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Acronyms 

ART  Antiretroviral therapy 

ARVs  Antiretroviral drugs 

ASSIST  USAID Applying Science to Strengthen and Improve System Project 
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Operational Definitions 

Change concept: A category of changes, ideas or solutions that are similar and have a common 

underlying thought.  

Change idea: Specific actions which improvement teams have taken that are expected to lead to 

improvement. Changes need to be tested to see if they will actually lead to improvement.    

Children: Anyone whose age is under 15 years or 0-14 years (as per MOH guidelines). 
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Collaborative: A number of quality improvement teams brought together to work and learn together to 

rapidly achieve significant improvement towards a common goal with the intentions of scaling them up to 

other teams. 

HIV testing: Providing the opportunity for clients to know their HIV status with quality counselling support 

to help them cope with a positive or a negative test result.  

Hub rider: A person who is recruited by the district whose role is to assist in transportation of viral load 

samples from the health facility to the laboratory hub centres.  

Linkage: The action of linking an identified HIV-positive client to care or the state of being linked and 

documented in the HCT register.    

Linkage facilitator: Trained volunteers who are supported by implementing partners to support the 

health workers with updating of the registers and simple jobs like escorting of clients from one unit to 

another. They work under the supervision of a trained health worker. 

  

 

   

 





Tested changes for improving viral load monitoring  1 

I. Introduction  

The USAID Applying Science to Strengthen and Improve Systems (ASSIST) Project is supporting the 

Ministry of Health (MOH), districts, implementing partners, and health facilities to; improve HIV care 

services, voluntary medical male circumcision (VMMC), TB case detection, treatment and TB-HIV care 

and implement the Partnership for HIV-Free Survival (PHFS) initiative. The project also supports the MOH 

to apply improvement methods to improve maternal and newborn health services and integrate family 

planning services in primary care and referral facilities and apply lessons from pilot facilities to other sites. 

ASSIST Uganda is also working with the Ministry of Gender, Labor and Social Development (MGLSD) 

and implementing partners to apply standards to improve services for vulnerable children.  

 Background 

UNAIDS’ 90-90-90 Strategy has set treatment targets to help 

bring to an end the AIDS epidemic by 2020. According to 

this strategy, 90% of all people living with HIV will know their 

HIV status; 90% of all people with diagnosed HIV infection 

will receive sustained antiretroviral therapy (ART); and 90% 

of all people receiving ART will have viral suppression. 

Uganda adopted this global strategy in 2014, and viral load 

is now the preferred measurement for monitoring response 

to ART in Uganda.  

 Rationale for using viral load to monitor 

patients on ART  

According to MOH guidelines, viral load (VL) testing is offered to patients who have been on ART for at 

least six months and to patients who are suspected to have treatment failure. Therefore, all patients who 

have been on ART for six months and longer should receive a viral load test.  

Viral load monitoring offers a number of benefits to patients on ART, including: 

1. Timely indication of the need for adherence support; 

2. Early detection of the possibility of developing drug-resistant mutations;  

3. Detection of clients at increased risk of opportunistic infections;  

4. Guiding timely decisions for switching to a more appropriate treatment regimen if treatment failure 

is confirmed. 

II. ASSIST’s Work to Improve Viral Load Monitoring 

The change ideas shared in this change package are a compilation of actions taken by 34 health facility 
quality improvement (QI) teams located in east, east central, and western Uganda. ASSIST worked 
closely with the regional implementing partners STAR E and STAR EC (Strengthening TB and HIV 
Responses in the Eastern and East Central regions); RHITES SW (Regional Health Integration to 
Enhance Services) in the south western region; HIWA (HIV Health Initiatives in Workplace Activities); and 
Uganda Private Health Support (UPHS). ASSIST also identified ART centers and organized them into an 
improvement collaborative working towards better VL monitoring.  

A baseline assessment conducted in these health facilities found that VL access was at 0% for all the 
sites. ASSIST shared site performance with each health facility team and supported teams to identify 
reasons for their poor performance through onsite mentorship. The QI teams identified VL testing access 
as one of the focal areas for improvement, and the ASSIST team supported them to integrate QI 
approaches in improving their performance. ART QI teams met monthly to review progress and came up 

UNAIDS 90-90-90 Strategy 
 

1. 90% of all people living with HIV 
will know their HIV status 

2. 90% of all people with 
diagnosed HIV infection will 
receive sustained antiretroviral 
therapy 

3. 90% of all people receiving 
antiretroviral therapy will have 
viral suppression 
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with changes which they tested to attain improved access to VL monitoring for ART clients. ASSIST 
provided technical support to the health service providers at the ART sites through monthly onsite 
coaching, conducted jointly with IPs.  ASSIST also convened two learning sessions to allow peer-to-peer 
learning among the teams. A harvest meeting was conducted after eight months involving the health 
facility QI team members during which they shared their experience improving viral load monitoring; these 
experiences are summarized in this change package.  

The improvement teams noted that for VL monitoring to improve, key processes had to be addressed and 
these included: 

1. Collection of samples from eligible patients; 

2. Transportation of samples to Central Public Health Laboratory (CPHL); 

3. Receipt of results by the care team from CPHL; 

4. Results given to patients in a timely manner. 

Addressing the four processes above led to improvement.  The improved performance across all the 34 

participating health facilities is summarized in Figure 1 below. 

In addition to the key processes above, the health facility teams also addressed viral load sample 

rejection by CPHL. In the initial stages the performance was not improving because most of the samples 

taken to the central laboratory were rejected, so the QI team had to address this. 

Figure 1: Proportion of ART clients started on ART six months ago that have their VL tested, 34 

sites (May 2015 – August 2016) 

 

 

 Developing the change package  

ASSIST organized a harvest meeting with representatives from the health facilities to compile and 

assess the effectiveness of the changes tested at facility level for improving VL access. The activity 

started with each facility QI team listing the tested changes as derived from their documentation 
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journals. These lists were collected from the facility QI teams, and the facilitators summarized them 

into a list of 14 change ideas. After that, facility teams were guided to review the listed changes to 

ascertain the magnitude of improvement related to each change, hence identifying the successful and 

unsuccessful changes. The groups were guided and supported to discuss in detail and document 

how the specific changes were implemented with citation of any additional resources required; this 

discussion led to the information in the “how the change happened” section of the change package. 

The resulting change ideas were further organized by the facilitators into five change concepts which 

are summarized in the Appendix: 1) Regular updating of client files and registers; 2) Addressing 

information/knowledge gaps among health workers, clients, and their caregivers on VL monitoring; 3) 

Identifying eligible clients for VL bleeding; 4) Improving efficiency of the facility to do viral load testing; 

and 5) follow-up of clients and results. 

 The role of leadership in improving VL monitoring 

Addressing the root causes of poor performance on VL monitoring involved more than just the health 

facility team; leadership support across the continuum was essential, from the health facility to the 

national level.  

 At facility level: The health facility in-charges supported the teams to follow up with the hub 

riders, helped to mobilize for the viral load forms during stock-outs, and held regular internal 

supervision (monthly), especially in cases of sample rejection, to discuss and develop actions on 

how to improve.  

 At the district level: The district lab focal person helped to coordinate the hub system; the 

district HIV focal person followed up with stock-outs of viral load forms and other requirement 

from the health facility in-charge's report; the district health educator supported the activities to 

sensitize the community on the importance of VL testing and Health Unit Management Committee 

(HUMC) volunteers who helped in community-facility dialogues. 

 National level (CPHL/MOH): Supported the development of all relevant data tools and standard 

operating procedures (SOPs), the viral load trainings were coordinated and conducted by the 

national level teams with additional support from the regional implementing partners who followed 

up with onsite mentorships and supervision. 

 How to use this change package 

This change package is intended to provide guidance to individuals and QI teams wishing to improve VL 

testing access for ART clients. It provides a general idea of activities with examples of innovative changes 

that can be implemented in order to improve VL testing. Teams are encouraged to read through and 

adapt these changes to suit their clinic/facility settings to improve performance. 

 Recommendations  

The changes in this documented are recommended because all the health facilities that tested and 

implemented these changes reported significant improvement in VL testing access and ultimately 

improved VL monitoring for the ART clients. Improvement work should be preceded by review and 

improvements in data quality.  Improvement teams need to know and understand the gaps in the care 

provided before they can begin to improve the process of care. 
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Appendix: Detailed change package for improving VL monitoring for 

ART clients at 34 health facilities in Uganda 

Change Idea Reason for the Change successful? How the change happened? 

change/Gap being Yes/No 

addressed 
Evidence with data  

Change concept 1: Regular updating of client files and registers 

Identify focal 

person (health 

worker and 

expert client) to 

update the data 

tools (client card, 

registers) 

Registers were not 

updated timely 

and/or there was 

incomplete 

documentation of 

MOH registers 

4 sites implemented this; 

example of results include: 

Banda: 22% (March 2016) 

to 85% (August 2016) 

Namwendwa: 55% (April 

2016 to 86% (Oct 2016) 

 

A specific person was identified 

and trained to fill relevant tools 

(clients’ card and register). 

He/she was then assigned clear 

roles and responsibilities 

related to documentation in the 

data tools.  

Roles included among others: 

collecting result forms from the 

lab; sorting files for results 

documentation; and regularly 

reviewing and updating VL 

results onto clients’ care cards, 

lab/VL register, and ART 

register whenever results are 

returned back. 

Make phone 

calls to NHLS 

National health 

laboratory 

system(NHLS) to 

follow up on 

client results 

No responsible 

person to ensure 

that VL results are 

ready and returned 

Prolonged 

turnaround time for 

VL results 

Two sites implemented 

this; example of results 

include: 

Banda: 25% (April 2016) to 

85% (Aug 2016)  

Selected an individual to be 

responsible and clarified the 

specific role to be performed. 

Contact details like name, 

village, phone, and ART card 

no. Details of eligible clients 

who had blood sample removed 

and whose VL results were not 

received were obtained then 

results followed up through 

phone calls to NHLS. 
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Change Idea Reason for the Change successful? How the change happened? 

change/Gap being Yes/No 

addressed 
Evidence with data  

2Change Concept  : Addressing information/knowledge gaps among health workers, clients, and 

their caregivers on VL monitoring 

Importance of VL 

monitoring a 

talking point in 

Lack of knowledge 

and awareness 

about VL 

5 sites implemented this; 

example of results include: 

Wabulungu: 3% (January 

Talking points on process and 

benefits of VL monitoring were 

developed and shared with the 

all health 

education 

monitoring amongst 

the clients and their 

2016) and 70% (February 

2016)  

specific people responsible for 

health education.  

sessions caregivers Namwendwa: 18% (March These talking points were 

2016) to 55% (April 2016)  mentioned during all health 

education sessions conducted 

in ART clinic, family support 

groups (FSG) and adherence 

groups 

Continuing Inadequate 5 sites implemented this; Facility members are notified 

medical 

education (CME) 

knowledge among 

all staff regarding 

example of results include: 

Bulumbi: from 0% (March 

about the gap in VL access.  

The trained health worker in VL 

for health 

workers on VL 

monitoring 

VL eligibility criteria 

currently in use. 

2016) to 44% (April 2016)  

Nankoma: 45% (January 

2016) to 66% (March 

was identified; he/she was 

assigned to conduct the CME 

for the staff on how to identify 

including 

eligibility and 

2016) 

 

the eligibility criteria.    

frequency of VL  

bleeding. 

Regular on-the-

job mentorship 

for health 

Inadequate clinical 

assessment of 

clients due to 

2 sites implemented this, 

example of results include: 

Namwendwa: 18% (March 

All new staff allocated to the 

HIV clinic were prioritized for on 

job mentorship. 

workers on VL 

monitoring. 

knowledge gap in 

VL eligibility 

2016) to 55% (April 2016) 

Lumino: 0% (July 2016) to 

Health care workers with 

practical experience were 

assessment. 100% (September 2016)  assigned to work with the new 

staff demonstrating to them the 

process.  
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Change Idea Reason for the Change successful? How the change happened? 

change/Gap being Yes/No 

addressed 
Evidence with data  

Change Concept 3: Identifying eligible clients for viral load bleeding 

Identify files for 

clients and put 

stickers on files 

before clinic day.  

No identification of 

eligible clients to 

ensure that those 

due for bleeding 

are not missed on 

their clinic 

appointments. 

Bulumbi 44% (April 2016) 

to 67% (May 2016) 

 Lumino 62.5% (July 2016) 

to 100% (September 2016) 

Used ART register to identify 

eligible clients.  

Files were sorted, and stickers 

placed on files for eligible 

clients a day before the clinic.  

On clinic day files with stickers 

were picked and clients 

counseled on bleeding for VL 

monitoring.  

Masking tape is used for 

stickers to label client files. 

Assigning a 

triage nurse to 

screen out the 

eligible clients.  

 

No persons to 

screen out clients 

that are eligible 

Nankoma: 90% (May 

2016) to 100% (July 2016) 

 

QI teams assigned the triage 

Nurse to sort files on every ART 

clinic day, to identify the eligible 

clients. These eligible clients 

were sent to the Laboratory for 

VL test before seeing the 

clinician. 

Assign expert 

client to sort files 

for VL eligible 

clients on every 

ART clinic day 

and taken to 

clinician.   

 

No person to 

screen out clients 

that are eligible 

Wabulungu: 69% (June 

2016) to 93% (July 2016) 

 

QI team assigned the expert 

client to sort files every ART 

clinic day, for those clients who 

had been on ART for at least 6 

months and files had a 

sticker.Fileswere taken to 

clinician.  

The clinician in the clinical 

room, on seeing the sticker, 

requests for VL test and the 

patients sample is taken. 
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Change Idea Reason for the Change successful? How the change happened? 

change/Gap being Yes/No 

addressed 
Evidence with data  

Change concept 4: Improving efficiency of facility to do viral load bleeding 

Aligning the VL 

sample 

collecting day 

with the hub visit 

day 

 

The hub rider’s day 

for collecting 

samples did not 

coincide with the 

ART clinic day.as a 

result the hub rider 

would not find any  

samples at the 

facility. 

One site implemented this; 

example of results include: 

Wabulungu: 3% (January 

2016) to 70% (February 

2016) 

QI team held a meeting and 

agreed to change ART clinic 

day.  

Sensitization of the clients on 

reasons of the switch was 

done. 

Return dates were given to 

clients on Tuesdays so that 

clients got drug refills and were 

bled for VL on same day. 

Assigned a 

person to 

physically escort 

clients to the lab 

for bleeding 

Clients were getting 

lost with in the 

health facility. 

 

Two sites implemented 

this; example of results 

include: Lumino: 62.5% 

(July 2016) to 100% 

(September 2016) 

An individual (lab staff, expert 

client or counsellor) was 

assigned the role of physically 

escorting the eligible client due 

for bleeding to the lab and 

handed the patient over to lab 

personnel. 

This new development was 

communicated to the in-charge 

of the ART clinic who ensured 

its implementation. 

Modified duty 

roster to have 

more lab staff 

allocated on duty 

in ART clinic 

Long waiting time 

at the laboratory for 

VL bleeding. 

 

Two sites implemented 

this; example of results 

include: 

Bulumbi: 79% (June 2016 

to 93% (August 2016) 

 

Allocated more laboratory staff 

to support the ART clinic. 

The staff were given clear roles 

and responsibilities on the clinic 

days to support the running of 

the clinic on that particular day. 

Informed in-charge and lab 

head on changes in the roster. 

Informed clients earlier before 

their actual clinic day so that if 

they are for VL monitoring they 

come in earlier.  

The VL clients were given first 

priority so that they don’t wait in 

line but are worked on as they 

arrive in lab. 
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Change Idea Reason for the Change successful? How the change happened? 

change/Gap being Yes/No 

addressed 
Evidence with data  

Change concept 5: Follow-up of clients and results 

Make phone 

calls to CPHL to 

Prolonged 

turnaround time for 

Two sites implemented 

this; example of results 

Based on the information about 

the eligible clients who had 

follow up on VL results. include: been bled and whose VL 

client results Banda: 25% (April 2016) to results were not received, they 

85% (August 2016). were followed up through 

 phone calls to NHLS.  

The health facility or ART clinic 

in charge would select an 

individual to be responsible.  

Home visiting for 

VL bleeding 

Missed 

appointments for 

Two sites implemented 

this; example of results 

Identify specific person to do 

home visits. 

disabled people include: Identified a focal person to use 

who don’t have Busembatia: 50% (April eligibility list to identify 

treatment 2016) to 68% (July 2016) clients/children who had missed 

supporters to bring appointment in a particular 

them to the facility. month and were due for 

bleeding.  

Home visits to these clients 

were done to bleed for VL. 

Focal person was given the 

necessary equipment and 

bicycle to ease movement. 

ART numbers for Clients due for VL One site implemented this; Made a list of clients due for VL 

clients due for 

viral load 

displayed on the 

wall prior to the 

clinic day 

were not easily 

identified 

example of results include: 

Namwendwa: 55% (April 

2016) to 77% (May 2016) 

testing and put on manila 

paper. 

This list was displayed in 

ART/clinician’s rooms as a 

reminder.  

List was prepared on a monthly 

basis and as clients were sent 

to lab they were ticked off the 

list and those who miss at the 

end of month are followed by 

the community visit to their 

 

homes. 




