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 ABBREVIATIONS

	AIDS
	Acquired Immune Deficiency Syndrome

	AfDB
	African Development Bank

	BCC
	Behaviour Change Communication

	CBO
	Community Based Organisation

	FBO
	Faith Based Organisation

	HTC
	HIV Testing and Counselling

	HIV
	Human Immunodeficiency Virus

	HSRC
	Human Sciences Research Council (of South Africa)

	KYS
	Know Your Status

	M&E
	Monitoring and Evaluation

	MS
	Member State

	MTCT
	Mother To Child Transmission

	NAA
	National AIDS Authorities

	NAC
	National AIDS Council

	NGO
	Non Governmental Organisation

	OI
	Opportunistic Infection

	PEP
	Post Exposure Prophylaxis

	PFP
	Project Focal Person

	PITC
	Provider Initiated Testing and Counselling 

	PLWHA
	People Living with HIV and AIDS

	PMTCT
	Prevention of Mother to Child Transmission (of HIV)

	QA
	Quality Assurance

	RHT
	Routine HIV Testing

	SADC
	Southern African Development Community

	SAHARA
	Social Aspects of HIV/AIDS Research Alliance

	STI
	Sexually Transmitted Infections

	TAC
	Technical AIDS Committee

	TB
	Tuberculosis

	UN
	United Nations

	UNAIDS
	United Nations Joint Program on AIDS

	VCT
	Voluntary Counselling and Testing

	WHO
	World Health Organisation

	
	


GLOSSARY OF TERMS

	Confidentiality
	Right of every person to have their medical information, including HIV status, kept private.

	Counselling
	A confidential dialogue between a client and a trained counsellor aimed at enabling the client to cope with stress and take personal decisions related to HIV and AIDS. Counselling may be provided by a professional or a lay counsellor.

	ELISA 
	Enzyme-linked Immunosorbent Assay - the test used to identify the presence or absence of HIV antibodies.

	Epidemic
	A sudden unusual increase in cases that exceeds the number expected on the basis of experience.

	Endemic
	Usually prevalent; persistent at relatively constant levels.

	Concentrated epidemic
	An HIV epidemic in a country in which 5% or more of individuals in 
groups with high-risk behaviour, but less than 5% of women attending urban antenatal clinics, are infected.

	Generalised epidemic 
	An HIV epidemic in a country in which 5% or more of women attending urban antenatal clinics are infected; infection rates among individuals in groups with high-risk behaviour are also likely to exceed 5% in Member States with a generalized HIV epidemic.

	High risk behaviour
	Anal or vaginal sexual intercourse without a condom unless both partners are HIV negative and both know each other’s negative status.

	Hyper-

Endemic
	A situation where 15% or more adults aged 15 years and older are living with HIV.

	Incidence of
HIV
	The number of new cases of HIV in a given time period, often expressed as a percentage for a given number of the susceptible population.

	Pre-test counselling
	Counselling given to an individual before an HIV test, to make sure that the individual has sufficient information to make an informed decision about having an HIV test.

	Post-test counselling
	The counselling provided when an individual receives his or her HIV test result. Post-test counselling involves one or more sessions.

	Policy
	Written document that aims at setting out a country’s position and practices on HIV/AIDS.

	HIV Testing
	The obtaining of a bodily sample for the specific purpose of performing one or more medical tests to determine the HIV status of a person.

	Trained HIV counsellor
	A person trained in HIV counselling skills, preferably on a course which meets the agreed standards.

	Window
Period
	The incubation period between infection and detection of HIV antibodies.

	Minimum 
Standard
	A statement of the lowest acceptable level of performance. In this report, it is the most basic activities that must be provided to a client presenting for an HIV testing and counselling session.
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1. Background 
The SADC region bears the brunt of the HIV and AIDS epidemic, which is diverse with varying levels of adult HIV prevalence fuelled by behavioural, social, cultural, biomedical and economic factors. HIV remains the leading cause of morbidity and mortality in the region.

SADC Heads of State and government made several commitments to fight the HIV and AIDS epidemic and other communicable diseases through the Maseru Declaration and other global commitments such as the Abuja Declaration, Maputo Declaration 2005, Brazzaville Commitment 2006 and Millenium Development Goals. Additionally, in order to implement some of the commitments, the SADC region developed the SADC Regional Prevention Strategy and Action plan to support Member States’ efforts to significantly reduce the incidence of new HIV infections with the ultimate aim of declining prevalence.  The review notes modest achievements in priority areas of prevention of mother-to-child transmission of HIV (PMTCT), condom use, management of sexually transmitted infections (STI), HIV testing and behaviour change which have not been sufficient to reduce the incidence enough to turn back the epidemic.

A systematic review of the impact of VCT in developing contexts shows that evidence exists for VCT as an effective behaviour change strategy, but that weak study designs and limited replication mitigate the strength of evidence. Several studies indicate that VCT is most effective in promoting behaviour change (i.e. reports of less unprotected sex, fewer multiple sex partners and casual partners) between couples tested together and among HIV-positive individuals, particularly with their non-primary partners
. The efficacy of VCT as a primary prevention strategy for HIV-negative people, as well as the long-term effects of VCT for HIV-negative and HIV-positive individuals is less certain
.

In Botswana, at least, PMTCT services have made a huge impact on reducing MTCT – from about 40% to about 3% - and HTC is an entry point for this very effective programming that all Member States should scale up.

In order to successfully implement the prevention agenda, it is necessary for as many people as possible to test for HIV and know their status so that they can initiate appropriate prevention, support or care and treatment.  However, more needs to be done to influence behaviour change for prevention through the knowledge of one’s HIV status.  Surveys in sub-Saharan Africa have shown that very few people test for HIV, with an average of just 12% of men and 10% of women having tested for HIV and receiving the results. Knowledge of one’s HIV status may be a significant tool for prevention of HIV and AIDS – if backed by strong links to prevention services - and further can help in ensuring timely access to treatment, care and support. 

2. Rationale
The SADC Protocol on Health has placed the fight against HIV and AIDS, among its priorities.  Article 10 of the Protocol states that in order to deal effectively with the HIV/AIDS/STDs epidemic in the Region and the interaction of HIV/AIDS/STDs with other diseases, Member States shall:

a) harmonise policies aimed at disease prevention and control, including co-operation and identification of mechanisms to reduce the transmission of STIs and HIV infection;

b) develop approaches for the prevention and management of HIV/AIDS/STIs to be implemented in a coherent, comparable, harmonised and standardised manner;

c) develop regional policies and plans that recognise the intersectoral impact of HIV/AIDS/STIs and the need for an intersectoral approach to these infections. 

HIV testing and counseling is an important entry point for prevention, treatment and care particularly through provider initiated services, and that couple counseling and testing for HIV has shown more impact for (at least) short term behaviour change for prevention. Likewise, there is some evidence for safer behaviour among people living with HIV/AIDS (PLWHA). Identifying discordant couples and engaging them and PLWHA in HIV prevention is very important, the more so the higher the HIV prevalence. 
The development of regional minimum standards for harmonised approaches to HIV testing and counseling is therefore a significant milestone towards operationalising SADC Protocol on Health.

3. Purpose and Scope
The regional minimum standards serve as a framework for regional harmonisation of approaches to HIV testing and counselling.
4.  Process for developing regional HTC minimum standards 

The process for development of the regional minimum standards involved the following steps:

· Literature review

· An extensive literature review and analysis of HTC policies, protocols and guidelines, in the SADC region;
· A review of global HTC policies and general literature.  

· Convening of a technical meeting to discuss and share experiences on current national policies and programs for HTC.  

· Policy discussions in 14 SADC Member States with representatives from Ministries of Health, National AIDS authorities, and local and international stakeholders. 
· A consensus building workshop with representatives from all Member States and critical partners to agree on the proposed minimum standards.
Data collected from Member States, was verified with each Member State before being used in the main report. 
5. Guiding principles

The provision of HTC should be undertaken in an evidence-informed way to maximise the benefits for both treatment access and HIV prevention. The HTC minimum standards are guided by the following principles
:

· Human rights - promotion, protection and respect for human rights, including the rights of men, women, children and youth.; 

· Gender equity promotion - integration of strategies for empowering women and engendering equality in access for males and females, participation and control over resources for HIV testing and counselling; 

· Evidence-based - reliance on evidence of what works and on sound local data for designing more effective HTC initiatives;

· Complementarity - support and enhancement of national efforts through regional action in harmony with MS priorities and responses; 

· Participatory - input of all MS, all sectors and all segments of citizenry, particularly members of marginalised groups, is essential for ensuring effective HTC responses;

· Greater and meaningful involvement of People Living with HIV and AIDS (PLWHA)  -  PLWHA involvement in policy development and programme delivery for HTC is imperative;

· Contextual relevance - designing regional interventions to fit the social, economic and cultural contexts of the communities targeted, and to be implemented at the level at which they can be most effective;

· Partnerships - acting in partnership with regional civil society organizations and institutions, utilising their comparative advantage to facilitate stronger MS responses.

6. REGIONAL MINIMUM STANDARDS FOR HTC

6.1 CONDUCIVE ENVIRONMENT FOR HTC
Member States must ensure availability of HTC policy guidelines, protocols or standard operating procedures (SOPs) to guide implementation and ensure all groups are represented including vulnerable groups
6.2 HTC APPROACHES

I. MS must ensure provision of HTC through both PITC and VCT. PITC is a form of HIV testing and counselling recommended by health care providers to persons attending health care facilities as a standard component of medical care while in VCT an individual seeks HIV counselling and testing services to enable them to make an informed choice about learning about their status and to take appropriate action. 
II. HTC service delivery must be accessible to all citizens using a range of models e.g. integrated, stand alone, mobile, home to home,,etc but more effort should be paid to integrating HTC with other services. In all cases the testing and counseling services must have strong links to prevention and treatment services.
III. The 3Cs guiding principles of confidentiality, counselling, informed consent with voluntarism must be adhered to in both PITC and VCT.
6.3 INFORMED CONSENT

I. Testing for HIV must be carried out with informed consent of client/patient.
II. Where a person is unable to consent to HIV test, consent must be obtained from another person in accordance with legal provisions of the country.
III. The minimum amount of information that clients require in order to be able to provide informed consent is the following:

a. the clinical benefit and the prevention benefits of testing;

b. the window period;

c. the right to refuse;

d. the follow-up services that will be offered for prevention and for treatment as appropriate.
IV. At a minimum, consent should be verbal, except in special circumstances where written consent is required.
V. For provider-initiated testing, patients or clients retain the right to refuse testing, i.e. to ‘opt out’ of a systematic offer of testing without any penalty, real or threatened, to ongoing care and treatment or prevention services.

6.4 PRE AND POST TEST COUNSELLING
I. All clients/patients must be provided with pretest information as individuals, couples or groups OR pretest counseling as individuals.
II. All patients/clients must be provided with post test counselling.
III. All HIV positive clients/patients must be referred to appropriate prevention, treatment care and support services to ensure continuum of care.
IV. All HIV negative patients/clients must be provided with appropriate education and support to ensure that they remain negative, including condom provision.
V. Member States must ensure appropriate linkages of HTC services to services such as STI, FP, TB, legal and other HIV prevention or treatment services.
VI. HTC services must be gender sensitive and youth friendly.
VII. MS must ensure access to HTC services by marginalized groups, with health staff trained in positive, non-judgemental attitudes.
VIII. MS must ensure Meaningful Involvement of People Living with HIV.
6.5. AGE OF CONSENT
I. The minimum age of consent to an HIV test must be 16years.
VI. II. Young people whose age falls under the country’s selected age of consent who are married, pregnant or parents must be considered as mature minors who can give consent for HTC in accordance with legal provisions of the country.

.
6.6. HIV TESTING

I. Member States must use HIV test kits recommended by WHO for adults and children and utilise a WHO-approved protocol for quality assurance .
II. Selected test kits must be used to determine the specimen to be collected for HIV testing.
III. Laboratory Scientists Council must be responsible the training, monitoring and supervision of HIV testing to the lowest level.
IV. Member States must select either Serial or Parallel testing algorithms taking into account type of epidemic and available resources.
V. Member States must have a quality assurance system in place for HIV testing that meets agreed WHO standards.  

VI. Member States must ensure availability of post-exposure prophylaxis (PEP) for personnel providing HIV testing services, in line with national PEP standards. 

6.7 HTC FOR CHILDREN
I. Member states must ensure that HTC services are accessible to children.
II. All HTC services provided to children must be in the best interest of the child.
III. All Member states must ensure that psychosocial services are available for the children and their families in the case of positive test results.  The services should be available including at schools, hostels, churches and other centers where children spend a lot of time 
6.8 CAPACITY BUILDING FOR HTC SERVICE PROVIDERS
I. All HTC service providers must undergo training by qualified trainers using training approved and/ or certified by Ministries of Health.
II. Member states must consider utilizing non health personnel in HIV testing and counseling service provision.
III. Task shifting of HIV testing to non laboratory personnel should be considered.
6.9 ACCREDITATION OF SITES

I. All sites providing HTC services must be approved by the Ministry of Health (MOH).
II. All sites must meet the minimum staff, space, equipment and supplies requirements as stipulated in the national HTC guidelines.
6.10 CARE FOR HTC SERVICE PROVIDERS 
I. Member States must ensure that post-exposure prophylaxis (PEP) is accessible to all service providers within 72 hours of exposure and inline with National PET standards.  PEP must also be accessible and available to all others who may need it including survivors of sexual assault.
II. Member States must have counsellor support strategies in place. 

6.11 MONITORING AND EVALUATION

All Member States must develop M&E frameworks with clearly defined and measurable process/output, outcome, and impact indicators which must be in line with Global and Regional indicators.

3. IMPLEMENTATION MECHANISMS

Approval of the regional minimum standards will follow approved SADC structures going through the Technical Advisory Committee, National AIDS Authorities, Senior Officials of Ministries of Health and then to the Ministers of Health and Ministers responsible for HIV and AIDS.  Eventual approval will be through the Council and Summit.  

When all the approval processes have been achieved the minimum standards will be implemented through the coordination of the National AIDS Authorities in collaboration with Ministries of Health, civil society organisations, international cooperating partners and other key stakeholders. The success of the implementation of the minimum standards is therefore predicated on the various stakeholders playing their roles.
4. RESOURCES FOR IMPLEMENTATION OF MINIMUM STANDARDS

The SADC Minimum Standards for Guidance on HTC will be implemented through support from Member States. The resources will be sourced mainly from the SADC Regional Trust Fund. Additional resources will be sought from development partners. Resource mobilisation will be aimed at securing technical assistance and funds pooled to support the minimum standards.
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� These principles combine the UNAIDS Principles of Effective HIV Prevention with values governing regional action 
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