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1.Triage 
 Greet the cl ient 

 Register if new client 

 If follow-up, retrieve records 

 Weigh  

 Determine reason for visit 

 Decide i f client needs to see health worker on this visit. Client should see the health worker if: 

o Scheduled for clinical visit 

o Any new symptoms 

 If coughing, advise to cover the mouth and have the client wait in a separate, well-ventilated area  

 

2.Confirm HIV-test prior to enrolment in care and initiating 

ART. 
 Confi rm HIV-positive status by re-testing all new clients using the national algorithm i.e. 3 rapid 

diagnostic tests (RDTs) before enrolling then into care and initiating ART.Indicate date of HIV 

confirmation in the ART card. 
o Retesting aims to rule out possible technical or clerical errors, including specimen mix-up 

through mislabelling and transcription errors, as well as random error either by the 
provider or the test device. 

o In addition, in settings where the prevalence of HIV in the population being tested is low 
the proportion of false-positive results will be relatively high (low positive predictive value) 

 Inquire from new clients if they have been on ART before. 
o Retesting is not recommended for patients already on ART as it may result in an incorrect 

diagnosis (false HIV-negative result). 

3.Educate and support client at every visit 

Detai led education and support guidelines are provided in Annex A towards the end of this module and are 

also supported by communication and job aides. 

 A1 Education and support for clients during visits 

 A2 Explain what is available for chronic HIV care 

 A3 If this is the first visit, initiate chronic HIV care  
 A4 Provide ongoing support to client and family 

 A5 Discuss disclosure, Family testing and partner notification 

 A6 Support for special circumstances 
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4.Assess: Clinical review of symptoms and signs 
 Assess the patient by taking history and conduct a physical examination to determine the reason for 

presentation. Perform investigations and work through the differential diagnosis. People with HIV 

infection may have complaints as a result of: - 

o complications of HIV disease; 
o tuberculosis and other opportunistic infections; 
o drug side-effects and toxicities; 
o immune reconstitution inflammatory syndrome (IRIS) 
o failure of the ART regimen and its consequences or 

o other medical conditions (not related to HIV-infection). 

If this is first visit: 

 Review history 

 Screen for TB, other opportunistic infections, chronic problems. 

For al l visits: 

 How have you been? 
 What problems have you developed? 

 Have you had any of the following? If yes, ask for how long?  

Cough?                                                              Night sweats?                                                    

Fatigue? Nausea or vomiting? 

Fever?                                                                Sexually Transmitted Infections (STI) symptoms 
(discharge, ulcers, abdominal pain etc.).   

Poor appetite? Diarrhoea? 

Problems sleeping at night? Tingling, numb or painful feet or legs               

Mouth sores?                                                       Sexual  problems?                                                 

New skin rash?                                                     Headache? 

 Have you been feel ing sad or unhappy or have you lost interest in your normal activities recently?If 
yes, screen for depression (see section 11.8 for screening tool). 

 Have you been feel ing scared or frightened recently? 

 Have you been worried about drinking alcohol or chewing a lot of Khat? 

 Have you needed urgent medical care? If yes, ask for record/diagnosis. 
 Which medications are you taking and how often? 

 Assess adherence (see section 9.4 for adherence assessment. 

 What problems have you had taking the medicines/how taken? 
 Taking any other drugs (traditional remedies, TB, ARVs, Khat, illicit drugs, etc.)? 

 What kind of support do you get from your family? 

 What usual physical activities are you doing? 
 What else do you want to talk about? 

 For assessment of pregnant and breastfeeding women see section 13.1.2 and for HIV-exposed infants 

see section 13.2 
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After a clinical assessment, determine the HIV clinical stage on the first evaluation or on subsequent ones if the 
patient develops a new disease condition that puts her in an advanced WHO clinical stage.Fill in the ART card. 

 

Table 1: WHO clinical staging 

 

Adults and Adolescentsa Chi ldren 
Cl inical  stage 1 

Asymptomatic  
Persistent generalized lymphadenopathy 

Asymptomatic  
Persistent generalized lymphadenopathy 

Cl inical  stage 2 

Moderate unexplained weight loss (<10% of 
presumed or measured body weight) 
Recurrent respiratory tract infections (sinusitis, 
tonsil litis, otitis media, pharyngitis) 

Herpes zoster 
Angular cheilitis 
Recurrent oral ulceration 

Papular pruritic eruption 
Fungal nail  infections 
Seborrhoeic dermatitis 

Unexplained persistent hepatosplenomegaly 
Recurrent or chronic upper respiratory tract 
infections (otitis media, otorrhoea, sinusitis, 
tonsil litis) 

Herpes zoster 
Lineal gingival erythema 
Recurrent oral ulceration 

Papular pruritic eruption 
Fungal nail  infections 
Extensive wart virus infection 
Extensive molluscum contagiosum 

Unexplained persistent parotid enlargement 

Cl inical  stage 3 
Unexplained severe weight loss (>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 (such as 
pneumonia, empyema, pyomyositis, bone or 
joint infection, meningitis, bacteraemia) 
Acute necrotizing ulcerative stomatitis,  

gingivitis or periodontitis 
Unexplained anaemia (<8 g/dl), 
neutropaenia (<0.5 x 10

9
/l) and/or chronic 

thrombocytopaenia (<50 x 109/l) 

Unexplained moderate malnutrition not adequately 
responding to standard therapy Unexplained 

persistent diarrhoea (14 days or more)  
Unexplained persistent fever (above 37.5°C, 
intermittent or constant, for longer than one 1 

month)  
Persistent oral candidiasis (after first 6 weeks of l ife) 
Oral hairy leukoplakia Lymph node tuberculosis  
Pulmonary tuberculosis  

Severe recurrent bacterial pneumonia  
Acute necrotizing ulcerative gingivitis or 
periodontitis  
Unexplained anaemia (<8 g/dl), neutropaenia 

(<0.5 x 10
9
/l) or chronic thrombocytopaenia 

(<50 x 10
9
/l) 

Symptomatic lymphoid interstitial pneumonitis.  

Chronic HIV-associated lung disease, including 
bronchiectasis 
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Cl inical  stage 4c 
Adults and Adolescentsa Children 

HIV wasting syndrome  
Pneumocystis (jirovecii) pneumonia  
Recurrent severe bacterial pneumonia  

Chronic herpes simplex infection (orolabial, genital 
or anorectal of more than 1 month’s duration or 
visceral at any site)  
Oesophageal candidiasis (or candidiasis of trachea, 

bronchi or lungs)  
Extrapulmonary tuberculosis  
Kaposi sarcoma  

Cytomegalovirus infection (retinitis or infection of 
other organs)  
Central nervous system toxoplasmosis  
HIV encephalopathy  

Extrapulmonary cryptococcosis, including meningitis  
Disseminated nontuberculous mycobacterial 
infection  

Progressive multifocal leukoencephalopathy Chronic 
cryptosporidiosis  
Chronic isosporiasis 
Disseminated mycosis (extrapulmonary 

histoplasmosis, coccidioidomycosis) Lymphoma 
(cerebral or B-cell non-Hodgkin)  
Symptomatic HIV-associated nephropathy or 
cardiomyopathy  

Recurrent septicaemia (including nontyphoidal 
Salmonella)  
Invasive cervical carcinoma  

Atypical disseminated leishmaniasis 

Unexplained severe wasting, stunting or severe 
malnutrition

d
 not responding to standard therapy  

Pneumocystis (jirovecii) pneumonia  

Recurrent severe bacterial infections (such as 
empyema, pyomyositis, bone or joint infection, 
meningitis, but excluding pneumonia)  
Chronic herpes simplex infection (orolabial or 

cutaneous of more than 1 month’s duration or 
visceral at any site)  
Oesophageal candidiasis (or candidiasis of trachea, 

bronchi or lungs)  
Extrapulmonary tuberculosis  
Kaposi sarcoma  
Cytomegalovirus infection (retinitis or infection of 

other organs with onset at age more than 1 month)  
Central nervous system toxoplasmosis (after the 
neonatal period)  

HIV encephalopathy  
Extrapulmonary cryptococcosis, including meningitis  
Disseminated nontuberculous mycobacterial 
infection  

Progressive multifocal leukoencephalopathy Chronic 
cryptosporidiosis (with diarrhoea) Chronic 
isosporiasis 
Disseminated endemic mycosis (extrapulmonary 

histoplasmosis, coccidioidomycosis, penicilliosis)  
Cerebral or B-cell  non-Hodgkin lymphoma HIV-
associated nephropathy or cardiomyopathy 

 
a
In the development of this table, adolescents were defined as 15 years or older. For those aged less than 15 

years, the clinical staging for children should be used.  
 

b
For children younger than 5 years, moderate malnutrition is defined as weight-for-height <–2 z-score or mid-

upper arm circumference ≥115 mm to <125 mm.  

 
c
Some additional specific conditions can be included in regional classifications, such as penicilliosis in Asia, HIV-

associated rectovaginal fistula in southern Africa and reactivation of trypanosomiasis in Latin America. 
 d

For children younger than 5 years of age, severe wasting is defined as weight-for-height <–3 z-score; stunting is 

defined as length-for-age/height-for-age <–2 z-score; and severe acute malnutrition is either weight for height <–
3 z-score or mid-upper arm circumference <115 mm or the presence of oedema. 

4.2 Determine functional status. 

Decide and recordwhether the patient is Working (W), Ambulant (A) or Bedridden (B), using the following 
definitions:Fill in the ART card. 

Working= Able to do work go to school, do housework or garden work. For children this means 
normal activities or playing. Working does not mean that the patient is employed. 

Ambulatory = able to perform activities of daily living but not able to work or play. 

Bedridden = not able to perform activities of daily living 
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4.3: Laboratory tests 

Do the following baseline testsbefore initiating ART: 

 CD4 count:  CD4 counts are particularly useful before initiation of ART to provide information on the 

overall immune function of a person with HIV and to establish thresholds for the initiation and 

discontinuation of opportunistic infection (OI) prophylaxis 

 Complete Blood Count (CBC) is a useful baseline for monitoring anaemia in all PLHIV and especially 
inpregnant and breastfeeding women. 

 HBsAg (because of the high prevalence of hepatitis B in the population) 

 Liver transaminases (because of the high prevalence of hepatitis A (HAV), B(HBV), C (HCV)and potential 
for hepatic toxicities from ARVs, anti-TB drugs etc.). 

o In one systematic review and metanalysis study, the overall pooled prevalence rates of 
hepati tis in Somalia were 90.2% for HAV; 18.9% for HBV and 4.84% for HCV.1 

  Cryptococcal Antigen Test (CrAg) if CD4 <100 cells/mm3 

 Viral Load (VL) test for pregnant women coming to the ART centre for the first time.  

 Urine glucose and protein: 
o This is essential for pregnant women and becauseTDF-associated renal dysfunction causes 

proteinuria and normoglycemic glucosuria.  

 Syphi lis test for pregnant women with HIV(if it was not done at the MCH11 clinic) 

Do tests below if clinically indicated 

 TB test (i f TB Suspected) 
 Renal  Function Tests (RFT) (e.g. patients with hypertension, diabetes, TDF toxicity etc.) 
 Lipid profile and blood glucose  
 Hepati tis C (HCV) antibody or surface antigen. 
 Pregnancy test 

For returning clients: 

 Check for results of TB sputum and any other laboratory tests since last visit. 

 Check haemoglobin (Hb) for clients of AZT at 0, 4, 8 and 12 weeks and then every 2-3 months. 

 Check vi ral load after 6 months of ART, then after 12 months of treatment (6 months after the first VL) 
and thereafter once every 12 monthsif patient remains stable OR: - 

o At any time when poor adherence or treatment failure is suspected. 

o On the fi rst visit of a treatment naive pregnant woman living with HIV 

o Four weeks before Expected Date of Delivery (EDD) for a pregnant woman living with HIV. 

 This is to establish the risk for mother-to-child transmission and whether the infant is a 

candidate for enhanced antiretroviral (ARV) prophylaxis. 

 Check CD4/CBC count every 12 months 

                                                 
1
Hassan-Kadle, Mohamed Abdulkadir et al. “Epidemiology of  viral hepatitis in Somalia: Systematic review  and 

meta-analysis study.” World journal of gastroenterology vol. 24,34 (2018): 3927-3957. 
doi:10.3748/w jg.v24.i34.3927 
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Please note: 

 Commercially available HIV-1 RNA assays do not detect HIV-2 viral load.  
 Mild intercurrent illness, the receipt of vaccinations, or exercise can produce a transient decrease in 

CD4 cel l count and percentage; thus, CD4 cell count and percentage are best measured when patients 
are clinically stable. 

 CD4 counts are highly variable; a significant change between 2 tests is approximately a 30% change in 
the absolute count, or an increase or decrease in CD4 percentage by 3%. 

 CD4 cel l count and percentage values in healthy infants without HIV are considerably higher than 
values observed in adults without HIV; these infant values slowly decline to adult values by age 5 
years. 

 Because different assays use different methods to measure HIV RNA, and because the tests have 
di fferent levels of sensitivity, the viral load obtained from a single specimen tested by two different 
assays may differ.  Clinicians should consistently use a single HIV RNA assay method to monitor an 
individual patient when possible. 

 Patients with suppressed viral load whose CD4 counts have been consistently >500 cells/ mm3 for at 

least 2 years may stop further CD4 quantification as it provides little or no additional information. 
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5. Assess Family Status 

5.1 Assessment for pregnancyand family planning 
 Determine if the woman is in the child-bearing age-group (16-49 years of age) and sexually active. 
 Determine pregnancy status.  If the woman feels she may be pregnant or is not sure do a pregnancy 

test. If a pregnancy test is not available use a series of questions below* 

*How to be reasonably sure a woman is NOT pregnant - Ask her the following questions: 

 

 Did your last menstrual period start within the past 7 days? 

 Have you given birth in the last 4 weeks? 

 Are you fully or nearly fully breastfeeding and gave birth less than 6 months ago and had no 
menstrual period since then? 

 Have you had a miscarriage or abortion in the past 7 days? 

 Have you had no sexual intercourse since your last menstrual period? 

 Have you been using a reliable contraceptive method consistently and correctly? 

If she answers YES to any ONE of the questions, and has no signs or symptoms of pregnancy, you can be 

reasonably sure she is NOT pregnant 

 

If pregnant: 

 Start on ART that same day, following adherence education 

 Offer counselling on the importance of adherence to ART and viral load suppression during pregnancy, 
chi ldbirth and breastfeeding periods for PMTCT; and the need to give birth in a health facility. 

 

If not pregnant and in the reproductive age group, find out use of contraception  

and identify women who would like to get pregnant in the near future. 

 Ask i f she is using contraception. 

 If yes, fill in the family planning preference (column 6) in the ART patient card 

 Ask i f she is satisfied or has any problems. If she has concerns with family planning, address her 

concerns or refer to a health provider who can. 

 

If NOT pregnant and NOT using family planning: ASK:Would you like to have another or more children? 

 If YES: find out soon or in future. If she wants another child soon offer counselling on PMTCT 

 If she wants to avoid or delay pregnancy: ASK: Are you currently using any method to delay or avoid 
pregnancy?  

 If yes: find out if it is modern or traditional. If traditional, counsel about modern methods of birth 
spacing. 

 

Comment [BS1]: T here is nothing 
here on DT G – should mention so it is 

cross-referenced 
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If she is not using family planning: ASK: Would you like to start using any method NOW? 

 If NO: find out why and offer support and or counsel accordingly. 

 If YES, provide the method she would like to use or refer accordingly. 

Please note the following key points for women who would like to use contraception and those who 

would like to get pregnant. 

(a) For women who would like to use contraception: 

o Women l iving with HIV can use all available contraceptive methods, including hormonal 
contraceptives, implantable devices, intrauterine devices, the transdermal patch, and vaginal ring. 

o For women who are using ritonavir (RTV)-boosted protease inhibitors (PIs) and who are also on 
combination hormonal contraceptives (e.g., pills, patches, rings) or progestin-only pills, use of an 
al ternative or additional method of contraception should be considered as protease inhibitors may 
decrease serum levels of combination hormonal contraceptives. 

(b) Women who would l ike to get pregnant soon 

o Women l iving with HIV, who would like to get pregnant soon should have a suppressed viral load 
before having sex without a condom for purposes of getting pregnant. Usually after at least 6 
months of treatment. 

o After getting pregnant, she needs adherence to ART and keep the viral load suppressed through 
pregnancy, childbirth and breast feeding 

o Disclosure is very important in the management of women/couples who would like to have a child. 

o If the male partner is HIV-negative, he should use condoms and pre-exposure prophylaxis or 
abstain until the partner has a suppressed viral load. When the viral load is completely suppressed 
sexual transmission is unlikely. 

o Pregnant or breastfeeding women who are HIV negative but have male partners living with HIV, 
should be made aware thatpregnancy is associated with a higher risk of acquiring HIV, and HIV 
acquired during pregnancy or breastfeeding is associated with an increased risk of HIV 
transmission to the infant compared towomen who became infected with HIV before pregnancy.  

 Therefore, in addition to their partners being on ART and using condoms, HIV-negative 
women should be onPrEP throughout pregnancy and the breastfeeding period. 

o For couples with differing HIV statuses who attempt conception via sexual intercourse without a 
condom when the partner with HIV has not been able to achieve viral suppression or when viral 
suppression status is not known, administering PrEP to the partner without HIV is recommended 
to reduce the risk of sexual transmission of HIV. 

o If both partners are living with HIV, they should be on ART with sustained viral suppression before 
attempting conception. The risk of HIV superinfection or infection with a resistant virus is 
negl igible when both partners are on ART and have fully suppressed plasma viral loads.  
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5.2 Discuss disclosure 

 Ask the client if they have disclosed their result or are willing disclose the result to 
      anyone.  

 Discuss concerns about disclosure to partner, children and other family, friends. 
  Assess readiness to disclose HIV status and to whom. 

  Assess social support and needs (refer to support groups). See Annex A.4.  

 Provide skills for disclosure (role play and rehearsal can help).  
 Help the client make a plan for disclosure if now is not the time. 

  Encourage attendance of the partner to consider testing and explore barriers.  
o  Couples may have different HIV status. Spouse testing is important.  

 Reassure that you will keep the result confidential and that disclosure is voluntary.  
 

 
If the client does not want to disclose the result:  

 Reassure that the results will remain confidential. 

 Explore the difficulties and barriers to disclosure. Address fears and lack of skills (help provide skills).  

 Continue to motivate. Address the possibility of harm to others.  

 Offer to assist in disclosure (for example, talk with spouse).  

 Offer another appointment and more help as needed (such as peer counsellors or couples 

counselling).  

 

For women, discuss benefits and possible disadvantages of disclosure of a  
posi tive result and involving and testing male partners.  
 

Men are generally the decision makers in the family and communities-  
involving them will: 
 

 Have greater impact on increasing acceptance of condom use, practicing safer sex and making 
appropriate reproductive choices.  

 Help to decrease the risk of suspicion and violence.  
 Help to increase support to their partners.  

 Motivate him to get tested.  
 
Disadvantages of involving and testing the partner:  danger of blame, possible violence, abandonment.  
 

 Health worker should assess the risk of violence or suicide and discuss possible steps to ensure the 
physical safety of clients.  

 Health worker should try to counsel the couple together, when possible.  
Refer to appendix A5 for more information on family testing and partner notification 
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5.3: Manage discordant couples: 

 Handle discordant couples and their results carefully 

o A discordant couple is one in which one partner is HIV-positive and one partner is HIV-
negative.  

o A discordant relationship can be a highly emotional issue; sometimes with accusations of 
infidelity and betrayal, gender-based violence, divorce and separation.  

 Explore and explain misconceptions couples may have about discordance 

o For example: the negative person has a hidden infection not detected by HIV tests, or is 
immune to HIV or protected by supernatural powers etc.  

 Offer specific post-test counselling that includes screening for gender-basedviolence. 

Table 2: Information for discordant couples 

o HIV discordance is common 

o Couples can remain discordant for a long time 

o HIV discordance is not a sign of infidelity 

o HIV is not transmitted at every sexual encounter but chances of 
transmission increase over time with more sexual encounters. 

o The HIV-negative partner is not immune to HIV infection 

o HIV-negative partners in a discordant couple are at a very high risk of 
infection 

o Signs and symptoms for an acute HIV infection includefever, myalgia, 
pharyngitis and rash – and usually subside after 2–4 weeks.  

o He/she should come to hospital if he/she suspects to have acquired HIV. 

 

5.3.1: Pre-exposure prophylaxis for discordant couples 

 Offer pre-exposure prophylaxis to discordant couples 

o PrEP is the use of ARV medications by an individual without HIV to maintain blood and genital 
drug levels sufficient to prevent acquisition of HIV.  

o A combination of tenofovir disoproxil fumarate (TDF) and lamivudine (3TC) or emtricitabine 
(FTC) i s recommended for use as PrEP. 

 Fol low-up HIV negative people on PrEP at the ART centre for as long as they are receiving ARVs. 

o The choice to start, continue or discontinue PrEPshould be made by theperson who in on 
PreEP(HIV-negative), following discussion of the risks and benefits with her health-care 
provider. 
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 Test for hepatitis B virus (HBV) infection before initiating PrEP. 

o It i s important to test for HBV, because after PrEP. is started, withdrawal of the ARVs 
(TDF+3TC/FTC)- which are alsoactive against HBV, may cause thehepatitis B infection to 
become active again with the patient developing signs and symptoms of hepatitis. If PrEP is 
started on patients with hepatitis B, it should be given for life as treatment for HBV. 

 Advise PrEP users that PrEP reaches protection after 7 doses.Therefore, other protective measures 
such as condoms should continue to be used until after 7 doses of PrEP have been taken. 

 Inform the HIV-negative aboutthe signs and symptoms for an acute HIV infection – such as fever, 
myalgia, pharyngitis and rash – that usually subside after 2–4 weeks.  

o He/she should come to hospital if theydevelop such symptoms or if for any other reason, they 
suspect themselves to have acquired HIV. 
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6. Prophylaxis 

6.1:Isoniazid (INH) prophylaxis 

6.1.1. Review TB Status in all clients on each visit. 

 Please note: 

o HIV is a very powerful risk factor for progression from latent infection with M. tuberculosis to 

active TB.  

o Isoniazid preventive therapy (IPT) prevents the progression of TB infection to active TB 

disease.  

In order to ensure that all patients are well screened for TB, you should determine in what section and 

segment of the table below, the client fits, at each visit. Thus, every client should be assigned to one segment.) 

 

Take the necessary action and then record on HIV care/ART card. 

 

Table 3:Screen PLHIV for TB, document findings and takeaction. 

 

Section Segment  Action 
ACTIVE TB On Treatment  Continue with TB treatment 

Look out for side effects 
Adjust DTG doses 
Fil l  in “TB Rx” in ART card 

Newly diagnosed. Not on treatment  Refer to TB clinic for 
treatment 

Infection control 

SUSPECT OF TB Suspect TB if aclient has any of the following: current 
cough, fever, weight loss (or failure to gain weight in 
children), night sweats and history of contact with a 
person with chronic cough in children under one year.  

 Refer to TB clinic for 
investigations to exclude TB. 
Fil l  in “TB Refer” in ART card 

Has any of the symptoms but TB has been excluded  Treat the other causes of 

symptoms 
Start IPT and fi l l  in “INH” in 
the ART card. 

NO SUSPICION 
OF TB 

No symptoms/ signs of TB on INH  Monitor side effects of INH 

No symptoms/ signs of TB not on INH  Start on IPT after excluding 
contraindications (hepatitis, 

heavy alcohol consumption 
and peripheral  neuropathy) 
Fil l  in “INH” in the ART card. 

 

 

 

Comment [BS2]: Shouldn’t we 
align this with GF language? TPT. 
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6.1.2: Eligibility for IPT. 

 Offer isoniazid prophylaxis to:- 
o Adults and adolescents living with HIV who are unlikey to have active TB: 

 IPT should be given to these individuals irrespective of the degree of 
immunosuppression and also to those on antiretroviral treatment (ART), those who 
have previously been treated for TB and pregnant women.  

o Infants aged < 12 months living with HIV who are in contact with a case of TB ,if the 
investigation shows no TB disease. 

o Chi ldren aged ≥ 12 months living with HIV who are considered unlikely to have TB disease on 
the basis of screening for symptoms and who have no contact with a case of TB. 

6.1.3: Steps to follow to exclude (rule out) active TB disease 

Adults and adolescents: 

o To exclude active TB, adults and adolescents living with HIV should be screened for TB 
according to the algorithm below.  Active TB is considered to have been excluded when a 
patient does not report any of the symptoms of current cough, fever, weight loss or night 
sweats. This is because such patients are unlikely to have active TB. They should therefore be 
offered TB preventive treatment, regardless of their ART status.  

 

Figure 1: Algorithm for screening adults and adolescents living with HIV for TB 

   Adults and adolescents living with HIVa    
     

 
  

  Screen people with any of the following symptoms of TBb  
Current cough,  Fever,Weight loss,Night sweats 

  

          

 NO     YES  

       

 
 

Assess for contradictions to preventive 
treatmentc 

 Investigate for T B and other diseases d  

          

 
NO  YES  Other 

diagnosis 
 NOT TB  TB 

          

 
Give 

preventive 
treatment 

 Defer preventive 
treatment & 

screen for TB at 

follow-up 

 Give appropriate 
treatment and 

consider preventive 

treatment 

 Follow-up and 
consider 

preventive 

treatment 

 Treat 
for TBe 

          

 

Screen for TB regularly,  at each encounter with a health worker or visit to a health facility 
 

a-Infection control measures should be prioritized to reduce tuberculosis transmission in all settings in which care is provided 
b-CXR can be done if available, particularly forPLHIVon ART, but is not required to classify patients into TB and non-TB groups. 
c -Contraindications include: active hepatitis (acute or chronic), regular and heavy alcohol consumption and symptoms of peripheral 
neuropathy. History of TB and current pregnancy should not be contradictions for starting preventive treatment. Although LTBI testing 
is not a requirement for initiating preventive treatment, it may be done as part of eligibility screening where feasible. 
d-Xpert MTB/RIF should be used as in the initial diagnostic test for TB 
e-Resume regular screening for TB after completion of treatment for active disease. 
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Children living with HIV: 

 Offer IPT to infants and children after excluding active TB disease 
o Chi ldren (12 months and older) living with HIV should be screened for TB according to a clinical 

algorithm shown below. Those for whom there is no history of poor weight gain, fever or 
current cough or contact with a case of TB are unlikely to have active TB and should be offered 
preventive treatment, regardless of their ART status.   

o Infants and children living with HIV who have poor weight gain, fever or current cough or who 
have a history of contact with a case of TB should be evaluated for TB and other diseases that 
cause such symptoms. If the evaluation shows no TB, these children should be offered 
preventive treatment.  

o However, infants < 1 year of age should be given IPT only if they have a history of household 

contact with a TB case and active TB has been excluded after investigations. 

Figure 2: Algorithm for screening children living with HIV for TB 

 
 

   Children aged > 12 months living with HIV a    

     

 
  

  Screen people with any of the following symptoms of TBb  
Poor weight gain, Fever, Current cough,  history of contact with a person 

with T B.  

  

        

 
  

 NO     YES  
       

 
 

Assess for contradictions to preventive 
treatmentc 

 Investigate for T B and other diseases d  

          

 

NO  YES  Other 
diagnosis 

 NOT TB  TB 

          
 

Give 
preventive 
treatment 

 Defer preventive 
treatment & 

screen for TB at 

follow-up 

 Give appropriate 
treatment and 

consider preventive 

treatment 

 Follow-up 
and 

consider 

preventive 
treatment 

 Treat 
for TBe 

          
 

Screen for TB regularly,  at each encounter with a health worker or visit to a health facility 
 

a-All infants < 1 year of age should be given IPT if they have a history of household contact. 
b-Poor weight gain is defined as reported weight loss, very low weight-for-age (< -3 z score), underweight (< -2 z score), confirmed 
weight loss (>5%) since the last visit or growth curve flattening. 
c -Contraindications include: active hepatitis (acute or chronic), regular and heavy alcohol consumption and symptoms of peripheral 
neuropathy. History of TB and current pregnancy should not be contradictions for starting preventive treatment. Although LTBI testing 
is not a requirement for initiating preventive treatment, it may be done as part of eligibility screening where feasible. 
d-Xpert MTB/RIF should be used as in the initial diagnostic test for TB 
e-Resume regular screening for TB after completion of treatment for active disease. 
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Table 4: Isoniazid prophylaxisdosing  
 

 

 

 

 

 

 

Before starting Isoniazid prophylaxis: 

 Ensure adequate supply of INH and  
 Explain treatment to patient and ensure patient desire to take daily treatment for 6 months. 

 Explain common side effects and when to seek care. 
 If patient drinks alcohol, advise to stop or reduce to low risk levels. 

 

Monitor Isoniazid prophylaxis: 

 Check adherence. 

 Assess for side effects and respond as needed (see table 5 below). 
o Urge people receiving treatment to come back to the ART centre or health providers if they 

develop symptoms between visits, such as poor appetite, nausea, vomiting, abdominal 
discomfort, persistent body weakness, dark-coloured urine, pale stools or jaundice (yellowness 
of the eyes).  

o If a health care provider cannot be consulted at the time of start of such symptoms, the 
patient should immediately stop treatment 

 Assess for any symptoms or signs suggestive of TB. (Refer or investigate if any suspicion) 

 Schedule monthly visits as needed to complete 6 months treatment. 
 Dispense a month’s supply of INH at each visit, or a larger amount to last until the ART centre 

appointment 

 Fol low-up by telephone, and treatment supporter if patient does not return. 

 
Table 5: Respond to side effects during Isoniazid prophylaxis 
 

Respond to Side Effects 

Minor Side Effects: 

• Poor appetite (anorexia), nausea,abdominal pain 

Continue INH and: 

 Give INH at Bedtime 

• Joint Pains Give appropriate analgesic 

• Burning sensation in the feet Give Pyridoxine 100mg daily 

Major Side Effects: 

• New etching of skin, skin rash, dizziness (vertigo or 
nystagmus), Jaundice, Vomiting, Confusion,  
Convulsions 

Stop INH 

Tab strength 3–5.9 
kg 

6–9.9 kg 10–13.9 
kg 

14–19.9 
kg 

20–24.9 
kg 

≥25 kg& 
ADULTS 

INH 100 mg (once daily) 
0.5 1 1.5 2 2.5 nr 

INH 300 mg (once daily) 
…….. …….. …….. …….. …….. 1 
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6.2: Co-trimoxazole prophylaxis 
 Provide co-trimoxazole preventive therapy (CPT) to all PLHIV and HIV-exposed infants. Fill in the ART card. 

o Cotrimoxazole reduces the ri sk of malaria, diarrhoea and pneumonia. It i s the mainstay of 
prevention of pneumocystis j i rovenci  pneumonia (PJP). 

o CPT for HIV-exposed infants starts at 4-6 weeks or when they are fi rst seen and stops when they 
are confi rmed to be HIV negative and are no longer exposed to HIV through breastfeeding. 

 Provide CPT to PLHIV for life or until  CD4 count i s above 500 cel l s/mm3 with a suppressed vi ral  load. 

 Provide CPT to all pregnant women living with HIV irrespective of age of the pregnancy (gestational  age) 
and continue through breastfeeding and for life or until CD4 count is above 500/mm3 with a suppressed 
vi ral  load. 

o Additional intermittent preventive treatment for malaria using sulfadoxine-pyrimethamine (SP) i s 
not required for pregnant women on CPT. 

 

6.2.1: Cotrimoxazole dose 

Table 6: Co-trimoxazole dosing  

 Suspension/syrup 

5 ml of syrup 

200/40 mg 

Child 

tablet- 

dispersible 
(100/20 

mg) 

Single strength 

adult tablet  

(200 mg/40 

mg) 

Double 
strength Adult 

tablet  

(400 mg/80 mg) 

6 weeks- 6 months < 5 kg  

100 trimethoprim/ 

20 sulfamethoxazole  

2.5 ml 1 ¼ tablet (mixed 
with feeds) 

-------- 

7 months-5 years (5-15 kg). 

200 trimethoprim/ 

40 sulfamethoxazole  

5 ml 2 ½ tablet -------- 

6 years- 14 years (15-30 kg).  

400 trimethoprim/ 

80 sulfamethoxazole 

10 mls 4 1 tablet ½ tablet 

>14 years (>30 kg).  

800 trimethoprim/ 

160 sulfamethoxazole 

-------- -------- 2 tablets 1 tablet 
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6.2.2: Manage co-trimoxazole toxicity 

 Side effects of cotrimoxazole are rare but include skin rash, Stevens-Johnson syndrome, anaemia, 

neutropenia and jaundice.  

 Stop CPT i f the side effects are severe. 

Table 7: Management of co-trimoxazole hypersensitivity manifested in skin reactions 

Severity Description Management 

Mild Dry skin, erythema +/- fine 
papules, or itching affecting 

<50% of body surface area 

Continue CTX, monitor closely, consider symptomatic 
treatment with antihistamines +/- topical steroids (NOT 

oral steroids) 

Moderate Dry skin, erythema +/- fine 
papules, or itching affecting 

>50% of body surface area 

Stop CTX, consider symptomatic treatment with 
antihistamines +/-topical steroids (NOT oral steroids), 
consider trial of desensitization after symptoms 

completely resolved 

Severe Mucosal involvement or 
bl istering with associated 
fever affecting any % of body 
surface area (Steven-
Johnsons syndrome) 

Stop CTX, admit to hospital for supportive management 
(IV fluids, wound care, pain control, infection control, 
monitoring for super infection), patient should NEVER 
be re-challenged with CTX or other sulfa-containing 
drugs  

 

6.2.3 Contraindications to CPT 

 Avoid giving CPTto people with known allergy to sulpha-containing drugs or trimethoprim, severe 

anaemia (less than 8g.dl ),and/orvery low white blood cel l  counts <5000 cel l s/mm3(severe 

neutropenia). 

 Offer dapsone to patients with cotrimoxazole hypersensi tivi ty 

o Dapsone provides protection against Pneumocystis Ji roveci  Pneumonia (PJP) but does not 

have the other preventive benefi ts CPT provides. 

o Therefore, pregnant women receiving dapsone should also receive IPT with 

sul fadoxine/pyrimethamine. 

o Dapsone dosing: 1 mg per kg body weight (total  not exceeding 100 mg) 

6.3 Fluconazole prophylaxis 

 Give after full treatment for cryptococcal meningitis (secondary prophylaxis) –fluconazole 200 mg daily 

for the rest of life or until immune status is reconstituted from ARV therapy.  

 Stop fluconazole after at least 6 months of ART and when the CD4 count is greater than 100 cells/mm3. 

 Discuss risks and benefits if pregnant or planning pregnancy.  

o Any maternal exposure to fluconazole during pregnancy — whether in low or high doses — 
may increase the risk for spontaneous abortion, and high-dose fluconazole during the first 
trimester may increase the risk for congenital heart defects (septal anomalies). 
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7.Prepare Patient for Antiretroviral Therapy (ART) 

7.1 Principles of preparation for ART 

 Ensure PLHIV are wel l  prepared to start and adhere to l i felong anti retroviral  therapy (ART)  
 Ini tiate a detai led discussion about the wi l l ingness and readiness of patients to ini tiate ART.   

o The choice to accept or decline ART ultimately lies with the person or his or her caregiver in 
case of a chi ld.   

 Offer ART at subsequent visi ts for cl ients who choose to defer ART ini tiation. 

 Inform clients who choose to defer ART on ci rcumstances where delays in starting ART can have 
negative consequences, particularly for people with tuberculosis (TB), advanced immune-suppression, 
and/or who are at high ri sk of death.  

 Discuss the advantages of good adherence and the consequences of poor adherence 
o Good adherence to ART is key for; 

 sustained HIV vi ral  suppression,  
 reduced risk of drug resistance, 
 improved overal l  health,  
 qual i ty of l i fe, and survival ,  
 Decreased risk of HIV transmission.  

o Conversely poor adherence is the major cause of ART treatment fai lure 
 

 Before starting ART, Adherence counselling should be given in three sessions, held on separate days, 
preferably within the one week of enrolment into HIV care and treatment, to quickly get the patient 
ready to adhere to ART.  The three sessions can be held on consecutive days.  It is extremely important 
to fi rst confirm that the patient has understood their responsibilities in taking ARVs, and is ready and 
wi lling, and commits to coming on time for appointments, taking the medicine at the times required 
(that is, ready to adhere to the treatment), before ART is started.  To support adherence better, i t i s 
highly recommended that the patient is counselled and supported to identi fy a treatment supporter 
who should also come to the clinic and attend at least one adherence session with the patient, before 
ART is started.  
 

 The only exception to the three session on three separate days rule, would be for pregnant women, 
who should be counselled and started on ART on the very day they are diagnosed.  Further adherence 
sessions should be given to them on follow up visits.  The reason no time should be lost for pregnant 
women is because of the urgency of protecting the unborn chi ld. 
 

 Routinely assess and reinforce adherence to ART together with all the members of the cl inical  team  
(physicians, counsellors, nurses, pharmacists, peer educators,etc.) at each of the patient’s visi ts. 

o Adherence in children especially young children depends the actions of adults (parents and 
caregivers). If the primary caregiver is not on ART or is poorly adherent or has not disclosed to 
her/his spouse. i t would be di fficul t for the chi ld to ini tiate and adhere to ART. 

 

 Support pregnancy and breastfeeding women to adhere to ART and attend clinic visits as scheduled 
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o Pregnancy and especially the postpartum period have beenassociated with poor adherence 
and higher loss to follow-up of women living with HIV. 
 

o This may be due to pregnancy-related conditions such as nausea and vomiting; dealing with 
the diagnosis of HIV infection (many women learn about their HIV infection during routine 
screening during pregnancy); concerns about how ART affects the health of the foetus; pill 
burden; the number of clinic visits during pregnancy; fear of disclosure of HIV status to 

partners; long waiting times at clinics. 

7.2 Patients treatment adherence preparation 

7.2.1: Use 5As to prepare PLHIV for ART 

Use the 5 A’s principles for chronic care as a guide to offer pre-ART adherence counselling and psychosocial 
support. These are Assess, Advise, Agree, Assist and Arrange as outlined in the table 6 below. 

Table 6:  Assess, Advise, Agree, Assist and Arrange Pre-ART adherence counselling. 

 

ASSESS  Understanding of ARV therapy. 

 Interest in receiving therapy 

 Assess for and work with the client to address potential barriers to adherence 

such as long-distance travel, family support, pill burden, incorrect beliefs and 
attitudes, mental i llness, stigma etc. 

ADVISE ON  Reinforce the information given before. 

 Advise on advantages of ART and the relationship between poor or good 

adherence and treatment outcomes. 
 Explain l imits on Khat and how this may affect ART. 

 Explain side effects: - 

o Prepare client and treatment supporter to handle common side 
effects. Most side effects can be treated symptomatically.  

o Explain what side effects are l ikely to be transitory (related to initiation 
of treatment) and their l ikely duration. 

 Explain which are more serious and require return to the clinic 

 Explain that the client can still transmit HIV infection when on ART and has 

unsuppressed viral load. It is very important to still practice safer sex and 
adhere to ART. 

 Explain the first ART regimen offers the best opportunity for effective viral 

suppression, immune recovery and consequently clinical benefit 

AGREE  Establish that the client is willing, motivated and agrees to treatment, before 

initiating ARV therapy. 
 Agree on the need to keep appointments and adhere to ART 

 If the client has not disclosed his or her HIV status, encourage him/her to do so 

and offer support with partner notification 
 Disclosure to at least one person who can be the treatment supporter is 

important.  

  Help the client develop the resources / support / arrangements needed for 
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ASSIST adherence: 

 Ability to come for required schedule of follow-up. Discuss how client will do 

this. (Do you live close to here? if not, how will  you manage to come for the 

scheduled appointments? 

 Home and work situation that permits taking medications every day without 

stigma. 

 Supportive family or friends. 

 ARV adherence support group. 
 Treatment supporter - prepare him / her (See section 7.2 below). 

ARRANGE  When client is ready for ARV therapy, discuss at clinical team meeting and 

develop mutually acceptable goals of care and treatment with the client. 

 

7.2.2:  Barriers to adherence 

As part of the preparations for ART, assess for and manage potential barriers to adherence among different 

populations. 

 

Table 9: Potential barriers of adherence to ART among different populations 

 

Population  Potential Barriers 

Infants and 

Chi ldren  
 Lack of a committed, involved and responsible caregiver 

 HIV positive caregiver/parent with ill-health/adherence/emotional challenges 

 Caregiver’s job obligations  

 Chi ld may refuse to take the medicine 

 Multiple caregivers for the child  

 Poor palatability of some medicines 

 Difficulty in swallowing medicines 

 High pill burden, 

 Frequent dosing changes  

 Limited choice of paediatric formulations 

 Chi ld abuse and neglect 

 Stigma and discrimination 

 Non-disclosure to the child and family members 
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Adolescents  Psychosocial issues such as peer pressure, the perceived need to conform 

 Inconsistent daily routine  

 Chi ld abuse and neglect 

 Stigma and discrimination 

 Left out of decisions and have limited opportunities to discuss their concerns 

 Limited adolescent-specific treatment literacy and adherence counselling tools  

 For adolescents who are transitioning from paediatric to adolescent care, 
additional challenges may include 

o Assuming increased responsibility for their care 
o Issues relating to disclosure to peers or partners 
o Difficulties in navigating the healthcare system 

 Lack of links between adult and paediatric services and inadequately skilled 
health workers. 

 The adolescent stages of growth and development 

  Alcohol and substance abuse 
Pregnant or 
breastfeeding 

women 

 Pregnancy-related conditions such as nausea and vomiting may negatively affect 
treatment adherence 

 Suboptimal understanding of HIV, ART, and eMTCT 

 Lack of partner disclosure and support, 
 Fear of stigma and discrimination,  

 Non-disclosure 

 Gender Based Violence (GBV) 

 Drug sharing 

 Service delivery barriers including poor-quality clinical practices, gaps in provider 
knowledge and training, poor access to services. 

Adults   Social barriers (e.g. long work schedules/job time/nature of Job) 

 Forgetfulness 

 Lack of trust in providers or medicines, Stigma and discrimination 

 Lack of social support  

 Non-disclosure 

 Drug side effects 

 Pi ll burden 

 Inadequate information about ARVs  

 Alcohol and substance abuse 
Key 

populations 
 Stigma and discrimination 

 Provider atti tude  

 Alcohol  and substance abuse, Nature of job/engagement,  

 High mobi l i ty 

 Gender Based Violence 

 Lack of peer support 

 Lack of knowledge by health workers of key populations  
People with 
mental  health 
conditions and 

 Uncontrolled depressive symptoms  

 Forgetfulness 
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substanceabuse  Poor organization  

 Poor comprehension of treatment plans 

7.2.3Basic questions and answers about HIV and ARVs 

Some of the basic questions about ART and respective answers are shown in the table below. 

Table 10: Basic questions and answers about HIV and ARVs 

Questions  Answers 

What does it mean to 
be HIV positive?  

 It means your body has the HIV. This virus destroys your immune system and causes AIDS. 

How does HIV affect 

your body? 

It destroys CD4 cells in your blood and leaves your body defenceless against opportunistic 

infections. 

What are ARVs? These are drugs that are used to treat HIV. There are several of them, and they work in 
different ways. 

How do ARVs work? It stops the virus from multiplying in the body resulting in an increase in CD4 cells which helps 
the body to fight opportunistic infections.  

What are the 
benefits of taking 

ARVs? 

ARVs: 

 Suppress the multiplication of the virus in the body. 

 Cause your CD4 count to increase,and you will  fight disease better and reduce your risk 

of fall ing sick. 
 Promote growth and better development in children. 

 Increase your l ife span since you will  not be fall ing sick often 

o Because you are not sick often, you will  be able to work and provide for yourself 

and your family. 
 Reduces the risk of transmitting HIV to your uninfected partners or baby.  

When should an HIV-

infected person start 
ARVs? 

As soon as one is confirmed to be HIV positive and is ready to start treatment.However,  the 

health worker should ensure that you have been prepared enough to start ARVs using the 5 As 
approach. 

How much ARVs 

should I take daily 
and how often? 

Although these are all  ARVs, they are of different types and therefore you should take your 

medicine according to the health worker’s prescription. Drug sharing should be prevented as it 
affects adherence. Patients qualify for different ARV drug regimens depending on age, type of 
job, weight (in children), and prevail ing clinical condition(s). Therefore, ARVs should be taken 
on prescription only. 

What are some of 
the side effects of 
ARVs? 

Severe anaemia, vomiting, skin rash, diarrhoea, nightmares, convulsions, hypersensitivity 
reactions,etc. 

How can I know that I 

have side effects and 
what should I do? 

If you experience conditions that were discussed as side effects of the drugs given during 

adherence counselling, you should report to the health facil ity that provided the treatment  

 If away from the facil ity, you should go to the nearest health facil ity along with your 

patient prescription book 

 If not sure of what to do contact the expert client in your area for support  

 Call the health facil ity l ine for support 

How often should I 

return for HIV care? 
 You should always return for care and monitoring as scheduled by the health worker.  

 When you experience a side effect or a psychosocial challenge 

 When you feel sick,e.g., when you have malaria 
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Questions  Answers 

Why should I start 
ART when I don’t feel 

sick? 

 HIV harms you on the inside even when it is not seen on the outside. It destroys cells that 

help your body fight diseases. Soon you may start falling sick often.  
 When you (your child) take ARVs now, the medicines  reduce the amount of HIV in your 

blood and as a result your body will  be able to fight diseases better, and you will  be 

healthy. 
 Starting ARVs early helps to prevent TB, heart disease and HIV-related cancer and other 

infections that may occur if your immunity is low. 
For children and adolescents 

 You will  not fall sick often, will grow and develop well, attend school and achieve their 

future dreams. 
o When you (your child) is not sickly, you will be able to carry on with your other duties 

normally and may save money on hospital bil ls. 

Adults and sexually active adolescents 

 When the amount of virus in your blood is reduced, the chances that you will transmit HIV 

to others are significantly reduced. 

For key populations and discordant couples 

 ARVs will  prevent your sexual partner(s) from HIV infection. Also use other prevention 

methods l ike condoms. 
Pregnant women 

 Reduce the chances of transmitting HIV to your baby.  
Starting you on ART early will  help you to have a better quality of l ife as you will  not fall sick 
often, you will l ive healthy and stronger and have an HIV-free baby. 

Benefits of adhering 

to ARVs 

 Suppresses the multiplication of the virus in your body.  

 The CD4 count will  increase, and you will  be protected from other i l lnesses. 

 Reduces the risk of developing ARV drug resistance. 

 The risk of transmitting HIV to your HIV-uninfected sexual partners may be reduced. 

 Reduces the risk of infecting your born or unborn baby. 

 In children, they will grow and develop better. 

 In adolescents, they will look healthy, 

Consequences of not 
adhering to ARVs 

 You may not be able to suppress viral multiplication in your body 

 The virus will  continue to destroy your immune system and decrease your CD4 count.  

 When your CD4 count is low, you will  be prone to opportunistic infections, and you will  

develop more severe disease. 
 The virus in your body may also become resistant to ARVs.  

 You will  have l imited options for treatment and require more costly ARVs for your 

treatment which may not be readily available in the country. 
 Become less productive resulting in loss of economic activity. 

 May succumb to l ife-threatening conditions of AIDS which leads to death. 

 The chances are high that pregnant and breastfeeding women will  transmit HIV to their 

born and unborn babies. 

 Adolescents might not realize their future dreams. 
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7.2.4 Ten questions guide for developing an adherence plan 

Table11: Questions to guide development of an adherence plan. 

Question Patient/caregiver 
response 

1. How many pi l l s of the medicine wi l l  you take/give per day? 
(cl ient demonstrates as you observe)  

 

2. What time wi l l  you take/ give the medicine?   

3. How wi l l  you remember to take/ give the medicine?   

4. Where wi l l  you keep the medicine?   

5. What wi l l  motivate you to take/give the medicine?  

6. Whom have you disclosed to /plan to disclose to?   

7. Who is your or your chi ld’s treatment buddy?   

8. Who will pick your /your child’s medicine if you cannot come to the cl inic?   

9. How wi l l  you ensure you keep your appointments as scheduled?  

10. What chal lenges/factors may affect your adherence? (Explore for non-
disclosure, alcohol  and substance abuse, sexual  partner(s), and stigma.) 

 

7.3:Prepare treatment supporter (guardian / buddy) 

Help the client choose an ART or ART/TB treatment supporter.  He or she should be someone who:  
 Is chosen by the client. 

 Has accepted the client’s HIV-positive status. 

 Is committed to support the client with ART for a long time. 

 Has gained the client’s trust over time. 

 Is available to go to the preparatory visits and to be educated on HIV, ART and TB issues.  

 Is available when the patient is taking her medications in the first months of therapy and after that as 
necessary to support adherence.  

 Will treat all information as confidential.  

 Is either: spouse, parent, son/daughter, someone from support group, friend, neighbour, teacher, 

spi ritual guide, etc.  

 

7.3.1. How to prepare the treatment supporter: 

 Have a meeting wi th the supporter before getting commitment to explain what i s required 
(commitment, confidentiality, knowledge on HIV, ART and TB related needs and emergency resource 
needs such as money, help with household, chi ldren, which can arise whi le on treatment).  

 Educate on what “being confidential” means.  

  Educate the treatment supporter using all available educational aids such as client education cards, 
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charts etc.  Also, use the TB Treatment supporter materials if client is on TB treatment.  

 Educate the treatment supporter to remind the client to: - 
o take the medicine (and to work out with the client how best to do so);  
o remember (and if the client is not capable of keeping track of) all important test  

results and clinic history over time;  
o accompany client to support group meeting if possible;  
o educate to prevent him/her about burn-out (see also Annex A.8);  
o  to provide psychosocial support,  

o request his/her presence at the three preparatory visits prior ART initiation.  
 

 Explain how the clinical team can be reached by phone or any other quick way of 
consultation if urgent problems with the client arise.  

 
 It i s encouraged for the ART facility to hold treatment supporter meetings every two weeks to deal  

with issues facing the treatment supporters (burn out, client not being adherent, barriers to treatment 
and adherence, etc.).  
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Table 12: ART readiness assessment form 

A. Psychosocial/knowledge criteria (applies to patients and caregivers) Yes No Comment 

1. Understands how HIV affects the body and benefits of ART?    

2. Has screened negative for alcohol or other drug use disorder?    

3. Is will ing to disclose/has disclosed HIV status to a sexual partner and significant 
other? 

   

4. Has received demonstration of how to take/administer ART and other prescribed 
medication? 

   

5. Has received information on predictable side effects of ART and understands what 
steps to take in case of these side effects? 

   

6. For patients dependent on a caregiver: caregiver is committed to long-term support 

of the patient, daily administration of ART, and meets the criteria above? 

   

7. Other l ikely barriers to adherence have been identified, and there is a plan in place 
to address them (e.g. frequent travel for work, plan to deal with unexpected travel, 
distance from clinic, etc.)? 

   

8. Patient/caregiver has provided address and contact details?    

9. Patient/caregiver feels ready to start ART today?    

B. Support systems criteria (applies to patients and caregivers) 

10. Has identified convenient time/s of the day for taking ART?    

11. Has treatment supporter been identified and engaged in HIV education, or will 

attend next counselling session? 

   

12. Is aware of the support group meeting time/s?    

13. Has enrolled into SMS reminder system? (If facility has reminder system)    

14. Are other support systems in place or planned (e.g. setting phone alarm, pil l box)?    

C. Medical criteria 

15. Patient newly diagnosed with TB: 
     Start TB treatment  

     Defer ART until  2 weeks after starting TB treatment 

   

16. Patient diagnosed with cryptococcal meningitis or has symptoms consistent with 
cryptococcal meningitis (headache, the presence of seizures, altered consciousness, 
photophobia, neck stiffness, and a positive Kernig’s sign):  
Treat cryptococcal meningitis                                            

Defer ART until  4-6 weeks after initiating treatment for cryptococcal meningitis 

   

 The only absolute criteria for deferring ART is yes to question 15 and 16 

 If the response to any question in Section A or B is “No,” develop a strategy to address the issue as quickly as 
possible and consider assigning an expert client to follow up. ART may be initiated with adequate adherence 

support while the criteria arebeing addressed, or ART may be deferred until  the criteria are met, on a case-by-case 
basis. 
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7.4 Treatment of opportunistic infections and starting ART 

 Treat co-infections/comorbidities affectingPLHIV before starting ART.  
o This reduces pill burden and avoids confusing signs and symptoms of other diseases with ARV 

side effects.  

 Ini tiate ART without delay in conditions where no effective therapy exists for the opportunistic 
infection/condition (e.g. skin rash, cryptosporidiosis, microsporidiosis, progressive multifocal 
leukoencephalopathy etc.) and ART may be the only treatment that can improve immune function and 
cl inical outcomes. 

 Ini tiate ART immediately in cases of HIV-associated malignancies such as Kaposi’s sarcoma. 

 Delay ART initiation for cryptococcal and TB meningitis. Immediate ART initiation may increase the risk 

of serious Immune Reconstitution Inflammatory Syndrome (IRIS).  

 

Table 13: Opportunistic infection or clinical condition and starting ART 

If client has this clinical problem: Follow these instructions (using Acute Care guideline 

module): 

Acute i l lness  Treat the i l lness before starting ART. 

Drug reaction. Do not start ART during an acute drug reaction 

Prurigo or other known chronic skin problem. Do not delay ART. Manage skin problems. 

 

Oesophageal thrush. Start ART after Fluconazole treatment.  

Persistent diarrhoea: offer empirical treatment. Do not delay ART waiting for resolution. 

Non-severe anaemia (above 8g/dl) 

 

Treat anaemia. If anaemia does not respond to treatment, 
do not delay ART (this is often anaemia of chronic disease 

due to HIV infection. 

Toxoplasma brain abscess, HIV encephalopathy 
and now stable (no new signs). 

Start ART. 

Persistent/recurrent fever without explanation. 

 

Investigate and treat cause. Otherwise start ART if the fever 
does not respond to treatment.  
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7.5Mental health, substance abuse and starting ART 

 

Table 14: Mental health, substance abuse and starting ART 

If client has this 

disorder: 

Follow these instructions. 

Delirium Teat the underlying causebefore starting ARV therapy. 

Dementia  If HIV-related, consider ART with additional adherence support.  

Suicide risk  Ensure client safety; stabil ize before starting ART Refer if high risk of suicide. 

Major depression  Treat depression first and start ART when person well enough to participate in 

treatment.  Avoid Efavirenz. 

Minor depression/ 
complicated 
bereavement 

No reason to postpone ART.  Avoid Efavirenz. 

 

Psychosis 

 

Treat psychosis and start ART when person well enough to participate in treatment. 

Mental retardation Do not exclude from ART but requires additional adherence support.  

Anxiety disorder No reason to postpone ART. May need additional adherence support 

Harmful or hazardous 
substance abuse 
(Khatuse, alcohol) 

Do brief interventions for harmful khat or hazardous alcohol and use. 

Advise on health risks and interaction with ARVs (l iver damage).  

 

 

 Generally, mental illness, substance use disorder, and psychosocial  chal lenges are not reasons to 
withhold ART from a patient. Rather, these issues indicate the need for additional  interventions to 
support adherence 

 If a person on ARV therapy develops a psychiatric disorder, do not stop ART. Treat the disorder. 

Consult with col leagues with relevant expertise.  
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8. Provide Anti-Retroviral Therapy (ART) 
8.1 The goal of ART 

The aim of antiretroviral therapy is to suppress viral load levels amongst all PLHIV to undetectable levels and 

reduce the risk of morbidi ty and mortal i ty associated with HIV, as wel l  as reduce transmission of HIV.  

 

7.8 What ARV regimen to start with (first-line ART 

 

 

8.2 First Line ART Regimens 

8.2.1 Principles for selecting the ARV regimens 

The fi rst-line ART regimens for treating HIV infection have been selected based on the fol lowing principles: 

 Choosing regimens with lower toxici ty 

 Preferring regimens with that taste better and involve swallowing a smaller number of pi l l s per day 
(lower pi l l  burden) 

 Preferring regimens that reduce HIV in the blood faster, and are less l ikely to develop HIV drug 
resistance (efficacy and durabi l i ty) 

 Preferring regimens that can be used across di fferent age groups and patient characteristic e.g. 
pregnant women, TB patients and Hepati ti s coinfection. 

 Preferring regimens that are cheaper, so that avai lable resources can cover more patients. 
 Sequencing: sparing some formulations for use in the 2ndand 3rdl ine regimens. 

 

8.2.2 Recommended first-line regimen for initiating ART for adults and adolescents: 

 The preferred fi rst l ine regimen for adults and adolescents i s TDCF+3TC/FTC+ DTG 
In ful l the drugs in this regimen are: tenofovir disoproxi l  fumarate. (TDF)+ lamivudine (3TC) (or 
emtrici tabine (FTC) + dolutegravir (DTG) 
 

o The al ternative first line regimens for adults and adolescents  i s:(TDF+3TC/FTC+EFV). In ful l  
this regimen is Tenofovir disoproxil fumarate. (TDF)+ lamivudine (3TC) or emtrici tabine (FTC) 
+ efavirenz (EFV). 

o When efavirenz is used, the EFV 400 mg formulation is preferred to EFV 600mg becauseEFV 
400 mg is better tolerated, with lower risk of treatment discontinuation and severe treatment 
related adverse events.  

o Regimens containing EFV 400 mg and EFV 600 mg were comparable for vi ral  suppression, 
mortal i ty and mental  and nervous system adverse events.  EFV 400 mg can be co-

administered with ri fampicin containing anti -TB treatment. 

ART should be initiated at the earliest opportunity in all people with confirmed HIV 

infection, regardless of clinical stage or CD4 cell count 
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8.2.3:Benefits and concerns of DTG in the first line regimen 

 DTG in the fi rst l ine regimen offers the fol lowing benefi ts  

o Lower potential  for drug–drug interactions. 

o More rapid vi ral  suppression  

o Higher genetic barrier to developing HIV drug resistance. Treatment resistance to non-

nucleoside reverse-transcriptase inhibi tors (NNRTI) such as EFV is  on the increase. 

o Active against HIV-2 infection, which i s natural ly resistant to EFV. 

o As a result of the above, PLHIV on DTG-containing regimens are less l ikely to discontinue 

treatment or to develop resistance compared to those an efavirenz containing one. 

o However, DTG has been associated with a slightly increased risk of congenital  neural  tube 

defects (which lead to bi rth disorders l ike spina bi fida).2 

o Therefore, in women of chi ld- bearing potential  newly ini tiating ART, this ri sk should be 

balanced with the benefits of DTG which include greater maternal vi ral  suppression, fewer 

maternal deaths, fewer sexual  transmissions and fewer mother-to-chi ld transmissions. 

 Women in the childbearing age group who are not pregnant should be counselled on contraception at 

every visit and those with unmet birth spacing needs identified referred or provided with the preferred 

family planning.  Those who accept to use contraception can be safely put on DTG-containing regimen.  

Those who do not chose to use contraception should be informed about the ri sks and benefi ts of 

various ARVs, including dolutegravir (DTG) as wel l  as the al ternative of Efavirenz.  They should be 

supported to make an informed choice or ART regimen. 

 Women who are ful ly informed about the ri sks and benefi ts may then choose ei ther: - 

o TDF + 3TC(FTC)+DTG with contraception OR  

o TDF + 3TC(FTC)+DTG without contraception OR  

o TDF + 3TC(FTC)+EFV 

 DTG remains the preferred for ART-naive pregnant women i rrespective of trimester. 

 If a pregnant woman comes to the ART centre after the fi rst trimester, DTG should be ini tiated or 

continued for the duration of the pregnancy. 

 For ART doses of adults and adolescents refer to appendix A9. 

8.2.4 Recommended 1st-line regimen for initiating ART in children (0- 10 years). 

Please note that Dolutegravir (DTG)-based regimens are the preferred first-line treatment for HIV-positive 
infants and children aged 4 weeks and above.  However, formulations to deliver DTG-based regimens are not 
yet available across all weight bands. Currently, DTG is approved for use among children weighing more than 
20 kg. Formulation for children weighing less than 20 kg are being developed and are expected to be available 

in the future. 

                                                 
2
According to the most  recent  data reported inUpdate of recommendations on first- and second-line antiretroviral 

regimens. Geneva, Switzerland: World Health Organization; 2019 (WHO/CDS/HIV/19) about  0.3% of babies (3 out  of 

1000) born to women on DT G-containing regimens had neural tube defects compared to 0.1% (1 out  of 1000) babies on 

non-DT G containing regimens. T hese numbers may change as more data is collected. 

 

Comment [BS4]: Need a text box 
here on counselling women on RH 
choices/FP and risks of DTG – for 
both 1st line initiating, switching or 
even 2nd line. Can take info from 
8.2.5: Switching to DTG for PLHIV 
already on first line ART regimens:  
 And expand.  

Formatted: Font: 11 pt, Complex

Script Font: 11 pt, Highlight

Comment [BS5]: Check this against 
recent IAC releases 

Formatted: Highlight

Formatted: Font: 11 pt, Complex

Script Font: 11 pt, Highlight

Formatted: Highlight



37 

 

Table 15: Recommended first-line for initiating ART in children (0-10 years) 

Child weight band Preferred regimen Alternative regimen 

3.0-19.9 kg ABC/3TC+LPV/r AZT/3TC+LPV/r 

29.9- 20.0 kg ABC/3TC+DTG ABC/3TC+RAL  

> 30.0 kg TDF+3TC (FTC)+DTG 
TLE or TEE 600 (or 400mg when 
available) 

NVP=nevirapine; RAL=Raltegravir; LPV/r=Lopinavir boosted with ritonavir; 
ABC=Abacavir;3TC=lamivudine; EFV=Efavirenz, FTC=emtricitabine; DTG dolutegravir 
TLE=TDF+3TC+EFV; TEE=TDF+FTC+EFV 

 

Table 16: Principles guiding selection of ART regimens in children 

 

 

 ABC is preferred to TDF in children weighing less than 30 kg because although they have similar benefits (once -daily 

dosage and a favourable resistance profile), ABC has been better studied in children and is generally well tolerated, 

without the risks of bone and renal tox icity. ABC is also available in paediatric fixed dose combination (FDC) 

formulations whereas TDF formulations for younger children are not available. To date, there are no TDF-containing 

paediatric FDCs. Although ABC can cause potentially fatal hypersensitivity among people with the HLA-B*5701 allele, 

present in 3–4% of Caucasian and Asian children, it is very rare among African children. 

 Currently, DTG is approved for use among children weighing more than 20 kg. Formulation for children weighing less 

than 20 kg are being developed and are expected to be available in the future. 

 ABC is preferable to AZT because although both were comparable in their clinical, immunological and virological 

response, as well as safety and tolerability, failure of AZT results in the accumulation of thymidine analogue 

mutations, reducing susceptibility to ABC or TDF in a subsequent regimen (if two or more thymidine analogue 

mutations are present). Therefore, ABC + 3TC remains the preferred option for the first line NRTI backbone in 

children in this age group. 

 

 LPV/r-based regimen is better than NVP-based regimen for children weighing less than 20kg because those starting 

on LPV/r have a reduced risk of discontinuing treatment, viral failure or death compared to c hildren starting NVP.  In 

addition: - 

 
o LPV/r is known to have a better resistance profile, which protects against the selection of NRTI resistance 

without compromising the use of other PIs in second-line regimens. surveillance of drug resistance among 
vertically infected children younger than 18 months has revealed high levels of resistance to NNRTIs. 
 

o LPV/r causes a reduction in the incidence of malaria among children  
 

 However, providing an LPV/r-based regimen to infants and children weighing less than 20 kg in some resource -limited 
settings may be challenging.  

o The current LPV/r syrup formulation requires a cold chain until the point of dispensing. The syrup is unpalata ble, 
with the potential for suboptimal adherence, as highlighted by caregivers and health workers.  

o Alternatively, heat stable LPV/r pellets may be used.  
o Alternative to LPV/r when DTG paediatric formulations are not available, NVP or RAL can be used for children 

less than 3 years of age. 
 

 EFV is not recommended for children less than 3 years. 
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8.2.5: Switching to DTG for PLHIV already on first line ART regimens: 

 Switch all adults, adolescents and children above 20kg in weight on the first l ine to DTG i f their vi ral  
load is suppressed 

o Adult women and adolescent gi rl s of chi ldbearing age or potential  who wish to become 
pregnant or who are not otherwise using or accessing consistent and effective contraception 
who are fully informed about the risks and benefits of DTG may then choose to either remain 
on EFV or switch to TDF + 3TC(FTC)+DTG with or without contraception. 
 

 Transi tion a woman who gets pregnant on an EFV containing regimen to DTG after the fi rst 
trimester. 
 

 Maintain on DTG a woman who gets pregnant on DTG containing regimen. 
o Most neural  tube defects (NTDs) occur before the neural  tube closes at 4 weeks post-

conception, approximately 6 weeks post last menstrual period. After 6 weeks gestation, the 
additional risk of NTDs developing i s thought to be much less l ikely. Women often detect 
pregnancy and present to care between 6 and 14 weeks of gestational  age. 
 

 Transition children initiated on NVP,EFV or LPV/r toa DTG regimenwhen they reach 20kg in weight i f 
they have a suppressed vi ral  load.  
 

o If the vi ral load is not suppressed, they should first be investigated for treatment failure before 
any regimen change by intensive adherence counselling for 3 months and repeat vi ral  load 
thereafter.  If they become suppressed, they can transi tion to DTG fi rst l ine, and i f not 
suppressed to an appropriate DTG-based second l ine regimen. 
 

 

Table 17: Transitioning to DTG for PLHIVcurrently suppressed on ART first line regimens: 

 

 `Current regimen  

Adults and adolescents* TDF (AZT) +3TC(FTC)+EFV (NVP) TDF+3TC(FTC)+DTG 

Children 30 kg & above TDF(AZT)+3TC(FTC)+EFV(NVP) TDF+3TC+DTG 

Children 20.0 -29.9 kg ABC (AZT)+3TC(FTC)+EFV(NVP) ABC+3TC+DTG 

Children 3.0 – 19.9kg ABC (AZT)+3TC(FTC)+EFV(NVP) 
ABC+3TC+LPVr until  20 kg then switch to 
DTG. 
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8.3 What regimen to switch to (2nd line and 3rd line ART) 

8.3.1 Second line ART 

 Offer DTG in combination with AZT/TDF+3TC/FTC (also known as the NRTI backbone) to adults, 
adolescents and children for whom non-DTG-based regimens are failing. 
 

o DTG is generally safer and more effective than protease inhibitor (PI)–based second-line 
regimens. 
 

o Taken together with other advantages, including lower cost, less potential for drug–drug 
interactions, fewer number of tablets to be swallowed per day (pill burden), and availability in 
once-daily fixed-dose combinations, DTG is recommended as the preferred ARV drug for 
second-line ART among adults, adolescents and children for whom a non-DTG-based first-line 
regimen has failed. 

 

o Therefore, DTG can be used in both first line and second line regimens 
 

 Offer a boosted protease inhibitor in combination with a revised /changed NRTI backbone to adults, 
adolescents and children for whom DTG-based regimens are failing, as shown in the table below.  

 

Table 18: Preferred and alternative second line regimens 

  Failing first line Preferred second line Alternative second line 

Adults and 
adolescents 
and children 

30 kg and 
over 

TDF + 3TC (or FTC) + DTG AZT + 3TC + ATV/r (or LPV/r) AZT + 3TC + DRV/r 

TDF + 3TC (or FTC) + EFV (or 

NVP) 

AZT+3TC+DTG AZT + 3TC + ATV/r (or LPV/r or 

DRV/r) 

AZT + 3TC + EFV (or NVP) TDF+ 3TC (or FTC) + DTG TDF + 3TC (or FTC) + ATV/r (or LPV/r 
or DRV/r) 

Children 
lessthan 30 
kg  

ABC + 3TC + DTG AZT+ 3TC + LPV/r (or ATV/r) AZT + 3TC + DRV/r 

ABC (or AZT) + 3TC + LPV/r AZT (or ABC) + 3TC + DTG AZT (or ABC) + 3TC + RAL 

ABC (or AZT) + 3TC + EFV AZT (or ABC) + 3TC + DTG AZT (or ABC) + 3TC + LPV/r (or 
ATV/r) 

AZT + 3TC + NVP ABC + 3TC + DTG ABC + 3TC + LPV/r (or ATV/r or 

DRV/r) 

3TC: lamivudine;ABC: abacavir; ATV/r: atazanavir/ritonavir; AZT: zidovudine;DRV/r: darunavir/ritonavir; DTG: 
dolutegravir; EFV: efavirenz;FTC: emtricitabine; LPV/r: lopinavir/ ritonavir; 
 NVP: nevirapine; RAL: raltegravir; TDF: tenofovir disoproxil fumarate. 
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8.3.2: Third-line ART regimen for adults, adolescents and children 

With time, it may emerge that some patients are failing even the second l ine regimens.  For such 
cases it is recommended as follows: 

 Consider: Darunavir /ritonavir (DRV/r) + dolutegravir (DTG) +1-2 (nucleoside reverse transcriptase 
inhibitors (NRTIs). 
 

 The fol lowing should be noted: 
o For PI-experienced people, the recommended DRV/r dose should be 600 mg/100 mg twice 

daily.  
o Chi ldren younger than three years should not use DRV/r. 
o DTG-based third line following use of INSTI must be administered twice daily 
o Where possible consider optimization using genotyping 

o If all of this is not possible keep the patient on the second line 
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9.0 Monitor response to ART 
 

9.1 Monitor patient viral load and diagnose of treatment failure 

 

 Viral  load monitoring i s the preferred approach for monitoring response to ART and to 

diagnose/confi rm ART treatment fai lure.   Compared to cl inical  or immunological  monitoring, 

vi rological  monitoring can 

o Provide early and more accurate indication of treatment failure and the need to switch from 

fi rst line to second-line drugs, hence reducing the accumulation of drug resistance mutations  

and improving cl inical  outcomes. 

o help to distinguish between treatment fai lure and non-adherence. 

 

 A patient who has been on ART for more than 6 months and is responding to ART should have vi ral  

suppression (VL <1000 copies/ml) irrespective of the sample type (either Dry Blood Spots or plasma).  

 

 Plasma specimens are preferred for viral load testing. Dried blood spot specimens are recommended 

for use in settings where there is no viral load machine at the site, and i t i s not possible to properly 

transport plasma samples to si tes where the machines are. 

 

 A team at the ART centre (Doctors, Nurses, and Counsellors) need to sit together to review each case 

of suspected treatment failure to decide switching each patient on second or thi rd-l ine regimens.  

 

9.1.1 Frequency of viral load testing 

 Do the fi rst VL testsix months after initiating ART and the second VL  6 months after the first one and 
thereafter every 12 months. 

o Continue with treatment if the VL i s suppressed. 
o Fol low the algorithm below if VL not suppressed. 

 

 Adjust frequency of viral load testing among pregnant and breastfeeding women:  
o If newly ini tiating ART, do a VL test after 6 months of ART. 
o If already on ART, test for VL when the pregnancy is ascertained if none has been conducted in the 

previous 3 months.  

o To determine the risk of MTCT a viral load test should be done at least one month before or after 

bi rth. 

o Documented high viral load around the time of giving birth is an indication for enhanced 

infant prophylaxis 

o Test VL every 6 months when the mother is breastfeeding. After cessation of breastfeeding, the VL 
testing schedule should revert to the normal adult VL schedule.   
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9.1.2: Evaluation of suspected treatment failure 

Figure 3: Algorithm for evaluation of suspected treatment failure  

 

 

9.1.3: When viral load is not suppressed (VL>1000 copies per ml) 

For non-suppressed PLHIV: 

 Contact the patient to return to facility within one week after facility receives results 

 Ensure that facility ART team holds case discussions on patients with non-suppressed VLs to determine 
possible causes of non-suppression.  

 Discuss results with the patient and assess for barriers to adherence 

 Do intensive adherence counsel l ing support monthly for three months. 

 Repeat VL test one month after the last (3rd) intensive adherence counselling session (the repeat vi ral  
load test should be done within 6 months of the last unsuppressed VL test). 

 If the repeat VL i s suppressed, continue with the current ART regimen. 

 If repeat VL is not suppressed, and the ART team is confident that the patient i s adherent, then the 
patient is fai l ing on the current ARV regimen and should be switched according to the guidance. 
 

Test for vi ral load  at Month 6, Month 12 and then every 12 months 

for adults   

Viral Load >1000 copies/ml .  

Evaluate for adherence, exclude malabsorption causes (diarrhoea, 
vomiting), medication interactions, OIs.  

 Provide intensive adherence counselling  
 

Repeat vi ral load testing after 3 
months  

Viral load >1000 copies/ml .  

Switch to 2nd line ART i f on 1st line ART, 

If on 2nd line, consult HIV specialist and consider 
genotype resistance testing or switch to 3rd l ine  

 

Viral load < 1000copies/ml. 

Maitain current therapy with 
adherence support and vi ral 

load monitoring 
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9.2 Diagnose treatment failure in the absence of viral load monitoring. 

 Diagnose treatment failure using clinical and immunologicalindicators where viral load monitoring is 
not available as shown in table below 

 

Table 19: definitions of clinical and immunological failure for the decision to switch ART regimens. 

 

 Failure Definition Comments 

Clinical failure Adults and adolescents: New or recurrent clinical 

event indicating severe immunodeficiency (WHO 

clinical stage 4 condition) a after 6 months of 

effective treatment. 

Children: New or recurrent clinical event indicating 

advanced or severe immunodeficiency (WHO clinical 

stage 3 and 4 clinical condition with the exception of 

TB) after 6 months of effective treatment 

The condition must be differentiated from 

immune reconstitution inflammatory 

syndrome occurring after initiating. 

 ART For adults, certain WHO clinical stage 3 

conditions (pulmonary TB and severe 

bacterial infections) may also indicate 

treatment failure 

 

Immunological 

failure 

Adults and adolescents: CD4 count at or below 250 

cells/mm
3
 following clinical failure or Persistent CD4 

levels below 100 cells/mm
3 

Children Younger than 5 

years: Persistent CD4 levels below 200 cells/mm
3
 

Children older than 5 years: Persistent CD4 levels 

below 100 cells/mm
3
 

Without concomitant or recent infection to 

cause a transient decline in the CD4 cell  

count. 

Current WHO clinical and immunological 

criteria detect treatment failure too late, 

much later than it would be detectable by 

measuring the viral load.  

 

 However, immunological and clinical criteria have poor sensitivity and specificity to detect treatment 

failure.  

 CD4 counts may be lowered by other conditions other than treatment failure 

o The rate of increase in CD4 cells may be slower in older patients or in those with severe 

immunocompromise at baseline.  

o The CD4 count can be affected by different readings possible for same sample from different 

labs (inter-laboratory variability), acute illness, medications that suppress the bone marrow, 

and a normal daily variation with the time of day (diurnal variation).  

 

 For these reasons, results that are unexpectedly different from prior ones should be confirmed with a 
repeat test.  
 

 A significant difference between two test results is generally defined as: 
o a 30 percent change in the absolute CD4 count or  
o a change in the % CD4 cell countby three percentage points.  

 

 CD4 count should be determined at the initiation of ART and once every 12 months 
 

 

Comment [BS6]: Is there any other 

time indicated to do CD4? 
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9.3 Monitor other laboratory tests 

Other laboratory tests should be done when clinically indicated the tables below. 

Table 20: Monitor other laboratory tests 

Test Indication 

CrAg (CD4<100cells/mm3) 

Complete blood 

count (CBC) 
Patients at risk of anaemia, e.g. patients on AZT, anti-cancer drugs, chronic renal 

disease, etc. 

TB tests  If TB i s suspected 

Serum creatinine If PLHIV has other illnesses such as Diabetes Melitus, hypertension 

ALT, AST Reduced l iver function, e.g. hepatitis B or C infection, ART-induced liver damage  

 Lipid profile &blood 
glucose 

If PLHIV hasdiabetes mellitus, hypertension, or lifestyle risk factors or on ART for more 

than five years or is 45 years or older. 

 Syphi lis serology, 
urine dipstick For preganat  women living with HIV if not dome at the MCH 

 

9.4 Monitor adherence to ART. 

 Assess and monitor adherence to ART on each cl inic visi t. 
 Assess for the barriers to adherence and explore strategies to maintain and/or improve adherence. 

 Ask patients about their experience with taking medications, as wel l  as concerns and expectations 
about treatment.  

 Discuss with the patient in a collaborative, non-judgmental manner, to find solutions to the difficulties 
faced by patients with poor adherence. 

 Use posi tive reinforcement to encourage adherence for cl ients with a suppressed vi ral  load.  
o Inform them of the suppressed viral load, increase in CD4 counts and congratulate them for 

attending appointments as scheduled.  

 Use vi ral load monitoring and at least one other method among those listed below to routinely assess 
adherence in the cl inic.  

 

9.4.1 Viral load 

 Viral load monitoring is considered the most reliable method (gold standard) for monitoring adherence 
and confi rming treatment response.   

 Al l  HIV-infected patients should receive a vi ral  load test 6 months after ini tiating treatment, then 
another test 6 months after the 1st vi ral  load test and annual ly thereafter.    

 Fol lowing an initial high viral  load (>1000 copies/mL), enhanced/intensive adherence counsel l ing 

should be carried out before conducting a second vi ral  load test. 

Formatted: Font: 11 pt, Font color:

Red, Complex Script Font: 11 pt
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9.4.2Self-reporting 

 Sel f-reporting is rapid, inexpensive, easily carried out in cl inical  settings and i s frequently used in 
routine care.  

 It involves asking questions regarding missed doses to establish adherence. It i s essential  that these 
questions be posed in as a non-threatening and sensi tive a way as possible.  

 Al l  patients, especial ly adolescents should be encouraged to speak openly, and they should be 
reassured that many people find i t di fficul t to take al l  their medications. 

 However, although this method is commonly used, people may not remember missed doses accurately 
or may not report missed doses because they do not want to be cri ticized by providers.  

 Counselling on the importance of writing down ARV drug doses and encouraging honest reporting of 
non-adherence are cri tical  components of monitoring adherence to ART in routine care settings.  

 When using self-report, use the four guide questions to determine adherence and reasons for not 

adhering to ART – see table below. 

Table 21: Four question guide for reviewing an adherence plan 

Question Client Response 

1. How many times do you take drugs in a day?  

2. What time do you take it?  

  3. Some of my clients forget take medications each and every day. So, tell 

me honestly: How many doses have you missed in the past month? 
 

4. What are the reasons for missing your drugs?  

 

Use the number of missed ARV doses in the past month to determine adherence level and appropriate action. 

 

9.4.3 Pill counting 

 This approach compares the actual to the expected consumption of ART since last dispensed by the 
pharmacy. The effectiveness of pill counting is limited by the risk that patients may throw away tablets 
not taken,before their routine cl inic visi t, leading to overestimated adherence.  

 Pi l l  count performs better when combined with sel f-reported adherence. 

 

Using pi l l  counts to determine adherence levels  

 Count the number of pills the patient has in the medicines bottle. Determine the number of pi l l s the 
patient should have taken since the last cl inic visi t.  

 

 Compute the percent adherence using the formula below: 

 % adherence= (
                     

                                                 
)       

 After computing % adherence, use the table below to determine the adherence level . 
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Table 22: Determining adherence levels from self-report and pill count and recommended action 

 

Missed doses per month 
Percent 

adherence 
Adherence 

ranking 
Recommended Action Oncedaily 

dosing 
Twice daily 

dosing 

<2 doses  ≤ 2 doses  ≥95% Good  Review adherence plan 

 Support to continue adhering well. 

2-4 doses 4-8 doses 85–94% Average  Address the causes of average/poor 
adherence 

 Review adherence plan 
≥5 doses  ≥9 doses  <85% Poor 

Note: Adherence above 105% (e.g. much less pills left in bottle than would be expected) could imply 

potential drug sharing or other inconsistencies in dosing and should be investigated. 

 

9.4.4 Pharmacy refill and clinic records 

 Adherence can also be assessed by viewing the patient’s cl inic and pharmacy records.  
 Such records document if and when a patient or caregiver collected their ARVs; i rregular col lection 

may indicate adherence chal lenges.  
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9.5.  Provide support for adherence 

9.5.1: Find out the reasons for poor adherence/ barriers to adherence. 

 Engage a patient who is struggl ing with adherence after HIV diagnosis with a constructive, 

col laborative, non-judgmental, and problem-solving approach rather than blaming or lecturing them, 

on the importance of adherence.  

 Engage them in counsellingand together find out the barriers to adherence and assist them to design 

plans on how to overcome them. 

 

Table 23: Possible barriers to adherence and how they can be resolved. 

 

Reasons for 
poor adherence 

Possible barriers Problem solving 

Forgot to take 
pi lls 

Patient forgot because of:  

 travelling, 
  active drug use  

 psychiatric illness, 

 l iving alone,  

 no family support, 
e.g. not disclosed, 
prisoner, displaced 
person etc. 

 Plan before travel, take extra pills. 

 Use reminder cues 
 Address alcohol or drugs use.  

 Enl ist family support. 

 Treat depression or any other psychiatric illness. 
 Use PLHIV support groups. 

 Develop links with local community-based 
organizations and support groups. 

 Discuss and encourage disclosure. 
 Consider other, e.g. nutrition support 

 Use text messages to complement education and 
counselling interventions (e.g., text messaging, pill 

box monitors, pill boxes, alarms). 

Pi lls do not help  
OR 
Fel t better, so 
did not 
continue 
 

 Incorrect beliefs 
and attitudes  

 Inadequate 
understanding of 
drug resistance 
and i ts 
relationship to 
adherence. 

 Improve counselling (review ART and adherence). 

 Take time and use all encounters to educate the 
patient and explain the goals of therapy and the 
reasons for adherence. Provide information and 
examples. 

 Ask family and friends to support the treatment 
plan. 

 Use PLHIV support groups, particularly those taking 

ART. 

Family said no 
to medications 
 

 Inadequate 
knowledge 
Incorrect beliefs 
and attitudes 

 Provide family counselling and support, 
information, and examples on antiretroviral therapy 
and adherence. 

 Link with family and community-based support 

groups. 

Comment [BS7]: Can we pull this 
section out into its own section? 



48 

 

Reasons for 
poor adherence 

Possible barriers Problem solving 

Did not 
understand 
how to take 
medications 
 

 Co-treatment pill 
burden  

 Li teracy levels  
 Poor instructions  

 insufficient time 
for counselling 

  Depression or 
other psychiatric 
i llness 

 Alcohol or active 

drug use 

 

 Use l i teracy materials and individually tailored 
information. 

 Negotiate a treatment plan that the patient 
understands and to which the patient is committed. 

 If possible, reduce dose frequency and number of 
pi lls. 

 Use demonstration pills and repeat instructions. 

 Ask patient to repeat instructions. 
 Ask family and friends to support treatment plan 

 Consider the impact of co-morbidities on adherence 
and co-manage treat depression, address alcohol 

and drug use. 

Did not want 
others to see 
patient taking 
medications 

 Stigma at place of 
work or home 

 Non-disclosure  

 

 Provide counselling. 

 Give support to help with disclosure. 

 Identi fy a friend or family members who could help. 

Fear of toxicity  Insufficient 
preparation 

  Inadequate 
knowledge 

 Inform patient, anticipate and manage side-effects. 

 Avoid or minimize adverse drug interactions, if 
possible. 

 Provide information on what to expect and what to 
do. 

 Counsel on the dangers of non-adherence 

Poor patient-
health worker 
relationship 
 

 Over-burdened 
cl inical team 

 Insufficient time 
for counselling   

 Being judgmental  
 Stigma in the 

health sector 

related to HIV 

 

 Establish trust with all patients and their families. 
 Use a team approach to care. Share tasks among 

members of clinical team; involve trained peer 
educators, lay counsellors, and expert patients in 
the cl inical team. 

 Avoid being judgmental – in attitude, language, or 
action; anticipate and educate staff. 

 Provide accurate information and support at each 
encounter and for all patients; be resourceful. 

 Prevent, identify, and manage burnout among staff. 

Long waiting 
time at the 
facility  
 

 Uncoordinated 
cl inic visits and 
care  

 Frequent clinic 
visits 

 Provide family-focused care 

 Reorganize services at the ART centre including lab, 
pharmacy and clinical services. 

 Differentiated care 
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9.5.2: Adherence support interventions 

The fol lowing interventions have demonstrated benefit in improving adherence and viral suppression. They are 
more l ikely to more effective in supporting cl ients to achieve better adherence i f used in combination. 

 

 Maintain a non-judgmental  atti tude, establ ish trust with cl ients and caregi vers. 
 Posi tive reinforcement to foster adherence success: Inform successful  patients of their low or 

nondetectable levels of HIV viral load, increased CD4 cell counts and congratulate them for attending their 
appointments as scheduled. 

 Peer counsellors: Utilize peer mothers in the eMTCT program, adolescent peers, expert cl ients and other 
peers to provide adherence support. Patients usual ly relate better to peers. 

 Mobi le phone calls and text messages: Establish a system to remind patients so as totake their medications 
using phone cal l s and test messages 

o They should be used with the patient or caregiver consent.  

o The patient or caregiver should provide the appropriate phone numbers to avoid accidental  

disclosure when messages are sent to a wrong person. 

 Reminder devices: Advise cl ients to use some devices(e.g calendars, pi l l  boxesand diaries  etc) for 
reminding them. 

 Behavioural skills training and medication adherence training: improve life skills, atti tudes, behavior and 
knowledge of cl ients through training. 

 Fixed-dose combinations and once-dai ly regimens: Stock and prescribe fixed dose combinations The 
ensure adherance by reducing the pi l l  burden. 

 Use of treatment supporter:  Encourage each client to get a treatment supporter who reminds him or her  
to take their medication on time and attend cl inic appointments as scheduled. 

 Peer-led dialogues:  Encourage and support clients to form and participate in group discussions of PLHIV.  
o They could discuss the chal lenges they face and come up with possible solutions. 

 Speci fic dayfor a category of patients: To enhance peer group formation and discussions, specific days may 
be set aside for speci fic categories of cl ients. 

o For example, speci fic days may be establ ished for: - 
 pregnant and breastfeeding mothers and their chi ldren and/or 
 fami l ies (women, men and chi ldren) and /or 
 adolescents etc. 

 

9.5.3 Intensive adherence counselling for patients with non-suppressed viral load 

 Offers Intensive adherence counsel l ing (IAC) to patients with a non-suppressed vi ral  load. 
o IAC helps a client develop a comprehensive plan for adhering to ARVs by identi fying their 

barriers to adherence, gaining insight of the barriers, and exploring possible ways to overcome 
barriers and maki ng a plan to adhere to medicine.   

o IAC requires a multidisciplinary team including clinicians, nurses, counsellors, peers, etc. It may 
also require consultations from experts or referrals to address the i ssues related to stigma, 

disclosure, and nutri tion. 
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The multidisciplinary team should use the 5 As to offer intensive adherence counselling and psychosocial 

support. These are; Assess, Advise, Agree, Assist and Arrange and are summarized in table below. 

 

Table 24: 5As for adherence support for people with non-suppressed viral load 

Guide Components 

Assess 

 

 Cl ient’s adherence history 

 Patient’s psychosocial  concerns & needs  

 Patient’s wi l l ingness and commitment to take medicines correctly 

 Patient understands of the impl ications of a non-suppressed vi ral  load.  

 The barriers to ART adherence 

 Patient’s readiness to receive comprehensive counsel l ing on a monthly basis  

 Patient’s psychological state in the past two weeks 
Advise 
(information 
giving) 

 

 Explain what VL test is and results (suppressed and non-suppressed vi ral  load). 

 Explain that non-suppressed vi ral  load means: 
o Either the ARVs are not workingwell, or patient i s not taking medicine 

wel l  
o The amount of virus in the patient’s blood is high and is going to destroy 

their CD4 cells quickly, leading to a lack of protection from infections  

 Emphasize that the patient will receive adherence counselling sessions monthly 
for at least 3 or more months at agreed service points as per the identi fied 
concern. 

 Repeat vi ral load will be taken one month after the third counsel l ing session. 

 Discuss Posi tive health dignity and prevention  
Assist the 
cl ient to: 
 

 Evaluate the possible underlying causes of the non-suppressed vi ral  load. 

 Develop an adherence plan to achieve vi ral  load suppression. 

 Identi fy the support systems that enables cl ients to take medications as 
prescribed. These should include treatment buddy, peer support groups, and 
fami ly members. 

 Brainstorm on strategies to facilitate good adherence e.g. appointment keeping 
for refills, treatment buddies, social support groups, joining, and linkage to CBOs. 

 Disclose to a trusted person of their own choice and signi ficant other.  

 Document the agreed upon options on the HIV/ART card, and routine/intensified 
adherence counsel l ing form. 

Agree on 
 

 An action plan on how to achieve viral suppression including using the principles  
into develop an adherence plan. 

 The support systems to help the client implement the agreed upon action plan.  

 Supporting the patient’s choices and help them own the action plan 
Arrange  
 

Arrange for follow up intensive adherence counselling and psychosocial support 
sessions. Emphasize that the patient will receive adherence counselling sessions 
monthly for at least 3 or more months. 
The fol lowing are the actions to be followed: 

 Joining psychosocial  support groups and other support systems  

 Home visi ting 
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Guide Components 

 Sending SMS and phone cal l  reminders  

 Monthly counsel l ing sessions targeting drug adherence 

 Fol lowing up the PHDP Care Package for PLHIV 

 Review of the action plans at every encounter  

9.5.4Optimize ART adherence in children 

 Promote family-based care. If the child has HIV, most likely the mother has HIV too. If the mother 
knows her HIV status, it is important for the father to know as well. Otherwise, it would be almost 
impossible for the child to start and adhere to ART when the father does not know. Providers 
should help with disclosure within the family. 
 

 Ensure children and caregivers are well educated about medication adherence. 
o Educating families about adherence should begin before ARV medications are initiated or 

changed and  
o should include a discussion of the goals of therapy, the importance of optimizing adherence, 

and the specific plans for supporting and maintaining a child’s medication adherence.  
 

 Avai l tools to enhance adherence in addition to patient education 
o Tools for medication adherence in children include written and visual materials; a daily 

schedule illustrating times and doses of medications; and demonstration of the use of 
syringes, medication cups, and pillboxes.  
 

 Infants and children are dependent on others for medication administration.  
o Barriers faced by adult caregivers that can contribute to nonadherence in children include 

forgetting doses, changes in their routine, being too busy, child refusal etc.  
 

 Some caregivers may place too much responsibility for managing medications on older children 

and adolescents before they are developmentally able to undertake such tasks.  

 

 Assess the medication adherence of caregivers or other household members who are known to be 
taking ARV drugs or other chronic medications. 
o Poor adherence of caregivers or family members is a red flag for potential poor adherence in a 

chi ld. 
 

 Infants and children are dependent on others for medication administration.  
o Barriers faced by adult caregivers that can contribute to nonadherence in children include 

forgetting doses, changes in their routine, being too busy, child refusal etc.  
 

 Use behaviour modification techniques, especially the application of positive reinforcements and 
the use of small incentives (including financial incentives) for taking medications. 
 

 Assess for mental health disorders (such as depression) among adolescents. 
 

 Discuss with caregivers about disclosure to the child if there are competent personnel within the 
ART centre to facilitate disclosure to children who have not been disclosed to. 
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 Create a child friendly environment in the clinic. 
o Chi ld-appropriate pictures to explain HIV and immunity 
o Chi ld-friendly furniture, weighing scales 

 

9.6 Respond to new signs and symptoms. 

New signs and symptoms may be due to: -  

 Immune Reconstitution Inflammatory syndrome.  

 Side effects of the ARV therapy. 
 A new opportunistic disease. 

 Disease condition unrelated to HIV or 

 Pregnancy or postpartum-related complications. 
 

9.6.1: Immune reconstitution inflammatory syndrome (IRIS). 

Note the fol lowing key features of IRIS 

 This is a spectrum of clinical signs and symptoms thought to be associated with immune recovery 
brought about by a response to ART.  

 It occurs among 10–30% of the people initiating ART, usually within the first 4–8 weeks after initiating 
therapy.  

 It may present in two different ways: paradoxical IRIS, when an opportunistic infection or tumour 
diagnosed before ART initially responds to treatment but then deteriorates after ART starts; or 
unmasking IRIS, in which initiating ART triggers disease that is not clinically apparent before ART.  

 IRIS is a diagnosis by exclusion. It should be considered only when the presentation cannot be 
explained by a new infection, expected course of a known infection or drug toxicity.  

 The most serious forms of paradoxical IRIS are for TB, cryptococcosis, Kaposi’s sarcoma and herpes 
zoster. BCG vaccine–associated IRIS may occur in infants. To reduce risk of TB-related IRIS, it is 
recommended that patients complete two weeks of TB treatment before starting on ART. 

 PLHIV who are most likely to get IRIS are those who at initiation of ART have a low CD4+ cell count 
(<50 cells/mm3), disseminated opportunistic infections or tumours or have been on treatment for 
opportunistic infections for a short duration.  

 IRIS is generally self-limiting, and interruption of ART is rarely indicated, but people may need to be 
reassured in the face of protracted symptoms to prevent discontinuation of or poor adherence to ART. 

 In clinical settings where IRIS is suspected, it is often difficult to exclude other acute infectious illnesses 
and i t may be necessary to start empiric anti-infective therapy in addition to specific treatment for 
IRIS.  

 Occasionally IRIS becomes progressively worse and may require a short course of treatment with 
corticosteroids and rarely, a temporary discontinuation of ART. The same ART regimen should be 
restarted once IRIS has improved.   

 The most important steps to reduce the development of IRIS include earlier HIV diagnosis and 
initiation of ART before CD4 decline to below 200 cells/mm3; improved screening for opportunistic 
infections before ART, especially TB and Cryptococcus; and optimal management of opportunistic 
infections before initiating ART.  
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Diagnostic Criteria for IRIS.  

There i s no universally agreed-upon definition for IRIS. Most or all the following features should be present to 

make a diagnosis of IRIS: 

 The presence of AIDS with a low pre-treatment CD4 count (often less than 100 cells/mm3).  
o One important exception to this general rule is TB. IRIS secondary to pre-existing TB 

infection may occur in individuals with CD4 counts >200 cells/mm3. 

 A positive virologic and immunological response to ART. 

 The absence of evidence of drug-resistant infection, bacterial superinfection, drug allergy or 
other adverse drug reactions, patient noncompliance, or reduced drug levels due to drug-drug 
interactions or malabsorption after appropriate evaluation for the clinical presentation. 

 Cl inical manifestations consistent with an inflammatory condition. 

 A temporal association between ART initiation and the onset of clinical features of illness. 

 

 IRIS and Tuberculosis. 

 Patients who are coinfected with TB and HIV may develop IRIS that manifests as tuberculous 
lymphadenitis, cutaneous lesions, peritonitis, epididymitis, bowel perforation, or granulomatous 
nephri tis.   

 The time interval from initiation of ART to the onset of IRIS associated with TB has varied from 10 to 

180 days but tends to occur within the first 60 days of starting ART therapy. 

IRIS associated with pre-existing cryptococcal infection. 

 HIV-infected patients previously infected with Cryptococcus spp. may develop symptoms of IRIS 
localized to the central nervous system (CNS) or the lungs.  

 Symptoms often occur within two months after commencement of therapy but may be delayed for 
more than six months.  

 Despite the use of concurrent antifungal therapy, patients with pre-existing cryptococcal 
meningoencephalitis may develop fever, increased headache and nausea. 

IRIS associated with PCP. 

 One to three weeks after initiating ART, some patients who were previously treated with both anti 
pneumocystis therapy and corticosteroids and responded well may go on to develop IRIS manifesting 
as recurrent fever, increased cough, chest discomfort, dyspnoea, hypoxia, and progressive 
radiographic pulmonary opacification.  

 Repeat bronchoscopy may reveal large numbers of inflammatory cells in bronchoalveolar lavage fluid. 

IRIS associated with hepatitis B or C. 

 The prevalence of hepatitis in the Somali general population is estimated to be 18.9% for HBV and 
4.8% for HBC. 
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 It i s often difficult to establish a definitive diagnosis of IRIS in patients co-infected with hepatitis and 
HIV because elevated liver enzymes in coinfected patients treated with ART can be due to a variety of 
causes such as hepatotoxic drug effects (e.g. Protease inhibitors or nevirapine etc), drug-induced lactic 
acidosis, withdrawal of antiviral therapy in a patient with underlying HBV, Kaposi sarcoma, or other 

infectious causes.  

9.6.2. Toxicities of commonly used ARVs and indications for single drug substitution. 

Please note that: - 

 ART-associated side effects can range from acute and potentially life-threatening to chronic and 
insidious.  

 Serious life-threatening events (e.g., hypersensitivity reaction due to abacavir, symptomatic 
hepatotoxicity, or severe cutaneous reactions) require the immediate discontinuation of all ARV drugs 
and re-initiation of an alternative regimen without overlapping toxicity.  
 

 Toxicities that are not life threatening (e.g. renal tubulopathy caused by tenofovir disoproxil fumarate) 
can usually be managed by substituting another ARV agent for the presumed causative agent without 
interrupting ART.  

 Other chronic, non– life-threatening side effects (e.g., dyslipidemia) can be addressed either by 
switching the potentially causative agent for another agent or by managing the side effects with 
additional pharmacological or nonpharmacological interventions.  
 

 Management strategies must be individualized for each person living with HIV, taking into account the 
severity of the toxicity, the viral load suppression status, and the available ARV options.  
 

 Cl inicians should anticipate the appearance of common, self-limited side effects and reassure patients 
that many side effects will resolve after the first few weeks of ART.  

o For example, when initiating therapy with boosted PI, many patients experience 
gastrointestinal side effects such as nausea, vomiting, diarrhoea, and abdominal pain. 
Instructing patients to take PIs with food may help minimize these side effects. Some patients 
may require antiemetics and antidiarrheal agents for symptom management.  
 

 Patients should be advised that side effects usually diminish within 2 to 4 weeks of initiating therapy in 
most people; however, they may persist for months in some patients, and may require a medication 
change.  
 

 Addressing side effects is essential, as continued use of an ARV agent that a patient finds intolerable 
may lead the patient to stop their treatment, risking viral rebound and the development of resistance.  
 

 In patients who experience unacceptable side effects from ART, every attempt should be made to 
identify the offending agent and to replace the drug with another effective agent as soon as possible.  
 

 For mild to moderate toxicities, changing to a drug with a different toxicity profile may be sufficient, 
and discontinuation of all therapy may not be required.  
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 When interrupting a non-nucleoside reverse transcriptase inhibitor (NNRTI)-based regimen, many 
experts will stop the NNRTI for 7 to 14 days before stopping the dual nucleoside analogue reverse 
transcriptase backbone, due to the long half-life of NNRTI drugs. 
 

 

 

Table: 25:Serious side effects of common ARVs, their risk factors and suggested substitutions 

 

ARV 
drug 

Major types of toxicity Risk factors Suggested management 

ABC Hypersensitivity reaction. Presence of HLA-B*5701 
allele. 

Do not use ABC in the presence of 
HLA-B*5701 allele.  

Substitute with AZT or TDF. 

ATV/r Electrocardiographic 
abnormalities (PR and QRS 
interval prolongation). 

People with pre-existing 
conduction system disease. 
Concomitant use of other 
drugs that may prolong the PR 

or QRS intervals. Congenital 
long QT syndrome 

Use with caution in people with 
pre-existing conduction disease or 
who are on concomitant drugs that 
may prolong the PR or QRS 

intervals. 

Indirect hyperbilirubinaemia 
(clinical jaundice). 
 

Presence of uridine 
diphosphate 
(UDP)glucuronosyltransferase. 

1A1*28 (UGT1A1*28) allele.  
 

This phenomenon is clinically 
benign but potentially stigmatizing. 
Substitute only if adherence is 

compromised. 

Nephrolithiasis.  History of nephrolithiasis.  Substitute with LPV/r or DRV/r. 
 If boosted PIs are contraindicated 
and NNRTIs have failed in first-line 

ART, consider substituting with 
integrase inhibitors. 

AZT Severe anaemia, 
neutropaenia. 

CD4 cell  count of ≤200 cells/ 
mm.

3
 

Substitute with TDF or ABC. 
Consider use of low-dose 
zidovudine. 

Lactic acidosis or severe 

hepatomegaly with 
steatosis.  
Lipoatrophy. Lipodystrophy. 

Myopathy. 

BMI >25 (or body weight >75 

kg) Prolonged exposure to 
NRTIs. 

Substitute with TDF or ABC. 

DTG Hepatotoxicity. 

Hypersensitivity reactions. 
 

Hepatitis B or C coinfection. 

Liver disease. 
 

If DTG is used in first-line ART, and 

there are hypersensitivity 
reactions, substitute with another 
therapeutic class (EFV or boosted 

PIs). 

DRV/r Hepatotoxicity Underlying hepatic disease 
HBV and HCV coinfection. 
Concomitant use of 
hepatotoxic drugs. 

Substitute with ATV/r or LPV/r.  
When it is used in third-line ART, 
l imited options are available.  
For hypersensitivity reactions, 

substitute with another 
therapeutic class. 

Severe skin and 

hypersensitivity reactions. 

Sulfonamide allergy 
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ETV  
 

Severe skin and 
hypersensitivity reactions 

Risk factor(s) unknown  Substitute with another 
therapeutic class (integrase 
inhibitors or boosted PIs). 
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ARV 
drug 

Major types of toxicity Risk factors Suggested management  

EFV 
 

Persistent central nervous 
system toxicity (such as 

dizziness, insomnia, 
abnormal dreams) or 
mental symptoms (anxiety, 

depression, mental 
confusion) 

Depression or other mental 
disorder (previous or at 

baseline) 

For CNS symptoms, dose at 
night-time.  

Consider using EFV at a lower 
dose (400 mg/ day) or 
substitute with integrase 

inhibitor (DTG) if EFV 400 mg is 
not effective in reducing 
symptoms.  
For severe hepatotoxicity or 

hypersensitivity reactions, 
substitute with another 
therapeutic class (integrase 
inhibitors or boosted PIs). 

Convulsions  History of seizure 

Hepatotoxicity  Underlying hepatic disease 
HBV and HCV coinfection. 
Concomitant use of 

hepatotoxic drugs. 
Severe skin and 

hypersensitivity reactions 

Risk factor(s) unknown 

Gynaecomastia Risk factor(s) unknown  Substitute with DTG or another 
therapeutic class or boosted 
PIs. 

NVP Hepatotoxicity  
Severe skin rash and 

hypersensitivity reaction, 
including Stevens-Johnson 
syndrome. 

 

Underlying hepatic disease. 
HBV and HCV coinfection. 

Concomitant use of 
hepatotoxic drugs.  
High baseline CD4 cell count 

(CD4 count >250 cells/mm
3
 in 

women or >400 cells/mm
3
 in 

men). 
 

If hepatotoxicity is mild, 
consider substitution with EFV, 

including in children 3 years 
and older. 
For severe hepatotoxicity and 

hypersensitivity, and in 
children under the age of 3 
years, substitute with another 
therapeutic class (integrase 

inhibitors or boosted PIs). 

TDF Chronic kidney disease. 
 Acute kidney injury and 
Fanconi syndrome.  

Underlying renal disease. 
Older than 50 years of age. 
BMI <18.5 or low body weight 
(<50 kg) notably in females.  

Untreated diabetes.  
Untreated hypertension. 
Concomitant use of 

nephrotoxic drugs or a 
boosted PI. 

Substitute with AZT or ABC. Do 
not initiate TDF at eGFR <50 
mL/min, uncontrolled 
hypertension, untreated 

diabetes, or presence of renal 
failure. 

Decreases in bone mineral 
density. 
 

History of osteomalacia (in 
adults) and rickets (in 
children) and pathological 

fracture.  
Risk factors for osteoporosis 
or bone mineral density loss. 
Vitamin D deficiency. 

Lactic acidosis or severe 

hepatomegaly with 
steatosis 
 

Prolonged exposure to 

nucleoside analogues.  
Obesity.  
Liver disease. 
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ARV 
drug 

Major types of toxicity Risk factors Suggested management  

LPV/r Electrocardiographic 
abnormalities (PR and QRS 

interval prolongation, 
torsades de pointes). 
 

People with pre-existing 
conduction system disease. 

Concomitant use of other 
drugs that may prolong the PR 
or QRS intervals for example 

Congenital long QT syndrome, 
and Hypokalaemia. 
 

Use with caution in people 
with pre-existing conduction 

disease or those on 
concomitant drugs that may 
prolong the PR or QRS 

intervals. 

Hepatotoxicity  
 

Underlying hepatic disease 
HBV and HCV coinfection. 

Concomitant use of 
hepatotoxic drugs. 

If LPV/r is used in first-line ART 
for children, substitute with 

NVP or RAL for children 
younger than 3 years and EFV 
for children 3 years and older.  
ATV can be used for children 

older than 6 years.  
If LPV/r is used in second line 
ART for adults, and the person 

has treatment failure with 
NNRTI in first-l ine ART, 
consider integrase inhibitors. 

Pancreatitis  Advanced HIV disease, alcohol 
misuse 

 

Dyslipidaemia  
 

Cardiovascular risk factors 
such as obesity and diabetes  

 

Substitute with another 
therapeutic class (integrase 

inhibitors). 

Diarrhoea.  Substitute with ATV/r, DRV/r 
or integrase inhibitors. 

RAL Rhabdomyolysis, myopathy, 
myalgia.  
 

Concomitant use of other 
drugs that increase the risk of 
myopathy and 

rhabdomyolysis, including 
statins. 
 

Substitute with another 
therapeutic class (etravirine, 
boosted PIs). 

Hepatitis and hepatic 

failure.  
Severe skin rash and 
hypersensitivity reaction.  
 

Risk factors unknown 
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9.6.3:Side effects of ART and pregnancy-associated conditions 

Note that: - 

 Some of the ARV side effects (toxicities) may be confused or combined with pregnancy-related 
problems or complications. 

 Table below shows some of the pregnancy related complications that overlap with ART side effects 

such as nausea and vomiting, headache, fatigue, pallor/anaemia, fever, jaundice, abdominal/flank 
pain, cough/difficult breathing, depression etc. 

Table 26: Side effects of ART in pregnant and breastfeeding women and their management.  

 

Signs or 
symptoms  

Response  
Additional considerations in managing pregnant or postpartum women are in italics. 

Nausea or 
vomiting  

Take with food. If on zidovudine, assure that this is common, usually self-limited. Treat 
symptomatically.  If it persists for more than 2 weeks or worsens, call for advice or refer.  

This is a common pregnancy problem in first 14 weeks gestation. Morning sickness can 
be made worse by nausea from ARV drugs. If no response to dietary changes and no 
other signs or symptoms, try vitamin B6 (25 mg 3-4 times daily, not to exceed 100 
mg/day). If no response and vomiting interfere with ART or fluid intake, give 
promethazine IM or rectally.  If no response, consult or refer.  

Headache  Give paracetamol. Assess for meningitis. If on AZT or EFV, reassure that this is common 
and usually self-limited. If it persists more than 2 weeks or worsens, call for advice or 
refer. Measure BP. If diastolic BP>90 mm Hg, consider pre-eclampsia.  

Fatigue / 
anaemia  

Consider anaemia especially if on AZT. Check haemoglobin. Fatigue commonly lasts 4 to 
6 weeks especially when starting AZT. If severe or longer than this, consider drug 
substitution or call for advice/refer. Fatigue is common in pregnancy.  

Anxiety, 
nightmares, 
depression  

This may be due to efavirenz or dolutegravir. Give at night; counsel and support (usually 
lasts < 3 weeks). Call for advice or refer if severe depression or suicidal or psychosis. 
Ini tial difficult time can be managed with amitriptyline at bedtime.  

Consider depression during pregnancy and postpartum depression in first weeks after 
birth.  

Skin rash  This is most likely due to ARVs because pregnancy-related rashes are rare.  ARVs that 
may induce rashes include NVP, EFV, ABC, RAL and DTG. ART-induced rashes are 
generally mild to moderate but may also be severe and life-threatening such as ABC 
hypersensitivity reaction. Rash is also commonly seen in patients taking cotrimoxazole 
and other non-ARV medicines used in conditions related to HIV disease or pregnancy.  

Fever  Check for common causes of fever. Call for advice or refer (this could be a side effect, an 
opportunistic or other new infection, or IRIS).  
Consider a pregnancy-or postpartum-related infection. 
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Signs or 
symptoms  

Response  
Additional considerations in managing pregnant or postpartum women are in italics.  

Yellow eyes 
(jaundice)  

Most ARV classes can cause hepatotoxicity. Risk factors for hepatotoxicity include pre-existing 
l iver dysfunction, hepatitis-B or C co-infection, and concomitant administration of ARVs with 
other potentially hepatotoxic medicines e.g. anti-tuberculosis medicines 
If jaundice or l iver tenderness, send for ALT test and stop ART. Jaundice in pregnancy can be 
caused by many diseases, some of which can be fatal if not managed correctly and urgently. All 
pregnant women with jaundice should have an urgent evaluation including l iver function tests by 
a doctor.   

Abdominal 
or flank pain 

Abdominal or flank pain: consider abruption placenta, labour, and conditions more common in 
pregnant women such as pyelonephritis. Consult or refer 

Pallor: 
anaemia  

If possible, measure haemoglobin. If severe pallor or symptoms of anaemia, or very low 
haemoglobin (<8 grams; <7 grams in pregnancy) substitute AZT with TDF or ABC. If non-severe 
anaemia.  Anaemia may be pregnancy related anaemia. Make sure client is receiving 
cotrimoxazole. Offer iron/folate; mebendazole if none in last 6 months. 

Cough or 
difficult 
breathing  

This could be an opportunistic infection, IRIS or, if difficult breathing, lactic acidosis. 
Consult/refer if suspect IRIS or if difficult breathing. However, many pregnant women may be 
short of breath at some point. This is may be worrisome but harmless as a result of the uterus 
expanding and pushing up into the abdomen. Another cause increased levels of progesterone 

during pregnancy which makes women breath faster.  

In clients on 

abacavir: 
fever, 
fatigue, rash, 
sore throat, 

or shortness 
of breath  

Consider abacavir hypersensitivity syndrome, a l ife-threatening syndrome. if suspected, 

discontinue immediately.  Abacavir should never be restarted in a client who has had abacavir 
hypersensitivity syndrome.  
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10.Dispense medications, schedule follow-up, record data 
 

10.1 Dispense medications according to treatment Plan 

 Check the Treatment Plan. 

 Adherence 

o Make sure adherence has been assessed and supported.  

o Record estimate on HIV care/ART card. 

 
 Make sure the client understands: 

o How to take the drugs  
o How to store the medications  
o What to do if a dose is forgotten  
o What to do if a dose is vomited  
o Common side effects and how to manage them  
o When to seek care (use Client Education Card)  
o Whom to contact when there is a problem explain 

 

 Confi rm the client understands by asking checking questions. 
 

 Observe the client swallowing first dose 
 

 When on ARV medication, be careful if another drug is started for another problem, or if the client’s 
condition has changed. 
 

 Ask client about: 
o other drugs 
o herbal or traditional remedies 

 

 Fol low drug management supply guidelines. 
 

 Dispense drugs and record. 
 

 Advise to return on follow-up visit with: 
o stock of drugs  
o treatment supporter, if available 

 

 Estimate buffer stock at site 
Make sure buffer stock of at least 3 moths is available. Warn implementing agency (UNICEF, WHO, 
etc.) when you begin to use buffer stock. 
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10.2 ARV- drug interactions 

Table 27: Common ARV-Drug interactions 

 

Drug Family ARV Drug Interaction Action 

Anti-TB medicines  

DTG 

 

Rifampicin lowers DTG levels 

Adjust DTG dose to twice daily 

ATV/r, LPV/r, 
DRV and RTV 

Rifampicin boosts 
metabolism of PIs 

If given together with LPV/r 
increase the dose of RTV to 
achieve 1:1 ratio 

NVP Rifampicin decreases NVP 
concentrations in blood. 

 Could cause l iver toxicity  

Do not co-administer NVP and  
rifampicin. 

 

Combined oral 
contraceptive pills, 
hormonal implants 
(etonogestrel) 

EFV or ATV/r, 
LPV/r, DRV 
and RTV 

Risk of contraceptive failure 
due to increased metabolism 
of contraceptives  

Use additional barrier method 

or 

use Depo-Provera or IUDs 

Anxiolytics, e.g. midazolam, 
diazepam 

ATV/r, LPV/r, 
DRV and RTV 

Risk of respiratory 
depression (midazolam) 

Increased sedation 
(diazepam) 

Reduce dose of midazolam or 
diazepam 

Simvastatin, rosuvastatin, 
atorvastatin 

ATV/r, LPV/r, 
DRV and RTV 

Inhibition of CYP450 3A4 
(reduced metabolism of 

statins) 

Use atorvastatin with lowered 
dose and monitor for side effects 

l ike muscle pains 

Anti-epileptics, e.g. 
carbamazepine, 

phenobarbital, and 
phenytoin  

EFV, DTG, 
Etravirine, 

Carbamazepine Decreases 
DTG levels by 30-70% 

Use Valproic Acid  

Drugs for acid reflux or 

ulcers, e.g. omeprazole, 
esomeprazole, lansoprazole, 
pantoprazole 

ATV/r Reduced concentrations of 

atazanavir 

Use alternatives l ike ranitidine, 

cimetidine, etc. 

Polyvalent cation products 
containing Mg, Al, Fe, Ca, Zn 
(e.g. vitamin supplements 
and antacids) 

DTG Reduce DTG levels Use DTG 2 hours before or 6 
hours after the product to avoid 
interaction 

Antimalarial drugs: 

artemether/lumefantrine, 

halofantrine 

ATV Both could prolong QT 
interval 

When given with 
artemether/lumefantrine 
monitor closely for undesired 
effects 

Halofantrine- do not give 
together (contraindicated) 

Antifungals, e.g. 
ketoconazole 

NVP Risk of Hepatotoxicity Use fluconazole 
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10.3 Follow-up schedule for PLHIV and monitoring components 

Table 28: Follow-up schedule for PLHIV and monitoring components 

 

Time  Clinical tasks to undertake  

Before ART 

Baseline  Comprehensive clinical assessment  

 Prepare for ART 

 Assess readiness for ART 

 Provide cotrimoxazole prophylaxis (CPX) 

 Provide FP if required 

 Baseline laboratory tests (CD4 count, CBC, HBsAg, transaminases) 

 Other lab tests if cl inically indicated 

 ART is started after three counselling sessions on three different days except for pregnant 

women who should be started on they come to the ART centre 
On ART 

2 weeks  Comprehensive clinical assessment  

 Assess for drug intolerance, side effects/toxicities, and immune reconstitution 

inflammatory syndrome (IRIS) 
 Adherence assessment, monitoring, and support 
 ART and CTX refil l  (in children adjust dose based on weight) 

 Family Planning refil l 

 Other lab tests if cl inically indicated 

If the patient is clinically well, give one-month refill and appointment 

Standard at 
every follow 
up visit 

 Comprehensive clinical assessment  

 Assess for drug intolerance, side effects/toxicities, and immune reconstitution 

inflammatory syndrome (IRIS) 
 Adherence assessment, monitoring, and support 
 ART and CTX refil l  (in children adjust dose based on weight) 

 Family Planning refil l 

 Other lab tests if cl inically indicated 

 Follow-up of HIV-exposed infant 

ADDITIONAL ACTIVITIES AT EACH SUBSEQUENT VISIT: 

At 1- and 2-
month visits 

If the patient is clinically well, give one-month refill and appointment. 

At 3 months If patient is clinically well, give three months refill and appointment 

At 6 months If patient is clinically well, give three months refill and appointment 

At 9 months If patient is clinically well, give three months refill and appointment 

At 12 
months 

 Do a second viral load 

 Assess if patient is stable, and virologically suppressed to be given a 6-monthly refil l 

Additional 
Annually 

 Viral load measurement 

 CD4 testing 
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10.4 Differentiated ART delivery 

 Fol low-up of different categories of PLHIVshould not be uniform.  

o Some of the patients are new while others have been stable on ART with a suppressed viral 

load while others have been on ART for long but without a suppressed viral load.  

 These di fferent categories of PLHIV require different approaches to care and treatment (differentiated 

care and ART). 

 Note the fol lowing key points of differentiated cate and treatment 

o Differentiated follow-up of PLHIV depends on whether the client is stable or not. 

o Whereas new or unstable patients should be expected to come to the ART centre at least once 
every month, stable patients may only come after 3-6 months. 

o Differentiated schedules increase patient satisfaction by reducing waiting times while 
providing all required health services. It allows health workers to focus on clients who need 
the most attention (e.g. new or unstable clients). 

o From the site perspective, this represents efficiency gains in terms of reduced cost of 
treatment and increased productivity of workers. 

 

 

10.4.1Stable patients: 

 Stable clients are defined as those who have: - 

o received ART for at least one year; 
o no adverse drug reactions that require regular monitoring; 
o no current illnesses, including such conditions as malnutrition in children, mental health 

conditions or postpartum depression; 
o a good understanding of lifelong adherence; and 
o evidence of treatment success: two consecutive viral load measurements of <1000 copies/mL, 

ri sing CD4 cell counts or CD4 counts >200 cells/mm3. 
 

 Additional criteria for specific populations. 

o Chi ldren: should be at least two years old, taking the same regimen for more than three 
months and caregivers counselled and oriented on the disclosure process.  
 

 The estimated average number of dosing changes between 2 and 10 years of age is 
three times, based on current weight band dosing charts.  
 

 For children 2–5 years old, ART refill visits every three months are recommended.  
 

 Once a child is five years or older, clinical consultation visits every 6 months may be 

recommended 
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Pregnant women 

 A pregnant woman is regarded as clinically stable if she became pregnant while stable on ART 
PLUS, she has had at least one viral load test of <1000 copies/mL in the past three months AND she 
is accessing antenatal care.  She will continue to receive care as a clinically stable client in a 
di fferentiated ART delivery model at the same time as attending antenatal care. 
 

 However, a woman initiating ART during pregnancy can only be stable postpartum. This is because 
she cannot full fill the criteria of having been on ART for at least one year when she is still 
pregnant. 

 

  After chi ld birth, a woman living with HIV will be classified as stable if shefulfils the criteria above 
and IN ADDITION, she has an HIV-negative result for her infant with a nucleic acid test (NAT) at six 
weeks and evidence of accessing infant follow-up care for at least 3 months. Failure to have a NAT 
taken, failure to return for the result or a HIV-positive result for the infant may indicate suboptimal 
adherence of the mother and requires intensified follow-up of the mother-infant pair.  

 
 It i s important to note that stable parents may be made “unstable” and therefore expected to come on 

a monthly basis because of their children. For example, a stable mother with a child living with HIV 

who is less than 2 years of age or with an HIV-exposed infant less than 3 months of age. 

 

 Drug use or drug dependence, including alcohol: although drug use and drug dependence should not 

exclude enrolment in ART programmes, determining whether a client is clinically stable and can 

receive reduced clinical care and support within a differentiated ART delivery model requires individual 

assessment by a clinician. 

 

10.5 Retention in care and loss to follow-up 

Background: 

 Retention in care is the ability of clients to come for clinical visits as recommended and agreed upon by 
the cl ient and provider.  
 

 Both adherence to ART and retention in care are essential if PLHIV are to use health services 
successfully. However, 

o Some people may be adherent to ART but miss clinic appointments and 
o Some cl ients who attend clinic appointments as scheduled may not be adherent to 

medications. 
 

 Retention in ART programmes is a major challenge in all settings and across populations, specifically 
paediatric and adolescent populations, postpartum women and men.  
 

 Multiple factors may play a role in loss to follow-up, including distance to health facilities, lack of 
transport or inability to cover travel expenses, stigma and disclosure-related issues, being too sick and 

lack of understanding of the need for lifelong care. 
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10.5.1 Assessing retention in care. 

 Use rel iable patient tracking and tracing systems to identify patients who have missed visits or are lost 
to fol low-up (have not turned up for more than 3 months).  

o The simplest way is for health facilities to use an appointment register where return dates of 

patients are recorded.  

Steps for identification and management of clients lost to follow-up 

 

 Explain to the client the importance of contact information and seek her or his consent to be traced in 
case he/she does not come for her appointment 
 

 Get and document client contacts – phone, home directions etc. 
 

 Schedule appointments in line with the amount of medicine given to the client  
 

 Give actual appointment day and date (not weeks/months) and check client’s understanding of the 
next appointment.  
 

 Document appointment dates in the appointment book and client held cards. 
 

 Identi fy defaulters by: - 
o Documentation of clients who attended appointments (e.g. by ticking the clients that came). 
o Make a list of those who didn’t come (not ticked) AND verify that the list is accurate by 

comparing with another data source e.g. the dispensing record. 
 

 Track and trace missed appointments: - 
o Make phone calls to all patient with contact numbers and who had given permission to be 

contacted or to their treatment supporter. 
o One call with a response of “unavailable” is not enough; make further attempts.  
o Send SMS reminders. 
o Send responsible individuals to trace PLHIV who have missed their appointments. 
o Alternatively, the clinic may liaise with available community resources to help with tracing the 

person with a missed appointment. 
 

 Record all phone calls and SMS reminders for evidence and accountability 
 

 

10.5.2 Interventions to ensure retention in care 

Use a combination of some of the following interventions as may be appropriate and feasible for your 
cl inic 

 A supportive environment 

o Establish a supportive environment with good customer care and promotes PLHIV to 

participate actively in their own care.  
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o Providers should avoid being judgmental and ensure 100% confidentiality. Patients will then 

feel  free to share with a health care worker their challenges and together look for solutions.  

 

 Food/Social Support: 

o Link PLHIV to organization that may support them with some of their needs such as food, 

transport, income generation etc. This may foster better retention and adherence to ART. 

 

 Better access 

o Work with PLHIV to address challenges of access for those who live far away from the ART 

centre. They may be transferred to a clinic near home, or provided with 3-6 monthly supply if 

they are stable or minimize waiting times etc. 

 Use treatment supporter and networks of PLHIV. 
o Encourage each client to find a treatment supporter. 

o A treatment supporter is a friend or family member who helps the patient to come for routine 

visits and take medications regularly as well as providing some social and logistical support.  

o Support from a treatment supporter includesreminding the patient to take their medication on 

time, offering encouragement to keep going, helping to keep clinic appointments, and 

emotional support.  

o The use of treatment supporters is relatively low cost and limits risks of forced disclosure 

because the patient selects his or her own treatment supporter. However, it relies on the clinic 

having a strong system that supports clients with HIV notification and disclosure. 

 

 Mobi le text messages (SMS) 

o Mobi le text messages can be used to remind PLHIV not to miss their appointments and also 

inform those who have missed their appointments.  

o The usefulness of text messages in reducing non-adherence has been well established and is 

recommended by the WHO guidelines. 

 

10.5 Link to community care and arrange home visits as needed 

 Link and refer to community services—community health workers; CBOs; NGOs; FBOs; and 
traditional practitioners as appropriate.  

 Include community Health worker outreaches  
 

10.6 Record data 

 This is very, very critical! – make sure HIV data is properly recorded in the HIV Care card. 
 Transfer key HIV care/ART card data to Pre-ART and ART registers. 

 Arrange for electronic data entry from register, according to national system. 

 Summarize data in monthly report and the cohort analysis report. 
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11.0 Manage coinfections and comorbidities 

11.1:TB/HIV co-infected patients 

11.1.1. TB diagnosis in PLHIV. 

Note the following key points on TB diagnosis: 

 The GeneXpert (Xpert MTB/RIF) test is the recommended initial TB diagnostic test for al l  HIV-infected 

infants and chi ldren and adolescents and adults . 

 In health faci l i ties without on-si te access to GeneXpert MTB/RIF, smear microscopy 

(ZiehlNielsen/Fluorescent microscopy) TB test should be performed and a second sample referred for 

GeneXpert testing.  

 In addition to the GeneXpert MTB/RIF, chest radiography is another useful investigation for patients 

with presumptive TB.    

 PLWH frequently have smear-negative samples due to lower baci l lary burdens and higher rates of 

extra-pulmonary disease.  

o As a result, for PLWH, the sensi tivi ty of GeneXpert MTB/RIF i s 79%.   

o Therefore, negative GeneXpert test should not necessari ly rule out TB, and both adults and 

paediatric patients who test GeneXpert negative should undergo further clinical evaluation i f 

they do not improve without Anti -TB drugs. 

Diagnosis of extrapulmonary TB. 

 Apply a high index of suspicion and investigate for possible extrapulmonary TB among PLHIV who 

present with persistent or recurrent symptoms indicated in the table below. 

Table 29: Presentation and diagnosis of common forms of extrapulmonary TB 

 

Suspect  When What to do 

Lymph node TB 

(peripheral) 

Weight loss, night sweats, fever & 

enlarged lymph node (especially): 
 painless swelling 

 2 cm or more in size  

 asymmetrical and localized 

 firm, fluctuant, or fistulated 

 cervical location common  

 GeneXpert test , otherwise  

 send sputum for AFB if coughing 

 Fine needle aspirate for AFB  

 Excision biopsy if aspirate nondiagnostic 

Pleural effusion High suspicion of TB if: 
 unilateral effusion 

 weight loss, night sweats, fever 

 evidence of TB elsewhere 

 aspirated fluid is clear and 

straw coloured, and clots on 
standing in a tube without 
anticoagulants 

 GeneXpert test , otherwise send sputum 

for AFB if coughing  
 Aspirate effusion and inspect.  

 Start anti-TB treatment immediately if 

suggestive of TB, or if the only unusual 
feature is failure of aspirate to clot, or no 
other diagnosis by 7 days 
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Suspect  When What to do 

Pericardial 
effusion 

High suspicion of TB if: 
 lung fields clear (but may have 

bilateral pleural effusion) 

 weight loss, night sweats, fever, TB 

elsewhere 

GeneXperttest  or send sputum for AFB if 
coughing Cardiac ultrasound  

ECG if ultrasound not available Urgent 
aspiration if breathless. 

Abdominal 
TB 

Abdominal distension, ascites  Abdominal tap  

 Abdominal ultrasound might 

show lymphadenopathy 

Tuberculous 
meningitis 

Neck stiffness, fever, confusion, abnormal 
neurological findings  

 CSF analysis 
 GeneXpert, or  

 send sputum for AFB if coughing 

 Start TB medication immediately 

if TBM is suspected 

Tuberculoma Abnormal neurologic findings, fever, 

confusion, coma 

 CT scan if available 

 Offer empirical TB treatment 

Bone TB TB can affect any bones but is most common 
in vertebrae  

Signs might vary based on involved bones  
In vertebral bone TB, back pain or signs of 
neurological deficit, e.g. weakness, 
paraesthesia, paralysis, bowel or bladder 

dysfunction 

 Bone radiology  

 Vertebral TB: X-ray of spine with 

vertebral collapse 

Disseminated 
TB 

High suspicion of TB if: 
 weight loss, fever, and cough 

abnormal chest X-ray (which can 
include miliary pattern) 

 enlarged spleen/liver 

 night sweats 

 anaemia 

 Chest X-ray  

 Malaria blood film  

 GeneXpert, or send sputum for 

AFB if coughing  
 Suspect disseminated TB in 

febrile HIV-positive patients with 
wasting syndrome 

 

 

11.1.3: TB treatment 

 TB treatment regimens for TB-HIV co-infected patients are simi lar to those used for HIV-negative 

individuals with TB. 

Table 30: Anti-TB treatment regimens for infants,children, adolescents, and adults 

 

Site of TB disease 
Regimen 

Intensive phase Continuation phase 

Al l  forms of TB: (exclude TB meningitis & bone TB) 2RHZE 4RH 

TB meningitis; Bone (osteoarticular) TB 2RHZE 10RH 

For previously treated TB patients (Relapse, Loss to Follow-up, Treatment Failure) 
1. GeneXpert +ve/Ri f sensitive: Treat as a new patient  
2. GeneXpert +ve/Ri f resistant: Refer to MDR-TB treatment site for further management 



70 

 

Table 31: Paediatric dosing recommendations for the first-line TB drugs  

 

 

Medicine 

Recommended daily dose 

Dose and range 

(mg/kg body weight) 
Maximum daily dose 

Isoniazid 5 (4-6) 300 

Rifampicin 10 (8-12) 600 

Pyrazinamide 25 (20-30)  

Ethambutol 15 (15-20)  

 

Table 32: Adult dosing recommendations for the first-line TB Drugs 

 

Medicine Dosage (mg/kg body weight)1 
Isoniazid (H) 10 (range 7-15) 

Ri fampicin (R) 15 (range 10-20) 
Pyrazinamide (Z) 35 (range 30-40) 

Ethambutol (E) 20 (range 15-25) 
1: As children approach a weight of 25 kg, adult dosages can be used. These treatment principles also apply to extra-

pulmonary TB except TB of the central nervous system, bone or joint for which some expert groups suggest longer 
therapy. It is recommended that central nervous system TB should be treated for 9-12 months while treatment for bone 
TB should take 9 months. This is because of high risk of disability and mortality in central nervous system TB and 

difficulties in access treatment response in bone TB. 

 

11.1.4 ART for TB/HIV co-infected patients 

 If the patient i s al ready on ART, start TB treatment immediately and adjust the ART regimen as 
recommended in table below 

 If the patient is not on ART, ini tiate anti -TB treatment immediately and start ART two weeks after 
ini tiation of TB treatment. 

o For adults with CD4 count less than 50 cells/mm3, ART should be initiated BEFORE completing 
two weeks of anti -TB treatment. 

 Increase the dose of DTG to twice a day instead of once a day 
 

Table 33: First-line ART regimen for TB/HIV co-infected patients  

 

Age group Recommended Regimen 

Adults and adolescents TDF+3TC (FTC)+DTG 

Chi ldren with DTG formulations ABC+3TC+DTG 

Chi ldren with no DTG formulations ABC+3TC+AZT 
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11.2 Hepatitis B/HIV co-infection 

Background 

 Hepati tis A, B and C are endemic among the Somali population.  
o One systematic review and metanalysis study showed overall pooled prevalence rates of 

90.2% for Hepatitis A; 18.9% for Hepatitis B and 4.84% for Hepatitis C.3 
 HIV coinfection has a profound impact on the course of HBV infection. 

o This includes more rapid progression to cirrhosis and hepatocellular carcinoma, higher liver-
related mortality and decreased treatment response compared with people who do not have 
HIV. 

 Patients with HIV/TB co-infection may also experience accelerated liver damage following immune 
reconstitution (HBV associated IRIS). 

11.2.1. Screen for, prevent and treat Hepatitis B 

 Screen all newly diagnosed PLHIV for hepatitis B surface antigen (HBsAg) and vaccinate them if non-
immune.  

 Use fi rst line ART medications for treatment of hepatitis B as well 
o TDF and 3TC (or FTC) are active against hepatitis B as well 

 ART discontinuation, especially of 3TC, has been associated with HBV reactivation, ALT flares and, in 
rare cases, hepatic decompensation.  

o If ARV drugs need to be changed because of HIV drug resistance or toxicity, then TDF with 3TC 
or FTC should be continued together with the new ARV drugs to avoid hepatitis B reactivation. 

11.3 Hepatitis C/HIV co-infection 

Background: 

 HIV coinfection or any form of immunosuppression increases the risk of people infected with hepatitis 
C developing cirrhosis or hepatocellular carcinoma (HCC). 

o In persons with HIV coinfection, HCC tends to occur at a younger age and within a shorter time 
period.  
 

 Treatment of HCV is therefore a priority for people with HIV/HCV coinfection. 
 

 In addition, HCV infections increases the risk of developing some comorbidities which are referred to 
as extrahepatic manifestations because a proportion of these morbidities is directly attributable to 
HCV.  

o Among HCV-infected persons, the three most common comorbidities are depression 

(24%),diabetes mellitus (15%) and chronic renal disease (10%). 

                                                 
3
Hassan-Kadle, Mohamed Abdulkadir et al. “Epidemiology of  viral hepatitis in Somalia: Systematic review  and 

meta-analysis study.” World journal of gastroenterology vol. 24,34 (2018): 3927-3957. 
doi:10.3748/w jg.v24.i34.3927 
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11.3.1.Diagnosis 

 The fi rst test is a serological test to screen adults, adolescents and children (>18 months of age) for 
HCV infection. If it is positive, this may be due to past or present infection.  

 If the serological test is positive,a nucleic acid test (NAT) using quantitative or qualitative methods for 

detection of HCV RNA is done. This confirms or excludes current infection. 

11.3.2Treatment: 

 The type and duration of treatment depends on whether or not there is significant fibrosis or cirrhosis 
 Stabilize HIV disease with ARTfirst prior to starting treatment for HCV, especially in people with 

advanced immunosuppression (CD4 count below 200 cells/mm3).  

 Use the al l-oral direct-acting antiviral HCV regimens (DAAs). 
o Pegylated interferon/ribaviin regimens are not recommended 
o DAAs can be administered orally, are of shorter duration (as short as eight weeks), result in 

cure rates higher than 90%, and are associated with fewer serious adverse events than the 
previous interferon containing regimens. 

o However, there are important DDIs with pangenotypic HCV regimens and ART. 

 Test for cure at 12 or 24 weeks (i.e. sustained virological response [SVR12 or SVR24]) after completion 
of antiviral treatment using NAT for qualitative or quantitative detection of HCV RNA. 

 Defer treatment in children less than 12 yearsuntil they either reach 12 years or until DAA regimens 
are approved for those less than 12 years.  

 Inform women of childbearing ageabout the lack of data on the safety and efficacy of DAAs during 
pregnancy. 

 

10.3.3 Manage HCV with HIV and HBV coinfections 

 HBV and HCV coinfection may result in an accelerated disease course; HCV is considered to be the 
main driver of disease. 

 Persons with HBV/HCV coinfection are at risk for HBV reactivation during and following HCV 
treatment.  

 An assessment for HBV treatment eligibility with initiation of HBV treatment for those eligible may 
prevent HBV reactivation during HCV treatment. 

 

10.3.4 Manage HCV with HIV and TB coinfections 

 In persons with TB/HCV coinfection, treatment for active TB is considered before treatment of HCV 
infection.  

 TB/HCV-coinfected persons treated for TB are at an increased risk of hepatotoxicity.  
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Figure 4: Summary algorithm for the diagnosis, treatment and monitoring of chronic HCV infection 
in adults and adolescents. 

 CONDUCT A SEROLOGICAL TEST FOR HCV 

Use a rapid diagnostic test or laboratory-based antibody tests 
     

 

Anti HCV+ Anti-HCV- 
 

 
ESTABLISH CURRENT INFECTION 

Do Nucleic acid test 
 
 

  
 

  

NAT positive (Current HCV 
infection) 

NAT negative (No current infection) 

 
 

 
 

ASSESS FOR TREATMENT 

Assess for liver fibrosis,  co-morbidities,  pregnancy, 
potential drug-drug interactions 

 
 

START & MONITOR TREATMENT 
 

 

 
 

10.4:Manage persistent diarrhoea 

Give empirical antimicrobial treatment if no blood in stool:  

 Treat with co-trimoxazole + metronidazole. Follow up in 7 days. 

 If no response, refer. If referral is difficult, treat with:  albendazole or mebendazole. 

 If there is a good response to an antimicrobial, continue for 2 weeks total treatment. 

 If diarrhoea does not stop within 2 weeks or after second treatment, refer for 

management, including possibility of starting ARV therapy.  

 If on ART, consider whether this is a side effect  

 
Give supportive/palliative care:  

 Increase fluid intake.  
o This is very important to prevent dehydration.  

o Give ORS if large volume diarrhoea. 

 Give constipating drug unless blood in stool or fever or elderly. 

  Advise on special care of the rectal area.  

  Advise on a supportive diet for clients with diarrhoea.  

 Monitor weight (client can monitor change in fit of clothes).  

 Fol low up regularly.  
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11.5:Manage recurrent or severe candidiasis 

For recurrent candida vaginitis which does not respond to first-line antifungal (nystatin):  

 Give fluconazole 200 mg on the first day, then 100 mg/day for 10 days. Do not give during pregnancy, 

refer to clinician  

 Fol low up in 2 weeks.  

 If vaginitis persists on follow-up, or is recurrent, treat woman and spouse at the same time.  

 If still recurrent, consult or refer (she may need an intermittent treatment regimen or ART).  

For oral thrush which does not respond to the first-line antifungal:  

 Use miconazole gum patch if only nystatin or gentian violet was used previously. 
 If still no response, give fluconazole for 10 days. 

 Fol low up in 2 weeks. 

 If oral thrush persists on follow-up or is recurrent, consult or refer.  

11.6:Manage persistent fever 

Antimicrobial treatment  

Treat for malaria if:  

 Result is smear- or Rapid Diagnostic Test (RDT) positive. 

 Result is smear-negative or unavailable, and no treatment within past 
month (adapt locally). 

 Always consider TB when persistent fever, even if there is no cough. Refer to colleagues with relevant 
expertise for possibility of empirical TB treatment.  

 Consider common causes of fever.  
 

Give supportive care:  

 Increase fluid intake. This is very important to prevent dehydration. 

 Give paracetamol but avoid excessive dose. 

 Give tepid sponging if client likes it. 
 Fol low-up regularly. 
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11.8Assessment and management of depression. 

Background. 

 People living with HIV are at high risk of mental, neurological and substance-use disorders. 

 Depression is one of the most prevalent mental health comorbidities in people with HIV.  

 Depression is often overlooked and unrecognized by health-care providers.  
 Treatment or lack of it for mental health disorders can affect general health, adherence to ARV drugs 

and retention in care.  

 

11.8.1 Screening for depression 

 Use the two-i tem instrument Patient health questionnaire-(PHQ-2) instrument as a first- approach to 
detection of depression symptoms at the point of enrolment into care.  

o The purpose of the tool is not to establish a diagnosis, but to improve case detection of 
depression.  

o The PHQ-2 score ranges from 0 to 6. 
 

 Use the longer version - the PHQ-9) to further evaluate patients with PHQ-2 scores greater than 3. 

o PHQ-9 can be used both as a screening and diagnostic instrument. It can also be used to 
monitor symptoms during treatment of depression.  

o PHQ-9 should be used by a trainedhealth care worker, and where necessary a mental health 

care worker should be consulted to help management of the patients 

Table 34: Patient Health Questionnaire-2 
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Table 35: Patient Health Questionnaire-9 (PHQ-9)  

 

 
 

 

11.8.2 Diagnosis and management 

 Make a diagnosis of and treat depression on the based-on scores as summarized in the table below. 

 Note the interactions between ARVs and common antidepressants are summarized in table…… 

Table 36: Diagnosis and management of depression 
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12. Positive prevention by PLHIV 
 

12.1 Prevent sexual transmission 

12.1.1 Counsel on safer sex and reducing risk of transmission 

 Counsel on partner reduction. Emphasize consistent condom usage during all sexual encounters.  

 Counsel on less risky sex—choose sexual activities that do not allow semen, fluid from the vagina, or 
blood to enter the mouth, anus or vagina of the partner.  

 Emphasize that clients on ART can transmit HIV if their viral load is not suppressed 
o If the vi ral load isundetectable the risk of sexual transmission is negligible. 

 Educate on symptoms of STIs and encourage prompt treatment if they suspect an STI.  
 Dispel any prevailing myths, for example: 

 
o Myth:  Condoms transmit HIV (refer to client flipchart).  

 Truth: Condoms provide a barrier against the HIV virus 
o Myth: I  cannot get HIV because I  am a Muslim 

 Truth: Anyone can get HIV. 
o Myth: I  am married, and thus cannot get HIV 

 Truth: Anyone can get HIV. For instance, your spouse may have contracted HIV 
before or after marriage. 

o Myth: I  can cleanse myself of HIV infection through sexual intercourse with minors or 
others.  

 Truth: This is not true. There is no cure to HIV. You may transmit HIV infections to 
minors and others.  

 

 Respond to concerns about sexual function. Encourage questions from clients.  
Emphasize that normal sexual activity can continue, with adhering to the above stated 
precautions.  

 Help the client assess current risk of transmission and make an individual risk reduction plan. 
 
 

12.1.2 Counsel on consistent and correct use of condoms at every sexual encounter 

 Educate that it is essential to consistently use condoms even if already infected with HIV or if both 
partners are HIV-positive.  

 Use condoms for all sexual intercourse.  
 Promote condom use. 

 Advise not to use oil-based lubricants (such as Vaseline). Use water-based lubricants. 
 Provide condoms and discuss how client will assure a regular supply of condoms  
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12.1.3 Discuss disclosureand support spouse testing (See appendix A5) 

 Discuss barriers and explore benefits of disclosure. 
 Develop strategy for disclosure if client is ready. 

 Refer to PLWHA support groups or others for additional support, if required. 

 Strongly encourage and facilitate spouse testing (record result on HIV care/ART card).  
 Explain that it is common for spouses of PLWHA to still be HIV negative  

 HIV is not transmitted on every exposure  

 HIV negative partners in discordant couples are at a very high risk of infection  
 If discordant couple, explain effective risk reduction options: such as condoms and ART 

 Discuss testing of children.  

 Provide ongoing counselling for discordant couples.  

12.2 Prevent transmission of HIV through non-sexual means 

 Explain how sharing needles or syringes or razor blades and tattoo instruments and bloodletting can 
infect others.  

 Discourage traditional  minor surgery where infection control  i s not observed. 

 Educate cl ients to cover any open sores or cuts.  

 Educate caregivers to wear protective covering and clean up any blood or body fluids with gloves and 
disinfectants. Explain that this i s normal  procedure.  

 Strongly discourage female ci rcumcision-single 

 

12.3 Positive living by PLHIV 

People with HIV can live full and healthy lives if they take care of themselves and access treatments.  

 

12.3.1: Advise on how to prevent other infections. 

o Avoid others with infections  
o Use safe drinking water—chlorinate or drink boiled water or tea when possible. Store water in 

container which prevents contamination. (Use spigot; do not dip hand or used cup into water.)  
o Eat wel l-cooked food.  
o Wash fruits and vegetables (with iodine or chlorine tablets in water, especially if eating raw). 
o Practice good hand washing—especially after using the toilet themselves or others. Caregivers and 

cl ient should wash hands often: after using toilet; before preparing food; after sneeze or cough; 
after touching the genitals; after handling garbage; after touching any blood, semen, vaginal fluid, 
faeces. 

o HIV clients should have a local antiseptic (such as gentian violet or chlorhexidine) at home to apply 
to minor wounds after washing. 

o Use insecticide-treated bed net (ITN) to prevent malaria.  
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12.3.2: Encourage physical activity as appropriate. 

o Help client develop his/her own programme.  
o Exercise can make the person feel better and maintain muscle tone.  
o Mention that physical activity is important to prevent weight loss:  

- stimulates appetite  

- reduces nausea  

- improves functioning of the digestive system  

- strengthens muscles  

Advise to avoid harmful or ineffective expensive treatments or food supplements 

12.4 Support nutrition. 

12.4.1: Advise on nutrition: 

 Advise on adequate nutrition. Encourage a diet with adequate energy, protein and micronutrients:  

 Encourage eating nutrient-dense foods include such as:  Full-cream milk powder, yoghurt or sour milk, 
camel  milk, cheese, meat, fish, chicken, peanut butter, nuts and seeds, dried fruit, dates, eggs, beans, 

lentils, potatoes, sweet potatoes, bananas, cassava, sorghum, rice, barley and maize.  

 Introduce fruits and vegetables to meals often 

 Avoid refined sugar and sweets as these increases the risk of dental and oral problems.  
 Some tips to help improve taste, intake and digestion of food:  

 Squeeze fresh lemon juice over fatty foods like meat, chicken and nuts.  

 Eat many small meals a day to increase intake.  

 Chew food well and move around in mouth to stimulate taste.  

 Drink between meals, not with meals.  

 Eat fermented foods such as yoghurt  

 Avoid excessive Khat, Smoking, other drugs, or alcohol. 

 

12.4.3 Address food security: arrange fornutritional support if available. 

 Give priority to clients with moderate or severe malnutrition. 

 Manage with appropriate feeding regimens as available  
(adapt locally). 

 Provide food rations when possible. If not available, explore options for obtaining food 
rations. 
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12.4.4 Nutrition during pregnancy 

Table 37: Nutrition counselling messages and services for HIV-infected pregnant women. 

 

 Nutrition counselling messages and services for pregnant women 

Diet  During pregnancy and breastfeeding: add extra meals; drink adequate fluids; eat 
plenty of frui ts and vegetables; eat foods rich in vi tamin C to enhance i ron 
absorption; avoid tea or coffee within one hour or with meals as this may interfere 
with absorption of iron; and use iodized salt to prevent pregnancy compl ications 
(abortions, miscarriages, stillbirths, fetal growth retardation, and maternal goi ter). 

 Maintain high levels of personal  and food hygiene and food safety. 

 Advice adolescent mothers to take extra care to get adequate food and rest since 
they are sti l l  growing. 

 Avoid narcotics or tobacco products, and medicines not prescribed by a trained 
health care provider. 

Medications 
during 
pregnancy  

 

Vitamins are important in pregnancy: include supplemental iron to prevent anaemia 
and reduce the risk of low birth weight; folic acid to prevent foetal brain and spinal 
cord congenital disabilities; de-worming tablets to eliminate worms and prevent 
anaemia. Provide 60mg of elemental iron (200mg of ferrous sulphate) and 400ug folic 
acid OR combined iron (150mg with 0.5mg folic acid) after three months of gestation 
and continue to take them daily for six months. Take supplements with food to 
overcome side effects. 
Give i ron 120mg + 4000ug folic acid daily for three months to pregnant women with 
mi ld to moderate anaemia. After completing this treatment, continue with routine 
supplementation for three months. 

Malaria 

prevention 
Malaria may cause anaemia. Mothers should sleep under an insecticide-treated 
mosquito net; HIV-infected pregnant women on co-trimoxazole should not receive 
intermittent preventive treatment (IPT) for malaria with sulfamethoxazole-
pyrimethamine (SP).  

Attend ANC Counsel and educate mothers to attend ANC at least four times during pregnancy and 

fol low their health worker’s recommendations. 

 

Initiatives to promote active breastfeeding 

The fol lowing activi ties should be done to promote breastfeeding; 

 Counsel pregnant women on the benefits of breastfeeding, the importance of adhering to ART 
regimen, and the risk of MTCT. 

 Counsel on the benefits of exclusive breastfeeding for the first six months regardless of the HIV 
serological status.  

 Link mothers to support systems such as mother support groups on discharge from the hospital or 
cl inic. 

 Demonstrate to mothers how to position infants when breastfeeding, and how to maintain lactation 
should they be separated from their infants. Pay particular attention to prevention of conditions such 
as cracked nipples or mastitis that increase the risk of HIV transmission. 
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12.4.5 Nutrition during labour and delivery 

 Help mothers initiate breastfeeding within half an hour of birth including in cases of caesarean section. 
 New-born infants should be fed only colostrum (the first milk) and not be given pre-lacteal feeds such as 

glucose, dill/gripe water, mushroom soup, herbal extracts, etc. 

 Continue to counsel on demand feeding, exclusive breastfeeding, and ways of holding and putting the 
baby to the breast (positioning and attachment) to enhance breastfeeding. 

 Mothers should continue supplementation with iron one tablet/day and folic acid one tablet/day for three 
months after delivery in addition to intake of iron rich foods. 

 

12.4.6 Nutrition during postnatal period 

Table 38: Feeding a child 0–6 months 

 

HIV-exposed but 
uninfected 
infants/unknown HIV 

status 

HIV-infected mothers should exclusively breastfeed (EBF) their infants for 
the fi rst six months of l i fe. Appropriate complementary foods should be 
introduced after six months of l i fe. Mothers should be supported to ful ly 
adhere to ART and continue breastfeeding their infants for the fi rst 12 

months of l i fe. 

Breastfeeding should continue until a nutritional ly adequate and safe diet 

without breastmi lk can be provided 

Establish the HIV exposure status of those infants with unknown status. 

HIV-infected infants HIV-infected mothers should exclusively breastfeed (EBF) their infants for 
the fi rst six months of l i fe. Appropriate complementary foods should be 
introduced after six months of l i fe. Mothers should be supported to ful ly 
adhere to ART and continue breastfeeding their infants for the fi rst 12 

months of l i fe. 

 

 

12.4.7 Complementary feeding 

Feeding a child 6–12 months 

 After six months of age, appropriate complementary foods should be introduced whi le continuing to 
breastfeed unti l  12 months.  

 The mother should be encouraged to breastfeed as often as the infant wants (on demand). 

 Counselling messages on complementary feeding are summarized below: 

  



82 

 

Table 39: Complementary feeding 

F = Frequency Feed the baby 3–5 times a day. Increase the frequency as the baby grows. 

A = Amount Start with 2–3 heaped tablespoons per feed. Gradually increase the amount of 

food to at least one-third (1/3) of a NICE cup. (A full NICE cup is 500 ml.) 

T = Thickness 

(consistency) 

Mothers should mash and soften the food for easy swallowing and digestion. Use 

animal milk or margarine/ghee/oil (not water) to soften and enrich the food.  

V = Variety Encourage mothers to include at least one type of food from the different food 

groups (carbohydrates, plant/animal protein, vegetables, fruits and fats/oils). 

A = Active/ 

responsive 

feeding 

Mothers should be encouraged to patiently and actively feed their infants and 
young children and to use a separate plate for the infant to ensure adequate 

intake. 

H = Hygiene Counsel mothers on hygienic food preparation and handling to avoid food 
contamination leading to diarrhoea and illness. Encourage the use of clean, open 
cups. Discourage use of feeding bottles, teats or spouted cups as they are very 

di fficult to clean. 

 

 

Table 40: Feeding a child 12–24 months 

HIV-exposed Encourage mothers to discontinue breastfeeding at 12 months for infants who are 
HIV-negative at 12 months. At least 500 ml a day of alternative forms of milk 

(cow’s milk, goat’s milk, soya) should be given. 

Encourage mothers to feed their children five times a day: three main meals and 

two extra foods between meals (snacks). 

HIV-infected 

 

Encourage mothers to continue breastfeeding on demand, day and night up to 12 

months to maintain the baby’s health and nutrition. 

Give one extra snack to children who are well; one extra meal (or 2 snacks) at 
onset of sickness; and three extra meals (or 2 extra meals and one snack) when 

sick and losing weight. 

 

Feeding a child 2–6years 

 Encourage mothers to give a variety of foods prepared from the family meal (each meal should consist of a 
carbohydrate, protein, and vegetables) at least three times a day. 

 Encourage caregivers to give nutritious snacks between meals e.g. fruit (banana, pawpaw, orange, mango), 
egg, bread, enriched thick porridge or a glass of milk. 

 

Sick and recuperating infants and children should be fed on small, frequent meals which include porridge 
enriched with milk/peanut paste/margarine/honey/or oil; cooked, skinned, or mashed beans; thickened 

soups; etc. 

 



83 

 

12.5 Additional support messages 

 

Note the following key points on additional support messages: 

 HIV-positive mothers who decide to stop breastfeeding at any time should stop gradually. This transition 
period should be between one to two weeks which is not too long to increase exposure and not too short 

to cause physical and psychological trauma to the mother and baby.  

 The mechanisms of transition include: 

o Expressing breast milk and feeding infant/child by cup; and 

o Substituting the expressed breast milk with suitable replacement feed gradually. 

 Replacement feeding (using alternative milk other than breast milk in the first six months of life) should be 
recommended only in extreme circumstances (e.g. mother is absent, dead or mentally challenged) in 

accordance with the regulations on the marketing of infant and young child foods. 

 Fol low-up all HIV-exposed infants and continue to offer infant feeding counselling and support to 

mothers/caregivers. 

 If an HIV-exposed child falls sick, counsel the mother/caregiver to feed the child even more frequently than 

usual to meet that child’s nutritional requirements. 

 The figure below summarizes the key steps to undertake for feeding children  



84 

 

13.  Considerations for ART and other interventions for 
PMTCT during pregnancy, childbirth and postpartum. 
 

Background: 

 Global ly, about 90% of chi ldren get HIV from their mothers during pregnancy, del ivery, and 
breastfeeding. In most countries, vertical HIV transmission ranks second to sexual transmission as the 
predominant mode of HIV. In this section, guidance is provided for el imination of mother to chi ld 
transmission of HIV (eMTCT) and syphi l i s . 

 El imination of mother-to-chi ld transmission of HIV requires a comprehensive approach that i s 
anchored on 4 prongs i .e.  

o primary prevention among women in the reproductive age group;  

o prevention of unintended pregnancies among women infected with HIV;  

o prevention of HIV transmission from women infected with HIV to their infants; as well as  

o provision of treatment, care and support to women infected with HIV, their families.  

 

Table 41: Four prongs for eMTCT of HIV. 

Element Target 
population 

Additional information 

Element 1:  
Primary prevention of HIV 
infection among women in 
the reproductive age group. 
 

Women and 
men who are 
sexually 
active 

This element aims to prevent men and women from 
contracting HIV.If new HIV infections are prevented, fewer 
women wi ll have HIV and fewer infants will be exposed to 
HIV. Interventions for primary prevention of HIV infection 
include simultaneous use of complementary behavioural, 
biomedical and structural prevention strategies 

Element 2: Prevention of 
unintended pregnancies 
among women with HIV 

Women living 
with HIV 

This element addresses the long-term family planning and 
contraceptive needs of women living with HIV. 

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

Women living 
with HIV 

This element focuses on: 

 Access to HIV testing and counselling during ANC, 
labour and delivery and the postpartum period 

 Provision of ARV drugs to mother and HIV-exposed 
infant (HEI). 

 Safer delivery practices to decrease the risk of infant 
exposure to HIV 

 Infant feeding information, counselling and support 
for safer practices 

 community outreach and efforts to support partner 
involvement and testing. 

Element 4:  
Provision of treatment, care 
and support to women with 
HIV and families 

Women living 
with HIV and 
families 

This element addresses the treatment, care and support 
needs of HIV-infected women, their children and families. 
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Interventions for eMTCT above should be implemented both at health facilities and within communities.  

13.1. Facility-based PMTCT services within the Somali Health system. 

Background: 

 PMTCT services in Somaliland, Puntland and Federal Government of Somalia areas are implemented 
through a centralized referral system.  

 The main entry points for PMTCT services are MCH clinics where women receive HIV testing services 
(HTS) during ANC and in hospitals where testing during labour and delivery occurs. Hospitals do not 
offer ANC. Pregnant and breastfeeding women may also be tested in TB clinics, at HIV Testing Services 
(outpatient departments), ART centres (as partners of index clients) etc. 

 When pregnant and breastfeeding women living with HIV are identified, they are referred to ART 
centres which are usually located in the major hospitals.  

 Whereas most high prevalence countries have decentralized PMTCT services to health centres/MCH 
cl inics, this would not be the best approach in Puntland, Somaliland or South-Central zone. 

o Because of the very low HIV prevalence, it would not be cost-effective to provide ART and 
establish the required infrastructure for chronic care at health centres/MCH clinics. 

 When women attending ART centres for ART become pregnant, they go to MCH clinics for ANC and 
later to hospitals for labour and delivery. 

 Therefore, to be effective, high quality PMTCT services has to be implemented at these three pointsi.e. 
MCH cl inic, Maternity and ART centrecentre.  

 

Figure 5: Referral system used for PMTCT and other MNCH services 
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13.1.1 Strengthen linkages between referring and receiving health facilities 

Ensure that women living with HIV identified during pregnancy or childbirth are received at the ART centreby 
implementing the following strategies. 

 

 Offer high quality HIVcounselling for pregnant and breastfeeding women. 
o HIV counselling at referring sites (MCH clinics etc.) may be inadequate or totally unavailable. 

There are reports of women who are referred to ART centres without knowing why they have 
been referred.ART centres should therefore offer high qualitycounselling and re-testing 
fol lowing the 5 Cs i.e.:  Consent, Confidentiality, Counselling, Correct Test results and 
Connections to care. 
 

 Use a standardized referral form:  
o Currently, it is up to each referring health facility to decide on how clients will be referred to 

ART centre. As a result, they carry varying information to ART centres regarding what has been 
done at the referring health facility. For example, have they been given post-test counselling 
and explained to on why they are being referred?  
 

o The referral form should be in duplicate with a copy retained at the referring facility. It should 
include contact address of the referred client so that she can be reached if she does not show-
up at the ART centre.  

 

 Escort referred clients:  
o Where feasible, a client being referred to the ART centre may be escorted from the referring 

health facility.  
o If this is not possible, at least a telephone call should be made to inform the ART centre that a 

cl ient has been sent and also to find out if the referred client reached the clinic and if not, she 
needs to be traced and supported to come. 
 

 Provide feedback to the referring facility:  
o When a referred patient is received at the ART centre, the referring facility should be 

informed. This could be in form of a telephone call or a filled in form to the referring facility for 
example. 
 

 Indicate HIV status at the ANC card:  
o The ANC cards can be modified to include a provision of how the HIV infection status of 

mothers can be indicated confidentially.  
o This would help to identify women who may have been referred but have not yet gone to the 

ART centre. In addition, to indicating the HIV status, postnatal PMTCT interventions could also 
be indicated on the card. 
 

 Initiate ART prophylaxis at hospital maternity centres:  
o Women l iving with HIV identified during labour and delivery need to start ARTimmediately and 

give prophylaxis to the baby as soon as possible.  
o Hospitals who test for HIV during childbirth should stock emergency ARVs or have a 

mechanism to obtain ARVs from an ART centre if required. 
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13.1.2. PMTCT interventions during pregnancy, childbirth and post-partum. 

These interventions are specific to how PMTCT services are organized within this country health system. 

a) PMTCT interventions during pregnancy 

PMTCT interventions for all pregnant women atMCH Clinic. 

 Offer provider-initiatedHIV Testing Services (HTS) for all pregnant women 

 Ensure women testing positive are linked to ART centre 

PMTCT interventions for pregnant women l iving with HIV at the ART CENTRE. 

 Provide feedback to the referring MCH when the client is received 

 Confi rm HIV test result with a repeat HIV testing using 3 RDTs according to the national algorithm 

 Conduct baseline laboratory tests (CD4, Urinalysis, CBC, HBsAg, transaminases, syphilis test) 

 Inquire about and manage pregnancy-induced nausea and vomiting as this could impact on ART use.  

 Find out the Expected Date of Delivery (add 1 year, subtract 2 months, and add 7 days to the first day 

of Last Normal Menstrual Period4. You may also use an ultrasound scan or a mobile app for calculation. 

After determining the EDD, fill it in the HIV card (column 6). 

 Ini tiative and monitor lifelong ART 

 Offer counselling and support for adherence to ART and retention in care during pregnancy, childbirth 

and postpartum 

 Do a VL test (i f none was done in the last 3 months) for women who get pregnant on ART 

 Do a vi ral load test after 6 months for pregnant women newly initiating ART.  

 Offer partner notification services and testing of family members to the index client 

 Implement disease prevention (TBT and cotrimoxazole prophylaxis) during pregnancy and postpartum 

 Advise on danger signs during pregnancy, complication readiness and the need for facility births.  

 Provide iron, folic acid, and multivitamin supplements if they have not been given at the MCH clinic 

 De-worm in the 2nd trimester using Mebendazole 

 Provide nutrition assessment, counselling and support  

 Provide the mother with ARVs for infant prophylaxis and herself as she approaches term. 

 

b) PMTCT Interventions during labour and delivery 

 Offer HTS to women with unknown HIV status giving birth 

 Ini tiate ART to women identified with HIV during labour and delivery 

 Ensure continuation of ART for those already on treatment 

 Offer family planning if required 

 Ini tiate exclusive breastfeeding early 

                                                 
4
LMP = 8 May 2009, +1 year = 8 May 2010, −3 months = 8 February 2010, +7 days = 15 February 2010: EDD=15 February 2010 
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 Implement the following labour and delivery practices recommended for all birth that also contribute 

to PMTCT 

Table 42: Labour and delivery practices for PMTCT. 

 

 Ensure standard precaution practices. 

 Recognize and manageunsatisfactory progress of labour by using the partograph. 

 Preventing prolonged labour can reduce risks of MTCT of HIV by minimizing the number of 

hours the baby is exposed to maternal blood and secretions in the birth canal during labour.  

 Avoid invasive foetal monitoring to assess need for early intervention will also reduce MTCT 

of HIV.  

 Minimize vaginal examination of the cervix  

o Vaginal examinations should only be performed when absolutely necessary and 

with an appropriate clean technique.  

o Limiting vaginal examinations increases women’s comfort during labour and 

reduces the risk of infection.  

o It may also reduce the risk of MTCT of HIV by minimizing introduction of maternal 

infection into the uterus and minimizing potential trauma to the vagina caused 

during examination. 

 Avoid routine (artificial) rupture of membranes. 

o The risk of MTCT increases with the duration of ruptured membranes. Limiting the 

time between rupture of membranes and birth reduces the baby's contact with 

maternal blood and secretions thus may help reduce MTCT of HIV.  

 Perform active management of the third stage:  

o Active management is very important to prevent postpartum haemorrhage.  

o Postpartum haemorrhage may increase the risk of MTCT of HIV due to increased 

possibility of potential exposure of the new-born to maternal blood when there is a 

large PPH.  

 

 Administer ARV prophylaxis for the new-born soon after birth (within 72 hours) 
 Low risk HIV-exposed new-borns should receive suspensions of nevirapine (NVP) for 6 weeks 

 High risk HIV-exposed new-borns should receive suspensions of NVP (one a day) and AZT twice a day) 

for 12 weeks. 

o High risk new-borns include  new-borns to women with established HIV infection who have 

received less than four weeks of ART at the time of delivery; or born to women with established 

HIV infection with viral load >1000 copies/mL in the four weeks before delivery, born to women 

with incident HIV infection during pregnancy or breastfeeding; OR identified for the first time 

during the postpartum period, with or without a negative HIV test prenatally. 
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c) PMTCT interventions postpartum 

Note that almost all the PMTCT postpartum interventions will take at the ART centre rather than at MCH clinic. 

 Fill in in the infant’s Date of Birth (DOB) and also document if the mother-infant pair received ART/ARVs 
for PMTCT (column number 7 on the ART card) on the fi rst postnatal visit. 

 Continue or start ARV prophylaxis for the HIV-exposed infant 

 Find out if she is receiving post-natal care. If not offer counselling on importance of postnatal care 
 Assess for complications of childbirth: bleeding, discharge, pain, fever etc. 

o Look at vulva and perineum for: cleanliness, tears, swelling, pus 

 Assess adherence to ART and offer counselling and support 

 Advise the mother to ensure adherence to ART 
o A suppressed viral load is the most important intervention for PMTCT from breastfeeding. 

 Offer iron and folic acid to the mothers as required 

 Assess for family planning need and offer or refer for family planning as required. 

 Provide advice on HIV-exposed infant follow-up and management. 
 

 

13.2: Follow-up and manage HIV-exposed infant/child: 

Background: 

 An HIV-exposed infant isborn to mother living with HIV and his/her HIV infection status is unknown or 
the baby is still exposed through breastfeeding. 

 Care of HIV-exposed infant starts with prepartions done during pregnancy at the ART centre before the 
chi ld is born, continues during labour and delivery (in a hospital or MCH clinic) and is completed 
postpartum (in the ART centre) whereHIV exposed infants (HEI) are followed-up until they are either 
discharged (HIV-uninfected) or enrolled (HIV-Infected)  into the ART centre. 

 

13.2.1 Postpartum care of HIV-exposed infants postpartum (at the ART centre) 

 Infant should be brought to the clinic at 4-6 months of age or whenever he/she is identified. 
 Continue or start ARV prophylaxis. 

 Offer cotrimoxazole prophylaxis. 

 Offer INH prophylaxis if necessary 
 Test for HIV infection at 4-6 weeks of age using Nucleic Acid Tests (NATs)  

o In infants and children undergoing virological testing, the following assays (and respective 
specimen types) are strongly recommended for use: HIV DNA on whole blood specimen or DBS; 
HIV RNA on plasma or DBS; Us p24Ag on plasma or DBS  

 Check i f the infant has received routine immunisations and advise the mother accordingly 

 Check i f the mother is following appropriately infant feeding practices (exclusive breastfeeding for 6 
months, and complementary feeding thereafter.) 
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 Check on the growth chart and confirm the child is growing well and if not find out why (could be 
infection or nutritional) 

 Ask the mother to bring the HEI monthly for the first 3 months, then every 3 months. 
 Do a NAT test anytime your suspect HIV infection in an infant who was initially HIV-negative (infant not 

gaining weight or developing severe or prolonged or repeated or opportunistic infection (s). 

 Do an antibody test when the infant is 18 months and older or 3 months after cessation of all 
breastfeeding whichever comes first. 

 Discharge the infant from follow-up if the baby is HIV-negative or enrol into ART centre any time the 
infant is HIV positive 

 For HIV-positive infants, confirm the HIV test with a NAT on another blood sample. 

 

12.2.2. Infant feeding of HIV-Exposed infants and children: 

Background; 

 Infant feeding refers to breastfeeding and complementary feeding.  

 Breastfeeding has many benefits for the baby and is critical for child survival  

 The baby receives antibodies from the mother to protect him/her against common diseases such as 

diarrhoea, respiratory diseases and pneumonia. 

 Breastmilk also contains growth factors and the correct balance of nutrients that aid development of 

the baby.  

 However, in the context of HIV infection, infant feeding is a challenge. A mother who is HIV-positive 

can pass on HIV to her baby through breastfeeding. 

 In developed countries, women living with HIV may choose not to breastfeed at all and instead use 

infant formula (replacement feeding).  

 However, this has been found to be dangerous for the majority in poorer countries of sub Saharan 

Africa because most families cannot afford safe replacement feeding.   

 It i s important to note that there have been various recommendations for breastfeeding and as a 

result there is a lot of confusion among health workers in this area. In this module, the breastfeeding 

recommendation is:  

o Mothers known to be infected with HIV (and whose infants are HIV uninfected or of unknown 

HIV status) should exclusively breastfeed their infants for the first 6 months of life, introducing 

appropriate complementary foods thereafter, and continue breastfeeding for the first 12 

months of life.  After 12 months, breastfeeding should stop only when a nutritionally adequate 

and safe diet without breastmilk can be provided. Otherwise may continue up to 2 years and 

beyond. 

 The justification of this guidance: - 

o First, WHO recommends that: National health authorities should decide which feeding 

practices will be adopted nationally for HIV-positive mothers and their babies, that is whether: 

 To adopt breastfeeding with ART to reduce transmission OR 

 To avoid breastfeeding completely. 

 In this case, the choice is to adopt breastfeeding with ART to reduce transmission. 
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o Secondly, WHO also recommends breastfeeding for 12 months because the maximum benefit 

of breastfeeding in preventing mortality from diarrhoea, pneumonia and malnutrition is in the 

fi rst 12 months of life. 

o Thirdly, although the risk of HIV transmission is always there, it is much lower in breastfeeding 

women l iving with HIV on ART especially if it is started during pregnancy and with good 

adherence.  

 The NVP prophylaxis that HIV exposed infants and children receive at birth or whenever they are 

identified also contributes to PMTCT. However, HCWs and breast-feeding women should be aware 

that the key to avoiding HIV transmission is the mother’s adherence to ART. 

 At every routine visit, breastfeeding women living with HIV need counselling on infant feeding. They 

need to be informed on: - 

o The fact that breast feeding always has a risk for HIV transmission at any time. This risk can be 

minimized by exclusive breast feeding for the first 6 months and adherence to ART during 

pregnancy and breastfeeding. Mixed feeding in the first 6 months increases the chances of HIV 

transmission and may cause diseases such diarrhoea and malnutrition. Poor adherence to ART 

increases the chances of HIV transmission through breast milk. 

o How to make a decision to stop breastfeeding after 12 months. 

o Correct positioning of children to avoid sore nipples and having them treated when they 

develop. 

o How to provide optimal complementary food using the locally available ingredients 

o Essential behaviours for exclusive breastfeeding 

o Essential behaviours for complementary feeding. 

o Counselling of mothers “without enough breast milk” 

Table 43: Essential behaviours for exclusive breastfeeding. 

A mother practices optimal breastfeeding during the first six months when she:  

 Ini tiates breastfeeding within one hour of birth.  

 Feeds the colostrum to the baby.  

 Positions and attaches the infant correctly at the breast.  

 Breastfeeds on demand.  

 Breastfeeds frequently during the day.  

 Breastfeeds during the night.  

 Offers second breast after infant empties the first.  

 Gives only breast milk; gives no water or teas or any other liquids or foods.  

 Continues breastfeeding when she is sick.  

 Increases breastfeeding frequency during and after infant illness, including diarrhoea.  
 Seeks help from a trained health worker or counsellor if she has problems with 

breastfeeding.  
 Eats sufficient nutritious foods herself and takes supplements as recommended by the 

health provider 
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Table 44. Essential behaviours for complementary feeding  

A mother practices optimal complementary feeding during the period 6-23m of the infant ‘s life 
when she:  

 Starts feeding additional foods to the child at the age of 6 months.  
 Starts with soft or mushy foods at first that are age appropriate and are not too thin or 

thick, and gradually shifts to foods of a solid consistency if the child is ready.  

 Continues breastfeeding up to two years of age or beyond.  
 Offers solid or semi-solid foods 2-3 times per days when child is between 6-8 months of 

age, and 3-4 times per day after that, and offers nutritious snacks 1 or 2 times per day, as 

desi red.  
 Offers a variety of foods, from all the food groups (grains, roots and tubers, legumes and 

nuts, animal source foods and fruits and vegetables) and increases in variety and quantity 

as the child grows.  
 Practices good hygiene in preparation and storage of complementary foods (including 

washing hands before and using clean water and utensils).  

 Continues breastfeeding and feeding complementary foods during illness.  
 Gives the child iron-rich foods such as animal source foods or iron supplements if iron-rich 

foods are less available.  
 Uses feeding times for interacting with the child, to teach and stimulate social 

development as well as encourage the child to eat.  

 
 Definition of breastfeeding terms 

o Exclusive Breastfeeding: Feeding a child through only breastfeeding, giving no other liquids or 

solids, not even water, with the exception of prescribed drops or syrups consisting of vitamins 

and mineral supplements or medicines, and expressed breast milk.  

o Replacement Feeding: The process of feeding a child who is not receiving any breast milk with 

a diet that provides all the nutrients the child needs, until the child is fully fed on family foods. 

Replacement feeds do not include black coffee/tea, fruit juices, over-diluted milk. 

o Mixed Feeding: Feeding both breast milk and other foods or liquids to a child under 6 months 

o Complementary feeding: Giving a child other food (solid or semi-solid) in addition to 

breastfeeding or replacement feeding to meet baby’s nutrient requirements from 6 months 

o Weaning: The process of introducing the infant to other foods while reducing the supply of 

breast milk (over course of 1 month) 

o Re-lactating: Re-establishing breastfeeding after a mother had stopped, whether in the recent 

or distant past. 
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13.3 Prevention of unintended pregnancies among women living with HIV 

Background: 

 Family planning (FP) for women living with HIV reduces the number of unintended pregnancies, 

thereby reducing the number of infants exposed to HIV and the overall risk of MTCT.  

 FP also provides intrinsic benefits by saving lives and enhancing the health status of women and their 

families. However, FP services should be provided based on respect and fulfillment of reproductive 

rights and choices. Women should not be coerced into FP; their sexual and reproductive choices 

should be respected and safeguarded.   

 

13.3.1. Assessment of need for family planning or pregnancy 

 Determine if the woman is in the reproductive age group (16-45) or if she is pregnant. 

If she is in the reproductive age group and NOT pregnant: ASK: Would you like to have another or more 

children? 

 If YES: find out soon or in future. If she wants another child soon offer counselling on PMTCT (see 
section on women desiring pregnancy) 

If she wants to avoid or delay pregnancy: ASK: Are you currently using any method to delay or avoid 
pregnancy?  

 If yes: find out if it is modern or traditional. If traditional, counsel about modern methods of birth 
spacing. 

 If modern: fill in the family planning preference (column 6) in the ART patient card 

o Ask i f she is satisfied or has any problems. If she has concerns with family planning, address 

her concerns or refer to a health provider who can. 

If she is not using family planning: ASK: Would you like to start using any method NOW? 

 If NO: find out why and offer support and or counsel accordingly. 

 If YES, provide the method she would like to use or refer accordingly. 

13.3.2. For women who would like to use contraception: 

Note key points 

 Women l iving with HIV can use all available contraceptive methods, including hormonal 
contraceptives, implantable devices, intrauterine devices, the transdermal patch, and vaginal ring. 

 For women who are using ritonavir (RTV)-boosted protease inhibitors (PIs) and who are also on 

combination hormonal contraceptives (e.g., pills, patches, rings) or progestin-only pills, use of an 

al ternative or additional method of contraception may be considered, since the area under the curve 

of hormones may be decreased with the use of some RTV-boosted PIs (i.e., darunavir/ritonavir 
[DRV/r], fosamprenavir/ritonavir, and lopinavir/ritonavir [LPV/r]). 
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13.3.3. Women who would like to get pregnant soon 

Note key points 

 Women l iving with HIV, who would like to get pregnant soon should have a suppressed viral load 
before having sex without a condom for purposes of getting pregnant. Usually after at least 6 months 
of treatment. 

 After getting pregnant, she needs adherence to ART and keep the viral load suppressed through 
pregnancy, childbirth and breast feeding 

 Disclosure is very important in the management of women/couples who would like to have a child 
soon. 

 If the male partner is HIV-negative, he should use condoms and pre-exposure prophylaxis or abstain 
unti l the partner has a suppressed viral load. When the viral load is completely suppressed sexual 
transmission is unlikely. 

 Pregnant or breastfeeding women who are HIV negative but have male partners living with HIV, should 
be made aware that pregnancy is associated with a higher risk of acquiring HIV, and HIV acquired 
during pregnancy or breastfeeding is associated with an increased risk of HIV transmission to the infant 
compared to women who became infected with HIV before pregnancy.  

o Therefore, in addition to their partners being on ART and using condoms, HIV-negative women 
should be on PrEP throughout pregnancy and the breastfeeding period. 

 For couples with differing HIV statuses who attempt conception via sexual intercourse without a 
condom when the partner with HIV has not been able to achieve viral suppression or when viral 
suppression status is not known, administering PrEP to the partner without HIV is recommended to 
reduce the risk of sexual transmission of HIV. 

 If both partners are living with HIV, they should be on ART with sustained viral suppression before 
attempting conception. The risk of HIV superinfection or infection with a resistant virus is negligible 
when both partners are on ART and have fully suppressed plasma viral loads.  
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Table 45: Process of providing family planning services to HIV-infected women 

 

Service Explanation 

Counsel women 
routinely for FP 

Provide routine FP information and counselling to women attending ANC, PNC, YCC 
and ART services. 

Encourage HIV-infected women to discuss their reproductive health choices and 
support them as appropriate. Information provided during counselling should cover: 

Family planning methods, advantages and side effects  

Common misconceptions about family planning  

Advantages of dual protection and also how to negotiate condom use 

What to do when pregnancy occurs  

Address misconceptions. Some are below: 

 “Using hormonal contraception increases the risk of HIV acquisition” 

Correct response: There is no increased risk of HIV acquisition in women using oral 
hormonal contraception.  

“Hormonal contraception causes a decrease in CD4 count, increased viral load and 
progression to AIDS event or death.” 

Correct response: There is no evidence that hormonal contraception causes a decrease 
in CD4 count, an increase in viral load, or progression to AIDS event or death.  

After counselling, 

offer FP on a one-on-
one basis  

 

For HIV-positive women/couples who desire to become pregnant 

discuss strategies to: 

Reduce the l ikelihood of HIV transmission to infants  

Among discordant couples, reduce the risk of transmission to the partner through 

conception strategies including initiating and adhering to ART and providing PrEP for 
the negative partner 

For HIV-positive women/couples who do not desire to become pregnant: 

Offer effective contraception 

Encourage dual contraception (use of both hormonal contraception and condoms) to 
prevent pregnancy, STIs, HIV transmission, and re-infection 

The choice of contraceptive methods in HIV-infected women is much the same as in 
HIV-negative women 

Consider some drug interactions between HIV medicines and contraceptives when 

offering FP methods to women on ART 

Ongoing support for 
women when using FP 

 

Counsel and adherence support to the chosen method 

Assess for possible side effects and manage accordingly 

Clients on injectable FP (Depo-Provera) and ART should be counselled to return for 
injection on appointment date or before if they cannot make it on scheduled 

appointment date 
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Table 46:  Interactions between ART and Contraceptives 

 

Type of 

Contraception 

 ARV Drug 

NRTI 
(TDF/ 

ABC/ 

AZT/ 

3TC/FTC) 

NVP EFV LPV/r ATV/r DTG 

Combined Oral 
(microgynon, 

Lofeminal) 

Ni l  Risk of 
contraceptive 
failure-must be 
used with a 
barrier method 

Risk of 
contraceptiv
e failure-
must be 
used with a 
barrier 

method 

Risk of 
contraceptive 
failure-must 
be used with a 
barrier 

method 

Risk of 
contraceptive 
failure-must be 
used with a 
barrier method 

Ni l  

Emergency 
contraception 

(Postinor 2) 

Ni l  Levels of 
contraceptive 
reduced-Double 
dose of 
emergency 
contraceptive to 

4 tablets 

Levels of 
contraceptiv
e reduced-
Double dose 
of 
emergency 
contraceptiv
e to 4 tablets 

Levels of 
contraceptive 
reduced-
Double dose 
of emergency 
contraceptive 

to 4 tablets 

Levels of 
contraceptive 
reduced-Double 
dose of 
emergency 
contraceptive to 

4 tablets 

Ni l  

Injectable 
(Depo-

Provera) 

Ni l  Ni l  Ni l  Ni l  Ni l  Ni l  

Implants 
(Implanon, 

Jadelle) 

Nil  Levels of 
contraceptive 

reduced-
additional barrier 
method advised 

Levels of 
contraceptive 

reduced-
additional 
barrier 
method 

advised 

Levels of 
contraceptive 

reduced-
additional 
barrier method 
advised  

Levels of 
contraceptive 

reduced-
additional barrier 
method advised 

Nil  

IUD (TCu 380A) Nil  Nil  Nil  Nil  Nil  Nil  

Condoms Nil  Nil  Nil  Nil  Nil  Nil  

 

 



98 

 

13.4 Community eMTCT 

 Community eMTCT services should be provided through existing community structures and support 
networks for PLHIV. These structures and networks should be supported to provide unique services 
that meet the needs of pregnant and breastfeeding mothers and their infants. All eMTCT 
implementing sites should establish a network of community-based structures and systems within 
their catchment area to support the health facility to deliver a minimum package of community-based 
eMTCT services. 

 

13.4.1 Minimum package of community eMTCT services 

 The minimum package of community eMTCT services include: 
 Community sensitization and mobilization for HIV prevention, reproductive health and eMTCT services 

 Identi fication, counselling, and referral of pregnant/lactating mothers for comprehensive ANC services 
including screening for TB symptoms, skilled delivery, eMTCT services for mother and baby including 
EID, post-natal care, Infant and Young Children feeding (IYCF) and FP. 

 Identi fication of partners and children of pregnant and breastfeeding women in communities and 
ensuring that they know their HIV status, either through outreaches/home-based HTS or through 
referral. 

 Address social and behavioural factors that affect uptake of eMTCT services including stigma, 
disclosure, discrimination,GBV, etc. 

 Adherence support. 
 Fol low-up, linkage, and tracking of mother-infant pairs through at least 18months postpartum and 

ensure infant’s final survival and HIV status is known 

 Community ART and co-trimoxazole refills 

 Provision of psychosocial support through Family Support Groups or other community based PLHIV 
support groups, OVC programs, and household economic strengthening/income generating activities 

 Assess all eMTCT families for eligibility for OVC programs 

 Promote family care, treatment and support, including treatment support for those who are not part 
of the family 

 Health education and advocacy for eMTCT services 

 This package should be delivered using continuous quality improvement approaches and monitored 

using a well-defined monitoring and evaluation (M&E) structure. 

 

13.4.2 Establishing/strengthening community eMTCT services. 

 eMTCT si tes should do the following in order to establish community eMTCT services: 

 Establish partnerships and networks with community-based organizations (CBOs), NGOs and networks 
of PLHIV for community service delivery. The networks and partnerships should be established by: 

 Conducting or updating community mapping of resources, identifying referral trigger factors, 
developing referral directories and supporting documentation of referral processes. 

 Connecting with the community development officers, CBOs, FBOs, NGOs and networks of PLHIV and 
other networks involved in community-based eMTCT and meeting to agree on acommon objective and 
agenda.   
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 Establishing and strengthening comprehensive referral network systems and coordination of two-way 
referrals between community and health facilities.  In addition, establish mechanisms for assessing 
performance of these systems. 

 Promoting integration of eMTCT and HIV into reproductive health, MCH, and other programs. 

 Identi fying and collaborating with relevant sectors for community empowerment and economic 
strengthening activities to reduce gender inequalities as well as increase women‘s access to assets. 

 Promoting partner support by using different strategies to engage male partners. 
 

 

12.4.3. Identify, train and facilitate community health workers. 

 Identi fy, train and facilitate community health workers, including peer educators, in the catchment 
area to implement the community eMTCT minimum package.  

 

Establish coordination mechanism. 

 Each health facility should establish a mechanism for coordinating with the community structures.  
Communication channels between the partners should be open, and health facilities should organize 

regular meetings to assess performance. 
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ANNEXES 

Annex A1: Education and support for clients during visits. 

A.1 Post-test support 

 Provide immediate support after diagnosis. 

 Provide emotional support. 

 Provide time for the result to sink in.  

 Empathize. 

 Find out the immediate concerns of the client and help: 
Ask: what do you understand this result to mean (correct any misunderstandings of the disease)?  

o Provide support.  
o What is the most important thing for you right now? Try to help address  

this need.  
o Tel l  them their feelings/reactions are valid and normal.  
o Mobi lize resources to help them cope.  
o Help the client solve any pressing needs.  
o Talk about the immediate future—what are your plans for the next  

few days? 
o Advise on how to deal with disclosure in the family. Stress importance of disclosure.  

 Who do you think you can safely disclose the result to?  

 It i s important to ensure that the people who know you are HIV positive can maintain 
confidentiality. Who needs to know? Who doesn’t need to know?  

 Encourage the client to talk to a person they know is HIV positive for support. 

 Advise on how to involve the spouse.  
 Explain what treatment is available.  

 Advise on how to prevent spreading the infection.  

 Make a follow-up appointment 
 Encourage the client to return anytime if he/she needs to. 

 Explain about the community-based support for PLHIV. 

Good listening skills  

 El icit concerns 

 Listen to feelings 

 Use good body language 

 Pauses are good 

 Be able to be quiet 

 Do not speak before listening 

 Understanding is as important as advice 

 Use empathy. 
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 EMPATHY is feeling with another—tuning in to the feelings of another and 
responding in a way that the person knows he or she has been heard. Empathy is not 
the same as sympathy (feeling for another).  

 Tune in to the other person’s feelings. Listen to all of the feelings. (Do not listen 
selectively) Respond with understanding. Do not try to minimize, change, or "solve" 
the feel ings.  

 When empathizing, do not:  

o Judge (evaluate other’s feelings).  

o Try to fix it (solve the problem).  
o Advise (tell them what to do).  
o Question (keep seeking more information).  

 These may be appropriate at other times but not while empathizing.  
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Annex A.2 Explain what is available for chronic HIV care 
 

 Explain what is involved in care and how the site works.  

o Explain the site system for shared confidentiality.  
o Explain who is on the site team and that the client will see more than one health worker.  
o Explain the support available in the site, home visits, etc.  

 Explain the follow-up schedule.  
 Explain the basics of HIV infection, transmission and treatments available.  

 Explain what prophylaxis and treatments are available, when they are used and requirements for 
treatment:  

o ARV therapy  
o Co-trimoxazole prophylaxis  
o INH Prophylaxis  
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Annex A.3 Initiate chronic HIV care (if this is the first visitfor chronic care) 
 

Table 47: 5As` for initiation of chronic care 

ASSESS  Cl ients goals for today’s visit 

 Understanding of treatment available 

 Interest in receiving treatment 
 Readiness for prophylaxis and ART (if indicated) 

 Determine the family circumstance: 
o Where does the client live? With whom? Is it stable? 
o Has the client disclosed their status to their family? 
o Who else is infected and on care or needs care? 

 Health worker needs to assess the client, clinical stage and develop a 
Treatment Plan. 

ADVISE  Explain and recommend treatment or prophylaxis (based on the nurse or 
cl inical review). 

 Encourage testing of other family members. 

 Explain family care options. 

AGREE  On Treatment Plan 

ASSIST  With adherence to the Treatment Plan 

 Plan home visit, if desired by the client. 

ARRANGE  Register the client – assign unique ART number, start HIV care/ ART card 
(adapt locally) 

 Make next follow-up appointment (make sure client knows when and 
where to go). 

 Arrange home visit as appropriate and feasible (involve home-based care 
teams). 
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Annex A. 4. Provide ongoing support 

Provide ongoing education and support appropriate to client’s circumstances. Record on the cl ient’s HIV 

Care/ART card.  

Types of support needed may change as the client adjusts to his/her diagnosis and overcomes the fi rst 

impact of the test result. Be prepared to:  

 Provide emotional  support.  

o Empathize with concerns and fears. Provide a secure opportunity for the client to discuss 
feel ings and to experience the feelings understood and accepted by a caregiver.  

o Let them know that how they feel is a normal reaction. Learning that others have felt this way 
can reduce the sense of isolation.  

 

 Assure confidential i ty and privacy.  

 Pay attention to the fami ly setting.  

o Offer counselling on reproductive choices and family planning.  
o If a family planning method is desired, almost all methods can be used. 
o If more children are desired, counsel that pregnancy is possible, although with some risks.  
o Advise that people living with HIV can still have a healthy sexual life and have children if they 

desi re.  
 

 Confi rm and reinforce (or explain again) information  

o On voluntary HIV testing and counselling, on maternal to chi ld transmission, possibi l i ty of ARV 
treatment, safer sex, infant feeding, and fami ly planning advice. 

o Help cl ient absorb the information and apply i t in his /her own si tuation.  

 

 Advise on how to avoid stigma  

o Discuss to whom to disclose result. See Annex A.5.  
o Discuss how ways in which we behave can be interpreted by other people.  
o Anticipate that the availability of treatment will help reduce stigma.  

 

Other ways to provide psychosocial support:  

 Promote use of peer support groups for:  

o Cl ients who have tested HIV-positive.  
o Cl ients on ART.  
o Couples affected by HIV/AIDS.  
o Older children whose parents are positive.  
o Groups should be:  

 
-Led by a social worker and/or a man/woman who has come to terms with his/ her HIV 

 posi tive status.  

-Held outside the clinic in order to not reveal the HIV status of the people involved.  
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Note:  Support groups are key to psychosocial support. However, they do not replace use of  
individual support and use of skilled counsellors, when needed.  

 
Connect the client with other existing support services and community 

resources.  

 These may include support groups, income-generating activities, religious support 
       groups, orphan care, home care.  

 Exchange information for the coordination of interventions.  

 Make a coordinated plan for each family involved.  

 The health worker and the social worker/community-based worker should establish active 
       l inkages with each other and with other existing support organizations—for home-based    
       care and psychosocial support.  

 Help the client identify a senior person from the community who will help provide support 
      and care.  
 

 
Facilitate religious counselling for those who want it.  

 Mosque or other religious institutions may have specifically prepared counsellors in issues related 
to HIV/AIDS: death, stigma, illness, planning ahead for care of children, etc.  

 
Refer for individual or couple counselling by community counsellors or 
professional counsellors, when available.  
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Annex A.5 Family Testing and Partner notification. 

 

A5.1: Note the following key points about family testing and partner notification 

 

(a) What Is Index HIV Testing? 

 Index client: an individual newly diagnosed as HIV-positive and/or an HIV-positive individual who is 

enrol led in HIV treatment services 

 Index testing: voluntary process where counsellors and/or health care workers ask index clients to 

l ist all of their: (1) sexual or injecting drug partners within the past year, and (2) all their children.  

 

(b) Importance of partner notification services. 

Partner notification services are important for the index client, for the family members and community as 

a whole as indicated below. 

 

 Index cl ient: 
o Provide support to the index client to his/her partner and child(ren) tested for HIV. 

o Takes the onus off of the index client as the sole person responsible for the notification 

 

 Partners/Children of index clients 
o Maximizes the proportion of partners/children who are notified of their exposure to HIV 

o Al lows HIV-exposed partners and children to get tested for HIV 

o Al lows HIV-positive partners and children to access HIV treatment to reduce HIV-related 
disease and mortality 
 

 Community: 
o The most cost- effective case finding strategy in a low prevalence setting such as Somalia. 

 (yields the highest number of PLHIV for the total number of people tested) 

o Reduces future rates of transmission by aiding in early diagnosis and treatment partner(s) and 

chi ldren found to be HIV-positive 

o Several trials have demonstrated that index partner testing can: 

 increase uptake of HTS and  

 identify partners with undiagnosed infection (yield ranges from 35-62%), with no 

reports of serious intimate partner violence (IPV). 
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A5.2: Principles of partner services 

a) Cl ient cantered and client focused: index partner testing services should be focused on the needs and 
safety of the index client and his or her partner(s) and child(ren) 

a. Cl ient chooses the most appropriate method and level of disclosure (i.e. full to none) for 

informing each partner based on his/her circumstances 

b) Confidential: both the confidentiality of the index client and all named partners and children should be 
maintained at all times. The identity of the index client should not be revealed and no information 
about partners should be conveyed back to the index client (unless explicit consent from all parties is 

obtained).   

c) Voluntary and non-coercive: index partner testing services should always be voluntary; mandatory or 

coercive approaches are never justified 

d) Non-judgmental:  partner services should be delivered in a non-judgmental manner, free from stigma 

or discrimination 

e) Comprehensive and integrative: partner testing services should include strong referral and linkages to 

HIV treatment and prevention services. 

f) Ongoing: Index Testing Services are NOT a one-time event but should be offered continually.  
o Partner notification services concepts and benefits are introduced immediately after 

confirming the HIV diagnosis at the ART centre and should be offered again for those who 
decl ine the initial offer.  

o When a partner tests HIV-positive, he/she becomes a new index patient, and the process 

starts over from the beginning. 

A5.3: Approaches to Partner Testing. 

 

 Traditional Partner Testing Approaches 

o Cl ient Referral: the index client takes responsibility for disclosing their HIV status to partner(s) 
and encouraging partner(s) to seek HTS.  This is often done using an invitation letter or referral 
slip. 

 Innovative Assisted HIV Partner Testing Approaches:  

Pledge referral: In the “pledge” approach, it is negotiated until agreed with client that they will 
disclose to partner(s) within a certain number of days. If by that date no disclosure has been 
done, the Index client is called back and further discussion with counsellor, to overcome 
barriers. Among the options to be explored should be the offer for the Counsellor to provide 
assisted disclosure where the partners of the index client are asked to come to the clinic with 
the cl ient, and the partner facilitates the disclosure. 
 

o Provider Referral: With the consent of the HIV-positive index client, the counsellor/provider 
directly contacts the client’s partner(s), informs them that they have been exposed to HIV, and 
offers them voluntary HTS while maintaining the confidentiality of the index client.  
 

o Assisted Disclosure: A trained provider sits with the HIV-positive client and his/her partner(s) 
to provide support as the client discloses his/her HIV status. The provider also offers voluntary 
HTS to the partner  
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A5.4 Considerations for introducing Index Partner Testing Services into the ART 

centre 

 

a) Training 

 Partner testing services require TRAINED personnel and resources to conduct index case 
interviews, partner notification and testing services, and linkage.  

o Effective communication is one of the competencies providers should be trained on so 
as to offer effective index partner testing services 
 

b) Effective communication: 

 Communication is key to the success of index testing services: Interviewing is at the centre of 

partner services, and effective interviewing can only happen when good communication skills 

are used. Good communication depends on appropriate non-verbal messages; appropriate 

verbal messages and effective listening. Communicating WELL with our clients: Welcome your 

cl ients; Encourage your clients to talk; Look at your clients; Listen to your clients.  

 The 10 Communication Skills include: - 

1. Demonstrate Professionalism 

2. Establish Rapport 

3. Listen Effectively 

4. Use Open-Ended Questions 

5.  Communicate at the Patient’s Level 

6. Give Factual Information 

7.  Sol icit Patient Feedback 

8.  Use Reinforcement 

9. Offer Options, Not Directives 

10. Use Appropriate Nonverbal Communication 

 

c) Confidentiality 

 Appropriate security and confidentiality procedures should be put in place BEFORE starting 
partner testing services to protect the safety of the index client, all named partners, AND the 

providers of partner testing services. 

 Cl ient need assurance that what is said will be in confidence (that it will stay secret between 

the provider and the client) because, unless that is done, the client is unlikely to open up. 

o  It i s the duty of all providers never reveal information from clients without their 

consent. 
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 Both the confidentiality of the index client and all named partners and children should be 

maintained at all times.  

 The identi ty of the index client should never be revealed to the partner(s).  

 And no information about partners should be conveyed back to the index client (unless explicit 

consent from all parties is obtained). 

 

 

A5.5 Steps to follow in testing of partners and biological children. 

Partner testing 

 Step 1: Introduce partner/family testing to the index client using talking points and scripts for index 
testing services. 

 Step 2:  Record partners (s), and relationship to index client and fill in section three of the ART card. 
 Step 3: Document findings from Intimate partner violence screening (IPV).  

 Step 4: Determine preferred method of disclosure to partner notification: client referral; contact 
referral; provider referral; or dual referral (assisted referral).  

 Step 5: Contact all named partners using the preferred approach. 
 Step 6: Record partner notification outcomes on the Outcome of Testing Forms 

 Step 7: Provide appropriate services for sero-concordant/discordant partners based on HIV status. 

Testing of Biological children of the index client: 

 Identi fy all biological children of index client and fill them in section 3 of the ART card.  
o If the index client is male, his biological children should be not be tested if the mother is HIV 

negative but should be tested if the mother’s HIV status cannot be determined. 

 Offer HIV testing to all biological children with the consent of the index client. Children above 18 
months are tested with rapid HIV test kits while those below 18 months with nucleic Acid tests (NAT), 
such as the GeneXpert. 

 Enrol  all children under 18 months of age or over 18 months of age and still breastfeeding into follow-
up as HIV-exposed infants (HEI). 

 Offer counselling to mothers of HEIs on follow up of their children.  
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Annex A 6.  Manage weight loss (or in a pregnant woman, no weight gain) 

 

 Assess nutritional status (use Mid Upper Arm Circumference (MUAC) or Body Mass Index (BMI) in 
adults. 

o Nutri tion assessment counsel l ing and support (NACS) i s an important component of 

comprehensive care for PLHIV and/or TB/HIV because HIV increases energy requirements; can 

reduce dietary intake; can cause nutrient malabsorption and nutrient loss; and can result in 

complex metabol ic al terations that culminate in weight loss and wasting.   

o NACS, therefore, should be conducted in PLHIV from enrolment and extend throughout the 

care continuum.  

 Implement NACS within HIV care settings using the “The Seven Steps” approach shown in the table 

below; 

 

Table 48: Seven steps approach for implementing NAC 

 

Step Activities 

Step 1 

Nutri tion and 

health education 

Create awareness on benefi ts of proper nutri tion 

Sensi tize clients on the benefits of proper nutrition and monitoring of nutri tional  

status  

 

Step 2:  

Nutri tion 

assessment  

 

Anthropometry 

Record weight, length/height, MUAC, and age 

Routinely monitor and promote growth for chi ldren <5 years  

Biochemical  analysis  

Monitor micronutrient deficiencies such as haemoglobin level  

Cl inical  assessment  

Check for signs of under-nutrition including bilateral pitting oedema, wasting, hair 
changes, anaemia (pale conjunctiva, gums, nails, skin), breathlessness, and rapid 

pulse 

Dietary assessment 

Col lect information about the types and amounts of food consumed, appetite, and 

eating behaviours  

 

Step 3: Nutri tion 

classification 

Classi fy nutri tional  status and decide on care plan. 

Step 4: Nutri tion 
counselling 

Encourage cl ients to consume a variety of local ly avai lable, high-energy and 
nutrient dense foods; increased feeding frequency and intake per meal ; high-
protein intake (especially animal); frequent hydration; intake of fats and sugar in 
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moderation; exercise, hygiene, and sanitation. 

Step 5: Nutri tion 
therapy 

Severe acute malnutri tion (SAM) with compl ications  

Manage in inpatient therapeutic care (ITC)using F75, F100 

Severe acute malnutri tion (SAM) without compl ications  

Counsel  and manage in outpatient therapeutic care (OTC) using ready to use 

therapeutic food (RUTF) 

Moderate acute malnutri tion (MAM) 

Counsel  and refer to supplementary feeding program or l ivel ihood programs   

Micronutrient deficiencies  

Provide appropri ate micronutrient (i ron, folate, vi tamin A, zinc) supplements  

Food and drug interactions  

Manage complications that affect food intake/uti l i zation, drug adherence, and 

efficacy. 

Step6: Fol low-up 
for nutrition care 

and support 

Fol low-up al l  cl ients with acute malnutri tion 

Routine and scheduled fol low-up for cl ients on nutri tion treatment: where 

appropriate, synchronize with other services  

Step 7: 
Community 

l inkage 

Link malnourished patients to livelihood and/or supplementary feeding programs 

where possible 

 

 

Table 49: Dosing of ready to use therapeutic food (RUTF) 

Weight (kg) Sachets/day Sachets/week 
Sachet/2 

weeks 
Sachets/month 

3.0 - 3.4 1.25 9 18 35 

3.5 - 3.9 1.5 11 22 44 

4.0 - 5.4 2 14 28 56 

5.5 - 6.9 2.5 18 35 70 

7.0 - 8.4 3 21 42 84 

8.5 - 9.4 3.5 25 49 98 

9.5 - 10.4 4 28 56 112 

10.5 - 11.9 4.5 32 63 126 

≥ 12.0 5 35 70 140 

14 years and 
above 

6 42 84 168 
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Table 50: Rations of ready to use therapeutic food(RUTF) by age category 

Age  
Normal daily 

ration size (gms) 

Daily ration +50% 

ration increase (gms) 

Monthly ration size 

(kilograms) 

6 - 11 months 100 150 5 

12 - 23 months 100 150 5 

2 - 5 years 100 150 5 

6 - 9 years 150 225 7 

10 - 14 years 200 300 9 

14 years and above 300 450 14 

 

  



113 

 

Table 51: Criteria for discharge from outpatient therapeutic care 

 

Category of 

Discharge 
Discharge Criteria Action 

Cured  Patient is clinically well and alert 
and has no bilateral pitting 
oedema for 2 weeks 
Plus  
Weight for Length/Height or ≥ -2 z-
scores (6-59 months)  
Body mass index (BMI) for-age ≥ -2 
z-scores (5-19 years)  
BMI >18kg/m2 (adults >18 years)  
Or 
MUAC:  
≥12.5 cm (6 months to <5 years)  
≥14.5 cm (5 to <10 years)  
≥18.5 cm (10 to <15 years)  
≥21.0 cm (15 to <18 years)  
>22.0 cm (pregnant and lactating 
women with infant less than 6 
months)  
≥22.0 cm (adults)  

Record in Integrated Nutrition Register as 
“Cured” 

 Link caregivers/ patients to other 

 primary health care services or 
 initiatives at facility/or community 

including 

 Young Chi ld Clinic (YCC) or growth 
monitoring & promotion (GMP) 
program 

 Supplementary Feeding Program (SFP) 
or other livelihood programs where 
available 

 HIV/AIDS/TB care and treatment 
 

 

Non-respondent  Has not reached discharge criteria 
after three months (four months 
for the HIV/TB patients)  

 

Refer to ITC for re-evaluation  
If HIV/TB status is known:  
Assess on a case-by-case basis and take 
action after discussion with the patient’s 
HIV/TB treatment provider  

Defaulted  

 
Absent (not reported or fol lowed 
up in the community) for two 
consecutive visi ts  

 

Make a follow-up home visit to assess 
si tuation to support the family in 
monitoring the patient progress  
On return, the patient may re-enter OTC if 
he or she meets the admission criteria 
Fol low the criteria for registering the 
patient as a re-admission using the number 
previously given  

Transferred to 

ITC  
Condition has deteriorated and 
requires ITC Not responding to 
treatment  

Fi ll a referral slip with information (including 
medicines) and the reason for transfer.  
Record in INR where the client has been 
transferred too. 
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Annex A.7 Support for special circumstances 

For woman exclusively breastfeeding her infant: 

 Discuss strategies to facilitate exclusive breastfeeding, including issues relating to family pressure, 
mi lk supply and demand and coping with a crying infant.  

 Examine breast for signs of poor attachment (sore/cracked nipples, engorgement etc.) 

 Help with correct attachment of infant to the breast.  

 Discuss safe transition to replacement milk.  

For child with HIV-infected parents and siblings 

 Caring for sick parents and siblings has a huge emotional impact on children. Witnessing illness and 
death of close family members, discrimination and stigma can result in severe depression. Children 
often are not able to talk about their fears and difficulties.  

 Adequate care, protection, guidance and support are often lacking. This can inhibit the children’s 
healthy development.  

 The family often needs assistance to understand children’s needs, how to communicate with and 
support them, and how to plan ahead for them.  

Children whose family members are PLHIV need to (appropriate to their age): 

 Understand what is happening (they often know more than they are told). 

 Know who is responsible for them. 

 Understand that they are not expected to take over from their parents. 

 Be supported for their fears and emotions (including a peer support group for older children if 

possible).  

 Receive medical care for their own problems.  

 Receive legal protection for inheritance rights.  

 Receive protection from sexual abuse, forced early marriage or exploitation.  

 Guidance in demanding and accessing social services.  

 Be able to continue to attend school and play with friends.  

For grandparent caring for children or grandchildren: 

 Pay attention to their health.  

For client who is terminal 

 Assure good end-of-life care at home. 

 Health worker should provide medical support for palliative care at home  

 Connect to religious support.  

 Help to plan ahead for the children.  
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For clients’ families with children: 

Caregivers of children living in families where one or more members of the family are infected by HIV may 
find it difficult to provide essential care and attention to the children. Helping caregivers to strengthen 
their own coping skills and capacities will allow them to better support the children.  

 

Table 52: Support when an HIV positive parent or sibling is sick or dies. 

ASSESS  Avai lability of adult support in the family or community to be able to 
provide provisional and/or long-term loving care for the child. 

ADVISE  Tel l  the child that it is not his/her fault that the parent or sibling is sick 
or has died. 

 When parent or sibling is sick: 
o Make a gradual transition to a loving caregiver. 
o Siblings are better off remaining together in their own 

environment that being broken up into different families or 
other structure. 

o Talk to the child about the illness and answer possible 
questions about death according to the child’s age. 

o Al low the child spend time with the sick parent or sibling. 
o Help the child to identify and perform small tasks to “help”. 
o Encourage and assist the child to carry on with habitual 

everyday activities such as school, sports, recreational 
activities, and to keep up friendships and other relationships. 

o Encourage child to talk about his/her feelings. Listen and 
provide loving support 

o Discuss traditional ways to handle inheritance issues. 

AGREE  Involve the child in the future plans, including exploring by whom s/he 
would like to be cared for, depending on the child’s age. 

ASSIST  Link with relevant services available in the community, such as: 
o Home care 
o Community volunteer support 
o Part-time or full-time foster care 
o Legal  services 
o Support groups for older children 
o Chi ld counselling 
o Schools 
o Day-care centres 
o Sports and other play activities 
o Services providing school fees 
o Meals for children 
o Provide ongoing support and follow up 
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Additional assistance when parent or sibling dies: 

 Be patient with a grieving child, encourage him to express him/her grief. 
 

 Encourage the child to talk about the person who has died. 
 

 Listen to the child, provide loving care and empathy 
 

 Al low the child to participate in the dying process and burial activities, and to share in the adults’ grief, so 
as not to feel alone in his/her bereavement.  
 

 Make sure that the child’s routine changes as little as possible. Tell the child that normal everyday life will 
go on as before (school, day care, playing with friends, sports). Encourage him/her to continue 
participating in all activities and relationships 

 

 Make sure that the child’s inheritance rights are respected 

 

 Assist caregiver to draw up a plan for the children, bearing in mind the points 

      l isted above 
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Annex A8.  Prevention and care for health workers and lay providers 

 

A8.1 Use standard precautions 

 Use for all clients.  

 When drawing blood:  

o Use gloves.  
o Do not recap needles.  
o Dispose in sharps box (puncture resistant). 

 Safe disposal of waste contaminated with blood or body fluids. 
 Proper handling of soiled linen. 

 Properly disinfect instruments and other contaminated equipment. 

 Use protective barriers (gloves, aprons, masks, plastic bags) to avoid direct  
contact with blood or body fluids.  

 

 

A8.2 Post-exposure prophylaxis (PEP) 

Definition: Post-exposure prophylaxis (PEP) is the short-term use of ARVs to reduce the likelihood of acquiring 

HIV infection after potential  occupational  or non-occupational  exposure. 

 

Types of exposure: 

 Occupational exposures occur in the health care or laboratory setting and include sharps and needlestick 
injuries or splashes of body fluids to the skin and mucous membranes. 

 Non-occupational  exposures include unprotected sex, exposure fol lowing assault l ike in rape and 
defi lement, and road traffic accidents. 
 

Steps in assessing a potential PEP recipient  

 Health facilities providing PEP must have trained healthcare workers on infection prevention and 
control, and management of PEP.  

 The healthcare workers should use the steps in below to assess clients for PEP eligibility and provide 

PEP.  

 

Unprotected sex remains the most 
common route of HIV transmission for 

health workers. 

 

Safer sex practices are very important 
for health workers to protect 

themselves against HIV. 
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Table 53: Steps for providing post-exposure prophylaxis (PEP) 

 

Step Description 

Step 1: Clinical 

assessment and 
providing first aid 

 

 

Conduct a rapid assessment of the client to assess exposure and risk and provide immediate care.  

Occupational exposure: 

After a needle stick or sharp injury 

 Do not squeeze or rub the injury site 

 Wash the site immediately with soap or mild disinfectant (chlorhexidine gluconate solution) 

 Use antiseptic hand rub/ gel if no running water  

 Don’t use strong irritating antiseptics (l ike bleach or iodine) 

After a splash of blood or body fluids in contact with intact skin 

 Wash the area immediately 

 Use antiseptic hand rub/ gel if no running water 

 Don’t use strong irritating antiseptics (l ike bleach or iodine)  

For exposure-specific injuries, refer to the PEP Guidelines  

Step 2: Eligibility 
assessment: 

 

Provide PEP when: 

 Exposure occurred within the past 72 hours; and 

 The exposed individual is not infected with HIV; and 

 The ‘source’ is HIV-infected, has unknown HIV status or is high risk 

 Do not provide PEP when: 

 The exposed individual is already HIV-positive 

 The source is established to be HIV-negative 

 Individual was exposed to bodily fluids that do not pose a significant risk (e.g. tears, non-blood-

stained saliva, urine, sweat) 
 Exposed individual declines an HIV test 

Step 3: Counselling 
and support 

 

Counsel on  

 The risk of HIV from the exposure 

 Risks and benefits of PEP 

 Side effects of ARVs  

 Enhanced adherence if PEP is prescribed 

 Importance of l inkage for further support for sexual assault cases 

Step 4: 
Prescription: 

 

 PEP should be started as early as possible not beyond 72 hours of exposure 

 Recommended regimens include: 

o Adults: TDF+3TC+DTG 
o Children: ABC+3TC+LPV/r or DTG 

 A complete course of PEP should run for 28 days  

 Do not delay the first doses because of lack of baseline HIV test 

 Document the event and patient management in the PEP register (ensure confidentiality of 

patient data) 

Step 5: Provide 

follow-up  
 

 Discontinue PEP after 28 days 

 Perform follow-up HIV testing three months after exposure 

 Counsel and link to ART centre for care and treatment if HIV-positive 

 Provide prevention and education/risk reduction counselling if HIV-negative 
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A8.3 HIV testing and counselling and TB screening for all health workers 

 Encourage HIV testing and counsel l ing for al l  staff with ful l  confidential i ty (on- or off-si te).  

 Provide information on HIV care.  

 Screen health workers for symptoms of TB.  

 Al l  staff should fol low the TB infection control  plan.  

 

 

A8.4 Care for HIV-infected staff 

 Establish system to protect confidentiality of staff medical records and needs.  

 HIV-positive staff should be supported and protected against discrimination.  

 Health workers should receive priority ART and care.  

 Encourage voluntary participation in staff support services.  

 

A8.5 Help staff to cope with stigma of caring for clients with HIV/AIDS 
 Ensure all health workers are involved in providing care for HIV clients. 

 Recognize that staff caring for clients with HIV can also be stigmatized. 
 

A8.6 Recognize and prevent burnout 
 Ensure that all entry points are involved in providing care to HIV-positive clients. 
 Recognize that staff caring for clients with HIV can also be stigmatized. 

 

Recognize burnout:  

 Irritability, anger. 

 Poor sleep. 
 Poor concentration. 

 Avoidance of clients and problems—withdrawal from others. 

 Fatigue. 
 Emotional numbing—lack of pleasure. 

 Resorting to alcohol or drugs. 
 In survivors of multiple loss—afraid to grieve. 
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How to prevent and respond to burnout:  
 

 Be confident that you have the skills and resources to care for the client and family. 

 Provide some sort of recognition 
 Discuss problems with someone else. 

 Be aware of what causes stress and handle it. 

 Strategize solution for burnout. 
 Change approach to care giving: 

 
o Divide tasks into manageable parts (small acts of care).  
o Learn how to adjust the pace of care giving.  
o Ask others to help.  
o Encourage self-care by the client.  

 

 Find relaxing activities 
 Take care of your life outside of the care giving (other interests, support, family, friends) 

 Develop your own psychosocial support network (such as caregiver support groups). 

 Take care of your own health. 
 Take time off on a regular basis.  

 Be aware that you can’t do everything and need help. 

 Share problems with your colleagues. 
 Organize social events. 
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Annex A9: Table 54: Recommended ARV doses for Adults and Adolescents 

 Generic name Dose 

Nucleoside reverse transcriptase inhibitors (NRTIs) 

Abacavir (ABC) 300 mg twice daily or600 mg once daily 

Emtricitabine (FTC) 200 mg once daily 

Lamivudine (3TC) 150 mg twice daily or 300 mg once daily 

Zidovudine (AZT)  250−300 mg twice daily 

Nucleotide reverse transcriptase inhibitors (NtRTIs) 

Tenofovir 300 mg once daily
1
 

Non-nucleoside reverse transcriptase inhibitors (NNRTIs) 

Efavirenz (EFV) 400 mg once daily BUT if unavailable 600 mg once daily 

Etravirine (ETV) 200 mg twice daily 

Nevirapine (NVP) 200 mg once daily for 14 days, followed by 200 mgtwice daily
2
 

Proteases inhibitors (PIs) 

Atazanavir + ritonavir (ATV/r) 300 mg + 100 mg once daily 

Darunavir + ritonavir (DRV/r) 600 mg + 100 mg twice daily 

Fos-amprenavir + ritonavir(FPV/r) 700 mg + 100 mg twice daily 

Indinavir + ritonavir (IDV/r) 800 mg + 100 mg twice daily 

Lopinavir/ritonavir (LPV/r) Fixed Dose Combination tablets (LPV 200 mg / RTV 50 mg) 

Two tablets (400 mg/100 mg) twice daily
3
 

Considerations for individuals on TB therapy 

In the presence of rifabutin, no dose adjustment required. 

In the presence of rifampicin; use ritonavir super boosting (LPV 400 mg 
+ RTV 400 mg twice daily) or LPV 800 mg + RTV 200 mg twice daily, 
with close clinical and hepatic enzyme monitoring 

Integrase strand transfer inhibitors (INSTIs) 

Raltegravir (RAL) 400 mg twice daily 

 
1 TDF dosage adjustment for individual with altered creatinine clearance can be considered (using Cockcroft -Gault formula).  

Creatinine clearance ≥50 ml/min, 300 mg once daily.  

Creatinine clearance 30−49 ml/min, 300 mg every 48 hours.  

Creatinine clearance 10−29ml/min (or dialysis),  300 mg once every 72−96 hours.  

Cockcroft-Gault formula: GFR = (140-age) x (Wt in kg) x (0.85 if female) / (72 x Cr) 

2 In the presence of rifampicin, or when patients switch from EFV to NVP, no need for lead-in dose of NVP.  

3 LPV/r can be administered as 4 tablets once daily (i.e.  LPV 800 mg + RTV 200 mg once daily) in patients with less than thre e LPV 

resistance-associated mutations on genotypic testing. Once-daily dosing is not recommended in pregnant women or patients with 
more than three LPV resistance-associated mutations.  



122 

 

Annex A10: Table 55: EID card 

 

Vis it schedule Birth 6wks  10wks  14wks  5mo 6mo 9mo 12mo 15mo 18mo 24mo 

Immunization 
 

X 

 

X 

 

X 

 

X 

 

- 

 

 

 

X 

 

 

 

- 

 

 

 

- 

Clinica l 

assessment
 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

Growthanddevelo

pment 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

CTXand
 

Stable motherc- Give baby nevirapine prophylaxis for 6 weeks 

Unstable mother
d
 – Give baby AZT & NVP prophylaxis for 12 weeks 

Co-trimoxazole should be sta rted at six weeks of  a g e or therea fter and continued until infant is determined to be HIV negative 

Infantdiagnosiste

sting
e 

 

 

None 

Do 1stNAT at 6  w eeks  o f a ge o r as  soon as  in fant i s  identi fied 
 

Do antibody test at 18 

months 
Do 2

nd

NAT 6 weeks after cessation of breastfeeding 

Counsellingandfe
edingadvice 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

Mother’s  
careandtreatment 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

 

X 

a  - At every visit, the EID card, EID register, mother’s HIV care/ART card and ART register should be updated as well the OpenMRS/EID database where it exists,  

b – The s tandard is starting nevirapine at birth and co-trimoxazole at 6 weeks of age,  

c – Stable mother   

d – Unstable mother   

e - Infants should come every month until test results are g iven t o t he c aretaker  
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Annex A11. Client/treatment supporter education cards 

Now you are on ART  

 

Any regimen 

 

Once or twice a day 

 

 

 

 

 

 

 

 

 

 

 

It i s common to have side effects. They usually go away in 2 - 3 weeks. 

If you have: Do the following: 

Nausea Take the pi l l  with food 

Diarrhoea Keep drinking and eating 

EFV/DTG- can cause negative brain effects 
such as sleepiness, dizziness, bad dreams, or 

problems with sleep or memory 

These side effects usually go away 

Taking the medication at night is important 

 

If nausea or diarrhoea persist or get worse, or you have any of the following, REPORT TO THE 

HEALTH WORKER  

AT THE NEXT VISIT: 

 Tingling, numb or painful feet or legs or hands 

 Arms, legs, buttock and cheeks become THIN. 

 Breasts, belly, back of neck become FAT. 

COME BACK TO THE ART CENTREURGENTLY IN CASE OF: 

 Bizarre thoughts or confusion or suicide thoughts 

  Yel low eyes  

 Severe abdominal pain  

 Skin rash  

 New pregnancy (first trimester) 

 Fatigue and shortness of breath 

 General  body weakness and pallor 

Remember that 

 If you miss doses (even 3 doses in a month) the drug might not work.  

 If these drugs stop working itis bad for you and your community.  

 This is very important to maintain blood levels so ART can work.  

 If you forget a dose, do not take a double dose.  

 If you stop your medicines, you can become ill within months or a year.  

 For women, make sure you are using reliable contraception (Check for pregnancy)  

 Drugs MUST NOT be shared with family and friends.  

 Avoid the fatty foods. 

 If you find it difficult taking your pills twice daily, DISCUSS with health workers.  

 ASK for support from your treatment supporter, family or friends 

 If you are TRAVELING or CHANGING RESIDENCE and need to TRANSFER TO ANOTHER ART SITE, please 

come and get proper REFERRAL DOCUMENTS for good continuation of care 
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