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Foreword  

HIV is a public health threat globally. An estimated 1.5 million Kenyans are living with HIV, 

of whom 1,136,000 were on antiretroviral therapy by December 2017. 

4ÈÅ ςπρψ ÅÄÉÔÉÏÎ ÏÆ ÔÈÅ Ȭ'ÕÉÄÅÌÉÎÅÓ ÏÎ 5ÓÅ ÏÆ !ÎÔÉÒÅÔÒÏÖÉÒÁÌ $ÒÕÇÓ ÆÏÒ 4ÒÅÁÔÉÎÇ ÁÎÄ 

PrÅÖÅÎÔÉÎÇ ()6 )ÎÆÅÃÔÉÏÎ ÉÎ +ÅÎÙÁȭ ÉÓ ÁÎ ÕÐÄÁÔÅ ÏÆ ÔÈÅ ÃÏÍÐÒÅÈÅÎÓÉÖÅ ()6 ÐÒÅÖÅÎÔÉÏÎ ÁÎÄ 

treatment guidelines released in 2016. The MOH releases updated HIV prevention and 

treatment guidelines in line with emerging evidence every 2 years. These guidelines are 

ÁÌÉÇÎÅÄ ×ÉÔÈ ÔÈÅ -ÉÎÉÓÔÒÙ ÏÆ (ÅÁÌÔÈȭÓ ÍÉÓÓÉÏÎ ÏÆ ÐÒÏÖÉÄÉÎÇ ÔÈÅ ÈÉÇÈÅÓÔ ÓÔÁÎÄÁÒÄ ÏÆ ÈÅÁÌÔÈ ÆÏÒ 

ÁÌÌ +ÅÎÙÁÎÓ ÁÎÄ ÏÎÅ ÏÆ ÔÈÅ 'ÏÖÅÒÎÍÅÎÔ ÏÆ +ÅÎÙÁȭÓ "ÉÇ &ÏÕÒ !ÇÅÎÄÁ ÏÎ ÕÎÉÖÅÒÓÁÌ ÈÅÁÌÔÈ 

coverage.  

 

The theme of the 2018 guidelines is optimizing HIV prevention and treatment services 

through introduction of better medicines, diagnostics and patient centered approaches in 

service delivery. There is emphasis on integration of reproductive health and HIV as well as 

informed decision making by PLHIV on available antiretroviral therapy. Further, 

recommendations to strengthen the management of PLHIV with advanced HIV disease has 

been included. 

 

Key areas covered in these guidelines include HIV testing services and linkage to prevention 

and treatment; initial evaluation and follow up of PLHIV; standard package of care for PLHIV; 

adherence preparation monitoring and support; antiretroviral therapy in infants, children, 

adolescents and adults; prevention of mother to child transmission of HIV; TB/HIV 

coinfection; Hepatitis B & C/HIV co-infection; use of ARVs for post and pre-exposure 

prophylaxis for HIV uninfected populations; and HIV services for people who inject drugs.  

 

These guidelines are an important tool meant to be used by Kenyan service providers at all 

levels of the health sector. They are presented in a simplified manner using a public health 

approach to HIV prevention and treatment. 

It is my hope that this guidance document provides the much-needed framework and 

impetus to move towards universal access for HIV services and the agenda of ending AIDS 

by 2030 as a key national health strategic objective. 

 

 

 
 

Dr. Jackson Kioko 

Director of Medical Services 

Ministry of Health 
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DRT  Drug Resistance Testing 
ECP  Emergency contraceptive pil l 
EID   Earl y Infant Diagnosis 
eMTCT   Elimi nation of  Mother to Child Transmission 
EPTB   Extra-pulmonary Tuberculosis 
FBC   Full Blood Count  

FBS  Fasting Blood Sugar  

FDC  Fixed Dose Combination  
FLP   Fasting Lipid Profile 
FP   Family Planning 
GIT   Gastro-intestinal tract  
GOK   Government of Kenya  

GBV   Gender-Based Violence  
Hb   Hemoglobin 
HBV   Hepatitis B virus 
HBsAg   Hepatitis B surface antigen 
HCV   Hepatitis C virus  
HCW   Health Care Worker  

HEI   HIV Exposed Infant 
HIV   Human immunodeficiency virus 
HIVST   HIV self-testing 
HTS   HIV Testing Services 
ICF   Intensified case finding 
IEC   Information, education and communication 
INH   Isoniazid 
INSTI   Integrase Strand Transfer Inhibitor 
IPD   In-Patient Department 
IPT   Isoniazid Preventive Therapy 
IRIS   Immune Reconstitution Inflammatory Syndrome 
ITN   Insecticide treated mosquito nets 
IUD   Intrauterine device 
KEPI   Kenya Expanded Program of Immunization 
KS   Kaposiȭs sarcoma 
LEEP   Loop electrosurgical excision procedure 
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LLV  Low Level Viremia 
LP  Lumbar Puncture 
MAC  Mycobacterium Avium Complex 
MAT   Medically Assisted Therapy 
MNCH/FP   Maternal, neonatal and child health/f amily planning 
MDT   Multi-disciplinary team  
MEC   Medical Eligibility Criteri a  

MOH   Ministry of Health 
MSM   Men who have sex with men 
MUAC   Mid-upper arm circumference 
NACS   Nutr itional Assessment, Counselling and Support 
NASCOP   National AIDS and STI Control Program 
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1. Summary of Key Recommendations  

1.1. HIV Testing Services (HTS) and Linkage to Treatment and Prevention  

¶ HIV testing should be voluntary and conducted ethically in an environment where 
Consent, Confidentiality, Counselling, Correct results and Connection (li nkage) can be 
assured 

¶ To optimize access to testing services, HIV testing can be conducted in 3 dif ferent 
settings 

o Facility-based 
o Community-based 
o Self-testing 

¶ All HIV-exposed infants (HEI) should have DNA PCR at 6 weeks and if negative repeat at 6 
months and 12 months. An antibody test should be done at 18 months and then repeated 
every 6 months during breastfeeding. The final antibody test should be performed 6 
weeks after complete cessation of breastfeeding 

¶ The package of HIV testing services consists of 
o A pre-test session 
o HIV test 
o Assessment for other health-related conditions or needs (while HIV tests are 

running)  
o A post-test session (includes assisted partner notification services (aPNS) and 

child testing) 
o Referral and linkage to other appropri ate health services (as part of the post-

test session) 
¶ HTS providers should adopt the 6 approaches which are known to improve linkage to 

treatment and prevention 
o Provide information 
o Support disclosure 
o Address barr iers to linkage 
o Establish systems to facilitate linkage 
o Coordinate and integrate service 
o Document actions (using linkage registers) 

1.2. Initial Evaluation and Follow -up for PLHIV   

¶ Initial clini cal evaluation of PLHIV entails 
o Providing counseling, assessing for ART readiness, and providing/linking to 

psychosocial support 
o Taking a complete medical history 
o Conducting a thorough physical examination 
o Appropri ate laboratory investigations, although laboratory assessment is not a 

prerequisite to ART initiation 
¶ CD4 monitoring, which is recommended for 

o Baseline investigation for all PLHIV 
o Any patient with suspected treatment failure 
o Any patient on fluconazole maintenance therapy or on dapsone as prophylaxis, 

to determine when prophylaxis can be discontinued 
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¶ Frequency of routine VL monitoring 
o For PCR positive HEIs: at baseline at the time of ART initiation 
o Age 0-24 years old: every 6 months 
o Age І 25 years old: at month 6, 12, and then annually 
o Pregnant or breastfeeding: at confirmation of pregnancy (if already on ART) or 3 

months after ART initiation (if ART initiated during pregnancy/breastfeeding), 
and then every 6 months until complete cessation of breastfeeding 

o Before any drug substitution (if no VL result available from the prior 6 months) 
o Three months after any regimen modification (including single-drug 

substitutions)  
¶ PLHIV should receive differentiated care based on initial evaluation (advanced vs. well)  

and follow up (unstable vs. stable) 

1.3. Standard Package of Care for  PLHIV  

Consists of 8 components: 
1. Antiretroviral Therapy 
¶ All PLHIV are eligible for ART irrespective of CD4 cell count or percentage, WHO clini cal 

stage, age, pregnancy status, or comorbidities 
¶ ART should be initiated as soon as the patient is ready to start, preferably within two 

weeks from time of HIV diagnosis (except for patients with cryptococcal meningitis 
or TB meningitis) 

 

2. Positive Health, Dignity, and Prevention, GBV/IPV & Health Education and Counselling 
¶ All patients should be counselled and supported for disclosure of HIV status; partner/ 

family testing and engagement; condom use; family planning; sexually transmitted 
infections screening; and treatment adherence services 

¶ All females aged 15-49 years and emancipated minors accessing HIV care services 
should be screened for Intimate Partner Violence (IPV) as part of the standard package 
of care 

¶ All PLHIV should be provided with HIV education and counselling 
 

3. Screening for and Prevention of Specific Opportunistic Infections 
¶ All PLHIV should receive li felong cotr imoxazole preventive therapy (CPT) unless they 

have allergy to sulfa drugs or develop toxicity from CPT 

¶ During pregnancy, CPT should be initiated irrespective of the gestational age and 
should continue throughout pregnancy, breastfeeding, and thereafter for li fe 

¶ When dapsone (as a substitute for CPT) is being used as PCP prophylaxis, it is only 

recommended for patients in WHO Stage 4 and/ or absolute CD4 count Ѕ 200 cells/m m
3  

(or CD4% Ѕ 25% for children Ѕ 5 years old), and should be discontinued once a patient 

achieves viral suppression and a sustained CD4 count of > 200 cell/mm
3  (or > 25% for 

children Ѕ 5 years old)  for at least 6 months 

¶ All PLHIV should be screened for TB at every visit using the Intensified Case Finding 
(ICF) tool and assessed for Isoniazid Preventive Therapy (IPT) if  screened negative for 
TB 

¶ All adolescent and adult PLHIV with a baseline CD4 count of Ѕ 200 cells/mm
3 should 

be screened for cryptococcal infection using the serum CrAg test 
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4. Reproductive Health Services 
¶ All PLHIV should be screened for STI at every clinic  visit 
¶ Pregnancy status should be determined for all women of reproductive age at every visit 

and their contraception need determined and met 
¶ All HIV positive women between the ages of 18 - 65 years should be screened for 

cervical cancer 
 

5. Screening for and Management of Non-Communicable Diseases 
¶ All PLHIV should be screened for hypertension, diabetes mellitus, dyslipidaemia, and 

renal disease 

¶ Lifestyle modifi cations are always the first line of prevention and management for 
hypertension, diabetes mellitus, and dyslipidaemia 
 

6. Mental Health Screening and Management 
¶ All PLHIV should receive basic screening for depression before initiating ART, and 

annually thereafter, and whenever there is a clinical suspicion 

¶ All adults, adolescents should be screened for alcohol and drug use before initiating ART 
and regularl y during follow-up 

¶ All caregivers should also receive baseline and follow-up screening for depression and 
alcohol/drug use 
 

7. Nutr ition Services 
¶ All PLHIV should receive nutr itional assessment, counselling, and support tailored to 

the individual needs of the patients 

¶ All infants irrespective of HIV status should be exclusively breastfed for the first 6 
months of life, with timely introduction of appropri ate complementary foods after 6 
months, and continued breastfeeding up to 24 months or beyond 
 

8. Prevention of Other Infections 
¶ PLHIV (including children) should receive vaccinations as recommended by the 

National Vaccines and Immunization Programme 

1.4. Adherence Preparation, Monitori ng and Suppor t  

¶ The adherence preparation, monitoring, and support that a patient requires should be 
tailored to their level of adherence and the stage of ART initiation and follow-up 

¶ Whenever possible, follow-up should be provided by the same care provider or team of 
care providers (e.g. same clinic ian and counsellor)  at every visit. This is particularl y 
important during the first 6 months in care 

¶ For all children/adolescents, the level of disclosure should be assessed at the first visit. 
Ongoing care should include a plan for age-appropri ate disclosure 

¶ All patients are at risk of new or worsening barr iers to adherence, so adherence 
monitor ing, counselling and support should continue despite viral suppression 

¶ Every service delivery point that is providing ARVs for patients (whether ART, PEP, or 
PrEP) must have a functional system for identifying patients who miss appointments and 
for taking action within 24 hours of a missed appointment 

¶ In patients failing ART, do not change regimens unti l the reason/s  for treatment failure 
have been identifi ed and addressed (which should be done urgently using a case-
management approach) 
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1.5. Antiretrovir al Ther apy in  Infants, Chi ldren, Adolescents, and Adults  

¶ The goal of ART is to suppress viral replication with the aim of reducing the patientȭs VL 
to undetectable levels 

¶ All individuals with confirmed HIV infection are eligible for ART, irrespective of 
CD4 count/%, WHO clinical stage, age, pregnancy or breastfeeding status, co -
infection status, risk group, or any other criteria, provided  that the individual is 
willing and ready to take ART and adhere to follow -up recommendations  

¶ ART should be started in all patients as soon as possible (preferably within  2 weeks of 
confirmation of HIV status) 

¶ Prefer red fir st-line  ART for  in fants, chi ldren, adolescents and adults 
o Birth to 4 weeks: AZT + 3TC + NVP 
o 4 weeks - < 3 years: ABC + 3TC + LPV/r 
o 3 - 14 years (and < 35 kg body weight): ABC + 3TC + EFV 
o І 15 years ɉÏÒ І συ ËÇ ÂÏdy weight): TDF + 3TC + DTG (or TDF + 3TC + EFV for 

women and adolescent girls of childbearing potential) 
¶ Adolescents who are virally suppressed on first line ABC + 3TC + EFV should transition to 

TDF + 3TC + DTG once they reach a weight of 35 kg or an age above 15 years to reduce pill 
burden and improve regimen durability and tolerability 

¶ All patients who are virally suppressed on a first line regimen  should be considered 
for optimization towards the current recommended first line regimen 

¶ Treatment failure is suspected when a patient has a ÈÉÇÈ 6, І ρȟπππ ÃÏÐÉÅÓȾÍÌ ÁÆÔÅÒ at least 
6 months of using ART 

¶ Treatment ÆÁÉÌÕÒÅ ÉÓ ÏÎÌÙ ÃÏÎÆÉÒÍÅÄ ×ÈÅÎ 6, ÉÓ І ρȟπππ ÃÏÐÉÅÓȾÍÌ ÁÆÔÅÒ ÁÓÓÅÓÓÉÎÇ ÆÏÒ ÁÎÄ 
addressing poor adherence or other reasons for high VL, and then repeating VL after at 
least 3 months of excellent adherence to allow for viral re-suppression 

¶ Persistent low-level viremia (PLLV) is defined as having a detectable VL (above the LDL 
value) but < 1,000 copies/ml on two or more consecutive measures. These patients are at 
increased risk of progression to treatment failure, development of ARV resistance and 
death and tÈÅÒÅÆÏÒÅ ÒÅÑÕÉÒÅ Á ÓÉÍÉÌÁÒ ÃÁÓÅ ÍÁÎÁÇÅÍÅÎÔ ÁÐÐÒÏÁÃÈ ÁÓ ÐÁÔÉÅÎÔÓ ×ÉÔÈ 6, І 
1,000 copies/ml 

¶ All PLHIV with a detectable VL (any value above LDL): assess for and address potential 
reasons for viremia, including intensifying adherence support, repeat the VL after 3 
months of excellent adherence  

o IÆ ÔÈÅ ÒÅÐÅÁÔ 6, ÉÓ І ρȟπππ ÃÏÐÉÅÓȾÍl, change to an effective regimen 
o If the repeat VL is detectable but < 1,000 copies/ml consult the Regional or 

National HIV Clinical TWG 
o If the repeat VL is undetectable then continue routine monitoring  

 

  



Summary of Key Recommendations 

  5 
 

1.6. Prevention of Moth er  to Chi ld Transmission of HIV  

¶ Prevention of mother-to-child transmission of HIV (PMTCT) should be offered as part of 
a comprehensive package of fully integrated, routine antenatal care interventions 

¶ Lifelong ART should be in it iated in  al l  pr egnant and br eastfeeding women li ving 
with  HIV, regardless of gestational age, WHO clin ical stage and at any CD4 count  

¶ ART should be started, ideally, on the same day as HIV diagnosis is made with ongoing 
enhanced adherence support  

¶ The preferred first line ART regimen for pregnant and breastfeeding women is TDF + 3TC 
+ EFV 

¶ Pregnant and breastfeeding women who are virally suppressed on a different first-line 
regimen should continue their current regimen until complete cessation of breastfeeding, 
after which they can be considered for regimen optimization 

¶ For pregnant and breastfeeding women newly initia ted on ART, obtain VL 3 months after 
initiation, and then every 6 months until complete cessation of breastfeeding 

¶ For HIV positive women already on ART at the time of confirming pregnancy or 
breastfeeding, obtain a VL irrespective of when prior VL was done, and then every 6 
months until complete cessation of breastfeeding 

¶ For pregnant or breastfeeding women with a detectable VL (any value above LDL): assess 
for and address potential reasons for viremia, including intensifying adherence support, 
repeat the VL after 3 months of excellent adherence  
o If the repeat VL is І ρȟπππ ÃÏÐÉÅÓȾÍl, change to an effective regimen 
o If the repeat VL is detectable but < 1,000 copies/ml consult the Regional or National 

HIV Clinical TWG 
o If the repeat VL is undetectable then continue routine monitoring 

¶ All HEI should receive infant ARV prophylaxis consisting of 6 weeks of AZT + NVP and 
thereafter NVP should be continued until 6 weeks after complete cessation of breastfeeding 

¶ All infants irrespective of HIV status should be exclusively breastfed for the first 6 months 
of life, with timely introduction of appropria te complementary foods after 6 months, and 
continued breastfeeding up to 24 months or beyond 
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1.7. TB/HIV Co-infection Prevention and Management  

¶ All healthcare settings should implement TB infection control recommendations to 
reduce the risk of transmission of TB among patients, visitors and staff 

¶ Symptom-based TB screening using the ICF tool MUST be performed for all PLHIV 
at every clinic  visit 
o Patients who are screened negative should be evaluated for isoniazid preventive 

therapy (IPT) 
o Patients who are screened positive (presumptive TB) must complete definitive 

diagnostic pathways 
¶ The GeneXpert MTB/Rif test is the preferred  test for diagnosis of TB and 

rifampicin resistance in all presumptive TB cases  
¶ TB-LAM can be used as an adjunct rapid point-of-care diagnostic test for all PLHIV: 

with advanced HIV disease (WHO stage 3 or 4 or #$τ ÃÏÕÎÔ Ѕ ςππ ÃÅÌÌÓȾÍÍ3 (or 
CD4% Ѕ ςυϷ ÆÏÒ ÃÈÉÌÄÒÅÎ Ѕ υ ÙÅÁÒÓ)) with  presumed TB, or; any danger signs of 
severe illness, or; currently admitted to hospital 

¶ Those who are diagnosed with TB/HIV co-infection should be on CPT as part of the 
comprehensive package of care for TB/HIV co-infection 

¶ Patients diagnosed with TB/HIV co-infection should start anti-TB treatment 
immediately and initiate ART as soon as anti-TB medications are tolerated, preferably 
within 2 weeks 

¶ Patients with TB/HIV co-infection who are already on ART should start anti-TB treatment 
immediately and continue ART, making any required adjustments to the ART regimen 
based on known drug-drug interactions 

¶ Always assess for ART failure in patients who develop TB after being on ART for І φ 
months 

 

1.8. HBV/HIV  and HCV/HIV Co-in fection Prevention and Management  

¶ All HIV positive adolescents and adults should be screened for HBV infection, using serum 
HBsAg, as part of initial evaluation; children who did not complete routine childhood 
immunizations should also be screened for HBV 

¶ PLHIV without evidence of hepatitis B infection (HBsAg negative) should be vaccinated 
against hepatitis B 

¶ The recommended first-line ART for adults with HIV/HBV co-infection is TDF + 3TC + DTG 
(or TDF + 3TC + EFV for women and adolescent girls of childbearing potential) 

¶ HCV serology should be offered to individuals at risk of HCV infection 
¶ Direct acting antiviral therapies (DAAs) for treatment of HCV have simplified the 

management of HIV/HCV co-infection 

 

1.9. ARVs for  Post-exposure Prophylaxis (PEP) 

¶ PEP should be offered as soon as possible (< 72 hours) after high risk exposure 
¶ The recommended ARV agents for PEP are 

o 0-14 years (and < 35 kg): ABC + 3TC + LPV/r  
o І ρυ ÙÅÁÒÓ ÏÌÄ ɉor  І συ ËÇ): TDF + 3TC + DTG (or TDF + 3TC + ATV/r for women 

and adolescent girls of childbearing potential) 
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1.10. Or al Pre-Exposure Prophylaxis (PrEP) 

¶ Oral PrEP should be offered to HIV negative   individuals at substantial ongoing risk of 
HIV infection (including the seronegative partner in a discordant relationship) 

¶ The recommended ARV regimen for use as PrEP is: TDF (300 mg) + FTC ( 200 mg) once 
daily 

¶ PrEP does not elimi nate the risk of HIV infection and it does not prevent STIs or 
unintended pregnancies 

¶ PrEP should only be offered after assessment to establish eligibility, readiness for 
effective use, required follow-up (including HIV testing every 3 months) and absence of 
contraindications to TDF and/ or FTC 

 

1.11. People Who Inject Drugs (PWID)  and HIV 

¶ PWID should be offered regular HIV testing and counselling and be linked to   
comprehensive HIV treatment and prevention services including harm reduction 
counselling and support 

¶ The recommended first-line ART for adult PWID is TDF + 3TC + DTG (or TDF + 3TC + 
ATV/r for women and adolescent girls of childbearing potential) 

¶ PWID should be offered screening, diagnosis, treatment and prevention of STIs as part 
of comprehensive HIV prevention and care 

¶ PWID should have the same access to TB prevention, screening and treatment services 
as other populations at risk of or living with HIV 

¶ PWID should be screened for HBV (by HBsAg) and HCV (by HCV serology) at first contact 
¶ All PWID should be linked to Needle and Syringe Programmes (NSP) to access steri le 

injecting equipment 
¶ All PWID should be linked to Medically Assisted Therapy (MAT) 
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2. HIV Testing Ser vices and Linkage to Treatment 
and Prevention 

HIV testing services (HTS) provides the first critical link to comprehensive HIV treatment and 
prevention. Additionally, this initial step provides opportunities to offer other interventions 
such as sexual and reproductive health services, TB screening and referral, substance abuse 
screening and referral, information and referral for voluntary medical male circumcision, pre-
exposure prophylaxis (PrEP), post-exposure prophylaxis (PEP) and other combination HIV 
prevention services. 
 
HIV testing should be voluntar y and conducted eth ical ly  in  an environment where  the 
fi ve Cs of Consent , Conf idential it y, Counsel li ng, Cor rect results and Connect ion (li nkage) 
can be assured. 
For detailed recommendations refer to the national HTS guideline. 
 

2.1. Settings for HIV Testing  

Facility -based testing  

¶ Rout ine pr ovider - in i t iated  HIV testing and counsel li ng (PITC) should be offered 
to ALL c l i en ts  (inc ludi ng in fants, chi ldren, adolescents and adults)  visit ing 
health faci l it ies regardless of the reasons for  contact with  the health  faci l it y, 
using an opt -out approach  

¶ As much as possible, PITC should be integrated into  care pathways at all service 
delivery points including adult and Paediatr ic inpatient units, outpatient units, maternal 
and child health clinics, SRH/FP clinics, TB clinics, specialty clinics, GBV care units and 
service delivery points for key and priority populations. Patients starting HIV care 
should receive disclosure counselling and support followed by family testing 

 
Communityɀbased testing  

¶ Targeted community- based HTS offers additional opportunities to identify and link 
people to treatment and prevention. This setting is especially important for testing children 
and partners of index clients through family-based testing and counselling; assisted 
partner notification services; outreach to key populations as well as orphans and 
vulnerable children (OVCs), and; adolescents 

 

HIV self-testing (HIVST)  

¶ HIVST allows individuals to collect their own specimen, perform the test, and interpret 
the results on their own. If positive, a confirmatory test must be performed by a trained 
HTS provider (facility-based or community-based) following  the national testing 
algorithm 

¶ Uptake of HIVST is improved with availability of easy-to-use testing methods such as 
oral/ saliva-based tests. These can be issued from health facilities and pharmacies or 
through outreach programs 

¶ HIVST may have the greatest benefit in reaching specific populations such as partners of 
newly diagnosed PLHIV; key populations; partners of pregnant women attending ANC; 
contacts of patients treated for STIs; highly stigmatized populations; healthcare 
workers; and frequent re-testers 
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Providing HTS for different populations and in different settings (Table 2.1) increases 
opportunities for access to knowledge of HIV status and to a range of HIV treatment and 
prevention services. 

 
 

Table 2.1: Recommendations for HTS for Different Populations and Settings 

Population  Recommendation 

Bir th testing of infants born 
to known HIV- positive 
mothers (Figure 2.2) 

¶ Birth testing (HIV testing of infants at bir th or at first contact within 2 weeks after 
bir th) is undergoing a pilot and further implementation guidance wil l be provided 
based on the pilot results 

HIV testing and counselling 
of infants and children aged 
less than 18 months (Figure 
2.1) 

¶ HIV exposure status of all infants should be established at first contact 
¶ To establish HIV exposure status of a child less than 18 months of age, conduct HIV 

antibody testing for mothers with unknown status or who previously tested 
negative during antenatal care at the 6-week immunization visit or first contact. If 
the mother declines to be tested or is not available for testing, then conduct a rapid 
HIV antibody test for the child to determine exposure (if antibody test is positive 
this confirms HIV exposure) 

¶ When HIV exposure is confirmed, ARV prophylaxis should be started immediately 
¶ All HEIs should have DNA PCR testing at the 6 week im muniz ation visit or  fir st 

contact th ereafter  
¶ Infants with an initial positive HIV DNA PCR result should be presumed to be HIV 

infected and started on ART in line with national guidelines, with a confi rmator y 
HIV DNA PCR and baseli ne vir al  load taken at the time of ART in it iation (ART 
initiation is based on the first result)  

¶ All HEI with initial negative results should continue infant ARV prophylaxis and be 
followed as HEIs, including additional PCR testing at 6 months and 12 months, and 
antibody testing at 18 months and every 6 months during breastfeeding, and also 6 
weeks after complete cessation of breastfeeding 

HIV testing and counselling 
of children older than 18 
months til l age 9 years 
(Figure 2.3) 

¶ Conduct HIV testing and counselling (with parental consent) for all children of 
unknown HIV status presenting to the health facility irrespective of reason for their 
visit to the health facility. If the child is known to be HIV negative from previous 
testing and has no new risk factors/ exposures then repeat testing is not required 
unti l adolescence 

¶ Conduct HIV testing and counselling for all children of HIV infected adults as soon as 
possible, within one month of confirming the HIV positive status of the adult 

HIV testing and 
counselling of 
adolescents (10 - 19 
years) (Figure 2.3) 

¶ Conduct HIV testing and counselling for all adolescents presenting to the health 
facility irrespective of reason for their visit to the health facility. Adolescents aged 15 
years and above and emancipated minors can provide self-consent. For younger 
adolescents, obtain their assent and parental/c aregiver consent 

¶ For those that test negative, re-testing should be recommended annually unless 
there is a new exposure risk 

¶ Link HIV-negative adolescents to comprehensive HIV prevention services based on 
r isk assessment 

¶ Link all adolescents identifi ed as HIV positive to treatment and prevention services 
¶ All adolescents should be counselled about the potential benefits and risks of 

disclosure of their  HIV status and empowered and supported to determine if, when, 
how and to whom to disclose 

¶ For sexually active adolescents with partners, HIV testing and counselling should be 
offered to their partners (and their children for HIV positive adolescents) 

¶ All uncircumcised adolescent males who test HIV negative should be counselled 
about the prevention benefits of VMMC and linked to VMMC services if they agree 
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Table 2.1: Recommendations for HTS in Different Settings (continued) 

Scenar io Recommendation 

HIV testing and counselling 
for pregnant and 
breastfeeding women 

¶ All pregnant women (unless known HIV positive) should be counselled and tested 
for   HIV during their first ANC visit and if negative, repeat testing in the third 
trimester  

¶ At labour and delivery, HIV testing should be done for all women with unknown HIV 
status and previously tested negative (even if tested negative in third trimester) 

¶ All breastfeeding mothers (unless known HIV positive) should be counselled and 
tested at the 6-week infant immunization visit. The HIV test (if negative) should be 
repeated every 6 months until complete cessation of breastfeeding (Table 2.4) 

¶ Mothers should be counselled about the schedule for repeat HIV testing in 
pregnancy and postnatal as part of routine ANC and postnatal education 

¶ All pregnant and breastfeeding women who are not tested, opt-out or decline HIV 
testing during the first contact should be offered HIV counselling and testing in 
subsequent visits with appropriate referral and linkage for prevention, care and 
support services 

¶ All HIV positive pregnant and breastfeeding women enrolled into care should 
receive counselling and support (assisted disclosure), case managed linkage and 
follow-up 

¶ All spouses/partners of pregnant and breastfeeding women should be offered HIV 
testing and counselling, as well as all children if the mother is HIV positive 

HIV testing and counselling 
of sexual partners & children 
of index clients (HIV positive 
person who is newly 
diagnosed or already in HIV 
care) (Figure 2.4) 

¶ All PLHIV enrolled into HIV care should receive disclosure counselling and be 
supported to disclose their HIV status (assisted disclosure) 

¶ HIV testing and counselling should be encouraged (facility-based or community-
based) for all partners and children of index clients, with linkage to treatment and 
prevention services as appropri ate 

HIV testing and counselling 
of key and vulnerable 
populations 

¶ Conduct HIV testing and counselling for all clients from key and vulnerable 
populations presenting to the health facility irrespective of the reason for their visit 
to the health facility, or through targeted outreach testing, or through testing at key 
and vulnerable population service delivery points (e.g. drop-in centres) 

¶ For key populations that test negative, re-testing should be recommended every 3 
months 

¶ Link all who test HIV positive to treatment and prevention services 
¶ For sexually active adults with partners, HIV testing and counselling should be 

offered to their partners (and their children for those that are HIV positive) 
¶ All uncircumcised adult males who test HIV negative should be counselled about the 

prevention benefits of VMMC and linked to VMMC services if they agree 

HIV testing and counselling 
of adults 

¶ Conduct HIV testing and counselling for all adults presenting to the health facility 
irrespective of reason for their visit to the health facility 

¶ For those that test negative, re-testing should be recommended annually unless 
there is a new risk exposure 

¶ HIV positive adults should be counseled for ART initiation 
¶ Link all adults identified as HIV positive to treatment and prevention services 
¶ For sexually active adults with partners, HIV testing and counselling should be 

offered to their partners (and their children for those that are HIV positive) 
¶ All adult males who test HIV negative should be counselled about the prevention 

benefits of VMMC and linked to VMMC services if they agree 
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Settings Recommendations  

Community-based testing 

¶ Targeted community-based HIV testing and counselling can be especially useful for 
children and partners of index clients; adolescents; as well as for outreach to key 
populations (sex workers, truckers, MSM, and PWID) and OVCs 

¶ All HTS clients should be linked to HIV treatment and prevention services 

HIV self-testing (HIVST) 

¶ HIVST can be offered to any adult or adolescent who wants to know their HIV status 
outside of a formal HTS setting, usually in private 

¶ HIVST may have the greatest benefit in reaching specific populations, such as: men; 
partner testing for ANC attendees; contacts of patients treated for STIs; highly 
stigmatized populations; healthcare workers; frequent re-testers; etc. 

¶ If positive, a confirmatory test must be performed by a trained HTS provider 
(facility -based or community-based) following the national testing algorithms 

¶ Assisted HIVST is recommended for adolescents: the adolescent is issued with the 
self-testing kit and guided by a trained tester, through the process of taking the test 
and interpreting the results, and then assisted with linkage to prevention and/or 
treatment services 

Opt-out testing 

¶ Opt-out HIV testing is the expected approach for all healthcare service delivery 
points (e.g. TB clinic, MCH, OPD, IPD, etc) except for early infant diagnosis, which is 
considered required testing 

¶ For early infant diagnosis, HIV testing of the parents follows an opt-out approach, 
but if the mother declines testing for herself (or is not available for testing) then 
testing of the infant is required 

 

2.2. Age-Specific HIV Testing Algorithms  

2.2.1. Early Infant Diagnosis  

HIV Exposed Infant  

HIV infection of an infant or child can occur in utero, at labour and delivery and through breast 

milk. HIV exposure of ALL children aged <18 months old should be ascertained at first contact. 

A positive HIV antibody test in a child younger than 18 months of age confirms HIV exposure. 

 
Confirmation of HIV infection in HIV Exposed Infants and Children < 18 Months Old  

All HEI should be tested with DNA PCR within 6 weeks of age or first contact thereafter; if 

negative then another DNA PCR at 6 months, and if negative then repeat DNA PCR again at 12 

months. This  replaces pr evious guidelines  to per form  anti body testing for  in fants at 9 

months. An antibody test should be performed for all HEI at 18 months old and every 6 months 

thereafter during breastfeeding, and also 6 weeks after complete cessation of breastfeeding 

(Figure 2.1). 
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Establish  HIV  of Infants  and Children
< 18 months  (including  0 - 6 

¶  Mother known HIV 

¶  HTS for mothers with  unknown HIV 

¶  Rapid antibody test on infant/child  if motherȭs HIV cannot be 

Establish HIV infection for HIV Exposed Child at 6 weeks at first contact  
(includes child with negative DNA PCR result at birth)

¶ Collect a DBS for HIV DNA PCR test 1

¶ Start/continue infant  ARV prophylaxis

¶ Start CPT 

At L&D, MNCH/FP, 
IPD, A&E, CCC & 

HIV DNA PCR test NEGATIVE
Child HIV-exposed

¶ Continue HEI follow-up

HIV DNA PCR test POSITIVE
Child presumed HIV infected

¶ Discontinue infant ARV prophylaxis

¶ Start ART

¶ Offer comprehensive care including 
continuation of CPT

¶ COLLECT new sample for CONFIRMATORY HIV 
DNA PCR and viral load at ART initiation 1

Conduct DNA PCR at 6 months of age or soonest contact 
thereafter (or earlier if child develops symptoms 
suggestive of HIV-as per WHO staging criteria) 1

Confirmatory HIV DNA 
PCR test POSITIVE
Child confirmed HIV 
infected

¶ Continue ART and 
comprehensive care 
and routine under-5 
care

Confirmatory HIV DNA PCR 
test NEGATIVE
Child presumed HIV infected

¶ Continue ART 

¶ Collect and send a DBS 
for tie breaker to NHRL 
and manage as per the 
results from NHRL

HIV DNA PCR result NEGATIVE
Child HIV-exposed

¶ Continue HEI follow-up

¶ Conduct DNA PCR at 12 months of age or 
soonest contact thereafter till 18 months of age 
(or earlier if child develops symptoms suggestive 
of HIV-as per WHO staging criteria) 1

HIV DNA PCR result NEGATIVE
Child HIV-exposed

¶ Continue HEI follow-up

¶ Continue routine under-5 care

¶ Conduct HIV Antibody test at 18 months of age 

¶ If breast feeding, do HIV antibody test every 6 months while breast 
feeding and 6 weeks after complete cessation of breastfeeding 

If HIV ant ibody test  is negative
Child HIV negative 

¶ Stop CPT

¶ Review at age 2 years and document vital status 

¶ Continue routine under-5 

If HIV ant ibody test  is posit ive
Child confirmed HIV infected

¶ Start omprehensive 

¶ Continue CPT

¶ Continue routine under-5 

1 Where Point of Care DNA PCR is available- EID should be done using the whole blood at the facility. 
For baseline viral load testing ɀ If available, use point of care machine for viral load; If there is no point of care 
machine to do viral load- Take a DBS and send it to the VL testing laboratory

Child is HIV unexposed

 

 

Figure 2.1 Algorithm for Early Infant Diagnosis in Infants and Children < 18 months of age   
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Presumpt ive Diagnosis of Severe HIV Disease in  Chi ldren under  18 Months  
Occasionally, children less than 18 months of age present to hospital with severe il lness; and 
a rapid HIV antibody test confirms HIV exposure. Lack of immediate availability of HIV DNA PCR 
results for confirmation of HIV could result in undue delay in starting life-saving ART. In such 
children, a presumptive diagnosis of HIV infection can be made using the criteri a in Table 2.2. ART 
can be initiated while awaiting HIV DNA PCR results to confirm HIV infection.
 
Table 2.2: Presumptive Diagnosis of HIV in children <18 months while awaiting DNA PCR Results 

Child < 18 months of age; HIV antibody test positive and symptomatic with: 
2 or more of the following: 

¶ Oral candidiasis/thrush 
¶ Severe pneumonia 

¶ Severe sepsis 
 
OR, any of the following 

¶ Any WHO Clinical Stage 4 condition 
¶ Recent maternal death (if likely to be have been HIV-related) or advanced HIV disease in mother 

¶ #ÈÉÌÄȭÓ #$τϷ Ѓ ςυϷ 

2.2.2. Bir th  Testing 

Birth testing is defined as HIV testing (with DNA PCR) at birth or first contact within 4  weeks after 
birth, for infants born to known HIV-positive mothers. Birth testing has the potential to greatly 
improve survival for infants who are infected during pregnancy and around labour and delivery 
by identifying them earl y for rapid ART initiation. 

 

The national program is conducting a pilot for birth testing in select counties where all HEI will 
have a DNA PCR HIV test done. This pilot will inform operational guidance for scale up of birth 
testing nationally. 

 

   
  



HIV Testing Services and Linkage to Care and Prevention 
 

  15 
 

The following testing algorithm is being used during the pilot (Figure 2.2). 
 

Infant of known HIV-positive mother at 
birth (or within 4 weeks of birth)

¶  Collect DBS for DNA PCR 1 

¶ Start infant ARV prophylaxis

First HIV DNA PCR test - 
positive

First HIV PCR test - 

Infant is presumed HIV infected

¶ Discontinue infant ARV prophylaxis 

¶ Start on ART, book f/u at 2weeks of age

¶ Offer comprehensive care 

¶ Collect DBS for confirmatory DNA PCR and 
baseline VL 1 

Infant is HIV-Exposed

¶  Continue on infant ARV prophylaxis and 
HEI follow-up

¶  Repeat DBS for DNA PCR at 6 weeks 1 

Confirmatory HIV DNA PCR 
positive: Continue ART and 

routine follow -up

Confirmatory HIV DNA PCR 
negative: Continue ART, send 
a new DBS, send a new DBS 

sample to NHRL

Follow Algorithm for EID (Figure 2.1)

NHRL reports the results as positive: 
Continue ART and routine follow-up

NHRL reports the results as negative: 
Discontinue ART and follow up as HEI

1 Where Point of Care DNA PCR is available- EID should be done using the whole blood at the facility. 
For baseline viral load testing ɀ If available, use point of care machine for viral load; If there is no point of care machine to do 
viral load- Take a DBS and send it to the VL testing laboratory

 

Figure 2.2: Birth Testing Algorithm  
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2.2.3. Diagnosis of HIV Infection in  the Older  Chi ld (І 18 months),  Adolescents and 

Adults  

Serial testing, using approved rapid HIV antibody testing kits, is used to diagnose HIV infection 

in children older than 18 months, adults and adolescents (refer to Figure 2.3) 

¶ Offer adequate information to all clients and obtain consent prior to the HIV test (verbal 

consent is adequate, but should be documented). Individuals 15 years and older and 

emancipated minors can provide self-consent. Clients who opt-out (i.e. refuse to test)  

should be counselled and continuously offered PITC with each visit and/ or referred for 

community-based testing and/ or offered HIV self-testing 

¶ Clients who test HIV negative should be assessed and counselled on HIV risk 

reduction behaviors and linked to combination HIV prevention services (such as VMMC, 

RH/FP, condoms, PrEP, etc.) depending on individual risk profile. Table 2.4 provides 

recommendations for re-testing those who test HIV negative 

 

For breastfed HEIs older than 18 months, the HIV antibody test should be performed every 6 

months during breastfeeding and at least 6 weeks after complete cessation of breastfeeding (to 

factor in the window period of an infection that may occur around the time of cessation of 

breastfeeding). 
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SCREENING

NON REACTIVE REACTIVE

REPORT NEGATIVE CONFIRMATORY TEST

NON REACTIVE REACTIVE

INCONCLUSIVE REPORT POSITIVE

REFER TO THE COMPREHENSIVE CARE CLINIC

SCREENING TEST SCREENING TEST

NON REACTIVE REACTIVE NON REACTIVE

CONFIRMATORY TEST

NON REACTIVE REACTIVE

REPORT INCONCLUSIVE REPORT POSITIVE
Collect DBS and 

send to laboratory 
for DNA PCR

INCONCLUSIVE

Request for retest 
after 2 weeks at 

CCC

If the result is still 
inconclusive, 

collect DBS and 
send to the 

laboratory for DNA 
PCR

Enroll to care and 
treatment 

NB:  The use of TIE BREAKER is no longer recommended

Retesting in MCH, wards or 
settings without CCCs: To be 
done by a different service 

provider on a second 
specimen

REPORT NEGATIVE

 

Figure 2.3: HIV Testing Services Algorithm  
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2.3. Package of HIV Testing Ser vices 

An HIV testing and counselling session consists of 

¶ A pre-test session 
¶ HIV test 
¶ Assessment for other health-related conditions or needs (while HIV tests are running) 
¶ A post-test session (including assisted partner notification services (aPNS) and child 

testing) 
¶ Referral and linkage to other appropri ate health services (as part of the post-test 

session) 
 
The HIV testing service package is summarized in Table 2.3. 

 
Table 2.3: Summary of HIV Testing Services Package 

1. Pre- Test Information  
¶ Introduction (Provider & Client) and provider role in HTS 
¶ Contracting with the client  
¶ Time the session likely to take  
¶ Assure client confidentiality/shared confidentiality  

o Talk about the records and information to be gathered by the provider 
¶ Benefit of HIV testing (to individuals, sexual partners and families) 
¶ Consenting for the HIV services 
¶ HIV package provided 

o HIV Combination Prevention 
o Assisted Partner Notification Services (aPNS) and HIV Self-Testing (HIVST) 
o Referral to HIV care and treatment and other integrated services 

2. Pre-Test Counseling 
¶ HIV information 
¶ Risk assessment and reduction 
¶ Need for disclosure and importance to reach out to partners for HTS  
¶ Benefit of aPNS and HIVST 
¶ Discuss aPNS and HIVST, how it is related to HIV prevention, care and treatment services 
¶ Client preparation, testing process & interpretation of test results 
¶ Interpretation of test results using charts 

3. Perform test  
¶ During the 15 minutes as you wait for the test results 

o Discuss Combination Prevention e.g. PrEP, Risk Reduction, STI treatment, condom information & 
demonstration, Voluntary Medical Male Circumcision (VMMC), Elimination of Mother To Child 
Transmission of HIV (eMTCT) 

o Screen for and provide information and referrals for; Intimate Partner Violence (IPV), STI and cancer 
screening, Tuberculosis (TB), Family planning/contraceptive needs, etc. 

o Establishing number of sexual contacts and children 
o Document in the MOH 362 

¶ Discus further on aPNS and HIVST as the confirmatory test is running for the clients who test positive with 
the screening test 

4. POST TEST COUNSELLING 
ω Check if client is ready for results and help them to interpret 
ω Check what the client understands by the results 
ω Allow the client to share his/her initial reactions and verbalize their initial feelings 
ω %ØÐÌÏÒÅ ÁÎÄ ÁÃËÎÏ×ÌÅÄÇÅ ÃÌÉÅÎÔȭÓ ÉÍÍÅÄÉÁÔÅ ÆÅÅÌÉÎÇÓ ÁÎÄ ÃÏÎÃÅÒÎÓ 
ω Offer necessary support 
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Post-Test Counseling in the Era of Test-and-Treat  
 
Post-test counselling should, at a minimum, include three key messages that being the ART 
treatment preparation process for all PLHIV: 
¶ Treatment (called antiretroviral therapy or ART) is available and is recommended for 

everyone with HIV 
¶ Starting treatment as soon as possible (preferably within two weeks from testing 

positive for HIV) reduces the chance of your illness getting worse or of passing HIV to 
others 

¶ If you take your ART properly and do not miss pills you can expect to live a long and 
productive life 

  

NEGATIVE RESULT 

¶ Review implications of being HIV 

negative and help client develop a 

risk reduction plan (see HTS 

guidelines) 

¶ Revisit aPNS and HIVST to determine 

partner notification plan/approach  

¶ Linkage to other HIV prevention 

initiatives  

¶ Client-specific recommendations for 

re-testing (Table 2.4) 

¶ Encourage disclosure of HIV negative 

status with sexual partner and need 

for couple counselling 

POSITIVE RESULT 

¶ Review implications of being HIV positive and help index 

client develop a risk reduction plan 

¶ Discuss positive living 

¶ Review and support disclosure 

¶ Revisit aPNS and HIVST to determine partner notification 

plan/approach:  

o Provider referral 

o Contract referral 

o Client referral ɀ provide the referral slip/s  

¶ Document details of index client in the HTS tracking log & 

fill referral forms & HIVST reporting tool 

¶ Collect all the PNS and HIVST related information about 

partners/contacts 

5. Assessment of other health related conditions  

Å Conduct assessment for risk during aPNS and HIVST including intimate partner violence (IPV) 

Å Assess risk for sexually transmitted infections (STIs) and opportunistic infections that would also require 

notification  

6. Referral and linkage to care  

Å Physically escort the client for re-testing and linkage to ART/care 

Å Obtain accurate locator information from the index client (physical location, phone number) 

Å Document the outcomes of partner follow up(s)  
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Pre-test

1.  Build trust by explaining 
confidentiality & voluntariness

2.  Introduce aPNS, process and its 
benefits

3.  Conduct risk assessment with focus 
on sexual partners in the past 12 
months 

4.  Note sexual partners mentioned
5.  Screen for TB, STI & IPV

Test

1.  Explain the test process and follow 
the testing algorithm

2.  Explore with client benefits of 
disclosure to sex partners

3.  Empower the client to carry out 
disclosure or obtain consent of 
partner(s) to share private 
information. Role play if necessary

Post-test

1.  Follow the post-test protocol/steps
2.  Fill TB, STI, IPV, other referral 

form(s) as appropriate
3.  Review and update the list of 

contacts provided at pre-test
4.  Obtain information of contacts 

(name(s), physical location, phone 
number, HIV status-if known etc)

5.  Agree with the client on the preferred 
approach of aPNS (client referral, 
contract referral and dual referral)

The provider 
establishes whether 
the client coming for 
follow up visits is 
sexually active

Review if the client 
has been offered 
aPNS before

If aPNS has already 
been offered, 
determine if all the 
line-listed clients 
have already been 
tested or if there are 
any additional 
contacts

aPNS STEPS

STEP 1

Use the aPNS Talking Points Script

STEP 2

Note names of sexual partners in past 
12 months during risk assessment

STEP 3

1.  Document  in aPNS and HTS registers 
screening outcomes of IPV and TB /
STI/ other health conditions 
respectively

2.  In documenting IPV screening 
outcomes, complete a line per partner 

3.  Record the HTS test result of the index 
client in the aPNS register

STEP 4

1. List the names and contact of partners
2. Determine the preferred method of 

partner notification per partner
3. Record method in aPNS Register

STEP 5

Contact/assist in contacting partner(s) of 
client based on preferred method(s)

STEP 6

1.  Document outcomes of notification and 
testing in aPNS register

2.  If contract referral, review progress 
within 2 weeks or as agreed. (NOTE: 
always consider if right to privacy has 
been safeguarded)

3.  Record test result and notification 
peculiarities in aPNS register

After 2 weeks or as agreed, review with the 
index client progress in having their 
contacts tested 

HTS aPNS PROTOCOL

CCC aPNS PROTOCOL

If Not

If Yes

 

Figure 2.4: Assisted Partner Notification Services and Index Testing Algorithm
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Table 2.4: Recommendations for Retesting HIV Negative Clients 

Scenar io/ Population Recommendation for  Re-testing 

General population Re-test at least annually (for children, re-testing is only required if there is a 

new exposure) 

Key populations (PWID, SW, 

MSM) 

Re-test every 3 months in case of frequent instances of high risk exposure 

Negative partner in discordant 

union 

Re-test every 3 months unti l HIV-positive partner achieves vir al suppression. 

Once vir al suppression is confirmed re-testing can be performed every 6 months. 

Other prevention services should stil l be recommended, including consistent and 

correct use of condoms. Assess for eligibility and wil li ngness for PrEP 

Pregnant women All pregnant women should be retested in the third tr imester. At labour and 

delivery, HIV testing should be done for all women with unknown HIV status and 

previously tested negative (even if tested negative in third trimester) 

Breastfeeding mothers Re-test after delivery at the 6 week infant immunization visit , and then every 6 

months until complete cessation of breastfeeding 

HIV exposed infants All HEI should have DNA PCR testing at 6 weeks, 6 months, and 12 months, and 

then HIV antibody testing at 18 months and then every 6 months thereafter if they 

continue breastfeeding.  All HEI should have HIV antibody testing 6 weeks after 

complete cessation of breastfeeding 

Persons who had a recent (e.g. 

less than a month) specific 

exposure incidence 

Test at initial presentation and re-test at 12 weeks and then as per risk group 

Patients with a confirmed or 

suspected STI 

Test at initial presentation and re-test at 12 weeks and then as per risk group 

Individuals on pre-exposure 

Prophylaxis (PrEP) 

Re-test every 3 months 
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2.4. Linkage from HIV Testing to Treatment and Prevention  

Every effort should be made to ensure patients with confirmed HIV infection are linked to 
treatment and prevention expeditiously. The HTS providers should manage this process actively 
by employing approaches known to improve linkage to care (Table 2.5) including: providing 
information, disclosure, addressing barr iers to linkage, establishing systems to facilitate linkage, 
care coordination and integration, and using a linkage register.  
 

Table 2.5: Approaches to Improve Linkage to Treatment and Prevention 

Str ategy Action 

Information ¶ Quality post-test counselling should include information about the nature and 

availability of additional HIV-related services, description of the next steps in treatment 

and prevention including entire treatment plan and follow-up visits and schedule 

¶ The benefits of immediate assessment and early initiation of ART should be emphasized 

¶ Involve the patient in the decision-making process regarding treatment and prevention 

(especially where and when to start ART) 

Disclosure ¶ Disclosure to a trusted Ȭsignificant otherȭ promotes linkage and adherence to 

treatment 

¶ Encourage and help the patient to discuss HIV status with a trusted fr iend or 

close relative 

¶ Encourage adolescents to identify and invite a supportive adult or fr iend to 

support them 

Barr iers to Linkage ¶ During post-test counselling, identify and address any barr iers to linkage 

Systems to Facilitate 

Linkage 

¶ The HTS provider is responsible for linkage into care 

¶ Same day enrolment into care is expected 

¶ Linkage should be done to on-site treatment and prevention services through patient 

escorts. Where this is not possible (due to patient preference or the services are not 

available), the testing facility should book the appointment with the receiving facility and 

follow-up to ensure the patient registers at the receiving facility. Provide the patient with 

referral information, referral form and contact details of the facility 

¶ Deploy retention and loss-to-follow up tracking system to ensure linkage is successful. 

These include enlisting the help of peer or buddy systems, SMS reminders, phone calls 

and community outreach workers to escort HIV positive clients to enrolment 

¶ Early preparation and assessment for ART, with early initiation of ART strengthens 

engagement in care 

Care Coordination and 

Integration 

¶ Coordinate and treat mother-baby pairs, partners and families together. Integrate 

common services offered to PLHIV (TB diagnosis and treatment, SRH/FP, cervical 

cancer screening, nutr ition etc.) 

¶ Where referrals are necessary, such referrals should be coordinated (communication 

and documentation between referr ing and receiving service delivery points) 

 

 

 

 

 

  

Linkage Register ¶ Maintain a linkage register at all testing points in the facility and community 

¶ Track and report on progress with linkage on a monthly basis 

¶ Discuss linkage at MDT meetings 
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2.5. Approach to  Patients on ART with a Discrepant HIV Test Result  

HIV testing should not be performed for patients who are already en rolled into HIV care 
and on ART. However, some patients self-refer for HIV antibody testing without disclosing that 
they are known HIV positive and on ART. Figure 2.5 provides recommendations on managing 
patients who have a non-reactive antibody test while on ART. 
 

Education/counselling  for patients who are on ART and present with a new negative HIV antibody test

¶ The new HIV antibody test may be a Ȱfalse negativeȱȡ the patient may still be HIV-infected but their antibody 
levels may be suppressed as a result of effective ART. This is more common for patients who start ART very 
soon after HIV infection

¶ Those with prior history of detectable viral loads, positive DNA PCR results, or low CD4 counts are almost 
always truly HIV positive

¶ Continue their ART until a special test is performed (a new sample for DNA PCR) at the National HIV 
Reference Laboratory (NHRL)

¶ Stopping ART before HIV status is confirmed could result in a rapid rise in viral load, decline in CD4, and 
increased risk of developing an opportunistic infection or dying

¶ Draw a sample for DNA PCR and send to the NHRL (preferably a whole blood EDTA sample following 
cold-chain protocols within 24 hours of collection; DBS is acceptable if EDTA is not possible)

¶ Specify that this is a sample for confirming HIV status  of a patient who is on ART, and provide the dates 
and results for all prior antibody tests, DNA PCR tests, and RNA viral load tests in the request form

If HIV DNA PCR sample is positive

¶ This confirms the patient is HIV positive

¶ Provide additional counseling on the 
reasons why the antibody test may have 
been falsely negative and discourage the 
patient from any repeat antibody testing

¶ Emphasize that the patientȭs ART is 
working and the need for continued 
excellent adherence

If HIV DNA PCR sample is negative

¶ The patient may be HIV negative, or it could be that the 
patient is  HIV positive but the HIV DNA levels have been 
suppressed below the testing limit (this is more common if 
a DBS sample was used)

¶ Inform the patient that they may still be HIV positive and 
need to be monitored closely for an additional 6 months 
before confirming they are HIV negative

¶ Inform the patient that ART should be stopped

¶ They should return for HIV viral load performed at 1 
month, 3 months, and 6 months after stopping ART 
(samples for HIV viral load should be sent to the designated 
VL/EID network laboratory assigned to the requesting 
facility with all past details)

 

Figure 2.5: Managing Patients on ART Who Present with a New Negative HIV Antibody Test  
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3. Init ial Evaluation and Fol low-up for   

All PLHIV are eligible for ART irr espective of CD4 cell count or percentage, WHO clini cal stage, 
age, pregnancy status, or comorbidit ies. ART should be initiated as soon as the patient is ready to 
start, preferably wit hin two weeks from time of HIV diagnosis. 
 
In order to provide targeted services based on clinical presentation, during the initia l evaluation 
all PLHIV should be categorized as presenting wit h advanced HIV disease or as presenting well  
(Table 3.3). Patients wit h advanced disease require more intensive evaluation for and 
management of OIs, and once ART is started they are at higher risk for developing immune 
reconstitut ion inflammatory syndrome (IRIS, Annex 16). 
 
Similarly , after at least 12 months on ART, PLHIV should be categorized as being either stable or 
unstable (clini cally, virologically and psychosocially) in order to best meet the specific needs of 
each patient for treatment and follow-up and improve patient outcomes. Differentiated care 
minimizes inconvenience and unnecessarily frequent follow-up, thus reducing costs and time 
related to clinic  visits. It also allows resources to be focused on those patients who require 
addit ional attention (Table 3.5). 
 

3.1. Initial Clinical Evaluation of PLHIV  

All patients enrolling into HIV care should have a complete medical history taken, a thorough 
physical examination and appropriate laboratory investigations. Findings from this initial 
evaluation should be documented legibly in a retr ievable health record management format 
(electronic or paper-based) to facilitate long-term follow-up of the patient. Table 3.1 summarizes 
important aspects of the initia l medical history and physical examination for PLHIV. Additional 
history should be taken and physical examination performed when clini cally indicated. 
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Table 3.1: Initial Clinical Evaluation for PLHIV (History and Physical Examination) 

Histor y Comments 

Current and 
past 
medical 
history 

The initial visit provides the opportunity to establish a meaningful patient-provider 
relationship; the clinici an should elicit concerns and expectations with open, non-judgmental 
and clear communication 

¶ Presenting complaints/ current 
symptoms 

¶ Include symptoms of TB and TB 
contacts 

¶ Inquire about symptoms due to co-existing 
HIV-related and non-HIV-related disease 
and co-morbidities that wil l require 
immediate intervention 

¶ Completion of the Intensified Case 
Finding (ICF) tool 

¶ Date of first positive HIV test 
¶ Past and current co-morbidities (e.g. TB, 

cryptococcal meningitis, hypertension, 
diabetes, kidney and liver disease) 

¶ Current medications, including herbs 

¶ Drug allergies, especially sulfa allergy 
¶ ARV exposure history 

¶ History of hospitalizations 
¶ Family history of chronic disease or cancer 

¶ Document history of TB 
¶ Document previous or current ARV use 

(including for PMTCT, PEP, PrEP and ART) 
¶ Establish current medications (prescription, 

non-prescription, and herbal)  likely to 
adversely interact with ARVs 

¶ Establish reasons for hospitalizations 

Psychosocial 
history 

¶ Education, employment, family, 
marital status 

¶ Past treatment for mental il lnesses; 
current symptoms of depression 

¶ Disclosure and self-stigma 

¶ Substance use including alcohol, 
tobacco, miraa (khat), marijuana, 
narcotics, injection drug use 

¶ Nutr itional history and adequacy of 
nutr itional intake and household food 
security 

¶ Establish and document social support 
structures 

¶ Establish possible presence of mental 
health concerns 

¶ Encourage disclosure to trusted close 
relations/ fr iends and sexual partners 

¶ Elicit and begin to address possible 
barr iers to adherence 

¶ Link to additional facility and 
community support resources, 
including psychosocial support groups, 
peer mentors, harm reduction services 
for PWIDs, etc 

Sexual and 
reproductive 
history 

¶ Past history of STIs 
¶ Current symptoms of STIs 
¶ Sexual practices 
¶ Partner HIV status and disclosure to sexual 

partner(s) 
¶ Pregnancy history and age of all living 

children 
¶ Menstrual history, family planning and 

plans for pregnancy 
¶ History of cervical cancer screening 

¶ Discuss secondary prevention and 
avoidance of re-infection with STIs 

¶ HIV and ART status of sexual par tner/s  
¶ Discuss pregnancy intention and 

contraception needs 

¶ Encourage contact tracing and HIV testing 
for sexual partners and all children of HIV-
infected women and all children whose 
mothersȭ HIV status is unknown 
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Table 3.1 (Continued): Initial Clinical Evaluation for PLHIV (History and Physical Examination) 

Physical Examin ation Comments 

General impression, 

vital signs and 

anthropometr ic 

measurements 

Assess general mood, measure and 

record weight, height, MUAC (in 

children and pregnant women), 

temperature, pulse rate, BP, respir atory 

rate, pulse oximetry (if  patient has 

respiratory complaints or has diffi culty 

in breathing) 

¶ Calculate BMI as: Weight (kg)/ 

Height2(m)  

¶ Use z-scores for children 

¶ Monitor growth trends for children  

General examination 

Conjunctiva and palms for pallor or 

jaundice; swollen lymph nodes (cervical, 

axil lary, inguinal);  mouth (for Kaposiȭs 

sarcoma (KS) lesions, oral hairy 

leucoplakia, candidiasis, tooth decay); 

skin (for drug eruptions, herpes zoster, 

dermatitis, pruritic papular eruptions 

(PPE), folli culitis, fungal infections, 

molluscum, and KS) 

¶ Prompt treatment of inter-current il lness 

contr ibutes towards success of ART and 

reduction in early morbidity and mor tality 

¶ Asymmetr ic or rapidly enlarging lymph 

nodes wil l require fine needle aspiration 

cytology or biopsy 

¶ Cervical cancer screening (if  not done in 

the past year), and appropriate 

management 

¶ Monitoring developmental milestones for 

children Systemic examination 

Central Nervous System (focal defects, 

retina); Mental State Examination (for 

mental status); abdomen (for liver or 

splenic enlargement);  respir atory (for 

dullness to percussion; crackles or 

wheezes); cardiovascular (for peripheral 

pulses, oedema, heart sounds); if specific 

symptoms: genitourinary/ anorecta l 

system (for ulcers, discharge, 

condylomata/w arts, prostate 

examination for men І 45 years of age). 

Speculum examination with cervical 

cancer screening for females 

Summary 

Problem list with differential diagnosis 

and management plan for each problem 

(including investigations, treatment, 

referrals, and follow-up) 

¶ Assign and document the initial WHO 

Clinical Stage and manage presenting 

il lnesses 

¶ Growth and developmental milestone 

must be assessed and used for WHO 

staging in children 

¶ Differentiate between patients with 

advanced disease versus those who 

are clinically well, to guide acuity of 

follow-up 

NOTE: Labor ator y assessment is not a pr erequisite to ART in it iat ion. It  should not 

cause a delay in  star ting ART 
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3.2 Init ial Laborator y Evaluation of PLHIV 

The comprehensiveness of laboratory tests wil l depend on presence and/ or type of suspected 
concurrent il lness. Table 3.2 summarizes the recommended baseline laboratory investigations 
for all PLHIV.
 
Addit ional investigations should be based on clini cal indication. ART should not be delayed if a 
laboratory test is not available. 
 
 

Table 3.2: Baseline Laboratory Investigations for PLHIV 

 
 
 
 

 
 
 

 
 
 
HIV 
specific 

Test  Comments 

Confirm and document 
positive HIV test result 

¶ Refer to Figure 2.3 

CD4 cell count 

¶ Recommended at baseline for all patients (CD4Ϸ ÆÏÒ ÃÈÉÌÄÒÅÎ Ѕ υ ÙÅÁÒÓ 
old) 

¶ If CD4 Ѕ 200 cells/mm 3 (for adults and adolescents) then laboratory should 
automatically perform a serum cryptococcal antigen (sCrAg) on the same 
sample to screen for cryptococcal infection 

Vir al load (HIV-1 RNA) 
¶ Baseline vir al load (VL) is only recommended for HEIs after 1st PCR test is 

positive. Specimen for baseline VL can be drawn at the time of initiating 
ART; obtaining a VL should not delay ART initiation 

Serum Cryptococcal 
Antigen (sCrAg) 

¶ Obtain serum CrAg in all adults and adolescents with a CD4 count Ѕ 200 

cells/mm 3. This should be done as reflex testing by the laboratory 
¶ If positive, manage as per the cryptococcal meningitis screening algorithm 

(Figure 4.1) 

HIV Drug Resistance 
Testing (DRT) 

¶ Not currently recommended as a baseline investigation 

 
 
 
 

 
 
 

 
Others 

Hb (preferably full 
blood count if available) 

¶ Recommended for all patients 
¶ If baseline Hb < 9.5 g/dL  then AZT should be avoided 

Pregnancy status 
¶ Pregnancy status should be determined for all women of reproductive age 

(based on history of last menstrual period, and if uncertain, irregular, or 
delayed then a urine pregnancy test should be performed) 

Urinalysis (for protein 
& glucose) 

¶ Recommended for all patients 

Creatinine 

¶ Recommended for all patients 
¶ Calculate Creatinine Clearance (CrCl) , Annex 15 

o If HBV negative and CrCL Ѕ 50 ml/min  then TDF should be avoided 
(Table 6.7) 

o If HBV positive ÁÎÄ #Ò#Ì Ѕ 50 ml/min  then TDF should still be used (Table 
9.3) 

o CrCl is also used for dose adjustment of NRTIs, CTX and fluconazole 
(Table 6.7) 

Syphilis serology (VDRL, 
TPHA, or RPR) 

¶ Recommended for all PLHIV with a history of being sexually active 
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Table 3.2: (continued): Baseline Laboratory Investigations for PLHIV 

 Glucose ¶ Recommended for all patients 

Plasma lipid profile ¶ Recommended for all patients 

HBsAg ¶ Recommended for all adolescent and adult PLHIV (plus children who did 
not complete routine childhood immunizations) 

¶ If negative, patients should be immunized for HBV as soon as they achieve 
confirmed vir al suppression (see Section 4.8.1 and Section 9) 

¶ If positive refer to Section 9 for management of HIV/HBV co-infection 

HCV antibody ¶ Recommended for PWID or for patients with history of injection drug use 

ALT ¶ Not a recommended as baseline investigation unless there is a specific 
clinical reason (e.g. patient with history of hepatitis, signs or symptoms of 
liver disease, or risk of liver disease - alcoholics, HBV or HCV infection, 
hepatotoxic drugs such as fluconazole, etc) 

 

It is not possible for ALL facilities providing ART to offer all the laboratory tests recommended 
for HIV treatment. If a facility does not have on-site capacity to carry out any particular test, 
arrangements should be made to transport specimens to a local or regional reference laboratory. 

3.3. Dif ferentiated Care for  Patients who Present with  Advanced HIV Disease 
versus tho se who Present Wel l  

Patients who present with advanced disease may require a different level of care than those 
who present while stil l clini cally well. 
 
 

Table 3.3: Differentiated Care Based on Initial Patient Presentation 

Patients who Present with  Advanced HIV Disease: WHO Stage 3 or  4, or  CD4 count Ѕ 200 cel l/mm 3  (or  

CD4% Ѕ 25%  for  chi ldren Ѕ 5 years old)  

Package of Care 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

¶ Standard Package of Care (Section 4) 

¶ Intensive management of presenting il lnesses and malnutrition  

¶ Priority for identification, management and prevention of OIs, including 

o GeneXpert for TB diagnosis for all PLHIV with presumptive TB (Figure 8.2) 

o TB-LAM (Figure 8.3), in addition to GeneXpert, for PLHIV with presumptive TB who 

Á Have advanced HIV, or 

Á Have signs of severe ill ness, or 

Á Are currently admitted to hospital 

o Cryptococcal antigen screening for adolescents and adults with  #$τ Ѕ 200 cells/mm 3 or 

clinical suspicion of meningitis (any age) (Figure 4.1) 

o Cotrimoxazole Preventive Therapy (CPT) 

o Isoniazid Preventive Therapy (IPT) 

¶ Priority for ART initiation (caution if suspected or confirmed TB, TB meningitis, or 

cryptococcal meningitis; Table 6.1) 

¶ Close monitoring for development of immune reconstitution infl ammatory syndrome (IRIS, 

Annex 16) 
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Location of Services ¶ Management at any ART service delivery point; all facility levels; home visits may be 

required if unable to come to facility 

¶ Initial management and ART initiation by trained and experienced HCW 

¶ Consultation with MDT, TWG, mentors, and senior clinici ans as needed (including telephone 

consultation with  Uliza! Clinici ansȭ HIV Toll-free Hotline (0800724848)) 

¶ Referral to a higher-level facility when feasible if consultation is not adequate to stabilize the 

patient 

Focus of 

Treatment 

Preparation 

Counselling 

¶ ART is required to prevent fur ther damage to the immune system 

¶ Starting ART soon wil l decrease risk of disease progression, including wasting and other 

infections 

¶ ART is the most important treatment to restore health 

¶ ART will reduce the risk of transmitting HIV to others 

Frequency of 

Follow-up 

¶ Weekly follow-up unti l ART initiation, and then at week 2 and 4 after ART initiation, and then 

monthly unti l confirmed vir al suppression 

¶ More frequent visits or hospitalization may be required to stabilize acute medical conditions 

and address psychosocial and other concerns 

Patients who Present Wel l:  WHO Stage 1 or  2, and CD4 count > 200 cel l/mm 3 (or  CD4% > 25%  for  chi ldren Ѕ 

5 years old)  

Package of Care ¶ Standard Package of Care (Section 4) 

¶ Same-day or rapid ART initiation (as soon as patient is ready, preferably within 2 weeks) 

Location of Services ¶ Management at any ART service delivery point; all facility levels 

¶ Initial management and ART initiation by trained and experienced HCW 

Focus of 

Treatment 

Preparation 

Counselling 

¶ ART is the most important treatment to maintain good health and an active li fe 

¶ Starting ART soon wil l decrease risk of developing wasting and other infections 

¶ ART will reduce the risk of transmitting HIV to others 

Frequency of 

Follow-up 

¶ Weekly follow-up unti l ART initiation, and then at week 2 and 4 after ART 

initiation, and then monthly unti l confirmed vir al suppression 

¶ Additional visits as required to address any medical or psychosocial concerns 

  

3.4. Follow -up of PLHIV during the First Year of ART  

Follow-up of patients on ART is determined by the duration the patient has been on treatment, 
how well they understand the treatment and their response to ART. Follow-up includes scheduled 
clini cal appointments, unscheduled clini cal assessments for patients with concerns/complaints, 
and routine and as-needed laboratory monitoring. 

 
In order  to in it iate al l  PLHIV on ART within  the shor test t ime possible (pr eferably  within  2 
weeks), newly  enrol led pat ients should be seen in  clin ic ever y week unti l  ART in it iat ion. 

 
After ART initiation, patients need to be monitored closely for development of adverse drug events, 
identify and address barr iers to adherence, and development of IRIS (particularl y for those who 
initiate ART with advanced HIV disease). A reasonable follow-up schedule for most patients is: 2 
weeks and 4 weeks after ART initiation, then monthly unti l vir al suppression is confirmed (Table 
3.4). If VL is detectable at 6 months they wil l need additional assessments for and management of 
the reason/s  for detectable viral load, with close follow-up unti l vir al suppression is achieved 
(Section 5). Patients with confirmed vir al suppression can be followed-up every 1-3 months based 
on patient preference and clinic ian judgment, with additional unscheduled visits any time the 
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patient has a concern. Clini cal follow-up can be spaced further apart once the patient has been on 
ART for a year or more and meets the criteri a as Ȱstableȱ (Section 3.5). Children and adolescents 
should be followed up at least every 1-3 months. 

 
When possible, fol low-up for a par t icular  patient should be pr ovided by the  same care 
pr ovider  or  team of care pr oviders (e.g. same clin ician and same counsel lor) at  ever y visit . 
This  is par t icularly  impor tant duri ng the fir st 6 months in  care. 

 
Table 3.4 summarizes the recommended minimum routine follow-up schedule for PLHIV, however, 
additional clini cal and laboratory follow-up should be performed whenever clini cally indicated 
(based on history and physical examination, when the results of the investigations have the 
potential to change clini cal management). 
 

 

Table 3.4: Summary of Clinical and Laboratory Monitoring for PLHIV1 

 Init ial 
Visit 

ART 
preparation 

Week  

(after  ART)  

 
Months (after  ART)  

І ρς Íonths 

 
 

Appointment
2
 

 

 
 

Every week
3
 

 

 

2 

 

 

4 

 

 

2 

 

 

3 

 

 

4 

 

 

5 

 

 

6 

Every 1-3 months, 
depending on 
stability 

Every 3-6 

months if stable
4
 

 
History and 

physical exam
5
 
V  V  V  V  V  V  V  V  V  

 
At each visit 

 
At each clinical 
visit  

Adherence 
assessment 

and support
6
 

V  V  V  V  V  V  V  V  V  
 
At each visit 

 
At each visit 

TB Screening V  Every visit, using ICF screening tool 

 
CD4 count 

V  

¶ Baseline, and then only if develops treatment failure (to assess for risk of OIs), or if 

defaults from care (off ART) for at least 6 months 

¶ For patients on secondary prophylaxis for cryptococcal meningitis (CM), repeat CD4 every 

6 months unti l CD4 >100 cells/mm 3 for two consecutive measures 6 months apart and VL 

undetectable, after which CM prophylaxis and CD4 monitoring can be discontinued 

¶ For patients on prophylaxis using dapsone (documented CTX allergy), repeat CD4 every 6 

months unti l CD4 >200 cells/mm 3 for two consecutive measures 6 months apart and VL 

undetectable, after which dapsone and CD4 monitoring can be discontinued 

 
HIV Viral Load 

 

¶ For PCR positive HEIs: baseline at the time of ART initiation 

¶ Age 0-24 years: every 6 months 

¶ !ÇÅ І ςυ ÙÅÁÒÓ: at month 6 after ART initiation and month 12 then annually thereafter 

¶ For all: before any drug substitution for patients on ART for at least 6 months with no VL 

results from the last 6 months 

¶ For all: after any regimen change (including single drug substitutions), perform VL at 

months 3 after regimen modification, and then as per population group 

¶ For all: any patient with a detectable VL during routine monitoring, follow viral load 

monitoring algorithm (Figure 6.5) 

 

HIV Viral Load 

(pregnant/ 

breastfeeding)  

¶ If on ART at time of confirming pregnancy: VL done at confirmation of pregnancy 

(regardless of when previously done), then every 6 months unti l complete cessation of 

breastfeeding 

¶ If starting ART during pregnancy or breastfeeding, VL at 3 months after initiation, and then 

every 6 months unti l complete cessation of breastfeeding 

¶ For all: any patient with a detectable VL during routine monitoring, follow viral load 

monitoring algorithm (Figure 6.5) 
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CrAg V  

Baseline for adults and adolescents witÈ #$τ Ѕ ςππ Ãells/mm 3 (as reflex testing by 
laboratory), then only if clinical suspicion of CM 

 
Hb V  

 
Baseline then symptom directed; if on AZT, baseline then weeks 2, 4, and 12 

 
Pregnancy Status V  

 
At every visit for women of reproductive age (by history +/ - urine pregnancy test) 

Urinalysis (protein 
& glucose) V  

 
Baseline, then annually if on TDF 

 
Creatinine V  

 
Baseline, then annually if on TDF 

 
Glucose V  

 
Baseline, then annually 

 
 
 
 
 
  

 
Plasma lipid profile V  

 
Baseline, then annually 

 
HBsAg V  

Baseline, followed by immunization for all patients who screen negative (after vir al 
suppression is confirmed) 

 
Syphilis serology 
(VDRL, TPHA, or 
RPR) 

V  

 
Baseline, then annually in those at risk and as part of routine ANC profile 

Drug Resistance 
Testing 

 
Not recommended at baseline; DRT recommended once treatment failure confirmed on a PI-
based 1st line regimen, or failure on 2nd line or subsequent regimens 

 
ALT  

 
Not recommended for routine baseline or follow-up unless specific clinical indication 

 
Cervical Cancer 

All women should be screened for cervical cancer following the national guidelines 

 
HCV 

 
Baseline for PWIDs or with a history of injection drug use 

1 Recommended investigation should not delay ART initiation 

2 This is the minimum recommended appointment schedule. Clinicians and patients should be encouraged to schedule 

additional appointments as needed. Patients should be encouraged to return to the HIV clinic for unscheduled 

appointment whenever an acute issue arises, instead of seeking care at another facility. Early after initiation of ART, and 

after any regimen modification , every appointment should include: 

¶ Continued adherence counselling and support (started at the initial visit)  

¶ Assessment of adherence and correct storage of medication 

¶  Assessment for and management of early side effects of the drugs, and patient counselling on the same 

3 All PLHIV qualify for ART and should be initiated within 2 weeks, as soon as they meet ART readiness criteria. For 

patients who do not start ART on the same day as enrollment into HIV care, they should be followed up every week until 

ART initiation to address whatever issues are delaying ART initiation, for ongoing management of acute medical issues 

and for treatment preparation and ART readiness assessment 

4 See section 3.5 for appointment spacing for patients who are stable on ART 

5 In children and adolescents, weight and height should be measured and recorded at every visit, with weight-based 

dosing of ARVs confirmed at every visit. 

In adults, weight and height should be measured at the initial visit to calculate BMI, and thereafter, weight should be 

measured at every visit to update the BMI calculation. BP, temperature and respiratory rate should also be measured 

and recorded at every visit. Measure and record oxygen saturation (by pulse oximetry) in patients with respiratory 

complaints 

6 The first 2-4 visits are critical for assessing and supporting adherence to ART, managing adverse drug reactions and 

treating any acute il lnesses including IRIS. Adherence should be assessed at every contact with the clinic. See Section 5 

for specific adherence preparation, monitoring and support procedures for each visit 

Laboratory tests, though desirable, are not a pre-requisite for initiation and routine monitoring of ART. 
Targeted laboratory tests may be necessary to identify and manage inter -current diseases or adverse drug 
reactions.  
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3.5. Follow -up of PLHIV beyond the First Year of ART  

3.5.1. Differentiated Care for Stable and Unstable Patients beyond the First Year of 

ART 

After the first year of ART, most patients wil l have developed good adherence habits, have 
adequate coping mechanisms and support systems in place, and wil l have achieved full 
virological suppression. With their improved self-care, these Ȱstable patientsȱ require less 
frequent facility follow-up and monitoring than other patients, allowing facility resources to be 
focused on patients who have not achieved these milestones, as well as focus on those newly 
enrolling into HIV care (Table 3.5). Less intense follow-up for stable patients may also decongest 
health facilities, reduce patient costs and inconvenience, and improve quality of care by allowing 
more time for sick and/ or unstable patients. 
 

¶ Unstable patients require closer follow-up to address the issues that are leading them 
to be categori zed as unstable 

¶ Stable patients require less frequent facilit y follow-up, with up to six months between 
clinic appointments 

 
 

Table 3.5: Differentiated Follow-up of Patients Beyond the First Year of ART 

Unstable Patients 

Unstable Patients (any of the following) 

¶ On their current ART regimen for < 12 months 

¶ Any active OIs (including TB) in the previous 6 months 

¶ Poor or questionable adherence to scheduled clinic visits in the previous 6 months 

¶ Most recent VL: detectable (including low-ÌÅÖÅÌ ÖÉÒÅÍÉÁ ÁÎÄ 6, І ρȟπππ copies/ml) 

¶ Has not completed 6 months of IPT 

¶ Pregnant or breastfeeding 

¶ BMI < 18.5 

¶ Age < 20 years 

¶ Healthcare team has concerns about providing longer follow-up intervals for the patient* 

 

Note: chi ldren and adolescents may be clin ical ly  stable, however  follow -up appointment intervals beyond 

3 months , when allowed,  must take into consideration  the need for  weight-based dose adjustments, close 

monitori ng of suppor t systems, and the stability of caregivers . 

 

Package of Care 
¶ Standard Package of Care (Section 4) 

¶ Case management to address reason/s  for not meeting stable eligibility criteria 

 

 

Location of 

Services 

¶ Management at any ART service delivery point; all facility levels 

¶ Consultation with MDT, CSC, mentors, and senior clinici ans as needed (including 

telephone consultation with Uliza! Toll-free Hotline 0800-72-48-48) 

¶ Referral to a higher-level facility if consultation is not adequate to stabilize the patient 

Focus of 

Counselling 

¶ ART is the most important treatment to improve health and return to an active li fe 

¶ Targeted counselling to address reason/s  they have not met stable eligibility criteria 

 

Frequency of 

Follow-up 

¶ Every 1-3 months, based on clinical judgment and the specific reason/s  they have not met 

stable eligibility criteria 

¶ Additional visits as required to address any medical or psychosocial concerns 

 



Guidelines on Use of Antiretroviral Drugs for Treating and Preventing HIV Infection in Kenya ɀ 2018 Edition 
 

  34 
 

 

¶ 

¶ 

¶ 

¶ 

¶ 

¶ 

¶ 

¶ 

¶ 
 

 

 

¶ 

¶ 

 
¶ 
¶ 

 
¶ 

¶ 
 

 

¶ 

¶ 

¶ 

¶ 
¶ 

3.5.2. Differentiated Care for Children, Adolescents and Pregnant/breastfeeding 

Women 

Children, adolescents and pregnant/breastfeeding women should not be excluded from 
differentiated care  ɉ$#ɊȢ 4ÈÅ ȰÓÔÁÂÌÅȾÕÎÓÔÁÂÌÅȱ ÃÒÉÔÅÒÉÁ ÉÎ 4ÁÂÌÅ σȢυ ÁÒÅ ÕÓÅÄ ÔÏ ÉÄÅÎÔÉÆÙ ÐÁÔÉÅÎÔÓ 
who qualify for longer follow-up periods vs. those that may benefit from closer follow-up. 
 
For caregivers/parents who are enrolled in DC as stable patients, their children or adolescents 
×ÈÏ ÁÌÓÏ ÍÅÅÔ ȰÓÔÁÂÌÅȱ ÐÁÔÉÅÎÔ ÃÒÉÔÅÒÉÁ ɉÏÔÈÅÒ ÔÈÁÎ ÔÈÅ ÁÇÅ ÃÒÉÔÅÒÉÁɊ ÃÁÎ ÂÅ ÃÏÎÓÉÄÅÒÅÄ ÅÌÉÇÉÂÌÅ ÆÏÒ 
DC. This should follow a family-centered approach in which the family is given aligned 
appointments with longer prescription periods. 
 
As part of the case-management approach for children and adolescents, appointment spacing must 
be determined based on the specific needs and situation of the individual. For example, children 
and adolescents may need their ART refills and clinical reviews harmonized with school holidays. 


































































































































































































































































































































































