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Improving Retention, Viral Suppression, and 

Facility Congestion through Postes de 

Distribution Communautaire in the 

Democratic Republic of the Congo 
 

COUNTRY: Democratic Republic of the Congo    

 

WHAT WAS THE PROBLEM? 
 

Standard care health clinics and pharmacies are highly congested due to required 

monthly patient visits, and in-person prescription refills and medication distribution. This 

places undue burden on both the patients, and the monitoring and evaluation (M&E) 

systems, and is particularly prominent at large health care facilities. Comparatively, 

larger clinics tend to have longer wait times, and fewer resources to offer patients for 

whom clinic and transport costs, as well as lost work time, may have a significant 

negative impact. The additional burden of cost, time, and effort on patients can 

contribute to poor adherence and retention, leading to lower viral suppression rates 

and ongoing HIV transmission.  

In the Democratic Republic of the Congo (DRC), overall retention rates at the end of 

fiscal year 2016 (FY16/COP15) were documented to be 69.5%. As the country began 

transitioning to a Treat All model, many facility staff members were concerned they 

would be able to keep up with demand, given the ongoing long wait times for stable 

patients seen monthly in clinics.   

WHAT IS THE SOLUTION? 
 

The Postes de Distribution Communautaire (PODI) plus model is a community-based, 

individual drug distribution and psychosocial support model. PODI provides a point from 

which clients can pick-up their medication and receive additional services outside of 

the standard health care facility. The PODI plus model is intended for adults on 

antiretroviral therapy (ART) who are stable and meet certain criteria. Patients come 

every 3 months to the PODI to collect their antiretrovirals (ARVs), monitor their weight, 

screen for TB symptoms, and receive – if necessary—adherence support from other 

people living with HIV (PLHIV) who are trained for this purpose. All services are free of 

charge. The patient attends a health facility annually for a viral load (VL) test and 

clinical consultation. The PODI can also provide testing services (particularly testing 

contacts of index clients enrolled at the PODI, as well as VL testing), counselling and 
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therapeutic education services (to improve treatment literacy and adherence), and 

organize support groups and social support.  

PODIs reduce the workload of overburdened health care workers by decreasing the 

number of patients individually attending the clinic, whilst maintaining good health 

outcomes for patients. The PODI plus model also empowers PLHIV-driven Civil Society 

Organizations (CSOs) to become advocates and service providers in their own 

communities. This helps to create a sustainable, patient-centered (rather than facility-

driven) system for supporting clients in maintaining adherence, and psychosocial health 

and wellbeing. Currently, 4 PODI locations have been established in two regions of 

DRC, Kinshasa and Lubumbashi, with plans for expansion in FY18. 

 

WHAT WAS THE IMPACT? 

  
 Retention has been >90% in all PODIs, with most having a retention rate close to 

96%. While there is an obvious bias towards higher retention since only stable 

patients are selected for the cohort, the sustained results across quarters remain 

much higher than the overall DRC retention rate of 69.5% at the end of COP15.  

 

 As VL testing has scaled up in DRC, PODIs have been actively involved in 

ensuring that all clients enrolled at a PODI have a VL test done. Coverage rates 

for VL testing in the USAID-supported PODIs are currently 86% and suppression 

rates are 97%. This is significantly higher than the overall DRC coverage of 56% of 

eligible PLHIV receiving a VL test, and 73% VL suppression.  

Recent data (March 2018) from two sites in Haut Katanga/Lualaba, Masina and 

Kingasini, demonstrate the following: 

Site Enrollment Retention VL testing 

coverage 

VL 

suppression 

Masina 626 97% 81% 98% 

Kingasini 322 96% 97% 97% 

Data provided by the implementing partner 

An evaluation at one of the referring sites noted an almost 45% reduction in workload 

for service providers at that facility. This was because 597 out of their total cohort of 

1,330 patients on treatment transferred to the PODI plus site to receive services, and did 

therefore not need to be seen by providers on a monthly or even three-monthly basis. 

Thus allowing providers to spend more time with newly diagnosed PLHIV, as well as 

clients with health issues, including detectable VL. 
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Graph created by the PEPFAR Solutions Team, based on data from the implementing 

partner. 

 

HOW DOES IT WORK? 
 

INDIVIDUAL LEVEL 

The PODI plus model was designed for stable patients, defined in DRC as: 

 Individuals over 18 years of age; 

 Under first or second line ARV treatment for at least six months;  

 Have a VL below 1000 copies/ml or undetectable (in absence of VL, the patient 

must have a CD4 count >350 or an increase of 25 to 50 cells during the first 6 

months);  

 Free of opportunistic infections (OI) and not hospitalized for OIs in the previous 3 

months;  

 Not pregnant or the mother of an HIV-exposed infant. 

The creation of the original PODI by Médecins Sans Frontières (MSF) was in response to 

patient needs and requests. Engagement of empowered CSO groups made up of 

PLHIV, like RENOAC, has been critical in advocacy efforts with the Ministry of Health 

(MoH) and providers. Additionally, the data on retention and patient satisfaction has 
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helped to convince even reluctant providers and MoH staff to allow additional pilot 

projects.  

 

SERVICE DELIVERY LEVEL 

Once the PODI is established, facility-based providers identify stable patients whom 

they refer to peer educators located at the facility. The peer educators conduct an 

evaluation for inclusion in the PODI. If the patient is eligible and interested, the peer 

educator accompanies them to the PODI location in order to register, and become 

oriented with the services offered by the facility. Thereafter, the patient continues to be 

followed by and receive services (including ART distribution) from the staff at the PODI.  

PODI staff track relevant data on retention, medication pickup, and clinical status. 

Data is then shared with the facility through Excel spreadsheets or Tier.Net, with 

assistance from EQUIP/DRC. The patient returns to the facility once a year for VL testing, 

which PODI staff can do in advance of the clinical visit. These results are also tracked by 

the PODI to confirm that the patient continues to meet criteria for PODI membership. 

Any PODI client presenting with symptoms of OIs or adverse events, or other indications 

for clinical evaluation, is referred and often accompanied back to the facility for 

evaluation and treatment as necessary. Additionally, PODI clients can bring their family 

members to the PODI for testing of their contacts. Regardless of the location of testing 

(at the PODI or facility) the PODI actively tracks the testing of these contacts. 

• Multi-month dispensing – All clients enrolled in PODIs receive medications every 3 

months. The PEPFAR-supported transition to multi-month scripting and dispensing at 

the sites referring clients to PODIs, and the collaboration between the pharmacists 

and PODI staff to ensure that medications are delivered to PODIs for distribution to 

patients, is critical to the success of the ART distribution services at PODIs, and to 

better tracking of both patients and medications at facilities 

• Facility-PODI data sharing - Each PODI plus site is linked to a specific health 

facility. This helps to ensure clear lines of data reporting and medication tracking 

while decentralizing treatment to the community level. Data exchanged between 

the health facilities and the PODI includes:  

o Number of stable patients eligible to join the PODI (monthly); 

o Number of patients enrolled at the PODI (monthly); 

o Transfers, loss to follow up, and deaths (monthy); 

o Number of patients referred to the PODI (weekly); 

o Clinically relevant data on each patient (ART regimen, viral load or CD4 

results, if applicable, next appointment dates for the viral load or the 

annual clinical visit);  

o VL specimens sent and results received by PODIs; 
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o List of patients who screened positive for TB symptoms; 

o List of contacts of index cases tested (either in the PODI or at the facility); 

and 

o List of the stable patients who are due for their annual clinical visit to the 

facility within the following month.  

• Facility-PODI Commodity tracking – Consumption data on ARVs and other 

commodities (including VL test kits) is shared regularly between the facility and its 

PODI location. Medications distributed at PODIs are received from the facilities, and 

patients seen at PODIs are included in the facility’s site-level medication forecasting. 

For this reason, each PODI is currently linked to only one facility, and vice versa; 

however in the future, the ability to track PODI clients across facilities, and facility 

clients to different PODIs may be considered. 

Currently PEPFAR/DRC programs are enrolling eligible PLHIV into PODIs in Kinshasa and 

Lubumbashi at a rate of 30-50 clients per month at each PODI. Many clients have 

stated that they prefer the PODI over other differentiated models of care that have 

been offered (monthly clubs, fast track pharmacy refills at the facility, etc.) since pick-

up times are flexible and they can access services in a less stigmatizing environment.  

Any client noted to have retention issues is tracked by PODI staff within 1 week (and 

often within 1-2 days) after missing their scheduled ART pick-up date.  

HEALTH SYSTEMS LEVEL 

New PEPFAR-supported PODI plus sites are established through a collaborative effort 

between the Programme Nationale pour la Lutte contre le SIDA (PNLS – National HIV 

Program), PEPFAR/DRC staff, EQUIP/DRC, implementing partners (IPs), the PLHIV CSO 

RENOAC (with whom the PEPFAR IPs have a sub-agreement to provide services), and 

the staff and supervisors of the relevant facility that will be linked to the new PODI site. 

IPs and RENOAC discuss the model with facility staff and obtain the facility’s support for 

establishment of a linked PODI. A nondescript building within a reasonable distance 

from that facility (usually within walking distance) is identified for the PODI site. This 

unmarked building is then rented by the IP and staffed by RENOAC. EQUIP/DRC 

conducts the orientations and trainings for PODI staff and continues to visit the PODIs 

regularly to provide ongoing M&E, pharmacy, and general mentorship and support. 

LOCAL ENVIRONMENT  

Not only was the creation of the PODI model a response to PLHIV’s needs, the actual 

PODI sites are staffed and managed by CSO groups. This allows the community to be 

directly engaged in advocating for, planning, and providing care. 

Provider engagement with the PODIs has been essential to ensuring that providers feel 

comfortable with seeing individual patients less frequently. Providers who have visited 
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PODI sites and interacted with the staff and clients there have become strong 

advocates for referring stable patients to these non-facility-based services. 

NATIONAL ENVIRONMENT   

The director of the PNLS’s (National HIV Program) support in allowing and encouraging 

the piloting of differentiated models of service delivery, including PODIs, has been 

critical. The director maintains close attention on the progress and impacts of the 

models. He is leading the effort, with the support of many national and international 

stakeholders, to develop national guidelines on differentiated models of care using 

sufficient data from the different pilots.  

Other important policies that have been essential for the scale up of the model include: 

 Allowances for multi-month dispensing (which had not yet been widely 

implemented in DRC due to logistics and supply chain concerns),  

 Providing adherence support by peer educators,  

 Sharing of clinical data between health care workers/facilities and community-

based organizations and their staff, and  

 Policies that support provision of ART to the PODIs through the linked facility.  

SCALABILITY 

At the end of COP16, 4 PODI locations had been established in two regions of DRC 

(Kinshasa and Lubumbashi), in addition to the original MSF-established PODI, which is 

now supported through a U.S. Centers for Disease Control and Prevention (CDC) IP. 

These new PODIs provide services to over 1000 clients at present, with the largest PODI 

serving over 500 PLHIV. New clients continue to be recruited to the PODIs at a rate of 

30-50 per month, and none of the PODI locations has yet reached capacity. During 

COP17, 4 other high volume facilities will add PODIs to extend the benefits of this 

patient-centered and facility-decongesting model. 

MANAGEMENT & OVERSIGHT 

 

PEPFAR Team Involvement: In COP16 PODIs were selected as the DRC team’s “game 

changer” and were incorporated as a key strategy for decongesting facilities and 

improving retention. Further financial support was allocated in COP17 to support the 

continued scale up of this model at high-volume sites in PEPFAR-supported regions in 

DRC.  

From the beginning of the PODI plus model’s adaptation (from the original MSF PODI), 

the PEPFAR/DRC team defined the specific activities to be added to the original model. 

Some of these additional activities included index testing, VL testing, voluntary testing 

for targeted populations (including local female sex workers (FSWs)), nutritional 

assessments, and even family planning activities.  
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The PEPFAR/DRC country team worked closely with its partners to analyzed relevant 

program data. This helped determine the locations of PODIs and the connected high 

volume sites. 

The PEPFAR country team, in particular the United States’ Agency for International 

Development (USAID), requested the support of its central technical assistance (TA) 

mechanism, EQUIP, to support DRC-based IPs in the establishment of new PODIs. USAID 

also helped develop relevant standard operating procedures (SOPs) and data 

collection tools.  

Implementing Partner:  

With the assistance of EQUIP/DRC, the PEPFAR IPs (PROVIC plus and then IHAP- Haut 

Katanga/Lualaba and IHAP – Kinshasa) formalized partnerships with the well-known 

local community PLHIV organization, RENOAC. RENOC was the organization that MSF-

Belgium worked with to establish the original PODI in Kinshasa. The IPs helped RENOAC 

build capacity to train and support other local community PLHIV organizations to run 

PODI sites as the scale-up of the PODI plus model continues nationwide. 

As the implementation has progressed, collaboration between PODI staff and facility-

based clinicians has led to further improvements and expansion of services. In 

particular, collaboration on data sharing of testing results has led to increased VL 

testing, and testing the contacts of index cases in PODIs. This is more convenient for 

patients, and decreases the burden on facilities of testing and tracking contacts. 

Additional services to be added at PODIs that have been discussed include blood 

pressure measurements and other basic clinical monitoring that is relevant to co-

morbidities experienced by PLHIV.  

Monitoring: The PEPFAR/DRC team instituted the following monitoring practices: 

 Monthly telephone calls with partners for updates on enrollment numbers, the 

challenges encountered during that period, and the proposed solutions. 

 Regular site visits to the PODI houses to encourage good practice, analyze 

collected data and suggest improvements. 

 Additional support and facilitation of communication between clinicians and 

community stakeholders.  

Furthermore, EQUIP/DRC is assisting the IPs in the rollout of Tier.net to PEPFAR-supported 

facilities, as well as the PODIs linked to them. This will help to ensure that data exchange 

is timely, and allow for additional analyses and identification of issues and potential 

solutions.  



PEPFAR SOLUTIONS 

PLATFORM (BETA) 

Page 8 of 8 

 

Additionally, PODIs regularly post their retention and VL suppression results (by monthly 

cohort) on the walls so that all PODI staff and clients can see and understand the 

outcomes achieved by the PODIs. 

BUDGET 

 

Cost of Innovative Solution:  A costing study of the PODI plus model in DRC was planned 

by EQUIP/DRC. The PEPFAR/DRC team is looking at other options for obtaining data on 

the cost of providing additional services, and to also track the impact on out-of-pocket 

costs for patients. MSF has published some costing data on the original PODI model in 

DRC, which can be found here.  

One partner (RENOAC) reported a total budget of $78,430 for two sites over 18 months. 

This budget covered salaries, rental of and furnishings for the PODIs, other costs of 

running the PODIs (utilities etc), start-up expenses, and development of tools. 

 
 

https://www.msf.org/hivaids-community-models-care-explained

