 

hand before they leave town, and to remember to pack it.

• Make sure that all relevant information is on the client-held card – clinic phone 

number, patient’s current regimen and doses, latest CD4 and VL, etc.

• Explain to them that if they are ever away from home and they run out of 

medication, they must go to the closest ART clinic and show their client-held card. 

Hopefully, that clinic can help them access medication.

• As back up, have the patient programme their local clinic phone number and 

unique ART number into their phone. This way, they have it on their phone in case 

they lose their patient notebook.
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• Save on phone:   

• Clinic number __________________________________________

• My ART number _________________________________________

• Identify where the patient usually travels to and ask if they know where the 

closest ARV clinic is.

Step 5: Review plans 

• Give two-month supply of ART.

• If additional EAC sessions are needed, schedule appointment earlier.

• Repeat viral load should still be taken three months after result was given.
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