
PEPFAR SOLUTIONS 

PLATFORM (BETA) 

Page 1 of 9 

 

Viremia Clinics in Kenya: Enhanced 

Monitoring and Management of HIV-

Positive Individuals on Antiretroviral 

Treatment with High Viral Load  

COUNTRY: Kenya  IMPLEMENTING PARTNER: University of Maryland, Baltimore 

The establishment of viremia clinics was an initiative to address the gaps and 

challenges in the monitoring and management of patients with high VL, and function 

as a form of differentiated care for unstable clients with high VL.  Held at least one day 

a month, the viremia clinic utilizes a multidisciplinary team (MDT) model and focuses on 

enhanced case management and a patient-centered approach. This model is aimed 

at identifying patient-specific adherence barriers and tailoring interventions to address 

the patients’ specific needs.  Patients are empowered to make joint decisions with their 

providers to improve their ART adherence. 
 

WHAT WAS THE PROBLEM? 
The rapid scale-up of antiretroviral therapy (ART) and viral load (VL) monitoring in Kenya 

has led to increasing numbers of people living with HIV (PLHIV) receiving both life-saving 

treatment and improved knowledge of viral suppression. This, in turn, contributes to 

Kenya achieving The Joint United Nations Programme on HIV and AIDS (UNAIDS) global 

epidemic control goal of 73% of all PLHIV being virally suppressed. One barrier to 

realizing this goal, is poor or limited responses when responding to PLHIV with viremia. 

Viremia is generally defined as the presence of viruses in the bloodstream. An HIV-

positive person is considered to have viremia when they have greater than or equal to 

1,000 copies of HIV per 1 milliliter of blood in their body (≥ 1,000 copies/mL). Challenges 

in providing rapid and comprehensive care to patients with high VL has led to poor 

optimization of ART adherence, delayed repeat VL testing, and delayed switch to 2nd-

line ART.  

 

WHAT IS THE SOLUTION? 
The establishment of viremia clinics was an initiative to address the gaps and 

challenges in the monitoring and management of patients with high VL, and function 

as a form of differentiated care for unstable clients with high VL.  Held at least one day 

a month, the viremia clinic utilizes a multidisciplinary team (MDT) model and focuses on 
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enhanced case management and a patient-centered approach. This model is aimed 

at identifying patient-specific adherence barriers and tailoring interventions to address 

the patients’ specific needs.  Patients are empowered to make joint decisions with their 

providers to improve their ART adherence. 

 

Viremia clinics were introduced in October 2015 by University of Maryland, Baltimore 

(UMB) under Kenya’s Partnership for AIDS Care and Treatment (PACT) Endeleza 

program in Nairobi County. By March 2016, all 24 UMB-supported HIV treatment facilities 

in Nairobi County adopted this model. The strategy was subsequently introduced in 

October 2016 to UMB’s PACT Timiza program, which supports HIV treatment services in 

Kisii and Migori counties.  All facilities in the Timiza program with more than 500 clients on 

ART (9 in Kisii; 27 in Migori) adopted this model by March 2018.  

 

WHAT WAS THE IMPACT? 
Preliminary data show an improvement in the proportion of PLHIV who received 

enhanced adherence counseling (EAC) sessions, repeat VL testing, and initiated 

second-line ART (in individuals with persistent viremia despite optimized adherence 

(Figure 1)).   

 
Figure 1: Comparison of high VL cascade before and after viremia clinic introduction 

 

Data show an increase in VL uptake as the viremia clinic model was scaled up (Figure 

2). All 24 HIV clinics in Nairobi County, with approximately 22,000 HIV-infected clients on 

ART, have adopted the viremia clinic model.  Sixteen stand-alone prevention of 
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mother-to-child transmission (PMTCT) sites are also involved. These are small maternal 

and child health (MCH) facilities providing ART for pregnant and breastfeeding women 

only. Since inception of the model, an improvement in VL testing of eligible patients 

and VL suppression rates have been observed (Figure 3).    

 
Figure 2: Increase in VL uptake as viremia clinic model scaled up 

 

 
Figure 3: Improved VL suppression as viremia clinic model scaled up 
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HOW DOES IT WORK? 

INDIVIDUAL LEVEL 

This strategy is targeted towards patients with viremia regardless of age or pregnancy 

status. All UMB-supported facilities already have special clinic days for children and 

adolescents, where a similar model of multidisciplinary case management is applied. 

While HIV-infected pregnant and breastfeeding women are seen in PMTCT clinics, 

usually in the MCH setting by a nurse, those with viremia are reviewed in the viremia 

clinic using the MDT approach to provide the best care for these women.  

Dedicated clinic days provide MDTs the opportunity to see a smaller volume of patients 

(on average, 20 clients per clinic visit). Teams have more time for patient case 

discussions, and complex (e.g., multiple comorbidities) and challenging case review.  

The MDT is typically comprised of a clinical officer, nurse, adherence counselor, data 

officer and lay counselors.  In some facilities, the MDT may only have a clinician and a 

counselor. Facilities with only one provider are encouraged to involve sub-county HIV 

coordinators, technical partners, or other external mentors.   

The clinic day is established after identifying a day (usually a fixed day every month) 

when the clinic has a lower patient volume. Patients with viremia are typically booked 

in the morning and follow a structured patient flow. Clinics begin with group education 

on common factors that contribute to viremia, and possible solutions to address these 

factors.  Patients also receive one-on-one counseling using the nationally developed 

adherence tools (attached). During these sessions, patients work jointly with the 

adherence counselors to identify barriers and potential solutions to adherence.  

In between clinic visits, peer educators provide multiple support functions, such as 

serving as case managers, conducting home visits to enhance support, identifying 

other factors that could contribute to ART non-adherence, and managing missed 

appointments. Peer educators receive a basic 1-week training in HIV and counseling 

before they are able to perform the above support activities. All patients receive one 

home visit after their first viremia clinic visit. Additional visits may be made for those 

requiring more support. 

Timely VL testing and availability of results allow for early identification of patients with 

viremia, and is a key component of this model. Determination of patients’ eligibility for 

repeat VL testing is made prior to their clinic visit, during file removal, and during check-

in. A sticker is placed on the patients’ files to notify the MDT of the need to refer a 

patient for VL testing.  Once the patient has received at least 3 months of EAC and 

support, an adherence assessment is conducted to determine if repeat VL testing 

should be scheduled.  Patients with persistent viremia who are in need of 2nd-line ART 

are discussed weekly by the MDT prior to switch.  
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SYSTEMS AND SERVICES LEVEL  

The structure and operationalization of the viremia clinics encompasses key aspects for 

service delivery. These include clinic reorganization, case management, and a robust 

system for patient follow-up (Figure 4). 

 
Figure 4: Structure and operationalization of Viremia Clinics 

 

Viremia Clinics address multiple aspects of the health system as follows: 

1. Human resources for health (HRH): Through a MDT approach, discussion of 

difficult cases, review of cases before regimen changes, and mentorship 

provided by UMB, facility teams become more skilled in handling complex cases, 

gain an understanding of the pivotal roles they each play, and provide higher 

quality of HIV care and treatment. The MDT approach also empowers 

adherence counselors and peer educators through a recognition of their 

integral role in helping clients achieve VL suppression. 

2. Service Delivery: Clinic reorganization allows for focused attention on patients 

with viremia, using a more structured, patient-centered service delivery package 

both within and outside the facility (e.g., community follow-up and assessments 

are conducted with the support of lay counselors), leading to continuity of care.  

3. Laboratory and Commodities Management: The ARV commodities system and 

VL testing network are the same for the general HIV and viremia clinics.  
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4. Monitoring and Evaluation: A viremia register was developed to track the 

provision of services and high VL patient outcomes. 

5. Leadership and governance: The impact of viremia clinics has been discussed at 

the county and sub-county levels, and is embraced as a best practice for 

application in non-UMB supported facilities.  

6. Financing: The majority of resources required to run the viremia clinics are mainly 

what is needed to currently support the HIV clinic 

a. HRH: hires for ART staff as applicable: clinical officer, nurse, adherence 

counselor, data officer, lay counselors 

b. VL testing: sample transport network, consumables (vacutainers, needles, 

syringes), internet for remote sample log in and results access 

Challenges to the implementation of this strategy include an inadequate number of 

health care providers. The strength of this model is the MDT approach to patient care 

and the recognition of the need for quality EAC for patients and the ability to work 

closely with patients to overcome adherence barriers. Another challenge has been the 

establishment of this model within the 9 stand-alone PMTCT facilities that are staffed by 

only 1-2 nurses. Despite these circumstances, efforts are made to establish MDT teams 

by task shifting responsibilities to lay counselors, mentoring HTS counselors to provide 

EAC counseling, and using sub-county mentors to enhance case discussions. Although 

not yet completely worked out, establishing a dedicated day for clinical review of 

viremic patients has set the stage for more active case management. 

LOCAL ENVIRONMENT  

Clinic design and impact have been discussed at county and sub-county levels, with 

the recommendation to broaden implementation to other non-UMB supported 

facilities. Despite not having a formal relationship between the facility and community 

(e.g., community support groups), county-level discussions of the incorporation of 

community health volunteers for home visits in lieu of peer counselors have been raised. 

Future discussions that address concerns of ensuring confidentiality and maintaining 

continuity of care are needed.  

NATIONAL ENVIRONMENT  

The viremia clinics are staffed with PEPFAR-supported providers who provide continuity 

of services. Additionally, Ministry of Health (MoH) staff are also periodically involved in 

reviewing patients in the viremia clinics, and contribute to the continuity and 

sustainability of quality service provision. MoH teams are encouraged to be routinely 

involved in HIV service provision through their incorporation into clinic rotations, 

including viremia clinic days, and involvement in MDT meetings.   

The viremia clinic model is implemented within national guidelines and policies.  
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SCALABILITY 

Viremia clinics have been extremely successful in improving the provision of 

comprehensive services for clients with viremia, and have contributed to increasing 

rates of VL suppression in sites where the model is implemented. The clinics are 

implemented within the current HIV clinic set-up, with all facilities currently holding the 

clinics once a month. Patients requiring more frequent clinical review, however, are 

scheduled for review as determined necessary, even outside the viremia clinic days, 

and given priority when they attend. The low numbers of patients in the clinic make 

these clinics less strenuous to run and allow more time for patient case review. The 

approach is consistent with the principles of differentiated care, where patients in need 

of more intensified care and support are provided services tailored to their needs. 

The viremia clinic model is easy to introduce to all existing HIV clinics, and requires no 

significant extra resources. While the model described includes an MDT of various 

background providers, clinics with fewer providers have still benefited from the model 

by establishing a dedicated clinic day for patients with viremia, and following the 

general organizational structure and patient flow as outlined. Low-volume clinics can 

choose to incorporate the model within their current clinic structure. 

In Nairobi County, where multiple partners support ART sites, the strategy has received 

immense support from the county following repeated dissemination of this strategy in 

best practice/QI meetings. The county’s recommendation for broad scale-up of this 

model to all facilities has led to more facilities establishing viremia clinics. Continued 

structural design and implementation oversight to ensure effective and efficient HIV 

service delivery quality for high VL patients are needed.   

MANAGEMENT & OVERSIGHT 

IMPLEMENTING PARTNER:  

The UMB team has shared the viremia clinic strategy with the CDC-Kenya country team 

and implementing partners (IPs) during quarterly program review meetings and have 

showcased the impact of these clinics during best practice sharing. During a USAID-

Kenya IP meeting in 2016, UMB presented the program’s success in efforts towards 

improving viral suppression. 

IPs are expected to ensure efficient and effective investments and support towards the 

success of viremia clinics. During Country Operational Plan 2018 discussions, the country 

set targets for the expected proportion of ART clinics implementing the viremia clinic 

model (Table 1). 
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Facility by patient 

volume 

% Achieved as of 

June 2018 Target FY18 Target FY 19 

High (>1,000) 78% 100% 100% 

Medium (500-999) 64% 80% 100% 

Low (<500) 32% 25% 50% 

Overall 43% 37% 59% 

Table 1: Proportion of ART clinics implementing the viremia clinic model against FY 

18&19 targets  

MONITORING:  

UMB developed a Viremia Register (attached), which collects regular data for high VL 

clients. This information allows for the monitoring of compliance with, and timeliness of, 

interventions. The clinician is responsible for reviewing the Viremia Register at the 

beginning and end of each clinic. This allows the clinician to monitor the provision of 

services, and initiate corrective actions when necessary.  

The program was able to collect specific indicators to review the progress of the 

program. These indicators are used to determine the outcome and impact of the 

intervention, and include: 

1. Number of patients eligible for enrolment in viremia clinics 

2. Proportion of clients with viremia who attended the viremia clinic 

3. Proportion of clients who received a minimum of 3 EAC sessions  

4. Proportion of clients who received 3 EAC sessions delivered once a month 

5. Proportion of clients who received a minimum of 3 EAC sessions and had a 

repeat VL test 

6. Proportion of clients with documented VL who re-suppress 

7. Proportion of clients with persistent viremia switched to 2nd or 3rd line ART within 

1 month of the repeat high VL 

Through performance review and quality management approaches, viremia clinics 

have increased the efficiency and quality of the MDT approach to high VL patient case 

management. During visits to the facilities, UMB teams review the viremia registers for 

service delivery quality assurance and quality improvement.  Indicators reviewed 

include time between EAC sessions, time to repeat VL, and time to switch to 2nd or 3rd-

line ART. After ART regimen switch, patients continue to receive individualized 

adherence support during their clinic visits and have repeat VL testing 6 months after 

switch.  Patients with VL suppression are subsequently transitioned back to attend 

regular clinics.   
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COMMUNICATIONS AND FEED-BACK LOOPS:   

Viremia clinics have been adopted relatively quickly, and have been found to be 

beneficial by both health care providers and patients. Initial feedback from facility 

teams include the benefits of having more time to provide attention to the unstable 

patients through counseling and adherence support, and the ability to discuss common 

causes of treatment failure with patients in a group format. Patients have reported the 

benefits of lower volume clinics, greater intensity of counseling received, and 

interactions with other patients with high VL who may have similar barriers to 

adherence. Some patients have expressed concerns over the facility monthly visits, and 

attempts are being made to address this through patient education.  

The nature of patient flow between adherence counselors and providers, and its 

required documentation, leads to the potential movement of the viremia register and 

gaps in communication and feedback.  One potential system modification that may 

address this is incorporation of these indicators into a point of care electronic medical 

record (EMR).  Feedback mechanisms are planned for the future and include 

conducting patient exit interviews to inform and improve the design of the clinics, as 

well as the overall provision of HIV services. 

 

 


