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[bookmark: _Toc343692270][bookmark: _Toc275157966]Module 17: Introduction to HIV and HIV Testing & COunselling 


[bookmark: _Toc343692271]
	
	Total Module Time:	505 minutes (8 hours, 25 minutes)



[bookmark: _Toc343345540]Learning Objectives
	
	After completing this module, participants will be able to:
Describe the global and national extent of the epidemic
Define CD4 cell count and viral load
Provide an overview of the natural history of HIV infection
Discuss rates, timing and risk factors for MTCT
Describe the 4 pillars of a comprehensive approach to prevention of HIV infection in infants and young children
Discuss the benefits of HIV testing in PMTCT settings
List the benefits of opt-out HIV testing
List the topics of the HIV pre-test session
Conduct a group education session
Provide individual or couple pre-test counselling
Understand the roles of different HIV antibody and viral tests
Provide post-test counselling to HIV-negative and HIV-positive clients 
Provide pre and post-test counselling to caregivers of infants and children undergoing HIV testing 
Implement opt-out HIV testing of HIV-exposed infants



Module Content

Session 1:  Introduction to HIV and AIDS
Session 2: Overview of MTCT
Session 3: Comprehensive Approach to Preventing HIV Infection in Infants and Young Children
Session 4: Introduction to Counselling for HIV Testing in PMTCT Settings 
Session 5:  Pre-Test Education and Counselling
Session 6:  HIV Testing
Session 7:  Post-test Counselling 
Session 8:  HIV Testing of Infants and Young Children


[bookmark: _Toc343692326]Session 1: Introduction to HIV and AIDS



	
	Total Session Time:	55 minutes 



Learning Objectives
	
	After completing this session, participants will be able to:
Describe the global and national extent of the epidemic
Define CD4 cell count and viral load
Provide an overview of the natural history of HIV infection



HIV: the state of the epidemic 

HIV Prevalence 
Globally, 34 million people (adults and children) were living with HIV at the end of 2011.  Of these 34 million people, 23.5 million or 69% live in sub-Saharan Africa.  Worldwide, the number of people newly infected continues to fall: the number of people acquiring HIV infection in 2011 (2.5 million) was 20% lower than in 2001.  The sharpest declines in the numbers of people acquiring HIV infection since 2001 have occurred in the Caribbean (42%) and sub-Saharan Africa (25%). Despite these gains, sub-Saharan Africa accounted for 71% of the adults and children newly infected in 2011, underscoring the importance of continuing and strengthening HIV prevention efforts in the region (UNAIDS, 2012)

Figure 1: Number of people living with HIV, Global, 1990–2011
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Figure 2: Number of people newly infected with HIV, Global, 1990–2011
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Deaths
The number of people dying from AIDS-related causes began to decline in the mid-2000s because of scaled-up ARV therapy and the steady decline in HIV incidence since the peak in 1997. In 2011, 1.7 million people died from AIDS-related causes worldwide. This represents a 24% decline worldwide but a 32% decline in sub-Saharan Africa from 2005.

The scaling up of ARV therapy in low- and middle-income countries has transformed national AIDS responses and generated broad-based health gains. Since 1995, ARV therapy has saved 14 million life-years in low- and middle income countries, including 9 million in sub-Saharan Africa. 

HIV in Cameroon 

The HIV epidemic in Cameroon has led to an increase in work load in hospitals, a reduction in life expectancy, a drop in infant survival rate and an increase in the number of orphans.  Approximately 550,000 adults and children in Cameroon are HIV-infected of which:
490,000 were adults
60,000 were children
280,000 (57%) were women
36,000 of the adults were newly infected in 2011
6,800 of the children were newly infected in 2011

This estimate does not include the 34,000 people who died of HIV-related causes in 2011.

According to UNAIDS (2012), the adult prevalence in this country is 4.3%. The prevalence in:
Young women age 15–24 was 2.9%
Young men age 15–24 was 1.2%

Figure 3: Number of people living with HIV, Cameroon, 1990–2008
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Figure 4: HIV prevalence (%), Ages 15–49, Cameroon, 1990–2008
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Introduction to HIV 

HIV
HIV stands for human immunodeficiency virus, the virus that causes AIDS.
H = Human
I =  Immunodeficiency
V = Virus

With HIV infection, the immune system becomes weak and the person more prone to infections that he or she can normally fight. An HIV-infected person may have no signs of illness and may not know that he or she is infected.
HIV breaks down the body's defence against infection and disease—the immune system—by destroying specific white blood cells (CD4 cells) and weakening the immune system.
When the immune system becomes weak or compromised, the body loses its ability to fight illness. 
HIV infection is for life.  Although there are life-prolonging drugs, there is no cure.
As time passes, the immune system is unable to fight HIV and the person may develop diseases that can lead to death, including opportunistic infections (OIs) and some types of cancer. 



	Opportunistic infection (OI)

	An opportunistic infection (OI) is an illness caused by an organism that might not cause illness in a healthy person, but will cause illness in a person who has a weakened immune system. 



AIDS
AIDS stands for acquired immunodeficiency syndrome and refers to the most advanced stage of HIV infection.
	A: 	Acquired—not inherited; to differentiate from a genetic or
		inherited condition 
	I:	Immuno—refers to the immune system 
	D:	Deficiency—inability to protect against illness
	S:	Syndrome—a group of symptoms or illnesses 

[bookmark: _Toc235249479]Differences: HIV, HIV infection and AIDS
HIV is the virus that causes the infection.
An HIV-infected person may have no signs of illness but can still infect others. 
AIDS is a group of serious illnesses and OIs that develop after the immune system is weakened as the result of being infected with HIV for a long period of time. 
Without treatment, most people who are HIV-infected will develop AIDS after a period of time, which may be several months to 15 years or longer.

[bookmark: _Toc235249480]Types of HIV
In 1986, a second type of HIV, called HIV-2, was isolated from AIDS patients in West Africa. HIV-2 has the same modes of transmission as HIV-1 and is associated with similar OIs and AIDS. In persons infected with HIV-2, immunodeficiency seems to develop more slowly and to be milder, and those with HIV-2 are comparatively less infectious early in the course of infection. As the disease advances, HIV-2 infectiousness seems to increase; however, compared with HIV-1, the duration of this increased infectiousness is shorter. 

While HIV-2 can be transmitted from an infected mother to her child, the rate of transmission is lower than that of HIV-1. Overall, without intervention 0–4% of breastfed infants will become infected with HIV-2 if the mother is infected, compared to 20–45% if the mother has HIV-1. A person may be infected with both HIV-1 and HIV-2. Women who are infected with both HIV-1 and HIV-2 should follow PMTCT recommendations for HIV-1-infected women.

HIV-2 infections are predominantly found in Africa. West African nations with a prevalence of HIV-2 of more than 1% in the general population are Cape Verde, Côte d'Ivoire, Gambia, Guinea-Bissau, Mali, Mauritania, Nigeria, and Sierra Leone. Other West African countries reporting HIV-2 are Benin, Burkina Faso, Ghana, Guinea, Liberia, Niger, São Tomé, Senegal, and Togo. Angola and Mozambique are other African nations where the prevalence of HIV-2 is more than 1%. 
[bookmark: _Toc235249483]

CD4 cell count and viral load

CD4 cell count and viral load are 2 measures of HIV disease progression. 

	CD4 cell count 

	CD4 cell count is the number of CD4 T-lymphocyte cells in the blood. CD4 cells are a type of white blood cell that is the immune system's key infection fighter. The CD4 cell count reflects the health of the immune system.



	Viral load

	Viral load refers to the amount of HIV in the blood. The viral load can be measured by PCR testing. The test can be used to check the person’s response to ARV therapy.



When HIV actively multiplies, it infects and kills CD4 cells. The CD4 cell count is usually expressed as the number of cells per cubic millimetre. The normal CD4 cell count in a healthy adult is between 600 and 1200 cells/mm3. As the CD4 cell count of an adult falls below 200 cells/mm3, the risk of opportunistic and serious HIV-related infections becomes higher.

The viral load is very high shortly after the person first becomes infected with HIV. A high viral load leads to a higher transmission risk. Viral load falls steeply when the body develops antibodies to HIV and rises again after a number of years as the immune system weakens and CD4 cell count drops. A high viral load can also be a sign of more severe disease progression (Figure 5).
Figure 5: HIV viral load and CD4 changes over time 

Adapted from: Pantaleo, Graziosi and Fauci, 1993

[bookmark: _Toc235249484]Natural course of HIV infection 
[bookmark: _Toc235249485]
Sero-conversion
People infected with HIV usually develop antibodies 4 to 6 weeks after becoming infected, but it may take as long as 3 months for antibodies to develop.
The period of time between infection and testing positive for HIV is called the window period.
Some people experience a flu-like illness (fever, rash, joint pains and enlarged lymph nodes) at the time of sero-conversion.  This is referred to as Acute Retroviral Syndrome (ARS) or acute HIV infection. ARS was discussed in “Module 4: Antenatal Care”. 

	Sero-conversion and the window period

	Sero-conversion—development of measurable antibodies to HIV in the blood as a result of infection. For example, a person who goes from being HIV-negative to HIV-positive is said to have sero-converted.

Window period—time from initial infection with HIV until HIV antibodies are measurable by an antibody test. 

Note:  all  clients who test HIV-negative but have engaged in risky behaviours (i.e., behaviours that place them at risk for HIV) within the past 3 months should be tested again in 3 months in case they were in the window period when originally tested.  Pregnant clients who might be in the window period should be re-tested at the next antenatal care visit. 



[bookmark: _Toc235249486]Asymptomatic HIV infection
A person who is HIV-infected but looks and feels healthy is asymptomatic. None of the physical signs or symptoms that indicate HIV infection are present. 

	Whether they have symptoms or not, people who are HIV-infected can still pass the virus to others.


The duration of the asymptomatic phase varies greatly from person to person. Without ARV therapy, some adults may develop symptoms of HIV as quickly as a few months after primary infection; others may take 15 years or longer to develop symptoms. 

HIV infection progresses more rapidly in children than in adults. For children infected with HIV through MTCT during pregnancy, labour, delivery, or breastfeeding, the asymptomatic phase is shorter. Some infants who are HIV-infected will become ill within the first weeks of life. In the absence of an early diagnosis and appropriate management, over 50% of these children die by the second year of life, those who survive risk developmental impairment.  

Regardless of stage of infection, HIV can still be transmitted from one person to another.  Many people do not know they are infected until they have symptoms. From a public health perspective, the asymptomatic stage of HIV presents unique challenges. The person who feels well may be unaware of their infection or falsely believe that he or she cannot pass the virus to others. As a result, he or she may unknowingly transmit the virus to others.

[bookmark: _Toc235249487]Moderate and advanced disease (symptomatic) 
A person who has developed physical signs of HIV and reports symptoms related to HIV is in either the moderate or advanced disease stage.  During this phase, the immune system weakens and CD4 cell count decreases.  

Some of the non-specific symptoms or conditions that may be experienced include:
	Colds and flu that linger
Chronic headaches 
Chronic gastrointestinal upset
Diarrhoea
Fever
Fatigue
	Night sweats
Loss of appetite
Loss of weight
Dry cough 
Swollen lymph glands
Skin rashes



The specific conditions associated with moderate and advanced disease are listed in “Appendix 1: WHO Clinical Staging of HIV Disease in Adults and Adolescents” in Module 4 (see Clinical Stage 2 and 3 conditions). The progression of HIV depends on the type of virus and specific host characteristics including general health, nutritional, and immune status. 

[bookmark: _Toc235249488]Severe disease (AIDS)
A patient has severe HIV disease, or AIDS, when one of the Clinical Stage 4 severe disease conditions is diagnosed (see “Appendix 1: WHO Clinical Staging of HIV Disease in Adults and Adolescents” in Module 4), or when their CD4 cell level is <200 cells/mm3. In the absence of treatment, almost all people who are HIV-infected will ultimately develop AIDS. 

[bookmark: _Toc235249489]Opportunistic infections

HIV weakens the body’s immune system so that it can no longer defend itself against even the most minor of infections. An opportunistic infection is an infection that might not cause illness in a healthy person, but will cause illness in a person who has a weakened immune system. For example, co-infection with tuberculosis (TB) is very common in people infected with HIV. In some people with HIV, TB is a new infection but in many, it is a “reactivated latent infection”; that is, it is the re-activation of a TB infection that had been dormant in their body. Had it not been for the immune suppression caused by HIV, the dormant TB bacteria never would have caused illness. Examples of opportunistic infections are listed in Figure 6. 

	Figure 6: Common sites of opportunistic infections

	



ARV therapy, cotrimoxazole (CTX) prophylaxis and prompt treatment of OIs help preserve CD4 cells, lower viral load, and prolong the time it takes for HIV to progress to the symptomatic phase and, ultimately, to AIDS.













[bookmark: _Toc235249494]

Staging systems for HIV 

Staging systems for HIV can:
Help determine when a client is eligible for ARV therapy.
Provide a framework for follow-up and clinical management.
Help understand prognosis and guide client counselling.
Help evaluate whether ARV therapy is working.
Assist with clinical decision-making, including decisions on when to change ARV therapy.

Staging systems for HIV are usually based on a client’s clinical presentation and/or their immunological status, as measured by laboratory tests like CD4 cell count.  Healthcare providers should ideally use both clinical and immunological criteria to assess the progression of HIV infection in a client.  If immunological measures like CD4 cell count are not available, staging can be based solely on clinical criteria.

[bookmark: _Toc235249495]World Health Organization (WHO) clinical staging of HIV and AIDS 
The revised WHO clinical staging of HIV-related disease for adults and adolescents as well as that for infants and children, identifies 4 clinical stages of HIV infection—clinical stages 1 (Asymptomatic) to 4 (Severe)—that correspond to the natural course of HIV infection. (See “Appendix 1: WHO Clinical Staging of HIV Disease in Adults and Adolescents” in Module 4 and “Appendix 2: WHO Clinical Staging of HIV for Infants and Children with Established HIV Infection” in Module 12).

CD4 cell counts improve the value of clinical staging in decisions about starting ARV therapy and monitoring response to therapy. Access to CD4 testing should be encouraged and supported. 


Session 2: OVERVIEW OF MTCT



	
	Total Session Time:	25 minutes 



Learning Objectives
	
	After completing this session, participants will be able to:
Discuss rates, timing and risk factors for MTCT



[bookmark: _Toc235497293]Definitions 

Mother-to-child transmission of HIV (MTCT) is the transmission of HIV from an infected mother to her infant during pregnancy, labour, delivery or breastfeeding. MTCT is also referred to as “vertical transmission” or “perinatal transmission”. Most children infected with HIV acquired the virus through MTCT.  The term “MTCT” attaches no blame or stigma to the woman who gives birth to a child who is HIV-infected. It does not suggest deliberate transmission by the mother. The term “MTCT” should not hide the fact that either the woman or her sexual partner may introduce HIV into a family—and that both of them share the responsibility for preventing transmission to the infant.

Prevention of mother-to-child transmission of HIV (PMTCT) is a common term for programmes, services and interventions designed to reduce the risk of MTCT.  

[bookmark: _Toc235497297]Rates and timing of MTCT
[bookmark: _Toc235497298]
Risk of transmission without intervention
HIV infection is transmitted from mother to child during pregnancy (early and late in utero transmission), during labour, childbirth, and during breastfeeding. 

Without intervention, the overall MTCT rate is approximately 30–45%.  With intervention the MTCT rate can be reduced to 3–5%.  In developed countries, the transmission is less than 1%.

Figure 7: HIV outcomes of breastfed infants born to women infected with HIV[footnoteRef:2] [2:  	De Cock, K., Fowler, M.G., Mercier, E., de Vincenzi, I., Saba, J., Hoff, E., Alnwick, D, Rogers, M., Shaffer, N. Prevention of Mother-to-Child HIV Transmission in Resource-Poor Countries Translating Research Into Policy and Practice.  JAMA. 2000;283:1175-1182, from http://www.ncbi.nlm.nih.gov/pubmed/10703780 ] 
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)
[bookmark: _Toc343692252]
Mechanism of transmission
Transmission in utero:  The most probable mechanism of transmission in utero is the transfer of infected cells during foeto-maternal blood exchange at end of pregnancy.

Transmission during labour or delivery: About half of infant infections occur during labour and delivery. Transmission is likely due to: 
Direct contact of the infant with HIV-infected maternal body fluids 
Placental microtransfusions after breakdown of the maternal–fetal barrier through contractions at the beginning of labour. 

Postnatal transmission occurs primarily through breastfeeding.

[bookmark: _Toc235497299]Risk factors for transmission

Viral, maternal, obstetric, foetal and infant-related factors all influence the risk of MTCT. Risk of transmission to the infant is highest when the amount of HIV in the mother’s blood—or viral load—is high.  A mother’s viral load may be high for many reasons. Two of the main reasons that a mother may have a high viral load are:
Recent HIV infection
Advanced AIDS

ARVs reduce viral load, thereby dramatically reducing risk of MTCT.  Other factors influencing MTCT include:
Low CD4 cell count: HIV transmission from a woman to her child is more likely with reduced maternal immunity. Studies have noted that women with low CD4 cell count or low CD4 cell percentages are at higher risk of infecting their infants. 
Rupture of membranes: Rupture of membranes for more than 4 hours before delivery may increase the risk of MTCT, especially in women with advanced immune deficiency.  The longer the membranes are ruptured, the higher the risk of HIV transmission.
Invasive obstetric procedures: Procedures such as episiotomies, external cephalic version, the use of foetal scalp electrodes, forceps, and metal cup in vacuum extraction increase the infant’s risk of acquiring HIV infection from exposure to the woman’s blood or cervical fluids and by providing a portal of entry for HIV through the infant’s skin or scalp. 
Low birth weight and premature babies: Low birth weight and premature babies have immature immune systems that cannot adequately fight infections, including HIV, and have been shown to have higher transmission rates. 
Breastfeeding: The most important factors increasing transmission through breastfeeding are duration of breastfeeding if mother is not on ARVs (the longer the duration of breastfeeding, the higher the risk of transmission); presence of breast abscesses, nipple fissures, mastitis; oral disease in the infant (for example, thrush or sores); and mixed feeding. Recent studies have suggested that the most important factor may be mixed feeding.  The risk of MTCT from 6 weeks to 6 months of exclusive breastfeeding is about 4%.[footnoteRef:3]  If the infant is given formula in addition to breast milk, that risk appears to double.  The breastfed infant given solid foods in the first 6 months has a risk of HIV infection 11 times as high as the exclusively breastfed infant. Mixed feeding appears to increase risk by damaging the infant’s gut allowing virus contained in breast milk to penetrate more easily. [3:  	Creek T, Leu L, Snyman A.  Report from the national program for Early Infant Diagnosis of HIV, Report for the period November 2006–March 2008. June 5, 2008] 

Other factors: Other factors that promote MTCT include maternal genital ulcers, low vitamin A, cigarette smoking, placenta infection (for example, syphilis), and first twin (probably because of longer exposure to cervico-vaginal secretions).
[bookmark: _Ref243196337]

Table 1: Risk factors that may increase HIV transmission
	During pregnancy
	During labour and delivery
	Infant risk factors
	During breastfeeding

	High maternal viral load (new HIV infection or AIDS); mother not on ARVs
Viral, bacterial or parasitic infection of the placenta (for example malaria) 
Sexually transmitted infections (STIs)
Maternal malnutrition (being an indirect cause)
	High maternal viral load (new HIV infection or AIDS); mother not on ARVs
Prolonged rupture of membranes (more than 4 hours)
Invasive delivery procedures that increase contact with mother's infected blood or body fluids (for example, episiotomy, foetal scalp monitoring)
Chorioamnionitis (from untreated STI or other infection)
	Prematurity and low birth weight
Breast-feeding
Oral disease in the infant (for example, thrush, sores)
	High maternal viral load (new HIV infection or AIDS); mother not on ARVS
Early mixed feedings (giving water, other liquids, or solid foods in addition to breastfeeding)
Duration of breastfeeding
Breast abscesses, nipple fissures, mastitis



[bookmark: _Toc235497300]HIV and pregnancy
[bookmark: _Toc235497301]
Effect of pregnancy on HIV infection
Pregnancy suppresses the immune function in both HIV-infected and non-infected women.
Studies have shown that pregnancy does not seem to have an effect on the progression of HIV disease.

[bookmark: _Toc235497302]Effect of HIV on pregnancy
HIV-infected women who are in advanced stages of HIV disease tend to have more complications during pregnancy, delivery and in the postpartum period particularly if they are not receiving proper care. Pregnancy-related complications for HIV-infected women include:
Increased risk of spontaneous abortions
Increased risk of stillbirth 
Increased risk of pre-term deliveries 
Increased risk of low birth weight infants
Increased risk of bacterial pneumonia, urinary tract infections and other illnesses 
Increased risk of postnatal infections 

It is therefore critical that HIV-infected pregnant women are put on ARVs during pregnancy and postpartum, supported to adhere to their ARV regimen, and provided with the best possible antenatal and postpartum care.



Session 3: Comprehensive Approach to PReventing HIV Infection in Infants and Young Children



	
	Total Session Time:	15 minutes 



Learning Objectives
	
	After completing this session, participants will be able to:
Describe the 4 pillars of a comprehensive approach to prevention of HIV infection in infants and young children



The comprehensive approach

[bookmark: _Toc343692250]To significantly reduce MTCT and achieve global and national targets, PMTCT must be viewed as a comprehensive public health approach focusing not only on HIV-infected women, but also on their partners, as well as on parents-to-be whose HIV status is unknown or who have tested HIV-negative. The comprehensive approach includes the 4 pillars listed in Table 2.  

[bookmark: _Ref243196375]Table 2: Four pillars of a comprehensive approach to preventing HIV infection in infants and young children
	Pillar
	Target population
	Additional information

	Pillar 1: Primary prevention of HIV infection
	Women of child-bearing age and their partners
	This pillar aims to prevent men and women from ever contracting HIV.  If new HIV infections are prevented, fewer women will be infected with HIV and fewer infants will be exposed to HIV. This pillar includes:
Population-based education and sensitization on HIV, including school-based education, IEC campaigns at health facilities, as well as mass education and sensitization efforts in the community
Promotion of responsible and safer sex; access to condoms
Prevention, early diagnosis and treatment of STIs
Wide-spread access to HIV counselling and testing
Safe male circumcision 

	Pillar 2: Prevention of unintended pregnancies 
	HIV-infected women
	This pillar addresses the long-term family planning and contraceptive needs of HIV-infected women.  It also includes the promotion of safer sex practices, including the systematic use of condoms. 

Family planning is discussed in Modules 14, 15 and 16.


	Pillar 3: Prevention of HIV transmission from women infected with HIV to their infants
	HIV-infected women


	[bookmark: OLE_LINK5][bookmark: OLE_LINK6]This pillar focuses on:
Access to HIV testing and counselling during antenatal care, labour and delivery, and the post-natal period
Provision of antiretroviral (ARV) drugs to mother and/or infant before, during and after birth 
Safer delivery practices to decrease the risk of infant exposure to HIV
Infant feeding information, counselling and support for safer practices
Continuous care of the HIV-infected mother.
Continuous care of the HIV-exposed child throughout the breastfeeding period until the infant’s final HIV status is confirmed:
· HIV-infected child: refer for care and treatment (linkage to care and treatment services represents the exit of that child from PMTCT services) 
· HIV-negative child: the child that is confirmed not infected at the end of the follow-up period is exited from PMTCT services and cared for in the normal Infant Welfare Clinic

These are the services usually described as “PMTCT interventions”—the package of services intended to reduce the risk of MTCT in women already infected with HIV.  


	Pillar 4: Provision of treatment, care and support to women infected with HIV, their partners, children and families
	HIV-infected women, their partners, children and families
	This pillar addresses the treatment, care and support needs of HIV-infected women, their partners, children and families.
In order to offer a comprehensive package of care, organisations must establish referral networks and ensure that clients are supported to use the services offered by both community-based and statutory organisations within the provider referral network. 




The most effective way to reduce the number of infants infected with HIV is to prevent HIV infection in women (Pillar 1) and to prevent unintended pregnancies among women infected with HIV (Pillar 2). These 2 measures are not only beneficial to women, but can decrease the proportion of infants infected. It is essential that all 4 pillars are implemented together to achieve national goals.  

[bookmark: _Toc343692256]Role of MNCH and FP services in preventing HIV infection in infants and young children

Maternal Neonatal and Child Health Services (MNCH) and Family Planning Services (FP) provide all of the services described in the comprehensive approach to preventing HIV infection in infants and young children.  Examples of services that support the country’s efforts to reduce MTCT include the following: 
Primary prevention of HIV among future parents
Prevention of unwanted pregnancies
Antenatal care
Opt-out HIV testing and counselling in antenatal, delivery and postnatal care settings 
Couples HIV testing 
ARV treatment and prophylaxis
Safer obstetric practices 
Counselling and support related to infant feeding method chosen by the mother
Delivery following good practices
Monitoring of mother-child pair
Early infant diagnosis



SeSSion 4: INTRODUCTION to Counselling for HIV TEsting in PMTCT Settings



	
	Total Session Time:	20 minutes 



Learning Objectives
	
	After completing this session, participants will be able to:
Discuss the benefits of HIV testing in PMTCT settings
List the benefits of opt-out HIV testing



Introduction to counselling for HIV testing in PMTCT settings

This Session focuses on the content of HIV-related counselling session: the pre- and post-test sessions as well as counselling to support women and their families to live positively with HIV.  Pre- and post-test counselling and testing are key activities in both Pillars 1 and 3 of the comprehensive approach to preventing HIV in infants and young children described in the previous Session.  

HIV testing and counselling is an intervention that is integrated into MNCH and FP services where pregnant women and women of childbearing age seek services—antenatal, labour and delivery, postpartum, infant welfare, family planning, as well as other settings. 

HIV testing and counselling in PMTCT settings is made routinely available to:
All women of childbearing age, especially those who are pregnant
Male partners 
Other family members 
Community 

HIV testing and counselling services play a vital role in PMTCT by: 
Identifying pregnant and recently-delivered women who are HIV-infected so that they may be provided with PMTCT interventions (Pillar 3, see Table 2).
Providing an entry point into comprehensive HIV treatment, care and support services (Pillar 4, see Table 2).
Helping women and their partners identify and take steps to reduce behaviours that increase the risk of HIV infection or transmission (Pillar 1).

Benefits of testing and counselling for PMTCT

PMTCT interventions depend on a woman knowing her HIV status. Accordingly, it is important for all pregnant women to be tested for HIV. 

For pregnant women who are HIV-negative, testing and counselling helps them:
Reinforce safer sex practices and help empower the pregnant woman to remain HIV-negative by providing information and support. 
Refer their partners for testing.
Disclose their test results to partners and other family members.
Obtain infant feeding counselling and support to reinforce appropriate infant feeding practices such as information and support to exclusively breastfeed for 6 months.
Receive follow-up and continuous health care for themselves and their infants.
Make informed choices about future pregnancies through information and counselling on family planning.

For pregnant women who are HIV-positive, testing and counselling may help them:
Receive help to cope with the diagnosis and adopt a positive life style. 
Receive appropriate and timely PMTCT interventions.
Disclose their results to partners and family members.  
Refer their partners for testing.
Receive information and counselling on preventing HIV transmission to others.
Receive follow-up and continuous health care for themselves and their HIV-exposed infants.
Secure early access to HIV prevention, treatment, care and support services, including preventive therapies for HIV-associated infections (for example, CTX prophylaxis).
Make informed choices about future pregnancies.
Seek appropriate social and emotional support (including support groups) to help cope and plan for their own and their families’ future. 

Opt-out HIV testing 

	Opt-out HIV testing 

	Opt-out HIV testing refers to a healthcare provider-initiated service during which HIV testing is normally conducted as an integral, routine component of care but the patient may elect to decline or defer testing.  Assent is assumed unless the patient declines testing. 

In contrast, opt-in HIV testing is when testing is offered but the patient is required to actively give permission before it can occur.  As recommended by the World Health Organization, HIV testing in MNCH and FP services in Cameroon is opt-out. 



It is policy to routinely test all pregnant women for HIV at the first antenatal care visit.  Women who test HIV-negative initially are also routinely re-tested at 32–36 weeks of gestation or any time when they are exposed to risk of HIV infection.  The following steps are provided as part of opt-out HIV testing:
Pre-test education session: All pregnant women participate in a group educational presentation and discussion about antenatal services, including HIV, AIDS, HIV testing and PMTCT.  Partners are encouraged to attend.  Where it is not feasible to conduct group education, clients are offered individual or couple pre-test education.  The test is voluntary and, after receiving pre-test information the client has the right to decline testing. Verbal consent is adequate to conduct the HIV test.
Pre-test counselling session:  The pre-test counselling session follows the education session and is provided to pregnant women and their partners who specifically request it and to those who decline HIV testing. 
HIV testing following appropriate testing protocol.
Post-test counselling session:  Clients who do not decline will be tested for HIV.  Results of the HIV test are provided in person (never over the phone or by text) during a post-test counselling session.  Along with the result, appropriate post-test information, counselling services and referral should also be offered.  

	Advantages of opt-out HIV testing

	
It helps normalise HIV testing and makes the test a routine component of care.
It increases the number of clients who are tested for HIV and who receive care and treatment. 
When more women know their HIV status, more women with HIV access PMTCT services, which in turn reduces rates of MTCT.
When more people know their HIV status, stigma will be reduced.




SeSSion 5:  Pre-Test Education and Counselling



	
	Total Session Time:	130 minutes (2 hours, 10 minutes)



Learning Objectives
	
	After completing this session, participants will be able to:
List the topics of the HIV pre-test session
Conduct a group education session
Provide individual or couple pre-test counselling



This session will cover the first steps in the HIV testing and counselling process: the pre-test education session and pre-test counselling.  

Group education session

Although it may be conducted with an individual or couple, pre-test information is typically conveyed to clients in a group setting.  Group education is extremely helpful because it provides:
Information to a large number of clients at one time, therefore saving time
Opportunity for mutual support before and after testing

The group education session may be followed by an individual or couple counselling session should the client request additional information. 

Steps in the group education session
Greet participants
Ensure that everyone can see and hear
Introduce yourself and explain the purpose of the session
Encourage the group to participate so that they feel free to ask questions and can learn from each other
Set the ground rules for the discussion
Lead the group in a discussion of the information (see Table 3 below)
· Give information in clear and simple terms
· Use non-judgemental language
· Provide time to absorb and respond to the information
· Use probing questions to spark and guide discussion
· Repeat and reinforce important messages
· Check for understanding
· Summarise main issues
Inform clients that they can see a counsellor individually or as a couple to discuss any personal concerns, discuss individual risk and/or develop a risk-reduction plan

Table 3:  Topics for the HIV pre-test session (group, individual or couple)
	

Overview of HIV and AIDS, including how it is transmitted
Mother-to-child transmission 
Meaning of test results, including window period
Benefits of HIV testing and testing process
Confidentiality and testing process
Partner testing and availability of couples counselling
Risk reduction: safer sex, and PMTCT
Services available to people with HIV
The importance of returning for antenatal care and delivering in a health care facility




Further information about each of these points is included in the PMTCT flipchart.

Conducting an effective group education session

As already discussed, delivering education in a group session has a number of advantages, but can also present a number of challenges.  Table 4 presents some tips for managing the group session.

Table 4: Tips for managing the group education sessions
	Techniques for active listening
Listen carefully when clients talk and show that you are listening by nodding, asking follow-up questions, and summarising the main points made by the clients. Use the listening and learning skills outlined in Module 5.
Look at the person who is speaking, but also note the reaction of others.
Pay attention not only to what clients say but also to how they say it (tone of voice, nonverbal cues, etc.). 

Techniques for managing talkative clients 
If one talkative client is dominating the discussion:
· Acknowledge the talkative client and thank him/her for the contribution and expertise.  Then ask, “May I hear from somebody else?” 
· If the talkative client appears to be a lay expert, enlist the client’s help. Ask him or her to assist by handing out leaflets, by sharing experiences, or by answering some of the more difficult questions.
If a number of people in the group are talking with each other:
· Speak in a lower voice so clients are required to stop talking to hear.
· Move near to the talkers.  The healthcare provider’s proximity should remind them that their conversation is disruptive.
· Suggest that the talkers share their experiences with the entire group.

Techniques to increase participation 
Rather than lecturing, break up the presentation with questions and answers and group discussion. 
Ask open-ended questions.
When asking questions, allow the group sufficient time to answer.  Use silence to encourage clients to respond. 
Give encouraging responses to all clients who answer.  Be sensitive in correcting wrong answers.  For example, start the response with “A lot of people think that, but…” 
Steer clients’ conversations back to the topic when they drift off the point. 
Try to involve all clients in the discussion.  When a few people have dominated the discussion, ask the group if anyone else has an opinion. 

Additional techniques for managing difficult clients
Ignore the behaviour.  This might be particularly appropriate at the start of the session.  However, the longer the behaviour persists unchecked, the more difficult it may become to confront and the greater the likelihood that the healthcare provider may be seen as implicitly supporting unproductive behaviour. 
Have a quiet chat with the difficult individual to explain the impact she or he is having on the group.  Find out if there is an underlying reason for the disruption and request discontinuation of the unproductive behaviour. 
If the behaviour breaks the ground rules, remind the group of the ground rules as a way of bringing attention to the fact that the behaviour is inappropriate. 



	Exercise 1: Group pre-test information session, practice in the large group

	Purpose
	Practise providing the group pre-test session.

	Activities


	Preparation in small groups: Participants will break into small groups.  Each group will be assigned one card or topic.  The small groups will be asked to take about 5 minutes to prepare a group presentation of that card/topic.  Each of the small groups should decide who will present their card/topic; the presentations should be brief, about 2 to 5 minutes in length.

Large group presentations: Once the large group reconvenes, the trainer will present the first card/topic, the first group will present the next card/topic.  All groups will present in order.  For all presentations, presenters should imagine that their fellow participants are clients in the waiting area of an antenatal care clinic and that they are presenting the group pre-test session.



Test declined

Provide clients who decline HIV testing with one-to-one or couple pre-test counselling (see below) to give them opportunity to explore their reasons for declining the test.  The content of the test declined is outlined in Table 5, below.  

Table 5:  Sample questions if a client declines testing
	
If the client declines the test, the counsellor could encourage reconsideration by asking:
Would you be willing to share with me your reasons for deciding not to be tested today?
Would you be willing to share with me your concerns about being tested today?
What do you know about the benefits of knowing your HIV status? (If client does not know, review the benefits of HIV testing as a gateway to highly effective interventions:  ARV therapy, safer infant feeding, etc.)
What would it take for you to decide to test?

If the client still declines:
Let her or him know that she can be tested at a later date.
Schedule a visit with a counsellor to talk more about HIV.
Provide written materials.
Offer HIV testing at the next visit.



Individual/couple pre-test counselling

Overview of pre-test counselling 
The counsellor should apply the REDI framework to the individual or couple counselling session.  Within the REDI framework, the communication skills discussed in “Module 5: Counselling Skills for Healthcare Providers” are applicable to the individual/couple pre-test counselling scenario.  As a review:
Use helpful non-verbal communication
Ask open questions
Use gestures and responses that show interest
Reflect back and re-formulate what your client says.
Empathise—show that you understand how she feels 
Avoid words that sound judgemental 

Using the listening and learning skills, the healthcare provider should establish rapport and create a favourable atmosphere capable of instilling confidence and encouraging the client to talk.  Reassure the client(s) of confidentiality.


Content of pre-test counselling
The specific points discussed during the pre-test counselling session are guided by the client’s questions and concerns.  Assuming the client has had the benefit of the group pre-test education session, described in Table 3 (above), the individual/couple pre-test counselling session may cover some—but rarely all—of the topics listed in Table 6, below.  

Table 6: Topics typically covered in the individual/couple pre-test counselling session
	
1. Respond to the client’s questions and concerns in a supportive manner.  
2. Ask if she has any questions about the information provided in the pre-test education session (HIV, HIV transmission, HIV testing, testing process, window period, meaning of positive and negative, etc).  Respond to her questions; correct any misconceptions.
3. Discuss personal risk assessment with the client:
Assess client’s level of concern about HIV
Discuss client’s previous HIV test history
Identify behaviours that place client at risk for HIV
Discuss the possibility of discordance
Assess condom acceptability/use
Assess communication with partner(s) (Are you planning to tell your partner that you’ve been tested? Are you planning to tell your partner your test result? Do you feel you can ask your partner to come in to get tested for HIV?)
Assess client’s level of accepting risk
Identify vulnerabilities and personal circumstances
Summarise and reformulate the client’s story and risk
4. Assess the capacity to cope with a positive test result.
5. Discuss the benefits and possible cautions of sharing HIV test results with a partner (disclosure).  At this stage it is appropriate to offer couple counselling and make an appointment for the couple to return at a future date. 
6. Discuss who else to share results with and who will provide support.
7. Develop a personal risk reduction plan.
8. Offer HIV testing.
9. Make a plan for follow-up. If the client has decided to defer testing (for example a pregnant woman may wish to discuss HIV testing with her husband/partner or a family member), give a future appointment.
10. At the end of the session, summarise and reformulate the story; allow adequate time for questions and clarifications.






	Exercise 2: Pre-test counselling, role plays in groups of 3

	Purpose
	Practise providing HIV pre-test counselling

	Activities
	Participants will be divided into groups of 3 to role play the cases that appear below.  Each trio will role play all three of the case studies, taking turns playing the role of the “healthcare provider” while the other two play the role of “client” or “observer”. 

The “observers” should record key points on flipchart paper; key points should focus on progression through the phases of the REDI framework and listening and learning skills used. Refer to:
[bookmark: _Ref243987533]REDI skills in Session 1 of Module 5 
“Appendix 1: Listening and Learning Skills Checklist” in Module 5

After each 5 or 6 minute role play the trainer will stop the exercise and ask the “observer” to provide feedback on each of the skills and techniques observed using the Listening and Learning Skills Checklist and REDI framework.



Exercise 2: Pre-test counselling, role plays in groups of 3
Case study 1
Mireille, who is 14 weeks gestation, attended the antenatal care group pre-test session and has asked to talk with you about something.  Once you find a private consultation room Mireille tells you that she is really worried about testing for HIV.  She explains that she recently found out that a boyfriend, with whom she broke up 4 years ago, died.  Her current partner knows nothing about the former boyfriend.  Rumour suggests that the former boyfriend died of HIV, but she doesn’t know if it is true.  She is convinced that she has a good chance of being infected and recently developed a cough.  She also admits that if she tests positive she’d probably abort the baby.
Provide pre-test counselling for Mireille. (Counsellor should assess risk based on likelihood that the boyfriend was HIV-infected.  Reassure her that a cough could be due to any number of things, it will be investigated during today’s examination, but it doesn’t necessarily mean she has HIV.  The most important point is to reassure her that if she is HIV-infected there are medicines she can take that will keep her healthy and dramatically reduce her risk of HIV.  As she is only 14 weeks pregnant, even if she is HIV-infected—which we don’t know—the risk that she’ll pass it to her baby is very low if she takes ARVs and breastfeeds exclusively for the first 6 months of life.) 

Case study 2:
Agnes attended the group pre-test session and tells you in the antenatal care consultation that she doesn’t need to be tested for HIV.  When you ask her why, she states that she was tested 2 years ago when she was pregnant for her first baby.  As this is her second pregnancy and she’s has sex with nobody but her husband, HIV testing is unnecessary.  
Provide pre-test counselling for Agnes. (Counsellor should inform Agnes that we routinely test for HIV regardless of risk; a current HIV result would help to ensure that we are providing the best case possible. Counsellor may want to inform Agnes that even though she has been faithful to her husband, there is a remote possibility that he has not been faithful.  For that reason she could be at risk of HIV.  Counsellor should also encourage partner testing.)

Case study 3:
Olivia is 17 weeks gestation and attending antenatal care for her first consultation.  She attended the group pre-test session.  She would like to speak frankly with you about her risk for HIV.  She is actually very, very nervous about being tested for HIV but knows that she’d be more rationale if she could just explore her risk.  In response to your questions, she tells you that she’s had a total of 3 sexual partners, the third is her husband.  Her 2nd partner was a truck driver with many partners, but they always used condoms.  Her husband is also high risk as he was in the military before they met; he refuses not only to use condoms but also to be tested. 
Provide pre-test counselling for Olivia. (Counsellor should provide Olivia a frank assessment of her risk based on her husband’s and previous partner’s risk.  Counsellor may reassure Olivia that her risk of HIV from the truck driver partner is minimal as they used condoms.  Counsellor should discuss the reasons why her husband does not want to be tested and explore ways to invite him into the clinic for couples counselling. Reassure Olivia that even if she is HIV-infected, which we do not know right now, there are medicines that will ensure she stays healthy for a long time and reduce risk of MTCT.)  


SeSSion 6: HIV Testing



	
	Total Session Time:	15 minutes 



Learning Objectives
	
	After completing this session, participants will be able to:
Understand the roles of different HIV antibody and viral tests




Overview and HIV viral testing 

Overview
HIV tests detect either HIV antibodies or HIV antigen in whole blood or saliva.  Viral tests detect the presence of HIV in blood specimens, in contrast to the antibody test, which detects the presence of antibody, an indirect measure of the presence of virus. Viral tests are conducted by trained personnel working in a laboratory.  When properly administered, both HIV antibody and HIV antigen tests are very accurate. 

Viral tests
Viral tests or virological analyses detect the presence of HIV in the blood:
p24 antigen tests measure one of the proteins (called an “antigen”) found in HIV.
The PCR (polymerase chain reaction) detects the presence of HIV DNA or RNA.  
· DNA-PCR testing detects the presence of the virus in the blood; this test is used to diagnose HIV infection in children below the age of 18 months.  DNA-PCR testing of infants and young children is discussed further in Session 8 of this module.
· The RNA PCR test detects and measures the quantity of the virus present in the blood (viral load).

HIV antibody tests

When HIV enters the body, the body responds by making a protein called an antibody.  The HIV antibody tests (which include the rapid HIV test and the ELISA) are used to diagnose HIV infection in children aged 18 months and over, adolescents, and adults.  Antibody tests detect antibodies to HIV, they do not detect the virus itself.  

	Window period

Definition: Window period is the time from initial infection with HIV until antibodies are measurable by an antibody test

Even though HIV antibody tests are very sensitive, it does take a period of time to seroconvert, that is, to test HIV antibody positive after infection. People infected with HIV usually develop antibodies 4 to 6 weeks after becoming infected, but it may take as long as 12 weeks to develop enough antibodies to test positive. Antibody tests can be falsely negative during the window period.  Persons at risk who initially tested negative must be tested again at the next antenatal care visit to confirm the results.



An HIV antibody test can tell you:
If you have HIV antibodies in your blood (you are infected)

An HIV antibody test cannot tell you:
When you got infected
Who infected you
How you got infected
[bookmark: _Toc343692281]
Rapid tests
Rapid HIV tests do not require special equipment or highly trained staff and are as accurate as ELISA when conducted correctly.  All rapid HIV tests share the following characteristics:
Usually conducted on whole blood, either taken as a finger prick or drawn as a sample; occasionally saliva is collected using a swab
The sample does not need any special equipment, nor does it need to be kept refrigerated. 
Tests can be done on a single specimen
Results are usually obtained within 30 minutes.
Healthcare providers, including lay counsellors and auxiliary health staff, can be trained to conduct the tests

See Figure 8 for the rapid HIV testing algorithm.

[bookmark: _Toc343692280]ELISA
Like the rapid HIV test, ELISA is used to detect the presence of HIV antibodies in the blood, urine or saliva.
ELISA generally (but not always) requires a blood sample taken with a needle from a vein in the arm, and venepuncture increases risk of occupational injury. 
The sample must be sent to a laboratory for analysis.
The test is carried out in batches of 40 to 90 samples.  
Results could take several days or weeks to be available.
Tests are sensitive to temperature and the reagents should be kept cool.
ELISA is also used to confirm repeat discordant rapid HIV test results.  Results that are discordant by ELISA are confirmed with another ELISA (using a test kit from a different manufacturer).  Confirmatory tests can be done on the initial blood sample.  

[bookmark: _Ref243987109]Figure 8: Rapid HIV Testing Algorithm
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*Pregnant women who test HIV-negative during the 1st antenatal consultation should be re-tested at 32–36 weeks of pregnancy or as soon as possible thereafter.

[bookmark: _Toc343692286]

SeSSion 7:  POST-Test Counselling



	
	Total Session Time:	95 minutes 



Learning Objectives
	
	After completing this session, participants will be able to:
Provide post-test counselling to HIV-negative and HIV-positive clients 



Overview of the post-test counselling session

[bookmark: _Toc343692287]The purpose of the post-test session is to provide the client (s) with the HIV test result; offer counselling, prevention education including risk reduction messages and safer infant feeding information and support; and provide referrals to appropriate services. All HIV test results, whether positive or negative, must be given to the individual client or couple privately and in person.  

Again, always use listening and learning skills and keep in mind the REDI framework for the counselling session as a whole and as you guide her response to open-ended questions.  REDI stands for 
Rapport building
Exploration
Decision making
Implementing decisions

Post-test counselling, HIV-negative

	A negative HIV test result means

	A negative result means that the test cannot detect any HIV antibodies in the person’s blood. This in turn implies that:
The individual has not come into contact with HIV, or
The individual has had contact with HIV but did not get infected, or
The individual may be infected with HIV but has not yet produced antibodies. (This may occur if the individual is tested whilst in the window period.)



Areas to be considered when providing post-test counselling for HIV-negative women are listed in Table 7.  The counselling session should be guided by the PMTCT flipchart and the client’s questions and concerns.  

Table 7: Post-test counselling for HIV-negative clients
	Tick
()
	Topic (optional discussion questions)

	
	1. Provide test result: “Your test result is negative.”  (What does the negative test result mean?)

	
	2. Explain window period and encourage re-testing at the next antenatal care visit if client was possibly exposed to HIV within the past 6 weeks. 

	
	3. Discuss disclosure to partner and discordance.

	
	4. Suggest that the client refer her partner for HIV testing (Are you comfortable asking your partner to be tested for HIV? How do you believe he will react? What do you think about receiving HIV testing and counselling with your partner?)

	
	5. Discuss HIV prevention/risk reduction: mutual faithfulness, condom use and/or abstinence. (Do you know how to prevent getting HIV/STIs? Explain safer sex. What, if any, difficulties do you anticipate in using condoms with your partner/s?)

	
	6. Encourage exclusive breastfeeding (if woman is pregnant or has a child less than 6 months of age) and continuous healthcare. (Shall we set an appointment for your return (post-natal) visit?) Reinforce the importance of delivery in a health facility.

	
	7. Ask if client has any questions (What questions do you have? If you have any further concerns, please contact us so we can help.)



Post-test counselling, HIV-positive

	A positive HIV test result means

	A positive result means that the test detected HIV antibodies in the person’s blood:
The individual is infected with HIV and has produced antibodies. 
The individual is infectious and is capable of passing the virus to others, even if he/she is showing no signs or symptoms of illness. 
The individual has a chronic disease that will require treatment for the rest of his/her life.



Post-test counselling for people with positive results may require more than one session.  Each post-test counselling situation will be different as each client has differing responses and needs.  Table 8 lists the key points that need to be discussed during the post-test counselling session(s) for HIV-positive women.  As with the HIV-negative session, it should be guided by the PMTCT flipchart and the client’s questions and concerns.  


Table 8:  Post-test counselling for HIV-positive clients
	Tick
()
	Topic (optional discussion questions)

	
	1. Provide test result: “Your test result is positive; this means you have HIV.”  (What does the positive test result mean?  What concerns do you have about the test result?  What concerns do you have about your pregnancy and HIV?)

	
	2. Discuss ARVs (for the mother) and ARV prophylaxis (for infant).

	
	3. Stress importance of delivering at a health facility.

	
	4. Discuss infant feeding:
Provide information on the advantages and disadvantages of available options
Explore home and family situation
Help the mother choose an appropriate feeding option (or refer her to an infant feeding counsellor if available)
Demonstrate how to practise the chosen feeding option (or refer her to an infant feeding counsellor if available)

	
	5. Provide advice on staying healthy and make referrals. Advise on: 
Regular healthcare visits
Accessing HIV-related care, treatment and support (Are you aware of the benefits of ARV therapy?  What questions do you have about HIV care and treatment?) and taking medicine to prevent or treat illnesses such as TB and malaria as prescribed
Drinking safe water and eating well
Family planning 

	
	6. Discuss disclosure to partner and discordance.

	
	7. Suggest client refers partner for HIV testing. (Are you comfortable asking your partner to be tested for HIV? How do you believe he will react? What do you think about receiving HIV testing and counselling with your partner?)

	
	8. Discuss HIV prevention/risk reduction: mutual faithfulness, condom use and/or abstinence. (Do you know how to prevent getting HIV/STIs? What is safer sex?  What, if any, difficulties do you anticipate in using condoms with your partner/s?)

	
	9. Stress the importance of getting support. (How are you feeling right now?  Do you have any family members or friends who can provide support to you? What are your plans on leaving here today?)

	
	10. Discuss health promotion for her child: 
Regular healthcare for mother and child
Infant/child HIV testing
Encourage her to support the child to live an active life
Daily cotrimoxazole prophylaxis
HIV testing of older children

	
	11. Summarise the session: 
ARV therapy or prophylaxis to prevent MTCT
Infant feeding
Daily cotrimoxazole dose for baby
HIV testing of older children 
Partner testing
Delivery in a health facility
Importance of regular attendance at mother and baby healthcare visits
Further support



When a client has learned that she is HIV-positive, she may be upset or in a state of shock or denial.  She may not want to talk and may wish to be left alone.  She may feel confused; she may cry.  It may take time for an individual to adjust to the news of being HIV-positive.  If that is the case, the counsellor should let the client know when he or she is available for further counselling sessions.  The client must be given a clear factual explanation of what the results mean.  This is not a time for speculation of prognosis or estimation of time left to live.  It is time for acknowledging the shock of the diagnosis and for offering and providing support.  It is also a time to encourage hope.

If 2 sessions are needed, the first session should be for the client to express emotions such as fear, anger, and grief.  During this session the client may be unable to take in much information, but the counsellor should point out that there are positive steps that she can now take and ask her to return within the next week. The second session will be to cover more of the factual information about HIV prevention, care issues, available services, and support structures.

	Exercise 3: Post-test counselling, role play in small groups

	Purpose
	Provide an opportunity to practise post-test counselling through role play.

	Activities 
	Participants will be asked to break into groups of 3 to role play 2 scenarios: one for HIV-negative results, the other for HIV-positive results (scenarios appear below).  Like Exercise 2, each person in the trio will take turns in the role of “healthcare provider”, “client”, or “observer”. 

The observer should listen closely using Table 7 or 8 to ensure all technical content is discussed and refer to the listening and learning skills in Module 5 to provide feedback on counselling skills. When the role play is finished, the trio should spend 5 minutes debriefing the role play, asking such questions as:
Was anything important left out of the session?
How did it feel to be the counsellor in this scenario…?
How did it feel to be the client?
As the client, I wish the counsellor had_____ (fill in the blank).

The client, counsellor, and observer may switch roles part way through either role play so that all members of the trio have opportunity to practise being the “healthcare provider”.



Scenarios for HIV-negative results
Scenario 1. Sandrine is 17 years-old and has been dating her boyfriend for one year. She started having unprotected sexual relations with him 3 months ago, and is now pregnant. She suspects that her boyfriend may be at risk for HIV since he has not been faithful to her, although he denies this. During her first visit to antenatal care, she is tested for HIV. Her rapid HIV test result is negative. 
Provide post-test counselling for Sandrine. (Counsellor should stress: possibility of discordance, importance of partner testing, and importance of re-testing at 32–36 weeks.)

Scenario 2. Alice is a student in computer school and is in her third trimester of pregnancy. Although she is in a committed relationship with the father of her child, in the past she had multiple sexual partners and engaged in unprotected sex. After attending her first antenatal care visit she understood that she might be at risk for HIV and, as she does not want to put her partner or baby at risk, she decided to be tested. The test result is negative. 
Provide post-test counselling for Alice. (Counsellor should stress: possibility of discordance, importance of partner testing, and importance of re-testing at 32–36 weeks.)

Scenario 3. Esther is a 29 year-old woman who is in her third trimester of pregnancy. She participated in the group education session and agreed to be tested, although she does not think she is at risk for HIV because she has been married for 6 years. Her husband travels frequently. This is her third pregnancy. Her rapid HIV test is negative. 
Provide post-test counselling for Esther. (Counsellor should stress: possibility of discordance, importance of partner testing, and importance of re-testing at 32–36 weeks.)

Scenarios for HIV-positive test results
Scenario 1. Flore is a university student who has been having sexual intercourse with many men. She has tried to get them to use condoms but many of them refuse. She is in her 28th week of pregnancy and this is her first visit to the antenatal care clinic. She is worried about her baby’s safety and has agreed to be tested for HIV. Her test is positive. 
Provide post-test counselling for Flore. (Counsellor should stress importance of adapting PMTCT interventions—ARVs, safer infant feeding and delivery in a healthcare facility.  It is also important that her partner(s) are tested for HIV, so that they can seek care if HIV-infected.) 

Scenario 2. Clarisse and Emmanuel have been married for 6 years and have 3 children. She is now in her second trimester of pregnancy. Because Emmanuel works in the Army, he travels a great deal for an extended period of time. While he was away, Clarisse discovered Emmanuel had sexual relations with someone else who later died from a long illness. Clarisse knows that the baby is at risk for HIV-infection if she has HIV. Emmanuel has declined testing, but she was tested and he has accompanied her to the clinic today to hear her results. Her test result is positive. 
Provide post-test counselling for Flore. (Counsellor should stress importance of adapting PMTCT interventions—ARVs, safer infant feeding and delivery in a healthcare facility.  It is also important that Emmanuel is tested for HIV.) 

Scenario 3. Aimée works as a nurse at the antenatal care clinic. She is well liked by all the staff and recently found out she is going to have her first baby. She knows that she needs to be tested for HIV. She is very concerned that other staff may find out and wants her test results kept confidential. Her HIV test result is positive. 
Provide post-test counselling for Aimée. (It is important to ensure that all discussions with Aimée are strictly confidential. Counsellor should stress importance of adapting PMTCT interventions—ARVs, safer infant feeding and delivery in a healthcare facility.) 


Session 8: HIV Testing of Infants and Young Children



	
	Total Session Time:	125 minutes (2 hours 5 minutes)



Learning Objectives
	
	After completing this session, participants will be able to:
Provide pre and post-test counselling to caregivers of infants and children undergoing HIV testing 
Implement opt-out HIV testing of HIV-exposed infants



Overview: antibody vs DNA-PCR viral testing for infant testing

PMTCT interventions greatly reduce the risk of HIV transmission from mothers with HIV to their infants. Even with ARVs, however, some infants will acquire the virus from their mothers. HIV-infected infants and children are at high risk for disease progression. In fact, without treatment, one third of infants with HIV die before they reach one year of age and over 50% die by the second year of life[footnoteRef:4]. As such, it is critical to initiate HIV-infected infants on care and treatment as early as possible. [4: 	Newell ML, Coovadia H, Cortina-Borja M, et al. “Mortality of infected and uninfected infants born to HIV-infected mothers in Africa: a pooled analysis. ”Lancet 2004;364:1236-43.] 


Because of the presence of maternal antibodies in HIV-exposed children, a positive HIV antibody test may not indicate the child’s true HIV infection status.  It does, however, indicate the child has been exposed to HIV.  Maternal antibodies remain detectable by HIV antibody tests through the first 6 months of age but are lost usually by 18 months of age if the infant does not have HIV.  

With the introduction of opt-out early infant HIV diagnosis by DNA-PCR testing using dried blood spot (DBS) specimens, infants infected with HIV can be identified from 6 weeks of age, before they become sick. 

Advantages of DNA-PCR testing

Early diagnosis using DNA-PCR testing has the following advantages:
Early infant diagnosis allows HIV-infected infants to receive care and treatment at a time when they are most vulnerable to rapid HIV disease progression and death.
Parents are able to make informed and timely infant feeding decisions.
It reduces the burden of uncertainty of the infant’s HIV status.
It facilitates monitoring of PMTCT interventions: as information on infant HIV status is available at 6 weeks of age, rather than at 18 months.  Early diagnosis also means that HIV-related interventions (such as cotrimoxazole) can be focused on HIV-infected infants.
[bookmark: _Toc343692296]
The government of Cameroon has introduced early infant testing using DNA-PCR testing in all government health facilities that provide infant welfare services. In order to implement national policy on early infant testing, healthcare providers in Maternal Neonatal and Child Health (MNCH) and Family Planning (FP) settings need to know:
How to identify infants in need of testing. How to introduce the topic of early infant HIV testing with the caregiver.
How to conduct the pre-test information session.
How to collect, package and transfer DBS specimen to the reference lab.
How to conduct the post-test session. 

Identifying HIV-exposed infants

Cameroon policy states that all HIV-exposed infants should be tested for HIV at 6 weeks of age or as soon as possible thereafter, using DNA-PCR.  An HIV-exposed infant is defined as an infant born to an HIV-infected mother.  All HIV-exposed infants, even infants with signs or symptoms suggestive of HIV infection, need a test to determine their HIV status. 

Infants with unknown HIV-exposure status AND/OR possible HIV-related symptoms:
If the mother’s HIV status is unknown and she is available, provide the mother with pre-test counselling. If consent is given, test the mother for HIV using the rapid antibody test. 
· If the rapid antibody test is positive, the infant is HIV-exposed.  Follow testing protocol described in the next section to diagnose the infant.  In addition, ask if the mother has other children, if she does, recommend that they are tested as well.  
· If the rapid antibody test is negative, the infant was not exposed and is uninfected. Enquire about risk exposure of mother as she may be in window period.
If the mother states she is HIV-negative, but you have concerns about her infant, ask her if she would consent to repeat HIV testing. 
If the mother is not available, obtain consent from the primary care giver (the individual who is responsible for caring for the child in the absence of the parent, whether the parent is dead or alive) and test the infant.


Testing of HIV-exposed infants for HIV, age 6 weeks–9 months

Once the HIV-exposed infant has been identified, either though review of maternal and/or infant records or antibody testing (as described above), then conduct counselling and testing as follows.  
If the caregiver (that is the parent or legal guardian) is available, she should be further counselled for her infant to be tested for HIV.
If the caregiver is not available, obtain consent as per national guidelines and test the infant using DNA-PCR.  
· If the DNA-PCR test is positive the infant is HIV-infected:
· Immediately draw a new blood sample and send for confirmatory DNA-PCR testing.  
· Refer the infant to the Approved Treatment Centre (ATC) to initiate ARV therapy.  Refer the infant to the ATC immediately, do not wait for results of confirmatory testing.  
· If the test is negative, and the infant has not breastfed within the past 6 weeks, then the infant is NOT HIV-infected.  
· If the test is negative, but the infant is currently breastfeeding or has breastfed within the past 6 weeks, the infant should be re-tested at least 6 weeks after cessation of breastfeeding.  
If the test is negative, but the infant is unwell with signs and symptoms of HIV disease, repeat DNA-PCR testing. If this test is still negative, look for other causes to explain the clinical picture.
REMEMBER: If the HIV DNA-PCR test was negative, but it was done before 6 weeks of age, the result may not be accurate. It should be repeated after 6 weeks of age (or immediately if the infant has symptoms suggestive of HIV infection). 

	
Re-testing of HIV-exposed infants

All infants testing HIV-negative by DNA-PCR should be re-tested:
· If symptomatic
· At 9 months of age
· At least 6 weeks after the last breast milk feed or at 18 months of age (whichever is later)

Always use appropriate test for age as per national guidelines.




Testing of HIV-exposed infants for HIV, 9–18 months

HIV-exposed infants age 9–18 months should initially be tested using HIV antibody testing (either rapid or ELISA testing):
[bookmark: _Toc273436859]If the HIV antibody test is positive the infant is HIV-exposed and should be tested by DNA-PCR, using the protocol above, for infants age 6 weeks–9 months.
If the test is negative, and the infant has not breastfed within the past 6 weeks, then the infant is NOT HIV-infected.  
If the test is negative, but the infant is currently breastfeeding or has breastfed within the past 6 weeks, the infant should be re-tested at least 6 weeks after cessation of breastfeeding.  

Testing of children HIV, 18 months of age or older

HIV-exposed children age 18 months or older should be tested using HIV antibody testing (either the rapid or ELISA testing):
If the HIV antibody test is positive the infant is HIV-infected and should be referred immediately to the ATC for care and treatment. 
If the test is negative, and the infant has not breastfed within the past 6 weeks, then the infant is NOT HIV-infected.  
If the test is negative, but the infant is currently breastfeeding or has breastfed within the past 6 weeks, the infant should be re-tested at least 6 weeks after cessation of breastfeeding, using HIV antibody testing.  

Pre-test education, support and counselling

Information about opt-out DNA-PCR HIV testing of infants should be given by nurses, midwives, and doctors as well as by counsellors and social workers.

Like opt-out HIV testing in antenatal care settings, infant HIV testing is routine and written consent is not needed. The key points for the pre-test session are in Table 9.

Table 9: Overview of pre-test session, infant testing
	
Key points for pre-test session:

Early infant HIV testing is routine for all HIV-exposed infants
Advantages of early infant HIV testing
How the test will be conducted
DNA-PCR test results will be available in 4 weeks (or, if testing an child who is between 9 and 18 months of age: Antibody test results will be available in about a half hour)




Women who have attended the pre-test information session may request counselling if they have questions or concerns. 


What to do if testing is declined

Caregivers are entitled to decline HIV testing for themselves or for their child.  Although HIV testing is strongly recommended, the caregivers’ decision must be respected.  If the HIV test is declined, the counsellor should provide additional, individual counselling to:
Further explore concerns about testing. 
Clarify the importance of knowing the child’s status to provide the best healthcare.
Encourage the caregiver to reconsider testing.  

Exploratory questions to consider include:
Would you be willing to share your reasons for deciding not to have your child tested today? 
What do you know about the benefits of knowing your child’s HIV status? 
What would have to change before you allowed your child to have the test? 

HIV testing must always be voluntary and free of coercion. Refusal of HIV testing should be documented in infant’s medical record, and HIV testing discussed at the next clinic visit.

[bookmark: _Toc350342199]Post-test counselling—HIV-negative baby

The content of post-test counselling is largely determined by the test result, the caregiver’s reaction to the test result, infant’s age and whether she/he is breastfeeding. 

Counselling for an HIV-negative baby (breastfed)
The key points to be covered when telling a caregiver that his or her breastfed infant is HIV-negative are listed in Table 10.

Table 10: Overview of post-test session, HIV-negative breastfed infant
	
Key points for post-test, HIV-negative breastfed session:

Review the caregiver’s understanding and interpretation of the child’s HIV status.
Discuss how to keep the un-infected child, negative e.g., avoid pre-chewing food for the child.
Discuss the possibility of HIV transmission through breastfeeding.
To reduce risk of transmission, discuss exclusively breastfeeding until the baby is 6 months old.  At 6 months introduce complementary foods while continuing to breastfeed to 12 months of age or until AFASS.  
Mothers on Option B+: Explain to the mother that she will continue taking ARV therapy for the rest of her life. 
Mothers on Option A: Explain to the mother that she will stop administering ARVs to the baby one week after complete cessation of all breastfeeding. 
Discuss re-testing:
· If symptomatic
· At 9 months of age
· At least 6 weeks after the last breast milk feed or at 18 months of age (whichever is later)
Continue with cotrimoxazole until the baby receives an HIV-negative result when tested at least 6 weeks after the last breast milk feed.
Educate the caregiver on child follow up schedule for regular check-ups.
Assess the child’s living and family situation including physical and emotional environment. If there are social problems, refer to appropriate/relevant social service departments/organisations. 
Assess need for other community services or support (“Do you have someone who you can talk to about your or your child’s HIV status?”) and provide information/referrals and/or follow-up counselling.
If the caregiver is living with HIV, ensure he/she attends the ATC and returns to this clinic for regular check-ups and supportive counselling.
Discuss caregiver’s knowledge of HIV, CD4 cell count, IPT. Discuss family planning options for optimal child spacing.
Discuss any other relevant information.




	
Sample introduction to post-test counselling, HIV-negative breastfed baby:

“_____ is HIV-negative. (Pause to let the caregiver grasp the result; check for understanding.)  This means that the baby is not infected with HIV. However, he is still at risk of getting HIV through breast milk. You can reduce that risk by continuing to take ARVs as long as you breastfeed.  In addition, once you introduce complementary foods at 6 months of age, do not pre-chew foods, and make sure that nobody else pre-chews foods for the baby.  Meanwhile, you should also continue with your routine postpartum and Infant Welfare Clinic visit.”

“This is a good time to review infant feeding.  How is breastfeeding going for you?”

[The healthcare provider should continue to provide infant feeding counselling and support as indicated by the mother’s response to the question above.]

“What questions do you have so far?”

[The counselling session continues until all of the points in Table 10 have been covered.]




See “Appendix 1: Counselling for an HIV-negative baby (formula fed)”.
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Post-test counselling—HIV-positive baby

Learning that their infant or child is infected with HIV can be one of the most stressful events in a family’s life. A diagnosis of HIV can bring up a range of issues for caregivers, including:
Denial about their own HIV status.
Feeling responsible for infecting an infant (guilt, anger, hopelessness, anxiety).
Anxiety regarding their death or the death of the infant.
Feelings about disclosing an infant’s HIV status or their HIV status to family members and other people.

It is important to be empathetic and patient. Listen in a non-judgmental, compassionate way. Give caregivers sufficient time to ask questions and ensure they understand the information they have received. Use simple, open, honest language—keeping in mind the caregiver’s educational level and belief system. Help caregivers identify their fears, encourage them to participate in support groups, and stress concrete ways that they can care for their infant/child. It is critical that the caregiver understand the rationale for, and urgency of, continuous medical care and how and where they can receive it. 

Counselling for an HIV-positive baby 
The key points to be covered when telling a caregiver that his or her infant is HIV-infected are listed in Table 11.

Table 11: Overview of post-test session, HIV-positive infant
	
Key points for post-test, HIV-positive session:

Review the caregiver’s understanding and interpretation of the child’s HIV status. Assess the caregiver’s emotional state and encourage the caregiver to express his/her feelings.
Provide information about continuous care and explain the importance of:
· Regular child health check-ups. Educate the caregiver on the child follow up schedule.
· ARV clinic enrolment and regular attendance. Refer the baby to the ARV clinic immediately to initiate treatment. 

	
HIV-positive results
All infants and children testing HIV-positive should be referred for HIV care and treatment at the ATC, as a matter of urgency, for HIV care and treatment.  
According to the 2010 WHO guidelines, all children under the age of 24 months should start ARV therapy regardless of CD4 cell count or clinical stage. Children between 24 and 60 months (5 years) should be initiated on ARV therapy if clinical stage 3 or 4 or CD4 ≤ 25% (or ≤ 750/mm3). 
The 2013 WHO guidelines state that all children under the age of 60 months should be initiated on ARV therapy regardless of CD4 cell count or clinical stage.
Both the 2010 and 2013 guidelines recommend that children older than 5 years of age should be initiated on ARV therapy based on the same criteria as for adult patients.  




Explain the use of ARV drugs. 
Explain the use of cotrimoxazole for prevention of respiratory and other infections.
If breastfeeding, encourage her to continue. Breastfeeding protects against other diseases such as diarrhoea and pneumonia.
If formula feeding, assess if caregivers are preparing infant formula safely and feeding properly. Review safe formula preparation and feeding steps. Emphasize the importance of proper nutrition. 
Assess child’s living and family situation including physical and emotional environment. If there are social problems refer to appropriate/relevant social service departments/organisations.
Assess need for other community services or support (“Do you have someone who you can talk to about your or your child’s HIV status?”) and provide information/referrals and/or follow-up counselling.  Provide referrals to support groups for emotional support and encouragement.
If the caregiver is living with HIV, ensure he/she also attends the ARV clinic and returns to this clinic for regular check-ups and supportive counselling. 
Discuss caregivers’ knowledge of HIV, CD4 cell count and IPT. Discuss family planning options for optimal child spacing, this discussion is particularly urgent if the mother is formula feeding, as she can potentially get pregnant within 6 weeks of giving birth.
Discuss disclosure of the child’s HIV status to others, especially the partner.
Discuss any other relevant information.





Figure 9: National algorithm for exposed infant HIV testing
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	Exercise 4: Post-test counselling HIV-positive infant, role play in pairs

	Purpose
	Provide an opportunity to practise the post-test counselling session during which a caregiver is given his/her infant’s HIV-positive result. 

	Activities 
	Participants will be asked to break into pairs to role play both of the scenarios that appear below.  Each member of the pair should take turns playing the role of “healthcare provider”.  Each role play will take about 20 minutes (40 minutes total for both role plays).



Scenarios for HIV-positive results
Scenario 1. Solange tested-positive for HIV at a TB clinic about a year ago and recently started ARV therapy. She lives with her family and has a boyfriend who works in another town who she sees about once a month. Neither he nor her family knows that she is HIV-infected. Her baby—who is breastfed—received infant ARV prophylaxis. The baby is receiving cotrimoxazole but Solange has not been able to give it regularly. DBS specimens were collected from the baby girl a little over one month ago and Solange is now returning for the baby’s results. The baby is growing well and is developmentally appropriate for age. The DNA-PCR test result is positive.

Scenario 2. Joelle is a 22-year-old HIV-infected mother bringing her baby for a 10-week immunisation visit to receive her baby’s HIV test result. Her baby was tested for HIV one month ago with DNA-PCR and prescribed cotrimoxazole at that visit. She started ARV therapy in her 2nd trimester and her baby received infant ARV prophylaxis. She had trouble adhering to her ARV therapy regimen because her husband does not know she is infected and she does not take medicine in front of him. Joelle’s sister is the only person who knows her HIV status. Joelle has been breastfeeding since birth; nonetheless, the baby has already been severely sick with diarrhoea twice. The DNA-PCR test result is positive.
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	Module 17 Key Points
HIV is a global epidemic.  The number of people living with HIV has reached its highest level, an estimated 34 million. 
Approximately 550,000 adults and children in Cameroon are HIV-infected. This represents an adult prevalence of 4.3%.
HIV is the virus that causes AIDS.  Without treatment, most people who are HIV-infected will develop AIDS after a period of time, which may be several months to 15 years or longer.  
CD4 cell count and viral load are 2 measures that indicate the progression of HIV disease.
HIV destroys the immune system. The stages of infection are sero-conversion, asymptomatic HIV infection, moderate and advanced disease (symptomatic), and severe disease (AIDS).  
HIV infection is transmitted from mother to child during pregnancy (early and late in utero transmission), during labour, childbirth, and during breastfeeding. Without intervention, the overall MTCT rate is approximately 30–45%. Risk of transmission is highest during recent HIV infection or advanced AIDS.  
A comprehensive approach is needed to prevent HIV infection in infants and young children.  This involves the 4 pillars: 
· Primary prevention of HIV infection
· Prevention of unintended pregnancies in the women infected with HIV
· Prevention of HIV transmission from the infected woman to her infant
· Treatment, care and support of HIV-infected woman, her child and her family
PMTCT services serve as a gateway to treatment, care and support for the HIV-infected woman and her family.
HIV testing and counselling services play a vital role in PMTCT by: 
· Identifying pregnant and recently-delivered women who are HIV-infected so that they may be provided with (Pillar 3) PMTCT interventions.
· Providing an entry point into comprehensive HIV treatment, care and support services.
· Helping women and their partners identify and take steps to reduce behaviours that increase the risk of HIV infection or transmission.
Whether testing pregnant or recently delivered women, their partners or infants, the process of HIV testing is similar.  It include pre-test education with the option of pre-test counselling if requested by the client, HIV testing, and the post-test counselling session. Both adult and infant testing services are routine. 



· 

Appendix 1: Counselling for an HIV-negative baby (formula fed)

The key points to be covered when telling a caregiver that his or her formula fed infant is HIV-negative appear in the table below. 

Overview of post-test session, HIV-negative formula fed infant
	
Key points for post-test, HIV-negative formula fed infant session:

Review the caregiver’s understanding and interpretation of the child’s HIV status.
Discuss how to keep the un-infected child, negative e.g., avoid pre-chewing food for the child, ensure baby is not breastfed. 
Assess if caregivers are preparing infant formula safely and feeding properly. Review safe formula preparation and feeding steps. Emphasize the importance of proper nutrition. 
Discuss re-testing:
· If baby is symptomatic
· When the baby is 9 months of age
· When the baby is 18 months of age or has stopped breastfeeding since at least 6 weeks
Stop cotrimoxazole.
Educate the caregiver on child follow up schedule for regular check-ups.
Assess the child’s living and family situation including physical and emotional environment. If there are social problems, refer to appropriate/relevant social service departments/organisations. 
Assess need for other community services or support (“Do you have someone who you can talk to about your or your child’s HIV status?”) and provide information/referrals and/or follow-up counselling.
If the caregiver is living with HIV, ensure he/she attends the ARV clinic and returns to this clinic for regular check-ups and supportive counselling.
Discuss caregiver’s knowledge of HIV, CD4 cell count, isoniazid preventive therapy (IPT). Discuss family planning options for optimal child spacing, this discussion is particularly urgent for mothers who are formula feeding, as they can potentially get pregnant within 6 weeks of giving birth.
Discuss any other relevant information.







	
Sample introduction to post-test counselling, HIV-negative formula fed baby:

“_____ is HIV-negative. (Pause to let the caregiver grasp the result; check for understanding.)  This means that he is not infected with HIV. To ensure baby stays HIV-negative, be sure you do not put the baby to the breast, even for comfort, as this will put him at risk of getting HIV infection. In addition, once you introduce complementary foods at 6 months of age, do not pre-chew foods, and make sure that nobody else pre-chews foods for the baby.”

“Let’s talk about formula feeding, how do you prepare your baby’s formula?” (Listen to the caregiver’s response, in a supportive manner,  provide guidance to formula feed hygienically if she missed any steps or might be following steps incorrectly.)

“What questions do you have so far?”

[The counselling session continues until all of the points in the list above have been covered.]
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