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ACRONYMS

AIDS


Acquired Immunodeficiency Syndrome

CBOs


Community Based Organisations

CDC


Centres for Disease Control

CT


Counselling and Testing

FBOs


Faith Based Organisations

HBHCT

Home-Based HIV Counselling and Testing

HCT


HIV Counselling and Testing

HCW

HIV


Human Immunodeficiency Virus 

M&E


Monitoring and Evaluation

NGOs


Non-Governmental Organisations

NICD


National Institute for Communicable Diseases

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

PCR


Polymerase Chain Reaction

PMTCT

Prevention of Mother to Child Transmission of HIV

QA


Quality Assurance

STI


Sexually Transmitted Infection

TB


Tuberculosis

UNAIDS

Joint United Nations HIV & AIDS Programme

VCT


Voluntary Counselling and Testing

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, advocates for the expansion of access of HIV testing beyond formal health care settings such as community and non-health care settings. Implementation of Home Based HIV Counselling and Testing (HBHCT) seeks to extend access to HIV Counselling and Testing (HCT) to households.

This guideline provides guidance on the implementation of HBHCT and all implementers are urged to adhere to them in order to facilitate common understanding, effective implementation and support for all implementers.

Dr. T. D. Mbengashe

Cluster Manager: HIV & AIDS and STI cluster
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1. Introduction 

South Africa has the highest estimated number of People Living with HIV, 5.7 million (UNAIDS, 2008), representing a quarter of the disease burden in sub-Saharan Africa HIV prevalence amongst pregnant women is estimated at 29% (South African 2008 National HIV and Syphilis Prevalence survey). The HIV epidemic is interlinked with TB epidemic, with about 80% of TB patients being HIV positive. In order to curb the spread of HIV and save the lives of those infected, South Africa has to succeed in controlling both HIV and TB epidemics. 

The National Strategic Plan for HIV and AIDS and STIs (NSP) 2007-2011 is a concerted and coordinated response to the state of the epidemic in South Africa. The two main targets of the NSP are: to reduce the national incidence rate by 50% by 2011, and to provide an appropriate package of treatment, care and support services to 80% of people living with HIV and their families by 2011. The plan acknowledges the importance of HIV counselling and testing in the achievement of both the above targets and advocates for expansion of access to HIV testing beyond health care settings such as community and non-health care settings. Home Based HIV Counselling and Testing present an opportunity for the health care workers or providers to recommend the test at the clients’ homes. This is a door-to-door service that offers HIV counselling and testing to people in their homes. Home-Based HIV Counselling and Testing (HBHCT) approach seeks to increase uptake and acceptability of HIV counselling and testing services. 

According to Derek Thaczuk and Kelly Safreed-Harmon (2009), findings from two Ugandan studies suggest that Home-Based HIV Counselling and Testing may augment traditional HIV counselling and testing services in important ways in some settings, both by increasing acceptance and uptake of HIV testing, and by impacting attitudes towards HIV at a population level. 

2. Purpose of the HBHCT guidelines 

The purpose of these guidelines is to provide national standards that will guide all institutions, organizations and individuals in the provision of high quality home-based HCT. This guideline document focuses mostly on elements that differentiate HBHCT from other HCT approaches; therefore it should be used in conjunction with other relevant policy guidelines to ensure that counselling and testing service rendered at home is safe, acceptable and of high quality e.g. National HIV Counselling and Testing Policy Guidelines.

3. Guiding Principles

Government has made the fight against HIV and AIDS one of its top priorities. The implementation of the Home-based HIV Counselling and Testing (HBHCT) programme is a key intervention towards the realisation of the goals of the NSP.
Health and human rights are inextricably intertwined. Safeguarding human rights is an essential part of responding effectively to the HIV and AIDS epidemic. This guideline is aligned to the Constitution of the Republic of South Africa (1996) and other relevant legislation frameworks including the following: 

· National Health Act No. 61 of 2003

· Children’s Act No. 38 of 2005

· Children’s Amendment Act No. 30 of 2007 

· Human Tissue Act No. 65, 1983

· Occupational Health and Safety Act No. 85 of 1993

· Batho Pele principles

The principles guiding the HBHCT model are as listed below.
a) Respect and Dignity

Respect for the dignity, safety and well-being of individuals in their homes should be the primary concern in health in rendering HBHCT. Culture, language, beliefs, perceptions, and customs must all be considered.

Health care personnel should:

· Respect the privacy and dignity of clients

· Treat clients politely and with consideration

· Avoid improper relationships with clients/family member/s (for example, sexual relationships or exploitative financial arrangements).

· Guard against human rights violations of clients and not allow, participate in or condone any actions that lead to violations of the right of patients.

b) Autonomy: Health care personnel should honour the right of clients to self-determination or to make their own informed choices, and to live their lives by their own beliefs, values and preferences

c) Confidentiality

Information gathered from testing or counselling of individuals must be kept strictly confidential. HIV test results should be kept in a locked file with access limited to health care workers. The health care workers will not release test results to anyone other than the client, unless the client requests such release in writing or a court order requires it. Counselling must be conducted in an area where privacy and confidentiality can be assured. All clients must be assured of the confidentiality of their test records, of the system of record keeping and of their test results. 

d) Shared Confidentiality 

Shared confidentiality involves sharing information, including HIV status with partner, family, trusted friends and community members and medical staff.  

· Sharing of HIV status by service providers should be limited only to those who contribute directly to the continuity of the client’s care. 

· HIV status should never be shared with the client’s employer unless the client specifically requests this.

· Discussion about sharing confidentiality should explore the barriers faced by the client in disclosing. For example, where the client is in an abusive relationship, the client should not be pressurized to disclose to an abusive partner and should be referred to appropriate service providers to support the client.

· Written results may be given for referral purposes.
e) Disclosure

Disclosure to sexual partners should be encouraged; however, the decision to disclose should be taken by the person undergoing the test.

Disclosure should always be voluntary and discussed with the client. The sharing or disclosure can only occur with the informed consent of the client specifying to whom such disclosure may be made.
No person may disclose confidential information, including HIV status unless:

· The client consents to that disclosure in writing.

· A Court Order or any law requires that disclosure (National Health Act (Act No. 61, 2003, section 14)

f) Informed consent
· HIV testing must always be voluntary and free of coercion. 
· All members of the household should be given the choice of taking up the test or not.
· Informed consent and information about testing, where possible, should be available in Braille, all official languages and child friendly versions.
· In order to make an informed decision about testing, clients should be given information about:

· Basic information about HIV 

· HIV risks and risk reduction

· Importance of early HIV diagnosis

· The HIV testing process

· Meaning and implications of a negative result 

· Meaning and implications of a positive result and information on referral

· Meaning and implications of a discordant results

· Disclosure

· The health care worker must ensure that a person with a disability, who has difficulty communicating, fully understand the concept of informed consent prior to any HIV testing. Where possible, an appropriately trained worker and/or support person (family or friend) of the individual’s own choice should be used to facilitate communication. 
· In case of Illiteracy or inability to write a thumbprint could be used instead of the signature.

· If the client is unable to make a decision for an example cognitive disability ,according to National Health Act, (Act No. 61, section 7), the spouse, next of kin (parent, grandparent, an adult child or a sibling of the person), in the specific order listed can give informed consent. 

· An agreement to take the test must be in written format using the prescribed informed consent form.
g) Consent for HIV testing in children

The Act says that consent for HIV testing may be given by either the child or certain specified persons. A child may consent independently to HIV testing if he or she is:

· 12 years old or older; or 

· Under the age of 12 years and of sufficient maturity (as outlined below) to understand the benefits, risks and social implications of such a test. 

A child is considered to be sufficiently mature if they can demonstrate that they understand information on HIV testing and can act in accordance with that appreciation. In deciding whether a child is sufficiently mature factors that should be taken into account include:

· Age: the older the child the more likely it is that they will have sufficient maturity;

· Knowledge: children with knowledge of HIV and its implications are more likely to understand its consequences;

· Views: children who are able to articulate their views on HIV testing and whether it is in their best interests are likely to meet the maturity requirements; and

· Personal circumstances: an assessment of the child’s personal situation and their motivations for HIV testing may help in assessing their maturity.

If the child cannot consent to HIV testing then consent must be provided by the parent or a care-giver (a person who voluntarily cares for the child regardless of whether the parents are alive or dead). Where a counsellor suspects sexual abuse, they should on their own discretion refer appropriately. 

h) Counselling

HIV testing should always be preceded and followed by counselling

Couples

Involving both partners in HCT may increase the support for and adoption of desirable behaviours such as condom use in discordant couples. Health care workers should support couple counselling and encourage couples to come for testing together.

Counsellor establishes conditions for couple counselling. 

· Couple should agree to:

· Open discussion of their HIV risk issues and concerns 

· Receive their HIV test results together

· Respect the confidentiality of their partner's result 

· Make a mutual decision about disclosure of results to any other person

Family

Counsellor should be mindful of power issues within the family as well as generation gaps. Counsellor should also be mindful of potential gender-based violence.

4. Home based model of HCT

a) Definition

HBHCT is a door-to-door, provider initiated strategy. Community mobilisers sensitize the community on HBHCT and arrange appointments for household members to be offered the service. Following mobilization, mobile teams offer counselling and testing at homes to adults and children. Initial group education is provided to family members and peers, followed by private pre-test and post-test counselling for individuals and couples deciding to test. Individuals/couples are then linked to appropriate care, treatment, support and other services through referrals. Through reducing barriers to testing, this strategy could expand HCT services to previously under-served groups, rural communities and increase couples testing. 

The HBHCT model will have to be managed as part of the existing health system for the sustainability of services. Successful management of the model is dependent on its integration with health system priorities, the relationships and sense of ownership between the community and relevant agencies such as health centres, and on intersectoral collaboration. 

b) Aim 

· To create an enabling environment for families to access HIV counselling and testing in their homes. 

c) Objectives

· Increase uptake of counselling and testing (CT) to reach NSP targets.

· Increase the number of people accessing treatment, care and support.

d) Rationale

· To increase acceptability and accessibility of HIV testing.

· To reduce stigma and discrimination.

· To facilitate disclosure and support within families.

e) Target population 

· Individuals in their houses.

f) Services offered 

· Counselling (incl. non-medical screening of STIs, TB and pregnancy)

· HIV Testing

· Referrals to treatment, care and support services.

g) Benefits 

· Increased uptake of CT.

· Systematic coverage of communities.

· May improve acceptability of CT.

· Improved accessibility of CT.

· May decrease stigma and discrimination.

· Facilitates disclosure and support within households.

· Increase community awareness of HIV&AIDS.

· May contribute to timely access to treatment, care and support services.

h) Considerations

· Culture, Religion, age, gender (power issues)

· Confidentiality and privacy  

· Child headed homes

· Family members with special needs (e.g. mentally challenged) 

· Availability of referral services

5. Implementation Process

a) Planning

Provision of HCT by government is mostly focused on public facilities. Expanding service areas outside public health facilities presents an opportunity for partnership. Partners could play an important role in the provision of HCT services outside public health facilities and in partnership with the department of health can drive the implementation of HBHCT. Establishment of a working relationship between the implementers of HBHCT and the Department of Health (DoH) at different levels is crucial for the success of this approach. An environment that is conducive to working together should be established. Establishment involves:

· Communicating regularly;

· Creating a culture of respect;

· Agreeing on what needs to be achieved, resources and location for implementation;

· Develop clear goals and objectives of the partnership;

· Formalising partnerships by signing service level agreement;

b) Community entry 

The implementing organization and the DoH officials should formally introduce the programme to the key leaders of the community, as their trust, buy in and involvement is key to the success. This is an opportunity to get necessary permission, create awareness and solicit support. 

c) Mapping the targeted area

Mapping of the area to be covered by the intended intervention, should include the following:

· Boundaries of an area to be covered by the intervention.

· Size, composition and distribution of the population, 

· Resources in the area, their location and coverage.

· Security and crime issues

· Visible social and sexual culture, including the usual and unique activities occurring in the community that indicate HIV and AIDS vulnerability.

· Approximate resources required for HBHCT

The mapping team could include the mobilisers.

d) Drawing an implementation plan

The plan should cover the following areas

·  Area to be covered

· Resources

· Schedule of visits

· Time lines

· Reporting

· Referrals

e) Mobilisation

The success of any intervention requires the participation of the beneficiaries, HBHCT is no different. The community needs to be stimulated and encouraged to avail themselves for the service. Mobilisation assist in getting buy in for the programme and creating awareness. This process includes identification and training of mobilisers, who will then raise awareness and advocate for the programme using the available platforms. Mobilisation will be intense at household level, with mobilisers visiting households to educate, create awareness and secure appointments for counselling and testing with households’ members. Mobilisation is not only limited to the work done by the HBHCT mobilisers, other platforms could be used to mobilise communities e.g messages communicated through radio stations, print media, public health facilities etc.

f) Offering of HIV counselling and testing

The counselling and testing will follow the steps listed below:

i. Group education, if more than one member (not a couple) present

ii. Individual or couple pre test counselling

iii. Testing of members who agree to test

iv. Posttest counselling for tested members

v. Appropriate referrals to other services.

Pre-test Information session

· A group information session should include the following key components beneficial to the client, as appropriate to the circumstances:

· Basic information about HIV and AIDS. 

· Emphasis on the importance and advantages of early HIV testing to facilitate diagnosis, positive living and healthy lifestyle as well as preventing transmission. 

· Emphasize importance of support amongst family members. 

· Information about the HIV testing process.

· Discussion on confidentiality and shared confidentiality.

· Option not to take the test.

· An opportunity to test at a later date should the client decline the test.

· Referral to HIV and AIDS related services such as nutrition, TB screening, STI screening, CD4 count, OI management and clinical staging.

Pre -Test Counselling Session

· Information should be available to all clients considering taking the HIV test in their preferred language.

· The components of the pre test counselling session include:

· Assessment to determine if the information provided in the group session has been absorbed.

· Answering remaining questions, and seeking to clarify any misunderstanding.

· Specific issues pertaining to client and assessment of individual risk, including enquiring whether a history of domestic violence exists.

· Risk reduction and the window period should the client test HIV negative.

· Prevention strategies including delayed sexual debut, abstinence and regular use of condoms.

· Way forward and management options including STI and TB screening, clinical staging, CD4 count, pre ART management and healthy lifestyle, should the client test HIV positive.

· Partner involvement and referral for testing.

· Voluntary option of testing.

· Obtaining of written informed consent for HIV-testing. 

Post-Test Counselling 
· All clients, regardless of the outcome of the HIV test, should receive post-test counselling. 

· HIV negative clients should be offered post test counselling that includes risk reduction and should be encouraged to repeat the test four to twelve weeks (depending on the test kits used) after the negative result to exclude the possibility of the window period depending on exposure. 

· It is vital that HIV positive clients must only be given their test results and counselled post-test about their positive status if the second confirmatory test is also positive. 

· Counselling clients who test HIV positive about reducing risk of transmission, ongoing positive living, healthy lifestyle and nutrition and referral to psychosocial support (e.g. support groups), preventative and medical services. 

· After post test counselling, referral of HIV positive clients for laboratory staging by CD4 count and clinical staging by a clinician trained in HIV and AIDS management, STI and TB screening and pre ART management. 

· This information and follow up counselling must be provided in preferred language. 

6. The HBHCT field team

The minimum composition of the field team that visits households should include the following personnel:

a) Nurse

The nurse will be the overseer of all the activities by the team. Their responsibilities will include the following:

· Performing nursing duties as needed, including withdrawing of bloods, managing medical emergency situations etc.

· Management of all team activities.

· Supervision of the team members.

· Reporting on the activities of the team to the superiors.

· Ordering of supplies and maintaining adequate levels at all times.

b) Mobiliser

A mobiliser should ideally be an individual from the community and their duties will include:

· Creating awareness about the programme, mainly through door to door households visits (other community forums could be used as well).

· Securing appointments for counselling and testing.

· Reporting on their activities e.g. houses reached, number of appointments secured etc.

c) Counsellor 

Counsellors will provide the HIV counselling or/and testing service, supervised by a nurse.

d) Tester

The tester performs rapid HIV testing. A nurse or a counsellor could do this.

7. Roles and responsibilities of different stakeholders

a) Political leaders

· To provide guidance and support in the implementation of the programme.

· To provide advocacy for HBHCT.

b) Government

National Department 

· Develop and review HBHCT guidelines.

· Develop and review HBHCT training manuals.

· Provide overall direction on the implementation of HBHCT.

· Monitor and evaluate progress on the HBHCT implementation.

Provincial Department 

· Facilitate the contractual agreement between the province and the implementing organization.

· Provide direction to the implementing organization

· Develop a mobilization strategy for implementation of HBHCT

· Monitor and evaluate implementation in their provinces

· Report on the HBHCT programme to the National office and other stakeholders

· Assist in mediating where conflicts occur between communities and implementers

District

· Facilitate contractual agreement between the district and the implementing organization

· Provide direction to the implementing partners

· Develop a mobilization strategy for implementation of HBHCT

· Monitor and evaluate implementation in the district

· Report on the HBHCT programme to the District office and other stakeholders

· Assist in mediating where conflicts occur between communities and implementers

Public health facilities

· Facilitate an agreement between the facility and the implementers (the agreement should include the referral system)

· Mobilise communities to take up the service

· Report on the HBHCT to the district office and stakeholders

· Assist in mediation where conflicts occur between communities and implementers.

c) Civil Society

Traditional, community and religious leaders

· To support and advocate for the programme.

· To raise awareness for the programme.

· To act as cross referral points ( identify areas of need in the community, refer appropriately and also receive referrals for support) 

· To mobilize communities

Communities


· To support and advocate for the programme.

· Avail themselves as families to be counselled and tested.

FBOs, CBOs and NGOs
· To provide the services

· To support and advocate for the programme.

· To provide technical support for the programme

· To adhere to all the relevant HIV&AIDS policies and guidelines to ensure the delivery of    high quality standardized ethical HCT services

· To monitor and evaluate performance, assessments and service delivery.

· To mobilize communities

PLHIV sector

· To support and advocate for the programme.

· To raise awareness for the programme.

· To mobilise communities

· Promote openness and disclosure

8. Testing

a) Performing the rapid HIV test 

The government regulation gazette of 14 May 2010, states that:

A health care provider or a person contemplated in section 56 of the National Health Act, No. 61 of 2003, who is not a health care provider may, subject to regulation 3, remove blood from another living person in accordance with sections 55 and 56(1) of the Act.

A person who is not a health care provider may remove blood from another living person only if-

i. That person has received training at a health establishment that is specifically designed for removal of blood by persons including persons who are not health care providers; and 

ii. That person’s name has been recorded by the person in charge of the relevant health establishment in a register specifically designated for recording such persons’ names.

The removal of blood by persons who are not health care providers shall only be by means of pricking a finger with designated equipment to obtain a small quantity of capillary blood for testing. 

b) HIV Testing Algorithm 

· The HIV testing algorithm that is recommended by government, for HIV testing is the serial testing algorithm as shown below.
Figure 1: Recommended HIV Testing Algorithm






9. Referral

· Appropriate referral may be needed may be needed for additional services not available from the provider. Keep the database of other service providers not offered in HBHCT, so as to use in referring clients. 

· The referring provider should explain to the client the purpose of the referral and what takes place at the referral site. 

· A referral form should be filled with both the client's name and the reasons for referral and the information should be entered in a referral register maintained by the service provider. 

· For some services the client may need to bring written documentation of his or her HIV test results in order to access care at the referral site. 

· Mechanisms for feedback between referral sites should be in place. 

· All referrals should be addressed to institutions, departments or units rather than individuals.

10. Infection control

· Infection control principles should be adhered to as HCT is offered in homes. The HBHCT implementers can adhere to these principles by providing the following:

· Hand washing facilities (washing basin, water, soap, paper towels, and garbage bags) and/or antimicrobial hand sanitisers.

· Sufficient sharp disposal containers.

· Small tables that will be used as a flat surface to run the test on. Furniture from the visited household should not be used run test.

· Disinfectant to clean the working surface area.

11. Quality assurance 

Definition: 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. The following are the National standard operating procedures for QA of counselling that must be followed by all service providers: 

a) Quality Assurance for Counselling

· All counsellors must meet the National Minimum Standards for Counselling to ensure that quality counselling is conducted.

· QA (i.e. Mentorship, supervision, observations of actual counselling sessions; regular training and feedback to counsellors) of counselling must be performed on a regular basis.  These strategies are important in ensuring that quality counselling and testing is provided.

· All counsellors must be trained by an accredited service provider.

b) Quality Assurance of Testing

Quality assurance of testing is defined as those strategies employed by HCT services to ensure that the final HIV test results are correct. All service providers must follow several QA steps, namely:

· Nationally prescribed standards of practice for performing HIV tests must be followed.

· Effective linkages with the National Reference Laboratory, which is National Institute for Communicable Disease (NICD), must be maintained to ensure that sites meet the National QA standards for HIV testing. 

· HIV rapid test kits must be assessed for validity and reliability according to the National protocol. 

· Procurement must ensure uninterrupted supply of all equipment and commodities.

· Good information and data management systems for performing HIV tests must be followed. 

· Appropriate storage requirements and transportation of test kits must be adhered to.

· Infection control procedures should be adhered to at all times.

12. Criteria for selection of counsellor

· Counselling must be performed by qualified personnel.

· Only health care workers trained in HBHCT should provide HIV pre- and post-test counselling. 

· HBHCT counsellors should have at least  Matric or its equivalent qualification. 

· The counsellors’ knowledge and skills should be regularly supervised, reviewed and updated. This applies equally to those with or without a medical background.

13. Monitoring and Evaluation

Monitoring and Evaluation (M&E) of HBHCT services supports tracking of HCT program indicators in The National Strategic Plan 2007- 2011 Framework for HIV & AIDS and STI. M&E is required for all HBHCT services. Proper record keeping is the responsibility of all HBHCT staff.

a) M&E Tools

HBHCT providers should be familiar with all tools for collecting information for monitoring and evaluation, including:

· Client Information Forms.

· HBHCT Registers (Client and Lab).

· Laboratory HIV Test Results Forms.

· Monthly Report Forms.

· Health Management Information Systems Forms (HMIS).

· Stock logistics system (e.g. stock cards).

b) HBHCT Indicators

The recommended Indicators for HBHCT services will include the following: 

· Number of clients pre-test counselled

(Total number of clients pre test counselled)

· Number of clients tested for HIV

(Total number or clients who tested for HIV)

· Number of first time testers

(Total number of clients who are tested for the very first time) 

· Number testing positive

(Total number of clients who tested positive)

· Number of couples tested

(Total number of couples, counselled, tested and received results together)

· Number of households reached

(Total number of families reached. A family could be one person living by him/her self or a number of people living together and blood related or sexual partners. If two families are sharing a house then they count as two).

· Number of clients screened for TB and referred for diagnosis

(Total number of people suspected of having TB through symptomatic screening and are referred for medical screening of TB

NB: All relevant indicators should be aggregated per gender and age. 

c) Reporting

· Service providers to report to facilities of that catchment area.

· Data flow policy to be adhered to.

· Data management should be included in the training manual.

· Data collected from HBHCT services should be used to make decisions at all levels. 

· Data should be analyzed and shared with Program staff and stakeholders. 

· All HBHCT service providers are required to compile service statistics each month and submit to the Health District. 

· The Health District must compile and forward to the Provincial Department of Health on a monthly basis. 

· The Provincial Department of Health merges data from all Districts and submits quarterly reports to the National level. 

· National, Provincial and District levels should make sure that reports are sent back to the lower levels for management decisions.
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Annexure 1: Glossary 

The aim of the glossary is to standardize the interpretation of terms used in guideline 

Health-care provider: Any person providing health services in terms of any law, including 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 involved in the provision of health services to a client, not including health care providers. This includes lay counsellors and community caregivers and, may also include a person who is trained to offer the same service to the deaf community.

HIV counselling: An intervention which gives the client an opportunity to be educated and supported in order to explore his or her HIV risk; to learn about his or her HIV status and manage the consequences; to learn about HIV prevention and HIV and AIDS treatment, care and support services; and to learn how to modify their behaviour to reduce the risk of HIV infection.

HIV counselling and testing (HCT): An umbrella term used to describe services that combine both HIV counselling and testing. The policy distinguishes between two types of counselling and testing services – those that are client-initiated and those that are provider-initiated. 

Informed consent: A process by which a client voluntarily confirms his or her willingness to provide a written or verbal consent to be tested for HIV or to provide information about his or her HIV status to a health care provider, health care worker or researcher. This agreement is obtained after the client has received information about the HIV test and understands the purpose of the procedure, or after understanding the purpose 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 unborn baby or the infant being breastfed.

Referral: A process of referring a client/patient to another health care worker/service for further investigation, management and treatment. This may be horizontal or vertical referral.





















Screening HIV test: Finger Prick





Reactive: subject to second confirmatory test





Non-reactive: Report as negative and provide counseling; encourage client to repeat the test three (3) months after exposure to exclude the possibility of the window period








Confirmatory result reactive: Report as HIV-positive, provide counselling, and refer for CD4 count, TB diagnosis and Pre ART management, 





Confirmatory result non-reactive: Report as indeterminate/discordant and explain to the client. Send whole blood to lab for ELISA.Make arrangements to give results





ELISA reactive: Report as HIV Positive and provide counselling: refer for CD4 count, TB diagnosis and Pre ART management





ELISA non-reactive: Report as HIV negative and provide counselling.  Encourage client to repeat the test 3 months after exposure to exclude the window period
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