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NATIONAL IMPLEMENTATION GUIDELINES ON PROVIDER INITIATED COUNSELLING AND TESTING (PICT)


FOREWORD

HIV and AIDS is one of the main challenges facing South Africa today. In 2005 about 5.54 million people were estimated to be living with HIV in South Africa (NSP 2007-2011), Surveys in sub-Saharan Africa have shown that a median of just 12% of men and 10% of women had been tested for HIV and received the results, WHO 2007. This implies that a majority of HIV infected individuals in this region are unaware of their status. Additional, innovative, and varied approaches are therefore needed to identify people who are infected so they can access treatment, care & support services and for the uninfected to provide suitable interventions that will facilitate staying negative.

In order to guide the national response to HIV and AIDS pandemic, the South African Government develops the HIV & AIDS and STI National Strategic Plan (NSP). The two main targets in the latest NSP (2007 – 2011) are:

· To reduce the national HIV incidence rate by 50% by 2011

· To provide an appropriate package of treatment, care and support services to 80% of the people living with HIV and their families by 2011.

The NSP 2007 – 2011, in line with increasing access to VCT services that recognise diversity of needs, advocates for the implementation of Provider-Initiated Counselling and Testing (PICT) in all health facilities, with a special focus on STI, TB antenatal, IMCI, family planning and general curative services. I

This guideline provides guidance on the implementation of Provider Initiated Counselling and Testing in all provinces.

Dr. T. D. Mbengashe

Cluster Manager: HIV & AIDS and STI Cluster
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ACRONYMS 
AIDS 

Acquired Immunodeficiency Syndrome 

ANC 

Antenatal Care

ART 

Antiretroviral Therapy 

CT 

Counselling and Testing

DHIS

District Health Information System

DoH

Department of Health 

EAP

Employee Assistance Programme

HCT 

HIV Counselling and Testing

HIV

Human Immunodeficiency Virus 

IDU 

Injectable Drug User

IEC 

Information, Education and Communication 

IMCI

Integrated Management of Childhood Illnesses

M&E 

Monitoring and Evaluation 

MMC

Medical Male Circumcision

NSP 

National Strategic Plan for HIV & AIDS and STIs (2007-2011)

OI 

Opportunistic Infection 

OVCs 

Orphans and Vulnerable Children 

PCR

Polymerase Chain Reaction

PEP 

Post-Exposure Prophylaxis 

PICT 

Provider Initiated Counselling and TestFing

PLWH 
People Living with HIV 

PMTCT 
Prevention of Mother-to-child Transmission of HIV

QA

Quality Assurance

RCT 

Routine Offer of HIV Counselling and Testing 

STI 

Sexually Transmitted Infection 

TB 

Tuberculosis 

TOP 

Termination of Pregnancy

UNAIDS 
Joint United Nations HIV & AIDS Programme 

VCT 

Voluntary Counselling and Testing 

WHO 

World Health Organisation

1 INTRODUCTION

Provider Initiated Counselling (PICT) and Testing prompts health care providers to initiate HIV Counselling and Testing (HCT) process for patients thereby proactively identifying HIV positive patients. In an effort to scale up access to HIV counselling and testing services, PICT is implemented as an intervention that integrates HCT service into other health services. This ensures that opportunity to test is not missed as clients presenting to health facilities for other health services are offered HCT. Contrary to Voluntary Counselling and Testing where clients voluntarily present themselves for testing, in PICT the health care provider plays a more active role in motivating for and providing patients with the service. The National Strategic Plan for HIV & AIDS and STIs, 2007-2011 acknowledges that PICT is an important intervention in determining the HIV status of clients. This leads to early access to other needed and essential services such as treatment, care & support and forms part of the broader HIV prevention strategy.

According to the Joint United Nations HIV & AIDS Programme (UNAIDS) sub-Saharan Africa carries the highest burden of disease in the world. The percentage of adults with advanced HIV infection receiving antiretroviral therapy (ART) was only 33% with the remainder of those eligible for ART and for other care and treatment services being undiagnosed. A critical intervention in addressing the HIV epidemic is counselling and testing. 

VCT services have been freely and widely available in health facilities in all nine provinces since 2000 and remain an important approach that allows patients an entry point to care, treatment and support. However, patients attending public health facilities who would benefit from HCT services are still being missed as the responsibility largely lies with the patient to initiate testing. 

For patients to achieve the full benefit of treatment, care and support, early identification of HIV positive patients is critical. Early diagnosis promotes favorable health outcomes and provides an opportunity to increase the patients’ awareness on how to reduce the spread and transmission of HIV to others. Appropriate clinical decisions can also be made and medical services rendered more effectively when the health care provider knows the patient’s HIV status.

Health care providers are best able to provide patient-centred care that will empower all patients to make better decisions about their health and lifestyle. In addition, health workers are themselves empowered by the acknowledgement of their central role in the provision of HCT services. Health care providers can therefore contribute to the broader prevention interventions by focusing on their role in the provision of HCT. South Africa is therefore implementing the offering of HIV testing as part of routine medical care to all patients presenting at health facilities.

2 GOAL OF THE PICT GUIDELINES
The overall goal of the PICT guidelines is to assist provinces, districts, sub district and health facilities including private sector to expand HCT services in clinical settings to reduce the impact of HIV among individuals, families and communities 

These guidelines do not replace the HCT guidelines but instead aim to provide programme-oriented interventions to guide health care providers and policymakers in integrating HCT into routine medical care. They are meant to be used in conjunction with existing and related South African policies and guidelines.

3 INTENDED USERS OF THE GUIDELINE 

This guideline is intended to be used primarily by all health care workers and health care providers involved in the clinical care and management of patients in all health facilities, supervisors and managers at different levels to support and monitor the implementation of PICT. This document serves to provide a framework within which health care providers in public and private health facilities will implement PICT. 

In order to implement PICT, it is vital that there are effective and supportive health systems – these include human resources with appropriate training and skills plus effective supply logistics available at points of service delivery. While it is largely the responsibility of the state to provide such support, all health care providers have a duty to ensure resources at their disposal are managed in a manner that enhances the health outcomes of all patients.

4 PICT AS AN HIV COUNSELLING AND TESTING MODEL

PICT (also referred as Routine Offer of counselling and testing) is HIV counselling and testing which is initiated and recommended by health care providers to all clients attending health care facilities as a standard component of medical care. All aspect of health care including trauma, casualty and specialist clinics should provide HIV counselling and testing. The provision of HCT service should not infringe upon the right of the client to refuse to be tested for HIV without being denied medical care.

Provider Initiated CT occurs in clinical settings where health care providers initiate HCT, in a variety of circumstances. This occurs when HIV Testing is recommended, client prepared for the test through counselling and the test performed as a standard component of medical care by health care providers to patients attending the health care facilities. The major purpose of such testing and counselling is to enable specific clinical decisions to be made and/or specific medical services to be offered that would not be possible without knowledge of the person’s HIV status. This is an important approach to scaling up HCT. The intervention is also aimed at early identification of HIV infected individuals amongst the at-risk patients such as family planning clients, those diagnosed with TB, STI and opportunistic infections (OIs) as well as patients requiring post exposure prophylaxis (PEP).

5 GENERAL GUIDANCE FOR IMPLEMENTING PICT

Provision of PICT is recommended to all those attending health facilities as part of routine medical care. All health professionals are expected to have the competence and skills to conduct counselling, and to obtain consent for and to conduct an HIV rapid test. PICT is emphasized however not limited to the following patients or clients:

· Pregnant women 

· At six weeks post delivery 

· All infants born to HIV-positive women (earlier than six weeks if the child is ill or has symptoms suggestive of HIV infection).

· All women who tested negative during pregnancy to ensure they have remained HIV uninfected.

· All women with unknown status, 

· Unknown maternal HIV status and mother refuses to test, Offer and perform an HIV rapid test (on the infant) to assess HIV-exposure. If the infant’s rapid test is positive, perform a PCR test on the infant.

· All abandoned children

· Patients diagnosed with opportunistic infections (OIs)

· Patients presenting with symptoms and signs of TB

· All patients who have been diagnosed with TB

· Patients who have been diagnosed with a sexually transmitted infection (STI) 

· Patients presenting for sexual and reproductive health services including family planning and termination of pregnancy 

· Patients, including children where HIV&AIDS is considered in the differential diagnosis

· All inpatients admitted in a health facility 

· Male patients presenting for MMC services 

· Sexual partners and children of known HIV infected patients 

· Patients requiring non-occupational post-exposure prophylaxis (PEP)

· Patients reporting a history of injectable drug use (IDU)

PICT should be used for specific and well defined cases as part of the medical assessment and preparation for medical procedures e.g.

· Assessment for eligibility for Haemodialysis and similar procedures 

· Patients requiring immunosuppressive therapy e.g. those undergoing chemotherapy for oncology and those receiving organ transplants 

6 KEY PRINCIPLES OF PICT

PICT is underpinned by three important principles, which are; informed consent, confidentiality, and counselling. HIV testing should always be preceded and followed by counselling and cannot be conducted if the patient has not given informed consent. The HIV counselling and testing process is confidential and all information related to it should be maintained according to the prescripts of the HCT policy guidelines. 

6.1 PICT PROTOCOL 
a. PROTOCOL FOR IMPLEMENTING PICT IN OUTPATIENT SETTINGS 
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b. PROTOCOL FOR IMPLEMENTING PICT IN INPATIENT SETTINGS 
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6.2 Health Education

Health education sessions are an important vehicle to provide information about HIV, and can lay the foundation for subsequent counselling and testing. Health education should be used to promote PICT, motivate patients to test and also prepare the waiting patients for the counselling and testing process followed in the health facility. Health education may be given to individuals e.g. in private practices and/or to groups and should be conducted through out the day. It is important to commence group education by stating that PICT is the policy of the facility and the country and all health providers are expected to routinely offer HIV testing to all patients and does not constitute compulsory testing. 

During group information session, the health care worker should at a minimum cover the following information:

· HIV acquisition and transmission, 

· Effective preventive measures and reduction of risk;

· Confidentiality of HIV counselling and testing

· Benefits of early testing, which include facilitating diagnosis, prevention and clinical management. 

· Living positively with HIV (Nutrition, stress management, avoiding harmful habits, seeking support etc)

· Available services for HIV positive and negative clients

· HIV counselling and testing process 

· Patient’s right to refuse HIV testing 

· The benefits of disclosure and the related legal aspect;

· An opportunity to ask the health care provider questions.

Information should be provided in a manner that allows the patient to assess his or her own risk. Adapt the content and delivery mechanism of the education to be sensitive to age, gender, culture and capability of the group. Information, Education and Communication (IEC) materials such as posters and pamphlets can also be made available to augment health education talks. The emphasis should be on the discussion of risk, within a framework flexible enough to enable the discussion to be tailored as appropriate to all social groups. The facility manager is responsible for implementing and maintaining the quality assurance procedures that will ensure consistency, content accuracy and appropriateness of health education provided by facility staff.

The group session is followed by the pretest counselling. If the client accepts the test, it is performed and post test counselling given.

6.3 Pretest Counselling 

Pretest counselling is provided to individuals and not to a group of patients. In implementing PICT lengthy pretest counselling is not required but the provider should be guided by the patient’s needs or requests. This is due to the number of tasks and activities that health care providers are required to carry out. It is important that in the desire to increase the flow of patients by shortening the pre-test consultation, thereby increasing the reach of the system, the voluntary aspect of the agreement to test is not lost. Patients should be given enough basic information to allow them to make an informed decision about HIV testing and the planning of risk reduction strategies.

Minimum information for informed consent

When recommending HIV testing and counselling to a patient, the health care provider should at a minimum provide the patient with the following information:

· Evaluating the patient’s understanding of information provided during health education;

· Reinforcing messages and concepts raised during health education 

· The reasons why HIV testing and counselling is being recommended;

· The clinical and prevention benefits of testing;

· The potential risks, such as discrimination, abandonment or violence;

· The services that are available in the case of either an HIV-negative or an HIV-positive test result. 

· The confidentiality of the test result and that the result will not be shared with anyone other than heath care providers directly involved in providing services to the patient, with the client’s consent;

· Details of the testing process and how results will be given;

· Assisting the client to assist his or her own risk and develop a risk reduction plan;

· The benefits of disclosure and the related legal aspect;

· Assessing the patient’s readiness for testing and possible results 

· The patient’s right to decline the test;

· Declining an HIV test will not affect the patient's access to services that do not depend upon knowledge of HIV status;

· Patients given opportunity to ask questions and seek clarity on information provided;

· Obtaining consent.

6.4 Informed Consent

Health care providers do not have the right to test a patient for HIV without consent of the patient or their legal surrogate. In implementing PICT verbal consent for HIV testing is acceptable and such consent should be indicated in the patient records. The HCT policy guideline stipulates that by providing consent the patient is agreeing to provide information about his or her health status to a health care provider. This agreement is obtained after the client has:
· Received information about the HIV test and 

· Understands the purposes of the procedure

· Understand the purposes of the exchange of information as being in the best interests of his or her own health or that of the partner or 

· In the case of a pregnant woman, the foetus (baby in utero) or the infant being breastfed.  

It should always be made clear that even if a patient refuses testing, he or she will still be able to receive services from the facility whenever they request it. 

6.5 HIV Testing Algorithm 

HIV testing can be performed using a serial or a parallel algorithm. In serial algorithm, the screening test (first test) is run and results interpreted. Any subsequent test depends on the result of the screening test. In parallel testing the screening and confirmatory tests are run at the same time. The algorithm recommended by the National Department of Health is the serial algorithm.

Recommended HIV testing algorithm - Serial
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6.6 Post-test Counselling 

The same provider who conducted pretest counselling should conduct post-test counselling. The content of post-test counselling will be informed by the result of the test. Providers should use this counselling to report the results to the patients and maintain the continuum of care. Couples should be encouraged to receive their results together and be counseled together. HIV results should be given to the individual patient and not in a group.

a. Patients who test HIV Negative

Counselling for patients who test HIV negative should include discussions on:

· Provide HIV test results as soon as possible after testing;

· Give the results clearly in a manner that does not instill fear or anxiety;

· Allow for expression of feelings;

· Discuss prevention of infections and the "window period";

· Identify and help with the patient's immediate concerns 

· Window period. Although rapid tests are able to detect infection in a period shorter than three months it is recommended that a repeat test be conducted for individuals who were exposed to the risk of HIV in the last three months before the test. Subsequent retesting should be conducted according to exposure

· Risk reduction and/or a behaviour change plan; information about safe sex and prevention, and early treatment for STIs.

· Encouraging partner testing and testing of children where appropriate

· Reinforce the need for an annual testing. This may be conducted in non-medical sites such as community based VCT centres;

· Condoms provision and demonstration of usage (if applicable). Providers should communicate clear information about correct and consistent condom use.

b. Patients who test HIV Positive

The focus of post-test counselling for HIV positive patients should be positive prevention. If the patient tests positive post-test counselling should address:

· Provide HIV test results as soon as possible after testing;

· Give the results clearly in a manner that does not instill fear or anxiety;

· Deal with the feelings arising from positive results;

· Identify and help with the patient's immediate concerns 
· Reinforce messages on the importance of support including disclosure 

· Living healthily and positively with HIV. 

· Risk reduction plan.

· HIV management services offered

All patients who have undergone HIV testing should be screened for TB irrespective of HIV results, screened for STIs and female patients should be offered cervical cancer screening/Pap smears according to the National cervical cancer screening policy. 

7 PICT LINKAGE TO HIV COMPREHENSIVE MANAGEMENT CARE AND SUPPORT SERVICES

7.1 At Initial Diagnosis of HIV

· Clinical staging 

· Symptomatic screening for TB and STIs

· Check pregnancy or plans to conceive and counsel accordingly

· Collect blood specimen for CD4 count

· Check for anemia - HB or FBC if available

· Collect specimen for cervical cancer screening (PAP Smear)

· Offer condoms based on the need

If the attending health care provider is unable to offer the above service patients should be referred.

7.2 Routine Follow-Up Visits 

All patients who test positive should be monitored and managed according to the National ART guidelines. If the attending health care provider does not provide all the services, effective referral mechanism should be in place and implemented to make sure that patients receive comprehensive care, management and support services. These services include but not limited to:

Prevention service: 
Prevention of opportunistic infections (Cotrimoxazole and INH prophylaxis)


Annual cervical cancer screening for women

HCT of sexual partner/s 

Provision of contraceptives including condoms

Nutritional support

Care:


Early diagnosis and treatment of opportunistic infections




Regular monitoring of patients state of health – 

CD4 cell count every six months

WHO clinical staging at every visit

Symptomatic of TB and STI at every visit

Referral to community and Home Based care services in there is a need

Support:
Psychosocial support, which includes ongoing counselling and support groups

Treatment: 
If eligible for ATR - provision of ART according to the national ART guidelines

 A record of patients who are referred for ART or who are maintained on a Wellness program should be kept. Patients referred to a different site for ART initiation should be followed up the referring site or department. Effective linkages between prevention services and care and support services are critical in maintaining the continuum of care. All facilities providing PICT must maintain a current directory, which is revised and updated annually, which maps services and organizations that are part of the referral network.

8 CONFIDENTIALITY

Confidentiality is linked to disclosure. It should be emphasized to clients that the basis on which they are treated is that of “shared confidentiality”, where only those health care providers who are directly involved in the care of the patient will have access and knowledge of the patient’s HIV results. It should be strongly advised that a person should confide in his or her partner(s), and that they should return together to discuss their situation with the health professionals.

8.1 DISCLOSURE OF HIV RESULTS 

a. Disclosure by patient

Lack of disclosure can lead to transmission of HIV to sexual partners. Disclosure should therefore be strongly encouraged, though HIV results may only be disclosed with the express permission of the patient. At the beginning of the PICT process patients should be alerted to the issue without undue pressure or coercion by informing them that in the course of the consultation “we’ll discuss who you could talk to about testing ad your result”. During counselling health care providers should assist patients in making the decision whether or not to disclose, to whom, and the timing of disclosure. While voluntary disclosure should be encouraged, provider assisted disclosure can be used in agreement with the patient. Couples should be encouraged to receive results together and to disclose results to each other. It is important to discuss with the couple prior to receiving the results how they would like to receive their results, especially if results are discordant. Consideration should be given to situations where patients have a fear of negative consequences if they disclose their results and other supportive referrals should be made.

b. Disclosure by health care provider

Health care providers should be cautioned against disclosing the patient’s HIV status to sexual partners without written consent from the patients. Health care workers can only tell a patient’s sexual partner(s) about his or her HIV status in the following exceptional cases:

· The sexual partner is a clearly known and identifiable person;

· The sexual partner is at risk of being infected with HIV, and the patient has refused to inform him or her of his or her HIV status or has refused to have safer sex and 

· The patient has been informed of the intended action.

Before a health care worker informs a person’s known sexual partner of the persons HIV status it is recommended that:

· The patient is carefully counseled on why it is important to tell a sexual partner. If a healthcare worker is unable to do this, then the patient should be referred to a local counselling centre or other suitable place.

· It is explained to the patient that it is a health care worker’s right to warn sexual partners at risk of HIV infection.

· The patient is told that the patient’s right to confidentiality may have to be waived in the circumstances, then offering him or her, the opportunity to inform his or her sexual partner with or without help.

· The decision is made on whether or not it is necessary to tell the sexual partner that the patient is living with HIV. Disclosure should always be done following discussions with senior colleagues in the most appropriate way of doing this.

8.2 ISSUING OF WRITTEN CONFIRMATION OF HIV RESULTS 

Patients may request written results which can be issued irrespective of the HIV result outcome. It is preferable for the health care provider to write a letter indicating the patient’s HIV results rather than to provide a copy of a laboratory report. All written results should clearly identify the patient by name, the date of the test, its outcome and the signature and designation of the issuing provider. There should be a facility stamp on the document. It should be emphasized to patients who test HIV negative that the written results are a documentation of the results at that specific point in time and are not a substitute for consistent periodic testing. 

9 FREQUENCY OF HIV TESTING 

HCT in clinical settings is also aimed at inculcating a culture of HIV testing for individuals. The patient’s exposure should be assessed to gauge the appropriate frequency of repeat HIV testing. 

All sexually active patients should be encouraged to test at least annually and this should be promoted as part of the culture of proactive self care that individuals should adopt. However, repeat testing can be more frequent with patients who are considered to be more vulnerable to exposure. 

10 SPECIAL CONSIDERATIONS FOR PICT
PICT is based on the premise that all those presenting themselves at a health facility should be offered a test. Certain services and groups of patients may require special consideration. 

10.1 PICT IN CHILDREN 

The mortality and morbidity of HIV infected children can be substantially reduced if treatment is commenced within the first 12 weeks of life. Parents are also better able to plan when they know the HIV status of their children and families. HIV testing may only be conducted in accordance with National Guidelines on HIV Counselling and Testing of Children and the Children’s Act no 38 of 2005 (as amended by the Children's Amendment Act no 41 of 2007). Note that the Children’s Act requires that no child may be tested without the provision of pre and post-test counselling. Testing of children may only be done when it is:

· Client initiated: an HIV test may be requested by a patient (in this case a child, or the child’s legally authorised representative),

· Provider initiated: an HIV test may be recommended or initiated by a healthcare provider based on the child’s particular case,

· Undertaken in defined circumstances: most importantly, in the case of children, it should always be undertaken with consent and in the best interests of the child. The circumstances in terms of which HIV testing may take place include the following:

· For clinical diagnosis of a child,

· For prevention programmes such as prevention of mother-to-child transmission (PMTCT),

· In the event of domestic violence or sexual assault, or where babies and children have been abandoned.

a. Obtaining Consent in children 

According to the Children's Act no 38 of 2005 (as amended by the Children's Amendment Act no 30 of 2007), children over the age of 12 may give consent for HIV testing. If the child is unable to give consent it can also be given, in descending order, by:

· The child’s parent or care giver

· The provincial Head of Social Development 

· The designated child protection organisation (for placement of a child)

· The superintendent or person in charge of the health establishment or hospital

· The Children’s Court. 

· When none of the above is available to give consent , the health care provider as an obligation to test the child , in consultation with another health care provider testing is deemed to be in the child’s best interest 

b. Abandoned Babies 

Babies and children who have been abandoned must be tested for HIV exposure. For the purposes of expediting provision of post-exposure prophylaxis (PEP) for HIV exposed babies, health care providers should be guided by the Children's Act no 38 of 2005 (as amended by the Children's Amendment Act no 30 of 2007) as referenced in the Policy Guideline for HIV Counselling and Testing (HCT), 2010. 

c. Disclosure in children 

The Children's Act no 38 of 2005 (as amended by the Children's Amendment Act no 30 of 2007) provides that every child has the right to confidentiality regarding their health status. However the Act says further that this right may be limited where its exercise is not in the best interests of the child.

Disclosure in children can be complex and should be regarded as a process rather than an event. in the interests of ensuring support for the child, parents or guardians should always be intimately involved in the disclosure process. The age of the child is important and developmentally appropriate language should be used to assist the understanding of the child. The term HIV does not necessarily have to be used in communicating with the child. Toys and cartoons can be used to assist with disclosure to younger children. For children between the ages of seven and twelve full disclosure can be discussed and planned with the participation of the parent/guardian. Health care providers should aim to assist the child to develop coping responses with special consideration to children being initiated in treatment, on treatment and adolescents. Children should be encouraged to disclose to trusted adults. 

d. Appropriate HIV tests among children 

HIV testing in children younger than 18 months should be conducted using the polymerase chain reaction (PCR) test to detect genomic evidence of HIV. This is because maternal HIV antibodies can be transmitted to babies and are detectable until approximately 18 months of age. Children older than 18 months can be tested for HIV using rapid tests.

10.2 PICT IN ANTENATAL SERVICES 

· Testing must be seen as a key entry point to accessing HIV care and PMTCT services.

· Ensure that the testing algorithm outlined in the HCT Policy is followed.

· HIV testing of women should occur as part of the first antenatal encounter. Enough blood should be collected for routine antenatal screenings – including haemoglobin, Rhesus factor, and syphilis tests – as well as a rapid HIV test and CD4 cell count, if required.

· At the time this routine blood sample is drawn, a rapid HIV test should be done using either a drop of blood from the venepuncture site or a finger prick.

· If the test is negative and the woman is asymptomatic, she is considered to be HIV negative. Women who test HIV negative should be offered a repeat HIV test from 32 weeks gestation to detect late sero-conversion or late infection.

· If the rapid HIV test is positive, a second confirmatory HIV test should be done utilizing blood from a second finger prick and another rapid HIV test kit (from a different supplier). The woman should be present when this confirmatory test is done. A client is HIV positive only if the second confirmatory rapid test is also positive. 

· If the results are discordant (i.e. the first rapid HIV test is positive and the second rapid HIV test is negative), a specimen of blood should be collected and a laboratory ELISA test conducted. The woman must be asked to return for the HIV ELISA test results urgently (ideally within a week). The healthcare provider should explain the reason for the laboratory test to the client.

· For women who missed the opportunity to be tested at the first antenatal visit, the testing algorithm should be followed whenever consent is given and testing occurs.

· The CD4 cell count and TB screening should follow the HIV test and should be done at the same visit. 

· Patients who initially test HIV negative should be post-test counseled and offered retesting at 32 weeks.  All women testing HIV negative in a current pregnancy should be tested as early as possible in each new pregnancy.

The following areas should be discussed with pregnant women who are diagnosed HIV positive as part of post-test counselling:

· Plans for childbirth 

· The availability and use of antiretroviral drugs where indicated to prevent mother-to-child transmission  

· Infant feeding options and support for the mother in implementing her infant feeding choice  

·  HIV testing for the infant and the necessary follow-up 

·  Partner testing.

10.3 COUPLES COUNSELLING 
Couples counselling is an increasingly important strategy in HIV prevention interventions while allowing individuals to access care and treatment services, promotes joint planning and facilitates disclosure. Couples are defined as individuals who are involved in a sexual relationship. Couples counselling should be promoted for all new, premarital and expectant couples. Due to its complexities it is recommended that specialized training of health care professionals to counsel couples should be encouraged. In conducting couples counselling the testing algorithm should be performed in the presence of both individuals.

10.4 PICT IN TB SERVICES 
The incidence of TB among HIV infected individuals is thought to be as high as 73%.(WHO Global Report 2009) All patients who have been newly diagnosed as HIV infected should be screened for TB in accordance with national guidelines. All TB suspects and patients who have been diagnosed with TB should be offered an HIV test and it should be recommended as part of the medical management of the patient.

10.5 PICT IN SEXUAL AND REPRODUCTIVE HEALTH SERVICES 
Female patients who attend health facilities for family planning services and/or present for termination of pregnancy (TOP) should be routinely offered HIV testing at every visit. Female patients who are newly diagnosed HIV positive should be referred for reproductive health services where dual protection methods must be emphasized. 

Patients who are being treated for a STI should be routinely offered HCT and tested by the nurse or medical practitioner in outpatient settings during the consultation.

Cervical cancer screening (pap smears) should be offered to all newly identified HIV infected individuals.

10.6 PICT IN MMC SERVICES

Male circumcision is an important and effective HIV prevention strategy. It is widely accepted that MMC not only confers partial protection against heterosexually acquired HIV infection but has other health benefits as well, reducing the incidence of STIs, penile cancer, phimosis and balanitis. Female sexual partners of men who have been circumcised have shown a decreased risk for cervical cancer. Since MMC provides partial protection for men it does not replace other prevention strategies but should be seen as part of a comprehensive HIV package.

All male patients who present for MMC services should be referred for HCT. MMC should be offered and recommended to all patients who have tested HIV negative during post-test counselling. Post-test counselling should also be used to deliver key messages including:

· Risks and benefits of MMC

· Risk of engaging in sexual intercourse before healing

· Safer sex practices including condom use 

· Management of STIs

· Delay of sexual debut 

· Partner reduction 

· Gender-based violence.

Effective behaviour change messages still need to be incorporated to avoid a situation where patients who have been circumcised wrongly perceive that they may discard risk management behaviour such as partner reduction and condom use.

10.7 INCAPACITATED PATIENTS 
For a patient to provide informed consent they should have both legal and clinical capacity. Although health care providers are only in a position to provide clinical capacity they should familiarize themselves with statutes governing legal capacity. It is uncommon to require knowledge of the patient’s HIV status in order to make a decision that will prevent death or deterioration in health. If a healthcare provider judges a patient temporarily incapacitated it is prudent to delay testing until the patient regains capacity. For patients who have permanent incapacity it is important to consult the relevant legal authority e.g. parents, guardians and medical managers to provide proxy consent. Testing patients for HIV without the express consent of the patient should be conducted only when deemed necessary, in the patients’ best interest and in compliance with principles of medical ethics.

10.8 TESTING IN THE CONTEXT OF SEXUAL OFFENCES
In terms of alleged sexual offenders as described in the Sexual Offences & Related Matters Amendment Act, No. 32 of 2007, compulsory HIV testing is applicable only to alleged sexual offenders who have been ordered by a magistrate to undergo such testing. Furthermore a magistrate may only order such testing if:

· The victim, an interested party or the investigating officer apply for such an order; and

· The alleged offender has been charged with the sexual offence, there is a prima facie case against them, it is less than 90 days after the alleged sexual offence and there is the possibility that the victim was exposed to the offender’s body fluids during the offence.

HCT in health facilities is not compulsory nor is it mandatory. In the provision of CT services the patient’s rights should be respected. Informed consent, confidentiality and counselling should always accompany HIV testing. 

10.9 INCARCERATED POPULATIONS 
Consensual and non-consensual sex occurs in prisons. This is predominantly same sex intercourse. Sharing of personal items such as shaving equipment, toothbrushes and tattoo needles are also known to occur in prisons among inmates putting them at risk of infection by HIV and other bloodborne infections. This is compounded by overcrowding, gang related activities and violence. Inmates who present for medical care should be offered HIV testing routinely, though it should also be emphasized that HIV testing in prison conditions, as elsewhere, is voluntary. Additional activities such as distribution of IEC materials will assist in the provision of information on risk of transmission and how to reduce it in correctional services.

11 PATIENT FLOW 
To avoid bottlenecks a significant increase in patients being tested will require site-specific attention to issues related to patient flow. A review of facility procedures by all team members may be necessary to deal with increasing volumes. Consolidation of tasks and combination of processes can result in the elimination of wasteful handovers and duplication and in improved efficiency.

12 CARING FOR CARERS
HIV does not only affect the patient. It can have great impact on the carer. Health care providers are often on the frontline of the HIV pandemic because they are in direct daily contact with patients. As a result stress and burnout is common among health care providers rendering HIV services and can be anticipated among health care workers providing PICT. Although health care providers may be dedicated to their work, many may feel overwhelmed by the high demands. Stress can also result from a fear of contracting HIV and if prolonged can finally lead to burnout. The Employee Assistance Programme (EAP) is an important resource for providers, enabling them to receive counselling and to manage personal and work related problems. Health care providers should also refer to the DoH guidelines in implementing the mentorship programmes.

13 OCCUPATIONAL EXPOSURE
Accidental occupational exposure to HIV infection through needle stick injuries and unprotected contact with blood and blood products may occur in the course of providing HIV testing services and should be managed according to national guidelines. As well as testing the healthcare worker in these circumstances, if the patient is the potential source of infection he or she should be tested for HIV after pre- and post-test counselling and with informed consent. In cases where source patients refuse to be tested their right to decline and to be informed of their results should be accepted. PEP services should be readily accessible for health care workers and provided according to national guidelines. To avoid inadvertent exposure all patients should be managed as if potentially infectious.

According to the Children's Act no 38 of 2005 (as amended by the Children's Amendment Act no 41 of 2007) one of the circumstances for testing a child is when the test is conducted in order to find out whether any other person may have contracted HIV from the child. This is done provided that the test has been authorised by a court. In such a situation the affected person must approach a court to show that they have been exposed to the child’s body fluids in a manner which potentially puts them at risk of contracting HIV. A court may grant or refuse to grant an order to have the child tested for HIV.

14 INFECTION PREVENTION AND CONTROL
 Health care providers should be trained in and practice universal precautions for infection control to reduce risk of accidental exposure to HIV. Clothing such as aprons, caps, gowns, facemasks and protective eyewear should be readily available. Contaminated waste products and instruments should be safely disposed of or cleaned according to prescribed procedures and policy as espoused in the National Infection control guidelines. 

15 STIGMA AND DISCRIMINATION
Discrimination on grounds of sex, sexual orientation, race, nationality, disability and social or other status promotes the transmission of HIV by preventing access to treatment care and inhibiting support for HIV infected persons. The PICT model, by assuming that all are potentially tested, makes it clear that anyone may suffer from the disease and tends to remove the stigma of being an apparently unique group. Health care workers can contribute to reducing stigma by identifying and addressing their own personal attitudes towards people living with HIV (PLWH). Providing substandard care, testing without consent and breaching confidentiality are common behaviors associated with discrimination. The failure to apply policies or to adhere to guidelines and regulations can also be considered discrimination by omission. Special attention should be paid to protecting vulnerable people such as women, orphans and vulnerable children (OVCs), incarcerated people and people with disabilities from discrimination. Unless communities and patients are sensitized against HIV-AIDS they may resist the struggle against the disease.

16 QUALITY ASSURANCE

Quality assurance (QA) refers to mechanisms for monitoring and evaluating the quality of counselling and testing services in accordance with established national guidelines on counselling and testing. Test kits used in private and public facilities are also subject to QA. The following are the national standard operating procedures for QA of counselling that must be followed by all service providers: 

· All service providers must be trained on PICT following the National PICT curriculum and guidelines. This training should include performing a rapid HIV test training;

· QA of counselling (i.e. supervision, observation and feedback) must be performed regularly. These strategies are important in ensuring that quality counselling and testing is provided at facilities. Quality can also be monitored using counselling self assessment tools, patient exit interviews, suggestion boxes and the use of mystery patients

Quality assurance of testing is defined as those strategies employed by HCT services that ensure that the final HIV test results are correct. All service providers should adhere to the following QA steps:

· Follow all nationally prescribed standards of practice for performing HIV tests; 

· Maintain effective linkages with the National Reference Laboratory (NICD) to ensure that sites meet the National QA standards for HIV testing;  

· Assess HIV rapid test kits for validity and reliability according to the national protocol; 

· Procure supplies regularly to ensure uninterrupted supply of all equipment and commodities; 

· Establish good information and data management systems for performing HIV tests;

· Ensure appropriate storage requirements to guarantee that test kits are at their optimum and transportation of blood specimens adhere to good laboratory practice; and 

· Adhere to infection control procedures at all times.

17 COMMUNITY AND SOCIAL MOBILIZATION 
Though it is recognized that societies are complex and not homogeneous, and that this complexity must be allowed for in engaging them, HCT in medical facilities provides an opportunity to engage communities in HIV prevention strategies. Community mobilisation should be incorporated into the implementation of HCT at health facilities. Introduction of PICT should be communicated to communities taking into account the social and cultural issues that affect transmission and in relation to different groups within communities. Health committees and community representatives should have a role in influencing the messages delivered. The facility’s prevention activities, resources and materials should be aligned to the Patient Rights Charter.

18 MONITORING, EVALUATION AND REPORTING 
Monitoring and evaluation (M&E) should be conducted in a manner in keeping with the National Health Information Management System. The M&E principles and requirements are described the NDoH policy guideline for HCT (2010). The minimum data set relating to identification of patients should be kept. Facilities should maintain data on input indicators such as kits, staffing and training for staff, and on output indicators, with documentation of the number of patients receiving PICT. Health facilities should ensure a continuous and uninterrupted supply of the forms and registers required to record PICT activities.

Proper records of all HCT conducted should be maintained, capturing comprehensive information on the processes followed, the outcome of testing, further management and referrals. Records should include data on the number of patients counseled and tested, laboratory results and the number referred for further care and support. Data quality should be upheld and data should be used for planning and improving the quality of services. 

Security measures should be in place for protecting information and information systems from unauthorized access, use, disclosure, disruption, modification or destruction. All patient records relating to HCT should be kept in a secure lockable cupboard. All information on HCT must be captured in the District Health Information System (DHIS) at the appropriate level and feedback information should go both to and from the Department. 

Evaluations should be conducted periodically using quantitative and qualitative methodologies. Patient exit interviews, mystery patients and self assessment tools can be used to evaluate the quality of counselling and testing. 

19 SUPERVISION 
Sub district and district coordinators should take an active role in supervision of CT services. Their role includes planning and mobilizing resources that will build capacity for integration of CT into the medical service.

Appendix 1

GLOSSARY 

The aim of the glossary of terms is to standardise the interpretation of terms used in the policy, and in existing guidelines and protocols, in the context of HIV counselling and testing (HCT) service provision in clinical settings.  

CD4 count: White blood cells (lymphocytes) that play a role in protecting the body against infection. The CD4 cell count broadly reflects the state of the human immune system.

Child: As defined in Section 1 of the Children's Act no 38 of 2005 (as amended by the Children's Amendment Act no 41 of 2007), a child is any person under the age of 18. 

Client Initiated counselling and testing: Situations where individuals actively seek HIV counselling and testing at a facility that offers these services.

Confidentiality: Patients have an ethical and legal right to confidentiality. The counselling and testing service provider is ethically and legally required to ensure that patient information is kept private and not disclosed without consent. Only persons directly involved in the care and management of the patient may have access to information on the results of an HIV test.

Couple counselling: HIV counselling provided to sexual partners or intending sexual partners.

Disclosure: The process of informing others of a patient’s HIV status. This may be undertaken by the patient him or herself; by the health care worker with the consent of the patient or, in certain limited circumstances, by the health care worker without the consent of the patient.

Discrimination: Discrimination can be expressed as “any act or omission, which directly or indirectly -



(a)
Imposes burdens, obligations or disadvantage on; or



(b)
Withholds benefits, opportunities or advantages from any person on the grounds of their HIV status or their perceived HIV status”.

Evaluation: The collection of activities designed to determine the value or worth of a specific programme, intervention or project.

Group information session: Discussion between a health care provider or trained health care worker and more than one patient, who may or may not be couples/sexual partners, aimed at providing information about HIV and AIDS and counselling and testing (CT) in order to enable each of them to make an informed decision about HIV testing.

HCT: HIV Counselling and testing. This term encompasses all the counselling and testing services provided to clients including VCT

Health care provider: Any person providing health services in terms of any law, including in terms of the:
· Allied Health Professions Act, 1982 (Act No.63 of 1982)

· Health Professions Act, 1974 (Act No. 56 of 1974)

· Nursing Act, 2005 (Act No. 33 of 2005)

· Medicines and Related Substances Act, 1965 (Act 101 of 1965)

· Pharmacy Act, 1974 (Act No. 53 of 1974)

Health care worker: Any person, apart from a health care provider, who is involved in the provision of health services to a patient. This includes lay counselors and community caregivers, and may include those trained to offer the same service to the deaf community.

HIV counselling: An intervention which gives the patient an opportunity to explore his or her HIV risk; to learn about his or her HIV status; and to learn about HIV prevention and HIV and AIDS care services and how to modify behaviour to reduce the risk of HIV infection.
Human Immuno-Deficiency Virus (HIV): The virus that causes suppression of the human immune system.

Informed consent: The patient should have knowledge of the nature of the procedure and its implications appreciate and understand this information and voluntarily consent to the diagnosis or treatment.

Monitoring: The ongoing assessment of activities relating to resources invested in a project or programme, services delivered by the project or programme, and outcomes related to these activities. 

Patient: An individual who comes to a health care facility seeking service/s.

People living with HIV: People infected with the HI virus, experiencing or not experiencing AIDS-related illnesses or infections. Also known as HIV positive or HIV sero-positive people.

Polymerase Chain Reaction (PCR): HIV test used to diagnose HIV infection in cases where antibody tests are not sufficiently reliable.

Post exposure prophylaxis: The antiretroviral treatment given after possible exposure to HIV, e.g. through needle stick or sexual assault, in order to minimise the risk of seroconverting to HIV from such exposure. 

Post-test counselling: A dialogue between a health care provider and a patient with the aim of informing the patient of his or her HIV test results and assisting him or her to understand the implication of the results, how to reduce their risk of infection and facilitate access to appropriate services.

Pre-test counselling: A dialogue between a health care provider and a patient with the aim of preparing and assisting the patient to assess his or her own risk of HIV and to make an informed decision about whether or not to take an HIV test.

Provider Initiated Counselling and Testing also known as Routine Offer of Voluntary Counselling and Testing: In this model of care provision of HIV counselling and testing is recommended and offered by health care providers to all patients attending health facilities as a standard component of medical care. This applies particularly to counselling and testing offered by sections of the health care service dealing with tuberculosis (TB), integrated management of childhood illnesses (IMCI), Family Planning, sexually transmitted infection (STI), antenatal care (ANC), opportunistic infections (OIs) and post-exposure prophylaxis (PEP).

Quality Assurance: Arrangements and activities that safeguard maintain and promote the quality of counselling and testing services according to defined national and international standards.

Rapid HIV test: A test used to determine the presence of HIV antibodies in blood mainly from finger-pricking. This test normally takes about 10-30 minutes to perform.

Service provider: Any person qualified to provide a service to the benefit of a patient.

Shared confidentiality: Professional health workers providing direct care other than those concerned with initial CT. They may access a patient’s medical information with the patient’s consent to provide a continuum of care to the patient.

Stigma: Negative perceptions based solely on their HIV status directed against individuals who are known to be affected and infected by HIV and AIDS. 

Window period: The time between HIV acquisition and presence of detectable HIV antibodies in the person’s blood.
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Follow up care and referral if necessary, based on the results, clinical findings and needs of the patient








Client information and details are entered into relevant registers








Provider provides relevant service as determined by the client’s needs and HIV test results.





Health care provider conducts post-test counselling, which includes giving HIV results to patient





If client agrees, the provider conducts rapid HIV test according to the National Department of Health testing algorithm.


Use test development time to attend to other personal HIV related issues and provide service requested by the client





During consultation, the health care provider introduces to or counsells the client about HIV Testing 





Individual information and discussion is facilitated by provider during observations reinforcing health education messages





Group education is continuously provided while patients are awaiting consultation





Patient registers at facility reception














Provider provides relevant service as determined by the client’s needs and HIV test results.








Health care provider conducts post-test counselling, including giving of results





If client agrees provider conducts rapid HIV test according to the National Department of Health testing algorithm





Health care provider conducts individual pretest counselling





Health care provider administers care and treatment and introduces HCT once the patient has been stabilised





Patient is admitted into the ward





HIV Positive





At the diagnosis of HIV


Clinical staging 


Check pregnancy or plans to conceive


Collect blood specimen for CD4 count


Check for anemia - HB or FBC if available


Collect specimen for cervical cancer screening (PAP Smear)


Offer condoms based on the need


If the attending health care provider is unable to offer the above service patients should be referred.





HIV Positive





At the diagnosis of HIV


Clinical staging 


Check pregnancy or plans to conceive


Collect blood specimen for CD4 count


Check for anemia - HB or FBC if available


Collect specimen for cervical cancer screening (PAP Smear)


Offer condoms based on the need


If the attending health care provider is unable to offer the above service patients should be referred.





HIV Negative





Offer condoms, based on the need


Advise annual testing for sexual active patients, if no possibility of window period
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Offer condoms, based on the need


Advise annual testing for sexual active patients, if no possibility of window period
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Refer for follow up care at the nearest health facility, based on the results, clinical findings and needs of the patient
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