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Where prevention and
care meet:

voluntary counselling and testing, and preventing
mother-to-child transmission

Prevention and care are inextricable elements of an effective response. One without the other
undermines the chances of success but, together, they create a powerful synergy. Voluntary coun-
selling and testing (VCT) and the prevention of mother-to-child transmission (PMTCT) are
examples of how effective critical HIV/AIDS interventions can be when integrated.

Voluntary counselling and testing

Voluntary HIV counselling and testing are
key components of prevention and care pro-
grammes. In prevention, VCT helps people
learn about how HIV is transmitted, practise
safer sex, get a HIV test and, depending on the
result, take steps to avoid becoming infected
or infecting others. Within care programmes,
HIV test results and follow-up counselling
mean people can be directed, towards rele-
vant care and support services, such as treat-
ment for tuberculosis and sexually transmitted
infections, family planning and, where indi-
cated, treatment for opportunistic infections,
treatment with antiretrovirals and prevention
of mother-to-child transmission. In addition,
wider access to VCT may lead to greater open-
ness about HIV/AIDS and less stigma and

discrimination.

Central to prevention

VCT is a proven preventive strategy that
should become an integral part of HIV pre-
vention programmes in all countries. For
example, in a recent randomized trial of

individuals and couples in Africa and the
Caribbean, a total of 3120 individuals and
586 couples in Kenya, Trinidad and Tobago,
and the United Republic of Tanzania were
randomly assigned to either a VCT group or a
basic health education group, with the option
of VCT provided as follow-up a year later.
The VCT group self-reported a 35% reduc-
tion in unprotected sexual intercourse with
both steady and casual partners during the
year following the initial testing and coun-
selling, compared with a 13% reduction in
the group that received basic health infor-
mation. Individuals in the comparison group
who accepted counselling and testing at the
first follow-up visit self-reported a drop in the
level of unprotected intercourse, equal to that
of the initial VCT group after one year.

It should be emphasized that access to VCT is
recognized as a critical strategy in responding
to HIV/AIDS in low- and middle-income
countries, as well as in high-income countries
with advanced health systems. In the United
States of America, where an estimated 25% of
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HIV-positive people do not know their HIV
status, the Centers for Disease Control and
Prevention has made VCT a cornerstone of
its 2001-2005 strategic plan for HIV preven-
tion. The plan aims to increase the number
of providers who routinely provide VCT in
health-care settings (for example, sexually
transmitted infection clinics, substance-use
treatment programmes, family planning clin-
ics, emergency rooms, community health cen-
tres), as well as in non-clinical venues (e.g.,
social venues, public assistance programmes,
street outreach).

In view of the number and complexity of
issues relating to HIV testing in UN peace-
keeping operations, and in response to con-
cerns expressed by members of the UN
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Security Council, the UNAIDS Secretariat, in
close consultation with the UN Department
of Peacekeeping Operations, initiated a com-
prehensive review of United Nations policy in
this area. The UNAIDS Expert Panel on HIV
Testing in UN Peacekeeping Operations was
established to assist in this effort. The panel
unanimously recommended voluntary HIV
counselling and testing as the most effective
means of preventing the transmission of HIV,
including among peacekeepers, host popula-
tions, and the spouses and partners of peace-
keepers. The panel stressed that VCT should
be provided to peacekeeping personnel within
a comprehensive package of integrated HIV
prevention and care programmes. The panel
also noted that VCT has been shown to be

Figure 28
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more effective than mandatory HIV testing in
promoting safe sexual behaviour and reducing
other risks involved in HIV transmission.

The main entry point to care
services

As illustrated in Figure 28, VCT is the main
entry point for care and support services.
Furthermore, with plans for expanded anti-
retroviral drug access (both for treatment and
prevention of mother-to-child transmission)
in many countries, there will be an increasing
need for hospitals and community care pro-
grammes to provide VCT. This stems from
the simple fact that antiretrovirals are of little
use unless people know their serostatus. In
addition, ongoing counselling will be neces-
sary to ensure that people taking antiretroviral
therapy are supported, adhere to regimens and
cope with possible adverse effects. Family and
couple counselling will be particularly bene-
ficial both for adherence and support in the
context of preventing mother-to-child trans-
mission. It is all the more important, there-
fore, to ensure that testing is supported by
effective counselling with adequately trained
counsellors, in user-friendly locales, and with
guaranteed confidentiality.

Programme expansion is
necessary and possible

While there are many examples of high-qual-
ity VCT services in low- and middle-income
countries, most are concentrated in major
urban areas, on a small scale. This means
VCT is currently unavailable for the vast
majority of people who could benefit from it.
Expanding VCT services is therefore a cor-
nerstone of the UN System Strategic Plan for
HIV/AIDS 2001-2005, and the UNGASS

goals of reducing HIV prevalence among
young people and infants by 2005.

In addition to expanding availability of VCT,
people need to be encouraged to use those ser-
vices where they do exist. As with other HIV
prevention and care interventions, people
living with HIV/AIDS have an important
role to play in the design and development
of VCT services, wherever they are imple-
mented. As Figure 29 shows, only a tiny per-
centage of women in several African countries
have been tested, despite the fact that a con-
siderably larger percentage knew where they
could go.

Rapid HIV tests are now available and can
be carried out by staff with no formal lab-
oratory training. This removes one obstacle
to expanding services in rural areas and in
small sites where laboratory facilities are not
available. Many countries are now gradually
expanding VCT as part of public health-care
systems. However, external quality control
and strong supervision to ensure high quality
of testing remain essential.

An example of successful expansion is
Uganda’s AIDS Information Centre (AIC),
which grew from a single site in 1990 to 51
in 2001, and which has tested more than half
a million people. Since 1997, it has offered
rapid testing with same-day results, along
with related services such as syndromic man-
agement of sexually transmitted infections,
tuberculosis preventive therapy, family plan-
ning, and referrals to and from other AIDS
service organizations. Costs are subsidized
and, for at least one day per week, VCT is
free. The AIC has shown that couple testing
can be implemented if approached carefully
and consistently. The proportion of people
requesting VCT as couples from AIC has
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Figure 29

Percentage of women aged 15-49* who know
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90
80 Know where to
get tested
70 B Have been tested
60
50 E—
%

40 —
30 |
20 |
10 7 1 I 1 I
om Ol T I N |19

5 g 2 =8 & 5 I ] £ @ =

5 g s £3 & = g 8 £ g 2

> S ° =2 (] N © %] > 2

B © g &% = 5 -

w

* Except for the Dominican Republic, where females aged 12-49 were tested
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increased from 8% of all clients in 1992 to
nearly a third in 2001, with about a quarter
of these couples requesting HIV testing prior
to marriage. Overall, male and female atten-
dance rates are similar.

Strategies for expanding services

Finding enough trained counsellors can be a
major challenge to the expansion of VCT ser-
vices, but innovative approaches may help. In
programmes for preventing mother-to-child
transmission in Botswana, for example, clinic-
based group counselling, video sessions and
use of ‘lay’ counsellors and community-based
counselling services are being used as a way

to reduce the length of the individual pre-test
counselling sessions.

Staffing requirements should not be under-
estimated when expanding VCT services. The
background, training, roles and responsibili-
ties of people carrying out pre- and post-test
counselling vary widely. In many VCT proj-
ects, most counsellors are nurses or social
workers who have had additional HIV coun-
selling training. However, due to a shortage
of nurses and social workers, counsellors also
need to be drawn from other walks of life. An
example of a model for different roles, train-
ing and responsibilities is shown in Figure 30.
It is useful to have senior counsellors that can
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Figure 30

Roles, training and responsibilities of VCT counsellors
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+ HIV education and preventive counselling

+ Follow-up and supportive counselling for
uncomplicated cases.

* Running/supporting of support clubs

Source: UNAIDS (2001) Report from WHO/UNAIDS Technical Consultation on Voluntary HIV Counselling and Testing

provide support and supervision to the other
counsellors and accept referrals of more com-
plex cases. Ongoing support and supervision
of counsellors, whatever their background, are
needed if high-quality counselling is to be
provided and burnout and a high turnover of
counsellors are to be avoided.

One useful strategy is to link HIV-focused
services with related services, notably those
dealing with antenatal care, family plan-
ning, sexually transmitted infections (see

‘Prevention’ chapter) and tuberculosis. For
example, effective tuberculosis treatment can
dramatically enhance both quality of life
and longevity, as well as help control the
disease within the wider community. The
World Health Organization’s ProTEST ini-
tiative (which links HIV and tuberculosis
programmes and general health services)
promotes HIV counselling and testing as a
response to tuberculosis in settings where
HIV prevalence is high. Several successful
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ProTEST sites have been set up in sub-Saha-
ran Africa and others are being developed in
Asia. Evaluation indicates that the approach is
very effective. The Central District ProTEST
in South Africa, for example, has found
a 95% acceptability of HIV testing follow-
ing pre-test counselling among all persons
attending.

One of the most innovative recent approaches
to delivering VCT services is through social
marketing, in which ‘social products’ (notably
condoms) are promoted. In Zimbabwe, for
example, the New Start programme uses
franchising to provide VCT services, and
is creating a national VCT network with a
common logo and name, which is promoted
through media and information campaigns.
The National AIDS Commission launched
the New Start programme in 1998 with
Population Services International (PSI) and
USAID. High-quality counselling and testing
services are offered at the programme’s cen-
tres, with same-day results available at most of
them. All sites use a standardized counselling
and testing protocol developed in accordance
with Zimbabwean Health Ministry guidelines.
Free services are offered for clients unable to
pay the standard fees.

Targeting VCT

Generalized VCT services are important, but
cannot effectively reach all populations who
need them. Targeted programmes—either
using separate facilities or via communications
campaigns—are necessary for specific groups,
such as young people and couples, and for
vulnerable populations, such as injecting drug
users and sex workers.

VCT directed towards young people is being
implemented in many countries (see ‘VCT for
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young people: Kara Counselling and Training
Trust’ box). A recent study from Kenya and
Uganda showed that young people valued the
counselling aspect of VCT. Most of the young
people tested disclosed their test results to
someone and intended to practise safer sex.
The study also found that the vast majority
of untested young people wanted to take a
HIV test. However, young people’s reasons
for attending VCT and their needs following
VCT can be different from those of other age
groups. Training is needed to enable counsel-
lors to communicate with young people and
grasp their particular concerns associated with
HIV infection and prevention. For young
people under the age of majority, consent to
testing and disclosure of HIV tests are issues
that need to be addressed in the delivery of
VCT services.

Care and support for sex workers is another
important approach in HIV prevention
(see ‘Prevention’ chapter). In Kinshasa,
Democratic Republic of Congo, a programme
offering VCT, screening and treatment of
sexually transmitted infections, group dis-
cussions about prevention, and free condoms
for sex workers has increased condom use
and reduced the incidence of HIV and other
sexually transmitted infections among sex
workers. Other programmes have found it
effective to use peer educators/counsellors
to provide outreach counselling to other sex
workers.

VCT can provide the opportunity for inject-
ing drug users to know their HIV status and
receive counselling about safe injecting prac-
tices and safer sex. In a study of 5644 attend-
ees at a needle-exchange and detoxification
centre in California, the factor most closely
associated with not sharing syringes was use
of VCT services.
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VCT for young people: Kara Counselling and Training Trust, Zambia

Kara Counselling and Training Trust is a Zambian nongovernmental organization that started as a drop-in
centre providing HIV information and counselling to the general public in 1989. It was also the basis for
the first support group for people living with HIV in Zambia, which still plays an important role in HIV
advocacy and education, and in challenging stigma and denial. In 1992, confidential VCT services were
introduced at one of the Trust’s facilities. Rapid testing with same-day results was introduced in 1996. The
majority of the VCT clients are young people aged 18-29.

The Trust works to increase young people’s use of VCT services, including post-test support services. To
achieve this, the organization provides:

e youth-oriented outreach activities to educate and mobilize young people;

e access to partner and pre-marital counselling and testing for young couples;

e youth-friendly VCT services;

e ongoing counselling and youth-friendly post-test clubs; and

e operational research about VCT and young people.

The outreach activities often help young people decide to use VCT services. They alert people to the
existence of the services, explain the process, and involve them in discussions about benefits and
drawbacks. The Trust takes two approaches to community outreach by running an outreach programme
with HIV-positive young people (targeted more at groups), as well as a community mobilization
programme (targeted at individuals).

Mother-to-child transmission (MTCT)

An estimated 200 million women around the
world become pregnant each year, of whom
about 2.5 million are HIV-positive. One of

of unwanted pregnancies among HIV-positive
women; and (3) prevention of transmission of
HIV from mother to child. The care and treat-

the biggest challenges is that of enabling the
nearly 99% of pregnant women who have not
acquired the virus to remain HIV-negative.
That challenge is integrally linked to the wide-
ranging efforts to prevent HIV transmission
to mothers and their children.

The internationally agreed approach to prevent-
ing mother-to-child transmission includes a
number of strategies: (1) primary prevention of
HIV among prospective parents; (2) prevention

ment of HIV-positive mothers in the context
of mother-to-child transmission are now also
recognized as an ethical imperative, and steps
are being taken to provide such care alongside
prevention interventions.

Preventing mother-to-child transmission and
providing treatment and care to mothers and
their infants can best be achieved by greatly
increasing the access of women of childbear-
ing age and their partners to HIV prevention
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Declaration of Commitment
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By 2005, reduce the proportion of infants infected with HIV by 20%, and by
50% by 2010, by ensuring that 80% of pregnant women accessing antenatal care
have information, counselling and other HIV-prevention services available to them,
increasing the availability of, and providing access for, HIV-infected women and
babies to effective treatment to reduce mother-to-child transmission of HIV [...]

(paragraph 54).

United Nations General Assembly Special Session on HIVIAIDS, June 2001, New York

services, reproductive health and family plan-
ning services, and antenatal/maternity clin-
ics. Such services should ensure that women
can choose whether or not to know their
HIV status; to control their fertility; to ter-
minate a pregnancy, where this is safe and
legal; and to take advantage of MTCT drugs
and other interventions if HIV-positive and

having a child.

Cheaper and more easily administered antiret-
roviral drugs are available for use in resource-
poor settings. These treatments have the
potential of cutting HIV transmission by
up to 50%. It is critical that provision of
these drugs be expanded, given the fact
that, in 2001 alone, an estimated 800 000
children were newly infected with HIV—
almost all through mother-to-child transmis-
sion. Expansion should be possible, given
the successes of small-scale projects and the
increased commitment—both internationally
and from governments in low- and middle-
income countries—to MTCT interventions.

Reducing the risk of
transmitting HIV to infants

Preventing HIV transmission from a HIV-
positive woman to her child is feasible and rel-

atively inexpensive. Once a mother knows she
is HIV-positive, intervention options include
the use of preventive antiretrovirals, elective
caesarean section, and replacement feeding.
Another low-cost approach, which benefits all
pregnant women and may reduce mother-to-
child transmission regardless of whether HIV
status is known, is the avoidance of unnec-
essary invasive procedures during labour and
delivery.

Short-course zidovudine is widely used in
MTCT pilot projects in low- and middle-
income countries and better acceptance rates
have been achieved in recent years than when
the programmes first started. Recently, many
programmes have been choosing to use nev-
irapine based on the results of the HIVNet
012 study in Uganda. Given as a single dose to
the mother at delivery and a dose to the child
within 72 hours of birth, nevirapine is simi-
lar in effectiveness to short-course zidovudine,
offering up to 50% risk reduction among
breast-feeding populations. Short-term safety
and tolerance of singe-dose nevirapine have
been demonstrated in clinical trials. Research
has shown no significant differences in seri-
ous toxicity or other effects between nevirap-
ine and short-course regimens of zidovudine
or zidovudine/lamivudine.
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Breastfeeding and mother-to-child transmission

In the absence of any intervention, about one-third of HIV transmissions from mother to child are
attributable to breastfeeding. It is also increasingly clear that breastfeeding undermines the protective
effect of antiretroviral treatment to prevent mother-to-child transmission of HIV. The UN Interagency Task
Team on Mother-to-Child Transmission of HIV recommends that when replacement feeding is acceptable,
feasible, affordable, sustainable and safe, HIV-infected mothers should avoid all breastfeeding. Otherwise,
exclusive breastfeeding is recommended during the newborn’s first months of life.

Most countries with a national policy on HIV and infant feeding follow the UN guidelines, but adapt
them according to local resources and conditions. The best policies are those that offer choices to
mothers. In Botswana and Céte d’lvoire, as well as in a number of pilot sites in South Africa, more than
70% of women choose replacement feeding when counselled on the various infant-feeding options. The
women are provided with free formula. In Brazil and Thailand, all HIV-positive women are advised not to
breastfeed and are offered free formula.

Unfortunately, replacement feeding is not a viable option in many low- and middle-income countries.
The vast majority of women breastfeed their babies, either by choice or because they have no safe,
acceptable or feasible alternative. Even when breast-milk substitutes are provided free of charge,
serious obstacles may be present, such as lack of safe water and sanitary conditions, confusion as to
appropriate use, and stigma from family or community (due to the association of formula feeding with
HIV infection).

The nevirapine regimen requires minimal

VCT within MTCT
monitoring and is particularly beneficial to programming
women who present late in pregnancy or
VCT isacritical entry point to MTCT preven-
tion programmes, but not enough programmes
have taken this on board. A recent UNICEF
report illustrates this, drawing on data from
nine African countries (Botswana, Burundi,
Coéte d’lvoire, Kenya, Rwanda, Uganda, the
United Republic of Tanzania, Zambia and
Zimbabwe). In settings where prevention of

who have taken less-than-adequate prenatal
doses of zidovudine. Drug resistance has been
reported among some women exposed to nev-
irapine and other short-course antiretroviral
regimens used for MTCT risk reduction. The
implications of such resistance are still uncer-
tain and need to be considered in the context

of increasing access to antiretroviral treatment
for patients in developing countries. A WHO
Technical Consultation in October 2000 con-
cluded that the benefit of decreasing MTCT
with these antiretroviral drug prophylaxis reg-
imens greatly outweighed concerns related to
development of drug resistance.

MTCT has been integrated, an average of
62% of women attending care receive coun-
selling, and about 70% of them accept test-
ing. However, uptake of VCT varied greatly
between countries and sites, ranging from 22%
counselled and 65% tested in Zambia, to 82%
tested in Rwanda and 100% counselled.
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Many factors affect uptake. Some, such as
staff training and supervision, are internal
programming issues; others are societal and
include stigma, minimal male involvement,
partner violence, and rejection of HIV-positive
women. Since men can play important roles
in increasing acceptance and uptake, innova-
tive ways must be sought to encourage their
greater participation in VCT and in preven-
tion of MTCT. A recent study of VCT in
five settings indicated that encouraging more
men to accept a HIV test is an important first
step in getting them to take more responsibility
for preventing mother-to-child transmission,
including using condoms during the pregnancy
and being supportive of HIV-positive women’s
infant-feeding choices. Finally, it is clear that
where the emotional and health-care needs
of mothers are addressed, uptake is increased.

Caring for HIV-positive
mothers: ‘MTCT-Plus’

Besides deterring women from participating
in MTCT programmes, lack of care for HIV-
positive mothers in the context of preventing
transmission to their infants raises serious
ethical concerns. Leaders of philanthropic
foundations from around the world met in
December 2001 with UN Secretary-General
Kofi Annan and announced large-scale fund-
ing for a five-year demonstration project
in Africa, Asia and Latin America. Dubbed
‘MTCT-Plus, the initiative will seek to expand
services for HIV-positive women, including
basic care for prevention and/or treatment of
opportunistic infections and, when indicated,
treatment with antiretrovirals. The hope is
that, eventually, MTCT-Plus will include the
HIV-positive family members of participating
mothers and children. Information campaigns
aimed at raising international awareness are
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to form part of the initiative, along with the
purchase and distribution of drugs to prevent
MTCT, advocacy for the elimination of laws
and regulations that delay access to drugs, and
education and training programmes. MTCT-
Plus will begin as an extension of existing
MTCT prevention programmes and will ini-
tially be concentrated in sub-Saharan Africa.

Expanding coverage of
mother-to-child transmission
programmes

Despite the complexity and logistical chal-
lenges of MTCT interventions, there is no
longer any technical justification for restricting
them to pilot or research settings. However,
such interventions are only beginning to be
incorporated into routine antenatal and mater-
nity care settings in many low- and middle-
income countries. Thailand, Brazil and
Botswana (see ‘Botswana national MTCT
programme’ box) are leaders in this respect,
having made MTCT interventions available
throughout the country. Countries that have
started to expand coverage beyond pilot
sites include Cote d’Ivoire, Honduras, India,
Kenya, Myanmar, Rwanda, Uganda, the
United Republic of Tanzania, Zambia and
Zimbabwe.

In South Africa, by April 2002, the provinces
of the Western Cape and KwaZulu-Natal were
expanding province-wide MTCT-prevention
programmes. The historic legal case in South
Africa brought by the Treatment Action
Campaign and others is expected to result in
similar expanded programmes commencing
in other provinces. And although limited to
two sites per province, South Africa’s current
national pilot programme for prevention of
MTCT is perhaps the largest in sub-Saharan
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Africa. Each month, the programme provides
services (including treatment with nevirap-
ine) to approximately 6090 women registered
in antenatal clinics, which represents about
9% of the total countrywide. When these are
added to those in a number of operational
research sites and the provincial programmes,
the national total for women accessing MTCT
prevention is probably 12-15%. The rate at
which women agree to be tested for HIV
is currently 51% in the national sites, or
about 3133 pregnant women being tested
per month. However, the testing rate in the
national sites varies greatly between provinces
and sites, ranging from 17% to 90%.

In most sites in sub-Saharan Africa, the over-
all percentage of women reached and treated
is currently very low—Iess than 20%. Among
the few exceptions are Rwanda’s Kichikura site
and the sites supported by the Elizabeth Glaser
Pediatric AIDS Foundation (EGPAF). The
Foundation’s Call to Action Project, initiated

in September of 1999, has sites in 70 loca-
tions in 11 African countries and Thailand.)
Overall uptake in Rwanda and in the EGPAF-
supported sites in Africa is estimated to be
40%. In contrast, the overall percentage of
women reached and treated in Brazil and
Thailand is over 70%.

The UN and organizations such as EGPAE
Médecins Sans Frontiéres, the US Centers for
Disease Control and Prevention, Family Health
International and Population Council/Horizons
are currently supporting the development
and expansion of a large number of projects
in low- and middle-income countries. In
2001, working through UNICEE the UN
Interagency Task Team expanded its support
from 11 to 16 countries, with some 79
implementation sites. The World Bank now
includes the financing of national prevention
of MTCT programmes in all new Muld-
Country HIV/AIDS Projects. A,

Botswana’s national MTCT programme

In 1999, Botswana became the first country in Africa to start an integrated VCT/MTCT programme using
zidovudine for pregnant women testing positive in antenatal clinics. The programme was introduced in
the cities of Gaborone and Francistown. However, when a 2000 antenatal sentinel survey indicated a
prevalence of 38.5% (which translated into 26 newborns infected daily), the government decided to
extend the programme countrywide to all health facilities offering maternal and child health services.
Between April 1999 and November 2001, the programme reached 31 971 women, 17 732 (55%) of
whom were counselled and 9422 (53%) of those counselled were tested.

By December 2001, the programme had been implemented in all 24 of Botswana'’s health districts. About
81% of women registering in public health facilities are currently counselled about MTCT; 57% of those
counselled are tested and, of those found to be HIV-positive, 58% are started on zidovudine treatment.
Plans to accelerate the programme call for training, management capacity-building, improving the quality
of counsellor support, strengthening care and support services, and community and social mobilization.
In addition, Botswana is studying further improvements, including combination antiretroviral therapy and
various infant-feeding practices.
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