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	Total Module Time:	220 minutes (3 hours 40 minutes)



[bookmark: _Toc343345540]Learning Objectives
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	After completing this module, participants will be able to:
· Discuss the frequency and content of antenatal consultations
· Describe essential elements of a delivery plan 
· Provide ARV therapy to pregnant women with HIV infection
· Discuss ARV prophylaxis for HIV-exposed infants
· Provide care and counselling, including adherence counselling, to HIV-infected women



Module Content

Session 1: Focused Approach to Antenatal Care
Session 2: Antenatal Care for Women with HIV


Session 1: Focused Approach to Antenatal CAre
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	Total Session Time:	95 minutes (1 hour 35 minutes)



Learning Objectives
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	After completing this session, participants will be able to:
· Discuss the frequency and content of antenatal consultations
· Describe essential elements of a delivery plan



Introduction to antenatal care 
[bookmark: _Toc343345303]
Definition
Antenatal care is the care that a woman receives during pregnancy. Quality antenatal care treats and prevents potential health problems throughout the course of the pregnancy while promoting healthy lifestyles that benefit both mother and child.

[bookmark: _Toc343345304]Traditional antenatal care approach
As discussed in “Module 3: Emergency Obstetric and Neonatal Care,” traditional antenatal care lacked an emphasis on the client’s individual needs. Traditional antenatal care uses a risk approach to classify which women are more likely to experience complications, and assumes that more visits mean better outcomes for mother and baby.  

Recent findings indicate that the risk-based approach is not an effective strategy for antenatal care because:
· Complications cannot be foreseen—all pregnant women run the risk of developing complications
· Risk factors are not generally the direct cause of complications
· “Low risk” women can develop complications; those who know they have been assessed as “low risk” may feel overly confident and not recognise or respond to problems in a timely manner
· Most “high risk” women deliver without complications

The risk approach leads to ineffective use of already limited resources.
[bookmark: _Toc343345305]

Focused antenatal care
Aim of focused antenatal care
Focused antenatal care is meant to promote maternal and newborn survival by:
· Detection and early treatment of problems and complications (curative care)
· Prevention of complications and diseases (preventive care)
· Preparation for delivery and preparation in case of complications
· Health promotion

Principles of focused antenatal care
Focused antenatal care is an approach based on:
· Proven actions, oriented according to an objective: focused on predominant health problems affecting women and newborns. These actions are specific to populations and regions, specific to the gestational age and based on evidence.
· Personalised care focused on the woman taking into account the following elements:
· Specific needs and concerns of that person
· Circumstances of consultation
· Past records, physical examination, tests
· Available resources
· Quality versus quantity of consultations: the content and quality of an antenatal consultation is now considered more important than the number of consultations.  A multicentre study by the World Health Organization showed that a reduction in the number of consultations does not affect outcomes (the final results) for either the mother or the baby.
· Care provided by competent medical personnel: a competent/qualified healthcare provider is one who has had formal training and experience, acquired knowledge, skills and qualifications to provide safe and effective health care for the mother and the newborn.  Specifically, this individual—who may be a midwife, nurse or general practitioner working in a hospital or health centre—has been trained to:
· Carry out normal deliveries
· Diagnose early and treat obstetric complications when necessary
· Decide and arrange for the transfer of patients to a better equipped healthcare unit

The timing of focused antenatal care consultations is listed in Table 1.

Table 1: Focused antenatal care schedule
	Consultation
	Timing

	First consultation
	Before the 16th week or when the woman thinks she may be pregnant (ideally before 12 weeks)

	Second consultation
	Between the 24th and 28thweek or at least once during the second trimester

	Third consultation
	At 32 weeks (+/- 2 weeks)

	Fourth consultation
	At around 36 weeks 

	Other consultations
	If complications occur or in case of any other need


[bookmark: _Toc343345307]


Content of antenatal consultations
[bookmark: OLE_LINK1]
The essential elements of a focused approach to antenatal care are summarised in Table 2, below.  Most of these elements are further described in this or later modules.

Table 2: The 4-visit antenatal care model 
	ACTIVITES
	FIRST CONSULTATION
(16 weeks)
	SECOND CONSULTATION
(24 to 28 weeks)

	GOAL
	Confirm pregnancy and EDD, classify women for basic antenatal care (4 visits) or more specialised care. Screen, treat and give preventive measures. Develop a birth and emergency plan. Advise and counsel.
	Assess maternal and foetal well-being. Exclude PIH and anaemia. Give preventive measures. Review and modify birth and emergency plan. Advise and counsel.

	CHECK-UP
	History (ask, check records):
· History of current pregnancy, psychosocial, gynaecological, obstetric, medical, surgical, family, including drug history, allergies and use of traditional medicines
· Confirm pregnancy
· Calculate the expected date of delivery (EDD)/duration of pregnancy EDD = DLM + 7 days + 9 months (or - 3 months)
· Classify all women (in some cases after test results)

Examination (look, listen feel):
· Conduct a complete general and obstetric physical examination: GS, BP, weight, breasts, abdomen, search for oedema, genital organs,  uterine height  (UH, AC), vulvovaginitis, cystitis, pyelonephritis, STIs
· Conduct clinical staging if HIV-infected (see Appendix 1)
· Screen for TB 
· Ask if there are any problems/danger signs

Screening and tests:
· Tests:  FBC/haemoglobin value, BW/TPHA, BG-Rh factor, Hb electrophoresis,  urine albumin, sugar, urine culture if necessary,  HVS (if necessary),  FBS, HIV, CD4 (if woman is HIV-positive), Ag HBS
· Coprological examination if necessary
· Determine if the development of the pregnancy is normal with respect  to gestational age (echography may be necessary)
	History (ask, check records):
· Assess significant symptoms. Check record for previous complications and treatments during the pregnancy. Re-classification if needed

Examination (look, listen, feel):
· Problems/changes since the last consultation
· Physical examination: GS, BP, weight, anaemia, breasts if indicated, abdomen including foetal heart beat
· Confirm the expected date of delivery and the normal development of the pregnancy
· Screen for TB
· Conduct clinical staging if HIV-infected (see Appendix 1)
· Ask if there are any problems/danger signs

Screening and tests:
· FBC/haemoglobin value, albumin, sugar and others if necessary
· Bacteriuria or other lab tests if indicated

	

CARE
	· Appropriate care/orientation
· Referrals for the problems identified
· Counselling and HIV screening
· Initiate ARV therapy, if HIV-infected
· Continue cotrimoxazole if she was on it before this pregnancy; otherwise delay till 6 weeks postpartum
· Development of a delivery plan
· Preventive measures:
· First dose of IPT if the woman consults after the 16th week (if appropriate)
· ATV (see Appendix 2)
· Iron and folic acid
· Multi-vitamins if indicated
· Health promotion messages: prevention of STIs, rest, prevention of malaria through the IPT and ITMBNs, hygiene, alcohol and tobacco use, nutrition, frequency of consultations
	· Continuation or review (if appropriate) of the plan of care
· Appropriate referrals for the problems identified
· ARV therapy, if HIV-infected (and cotrimoxazole if she was on it before this pregnancy)
· Development/review of delivery plan
· Further preventive measures:
· IPT dose (if appropriate)
· ATV
· Iron and folic acid
· Health promotion messages:  reinforce previous advice



	ACTIVITES
	THIRD CONSULTATION
(32 weeks)
	FOURTH CONSULTATION
(36 weeks)

	GOAL
	Assess maternal and foetal well-being. Exclude PIH, anaemia, multiple pregnancies. Give preventive measures. Review and modify birth and emergency plan. Advise and counsel.
	Assess maternal and foetal well-being. Exclude PIH, anaemia, multiple pregnancy, malpresentation. Give preventive measures. Review and modify birth and emergency plan. Advise and counsel.

	CHECK-UP
	History (ask, check records):
· Assess significant symptoms. Check record for previous complications and treatments during the pregnancy. Re-classification if needed

Examination (look, listen, feel):
· Problems/changes since the last consultation
· Physical examination: GS, BP, weight, anaemia, abdomen (including foetal heart  beat)
· Confirm the expected date of delivery and the normal development of the pregnancy, multiple pregnancy
· Screen for TB
· Conduct clinical staging if HIV-infected
· Ask if there are any problems/danger signs

Screening and tests:
· FBC/Hb only, albumin, sugar and others if necessary
· HIV
· Bacteriuria or other lab tests if indicated
	History (ask, check records):
· Assess significant symptoms. Check record for previous complications and treatments during the pregnancy. Re-classification if  needed

Examination (look, listen, feel):
· Problems/changes since the last consultation
· Physical examination: GS, BP, weight, anaemia, abdomen (including foetal heart beat and malpresentation)
· Estimate size of pelvis in primigravidas
· Confirm the expected date of delivery and the normal development of the pregnancy, multiple pregnancy
· Screen for TB
· Conduct clinical staging if HIV-infected
· Ask if there are any problems/danger signs

Screening and tests:
· Albumin, sugar and others, if necessary
· HIV (if not already tested during 3rd trimester)
· HIV viral load, if available (for women on ARV therapy for 6 months or more)
· Bacteriuria

	

CARE
	· Continuation or review (if appropriate) of the plan of care
· Appropriate referrals for problems identified
· ARV therapy, if HIV-infected (and cotrimoxazole if she was on it before this pregnancy)
· Development/review of delivery plan
· Continue or review preventive measures:
· IPT dose (if appropriate)
· ATV
· Iron / folic acid
· Health promotion messages:  reinforce previous advice
· Labour signs
· Infant feeding, postpartum care, pregnancy spacing
	· Continuation/review (if appropriate) of care plan
· Appropriate referrals for problems identified
· ARV therapy, if HIV-infected (and cotrimoxazole if she was on it before this pregnancy)
· Development/review of delivery plan
· Continue or review preventive measures
· IPT dose (if appropriate)
· ATV
· Iron/folic acid 
· Health promotion messages:  reinforce previous advice 
· Family planning (assist the woman to choose an option)
· Care of newborn

	NB:
· Before any consultation, review patient records for the findings at the last antenatal consultation. During consultation, record the results, care given and the next antenatal visit date.
· Encourage the involvement of partners as early as possible in the antenatal consultation process.
· Categorise according to care-related needs: give out results of the first and follow-up consultations.
· Iron supplementation: give iron element 60mg per day throughout pregnancy and for 6 weeks postpartum.
· Folic acid supplementation: give folic acid (5mg tablet, twice a day; total daily dose is 10mg) throughout pregnancy and for 42 days postpartum.
· IPT: give all women 3 doses of IPT, the first dose is given after quickening or after 16 weeks.  The second dose is given at least 1 month after the first (typically at the 2ndantenatal care consultation) and the third is given at least 1 month after the 2nddose (usually at the 3rd antenatal care consultation). A dose comprises of 3 tablets of Sulphadoxine 500mg + Pyrimethamine 25mg (SP). Do not give SP after 36 weeks. Take SP one week after taking iron and folic acid, because of the interference. Do not give IPT to women already on cotrimoxazole. See “Module 6: Pregnancy-related Emergencies”, Session 5 for more information on IPT.


	Abbreviations

	· AC=abdominal circumference
· Ag HBS=hepatitis B surface antigen
· ARV=antiretroviral drugs 
· ATV=anti-tetanus vaccine
· BP=blood pressure
· BW/TPHA= Bordet-Wasserman/treponema pallidum hemaglutination assay; syphilis serology
· DLM=date of last menstruation
· ECV=external cephalic version; 
· EDD=estimated date of delivery
	· GS=general state
· FBS=fasting blood sugar
· HVS=high vaginal swab
· IPT=intermittent preventive treatment for malaria during pregnancy
· ITMBN=insecticide-treated mosquito bed net
· PIH=pregnancy induced hypertension
· STI=sexually transmitted infection
· TB=tuberculosis
· UH=uterine height



Sources: MINSANTE 2006. Refocussed Prenatal Care
Partnership for Maternal, Newborn & Child Health, Opportunities for Africa’s Newborns



Nutrition during pregnancy (and breastfeeding)

The nutritional status of a woman is a major determinant of both her and her infant’s health. Malnutrition is responsible for a range of short and long-term negative consequences for women, including increased reproductive risk, morbidity, and mortality. Women’s nutritional status affects the morbidity and mortality of children through its impact on birth weight, prematurity, and nutrient stores in infants.

Monitor weight gain in pregnancy
· Women should gain about one kilogram per month in the second and third trimesters of pregnancy, or at least 7 kilograms total (including weight gained during the first trimester).  Where possible, women should try to gain closer to 11 kilograms total (+/- 2 kilograms) over the 3 trimesters of pregnancy.  
· At every antenatal care consultation, compare current weight to previous ones; assess food intake and appetite; provide nutrition-related counselling and education.  

Provide nutrition counselling and education
Use “listening and learning” skills (see Module 5) to counsel women on nutrition and appropriate weight gain:
· Encourage her to take at least one extra serving of staple food per day while pregnant and an extra meal per day during lactation
· Encourage her to increase daily consumption of fruits and vegetables, animal products, and fortified foods
· Instruct her to take her iron and folic acid supplementation during pregnancy and 42 days postpartum
· Support her to decrease workload and take additional rest during pregnancy
· Educate her to take antimalarial drugs (see Module 6) and use an ITMBN, use proper footwear to prevent anaemia from hookworm infections
· Provide her with a high dose (200,000 IU) of vitamin A immediately after delivery or within the first 8 weeks after delivery if breastfeeding (within 6 weeks after delivery if not breastfeeding)[footnoteRef:2] [2:  	Huffman SL, Zehner ER, Harvey P, Martin L. 2001. Essential health sector actions to improve maternal nutrition in Africa. Regional Centre for Quality of Care and LINKAGES Project. Washington, DC: Academy for Educational Development. Available at: http://www.linkagesproject.org/media/publications/Technical%20Reports/EHSAfullpaper.pdf] 


Health education, advice and counselling

The importance of counselling and education during antenatal care should never be underestimated.  Antenatal care provides women and their families with information and advice for a healthy pregnancy, safe childbirth, and postnatal recovery.  Counselling and education during antenatal care includes the following key points: 
· Promote healthy behaviours in the home, including:
· Healthy lifestyles and diet (see section above)
· Safety and injury prevention
· Adherence education and support for preventive interventions like iron and folic acid supplementation, and use of ITMBN
· Adherence support for those taking ARVs
· Safer sex counselling, education and support, including support for condom use (see below)
· Promote postnatal family planning/birth spacing.  The discussion of future contraceptive needs and pregnancy plans begins during antenatal care. Provide all pregnant and recently-delivered women with counselling on long-term family planning and contraception.  Always emphasize dual protection and involve the partner when possible (see Modules 14, 15 and 16).
· Screen for domestic violence
· Support care seeking behaviour and provide information on pregnancy complications:
· Bleeding
· Fever >38 C
· Pre-eclampsia/severe pre-eclampsia: swelling of hands and feet, severe headaches and blurred vision
· Severe pallor
· Abdominal pain
· Help the pregnant woman and her partner prepare emotionally and physically for birth and care of their baby, particularly preparing for early and exclusive breastfeeding and essential newborn care and considering the role of a supportive companion at birth
· Support the development of a birth and emergency preparedness plan (discussed below)
· Teach about the importance of delivering in a safe environment with healthcare providers skilled in safe delivery practices.

Safer sex messages during pregnancy
Women who acquire HIV while pregnant or breastfeeding are at much higher risk of passing HIV to their infants than women infected before they became pregnant.  Healthcare providers play an important role in educating their pregnant clients about safer sex.  At every visit, all pregnant women should be counselled on the importance of using condoms correctly and consistently to prevent STIs and HIV infection (or re-infection).  Counselling should also include how to negotiate condom use with partner(s).

Safer sex counselling and support is particularly important for clients with HIV—who are infectious, regardless of viral load, CD4 cell count, or ARV therapy status. For clients with HIV, safer sex messages must include a frank review of the risk of various sexual activities.
[bookmark: _Toc233524315]

Opt-out HIV testing during antenatal care

HIV testing is routinely offered at 2 points in time during antenatal care:
· First antenatal care visit: during the initial antenatal care visit, all women and their partners participate in an individual, couple or group education and discussion session on HIV, AIDS and PMTCT.  
· Third antenatal care visit: The purpose of 3rd trimester testing is to detect HIV infection that may have been acquired after the initial HIV test.  Because pregnant women who sero-convert during pregnancy are at an increased risk of passing HIV to their children, women who initially tested HIV-negative are routinely re-tested during the third antenatal care visit, or any time between 32–36 weeks of gestation.  If the client misses the 3rd antenatal consultation, test her during the 4th antenatal consultation or during labour.  

Re-testing may be indicated at other times if the client has:
· Signs or symptoms of sero-conversion (see Table 3)
· Had unprotected sexual intercourse with someone known or strongly suspected of being HIV-infected, or 
· Experienced some other high-risk exposure (for example, occupational)

[bookmark: _Ref245105981][bookmark: _Ref245100938]Table 3: Common signs and symptoms of HIV sero-conversion (also referred to as “acute HIV infection”)
	More than 3/4ths of clients who become infected with HIV will develop symptoms as they sero-convert.  The most common symptoms include the following:
	· Fever 
· Rash, often erythematous maculo-papular 
· Fatigue 
· Pharyngitis 
· Generalised lymphadenopathy 

	· Urticaria 
· Myalgia/arthralgia 
· Anorexia 
· Mucocutaneous ulceration 
· Headache
· Neurologic symptoms (e.g., aseptic meningitis, radiculitis, myelitis) 



Symptoms associated with sero-conversion typically appear a few days to a few weeks after exposure to HIV and last approximately 2–4 weeks.  Symptoms are very similar to other common viral infections.



Results of both HIV tests need to be documented in the mother’s obstetric record.  Post-test counselling should always be provided as soon as the result is available to give the mother or couple adequate time to learn about and initiate PMTCT interventions. 

[bookmark: _Toc343692270]See “Module 17: Introduction to HIV and HIV Testing & Counselling” for more information about the pre-test session, rapid HIV testing, and the post-test counselling session.

	HIV testing as the gateway to PMTCT

	Determining a woman’s HIV status is the first step in providing PMTCT services, including ARVs (discussed in the next section), and other HIV-related care, treatment and support. 

PMTCT services are outlined in the National PMTCT Algorithm, Appendix 3.



Women of unknown HIV status
A woman’s HIV status may remain unknown because she declines to be tested for HIV.  In such circumstances, the woman should be considered at risk for transmitting HIV to her unborn child, and she should be counselled accordingly. Women of unknown HIV status who decline testing should be offered testing at every subsequent antenatal care visit and reminded of the benefits of knowing their HIV status.  See “Module 17: Introduction to HIV and HIV Testing & Counselling” for more information about how to counsel a client who has declined HIV testing.

Preparation for delivery and potential complications

Because 15% of pregnant women develop complications that endanger their lives and because many of these complications cannot be foreseen, every woman and her family and the health institution where she will give birth, must be prepared to respond to an emergency.  

If a woman is well-prepared for a normal delivery and potential complications, she will be armed with the information she needs to protect her health and possibly save her life as well as that of her newborn. This preparation is an integral part of focused antenatal care and includes the development of a delivery plan to ensure that necessary preparations are carried out before the due date.

The main elements of a delivery plan are described below:

Table 4:  Essential elements of a delivery plan
	Elements 
	Recommendations 

	Competent healthcare provider
	Assist her to give birth in the presence of a competent provider. This person must be trained to support labour and delivery and handle complications when they occur. Ensure that she knows how to contact the competent provider or health facility at the appropriate time.

	Delivery place 
	Assist the woman to take appropriate measures to deliver in a health facility (CMA, hospital or maternity) or help the woman to deliver in the place she has chosen.

	(Emergency) transportation
	Ensure that she has planned:
· Transportation to the place of delivery
· Emergency transportation to an appropriate health facility should she develop danger signs

	(Emergency) funds
	Ensure that she has access to sufficient funds in case the need arises to pay for a complicated delivery.  Discuss access to emergency funds from the community and/or health facility, should it be needed.

	Decision taking
	Discuss family decision-making procedures, so that should she need emergency care, the decision-making process can be streamlined. 

	Blood donor
	Ensure that the woman has identified an appropriate blood donor and that this person will be accessible in case of emergency.

	Support
	Assist the woman to identify:
· A companion to stay with her during labour and delivery
· An attendant to accompany her during transportation, if necessary
· Someone to take care of her home and children in her absence

	Items needed for a hygienic and safe delivery and for the newborn
	Ensure that the woman has assembled, in advance, the items needed for hygienic and safe delivery so that they are ready should there be an emergency.  

N.B.: The list of the necessary items depends on individual circumstances and the place of delivery; the items should be ready before her last antenatal care visit (36 weeks gestation).

	Pregnancy danger signs 
	Ensure that the woman knows the danger signs that indicate the need to invoke her emergency plan: 
· Vaginal bleeding
· Difficulty in breathing
· Fever
· Severe abdominal pains
· Swelling of feet, hands and face
· Pronounced headaches/blurred vision
· Convulsion/loss of consciousness
· Labour pains before the 37th week

	Signs of labour
	Ensure  that she knows labour signs that indicate the need to contact the competent healthcare provider and implement the delivery plan:
· Regular uterine contractions that become progressively more painful
· Lumbar region pains radiating to uterine fundus
· Bloody discharge
· Rupture of membranes



[bookmark: _Toc343345309]Client/healthcare provider interaction

It is important to use the communication and counselling techniques discussed in “Module 5:  Counselling Skills for Healthcare Providers” during consultations with pregnant women.  These skills ease the establishment of a sincere, trusting relationship with the woman. The woman who trusts her healthcare provider is more likely to return for subsequent appointments, should there be an emergency and, eventually, to deliver her baby.

The basic techniques include:
· Tailoring all messages to her level of understanding
· Using simple and understandable language (avoiding technical terms)
· Encouraging her to ask questions and express  her concerns
· Listening to the woman, responding to her questions in a non-judgemental and reassuring manner
· Encouraging her to show that she understands the information that has been furnished
· Explaining all the procedures/actions 
· Showing respect towards cultural beliefs and social norms
· Avoiding distractions during consultation

NB: Always respect the right of the client.
[bookmark: _Toc343345310]

Recording the consultation

Proper handling of patient records is indispensable for the continuity of care. During every consultation, it is important to record information in both the antenatal and the clinic forms. The woman may have a record of her care in an exercise book that she keeps. A health facility should keep a record for each woman and newborn receiving care in that facility. The healthcare provider collects the information, takes down notes and refers to them and updates them during each consultation.

[bookmark: _Toc343345311]Information to record on clinic antenatal forms
Record all findings from the history and examination as well as screening tests, treatments provided, preventive measures and key points from health education and counselling (see Table 2). 

	Exercise 1: Antenatal care, case studies in small groups

	Purpose
	· Review the management of HIV-negative women in the antenatal care setting

	Activities 
	Participants will break into small groups of 3 to 4 people per group.  In their small groups they will have about 15 minutes to discuss the questions that follow their assigned case study (which appears below).  Participants should take notes on flipchart paper and be prepared to report to the large group. 



Exercise 1: Antenatal care, case studies in small groups 
Case study 1
Géraldine is attending your antenatal care clinic for the first time today; she is currently 15 weeks gestation.  She has been married for 2 years and is very much looking forward to the birth of her first baby.  She tested HIV-negative.  
· What are the antenatal care management steps that should be taken?
· In reference to her HIV-test result, what else will you need to do?

Case study 2
You are an antenatal clinic midwife in a remote village clinic. Stephanie, your client, comes for her initial antenatal care registration at 32 weeks gestation.  Stephanie is 25 years old and this is her 4th pregnancy.  She tests HIV-negative.  
· What are the antenatal care management steps that should be taken?
· What key points are you going to discuss in relation to the delivery plan?
· What special issues arise because this is a remote village clinic?
· What are possible difficulties that may arise in this case and how will you handle them? 

Case study 3
Mardea is 36 weeks pregnant when she arrives at your clinic.  Since she’s been pregnant she’s been to the clinic twice: the first time at 17 weeks of gestation and the second time when she was 28 weeks gestation.  Reviewing her clinic record you are reminded that at the last visit her blood pressure was measured at 140/90 mm Hg, she was complaining of headaches and that she had put on more weight than you would have expected.
· What are the antenatal care management steps that should be taken?
· Given Mardea’s social and medical history, what are you going to focus on during this visit?


Session 2: Antenatal CAre for Women with HIV
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	Total Session Time:	125 minutes (2 hours 5 minutes)



Learning Objectives
	[image: ]
	After completing this session, participants will be able to:
· Provide ARV therapy to pregnant women with HIV infection
· Discuss ARV prophylaxis for HIV-exposed infants
· Provide care and counselling, including adherence counselling, to HIV-infected women



Antenatal care for women with HIV

If a pregnant woman has HIV, she is at risk of transmitting it to her child.  Given the percentage of pregnant women who register for antenatal care, MNCH Services are convenient places to reach HIV-infected pregnant women and provide interventions to prevent mother-to-child transmission (MTCT) of HIV.  By integrating prevention of MTCT (or PMTCT) services into focused antenatal care, healthcare providers can reduce the risk of MTCT and improve pregnancy outcomes for HIV-infected women and their infants.  

Good antenatal care not only improves pregnancy outcomes for all women, but it also helps HIV-infected women stay healthy longer.  From the perspective of the healthcare provider, the antenatal care of women with HIV differs little from that for women who are HIV-negative.  The additional objectives of antenatal care for the client with HIV are to:
· Reduce the risk of MTCT
· Establish links with the local HIV Approved Treatment Centre (ATC, sometimes referred to as HIV/AIDS Management Unit or HAMU).  
· Support women infected with HIV to stay healthy 

Additionally, women diagnosed with HIV during pregnancy may find that they particularly appreciate the psychosocial support to deal with the “complex mix of emotional, psychosocial, relationship, economic and even legal issues that arise directly out of the HIV diagnosis"[footnoteRef:3] which may be exaggerated by the pregnancy.  It is therefore necessary to: [3: 	de Ruiter A et al. British HIV Association and Children's HIV Association guidelines for the management of HIV infection in pregnant women 2008. HIV Med 9: 452-502. Available online at www.bhiva.org, 2008] 

· Assess the level of support from her milieu.
· Refer her to colleagues and organisations that provide practical and psychosocial assistance to PLWHIV, including those that host support groups, and those that offer assistance in lodging, feeding, and spirituality.

There is no need to increase the number of antenatal visits for HIV-positive women, unless they require additional counselling or care.  Women with HIV should be seen at the ATC each time they attend antenatal care consultations (assuming the antenatal care clinic and ATC are co-located) or as directed by the healthcare provider if the ATC is not co-located.  The initial visit at the ATC should occur as soon as the woman is diagnosed with HIV.  

ARVs for women with HIV: Option B+
[bookmark: _Toc343692260]
ARVs in pregnancy
The use of antiretroviral drugs in pregnant women living with HIV:
· Reduces replication and viral load
· Treats maternal infection
· Protects the child exposed to HIV
· Improves the overall health of the mother
· Requires care, follow-up and support

Option B+: ARV therapy for all pregnant women with HIV
Cameroon is in the process of scaling up what the World Health Organization refers to on their 2013 guidelines as “Option B+”.  With Option B+ all pregnant women with HIV are provided with ARV therapy, regardless of clinical stage (i.e., how sick a client is; the clinical stages are listed in Appendix 1) or CD4 cell count, starting in antenatal care.  The ARV regimen is continued for life.  
· For women diagnosed with HIV during pregnancy, treatment should be initiated as soon as they are diagnosed and should continue through pregnancy, labour and delivery and post-partum at the same dose and schedule.
· Pregnant women receiving ARV therapy should be provided with care and monitoring that is provided jointly by the antenatal care clinic and the ATC.  After she gives birth care and monitoring is usually provided by the ATC.

Advantages of Option B+ include: 
· Further simplification of regimen and service delivery 
· Harmonisation with ARV therapy programmes
· Protection against MTCT in future pregnancies
· Prevention benefit against sexual transmission to HIV-negative partners
· Avoidance of stopping and starting ARV drugs



	
Note: Some facilities are still using “Option A” from the WHO 2010 guidelines.  Option A recommended ARV therapy for HIV-infected pregnant women with CD4 ≤ 350 cell/mm3 or Clinical Stage 3 or 4; it recommended ARV prophylaxis for all other HIV-infected pregnant women.  Option A is no longer recommended by WHO[footnoteRef:4]; it is currently being replaced by “Option B+”, described above.  Information about Option A from the 2010 guidelines is included in Appendix 4 for those facilities that are not yet able to provide Option B+.  [4:  	WHO. 2013. Consolidated Guidelines on the use of Antiretroviral Drugs for Treating and Preventing HIV Infection, Recommendations for a Public Health Approach. Pages 101-103. Available at: http://www.who.int/hiv/pub/guidelines/arv2013/en/] 





Table 5: Maternal ARV therapy regimen
	
TDF 300 mg + 3TC 300 mg + EFV 600 mg combination tablet once daily or
TDF 300 mg + FTC 200 mg + EFV 600 mg combination tablet once daily

OR alternative regimen

AZT 300 mg and 3TC 150 mg twice daily+ EFV 600 mg once daily




Women who become pregnant while on ARV therapy should continue the same medications, dose and schedule unless otherwise instructed by the ATC.

See Appendix 5 for an overview of clinical and laboratory monitoring for clients on ARVs.

Infant ARV prophylaxis
All HIV-exposed infants should receive ARV prophylaxis as soon as possible after birth.  Infant ARV prophylaxis should be administered whether or not the mother was on ARVs while pregnant or during labour; but if the mother was not on ARVs while pregnant (or was on ARVs for less than 4 weeks) the infant should be put on the extended, 12 week, prophylaxis regimen (see Table 6).



Table 6: Infant ARV prophylaxis regimen (Option B+, WHO 2013 guidelines)
	Maternal ARVsa
	Infant ARV prophylaxis regimen

	· Mother on ARV therapy for 4 weeks or longer
	· Once daily NVP from birth and for 6 weeks, regardless of infant feeding method.

	· Mother on ARV therapy less than 4 weeks
	· Once daily NVP from birth and for 12 weeks, regardless of infant feeding method.

	Infant age
	Daily dosing

	Birthb to 6 weeks
· Birthweight 2000−2499 g
· Birthweight ≥2500 g
	
· 10 mg once daily in a single dose (1 ml)
· 15 mg once daily in a single dose (1.5 ml)

	· > 6 weeks to 6 months
	· 20 mg once daily in a single dose (2 ml)

	Initiate infant ARV prophylaxis as soon as possible after birth, preferably within 6 hours. 

a	If mother was on ARV prophylaxis (Option A from the WHO 2010 Guidelines), see “Infant ARV prophylaxis, 2010 PMTCT regimen” in “Appendix 4: Option A from the WHO 2010 Guidelines”, Module 4.  
b	Infants weighing <2000 g should receive mg/kg dosing; the suggested starting dose is 2 mg/kg once daily.
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ARVs for HIV/TB coinfected women

Recently diagnosed HIV-infected pregnant women with active TB should start TB treatment first, followed by ARV therapy initiation as soon as clinically possible (within 8 weeks after the start of TB treatment, preferably sooner). Drug interactions between rifampicin and some of the antiretroviral drugs (i.e. the boosted protease inhibitors) complicate simultaneous treatment of the 2 diseases. 
· EFV-containing regimens are preferred for treating HIV/TB co-infected pregnant women.  The preferred first line regimen is the same as that for adults and pregnant women who are not TB co-infected (see “Table 5: Maternal ARV therapy regimen”)
· Alternative regimens include the following:
· AZT + 3TC + EFV
· AZT + 3TC + NVP
· TDF + 3TC (or FTC) + NVP 

Pregnant women already on ARV therapy who develop active TB should continue ARV therapy and start anti-TB treatment.  They should also be referred to an ATC for possible ARV therapy failure. 

Co-infected patients need to be monitored closely for potential drug interactions, additive toxicities and TB-related Immune Reconstitution Inflammatory Syndrome (IRIS).

Roles and responsibilities of MNCH staff 

Even though comprehensive HIV care and support services are located in ATCs, healthcare providers delivering PMTCT services have the following responsibilities in supporting the provision of ARV therapy to HIV-infected pregnant women and their families:
· Know the signs and symptoms of common opportunistic infections.
· Make a prompt referral to and communicate with the ATC.  Escort women to their initial visit.
· Assess adherence and provide support (see Table 7, below). Ensure women and infants receive an adequate supply of ARVs.  
· Understand the infant HIV testing process and infant ARV prophylaxis guidelines.
· Provide counselling related to infant follow-up.
· Counsel on the benefits of comprehensive HIV care services, including the benefits of ARV therapy (i.e., improved health and reduced HIV-related illnesses and improved survival).
· Be familiar with the side effects of common ARVs and how to manage them. Nausea and vomiting secondary to pregnancy must be addressed promptly to minimise non-adherence or decreased absorption of ARVs.  See Appendix 7 for more information about ARVs; see also Appendix 8 and Appendix 9 for information on signs or symptoms related to HIV infection and ARV therapy and suggestions to maximise food intake for HIV-infected people.

Table 7: Assessing adherence
	The purpose of on-going adherence monitoring and support is to encourage clients to express challenges and to be open about any problems they are facing so that they get the necessary support. 

Assess adherence at every visit. Do not be judgemental! Make clients feel comfortable and let them know that they will not be punished if they openly discuss adherence challenges.

Questions to ask the client to assess adherence:
Do you know the names of your medicines? How many pills do you take? At what time of day do you take them?
I would like you to think about the last 7 days. How many pills did you take late in the last 7 days?
What were the main reasons you took them late?
How many pills did you miss in the last 7 days?
What were the main reasons you missed them?
How did the medicines make you feel?
Can you tell me about any changes you noticed (such as in your health) or challenges you had with your medicines?
What support or reminders do you have to help you take your medicines at the same time, every day?
What questions do you have about your care or your medicines?

Adapted from: ICAP, 2010. “Adherence Assessment for Pregnant and Postpartum Women Taking ARVs or ART”, Improving Retention, Adherence, and Psychosocial Support within PMTCT Services Implementation Workshop Curriculum for  Health Workers



For more information on promoting adherence to ARV therapy regimens, see Appendix 6. 


Screening and treatment for tuberculosis

Worldwide, tuberculosis (TB) is the leading cause of death in people with HIV.  HIV has caused resurgence in TB cases due to the reactivation of latent disease in those with HIV-related immunodeficiency.  HIV-infected adults have a 10% chance of developing active TB during their lifetime. 

Screening and treatment for TB
At every MNCH visit, healthcare providers should screen clients for active TB infection, that is, ask clients about symptoms of TB and conduct a focused physical examination, with further investigations as indicated. 

Signs and symptoms of TB
Any woman who presents with the following symptoms needs immediate evaluation and referral for treatment:
· Persistent cough (cough lasting longer than 2–3 weeks)
· Fever
· Weight loss
· Night sweats 
· Sputum production
· Haemoptysis (coughing up of blood or blood-stained sputum)
· Chest pain
· Shortness of breath
· Lymphadenopathy

On physical examination, a person with active TB may present with:
· Tachycardia (elevated heart rate)
· Crackles, wheezes or rhonchi heard in the lungs
· Laboured breathing

If TB is suspected provide or refer for diagnosis and treatment.
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Cotrimoxazole prophylaxis during antenatal care

[bookmark: _Toc343345370]Pregnant women with HIV already on cotrimoxazole when they initiate antenatal care, should be continued on cotrimoxazole at the same dose throughout pregnancy and postpartum.  Cotrimoxazole prophylaxis has been shown to prevent Pneumocystis pneumonia (PCP), other bacterial pneumonias, malaria, toxoplasmosis and certain causes of diarrhoea. Its use in pregnant women has been shown to improve overall pregnancy outcomes. Women taking cotrimoxazole do not need to take Intermittent Preventive Treatment (IPT).[footnoteRef:5] [5:   	Pregnant women on Dapsone rather than cotrimoxazole (typically because of a history of severe sulfur allergy), should seek advice from the ATC.  Dapsone should only be given during pregnancy when benefit outweighs risk.  Experience with dapsone during all trimesters of (human) pregnancy has not indicated an increased risk of foetal abnormalities.  But as animal studies have shown an adverse effect on the foetus, and human studies to-date have not been adequate to prove its safety during human pregnancy, dapsone should be avoided where possible.] 


Pregnant women with HIV not yet on cotrimoxazole, including women diagnosed with HIV during the current pregnancy, should not be initiated on cotrimoxazole while pregnant.  Instead initiate cotrimoxazole during the 6 week postpartum visit (see "Module 10: Postpartum Care”).  Ensure these women are provided with IPT with sulfadoxine-pyrimethamine (Fansidar) during the pregnancy as per national guidelines (see “Table 2: The 4-visit antenatal care model” and “Module 6: Pregnancy-related Emergencies” for more information). 

	Exercise 2: Monitoring the HIV-infected pregnant woman, worksheet

	Purpose
	· Review key points in the management of HIV-infected pregnant women.

	Activities 
	Participants will break into pairs to complete the worksheet that appears below.  Participants should refer to appendices 7, 8 and 9.  The pairs will have about 10 minutes to complete their worksheets.  The answers will be discussed once the large group reconvenes. 






Exercise 2: Monitoring the HIV-infected pregnant woman, worksheet
	New sign or symptom in the
HIV+ pregnant or lactating
client
	What should you do?
	Should you consult or
refer urgently with the
district HIV clinician?

	1 On TDF-3TC-EFV. Nausea without vomiting, able to hold down food but feels poorly
	
	

	2 On AZT-3TC-NVP. Feels out of breath, looks pale
	
	

	3 On AZT-3TC-NVP. Diarrhoea for 3 days, 4–5 times per day; watery, no blood or abdominal pain. Drinking a lot of fluids.
	
	

	4 On TDF+3TC+EFV. 19 weeks pregnant, first pregnancy, Depressed, worried about whether baby will be infected. Has not disclosed to partner. No suicidal thoughts. Able to sleep and eat OK.
	
	

	5 On AZT-3TC-NVP for 6 weeks. Yellow eyes at 30 weeks
	
	

	6 On TDF-3TC-EFV for 3 weeks. 32 weeks gestation. Persistent mid-abdominal pain interferes with sleeping, for 12 hours.
	
	


Source: Uganda STD/AIDS Control Programme, Ministry of Health. February 2013. OPTION B + TRAINING CURRICULUM FOR EMTCT IN UGANDA


Breastfeeding and the HIV-exposed infant

Women with HIV who are pregnant, should be provided with education counselling and support on infant feeding counselling.  The educational component should include information about the national recommendations on infant feeding in the context of HIV:
· Women who choose to breastfeed should do so exclusively for the first 6 months of life and then introduce complementary foods while continuing breastfeeding to 12 months of age.  At 12 months:
· If the child tested HIV-negative by PCR or is of unknown HIV status—breastfeeding should stop gradually (over a period of one month) if a nutritionally adequate and safe diet without breast milk can be provided.
· If the child is known to be HIV-infected—mothers are strongly encouraged to continue breastfeeding as per the recommendations for the general population, that is, up to 24 months or beyond.
· Whether the child is HIV-infected or uninfected, breastfeeding should only stop once a nutritionally adequate and safe diet without breast milk can be provided.  
· A woman who wishes to stop breastfeeding before it is recommended should be encouraged and supported to continue breastfeeding for the first 12 months.  Breastfeeding until at least one year of age avoids many of the complexities associated with early cessation and the challenge of providing a safe and adequate diet without breast milk.  Nonetheless, if a mother wants to stop breastfeeding, she should be supported to do so if it is safe for her and her infant.  If it is not safe, she should be advised and supported to continue breastfeeding with the introduction of complementary foods from 6 months of age.  

Additional information on infant feeding counselling and support can be found in Module 7.

	Exercise 3: Antenatal care of women with HIV, case studies in small groups

	Purpose
	· Review the management of HIV-negative and HIV-infected women in the antenatal care setting.

	Activities 
	Participants will break into small groups of 3 to 4 people per group.  In their small groups they will have about 15 minutes to discuss the questions that follow their assigned case study (which appears below).  Participants should take notes on flipchart paper and be prepared to report to the large group. 



Exercise 3: Antenatal care of women with HIV, case studies in small groups 
Case study 1
Carine, a 22-year-old single primigravida, tested HIV-positive at her first antenatal visit at 16 weeks gestation.  At that time, she was provided with post-test counselling and started on ARV therapy (she attends an Option B+ clinic).  She is now 26 weeks pregnant and has arrived for her 2nd focused visit.  
· What are the antenatal care management steps that should be taken?
· What PMTCT guidelines should be followed for this client?
· What key points are you going to discuss in relation to the delivery plan?
· What are possible difficulties that may arise in this case and how will you handle them? 


Case study 2:
Genevieve who is 25 years old, and 32 weeks gestation, tested HIV-positive at her first antenatal care consultation at 16 weeks gestation.  At today’s visit Genevieve complains that she is tired, but doesn’t know if it is due to the fact that she is pregnant and caring for 3 young children at home.  She also admits that this pregnancy was unplanned.
· How many antenatal care consultations has she attended?
· What are the antenatal care management steps that should be taken?
· What PMTCT guidelines should be followed for this client?
· What key points are you going to discuss in relation to the delivery plan?
· What are possible difficulties that may arise in this case and how will you handle them? 

Case study 3
Linda tested HIV-negative at her first antenatal care appointment (16 weeks).  She has been attending her antenatal care appointments regularly, but at this visit (36 weeks of gestation, her 4th and final visit) she reports that she has not been feeling well, she has upper respiratory and other moderate to severe viral symptoms, and she is worried that there may be a problem with the pregnancy.  Linda’s partner was never tested for HIV; it seems they are no longer seeing each other.
· What are the antenatal care management steps that should be taken?
· What key points are you going to discuss in relation to the delivery plan?
· What are possible difficulties that may arise in this case and how will you handle them? 


[bookmark: _GoBack]Module key points 

	Module 4 Key Points
· Focused or goal oriented antenatal care services provide specific evidence-based interventions for all women, carried out at certain critical times in the pregnancy. The 4 focused antenatal care consultations take place: at or before the 16th week of pregnancy, at 24–28 weeks, 32 and then 36 weeks of pregnancy.  
· Focused antenatal care:
· Provides personalised care by a qualified healthcare provider 
· Provides opportunity to develop a delivery plan
· Includes tailored health education, counselling and support
· Respects the rights of the client
· Document all procedures
· Involves the patient, her partner, family and the community
· The care of pregnant women with HIV is integrated into routine focused antenatal care. Antenatal care for HIV-infected women includes the basic services recommended for all pregnant women. However, obstetric and medical care should be expanded to address their specific needs.
· Healthcare providers in MNCH settings complement the care provided at the ATC; they offer women with HIV:
· ARV therapy
· Infant ARV prophylaxis
· Infant feeding counselling, education and support
· Clinical staging, diagnosis, care treatment and prevention of common HIV-related infections including TB, PCP, and malaria
· Adherence counselling and support
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Appendix 1: WHO Clinical Staging of HIV Disease in Adults and Adolescents

	Clinical stage 1

	· Asymptomatic
· Persistent generalised lymphadenopathy



	Clinical stage 2

	· Moderate unexplained weight loss (under 10% of presumed or measured body weight)
· Recurrent respiratory tract infections (sinusitis, tonsillitis, otitis media, pharyngitis)
· Herpes zoster
· Angular cheilitis
· Recurrent oral ulcerations
· Papular pruritic eruptions
· Seborrhoeic dermatitis
· Fungal nail infections



	Clinical stage 3

	· Unexplained severe weight loss (over 10% of presumed or measured body weight)
· Unexplained chronic diarrhoea for longer than 1 month
· Unexplained persistent fever (intermittent or constant for longer than 1 month)
· Persistent oral candidiasis
· Oral hairy leukoplakia
· Pulmonary tuberculosis
Severe bacterial infections (e.g. pneumonia, empyema, meningitis, pyomyositis, bone or joint infection, bacteraemia, severe pelvic inflammatory disease)
· Acute necrotising ulcerative stomatitis, gingivitis or periodontitis
· Unexplained anaemia (below 8 g/dl ), neutropenia (below 0.5 x 109/l) and/or chronic
· thrombocytopenia (below 50 x 109/l)



	Clinical stage 4

	· HIV wasting syndrome
· Pneumocystis jiroveci pneumonia
· Recurrent severe bacterial pneumonia
· Chronic herpes simplex infection (oro-labial, genital or anorectal of more than 1 month duration or visceral at any site)
· Oesophageal candidiasis (or candidiasis of trachea, bronchi or lungs)
· Extrapulmonary tuberculosis
· Kaposi sarcoma
· Cytomegalovirus disease (retinitis or infection of other organs, excluding liver, spleen and
lymph nodes)
· Central nervous system toxoplasmosis
· HIV encephalopathy
· Extra-pulmonary cryptococcosis including meningitis
· Disseminated non-tuberculous mycobacteria infection
· Progressive multifocal leuko-encephalopathy
· Chronic cryptosporidiosis
· Chronic isosporiasis
· Disseminated mycosis (histoplasmosis, coccidiomycosis)
· Recurrent septicaemia (including nontyphoidal Salmonella)
· Lymphoma (cerebral or B cell non-Hodgkin)
· Invasive cervical carcinoma
· Atypical disseminated leishmaniasis
· Symptomatic HIV-associated nephropathy or HIV-associated cardiomyopathy


Source: Revised WHO clinical staging and immunological classification of HIV and case definition of HIV for surveillance. 2006.


[bookmark: _Toc343692436]Appendix 2: Immunisation and Supplementation Schedule

[bookmark: _Toc343692437]Immunisation
ATV 1		From the first contact during pregnancy and as soon as possible
ATV 2		At least one month, 29 days or 4 weeks after ATV1
ATV 3		At least 6 months after ATV2 or during a subsequent pregnancy
ATV 4		At least one year after ATV3 or during a subsequent pregnancy
ATV 5		At least one year after ATV4 or during a subsequent pregnancy

NB: Once the 5 doses are completed, one is protected for life.

ATV = Anti-tetanus vaccine

[bookmark: _Toc343692438]Iron and folic acid supplements
Give iron element 60mg and folic acid 10mg (5mg tablet, twice a day) for the duration of gestation and 42 days postpartum.

[bookmark: _Toc343692439]Vitamin A supplement
Immediate postpartum (mother)
Give 2 tablets of 200,000 IU as follows: 1 tablet immediately after delivery and 1 tablet the next day if the woman breastfeeds (to increase vitamin A content in the milk and strengthen the immune system, or after the first 6 weeks if not breastfeeding when she goes for postnatal consultation. After delivery, counsel on the Lactational Amenorrhea Method (LAM) + condom. 

Neonatal period
Children will receive vitamin A as early as 6 months at a dose of 100 000 IU drops.
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Appendix 3: National PMTCT algorithm
If HIV negative
Counsel on how to prevent HIV  
Repeat HIV counseling and testing at third ANC visit 
Pregnant woman at antenatal clinic (ANC)
First ANC visit
Welcome and install the pregnant woman 
Carry out group health education
Take anthropometric measurements (weight, height) and vital signs (BP, HR, RR, Temp)
Do clinical and gynecological examination
Counsel and test for HIV
Request laboratory tests (blood group/Rh, HB electrophoresis, TPHA, Hb, HVB, albuminuria, glycosuria
Adequately treat all concomitant illnesses
Prescribe iron, folic acid, vitamin A and provide nutritional counseling
Provide MILDA if available
Vaccinate against Tetanus as per the recommendations
Initiate discussion for delivery at a health facility
Counsel the woman for her partner’s HIV testing
Educate on what to do if pregnancy danger signs occur 
Fill ANC and other registers as appropriate  
Recall the date of the next visit for ANC  
Second ANC visit
Welcome and install the pregnant woman
Carry out group health education 
Take weight and vital signs (BP, HR, RR, Temp)
Do complete clinical examination
Counsel and test for HIV as appropriate
Request for laboratory tests (Hb, albuminuria, glycosuria)
Adequately treat all  concomitant illnesses  
Prescribe iron, Folic acid, Vitamin A and provide nutritional counseling  
Provide MILDA  as appropriate and if available
Prescribe IPT except ongoing cotrimoxazole prophylaxis  
Provide partner’s HIV counseling and testing 
Vaccinate against Tetanus as appropriate
Discuss the plan for delivery at the health facility
Educate on what to do if pregnancy danger signs occur  
Fill ANC and other registers as appropriate  
Recall the date of the next visit for ANC
Third ANC visit
Welcome and install the pregnant woman
Group health education
Take the weight and vital signs (BP, HR, RR, Temp)
Do complete clinical examination
Counsel and test for HIV as appropriate
Repeat HIV counseling and testing HIV negative at first ANC 
Request laboratory tests (albuminuria, glycosuria, HB, others)
Adequately diagnose and treat concomitant illnesses  
Prescribe iron, Folic acid, Vitamin A and counsel for nutrition  
Provide MILDA as appropriate and if available
Prescribe IPT except ongoing cotrimoxazole prophylaxis  
Provide infant feeding counseling 
Vaccinate against Tetanus as appropriate
Discuss the plan for delivery at a health facility 
Provide counseling for mother/child post natal follow up
Provide HIV counseling and testing for male partner
Educate on what to do if pregnancy danger signs occur 
Fill ANC and other registers as appropriate 
Recall the date of the next visit for ANC 
Fourth ANC visit
Welcome and install the pregnant woman
Group health education
Take weight and vital signs (BP, HR, RR, Temp.) 
Do clinical and obstetrical examination (including pelvis assessment ) 
Counsel and test for HIV as appropriate 
Provide partner’s HIV counseling and testing 
Adequately treat concomitant illnesses  
Prescribe iron, Folic acid, Vitamin A and counsel for nutrition  
Provide MILDA as appropriate and if available
Prescribe IPT except if ongoing cotrimoxazole prophylaxis
Vaccinate against Tetanus  as appropriate 
Discuss the plan for delivery at a health facility  
Provide counseling for mother/child post natal follow up 
Educate on what to do if pregnancy danger signs occur 
Fill ANC and other registers as appropriate 
Recall the signs of  the onset of labor  
Pregnancy follow up
ALGORITHM FOR WOMEN AND CHILDREN FOLLOW UP WITHIN THE INTEGRATED PREVENTION OF HIV MOTHER TO CHILD TRANSMISSION/MOTHER NEONATAL AND CHILD HEALTH (PMTCT/MNCH) PROGRAM
If HIV positive
Do HIV clinical staging as per WHO recommendations  
Draw the blood for CD4 count if possible (Waiting for the results should not delay ARV initiation)
Initiate ARV as per the national guidelines
If already on ART, assess adherence at each follow up visit
Assess treatment adherence and provide support as needed 
Provide infant feeding counseling
Screen systematically for TB at each follow up visit and appropriate management of positive cases
· Provide psychosocial support as appropriate  
Pregnancy danger signs:
Vaginal bleeding/rupture of membranes  
Fever
Shortness of breath/Lower limb edema  
Decrease or no more foetal movements  
Persisting vomiting
Abdominal pain
Headache/convulsions/blurred vision
Onset of labor before 37 weeks of gestation





Appendix 3: National PMTCT algorithm (continued from previous page)

	ALGORITHM FOR WOMEN AND CHILDREN FOLLOW UP WITHIN THE INTEGRATED PREVENTION OF HIV MOTHER TO CHILD TRANSMISSION/MOTHER NEONATAL AND CHILD HEALTH (PMTCT/MNCH) PROGRAM (continued)

	
	Delivery and immediate post natal care

	Management of the delivery
	Delivery
Welcome and install the pregnant woman
Take vital signs (BP, HR, RR, Temp)
Check the pregnant woman HIV status and counsel and test for HIV if unknown HIV status
Do complete clinical and obstetrical examination
Open partogram when dilation is ≥ 4cm
Proceed to delivery as per safe delivery practices
· Reduce frequency of vaginal examination
· Avoid rupturing the membranes
· Use chlorexhidine solution to disinfect vagina before examination  
· Avoid episiotomy as much as possible
· Avoid internal monitoring
· Avoid traumatic delivery (forceps, vacuum extractor)
Suction baby’s airways only if no spontaneous onset of breathing  and carry out resuscitation as much as needed
Proceed to active third stage delivery (GATPA)
Bathe the baby with a chlorexhidine solution
Fill maternity and other registers as required
	    
	Post natal immediate care
Prevent neonatal conjunctivitis with an antibiotic eye drops
Administer Vitamin K1 to prevent newborn haemorrhagic disease
Initiate breastfeeding within an hour following delivery
Provide counselling as per the mother’s choice for the baby feeding
Renew counselling for post natal mother and child pair follow up
Document all care practices in appropriate registers
Administer BCG and Polio 0 vaccines before baby leaves the health facility to go home
Initiate prophylactic ARV as soon as possible after birth, if mother is HIV positive




Appendix 3: National PMTCT algorithm (continued from previous page)

	ALGORITHM FOR WOMEN AND CHILDREN FOLLOW UP WITHIN THE INTEGRATED PREVENTION OF HIV MOTHER TO CHILD TRANSMISSION/MOTHER NEONATAL AND CHILD HEALTH (PMTCT/MNCH) PROGRAM (continued)

	
	Post natal mother and child follow up

	
	Mother’s post natal follow up
	
	Infant follow up

	Post natal mother and child follow up
	First 6 weeks post partum:
Check for lochia and characteristics
Check uterine involution
Appropriately diagnose and treat all concurrent illnesses
Check breast milk flow
Do clinical assessment
Counsel and provide a family planning method if so is the wish of the woman
Follow up on pregnancy physical and other modifications (lordosis, BP, etc.)
If HIV infected:
Assess treatment adherence  and provide necessary support 
Ensure all women with HIV are taking cotrimoxazole daily.
Ensure appropriate ARV and cotrimoxazole drugs refill for 6 weeks  and subsequently monthly
Provide psychosocial support as needed
Refer or accompany the mother to HIV care and treatment service for follow up
	
	6 weeks follow up visit
Monitor weight, length and HC
Monitor child’s development
Counsel on breastfeeding
Provide recommended vaccines
Diagnose and treat concurrent illnesses
Document all care practices
Recall the date of the next follow up visit
If child born to HIV+ mother:
Assess adherence to prophylactic ARV; adjust infant dose if on 12 week regimen
Initiate Cotrimoxazole
Do DBS sampling for PCR early HIV diagnosis
	
	Visits from 6 weeks to 9 months:
Monthly visits till 6 months of age
Three monthly visits thereafter till 18 months of age
At each follow up visit:
· Monitor weight, length and HC
· Monitor child’s development
· Provide infant feeding counselling
· Vaccinate as per the EPI schedule
· Diagnose and treat concurrent illnesses
· Document all provided care practices
· Recall the date of the next visit
If child born to HIV+ mother
Renew Cotrimoxazole prescription
Follow exposed infant HIV testing algorithm for HIV diagnosis:
· PCR at 6 weeks and before 9 months if needed
· HIV serology between 9 and 18 months and confirmation of a positive serology result with DBS/PCR testing
If HIV infected infant or presumptive HIV diagnosis*, refer for enrolment and ARTup
	
	Visits from 9 to 18 months:
Three monthly follow up visits 
At each follow up visit:
· Monitor weight, length and HC 
· Monitor child’s development  
· Infant feeding counselling 
· Vaccinate as per the EPI schedule
· Diagnose and treat concurrent illnesses
· Document all provided care practices
· Recall the date of the next follow up visit
If child born to HIV+ mother:
Renew Cotrimoxazole prescription
Follow exposed infant HIV testing algorithm for HIV testing: 
· HIV serology test at 9-18 months and confirm a positive serology result with PCR test
· HIV serology at 18 months or thereafter  6 weeks after cessation of breastfeeding to confirm final HIV status
If HIV infected infant or presumptive HIV diagnosis*, refer for enrolment and ART


*:Presumptive infant HIV diagnosis: severe pneumonia, severe malnutrition, oral candidiasis, positive mother’s HIV serology
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[bookmark: _Toc233524364][bookmark: _Ref245091718][bookmark: _Ref245136555]Appendix 4: Option A from the WHO 2010 Guidelines

	
Note: Option A for PMTCT as per the WHO 2010 guidelines is no longer recommended by WHO[footnoteRef:6]; it is currently being replaced by “Option B+”, described in Session 2 of this module.  Information about Option A from the 2010 guidelines is provided only for those facilities that are not yet able to provide Option B+.  [6:  	WHO. 2013. Consolidated Guidelines on the use of Antiretroviral Drugs for Treating and Preventing HIV Infection, Recommendations for a Public Health Approach. Pages 101-103. Available at: http://www.who.int/hiv/pub/guidelines/arv2013/en/] 





Some facilities are currently in the process of scaling up Option B+.  These facilities will be providing the “Option A” regimen as per the WHO 2010 PMTCT guidelines, which is based on the woman’s clinical status:
· The HIV+ pregnant woman who does not need ARV therapy for her own health: defined as women with CD4 >350 cell/mm3 and Clinical Stage 1 or 2.  This woman is provided with ARV prophylaxis. See table, below.
· The HIV+ pregnant woman eligible for ARV therapy: defined as women with CD4 ≤ 350 cell/mm3 or Clinical Stage 3 or 4.  This woman is provided with ARV therapy (the same regimen provided under Option B+).

Option A ARV prophylaxis regimen (for sites that have not yet rolled out Option B+)
	Woman on ARV prophylaxis for 4 weeks or longer at time of labour

	Antepartum
	AZT (300 mg) twice a day (12 hourly) from the 14th week of pregnancy or thereafter, as soon as she is diagnosed with HIV 

	Intrapartum
	AZT (300 mg) twice a day (12 hourly) from start of labour

	Postpartum
	None—ARV prophylaxis is completed at delivery

	
Woman on ARV prophylaxis for less than 4 weeks at time of labour, including mothers diagnosed during labour

	Antepartum
	AZT (300 mg) twice a day (12 hourly) from the 14th week of pregnancy or thereafter, as soon as she is diagnosed with HIV 
(this step is skipped if mother is diagnosed during labour.)

	Intrapartum
	sd-NVP (200 mg) at start of labour (1 tablet)*
AZT (300 mg) twice a day (12 hourly) from start of labour+ 
3TC (150 mg) twice a day (12 hourly) from start of labour

	Postpartum
	AZT (300 mg) twice a day (12 hourly)+ 
3TC (150 mg) twice a day (12 hourly)
For 7 days after administration of sd-NVP

	* 	If mother was given the single dose NVP during false labour, do not re-administer dose of NVP when real labour begins, but do continue with AZT and 3TC 12-hourly. 



[bookmark: _Toc233524337]Minimising risk of NVP resistance
Resistance can develop when sdNVP is given during labour. When a woman takes sdNVP for PMTCT and is later prescribed ARV therapy that contains NVP, the regimen may not work effectively to reduce her viral load. Therefore healthcare providers should avoid giving NVP to women who received 4 weeks or more of ARV prophylaxis and should avoid repeat dosing during labour for women who had less than 4 weeks of ARV prophylaxis.  

If a woman received less than 4 weeks of AZT during pregnancy:
· Ensure she is in true labour before administering the single dose of NVP.
· Document NVP administration clearly on her partogram or medical record to avoid accidental repeat dosing.

Pregnant women requiring ARV therapy
Start ARV therapy in all HIV-infected pregnant women who meet either of the following criteria: 
Clinical Stage 3 or 4, regardless of CD4 cell count, or
CD4 ≤ 350 cell/mm3, regardless of Clinical Stage
Women who become pregnant while on ARV therapy should continue the same medications, dose and schedule unless otherwise instructed by the ATC
Start ARV therapy regardless of gestational age and continue throughout pregnancy, delivery and postpartum.
Preferred ARV therapy regimens are listed in “Table 5: Maternal ARV therapy regimen”, in Section 2 of this module.   

HIV-infected pregnant women who are anaemic
If a pregnant woman’s haemoglobin level is below 7g/100ml of blood:
· Ensure she is initiated on a non-AZT containing regimen (such as TDF) while anaemia is corrected

Alternatively, 
· Treat the anaemia before starting an AZT-containing ARV therapy or ARV prophylaxis (for sites using the 2010 PMTCT protocol) regimen. 

Infant ARV prophylaxis
All HIV-exposed infants should receive ARV prophylaxis as soon as possible after birth.  Infant ARV prophylaxis should be administered whether or not the mother was on ARVs while pregnant or during labour.  The infant ARV prophylaxis regimens are in the table below. 


Infant ARV prophylaxis, 2010 PMTCT regimen
	INFANT

	
	Mothers ARV prophylaxis &
Mothers not on ARVs
	Mother on ARV therapy

	If breastfeeding
	Once daily NVP from birth until 1 week after all exposure to breast milk has ended, or for 6 weeks if breastfeeding ceases before 6 weeks 
	Once daily NVP from birth and for 6 weeks 

	If not breastfeeding
	Once daily NVP from birth and for 6 weeks
	

	Initiate infant ARV prophylaxis as soon as possible after birth: preferably within 6 hours. See “Dosing of NVP in HIV-exposed, breastfed infants” in table below.



Dosing of NVP in HIV-exposed, breastfed infants
	Age
	Daily dose

	From birth to 6 weeks
Weight: 2000 – 2499 gr
Weight  ≥ 2500 gr
	
10 mg in a single dose (1 ml)
15 mg in a single dose (1.5ml)

	From 6 weeks to 6 months
	20 mg in a single dose (2ml)

	From 6 to 9 months
	30 mg in a single dose (3ml)

	From 9 months to the end of breastfeeding
	40 mg in a single dose (4ml)

	NB: In newborns with low birth weight (<2000 gr), start with 2 mg/kg (0.2 ml/kg) per day until the infant reaches 2000 gr

	Conversions arrived at assuming that 1ml = 10 mg of NVP






Appendix 5: ARV Therapy, Clinical and Laboratory Monitoring

Clinical monitoring
Every client with HIV should be seen every 3 months for the 2 years following ARV therapy initiation.  Clinical symptoms may warrant more frequent visits.  After 2 years, if a client is clinically stable, has no ARV side effects, no HIV-related complications and is adherent, routine monitoring visits can be decreased to every 6 months. 

Every ARV therapy follow-up visit should detail the following:
· Client signs and symptoms of illness
· Inquiry into potential ARV side effects and their management 
· Adherence assessment and specific interventions to improve
· Counselling on safer sex, nutrition, avoidance of smoking and  infectious diseases
· Medication history, including traditional medications
· Family planning counselling and review of reproductive choices
· Clinical screening for TB and other OIs with further management as needed
· HIV education, including ARV medication

Laboratory monitoring
· Laboratory monitoring is not a prerequisite for the initiation of ARV therapy.
· CD4 and viral load testing are not essential for monitoring patients on ARV therapy. Where CD4 and viral load testing are available, do not delay ARV initiation while awaiting laboratory test results; if a client is eligible for ARV therapy (based on pregnancy status or clinical staging), initiate ARVs as soon as possible.
· Symptom-directed laboratory monitoring for safety and toxicity is recommended for those on ARV therapy.

Laboratory monitoring before, during and after initiating ARV therapy
	Phase of HIV management 
	Recommended test1
	Desirable test

	At HIV diagnosis
	CD4
	HBsAG

	Pre-ARV therapy
	CD4
	

	At start of ARV therapy
	CD4
	Hb for AZT2
Creatinine clearance for TDF3
ALT for NVP4

	On ARV therapy
	Viral load at 6 months post-ARV initiation and 12-monthly thereafter
CD4 every 6 months
	Hb for AZT2
Creatinine clearance for TDF3
ALT for NVP4

	At clinical failure
	Viral load
CD4
	

	At immunological failure
	Viral load
	

	1 	Where CD4 and viral load testing are available, do not delay ARV initiation while awaiting laboratory test results; initiate ARVs as soon as possible.
2	Recommended test in patients with high risk of adverse events associated with AZT (low CD4 or low BMI).  Those with severe anaemia at baseline (haemoglobin <7.0 g/dl) should avoid AZT as first-line therapy.
3 	Recommended test in patients with high risk of adverse events associated with TDF (those who are older or have underlying renal disease, long-term diabetes or uncontrolled hypertension concomitant with boosted PIs or nephrotoxic drugs).
4 	Recommended test in patients with high risk of adverse events associated with NVP (ARV therapy-naive HIV+ women with CD4 of >250 cells/mm3, HCV coinfection).

Patients who are not yet eligible for ARV therapy: should have CD4 count measurement every 6 months and more frequently as they approach the threshold to initiate ARV therapy. 

Individuals with HIV/HBV or HIV/HCV coinfection:  monitor hepatic enzymes at weeks 4 and 12 following ARV therapy initiation, if feasible.




Monitoring ARV therapy in those at higher risk of adverse events
	ARV drug 
	Major toxicity 
	High-risk situations

	d4T

	Lipodystrophy
Neuropathy
Lactic acidosis

	Age >40 years
CD4 count of <200 cells/mm3
BMI >25 (or body weight >75kg)
Concomitant use with INH or ddI

	AZT

	Anaemia
Neutropaenia

	· CD4 count of <200 cells/mm3
· BMI <18.5 (or body weight <50 kg)
· Anaemia at baseline; AZT should not be given if Hb is <7 g/dl
· Measure Hb before initiation of AZT and then as indicated by signs/symptoms. Patients receiving AZT-containing regimens and with low body weight and/or low CD4 cell counts should have routine Hb monitoring 1 month after initiating AZT and then at least every 3 months. 

	TDF
	Renal dysfunction

	· Underlying renal disease
· Age >40 years
· BMI <18.5 (or body weight <50 kg)
· Diabetes mellitus
· Hypertension
· Concomitant use of a bPI or nephrotoxic drugs
· Where possible conduct creatinine clearance before initiation and every 6 months. Creatinine clearance monitoring is recommended in above risk groups and when TDF is used with a PI/r.

	EFV

	Psychiatric illness

	Depression or psychiatric disease (previous or
at baseline)

	NVP
	Hepatotoxicity
	· HCV and HBV coinfection
· For women initiating NVP with a CD4 count of 250−350 cells/mm3, if feasible monitor hepatic enzymes at weeks 2, 4 and 12 after initiation.


Source: WHO. 2010. Antiretroviral therapy for HIV infection in adults and adolescents, Recommendations for a public health approach, 2010 revision 

[bookmark: _Ref245099201]Appendix 6: Promoting Adherence to ARV therapy
Adherence to ARV therapy and cotrimoxazole prophylaxis is linked to treatment effectiveness.  All healthcare providers, whether they work at the ATC or in MNCH or FP settings, have a role in assessing and supporting adherence.

	How to increase adherence to ARV therapy

	Educate clients.  Enquire about adherence counselling and support offered by other healthcare providers.  Where a client has questions or support is needed:
· Review each drug in the ARV therapy regimen with the client. 
· Assist the client in planning a dosage schedule that works for her particular situation (refer to ATC).
· If there are food or beverage restrictions, remind the client of these restrictions.
· Help the client understand that ARV drugs only work if they are taken every day at the same time. 
· Make sure the client knows that ARV therapy is not a cure and that it requires a lifelong commitment.

Assess adherence and give clients tips on how to take their medication. 
· Provide simple written information, diagrams or visual aids on when to take drugs (if these tools are available). 
· Encourage the client to disclose her HIV status to at least one friend or family member who can remind her to take the medication.
· Encourage the client to bring all medications to all clinic appointments. 

Help clients understand and manage side effects.
· Before they occur, discuss common side effects and how to manage them. The majority of side effects are mild and resolve within 1–2 weeks of starting the drugs.
· Differentiate between short-term side effects of medication that will resolve and emergency or persistent symptoms that require prompt medical attention for example, shortness of breath or chronic diarrhoea.

Work with the ATC and other organisations caring for people who are HIV-infected.
· Help the client understand that she has to attend the ATC on a regular basis.
· Keep organised appointment records for clients attending ATC or TB programmes and follow-up with clients if appointments are missed.
· Establish communication between antenatal care facility and ATC to discuss a client’s side effects, adverse reactions and how to manage non-adherence.
· Encourage the client to join HIV support groups, where available.
· Assess client adherence to cotrimoxazole prophylaxis and her iron and folic acid supplements (if applicable); this can be used to predict adherence to ARV therapy.






Management of side effects of ARV therapy
Healthcare providers in MNCH settings can help clients adhere to ARV therapy by providing them with information and strategies to manage common symptoms of HIV infection as well as the side effects of ARV drugs.  Management of common problems, such as nausea, vomiting, fatigue and skin problems can ease discomfort. Assessment and management of more complex problems such as pain and weight and muscle loss resulting from disease progression can improve comfort, functioning and emotional well-being. The management of some symptoms may require a referral to the ATC. 



Appendix 7: Information on Commonly used ARVs 

	Drug
	Drug information

	Zidovudine (AZT)
	· Absorbed quickly after being taken orally
· Antenatal and neonatal exposure to AZT is generally well tolerated
· Mild anaemia may occur but usually stops when the medication is stopped
· May be taken with or without food

	Lamivudine (3TC)
	· Absorbed quickly after being taken orally
· May be taken with or without food

	Nevirapine (NVP)
	· Absorbed quickly after being taken orally
· Crosses the placenta quickly to protect the infant
· Long half-life benefits the infant 
· Risk of hepatotoxicity and hypersensitivity with use of NVP resulting in need for close clinical observation for first 12 weeks.  This does not apply to the use of a single dose of NVP for PMTCT.
· Not recommended in pregnant women with CD4 >250 cells/mm3
· Can cause viral resistance even after one dose
· Potential risk for NVP toxicity if mother receives NVP-based ARV therapy regimen during breastfeeding (there is some passage of NVP to the infant through breast milk)
· Take without regard to meals

	Lopinavir 
(LPR/r)
	· Always used in a boosted form by adding ritonavir
· Can cause elevated liver function test values including serum transaminases as well as hyperglycemia, and fat maldistribution.  There is a risk of metabolic adverse events, particularly if there are underlying risk factors for lipid abnormalities or heart disease.
· Tablets are stable at room temperature for up to 60 days; oral solution is stable at 2–8°C until date on label and stable at room temperature (up to 25°C) for 2 months
· Avoid combining oral solution with metronidazole
· Tablets may be taken without regard to meals; oral solution should be taken with a moderately fatty meal

	Efavirenz (EFV)
	· Associated with rash, neuropsychiatric disturbances
· Store at 25 ºC (permitted range: 15 ºC to 30 ºC)
· Potential risk (probably <1%) of neural tube defect with use of EFV in first month of pregnancy (before 6 weeks of gestation)
· Effective contraception after delivery is required to prevent (subsequent) pregnancy while using EFV
· Recommended for women presenting with TB
· Can be given with food but if taken with food, especially high fat meals, absorption can be increased by an average of 50%, which may increase the risk of side effects
· Best given at bedtime in order to reduce CNS side-effects, especially during first 2 weeks

	Tenofovir (TDF)
	· Risk of renal toxicity warrants monitoring; concern of hepatitis B flare if mother is HBV-coinfected and agent stopped postpartum
· Risk of lactic acidosis* with hepatic steatosis (fatty liver)—a rare but potentially life threatening toxicity
· Risk of nephrotoxicity 
· Limited data available on potential maternal and infant bone toxicity with use of TDF
· Take without regard to meals

	Emtricitabine (FTC)
	· Risk of lactic acidosis* with hepatic steatosis (fatty liver)—a rare but potentially life threatening toxicity
· Hyper-pigmentation/skin discoloration 
· Take without regard to meals

	* 	Lactic acidosis is due to the build up of lactic acid in blood and body tissues.  Symptoms can include weight loss, fatigue, malaise, nausea, vomiting, abdominal pain, and shortness of breath. 






[bookmark: _Ref245186081]Appendix 8: Signs or Symptoms Related to HIV Infection and ARV Therapy

	Signs or symptoms
	Next steps

	Nausea
	· Recommend taking medication with food (except ddI). 
· If taking AZT or TDF, reassure that this is common, usually self-limited.
· Treat symptomatically, see suggestions in Appendix 9.  

	Headache
	· Treat symptoms, give paracetamol.
· Check for fever and assess for meningitis.
· If taking AZT, TDF or EFV, reassure that this is common and usually self-limited.
· If headache persists more than 2 weeks, consult or refer.

	Diarrhoea
	· Offending ARV drugs are usually in the PI class.
· Treat symptoms with close attention to hydration.
· Reassure client that if due to ARV, symptom will improve in a few weeks.
· Follow up in 2 weeks. If not improved, consult or refer.

	Fatigue
	· This commonly lasts 4–6 weeks especially when starting AZT.
· Check haemoglobin level if it persists. If severe anaemia (Hb <7 g %) treat as directed in national guidelines. 
· Consider blood transfusion according to national guidelines for management of anaemia.

	Anxiety, nightmares, psychosis, depression
	· Usually due to efavirenz (EFV). Recommend that client take EFV before bed.
· Counsel and support may be sufficient as it is usually self-limiting.
· CNS effects can be magnified by alcohol or other psychoactive drugs.
· If client has severe depression or is suicidal or psychotic stop EFV and make an emergency referral.

	Blue/black nails
	· Reassure. It is common with AZT.

	Rash
	· If taking nevirapine (NVP), assess carefully. 
· In mild cases, give antihistamines and strictly observe, as symptoms may regress.
· If moderate rash that is stable without mucosal involvement or systemic symptoms, consult national guidelines.  
· If severe rash, consult national guidelines, discontinue all ARVs and give supportive treatment. 
· If there is a flu-like illness associated with a generalised rash after starting abacavir (ABC), stop the medication immediately, call for advice and refer to a hospital. This could be a hypersensitivity reaction to ABC.

	Fever
	· Get advice or refer. This could be a side effect, an opportunistic or new infection, or immune reconstitution syndrome.

	Acute pancreatitis
	· Discontinue offending ARV drug, usually d4T or ddl.
· Provide supportive treatment.
· Conduct laboratory tests at intervals.
· Resume ARV therapy with an NRTI-based regimen with low pancreatic toxicity for example, AZT, ABC, TDF or 3TC.

	Lipid abnormalities, insulin resistance
	· PIs are usually the offending ARV drug.
· Teach about dietary changes, exercise and modifiable risk factors.
· Consider changing PI to NFV, which has less lipid effect.
· Consider medical treatment of dyslipidemia if available.

	Changes in fat distribution
	· Discuss carefully with the client: can he or she accept this side effect? Usually a benign side effect.
· Teach physical exercise.

	Yellow eyes (jaundice) or abdominal or flank pain
	· Stop all medications immediately. Get advice or refer.
· Abdominal pain may be pancreatitis from ddI or d4T.
· If suspect hepatitis, test liver enzymes, if available and refer for management.

	Pallor—anaemia
	· If possible, measure haemoglobin.
· Refer if severe pallor or symptoms of anaemia or very low haemoglobin as defined by national guidelines.

	Tingling, numb or painful feet/legs
	· Usually related to d4T or ddI.
· Consult national guidelines for alternative, for example, AZT or ABC.
· Treat symptoms. If new or worse on treatment, get advice or refer. 

	Cough, difficulty breathing
	· If symptoms follow start of ABC, this could indicate a hypersensitivity reaction. Stop ABC and do not restart.
· Provide symptomatic treatment.


Source: WHO. Antiretroviral therapy for HIV infection in adults and adolescents Recommendations for a public health approach.  Available at: http://www.who.int/hiv/pub/guidelines/adult/en/index.html
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	Symptom
	Suggested strategy

	Fever and loss of appetite
	· Choose locally available high-protein foods and fruit juices.
· Throughout the day, eat small portions of preferred soft foods with a pleasant aroma and texture.
· Eat nutritious snacks whenever possible.
· Drink liquids often.

	Sore mouth and throat
	· Avoid citrus fruits, tomatoes, spicy foods.
· Avoid very sweet foods.
· Eat foods at room temperature or cooler.
· Eat thick, smooth foods such as pudding, porridge, mashed potato, mashed carrot or other non-acidic vegetables and fruits.

	Nausea and vomiting
	· Avoid large meals and eat small nutritious snacks during the day.
· Eat toast and other plain, dry foods.
· Avoid foods that have a strong aroma.
· Drink diluted fruit juices, other liquids, soup.
· Eat simple boiled foods, such as porridge, potato, beans.

	Loose bowels
	· Eat bananas, mashed fruits, soft rice and porridge.
· Eat smaller meals, more often.
· Eliminate dairy products to see if they are the cause.
· Decrease high-fat foods.
· Avoid foods that are high in fibre.
· Drink liquids often.

	Fat malabsorption
	· Eliminate oils, butter, margarine and foods that contain or are prepared with them.
· Eat only the leanest available meats.
· Eat fruit, vegetables and other low-fat foods.

	Severe 
diarrhoea
	· Drink liquids frequently.
· Dilute fruit juices.
· Eat bananas and soft rice.

	Fatigue and lethargy
	· Ask a family member or neighbour to help with food preparation.
· Be sure to set aside time each day for eating.
· Eat slowly, a little at a time.
· Eat fresh fruits that do not require preparation. 


Sources: 
· Woods MN. Dietary recommendations for the HIV/AIDS patient. In: Nutritional Aspects of HIV Infection, Miller T and Gorbach SL (eds); Arnold Press: London.1999, pp 191–203. 
· Botswana Ministry of Health, Department of Public Health, National Nutrition and HIV/AIDS Guidelines for Service Providers to People Living with HIV/AIDS, 2007.
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