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Summary

Roles and responsibilities of nurses in labour room

The three main responsibilitiesof labour room nursedor preventing mothetto-child
transmissiorof HIV are:

a. Counselling and screening for HIV infectiondirect-in-labour cases

b.

Implementing guidelines for preventing moth&r-child transmission of HI\during
labour and postnatal period
Providing stigma and discrimination free services

. Counselling and screening for HIV infection in labour room

Counsellingand screening for HIV infection is necessary only for women who have not
been tested for HIV infection during routine antenatal care and reach a health facility for
delivery while in labour.

What is counselling? Counselling is a process of assistingeaspn to explore their
situations and difficulties, identify solutions and act upon thetthin the limitations of
their environment.lIt is not giving advicenor is itexpecting or encouraging the person
being counselled (client) to act inrspecificway.

Why counselling? Gounselling in HIV testingg done to prevenisychological, social
and physical consequences on people educating about facts of HIV and AIDS, and
clarifying their myths and misconceptiotefore the testand educating about living
healthy life despite HIV infectioafter a positive test result.

The Aims of counselling are to give information on HIV and AIDS, risk of mother to
child transmission of HIV and PPTCT services including HIV screening test and options for
preventing transnssion of HIV to the baby.

The steps incounselling and HIV screeningin labour room include

1. Creating a conducive environmefior counsellingoy ensuring privacy, talking softly,
addressing doubts and concerns related to labour and childbirth, sharing information
on the progress of labour and giving assurance of quality services to ensure mother
and baby are safe and healthy




2. Assuring confidenality about result of HIV screening test and dialogue between
healthcare provider and the woman

3. History taking and preest counselling Special emphasis to be given on history of
previous HIV test and ART drugs (including single -Nes&rapine in eardir
pregnancies, if any). Ptest counselling should include details about HIV and AIDS,
HIV screening and confirmatory tests and the right to take the test or not

4. Taking informed consenbrally after ascertaining that the woman has understood
facts of HV screening and confirmatory tests and risk of HIV transmission to the
baby

5. Performing the screening tedor HIV using whole blood sample from a finger prick
and following the recommended guidelines for doing the test

6. Doing posttest counselling this 5 most important if HIV screening test result is
reactive. After disclosing the test result, prophylaxis for her and the newborn should
be discussed. Anxiety, fear or any other similar reaction to the reactive test result
should be managed

Pregnant womerwhose HIV screening test is reactive shadillICTGerviceson the next
working day for counselling and confirmatory tests for HI®TC counsellor and lab
technician will visit the women in the labour room and do the HIV confirmatory test.

B. Implementing Guidelines for Preventing Mother to Child
Transmission of HIV

Pregnant women on ARTf a woman in labour has been taking ART during pregnancy,
you need to ascertain that she has carried her ART drugs with her. If not, you will need
to explore options for getting her the drugs that she has been taking. Your responsibility
will be to ensure that she comues to take the medicines geer her schedule during

and after labour.

Women with reactive HIV screening testtor directin-labour casewith reactive HIV
screening test, you need to start ART immediately after getting a prescription from the
medical officer and give first dose of Nevirapine prophylaxis to the newborn after birth.

If the woman in labouhas never taken AR®r single dosalrug Nevirapineto prevent
transmission of HIV to the child in previous pregnancies (if any)et@mmended ART
regimenis Tenofovir (TDF) 300 mg + Lamivudine (3TC) 300 mg + Efavirenz (EFV) 600 mg.
You can start this regimen only after getting writtenegeription from the Medical
Officer.




? Lopinavir (LPV) /Ritonavir(r) 200 mg/50 mg twice a day as two tablets.

Referral to ICTGervices Directin-labour cases with reactive HIV screening test should
availlCTGervicedor confirmation of HIV status. The ICTC counsellor and lab technician
will need to visit the woman in the labour room or postnatal ward (depending on where
she is).

The counsellor will assign a Patient Identification Number (PID) and ddegire
counsdling before the laboratory technician collects blood sample for confirmatory
tests. If theconfirmatory tests are negativethe ART drug for the mother and ARV for
the newborn are stopped. In case thenfirmatory test is positive both ART for mother
and ARV for newborn are continuednd will be linked to ART center for continuation of
treatment.

The counsellor will alslink the pregnant woman to the ART centifer a CD4 test and
continuation of RT The mother will need to be educated about importanof
compliance for preventing HIV transmission to the baby, and for her own health. She
should also be educated about side effects of ART drugs, continuing the drugs despite
the side effects that usually subside shortly and side effects for which shesrteed
consult with ART Medical Officer immediately.

ARV Prophylaxis for newborns and infant&RV prophylaxis is required for all infants
born to HIV positive mothers to further reduce the risk of HIV infection after birth. The
additional protection is esgrially important if mother started ART late in pregnancy, she
did not adhere to the ART regimen as recommended, and her viral load continues to be
high.

ARV prophylaxis for infants whose mothers have received ARNevwirapine (NVP)

syrup once a day for six weelksd should be given irrespective of whether the baby is
exclusively breastfed or has received exclusive replacement feeding. The dose of NVP
syrup depends on birth weight. Babies weighing less than 2 kg should receive 0.2
ml/kg/day. Babies weighing 2 to 2.5 kg should receive 1 ml/day and those with birth
weight more than 2.5 kg should receive 1.5 ml/day.

In case the mother had not taken ART regularly for at least 24 weeks before delivery,
(or mother is not initiated on ARITn the first trimester)and if she is breastfeeding the
baby, NVP syrup should be continued for the baby for another six weeks.

Labour and delivery of HIV positive pregnant womefs labour room nurse, you will
YySSR G2 NBO2NR (KS ndakmiyyegsierad perPPTCT duidlaides, A y U
document details of the ART drugs taken during pregnancy (if any), give the same ART




drugs that a pregnant woman on lfeng ART has been taking during labour and
delivery as per her usual schedule (dose antkjiand start ART for women who were
screened for HIV during labour. You will also need to counsel the woman on benefits of
exclusive breastfeedinfishe has not yet decided on exclusive breastfeeding.

If caesarean sectiois required due to obstetric dications, ARTTDF+3TC+ERhould
be given prior to the operation foHIV positive women who comdirect-in-labour.
Regular ART regimen should be continued for women on lifelong ART.

Safe delivery techniquesThe risk of motheto-child transmission ofilV increases due

to prolonged rupture of membranes, repeated per vaginal examinations, assisted
instrumental delivery (such as vacuum or forceps), invasive foetal monitoring
procedures (such as scalp or foetal blood monitoring), episiotomy, and pretyaturi

Therisk of HIV transmission during delivery can be redudgdobserving the following:

C Practicing standard (universal) precautions recommended for delivery

C Minimising vaginal examination, and using aseptic techniques during vaginal
examination

C Not rupturing membranes artificially unless there is foetal distress or delay in
progress of labour

C Avoiding invasive procedures such as foetal blood sampling, foetal scalp electrodes

C Avoiding instrumental delivery as far as possible unless there is foetedsdisor
there is a need to shorten the duration of labour. If instrumental delivery is
indicated, lowcavity outlet forceps is preferable to ventouse

C Avoiding routine episiotomy, as far as possible

C Avoiding suctioning the newborn with nasogastric tubeessl there is meconium
staining in the liquor

Care during the pospartum period: Newborn care for HIV exposed infants is the same
as for all other newborns. In addition, they require NVP syrup immediately after birth
and no later than six hour8reastfeeding should be initiated within one hour of birth.

The mother should be trained to administer NVP prophylaxis to the infant using a
syringe and to wash the equipment with clean boiled water after every use.

During the postpartum period, the Hipositive mother should receive counselling and
educationon ART, Early infant diagnosis (EID), care and support services available and
guidance for living healthy with HIV infection. The husband/partner should also be
tested during this period if he is avable and the woman is willing to disclose the status




to her husband. If she is willing, the husband and the family members should also be
counselled and educatioon HIV related services for mother and baby.

C. Providing stigma and discrimination free se rvices

Stigma and discrimination of people living with HIV and AIDS (PLHIV) has grave adverse
impacts on an individual, the affected family and the community at largpacts that

have direct influence on HIV epidemiare reduced HIV testing in the community,
unwillingness to disclose HIV status and thereby adopt safer behaviours and
unwillingness to accept HIV related services.

Healthcare providers can play an important rola helping HIV positive people live a
hedthy and longer life if they provide the same quality of care of services that they
provide to HIV negative people, demonstrate empathy and respect and helping HIV
positive people overcome their fears, anxiety and hopelessness about living with HIV.
You, & labour room nurse, can help reduce stigma and discrimination by being a role
model in quality care, providing information on care and support services, giving
examples of HIV positive role models and encouraging participation of husband/partner
and famiy.

Management of occupational exposure

An exposure is defined as an injury to skin (such as nesidle injury), contact of
potentially infectious body fluids with mucous membrane and -mact skin or
prolonged contact with intact skirPotentially infectious body fluidsinclude among
others, blood, semen, vaginal secretions, cerebrospinal fluid, amniotic fluid, and other
body fluids contaminated with visible blood.

First aidfor skin that is brokerdue to needlestick injury or sharp instrument ihades
washing the wound and surrounding skin immediately with soap and waterRThe/ Q (i &
include not scrubbing the area, not squeezing the injury area and not using antiseptics.
First aid for exposure to the eyiacludesirrigating the eye immediately witlvater or
normal saline and first aid for exposure to the mouth includes spitting the fluid out
immediately and rinsing the mouth using water and saline and spitting it several times.

You need to report to the Medical Officer response for pagbosure pophylaxis(PEP)
immediately after exposureAdecision onstarting PEP isaken based on assessment of
nature of exposure and risk of transmission, HIV status of the source of exposure and
the exposed individualAfter counselling, a baseline HIV testdisne to rule out pre
existing HIV infection.




Depending on the severity of exposure and HIV status of the source of exposure, a two
or three drug ART is recommended for 28 days. It is desirable to start PEP within two
hours of exposure but can also be éskwithin 72 days.

Followup including repeat HIV test and counselling is an important part of management
of occupational exposure. Special leave can be taken while a healthcare provider is on
PEP.
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Introduction

Estimates in India during 2011 indicated tlzatpeople out of every Q,000 are living with
HIV, which is about onthird less than the estimates made ten years earlier. The decrease
in number of people living with HIV is because new HIV infections among adalts
estimated to havereduced by about 57%However, new infectios among babies are
estimated to havecome down by only 35% during the same period@his indicates that
transmission of HIV from infected mothers to their babies is continuing to be Higs.
estimated that each year, there are about 14,000 new infexdiamong infants. Motheto-
child transmission is the main route of transmission of talehildren. This transmission can
occur during pregnancy, delivery and breéstding. The risk of HIV transmission from
mother to child can be as high as-28% if nopreventive measures are taken. Estimates
from various parts of the world have indicated that startingiaetroviral treatment (ART)
for pregnant women early in pregnancy and givingi-aetroviral prophylaxis (ARV) to the
newborn can reduce the risk &flV transmission from mother to child to less than 5%.

The Government of Indiis committed to work towards achieving the global target of
eliminating new HIV infections among children by 20h52002, the National AIDS Control
Programme (NACP) hastarted a programme called Prevention of Parent to Child
Transmission of HIV (PPTCT) through which HIV testing services were offered to all pregnant
women getting antenatal care (AN@) the woman wagound HIVpositive,shewas given a
single dose of Nerapine (SENVP) tablet at the time of delivery and the newborn was given
single dose oNevirapine syrup. These services were scaled up all over the country during
2007-2012. The programme was implemented successfully in states and districts with high
prevalence of HIV but its reach in other parts of the country was limited. During this time,
the guidelines from World Health Organisation (WHO) were changed based on evatence
mother to child transmission of HIMrom around the world. Based on these
recomnmendations, a multdrug PPTCT regimen was started in Andhra Pradesh, Karnataka
and Tamil Nadu. The WHO guidelines were further modified in June 2013, based on which
the National Technical Resource Group (TRG) recommetifieldng three-drug ART
regimen toall pregnant women, and to give Nevirapine prophylaxis (NVP) from birth to at
least 6 weeks to HIV exposed infants (HEI), the term used for babies born to HIV positive
mothers (Box 1). The National AIDS Control Organisation (NAGR}¥ accepted the

! National Strategic Plan: Muitirug ARV for Prevention of Parent to Child Transmission of HIV (PPTCT) under
National AIDS Contr&rogrammen India, Updated December 2013




recommendation of TRG and plansgoickly scale up the PPTCT services across the country
and replace the currently available 8IVP prophylaxis with newer regimen.

Box 1: National Technical Resource Group (TRG) recommendation on PPTCT

a. All positive pregnant women including those presenting in labour and breast
feeding women with HIV should be initiated on a triple ART irrespective of
CD4 and clinical stage for preventing Mother -to-Child Transmission risk and
should continue lifelong ART.

b. The duration of NVP to infant be minimum 6 weeks but more if ART to
mother was started in late pregnancy, during or after delivery and has not
been on adequéae period of ART as to be effective to achieve optimal viral
suppression (which is at least 24 weeks), then the infant NVP should be
increased to 12 weeks. This recommendation on extended NVP duration
applies to infants of breast feeding women only and not those on exclusive
replacement feeding

The first step towards HIV prevention among newborns and infants is identifying HIV
infection in pregnant women and then ensuring that positive wonaatesspreventive
services. This is why the government heaénvices have made HIV counselling and testing
services an integral and essential part of antenatal care. This will allow women to get the
services close to their homes or a neafbgility that they can easily reacifhe government,
through its MitionalHealth Mission is strengthening antenatal care to ensure that pregnant
women register for antenatal care as early as possible aacdss alANC services.

The current guidelines describe steps management of HIV infection in pregnant and
lactating wonen for prevention ofmother to child transmission itive situations:(a)
positive womenon ART becom pregnant, (b) positive womenregistered for pre ART
becone pregnant,(c) HIV infection detected during pregnandyg) HIV infection detected
during labour ande) HIV infection detected during postnatal perigedure 1).

Even though efforts are made tecegister all pregnant womenn the early stage of
pregnancy andnotivate them to accesantenatal care, many women go to a health facility
only at the time of the delivery. Labour room nurshsrefore play an important role in HIV
screeningof unregistered pregnant womewho come diectly-in-labour. This manual is
meant as a learning document for labour room nurses who receive training on their roles
and responsibilities for prevention of moth&s-child HIV transmission.
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Figure 1: Management of HIV infection during pregnancy
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| 1.1 Roles and responsibilities of nurses in labour room

As a labour room or ward nurse, you hatleee main responsibilities for preventing
mother-to-child transmissiomf HI\,

1. Counselling and screening for HIV infectiondirectin-labour casesTasks include:

a. Prescreening counsellingvhich includeshistory taking,providing information on
HIV and AIDS and taking informed consent for HIV screening

b. ConducingHIV screening using whole blood finger prick test

Providng post-screening counselling

d. Maintaining confidentiality

o

2. Implementing guidelines for preventing moth&r-child transmission ofHIV during
labour and postnatal periadlasks include:

a. Initiating first line of ART regimen fatirectin-labour cases withreactive HIV
screening test

b. Ensure HIV positive pregnant women already on ART continue to take ART as per
their schedule during labour

c. Practicing safer delivetgchniquesrecommended for HIV positive women

d. Initiating ARV prophylaxis for the newborn

e. Makingsure women withreactiveHIV screening tesibtains Integrated Counselling
and Testing Centre (ICT&yrvicesfor confirmation of HIVinfection on the next
working day where a counsellor and lab technician visits women in the labour room
and does HI¢onfirmation test

f. Motivating the mother to opt forexclusive breastfeedindor six months and
initiating early breastfeedingwithin an post delivery) Despite motivation, if the
mother refuses to breastfeed, training her for safe replacement feeding

g. Educatinghe mother and the family to access HIV related treatment, and care and
support servicesvith special emphasis on ART, E@rly infant diagnosissnd CPT
(cotrimoxazoleprophylaxi

3. Providing stigma and discrimination free servibgs

a. Provding the same quality care of services that you provide to HIV negative women

b. Demonstrating empathy and respect

c. By helpingHIV positive wonen overcometheir fears, anxiety andhopelessness
about living with HIV

12




d. Committing to theHIV positive mother thatthe hospital staffwill provide total
supportduring her stay in the health facilitgndif necessaryfor referral infuture

In addition to the above threeore responsibilities, you also need to document details
about HIV screening and referrals, andagtice recommended guidelines for infection
control, which are the same as those for HIV negative women.

The following chapters give detailed technical informatimiated to the three core
responsibilities outcomes and impact of stigma and discrimioatin health facilities and
management of accidental exposure to potentially infectious flufdiditional information
on basic facts of HIV and AIDS, andRREICT programnage included in Section 2 of this
manual

13




2

Counselling and screening for HIV infection in labour
room

Information provided in this chapter is relevant only émunselling andHIV screeningor
directin-labour casewho do not know their HIV status.

In this chapter you will learn about:

a. Steps in preand posttest counsellig ofdirect-in-labour womenwho do not knowtheir
HIV status

b. Technical information on HIV and AIDS that needs to be included ingme posttest
counselling

c. Process of doing an H¥¢reeningest, and

d. Information related to managingnxiety, denial andther similar reactions to eeactive
HIVscreeningest

The knowledge, skills and attitude that you require for discharging your responsibility of
counselling and doing HIV screening test for dwadabour cases are describedBox 2 on

page 15. It is recommended thatyou refer to this Box at periodic intervals for self
assessment of your competency in counselling and screening for HIV infection.

| 2.1 Whatis counselling?

Counselling i process of assisting personto explore their situations and difficulties,
identify solutions and act upon therwithin the limitations of their environment. The
situations and problems can be personal, social and psychological. Counselling can also be
done with couples, families and small groups of people with similar issues or circumstances.

Counselling is not giving advice. It isoaf®t expecting or encouraging the person being
counselled (client) to act in a way a counsellor may have behaveaduld like to behavén
similar situation. And, it is definitely NOT judging the client or his/her situation or
I G GSYLI Ay His/hérproblesmLot difties.
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Box 2: Knowledge, skills and attitudes of labour room nurses required for
counselling and HIV screening in women in labour

Knowledge:
a. Facts about HIV infection including detailed knowledge about mother to child

transmission, natural progression of HIV infection in adults and children,
guidelines for testing, difference between HIV and AIDS, and current
treatment guidelines for positive pregnant and lactating mothers, and children

b. Details of PPTCT programme including its services, especially during labour
and postpartum stage

c. Steps in counselling pregnant women in labour for HIV screening test

d. Social and ethical issues related to HIV screening, especially in pregnant
women

e. Dos and donot s regnant womenmegarding HI\hsgreeping test

f. Process of doing the screening test for HIV

g. Interpretation of screening test result d both reactive and non-reactive

Skills:

a. Creating a conducive environment for counselling pregnant woman in labour
room

b. Following guidelines for counselling direct -in-labour cases for HIV screening
test

c. Clarifying pregnant womends doubt s
AIDS, and the screening test

d. Conducting whole blood finger prick test for HIV screening and interpret ing
its result

e. Explaining the result of the HIV screening test to the pregnant women

f. Managing adverse emotional reactions to a positive result of HIV screening
test such as anxiety, fear of stigma and discrimination, fear of strained
personal relationships, fear of death, and subsequent future of the child, etc.

Attitudes:

a. | need to help pregnant women take well -thought out decisions regarding
screening for HIV in order to prevent HIV infection in the newborns

b. By demonstrating an empathetic and non-judgemental behaviour during
counselling and screening for HIV, | help positive pregnant women become
stronger and more competent in taking steps to prevent HIV infection in their
babies

c. The pregnant woman is the best person to disclose her HIV statusto others,

and at a time she feels is best for her and her baby

15




| 2.2 Importance of counselling in HIV testing

HIV infectionis a lifelong illnesdt adversely affects the quality of life and total lifespan of a
person It is also associated with stigmanra discriminationin the family, community,
workplace and health facilitiesThis is why goositive HIV testresult can have several
psychological, social and physicansequenceson people The two effective ways to
reduce such adverse effects of knowkyy S Q& | dree & G| G dza

a. Educating about facts of HIV and AlRBd clarifying their myths and misconceptions
before the test, and

b. Educating about living healthy life despite HIV infect&dter a positive test result .
Educating women about how their life can be almost normal, how life expectancy can be
prolonged by giving options for healthier lifestyle awogtions for preventing HIV
infection in the baby andaising a healthier child

The National Policy of the Govenent of India has madeounselling both before and after

HIV testas mandatory.The Policy also requires that the counselling dialogue between a
healthcare provider and the client, and the test result remain confidential. Counselling for

HIV testingis mgal (2 AYLINB OGS | Of ASyiQa dzyRSNREGI yRA
decision on taking the test, adopt behaviours to prevent HIV transmission and seek relevant

and timely treatment in case the client is diagnosed with HIV infection.

| 2.3 Aims of counselling for HIV screening in labour room

In the context of HIV and AIDS, counselling in a labour room means the dialogue that you
have with a pregnant woman about HIV infection, the HIV screening test and its result. Such

counselling hasix main aims:

1. Educating the pregnant woman on HIV and AIDS, including clarifying her doubts and
misconceptions

2. Helping the pregnant woman understand the possibilities of transmitting HIV to her
baby if she has HIV infection

3. Helping the pregnant woman understand the inmfamnce of her decision about HIV
AONBSYyAy3 GSaidz Ada AYLIOG 2y KSNJ FyR KSNJ
decision

4. Informing the pregnant woman abouPPTCTservices with special emphasis on
prevention of HIV transmission to her baby

5. Helping the pregnant woman understand the result of Hldfeeningtest and to make
concrete plans baseon itsresult, when required, and

6. Extending her the emotionalupport, as required
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Please remember that a woman in labour is more likely to be
preoccupied with labour pains and childbirth. She may
therefore not be as receptive to counselling as any other
pregnant woman who is not in labour. It is desirable that you
remain sensitive about her discomfort and anxiety about the
process and outcome of childbirth w hile counselling. Counselling is
more likely to be useful if you talk to her in between her contractions,
especially if she is in first stage of labour.

I 2.4 Steps in counséling and HIV screening in labour room

There aresix steps in counselling for HBéreening in labour room:

Creating a conducive environment for counselling
Assuring confidentiality

History taking angbre-test counselling

Taking informed consent

Performing the screening te&tr HIV

Doing posttest counselling

o gk wnhNPE

2.4.1 Creating a conducive environment for counselling

| L+ O2dzyaStftAy3a NBldzANBa (KFEd GKS Of,ASyiQa
irrespective of where the counselling takes place. Therefore, counselling in labour room
aK2dz R | faz2 7T20dz eoyhfortiikrEceividyBoangdllingilY owscanycregted &

a comfortable and conducive counselling environment in a labour room by:

a. Ensuring privacy: If a woman is in earlgtages oflabour, try to counsel in a separate
room or spacehat has privacyor any other pace in the labour room where others are
not likely to overhear your conversation. In case a woman is in active labour, you can
create privacy bylraping acurtain between her and other women in th&bour room

b. Talking softly: At all times,you need totalk softly so that others cannot hear your
conversation such as duringistory taking, clinical examination, discussing progress of
labour, or counselling for HIV screening.2dz I N3 fA1Sté& (G2 I NRdzAS
mind if youtalk softly only for canselling

c. Addressing doubts and concerns related to labour and childbirth: Ask questions to
the pregnant woman if she has any doubts or concerns about labour or childbirth. Clarify
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her doubts and misconceptions, if any. Give her reassurance aboutelhery process
in case she is very anxiqusspecially if it is hefirst delivery

d. Sharing information on the progress of labour: A woman going through labour pains
is likely to believe that the urgency and need of the moment is for ensurinugck, early
and safe delivery. She may not understand why you think it is important to talk about
HIV screening, especially if she does not know about it, or does not consider herself at
risk of HIV infection. By telling her about the progress of labour andtamaged time of
delivery, there is a greater probability of her bgiable to focus on counselling

e. Assuring her of quality care and services People have varied expectations from
health care providers. This is true even for pregnant women. Assure thanyal and
other staff in the labour roonwill provide her quality serviceso ensure thatshe and
the babyare safe and healthy

2.4.2 Assuring confidentiality

It is your responsibility to maintain confidentiality while offering counselling for HIV
screening. This means that you will consider any information that the pregnant woman
shares with you as private and will not disclose it to anyone else without heseobn
Confidentiality is also for the test result, irrespective of whether irdactive or non-
reactive

Assuring the pregnant woman of confidentiality will help build and maintain trust and make
her more accepting of the messages that you will give. héou need to assure
confidentiality byassuring her of théollowingfour:

a. You will not share her personal information with anyone else

b. You will not disclose the test result to her family and friends

c. If you think that sharing the test result with others in the hospital is necessary in order
to ensure appropriate medical care, you will first take her permission before sharing

d. Any hospital staff who is not involved directly in promgiher medical senees will not
have access to her medical records

2.4.3 History taking and pre -test counselling

History taking is importantn every interaction between health service provider and a
patient/client. Threeimportant issues to be discussed during historkitig are:

a. Previous HIV test and ART drugs: Ask thewomanif she hasver been tested for HIV
infection. If yes, when was she tested and what was the restiti@ out if she hasver
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taken ART earlielf yes, when, for how long, and what drugs did sheefakvVhat were
the reasons for discontinuing ART drugisZase this is not her first delivery and she is
HIV positiveask her ishehastaken singledose Nevirapine (SNVP) to prevent mother
to child transmission in earlier pregnancy

b. Symptoms suggestive of STIs: Ask if she and/or her husband/partner ever been
treated for infections of the genital organs? If yes, when was the treatment taken?
Inquire about the type of and the treatment taken. Special emphasisistory taking
should be given to genitallcers and abnormal genital discharge

c. High risk behaviours: Ask the woman about thg' | (4 dzZNB 2 F K S NDodsdza 6 | Yy R
he live away fromthe family for extended periods of time?Ask also ikither of them
ever used injecting drugsPractice of injecting rdgs is more common only in some
groups of people. Some women may be offended if you were to ask her directly if she
has ever used drugs. It is therefore desirable that you find out about drug use history in
woman or her husband/partner sensitively

Histay of previous HIV tests and ART should be informed to the Medical Officer so that
appropriate ART drugs can be given to reduce risk of vertical transmission. Previous history
of STIs and/or high risk behaviour indicatee need for testing the woman aguaiafter

three months (to rule out infection in window period).

Pretest counselling igiven toensurethat pregnant women know at least the followifige
aspects of HIV and AIDS and its screening test

a. What is HIV infection, thesk ofits transmissio to the baby,and services available to
prevent such transmission

b. A woman can take steps to protect her balogrh HIV infection only if she knows her
HIV status

c. There is a rapid screening test for HIV that will gheeresult in20 to 30 minuteslt is a
screening test, and not confirmation of HIV infection. Confirmation of HIV infection is
done through additional testby ICTC in case of reactive HIV screening #&slecision
to take steps to prevent HIV infection in the newborn is taken on lthsis of the
screening test result

d. You,asthe labour room nurse, will clarify aheir doubts about HIV infection, and

e. They havean option of refusing the test. However, by refusitigey takethe risk of
transmitting the infection taheir balkes if they haveHIV infection

Detailed below is thédealinformationto be sharedduring pretest counsellingin case the
woman is in advanced labour, you can give her the minimum information related to
preventing mother to child transmission of HIV.
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Basic facts of HIV and AIDS:
C HIVis a virus that can affect anyone
C Babies born to mothers who have HIV infection can acquire the infection from the
mother during pregnancy, delivery and breastfeeding
ClL+t 3INIYRdzrffe RSaAGNRea || ityds fght2ligeRsas A YYdzy A (@&
C Window period is the duration between HIV infection and its first detection through HIV
antibody tests. Its normal duration is about 3 months but can rarely extend to 6 months.
During window period, the HIV test will be negative. Tis& of transmission of HIV to
the baby or anyone else is very high during window period as the number of HIV viruses
in the blood stream is very high

C AIDS is a advanced stage of HIV infectignK SNBX I LISNE2Y Q& AYYdzyA
destroyed and therefore a wide range of diseagasportunistic infections Ols)affect
the body

C HIV infection does not have any symptoms for up to 8 to 10 years. During this time, it
continues to destroy the immuty. It can also be transmitted to othgreople through
four main routes sexual transmission, needles and syringes, blood transfusion and from
mother to child

C Adults can acquire HIV infection by engaging in unprotected sexual intercourse, sharing
needles ad syringes for intravenous use and receiving blood transfusion without the
blood being tested for HIV infection

Prevention of mother to child transmission:

C Medicines are available to reduce the risk of HIV transmission from mother to child

C A pregnant woran who takes andretroviral therapy (AR7) every day during the
pregnancy and breastfeeding chelp prevent HIV transmission to hbaby

C The baby can be further protected lgyvingdaily Nevirapine (NVP) syrup for at least six
weeks

C Even if a pregnant @man has not taken ART during pregnancy, she can reduce the risk
of transmission of HIV to her baby by takiAgTbefore the delivery and continuing
thereafter

C A woman who is taking ARdrotects her baby from risk of HIV infection through
breastfeeding. Be thereby allovsthe baby to benefitfromy 2 § KSNR& YAt 1 ® ¢ 2 L
y2i d& oSYSTFAOAIT G2 GKS o6loe lFa Y20KSNRA

C ART needs to be taken for life. They help a woman control her HIV infection, and
postpones progression of HIV infection to AIDS

Testing for HIV infection:

C The test that will be performed in the labour room is only for screening purposes

C The result of the screening test is available within 20 to 30 minutes

C Blood for screening for HIV is taken from a single needle prick on the middiagor
finger. There may be slight pain during the needle prick
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C Steps are taken to prevent HIV transmission to the baby if the screening teatis/e

C If the screening test igeactive the pregnant woman is referred to th€Tor further
counselling ad confirmatory testson the first working dayafter delivery Counselling
and collection of blood sample for HIV confirmatory tests will be done in the labour
room/postnatal ward by the ICTC Counsellor and lab technician respectively

C ICTC will alsmaintain confidentiality of the HIV test result

C The baby born to HIV positive woman is first tested HIV at sixweeks Tests are
repeated at fixed intervals till the age of 18 montiaghenHIV statuss confirmel

HIV test for the spouse:

C In case a wonmatests positive for HIV, she is advised to get her huskpamther for HIV
testing

C The husbanfpartner is tested for HIV after counselling and taking informed consent

C It is possible that only one of the couple has HIV infectibinis is because it is not
necessary that HIV transmits to the spouse as soon as a person gets infected. Several
factors influence HIV transmission between couple engaging in sexual intercourse

Treatment, care and support for the positive pregnant woman, baby, spouse and

the family :

C In case a woman tests positioé HI\, she and her husband (if ls¢so has HIV infectign
will be referred to the ART centre by the ICTC Counsellor

C ThelCTC @unsellor will be available toounsel positiveavomen, their spouses, and their
families as anavhen required

C Some NGOandDistrict Level Networks (DLN) of positive people also provide emotional,
social and psychological support to people who have HIV infection and their families

C The counsellor at the ICTC will refer the positive people to such aadesupport
services

In cases where directin-labour cases are in advanced stages

of labour, you can Ilimit pre -test counselling to (a)

ascertaining that she has heard of HIV and AIDS, (b)

explaining that risk of HIV transmission to the baby, (c) ways

of preventing transmission to the baby, (d) HIV screening
test, and (e) right to refuse the test, and likely consequences of refusing
the test

2.4.4 Taking informed consent

Informed consentis the process during which a pregnant woman receives clear and
accurate information about HIV and its testing process and takes a decision on whether or
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not to take the test on her own, without any force compulsionfrom the service provider.

By takingnformed consent, you ensure that the woman has understood the purpose of the
screening test and its benefit¥ou can assess if the pregnant woman has understood the
messages on HIV that you have given her by asking questichsas

What is the purposef screening for HIV infection during labour?

What does the screening test indicate?

What steps can be taken to prevent HIV transmission from mother to baby?
How long will the screening testsulttake?

How is HIV transmitted from mother to baby?

How does HIV infection affect the body?

How is HIV infectiononfirmed?

O 0O 00000

Once you are convinced that the pregnant woman has understood the information on HIV
infection, and the screening test, you can take @mal consent by asking her if she is willing
to get tested or not? If yes, is she willing to get tested immediately?

2.4.5 Perform the screening test for HIV

You will doHIV screening testy using a rapid HIV detection test kit. It includes all the
reagents and does not need any specialised equipment.wWilb get the test result within 20

to 30 minutes, which you will interpret visually. Instructions on the test kit will inform you
the actual time needed for you to interpret the resul&creening test for HIV is donefaur
steps:

Prepaingfor the seeening test

Collecingwhole Hood sample from a finger prick
Performngthe screening testand

Interpreting the result

HwnN e

1. Preparing for the screening test:

There ardour steps for preparing for the screening test:

Bring the test kit to roomtemperature

Lay out the test strips on a white paper towel on a clean surface

Take the test device out of the protective wrapper, and

Label the device with the name and other details of the pregnant woman to be tested

oo op

2. Collecting the whole blood sample from a finger prick:
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You need to wear gloves and use only sterilised or disposable lancets or needles for
collecting the blood sample. Tméne steps for collecting the blood sample are as follows:

1. Make the pregnantvoman to sit comfortably and lower therm from which the sample
is to be taken. Ensure that the fingers dower than the elbowof the same arm
2. Choose the fingertip of the middle or ring finger

Selecting the site to be pricked

3. Cleanfingertip with alcohal Work from the middle out to reduce contamination. Allow
the areato air dry. Do not touch the area
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Clean the fingertip with alcohol. Work from the middle out to reduce
contamination. Allow the area to dry.

4. Gently squeeze anetlease the area to be pricked until it is red

5. Position the hand palm side uplace the lancebr needle away from centre on the
fingertip. Firmly press the lanceir needle against the skin and puncture the skin.
Dispose of the lanceir needle in a safevay into the sharps discard jegcommended in
your health facility

Prick the finger as shown

6. Wipe away the first drop of blood with a sterile gauze pad and then distaslper
waste disposal guidelines

7. Hold the finger lower than the elbow, apply gentle intermittent pressure to the base of
the punctured finger a few times

8. Draw up the required amount of whole blood specimen from the fingertip using the
disposable pipettes supplied with the kit. Do not @seg/ other pipette and do not reuse
the pipette

9. Once the required amount of specimen has been collecpgly pressure gently at the
puncture site withgauzeto ensure that there is no further bleeding from the sitéou
can also ask the woman to continpeessing with thegauze until the bleeding stops
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It is important to correctly follow the steps for drawing blood

because painful or repeated attempts can cause discomfort

and result in collection of sample that is not of proper quality

or quantity. It ca n al so reduce t he pregnant
confidence in your skKills.

52y Qiéa 2F CAY3ISNI t dzy Ol dzNB

Do not puncture the side or the tip of the finger

Do not puncture parallel to the grooves of the fingerprint

Do not puncture the index finger

Do not puncture thdittle finger

Do not puncture the fingers of child less than 12 mor{thsy Hood sample from babies
less than 12 months aweighing less than 10 kgasllected through a heel prick)

O O 0O 0O 0O

3. Performing the screening test

Ensure you have the following eightaterials before you start the process of performing
the HIV screening test:

Test kit in cold chain that has not expired

Alcohol swabs

Pair of gloves

Soap to wash hands

Puncture proof discarding bottle or screw capped jar to discard used lancets, used
alcohol swabsgauzepad and pipettes

Lancet

Biohazard bags

8. Firstaid kit

a s wd e
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There aresix steps for performing the screening test after you have collected the required
amountof whole blood from the fingertip:

1. Hold the pipette vertically over the sample pad and add the amount of specimen
recommended in the test kit carefully. Allow the specimen to be fully absorbed. Take
care to ensure that no air bubbles enter the sampletpor

2. Discard the pipette into a discard jar after dropping the required amount of specimen on
the rapid card

3. Complete the next steps of adding any more reagents (if required) as described in the kit
insert of the rapid card
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4. Set timer for the time as indicatenh the kit insert. Allow the specified time for the
reaction to occur

5. Read the test results immediately after the time specified in the kit insert

6. If a dot or band appears, record test result as reactive. If no dot or band is observed,
record result asion-reactive

4. Interpreting the test result

There can be only three possible outcomes of the HIV screening tests through rapid
antibody card test:

a. Reactive or Positive: In this case, there will be band in both thest area and the
control area

b. Non-reactive or Negative: In this case there will be no band in the test area and a
band will be seen in control area

c. Invalid: In this case there will be no band in the control area. A band may be present in
the test area but the test is considered invadisithere is no band in theontrol area

In case of an invalid test result, you need to repeat the test with a new card. Suppose the
test result is invalid again and again, you can assume that there is a problem with either the
procedure or the test kitPlease inform your supervisor and seek help to take corrective
measures.Some llustrative examplesf HIV screening test kits with resulése shown

below:
=9
ﬂ

Reactive
2 lines of any intensity
appear inboth the control
andpatient areas.

Non-reactive

1line appears in the
controlareaand no line
seenin the patient area.
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Figure 2: Reactive and non-reactive test results z Example 1
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Reactiveor Positive Néteactiveor Negative

Figure 3: Reactive and non-reactive test result z Example 2

T@C T@c T@C TOC

Non-reactive Reactive Invalid Invalid
Figure 4: Reactive and non-reactive test results z Example 3

In case of HIV 1 and HIV Zinéection, three dots in the test padould be visible
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Do store kit in refrigerator or cool packs at all timsstemperature between 2&; 8
degreesCentigrade

Do follow package insert instructions

Do consider any resultsotentially positiveuntil confirmatorytestshavedone

Do use a new disposable pipette and device for each specimen tested

Do use supplied pipette to drop the blood from the finger stick onto the device

Do use control specimen at least once before taking the kit from ICTi(@ cen

Do run the test immediately after removing the test cassette from foil pouch

Do bring all reagents to room temperature before testing

Do performthe test at room temperature

Do follow the instructions while interpreting the test results. The readimay show
positive result if the sample is checked or read after 30 minutes

After reading, confirming and recording the test result, discard the used material including
the used HIV test card into the discard jar.

Please remember that the whole blood frofimger stick must be used immediately after
collection.
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52y Q0 dzécs if theypduchis have been perforated
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disposable pipette must be used to transfer the specimen from the fingertip to the
specimerpad on the rapid card device
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2.4.6 Doing post-test counselling

You need to do pst-test counsdling for every woman who has taken the HIV screening test,
irrespective of the test result. It should m®ne immediatelyas soon as you have the test
result Posttest counselling helpsvomen to understand the test resultand to take
decisions fornext steps, if requiredThe content of postest counselling depends on
whether the test result iseactiveor non-reactive

Post-test counselling for non-reactive result:

If the screening test ison-reactive, inform the pregnant woman that the test did not
indicate that she has HIV infectio@larify her doubts or provide additional information, if
necessary.

Post-test counselling for positive result:

A positiveHIV screening test means that the pregnant woman tested is likely to have HIV
infection. It is essential that you are empathetic and supportive while counselling such
women. You can play a very important role in helping such women understand and cope
with the result. Different women can have different reactions to the positive result to the
screening test and your support will depend on the nature of such reaction. However, it is
important that at least the following is discussed during gest counsellig:

C Assess if the woman is ready to receive the test result: You can do this by asking her
guestions to assess if she has understood the facts about HIV infection, and options for
preventing its transmission to the babVhrough your discussions about HIV infection,
assess if she will be able to cope with a positive test. Clarify all her doubts, and give her
reassurance of a healthy, long life through treatment, if necessary

C Disclose the screening test result: Inform the woman that the screening tesis
reactivg which means that she is likely to have HIV infection. Remind her that
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confirmation of HIV infection will be dorgy ICTC aftethe childbirthand that you will
coordinate thevisit bylICTC Counsellor and Lab tedianat her bedside

C Give time before discussing further actions: Allow enough time for the woman to
understand the test result and its consequences. Help her to manage her emotional
response. Keep reminding her that she has options available to prbercthild from
HIV infection and also for her to live a long healthy life

C Discuss prophylaxis for her and the newborn: Inform her that by taking the three
drug regimen immediately, she can reduce the risk of HIV transmission to the newborn
during delivery If HIV test is confirmed by additional tests, she needs to continue to take
the medicines under the guidance of a doctor at the ART Centre. This is to prevent risk of
HIV transmission to the baby during breastfeeding, and also to prevent progression of
HIV infection to AIDDiscuss also the Nevirapine prophylaxis for the baby by explaining
that the syrup will be given to the baby immediately after birth and should be continued
for at least six weeks. The doctors may take a decision to continue proghytaxi
another six weeks for greater protection to the baby

C Assure continued support: Give an assurance that in addition to the ICTC counsellor,
there are other organisations, such as NGOs (if any in the area) andvbaNan give
her support,if necessary, after her discharge. Having made the commitment, make sure
that you remind herbefore shifting her to postnatal wartb take the referal details
from the counsellor

C Avoid giving false reassurances: Do not deviate from the facts and give dal
reassurances in an attempt to help the woman cope with tkactive test result.
Emphasize that the test you performed is only a screening test and additional tests for
confirmation will be doneby thelCTC

2.5 Managing anxiety

Many pregnant women magxperience anxiety, fear, or other similar emotions after you
disclose a positive screening test result. Their ability to cope will not just depemdhan
you tell them, but also ohow you tell them.

Symptoms of anxiety includeembling, feeling unceain, palpitations, tiredness, shortness
of breath etc.You can help manage anxiety in the pregnant woman by:

C Giving time to relax: Being quiet for some time, while demonstrating empathy and
support with your body language can help a woman relax
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C Encouraging her to talk: Gently ask the womn to explain the thoughts that are
crossingher mind. Allow her to express her thoughts and emotions. Do not interrupt
and maintain eye contact and body gestures to show that you are listening to her

C Countering negative thoughts and emotions with facts: Remind the pregnant
woman of facts that can alleviate negative thoughEor example, if she fears an early
death, remind her that there are many people who are living a hgditd for decades
after detection d HIV infection. If she fears a poor quality of life, remind her that taking
regular medicines and a healthy lifestyle can help maintain high immunity levels. She can
live a life that she had wanted as long as she follows the guidelines for healthy living
with HIV. Similarly, you can counter her fear of passing the infection to the baby by
reminding her of prophylaxis for her and the baby

C Helping a woman overcome fear or denial: A woman who is either afraid of ihg
with HIV infection or is in denial negdo betold that accepting the infection is the first
step towards preventing HIV infection in her baby through prophylaxis, and planning to
life a healthy life. Give examples of people who have accepted their HIV infection with
courage and are now leadinhealtly lives, taking care of their HIV negative children.
Assure her that you can link her to organizations where she can meet other wonen wh
have faced similar situations

| 2.6 Essential skills for effective HIV counselling

You can do effective HBdunselling by practicing the followirlige skills:

Active listening

Using supportive nofrerbal communication
Asking operended questions

Showing empathy

Avoiding judgemental words

® oo oW

2.6.1 Active listening

Active listening is an essential skili courselling while you are responding to the pregnant
¢ 2 Y| yetbal and norverbal messages. It will encouragige woman toexpress her
feelings, concerns and emotions openly. Once pnegnant womanfeels thatyou have
listened to her, shavill be more motivated to listen to the messaggsu give her

You can demonstrate active listening by doing the following:

C Listen to the entire message without interrupting
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C Avoid showing lack of concerm mterest, such as by looking elsewhere, checking your

time, responding to mobile phone, giving instructions to other staff in the labour room,

etc.
C Do not criticise the womarof being at risk of HIV or blame her or anyone elsettier

risk
C DonotRSTFSYR (KS 42YlyQa O02yOSNya FyR ljdzSaidaz
C Do not listen only to disagree with what the woman says

2.6.2 Using non-verbal communication effectively

Nonverbal communicatiomeans eveything that you convey without using words
It includes gestures, gaze, posture and expresstbas can be substitutes fowords and
conveying information. It reflects your attitude to the pregnant woman.

You canconvey respect and genuine concern tbe pregnant woman by practicing the
following aspects of nomerbal communication:

Maintain eye contact

Nod your head positively

Lean slightly towards the woman

¢2dz0K GKS 62YSyQa KI yRA

Pat on the shoulder, when she is in stress

Do not attendto phone callsand do notengagp in other activities
Do not entertain other stafbr anyone else to interrupt you

O 0O 00000

2.6.3 Asking Open-ended Questions

OpenSYRSR ljdzSadAiz2zya |NBE GKz2a$sS (dKIFId R2 y24 KI |
ended questions begim A 0 K g2 NRA adzOK | & & K@eénéntded G ¢ K1 ¢
guestions encourage responses that can lead to further discussion and dialogue. For
example,

Gl 26 R2 @2dz GKAY]l 62YSYy y2NXIffe NBIFOI 6KSYy
G2 KIG p2dAf RoS A B2 XA BFAYdzOKFG €2dz KIFIFS | L+ A
G2 Keé R2 @2dz FSSf GKIFIG @82dz2NJ f AFS A& NIZAYSR 0SS
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Using operended questions hze three main advantages:

C Theyallow sharing opersonal information

C They provokeregnant wonen to think abouttheir HIV statusand analyze how they feel
aboutthe risk of transmitting HIV to their babies

C ¢KSe YIS GKS RAaOdzaaAz2y AYyuSNIOGAGS I|yR
discussion

2.6.4 Showing empathy

By showing empathy, you show that you understdnodv a woman is feeling. You need to
show empathy while responding to an emotional statement or feeling. By showing that you
understand, you encourage the pregnant woman to discuss the issue further. You can show
empathy through both, gestures and words.

2.6.5 Avoiding judgemental words

A pregnant woman who feels that you have made judgements about her or her situation is
likely to be offended and refuse the results of screening tests and/or PPTCT services.
Examples of judgemental responses are:

GLOGNRYEI FT2N) é2dz G2 OGKAYy]l fA1S GKAa&E

Gl 2¢ Oy @&2dz 6S a2 aStFAakK 2NJ ANNBalLlRyaAiofsS
G2 KIFG Aa GKS dzaS 2F ONRBAY3 y2g FFOUGSNI YI{Ay3
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3

Implementing Guidelines for Preventing Mother to
Child Transmission of HIV

In this chapter you will learn about:

ARTior pregnant women presenting in labour

ARV prophylaxis farewbornand infants

Difference betweerearlierPPTCT guidelines and current (December 2013) guidelines
Labour and delivery in HIpositive pregnant women

Care during the pogpartum period

® oo o

Box 3 on page34 describes the knowledge, skills and attitudes you require for effective
implementationof guidelines to prevent mother to child transmission of HIV infection. You
can refer to this Box periodically to assess your own capacities for implementing PPTCT
guidelines, and identify issues for which you need clarifications and/or additional
information from your supervisors, if necessary.

An increasing focus on early registration of pregnant woman has also led to an increasing
trend in the number of pregnant women getting tested for HIV during pregnancy. As a
result, most positive women would haween initiated on first line ART with three drugs
during pregnancy itself. They are therefore likely to be aware of the benefits of ART for their
own health, and for preventing HIV infection irethbabies when they come for delivery.

When aHIV positve pregnant womaron ARTcomes for delivery, you need to ensure that

she has the ART drugs to be taken during her stay at the hospital. You also need to find out
her schedule of taking the medicine and help her adhere to the same schedule during and
after the delivery.In case she has not brought her medicines, you need to find out if anyone
from her family is able to get it (if they live close by) or inform the Medical Officer who will
suggest ways to get the drugs.

This chapter focuses mainly on initragi ART for pregnant women presenting direatly
labour and on initiating NVP prophylaxis for all HIV exposed newborns.
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Box 3: Knowledge, skills and attitudes of labour room nurses required for
implementing PPTCT guidelines during labour and postpartum period

Knowledge:

a. Triple drug ART regimen recommended as first line treatment for pregnant
and lactating women, including for special circumstances such as Caesarean
Section and false labour, and common side effects of ART drugs

b. Remmmended dose for NVP prophylaxis in newborn, especially when
pregnant mother has not received ART for at least 24 weeks before delivery

c. Benefits of ART and ARV prophylaxis

d. Role of ICTC Counsellor and lab technician for confirmation of HIV, CD4
testing and linking to ART centre for uninterrupted intake of ART and ARV

e. Exclusive breastfeeding Vs exclusive replacement feeding for HIV exposed
infants

f. Guidelines for safer delivery techniques

g. Issues to be discussed with the positive woman and her family during
postpartum period

Skills:

a. Overcoming barriers for initiating ART and giving ARV prophylaxis

b. Administering ARV prophylaxis and training the mother to do the same
including cleaning of syringe or dropper

c. Educating mothers about ART and ARV prophylaxis in mo thers and infants
respectively and motivating them for adherence

d. Coordination with ICTC staff for counselling, confirmation of HIV, CD4
testing and linkages with ART centre

e. Counselling and advising mothers on exclusive breastfeeding up to 6 months
for HIV exposed infants

f. Helping mothers overcome fears and anxiety related to her own HIV infection
and risk to the baby during and after delivery

g. Practicing safer delivery techniques for delivering HIV positive women

h. Postpartum care for the newborn including init iating ARV prophylaxis,
initiating breastfeeding and routine neonatal care

I. Counselling positive woman and her family on postpartum care, ART and
ARV, infant feeding options, and postpartum depression

Attitudes:
a. Labour room nurses have a responsibility and opportunity to help eliminate
HIV infection in infants, and make HIV positive mothers live positively
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It is desirable that you check if ART drugs are available as
soon as you report for your duty along with taking stock of
other drugs and material re quired for the labour room. In
=¥ case ART drugs are not available, you need to contact the
concerned Medical Officer and request for early supply of
drugs. This will help ensure that there is no delay in initiative
prophylaxis in case direct-in labour case is reactive to the screening
test.

| 3.1 ART for pregnant women presenting in labour

As soon as you complete peasist counselling of the pregnant woman in labour whose
screening test for HIV wasactive you need tado thefollowing forstarting ARTand giving
her initial support for taking it for life

1. History taking : Inquire if she was tested for HIV infection ever before, and if she has
ever taken any ART drugs, esjadly Nevirapine and Efavirenfou can skip this step if
you have elicited this infmation before doing the HIV screening test

2. Starting ART: If the woman in labour has never taken any ART drug, you need to start
her on three drug regimen includinigenofovir (TDF) 300 mgLamivuding3TC) 300 mg
+ Efavirenz (EFV) 600 raffer getting he prescription from the Medical OfficeA
GNAGGSY LINBAONRLIIAZ2Y FNRY (GKS aSRAOIFE hT¥TFA
starting ARTAIl the three drugs should be given once a day. The same regimen should
be continuedif the HIV confirmatorytest is positivein postnatal period and until the
woman consuk with the ART Medical Officelt is essential to ensure that she consults
with ART Medical Officer before being discharged from the hospital. In case the HIV
confirmatory test is negative,RAT drugs should be stopped.

3. Educate: Inform the woman that starting these medicines even at this late stage of
pregnancy offers more protection to her baby being born than not taking the ART drugs.
Inform her also that she will need to take the medidarfer life after confirmation of HIV
status at the ICTC. Explain that before she is discharged from the hospital, she will be
explained the details of the treatment regimen and linked to ART centre from where she
can access feeand quality services fdife

4. Inform ICTC: You need to follow the standard procedure for informing the ICTC about
the reactivescreening test and ensure that the ICTdlinsellorand the lab technician
come to the postnatal ward for counselling, doing confirmatory test, and arglood
for CD4 testingn case HIV status is confirmed
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The protocol for women presenting directly in labour is summarisédgare 5.

Figure 5: Protocol for women presenting directly -in-labour with unknown HIV
status

Pregnant women coming directly-in-Labour

v

HIV Status Not Known

A 4 \ 4 ) )
On ART Not on ART Conduct HIV screening test —in labour
f room/delivery ward (Whole Blood Finger Prick
Test)

Continue same
medicines during
delivery and
lactation.
(Ensure that mother

Onset of Labour:
el Start Tenofovir (TDF) 300 mg+ Lamivudine (3TC)
300 mg + Efaviranez (EFV) 600 mg

has medicines
available with her ~

during delivery)

TS st 5 T Continue until delivery
infected mothers: h ¢
Give Syrup
Nevirapine soon After Delivery/Postpartum: Counselling and
> after birth and € confirmation of HIV status (three tests) and blood
continue once daily sample collection for CD4 testing
for 6 weeks ¢
(minimum) Postpartum:
Continue Tenofovir (TDF) 300 mg+ Lamivudine

(3TC) 300 mg + Efaviranez (EFV) 600 mg
— Link to ART for ARV/ART

Role of the ICTC Counsellor:
Theday after delivery, the ICTC Counselld need to focus on the following:
a. Assigning Patient Identification (PID) Number: Every morning, ICTC Counsellors are

expected to check for any diretgt-labour cases with reactive HIV screening test. If yes,
s/he has to assign a PID number to women with reactive screening test results
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b. Counselling: The two main purposes of counselling by the ICTC Counaglostnatal
womanare to:

C Clarify doubts, if any, about HIV infection, risk of transmission to the newborn,
guidelines for managing HIV infectiaddlV treatment, care and support services, and
living with HIV infection

C Counsel and advice for exclusive breastfeeding for first 6 months, if breastfeeding
has already been startedn case breastfeeding has not been started, counselling on
infant feeding practices with specially emphasishoeast Vaeplacement feedings
to be given Emphasis needs to be given on the higher risk of HIV transmission in
case of mixed feeding

c. Coordinating for confirmatory tests : The laboratory techniciawill confirm the HIV
status bydoing 3 rapid antibody tests. Th@ounsellowill coordinate with the postnatal
ward nurse and facilitate the process of drawing the blood for confirmatory tests by the
lab technicianlt is essential that confidentiality is maintained so that other hospital staff
and patients in the warchot learn about positive screening test and/or reasons for
additional blood tests. If the HIV infection is confirmed, the lab technician needs to draw
blood for CD4 testin@after posttest counselling)

d. Counselling and testing the spouse: The counsellor @eds to ascertain if the woman
would like her husband, or any other family member, to learn about her HIV infection. If
not, s/he should not disclose it to the spouse. It is however desirable that the husband, if
present at the time of delivery, should lseunselled and tested for HIV infection

e. Establish linkages with ART Centre: Linkages with the ART Centreed to be
established as a priority for two main purposes:

C Doing a CDA4 test
C Continuation of ART

The ICTC Counsellor needs geexrtain if the womarns able to reach the ART centre
within the next two dayslif yes, the ICTC Counsellor needs to give a referral to the ART
centre using the prescribed form and follayp to ensure that the visit was madi .not,

he/she shouldpersonally carry the sampleoif CD4 testing and return with the test
NBELZ2NI FyR 2yS Y2y (iKQ&a adzllli & 2F ! wead LG
by the spouse or any other family member, in case a disclosure has been made.

The national PPTCT Guidelines emphasise that pregnant and lactating positive women
be given priority for consultation and laboratory investigations at the ART Centre.
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f. Ensure there is no interruption in ART : After the first two doses of ART are given in
the labour room and postnatal ward, and confirmation of HIV staiuss the ICTC
| 2dzyaStt2NRa NBalLlRyairoAftAde (2 SyadaNB (Kl
steps can help in ensuring ART compliance in positive women and their newborn:

¢

¢

| 3.2

Askng the pregnant woman questions about ART and &RNer infantto ensure

that she has understood the regimen correctly

Asking her to give NVP syrup to the baby under supervision before discharge and
clarifying her doubts about dose and method of admimigtn

Explaining the probablside effects and ways to manage them and emphasising that
medicines need to be continued despite initial side effects in order to give maximum
protection to the baby

Giving phone numbers of service providers such as laboumraomrse, ICTC
Counsellor and ART Centre Counsellor in case the woman needs to seek clarifications
on ART and ARV. It is also desirable that address, timings and other details of ART
Centre are also given to the postnatal woman before discharge

Explaining lie type of services and support offered by District Level Networks (DLNS)
and giving them referrals to the same. Similar details of NGOs in nearby locations
working on HIV and AIDS care and support, if any, should also be given

The broad pr famas popsible, diiecin-lakew

WO men mu st be seen by ART Medi cal
earliest opportunity. This should however not delay

starting of ART.

ARV prophylaxis for newborn and infants

Pregnant women who have been taking ART during pregnarfifer protection to their
unborn babies against HIV infection. Additional ARV prophylaxis is required for all infants
born to HIV positive mothers to further reduce the risk of HIV infection before delivery, and
to reduce the risk of HIV infection aftdyirth. The additional protection is especially
necessary in three situations:

a. Mother started ART late in pregnancy

b. Mother did not adhere to the ART regimen as recommended, and

c. tKS Y2UiKSNNa GANIf f2FR O2yiAydzs$Sa G2 06S KA

ARV prophylaxis for infantshose mothers have received ARTNYP syrup once a day

for six weeks. This is when the baby receives the first immunisation. This prophylaxis
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should be given irrespective of whether the baby is exclusively breastfed or has received
exclusive replacemerfeeding. The dose and duration of infant NVP prophylaxis is given in
Tablel.

3.2.1 ARV prophylaxis for infants born to positive women presenting in
active labour

You would have given thredrug ART to the woman who arrives to the health facility in
FOGAGS 1 02dzNJ YR KFra (SadSR LRaAGAGS F2N 01
remain the same as described i&rror! Reference source not foundHowever, if the

other is breastfeeding, thduration will be 12 weeks instead of 6 weeks as the mother had

not received ART long enough to reduce the viral load in her blood. You should advice the
mother to take the baby for Early Infant Diagnosis (EID) at six weeks as per the guidelines.

3.2.2 ARV prophylaxis for infants born to positive women who did not
receive ART during pregnancy or labour

Table 1: Dose and duration of infant daily NVP prophylaxis

Lessthan 2 kg | 2 mg/kg 0.2 ml/kg Up to 6 weeks irrespective afhether
Once aday | Once aday | the baby is exclusively breastfed or
2¢2.5kg 10 mg 1ml exclusively replacement fed.
Once aday | Once aday | The duration may be extended to 12
More than 2.5 kg 15 mg 1.5 ml weeks if mother has not received AR

Once aday | Once aday | for at least 24 weeks including
women initiated on ART during labot
and if she is breastfeeding the child.

*The dose is relevant from birth till six weeks of age. Consultation with paediatri
trained in HIV care is essential.

**Considering the content of 10 mg Nevirapine in 1 ml suspension

If an HIV infected pregnant woman has not received ART during pregnancy OR labour, or the
HIV infection is detected after delivery, the infant should be:
C Started on daily syrup of Nevirapiteda LISNJ §KS R2aS NBO2YYSYRS
during the first contact with health services
C Started on NVP evahthe baby is more than 72 hours old
C Be given NVP for 12 weeitghe mother is breasteeding During this time, the mother
should be linkedo the nearby ART Centre. The baby should be &erEID at 6 weeks
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As labour room nurse, you will be required to give only
the first dose of ARV prophylaxis to the newborn as per
the recommended dosage that is dependent on the birth
— weight and ensure that the baby is given NVP syrup for
the rest of the babyds Yaut ay at
however need to know the details of infant prophylaxis , testing
protocol, and treatment, care and support services for HIV exposed
infants (HEI) for educating the mother before and after the delivery.

| 3.3 Differences between earlier and current PPTCT guidelines

Initial PPTCT guidelines had recommended tthegy ART to mothers for life only if the CD4
was less than 350ells per mm. Positive women with CD4 moreath 350cells per mm
were given a single dose of Nevirapii8NVP)ablet at birth. In both instances, the baby
was given 2 mg/kg body weight $I¥P within 72 hours after delivery.

Based on WHO guidelineset Option B regimen was introducexhly in Ardhra Pradesh,
Karnataka and Tamil Nadu. This regimen recommended ART for life for mothers irrespective
of their CD4 count and daily NVP syrup to bahipsto 6 weeks. The current guidelines
which will be scaledp to the entire countryalso proposes lifelong ART to pregnant women
irrespective of their CD4 count, at least 6 weeks NVP syrup to infants, which will be
increased up tdl2 weeks if the mother had not taken ART for more than 24 weeks before
delivery or had not adhered to the setiule as desiredand was breastfeeding the infant
Table 2 summarises the old and current PPTCT regimens.

Table 2: Comparison between old and current PPTCT regimens

Regimen for the mother

CD4 more

than 500 SSOARTIXIV\?S gl_ven. Slnhgle.dos Initiated on lifelong three drug ART at the

CD4 mg given atthe time first contact with health services during

between of delivery . .
pregnancyirrespective of CD4 count and

500- 350 WHO stagi

CD4 less Initiated on ART lifelong staging

than 350

Regimen for the infant
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Single dose NVP 2 mg/kg | Daily NVP syrup from birth till 6 weeks if mother had taker
body weight within 72 ART regularly for more than 24 weeks before delivery.
hours after delivery Daily NVP syrup from birth till 12 weeks if mothed either

not taken ART during pregnancy or taken it irregularly, if tt
mother is breastfeeding the baby.

3.4 Labour and delivery of HIV positive pregnant women

There is no difference in the practices related to labour and delivery of HIV positive
pregnant women who knew their HIV status during pregnancy and who learned about it
during labour During the labour, you need to do the following:

a.
b.
C.

wS 02 NR & K SV satdsYinlthé Qegistéfrecords as per PPTCT guidelines
Document details of the ART drugs taken during pregnancy, if any

Give the same ART drugs that pregnant women ordiig ART habeen taking during
labour and delivery as per their usual schedigese and time)

Start ART as described on P&gdor women who were screened for HIV during labour
Discuss breastfeeding with the pregnant women during labour fardi out what their
decisionis (if not already decided). You can give the following information to help them
make the decision:

C 9EOt dzaA @S oNBIFaGFSSRAY3I FT2N) aAE Y2y iKa
wellbeing. After six months, it is desiralleat she continues breastfeeding even
when the baby starts supplementary feeds

C Breastfeed is best started within one hour after delivery. You will help her initiate
breastfeeding. Additional support will be given by the postnatal ward staff after she
is difted there

C TakingART and gimg NVP syrup to the baby every day as recommended will protect
the babyagainst the risk of HIV transmission during breastfeeding

C If replacement feedings preferred it is important to practiceexclusive replacement
feedingfor six months. Mixed feeding carries a higher risk of HIV transmission even
with ART and NVP prophylaxis

3.4.1 ART and Caesarean Section

Caesarean section is not recommended for preventing mother to child transmission of HIV.
It should be performed mly if there are obstetric indications for the same. Guidelines for
use of ARV drugs during Caesarean sections are as follows:
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C For dective (planned) Caesarean secti&RT shoultbe given prior to the operation

C Women on lifelong ART should contindkeir standard ART regimen

C In case of mergency aesarean sectioin pregnant women who are not on ART, the
three-drug regimen should be started before the surgery and continued thereafter

Complications of Caesarean section are higher in HIV positive women, with fever being the
most commonlyreported complication. This is why all HIV positive women who undergo

Caesarean section should receive standard prophylactic antibiotics.

3.4.2 ART regimen for pregnant women who have prior exposure to  SD-NVP

In case an HIV infected pregnant woman has takeiN8P for prevention of mother to child
transmission in an earlier pregnancy, she may be resistance to both, Nevirapine and
Efavirenz. In such ocasthe recomnended regimen igenofovir (TDF) 300 mg + Lamivudine
(3TC) 300 mg + Lopinavir (L2®) mg/ritonavir(r) 50 mg.

One tablet of Fixed Dose Combination (FBIC)DF (300 mgand 3TC (300 mgghould be
given once a day whilsvo tablets ofFDC of. PV(200 mg)/r(50 mg) should be given twice a
day.

3.4.3 ART and false labour

In case of false labour, or mistaken ruptured membranes, the women oi#olite ART
should continue their normal schedule of taking the druigscaseof women who were
initiated onARTduring false labour, ART should be continued as initiated. It is important to
link the woman to the ART centre at the earliest, preferably within two days.

3.4.4 Safer delivery techniques

The risk of motheto-child transmission of HIV increasesir main situations:

Prolonged rupture of membranes

Repeated per vaginal examinations

Assisted instrumental delivery, such as vacuum or forceps

Invasive foetal monitoring procedures such asgcalfoetal blood monitoring
Episiotomy, and

Prematurity

2 o
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The risk of HIV transmission during delivery can be reduced by observing the following
sevenpractices:

1. Practice standard (universal) precautions recommended for delivevilich are
summarisedelow

2. Minimise vaginal examination, and use aseptic techniques during Va&giamination

3. Do not rupture membanes artificially. You shoulce&p membranes intact as long as
possible. Artificial rupture of membranes should be done only if there is foettikds
or delay in progress of labour

4. Avoid invasive procedures such as foetal blood sampling, foetal scalp electrodes

5. Avoid instrumental delivery as far as possible. You may still need to choose instrumental
delivery if there is foetal distress or the nin@tr is very tired and you need to shorten the
duration of labour. fl instrumental delivery is indicated, leeavity outlet forceps is
preferable to ventouse as it is generally associated with lower rates of foetal trauma
than ventouse

6. Avoid routine episiatmy, as far as possible

7. Suctioning the newborn with nasogastric tube should be avoided unless there is
meconium staining in the liquor

3.4.5 Infection control measures during delivery

Infection control measures during delivery involve:

a. Using personal mtection for

Drawing blood sample

Giving injections

Conducting delivery

Wiping newly born baby

Cleaning umbilical cord

Assisting mother to express breast milk

O 0O 0000

b. Reducing splash of blood and fluids by
C Using clamps and gauze
C Avoiding milking of umbilicalord
C Cutting umbilical cord as soon as possible

c. Disposing waste based on standard protocols
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3.4.6 Disposal of waste material from delivering HIV positive women

Standard Waste Disposal Management Guidelines should be followed for disposal of tissues,
placental and other medical or infectious waste material from delivering positive pregnant
women

| 3.5 Care during the post-partum period

In addition to the routine pospartum care for HIV negative mothers and their newborn,
the following services are reqed for HIV positive mothers and the HIV exposed newborn.

Care for the newborn should start immediately after birtAV/ithin one hour of delivery,

C HIV exposednfants should receiveNVP prophylaxis immediately afterbirth and no
later than six hoursPkease refer torable 1 for the dosage

C Place the newborn baby on thé 2 1 K SN a | estRufisKigyskin doftael This
KStLA Ay oF0 YIFAYQdl AyAyBndodgbétgetramothez B (1 S Y LI
newborn, and (c) initiating breastfeedingithin 1 hour of birth

C Encourage exclusive breastfeeding:If the mother has not yet taken a decision on
exclusive breastfeeding or exclusive replacement feeding for 6 months, advioater
FILAY 2y (GKS o0SySFAadua 2F ONBFIAGFSSRAYy3A |yl
recommended schedule and gives NVP syrup to the baby everyday

C Initiate breastfeeding within one hour of birth : This has several advantages. It
ensures thatthenewd Ny NB OSA @S&a O2f 2aGNHzraz (GKS daFAN
antibodies and other protective factors. It helps establish breastfeeding by taking
FRGFyYyGF3aS 2F (KS ySgo2NyQa AyiaSyasS &adzO(ftAy
risk of post@rtum haemorrhage in mother

C Give replacement feeding to the baby only if the mother has died, or has terminal illness
or if she decides not to breastfeed despite adequate counselling

The mother should be trained to administer NVP prophylaxis to the tnfsing a syringe or
dropper provided with the NVP syrup. Teach her how to wash the equipment with clean
boiled water after every use.

Care for the positive woman in the postpartum period focuses mainly on continued
support for helping her take steps tmprove her quality of life and prevent HIV infection in
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her newborn. You need to remember that postnatal period is more stressful for positive
women as compared those who are HIV negative. In addition to shouldering the

responsibilities of a mother, spsa, daughteiin-law, etc., she also has the responsibility to
manage her HIV infection effectively.

If the spouse and/or family members of the positive woman are aware of her HIV status, it is

desirable that you involve them in family counselling so tiety are able to support the
new mother and the new baby more effectively. The followseyen issues should be
discussed during counselling of postnatal woman and her family (if relevant):

. ART for the mother: The positive mother should take ART drugs as per the schedule
recommended.This will keep her healthy and stop HiWection from progressing. Side
effects such asvivid dreams, nightmares, hallucinations, sleeplessness, dizziness,
headache and depressiarsually subside withitwo to six weeksMedicines should be
continued as per the schedule despite the side effects

. ARV for the baby: Remind the mother to give thedby NVP prophylaxis in the dose
recommended every day at the same time for at least sigks@respective of whether

the baby isexclusivelybreastfed or receivesxclusivereplacement feedingAt the end

of six weeks, the doctor will take a decision on whether to continue NVP for additional
six weeks or not

. Follow -up of the baby: Care and ftbow-up of the infant for immunisation, clinic visits,
EID, startingo-trimoxazole prophylaxiSsGQP7} at 6 weeks and continuing it at least till 18
months of age

. Regular ART Centre visits: a2y UKt & ! w¢ /SYiNB GArAaArda
support for he same

. Family support: L YLI2 NI yOS 2F FI YAf &Qa &adzJJi NI
for 6 months, continuation of breastfeeding up to one year in babies testing negative
during EID and up to 2 years if EID results are positive and initiatioredfgtac ART.
You should also discus®aning foods to be introduced at 6 months irrespective of type
of feed during the first six months

. 1UD insertion: Mother should be encouraged to get pgsartum intra-uterine device
(IUD) inserted within 48 hours ofielivery. In case she is not prepared for it, she should
be encouraged to get Cli inserted at six weeks. The couples should also be motivated
to use condoms for every sexual act despiteTCusertion in order to ensure double
protection
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7. Vasectomy: Fathers should be encouraged for no scalpel vasectomy (NSV) between 18
Y2yiKa G2 G662 @SINBRI 6KSYy (GKS o0FoédQa &dzNIDA

3.5.1 Education on post -partum depression

lfy2ad SA3akKGe LISNOSyid 2F 62YSy S eddyMdiicgy OS at
the first one week after birth. Some studies have indicated that occurrence ofpaogim

depression is likely to be higher among positive women. You can educate postpartum
women and their families about pegiartum depression as follows:

a. Early symptoms: Between 3 to 10 days after delivery, a woman is likely to feel tearful,
irritable, have mood changes, experience fatigue, anxiety and feelings of sadness of
loneliness

b. Causes of early symptoms: The early symptoms of pogartum depression are due to
several factors such as sudden changes in hormone levels after childbirth, unexpected
discomfort from breast engorgement and birth pain, adjustment to parenthood and
sleep deprivation

c. ? - OUOE O7owdf BadyEsyhiptoms: The early symptoms usually disappear after a
few days and require no treatment. The spouse and the family can help alleviate the
symptoms by showing empathy, support, care and concern

d. When to consult a doctor: The following symptomsra indicative of pospartum
depression and require treatment and counselling:

Crying

Irritability

Sleep disturbanceseither lack of sleep or sleeping throughout the day
Eatingproblemsg either no appetite or excessive hunger and eating all day
Persisént feeling of sadness

Lack of desire or inability to take of herself and/or the baby
Exaggerated concerns about the baby

Memory loss

High degrees of anxiety or fear

Experiencing panic attacks including palpitations

Chest pain

Dizziness

Clod flushes, and

Shaking

O 0000000000000
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The above symptoms may start at delivery, or a month or so later. In some women, it
may begin when they first have their menstruation after childbirth or at the time of
weaning.

. Adverse consequences of postpartum depression Undetected and untreted
postpartum depressiocan lead to:

C Decreased adherence to ART

C Interference with mothetbaby bonding

C Strained relationships with spouse, other family and friends

C The woman continues to feel unwell and unhappy

Early detection and timely treatment armbunselling support can help prevent adverse
impacts of postpartum depression.
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Providing stigma and discrimination free services

In this chapter, you will learn about:

a. Acts, auses and outconseof stigma and discrimination related to HIV and AIDS
b. Elements of stigma and discrimination free services, and
c. Helping positive women overcome stigma and discrimination

Box 4 on page49 describes knowledge, skills and attitude you require for providing stigma
and discrimination free services. It will be helpful if you referthis Box to assess your
confidence in providing quality services to positive women.

In recent years, few health conditions have elicited as much stigma and discrimination as
HIV and AIDSntense multipleefforts during the last 15 years have reducstigma and
discriminationtowards people living withHIV and AIDELHIV) in various aspects of their
life. However, much more nesdo be done before positive people can live with dignity and
exercise their basic human rights to education, health cargleyment, etc.

Many positive people across the country have reported stigma and discrimination in

healthcare settings. Such perception makes it difficult for them to access timely health

servicesBeing aware of your feelings, thoughts and attitudes about HIV and AIDS can help
you address those that adversely affect the quality of care that you provide to the positive

people.

| 4.1 Actsof stigma and discrimination in healthcare settings

Stigma andliscrimination of positive men and women in health facilities often manifests as
one or more of the following:

C Labelling PLHIV as immqrat passing comments on their morality
C Delay in providing services
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Knowledge:
a. Causes, acts, outcomes and impacts of stigma and discrimination of PLHIV,

Skill s:
a. Consistent practice of universal precautions, and supervising appropriate

e. Helping positive people overcome their fears, biases and prejudices, if any,

Attitudes:

a. ol t i's my responsibility to ensure
HI'V and AI DS do not reflect in my wo
b. oBy providing stigma and discrimina

Box 4: Knowledge, skills and attitudes of labour room nurses required for
providing stigma and discrimination free services

especially in health facilities

Facts about HIV, egecially its risk of transmission in health care settings, and
window period

Universal precautions guidelines for various clinical procedures

Medical waste disposal guidelines

Criteria for stigma and discrimination free services in health facilities

levels of staff for the same

Following guidelines for medical wastes disposal, and supervising
appropriate levels of staff for the same

Ability to put a barrier between personal feelings and beliefs about HIV and
AIDS and provision of services to positive people

Practicing stigma and discrimination free services

related to quality of health services

increased utilisation of HIV related services, and thereby to prevention and
contr ol of HI'V and AI DS6O

O O O

Denial of health services, especially obstetric and surgical care
Poor quality of service delivery as compared to what is provided to other patisuth

as refusing tdaouch them, tochange linen oto do dressing of wounds, expressing anger

or disgust
Blaming positive people for their situation
Breach of confidentiality of HIV status

Discarding instruments, universal precaution equipment, etc. used while providing

services to PLHIV in a separate bin

Usng additional universal precaution equipment as compared to those used while

providing services to other patients
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| 42 Causes of stigma and discrimination

Fear of acquiring HIV infection is reported to be the commonest cause of stigma and
discrimination ofpositive people in health facilities. Many health care providers believe that

since HIV is transmitted through contact with body fluids, and they routinely come in

O2y il Ol wA0GK o02Reé& TFfdzAR&a>X GKSe& |NB |4 a3INBI
mainly because of inadequate knowledge about HIV and AIDS, especially factors that
influence HIV transmission in health facilities.

Other common causes of stigma and discrimination of positive people in heath facilities are:

C Lack of accurate knowledgbéeut HIV transmission in hospital setting

C Myths and misconceptions related to HIV transmission in hospital setting

C Cultural beliefs that link HIV with sexual behaviours this not accepted asommon
social norms

C Inadequate supply of universal precautiequipment

C Lack of confidence in the efficiency of universal precaution equipment for preventing
HIV transmission

C Lack of, or inadequate knowledge about pesposure prophylaxis (PEP)

C Fear of deterring other patients from accessing health services

| 4.3 Outcomes of stigma and discrimination in health facilities

Stigma and discrimination of positive peopie health faciliieshas several adverse
outcomes at individual, family and community levelfie outcomes described below are
relevant for both, positze men and women.

Individual level:

Stigma and discrimination in health facilities affects an individu@iénmain ways:

a. Increased morbidity and mortality: People who face stigma and discrimination in
health settings are less likely to have confidenn the health system and health service
providers. As a result, they will either not access services, or delay accessing them. Not
seeking timely health services sets in a vicious cycle where prolonged or frequent
illnesses further reduce immunity, wilidn turn increases the illness episodes. Rapid
progression of HIV to BES can also reduce the lifespan
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b. Increased unemployment A person who falls sick frequently lisss likely to work
regularly and may find it difficult to find regular work or employmdiiness may also
necessitate giving up the work that the positive person was dearger. If the positive
person does not have skills for any other vioma, he/she remains unemployed

c. Increased expenditure on health:If the positive person chooses seek health services
from a private health facility because of the perception of better quality of care, the
economicburden increass Even if a person were to seek treatment from a government
health facility, there are several hidden costs such as obdstansportation, cost of
medicines not available in the health facilitgpst of laboratory tests and other
investigations, etc.

d. Adverse impacts on emotional and mental health: Positive people, especially those
who experience stigma and discrimination, are more likely to experience intense
sadness, depression, anger, resentment, withdrawal and a feeling of hopelessness. They
are also more likely to abuse drugs and/or alcohohaseans of coping, which adds to
the deteriorating emotional and mental health

e. Tendency to avoid disclosure of HIV status: Stigma and discrimination make it
difficult for positive people taisclose their HIV status even in health facilities. When
serviceproviders learn about HIV status, their mistrust of positive people increases,
which in turn increases stigma and discrimination

Family level
Thefour main adverse impacts of stigma and discrimination of positive people are:

a. Lower socio-economic status: When a positive person is unable to engage in
SO2y2YAOFftte 3ILAYyFdzZ FTOUGABAGASEASE (GKS T YA
Increased expenditure on healfarther adds to decreased economic status. There are
several examples of families havimgtl all their savings and assets dweH|V infection
in one or more family members

b. Increased debt: Families without any assets and savings are likely to go into an
increasingly large debt due to loss of wages and increased expenditure on health. The
debtalso increases the risk of exploitation of children and women

c. Increased stigma and discrimination at home: t S2 LJX SQ&a FSINJ 2F | L
increases when health care providers discriminate against positive people. This in turn
increases stigma and discrimation at home
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d. Increase in number of child headed families: Increased mortality due to HIV related
illnesses leads to an increase in child headed families, increased school dropout,
increased child labour, increased sexual and other forms of exploitafichildrenand
increased emotional and mental health problems among children. Absence of adult care
givers aggravates the problems of child headed families

Community level
Detailed below are thgix common impacts of HIV related stigma atidcrimination:

a. Increased transmission of HIV infection: Fear of stigma and discrimination
discourages people from accessing HIV preventive and testing semigepracticing
safer behaviours and delay in detection of HIV infection increases HIV tssiemn
the community

b. Poor utilisation of HIV treatment, care and support services: Disclosure of HIV
status is important for accessing HIV treatment, care and support services. Stigma and
discrimination makes it difficult for people to disclose their HIV status and therefore
decreases utilisation of HIV related services

c. Increased burden of communicable diseases:Increase in prevalence of HIV increases
the prevalence of most communicable diseases, and therefore increhge® SNY YSy (i Qa
'y R 02 Y eaihleipeéngitiire This increase can be at the costirfestmenton
other developmentaprogrammes

d EYI UUI wbOxEEUwWOOwE Geddl 6 Dlldge tetelutNE idiézdo éan
adversely impact on the economy. Families affected by HIV are less likely to work or find
work. This leads to reduction in manpower resources within the comiyuAiffected
families are also likely to spend less on food and other commodities, which also affects
the economy

e. Social disruption: Isolation of some people and families disrupts the sense of
connectedness that communities feel. It also impacts adver8elfy G KS O2YYdzy A
support to the affected family

f. Increased violation of human rights: Stigma and discrimination has a direct link to
human rights violation. There have been several examples of children infected and
affected by HIV having been dismissém schools andadults finding their
employment terminated due to HIV infection. Delay or denial of health services to the
positive people is also a violation of their rights
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| 4.5 Elements of stigma and discrimination free health services 2

Stigma andliscriminationfree health services can be broadly divided ift@ categories:

Access to services

HIV counselling and testing
Confidentiality

Infection control

Quiality of care

aprwbdeE

Access to services:

C Positive people are not denied or delayed services,are they referred to other health
facilities for services that are available within the facility

The quality of care for positive people is the same as for other patients

Positive people are not isolated within wards or other areas of the healthtyacili

Health facility has close links with HIV related services such as ICTC, ART centre, District
Level Networks (DLNSs) of positive people, etc.

O 0O O

HIV counselling and testing

HIV test is always done after counselling

An informed consent is taken before th#V test

Every person tested is give pdsst counselling, irrespective of the test result

In case of provider initiated testing, the results are given to the provider. In all other
instances, it is given only to the person tested

O O 0O O

Confidentiality

C TheHIV status is disclosed only to the positive person and the health care provider
treating him/her(in case of provider initiated testifg

C HIV status is not disclosed to the family and friends of person tested, unless he/she has
given consent for it

C NolalBf 2NJ aA3dyl3aS Aa LMzt 2y (GKS LI GASYyGQa o
status of the patient to other hospital staff and patients

2. LASR 2y 4G¢KS t[1! CNRSYRf& ! Oeoh& BoSpitdsyard othek Bedital A & (i ¢ =
AyalAaddziazya OFNARy3I F2N) LIS2LXS tAGAy3I gAGK I L+ |yR !
hospital environment for HJ2 A A G A @3S Of ASy i&d Ay LYyRALFE 0@ | 20MAT 2yacxt

Service to Urban Poverty
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Infection control :

C Every staff member practices universal precautions consistently, for all patients,
irrespective of their HIV status

C Guidelines for waste management practiced by all staff and departments/units of the
health facility

C All staff have information about, and timely access to pogtosure prophylaxis (PEP)

Quiality of care :

C Clinicalmanagement and care for positive people is of highest available standard, and
the same as for other patients

C Pregnant women are offered additional support to adhere to-lileg ART after it is
started, taking decisions on exclusive breastfeeding for sirths and linked to care
and support services in the area

C Pregnant women i@ educated about their nutrition and healthy lifestyle during
pregnancy, breastfeeding and subsequently too

C Postnatal women are educated about, and motivated to use services for Hi&/
exposed infant such as NVP prophylaxis, EID, CPT, etc.

It will be useful for you to reflect on which of the above

elements of stigma and discrimination free service are

not followed in your health facility. You can discuss

such issues with your colleagues and supervisor(s) and

together work towards making your health facility more
sensitive to HIV positive people in general and HIV positive women
and their children in particular .

| 4.6 Helping positive women overcome stigma and discrimination

Women are biologically and socially more vulnerable to HIV than nigielogical
vulnerability is higher during sexual intercourse as the vagina is inside the body and has a
large area of mucous membrane that keeps HIV present in the semen alive for a lorger tim
and offers it more area to enter the body.

Sxually transmitted infections (STis)crease the risk of HIV transmission and this why
there is great emphasis on early detection and treatment of STIs. About half the women
with STIs do not have any symptoms and sudRctions aretherefore not likely to be
treated. This further increases K S ¢ 2viiieralslisy
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Social vulnerability to HIV infection is higher among women because tbégn do not

have adequate access to education and health services ingutlV related information

and services. Gender dimensions prevalent in most camties also make it difficult for
them to participate in, and be assertive about their sexual rights. As a result, they are unable
to negotiate safer sex practices with their partners.

The lower status of women in the society also means that they déiea more stigma than

men in their families and the communities. If the woman is detected to have HIV infection
during pregnancy before the spouse/partner is tested, she is likely to be blamed by the
spouse/partner and the family for the infection. The pability of violence, loss of shelter
and economic support is likely to increase. As a result, the positive woman and her infant
may not be able to access PPTCT services.

In case the woman who testslVpositive during pregnancy or labour chooses to kéep
HIV status confidential, there will be a delay in testing the husband, and therefore his
treatment and care in case he is positive.

You can help reduce stigma and discrimination faced by the pregnant and lactating women
by:

a. Being a role model in quality care: By demonstrating empathy and concern for the
pregnant woman and providing services without discrimio@t you will not only help
women feel more confident, but you will also give confidence to other staff directly
involved in providing services to positive women (and would therefore know her HIV
status) that they are not at risk of acquiring HIV infection from the pregnant woman in
labour. For this, you will need to practice universal precautions consistently and follow
the recommendedvaste disposal guidelines

b. Sharing examples: A pregnant woman, especially one who has learned of her HIV
d0Fddza RdzZNAYy 3 LINBIAYylyOe 2N flo62dNE Aa fA1S
health. In addition to clarifying her doubt®i@ misconceptions about HIV and AIDS, and
providing information on PPTCT services, you can also give her examples of other
positive mothers who are leading healthy lives and raising HIV negative children after
taking PPTCT services

c. Providing information on care and support services:It will be useful if you can
explain the services offered by DLNs and NGOs working in HIV sector and offer to link
the mother and her baby to such services after delivery

d. Encouraging participation of spouse and family: If the HIVpositive woman agrees,
you can disclose her HIV status to the spouse/partner and/or the family accompanying
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her to the health facility. Counselling the spouse/partner and family and motivating
them to support the woman and her baby to access ART &WCH services will help
overcome stigma and discrimination that she may have faced at home. You also need to
link her spouse/partner to the ICTC for counselling and testing

It is important that you do not allow your personal
beliefs, values, thoughts, feelings and attitudes to affect
the services you provide to HIV positive women. For
this, you need to be aware of your own feelings,
- thoughts and attitude towards HIV and AIDS and
address those that are likely to affect the quality of care you provide to
HIV positive women.
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5

Management of Occupational Exposure

In this chapter, you will learn abbfirst aid for occupational exposui@nd comprehensive
management for protecting you from risk of acquiring HIV infection after exposure.

As explained in the previous chapter, fear of acquiring HIV infection is one of the main
factors leading to stigma and discrimination of positive pedplhealth facilities. You need

to remember that practicing universal precautions consistently offers you adequate
protection against HIV and other blood borne diseases such as Hepatitis B and Hepatitis C.
However, in case there is an exposure to bodiddprophylaxis with ART drugs can protect

you against risk of HIV transmission.

Postexposure prophylaxis (PEP) is the term used for comprehensive management given to
minimize the risk of HIV infection after potential exposure to HIV infectioncliides:

1. Firstaid

2. Counselling

3. Risk assessment

4. Relevant laboratory investigations based on informed consent of the source and
exposed persons

Provision of antiretroviral drugs for four weeks depending on the risk assessment, and
Followup and support

o 0

Anexposureis defined as:

a. Aninjury to the skinsuch as eedlestickinjury or cut with sharp instrument

b. Contactwith mucous membranef the eye or mouth

c. Contact withnon-intact skin especiallywhen the exposed skin is chapped, abraded or
afflicted wih dermatitis or

d. Contact with an intact skin when the duration of contact is prolongacth aseveral
minutes or more with blood oother potentially infectiousbody fluids

Potentially infectious body fluids include:
C Blood

C Semen

C Vaginasecretions

C Ceebrospinal fluid
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C Synovial, pleural, peritoneal or pericardial fluid
C Amniotic fluid
C Other body fluids contaminated with visible blood

¢CSINEX a4¢6SHGX dzaNAYS FyR FIS0Sax +FyR altaigl
visible blood.

PEP should bstarted as soon as possible after the exposure and within 72 hours. The

earlier it is started, greater is its effectiveness. It is important to do a baseline rapid HIV test
before starting PER here aresix stepsin managing occupational exposure

| 5.1 Managing exposure site z First Aid

First aid for theskin that is broken after an injury with needkick or sharp instrument
requires that you

Immediately wash the wound arglirrounding skin with water and soand rinse

Do notscrubthe area

Do nd squeeze the injured area

Do not use antiseptics solution or skin washes such as bleach, chlorine, alcohol or
betadine

O 0O 0O O

In case of exposure to theye you need to:

C Irrigate exposed eye immediately with water or normal saline

C Sit on a chair, tilt the headack and ask a colleague to gently pour water or normal
saline over the eye

C Leave contact lens if you are wearing contact lenses while irrigating as they will form
a barrier over the eye and help protect it

C Remove the contact lens once the eye is cleanad elean them in the normal
manner. This will make them safe to wear again

C Avoid use of soap or disinfectant in the eye

In case of exposure to theouth, you need to:

C Spit fluid out immediately

C Rinse mouth thoroughly using water or saline and spit agéou can repeat this
process several times

C Avoid the use of soap or disinfectant in the mouth

Immediately after the first aid, you need to report to a Medical Officer who is
responsible for posexposure prophylaxiSPEP)in your health facility. Table 3
adzYYIFNAaSa GKS R2a yR R2yQia F2NJ YIylF3IAay3d
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Removegloves, if appropriate ' Do not @nic

Wash the exposed site thorough Do not put the pricked finger in the mouth
with running water

Irrigate with water or saline if eye Do not gjueeze the wound to bleed it
or mouth have been exposed

Wadh the skin with soap and water| Do not wse bleach, chlorine, alcohol, betadine, iodi

or other antiseptics or detergents on the wad

5.2 Establishing eligibility for PEP

PEP is ideally started within two hours of exposure but can also be given w2hiours.

The risk should be evaluated as soon as possible. If the risk is insignificant, PEP can be
discontinued if it was already started. The risk of infection is mainly determined by the
nature of the exposure and the status of the source patient.

Eligibility is established by:

a. Assessing the nature of exposure and risk of transmission
b. Assessing HIV status of the source of exposure, and

c. Assessing the exposed individual

a. Assessing the nature of exposure and risk of transmission

Three categories of exposure are described based on the amount of blood or fluid involved
and the entry port. These categories, which are describethine 4, are tohelp assess the
severity of the exposure but may not cover all possibilities.

Table 4: Categories of exposure

Mild Small volume on mucous membrane or non intact skin.

exposure For examplesuperficial would with plain or low calibre needle, or contact
with the eyes or mucous membranes, or subcutaneous injections with sm
bore needles

Moderate | Large volume on mucous membrane or non intact skin, OR percutaneou:

exposure | superficial exposurwith solid needle

For example: a cut or needstick injury penetrating gloves
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Severe Percutaneous exposure with large volume.

exposure For examplean accident with a high calibre needlel® G) visibly
contaminated with blood, OR a deep wound (haemorrhagic wound and/o
very painful) OR transmission of significant volume of blood OR an accidk
with material that as previously been used intravenously or Hairzrially

Wearing gloves dimg any type of exposure is a protective factor. In case the exposure is
with material such as discarded sharps or needles that was contaminated for more than 48
hours, the risk of HIV infection is negligible but remains high for Hepatitis B as the virus
survives for a long time outside the body.

b. Assessing the HIV status of the source of exposure

A rapid HIV test of the person who is teeurce of exposurshould be done. In case it
cannot be done, or results are not available immediately, PEP should be started before the
HIV test result of the source is available. Informed consent should be taken before testing of
the source of HIV infection as per the matal guidelinesTable 5 lists the categories of
situations depending on the results of the source.

Table 5: Categories based on HIV status of the source of exposure

HIV negative Source does not have HIV infection. Source status of Hepatitis B ar
Hepatitis C should be considered

Low risk HIV positive and clinically asymptomatic

High risk HIVpositive and clinically symptomatic

Unknown Status of the patient is unknown and his/her blood is not available f

testing. For example, injury during medical waste management whe
the source patient is unknown. The risk assessment in such situatic
based on the exposure. HIV prevalence in the local community can
considered

c. Assessing the exposed individual

C The person who has exposure should first receive confidential counselling and
assessment by Medical Officer who is trained in PEP

C A baselineHIV test is done on the individual having exposure to rule ouegrsting HIV
infection
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If the exposed individual already has HIV infection, PEP should not be given. They should
be counselled for preventing HIV transmission at workplace and then refféoréART
centre for CD4 count and further management

The exposed person should also be assessed for emotional and psychological state
related to the exposure and PEP, which will be addressed during counselling, if
necessary

| 5.3 Counselling for PEP

Counselling for PEP involves:

O O 0O O

0

Providing information on PEP such as what is PEP, and its risk and benefits
Emphasising that PEP is not mandatory

Taking informed consent

Providing psychological support to help overcome fear and anxiety about the exposure
andrisk of blood borne infections

Documentation of the exposure, HIV status of the source, counselling and PEP
prescribed

Discussing options for special leave from work, such as for two weeks initially, and
longer, if necessary, based on the folloyw assesment of side effects, emotional state

and other requirements

There is a risk of secondary transmission, in case the exposed person has acquired HIV
infection. This is why the counselling should also focus on avoiding unsafe practices such as
unprotected €x. The person exposed should also not donate blood till negative HIV status is
established during followap. Counselling should focus on consistent condom use, and
barriers for condom use, if any, should be addressed.

| 5.4 Prescribing PEP

The first stepfor prescribing PEP is to decide on either the basic-drug regimen or
expanded 2drug regimen.

Table6 lists the type of regimen recommended based on type giosxire and HIV status of
the source whilel'able 7 gives the PEP regimens.

Table 6: Guidelines for deciding on PEP regimen

Mild  Consider 2 drug PEP | Start 2 drug PEP ' Usually no PEP but 2
' Moderate | Start 2 drug PEP ' Start 3 drug PEP ' drug PEP can be
Severe | Start 3 drug PEP ' Start 3 drug PEP ' considered

61




As mentionedearlier, PEP is best started within two hours, and HIV testing of the source
patient should not delay the decision on whether to start PEP or not. In case HIV status of
the source is not available at the time of starting PEP, tdeug regimen is startedand if
necessary, shifted to-8rug regimen after consultation with a Medical Officer trained in
PEP. PEP should be taken for four weeks.

If the HIV infected person, who is the source of exposure, is taking ART or has taken them
earlier, it is importantto consult with ART Medical Officer on the PEP regimen. This is

because of the high risk of HIV being resistant to the drugs being taken by the source.

The ART Medical Officer should also be consulted in case the woman with exposure is

pregnant, irrespetive of whether she has been initiated on ART or not.

Table 7: Recommended PEP regimens

Basic 2 Zidovudine (AZT) 300 mg twice a da Stavudine (d4T) 30 mg twice a day
drug + +

regimen Lamivudine (3TC) 150 mg twice a d¢ Lamivudine (3TC) 150 mg twice a d
Expanded Basic Regimen Basic Regimen

3-drug + +

regimen Lopinavir (LPYRitonavir (r)400100 | Nelfinavir(NLF) 1250 mg twice a day

mg twice a day or 80200 mg once a

or 750 mg thrice a day on empty

day with meals stomach
OR, as a"8choice:
Basic Regimen

+
Indinavir(IND) 800 mg every 8 hours
on empty stomach along with
consumption of about 80 glasses ol
water per day (1.5 litres)

5.5 Laboratory investigations

HIV test is recommended soon after the exposure to establish a baseline, against which
future test results can be compared. PEP is however not delayed in case it is not possible to
do HIV test immediately. The HIV test can be done aftenselling and informed consent

up to several days after the exposure.
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Tests for Hepatitis B (based on immunisation status for Hepatitis B) and Hepatitis C are also
recommended to rule out exposure to these two blood borne pathogens.

It is also desirableotdo CBC and liver function tests to establish their baseline.

| 5.6 Follow-up

Irrespective of whether PEP was started or not, it is desirable to do clinical and laboratory
follow-up. Clinical follo w-up is done to monitor for signs of HIV seroconversach as

acute fever, generalised lymphadenopathy, pharyngitis,-specific flue like symptoms and
ulcers in the mouth or genital area. Such symptoms are observed in abou? G&/of
people with primary HIV infection within@ weeks after exposure. If@imary infection is
suspected, ART Medical Officer should be consulted as soon as possible for further
management.

Healthcare providers taking PEP can have side effects such as nausea, diarrhoea, muscular
pain and headache during the early days of steytihe prophylaxis. The treatment should
continue despite these side effects, most of which are mild and dhed. Followup

support to ensure continuation of PEP despite side effects is important. In case they are very
uncomfortable, medicines to couet them can be taken.

During the clinical followup, the exposed person is once again advised to practice safer
behaviours such as avoiding blood donation and having unprotected sex to prevent
secondary transmission. Barriers for condom use, if any, dimibddressed.

Laboratory follow -up of HIV testing is done at 6 weeks, 3 months and 6 months
irrespective of whether PEP was taken or not. Testing at 6 weeks may not be enough as PEP
drugs may delay detection of antibodies in case there is HIV infedtloa.is why HIV test is
repeated at 3 months and 6 months.

It is desirable to test for Hepatitis, B to 4 weeks after exposure in case the person exposed
has not received Hepatitis B vaccination. Further tests for Hepatitis B and Hepatitis C are
also reommended 3 months and 6 months after exposure.

In case a healthcare provider gets repeated exposures, it is desirable that he/she undergoes
additional training to prevent future exposures.
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6

Frequently Asked Questions

This chapter gives responses to commonly asked questions about implementing PPTCT
guidelines in real life situations. Kindly remember that all the information related to the
guestions is included in the previous chapters. These questions are meant itatacil
clarification of doubts.

| 6.1 Natal care for women whose HIV status is not known

1.

If a woman with history of HIV risk behaviour refuses HIV testing despite counselling,
what should be done?

Counselling should be repeated in women reporting ligk behaviour(s) and/or similar

behaviours in their spouse/regular partners. During the repeat counselling, it is

important to explore reasons for refusing an HIV tast address such reasaria most

cases, it is because a woman is afraid of stigmadascrimination, including denial of

health servicesYou can reduce some of her fears by assuring her that

C The screening test result will be kept confidential

C She will get quality services irrespective of the results of the screening test. In case
the ted result is reactive, she can take medicines to protect her baby from HIV
infection

C Taking regular treatment and adopting a healthy life style will allow her to live a
longer and healthier life even if she has HIV infection

In case the woman continues t®fuse HIV test while in labour, the ICTC counsellor
should be requested to counsel her in the postnatal wéatdfforts to motivate the
woman should continue until an Hi¥st is done.

Sometimes women come in advanced stage of labour and there may not meugh
time to counsel and therdo the HIV screening test. What should be done under such
situations?

Unless there is crowning of head, efforts should be made to counsel her in brief and take
informed consenfor the screening test.
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If the test cannot bedone because of advanced stage of labour, it should be done as
early as possible after the delivery, preferably before the woman is shifted to the
postnatal ward. In case the screening test is reactive, the mother should be initbated
ART and baby shaiibe started on Nevirapine prophylaxis

. If a woman comes in second stage of labour atl/ screening test is reactiyean she
still be initiated on ART?

Yes. Every effort should be made to start ART. In case she is unable to swallow the drugs
during labour, ART should be started at the earliest after the delivery. The baby should
receive Nevirapine syrup and continued for 12 weeks.

. Can ART drugs beitiated g A G K2 dzi aSRAOFIf hFFAOSNIDa LINBao
labour?

Medical Officea LINB & ONR LJG A 2y Y®erdadd townformAtie Mgde#d S a & | N
Officer and start ART as soon as the screening test result is known to be resacthad
ART can be initiated without any delay

. If a woman is reactive to HIV screening test and yet refuses to take ART because of the
fear of disclosure of HIV status to spouse and subsequent stigma and discrimination,
what should be done?

You need @ try your best to explain to the woman that the medicine will protect her

baby from HIV infectiorin addition, reiterate that:

C The HIV screening test does not confirm HIV infection. If the confirmatory tests are
negative, she will be asked to stop the adi@nes

C If confirmatory tests are positive, hétlV status will be disclosed to famihembers
only after she agrees

C No one in her family will be informed about the nature of medicines unless she has
agreed to disclose her HIV status to the family

C The ICT Counsellor will sensitise and counset husband/partner, and the family,
if necessaryand make every effort teensure that thg recognize the need to
provide her and her baby HIV related treatment and care

C Some NGOs and networks of positive peoplsoabffer homebased support, if
necessary

LG Aa Ffaz2 AYLERNIIyd G2 SELX LAY GKIEG FI YA
positively with HIV and provide the best care and nurturing to her baby. There are ample
services¢ both institutional and outreach that sensitise families and helps positive
women live without stigma and discrimination.
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6.

7.

How should counselling be done for a woman who is in labour and screaming in pain?

During the first stage of labour, there is several minutes gap in between two
contractions.You first need to reassure the woman that the labour is progressing well
and clarify her doubts or concerns. Talk to her in between two contractidine
distractiofy 2F YI 1Ay3 O2y@SNEBIFIGA2ya AdaStT Yl &

When should the reactive result of HIV screening test of a woman in labour be
disclosed to the woman?

You should inform the woman tested for the reactive screening test as soon as possible.
Before disclosing the status, it is important to ascertain that she will be able to accept
the test result and participate in decisignaking for ART and prophylaxis for the baby.

What information should be given to the family of a woman with reactive HIV
screening test while she is in labour?

Result of the HIV screening test should be disclosed to the family unless the woman
wants them to knowEvery effort should be made to help overcome her reluctance to
share the test result with the family.

Since it is important to continue ART for life, it is desirable that the family is also
counselled about the need to adhere to the treatment before the woman is discharged
from the hospital.

If the HIV screening test of a pregnant woman is reactive, asitte is unable to
participate in any dialogue due to pain, can ART prophylaxis be initiated without
informing her?

If a woman in labour is able to swallow medicines, she can also give consent fmgstar
ART ARTshould be initiated without any delay

10.Women who have delivered normally like to go home within 24 hours. If the ICTC is

closed due to weekend or any other holiday at the time of labour and/or discharge,
how should HIV test be confirmed?

Confirmatory tests for HIV can be done at ICTC onltherfirst working day after the
delivery. It is desirable that the woman is not discharged until counselling and
confirmatory test is done by ICTC and linkages are established with the ART Centre.
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11.In case a womarhas been takingARTduring pregnancy how should hercompliance
assessed in the labour room?

Ask the woman about her schedule to take ART. You can also verify it from her ART
0221 Ay OF&aS aKS A& OFNNBAYy3a AGd 52 y2i
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yes, find out what were the difficulties, and if they led to irregular intake of drugs.

As labour room nurse, your responsibility is to give her ART drugs as per her schedule.
You need to ascertain her cqimance so that you can document it on her case sheet.
Such documentation will inform ART counsellors that she needs adherence counselling.
It will also help take a decision on duration of NVP prophylaxis for the baby.

12.What prophylaxis should be giverotmother and baby in case a woman had not taken
ART regularly?

The woman should be given the ART drugs she has been taking as per her schedule. You
should reiterate the importance of taking ART drugs as recommended by the doctor to
ensure that she lives langer and healthier lifeThe baby should be given Nevirapine in

I R2aS NBO2YYSYRSR T2NJ 0KS o0l oeQa O0ANILK 4SS
12 weeks if mother has not taken ART regularly.

13.What should be done in case of shortage of test kitdle labour room?

Shortage of test kits indicates poor management of supply chain. Immediate steps
should be taken to prevent such shortage in future.

In case of shortage of screening test kits, HIV test should be bpribe ICTC on the
next working dafter the delivery.

14.What should be done in case of shortage of ART drugs in the labour room?

Shortage of ART drugs in labour room indicates poor management of supplyacithin
corrective measures should be taken at the earliest.

If there are no drugs in the labour room, you should try to procure them from the
person incharge in your health facility. If the drugs are not available in the health
facility, then the Medical Officer should take steps to procure them at the earliekbt an
initiate ART and ARV prophylaxis for mother and baby respectively.

15.What is the best time to initiate ART: before labour, during labour, after labour?
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The best time to start ART is during the first three months of pregnancygase the
pregnhant womarhas not started ART alreadin case of women who come directty
labour, ART should be initiated immediately after getting a reactive HIV screening test
result. It is important to do postest counselling before giving the ART drugs.

| 6.2 Treatment and care for positive women and their newborn babies

1.

If a baby vomits NVP syrup, should another ddse giver?
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If the baby throws up most of the medicine, you need to check whemtbéicine was

last given. Ifit was less than one hour before, you need to give another dose
immediately. If it was more than two hours before, do not give an extra dose. Give the
next dose as per the schedule.

To prevent vomiting of the syrup by the balhld the baby at 45 degrees with hands
down and head supported at the back. Use the medicine dropper to drip the medicine to
the back of the tongue near the sides. This will prevent the baby from gagging. Avoid
putting the medicine in the cheek pouches the baby will be able to spit the medicine
out.

| have heard that ART has several side effects. If so, why is ART recommended even for
pregnant women with high CD4 count?

Most side effects of ART subside within a few webksare cases when thdy 2 ytkel
ART Medical Officer will review the ART schedule and make changes, if necessary

ART drugs reduce the viral load in the mother. This greatly redueesitk of HIV
transmission during pregnancy to the unborn child.

Will the side effects oART affect the unborn baby?

A woman can experience a few side effects for a few weeks after initiation of ART. The
unborn baby, however, does not get affected by side effects in the mother. Most side
effects subside within a few weeks. In case of persissele effects, alternate drugs are
prescribed at the ART Centre.

Newborns are very fragile. Will a daily dose of Nevirapine not lead to severe side
effects?
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Nevirapineprotects the baby from HIV infection. Despite the mother taking triple ART
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minor and subside within a few days.

. Will a HIV exposed baby develop Nevirapine resistance in case the baby acquires HIV
infection?

Infants, children and adults who haweke Nevirapine earlier may have developed
resistance They are thereforgrescribed alterate drugsbecause of the possibility of
resistanceFear of resistance should not stop anyone from giving Nevirapine prophylaxis
to the HEI.

. Why should all HIV exposedfants be given CPT?

Cotrimoxazole prophylaxis protects infants froemwide range obacterial infectios

and malariaOther than skin rashes in a few people, it does not have side effaatase

an HIV exposed infant has acquired HIV infection, he/she will have low immunity and is
at risk of acquiring serious infectiorsich as pneumonia and diarrhae@PT helps
prevent such infections.

. Why should positive women be encouraged to breastfeed when we know that breast
milk can transmit HIV infection?

It is true that HIV can transmit through breast milk. Howevee, advanages of breast

milk far outweigh the risk of HIV transmission from mother to baby. A baby who is not
breast fed is more likely to die, or be severely malnourished during the first year, and is
at greater risk of diseases such as diarrhoea, pneumonia, etc.

ART greatly reduces the risk of HIV transmission through breast milk as it reduces the
G20Ff ydzYoSNI 2F @OANHzSAE Ay GKS Y20KSNRa of
additional protection against HIV transmission through breast milk.

. Why is beast feeding recommended till one year if the child is negative? Is the child
not getting exposed to HIV for a longer duration?

Once the mother starts ART, the viral load in her body fluids including breast milk will be
very low.Optimumviral load supprssion takes about 24 weeks. Therefore, even if a
woman was initiated on ART during labour, her viral load would have reached maximum
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suppression by the time the infant is six months old. The risk of HIV transmission is
therefore very low are negligible cqrared to the benefits of breast feeding.

9. Why is mixed feeding considered a greater risk for mother to child transmission of
HIV?

¢tKS tAYyAYy3I 2dyesiv& §steyhSegpedalMdstOniach, is very fragile. When
top milk, which contains animal protein, is given to the baby, the delicate lining of the
stomach gets damaged. HIV can easily enter the body through the damaged stomach
lining. This is why top itk is considered a higher risk of mother to child transmission of
HIV through breast milk. The stomach lining can also get damaged with exclusive top
feeding, but since there is no HIV in the milk, the baby is safe. As the digestive system
gets strongerthe baby is able to digest variety of foods.

10. Are the ART drugs secreted in breast milk? Will they affect a breastfed baby?

Studies have shown that the drugs included in the thileeg ART regimen are safe to
take during breastfeeding. They do not hatime breastfed babies.

11.Should NVP syrup be given to the baby till six weeks of age or till six weeks after it was
started?

It should be given till six weeks after it was started. For example, if a baby is born at
home and the visit to a health facility i2 days after delivery, NVP syrup should be
given from 12 day till 6 weeks after that.

12.Can NVP be given to premature babies?

The decision on whether to give NVP to premature babies will depend on the weight of
the babyl YR GKS o0 0@ Qav the gykup A (Medical Officér draired ia
Paediatric HIV will need to take the decision.

13.Why is ARV prophylaxis for an infant recommended for 12 weeks if the mother was on
ART for less than 24 weeks before delivery?

As explained in question 8, it takebaut 24 weeks for optimum suppression of viral
load in the mother. In case ART was taken for less than 24 weeks, it is likely that the viral
load is still high and therefore risk to the infant is also high.
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14.What is the preferred regimen in case a womaas both HIV1 and HIV2 infections?

The regimen recommended for HILVis relevant even if a woman has mixed infection
with both, HIVV1 and HIV2. In India, HIAL is more common.

In case a woman has only F2Vinfection, she should not be givedevirapine or
Efavirenz as they are not effective against-BI\Guch women should be given regimen
consisting of TDF+3TC+LPV/r. This regimen should be continued even after delivery.

Infants born to mothers who have only HMMnfection should not be giveNVP. Daily
prophylaxis with AZT is recommended for such infants.

15.1f a HIV positive pregnant woman comes direcity-labour and reports that she was on
ART earlier but had discontinued for more than®months, and if she is not able to
give informationon the drugs she was taking, can TDF+3TC+EFV be given to her?

If there is a possibility that the HIV positive woman has taken Efavirenze or Nevirapine
earlier, they should not be given again. Lopinavir/ritonavir is to be given instead of
Efavirenze.

16.Why is LPV/r given to women exposed to Nevirapine or Efavirenz earlier but
Atazanavir is not recommended?

The risk of developing toxicitghigher with Atazanavir than with LPV/r.
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Lopinavir alone has low bioavailability and is therefore not very effective. When it is
combined with suktherapeutic doses of another Protease Inhibitor, Ritonavir, its blood
f SOSta AYyONBIFasS aANBFGT & dowdasés2 Yy FANI A& G NRG

18. Efavirenze was reported to have some teratogereffects earlier. What is the current
evidence and is it adequate now?

Data on use of Efavirenz and Tenofawas limited earlier andmore data is available

since 2010There ispersuasive indication that thEfavirenze isafe for use throughout
pregnancy, including the first trimester.

| 6.3 Referral for HIV positive mother and HIV exposed infant
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. What are the advantages of EID?

Just like all ilinesses, early diagnosis andtimesmt of HIV infection can slow down its
natural progression. Early detection of HIV infection in infants helps ensure timely
treatment and care so that they remain symptom free for a longer time.

. What should I do if my health facility does not have tesg facilities forHIV exposed
infants?

HIV exposed infants are not tested at birth. They are first tested for HIV at the age of 6
weeks. The dried blood sample is collected at ICTC and sent to a testing laboratory
assigned to the ICTC.

Your role is to rainly educate the woman in labour about the services available. Fellow
up support will be given by ICTC Counsellor.

. How can | ensure that a woman who tests positive for HIV during labour goes to ICTC
for confirmation?

A decision on whether to send thegtnatal woman to ICTC for counselling and testing
or to ask the ICTC Counsellor to visit her in the postnatal ward will depeffigctors
such agphysical condition of the woman after delivery, privacy for-fgst and postest
counselling etc.

Your responsibility is to inform the ICTC Counsellor and ensure that s/he meets the
postnatal woman for preaest counselling. If necessary, you too can counsel her for
confirmatory tests.

. How do I ensure that the husband/partner of the woman who has testedsyitve for
HIV also goes for HIV test?

Your responsibility is to do screening test for women in labour, and to refer women with
reactive screening testrou also have a responsibility to refer the woman to ICTC and
ensure that confirmatory test is done dhe next working day. The ICTC counsellor will
counsel the husband/partner for HIV test.

. How do | ensure that a womam labour with reactive HIV screening tegbes to ART
centre?

HIV screening test is not confirmation of HIV status. HIV status igroenf by three
antibody tests by the ICTC. Your role isnake surewomanreceives ICT€ervicesand
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follow-up till the confirmatory test is done. The ICTC Counsellor will take responsibility of
linking her to the ART Centre.

6. What special care should lake for establishing breastfeeding for an HIV exposed
newborn?

Guidelines for initiating breastfeeding for newborns are the same for all women,
irrespective of their HIV statuff. a woman is HIV positive, you need to keep reiterating
the benefits of exclsive breastfeeding anldigh risk of HIV transmission through mixed
feeding.

7. What are the consequences for women who have renal failure and are put on TDF
without doing baseline and other investigations?
Ample emphasis is given to ensuring that a postnatal woman who was detected to have
HIV infection during labour should reach ART centre within two days, or at least as early
as possible. This is because baseline investigations are done at the ART c&@ise. df
women who are detected to have renal failure, alternate drugs are prescribed and renal
failure managed as per standard protocols.

8. How can a positive mother be motivated for lifelong ART?

There is no magic tool for motivating a woman to tdkelong ART. Even if she is
motivated at the time of delivery, motivation levels may come down over a period of
time when she finds herself and her child healthy. This is why regular fafjosupport
should be provided after initial counselling and sugpa the first few months after
delivery. Follomup needs to be done mainly by ART Centre and ICTC Counsellor. If
necessary, networks of positive people and other NGOs involved in HIV and AIDS
programme implementation can also be involved in the folay

| 6.4 Ethical issues

1. Why is it important to keep HIV status of a pregnant woman confidential?

HIV infection is associated with high levels of stigma and discrimingadhome, in the
community and in health facilities. Family and/or health care gtess who do not have

the required level of sensitivity and knowledge about HIV can become perpetrators of
stigma and discrimination. A pregnant womavho needs supportive family and
healthcare providers for her emotional and physical well b&iag be deprved of such
support if her HIV status is disclosed
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2. Whoand whenshould | disclose the HIV status of a womamlabour whose HIV
screening test is reactive

The only person who should know about the reactive HIV screening test is the woman
who has undegone the test. With her permission, you need to inform other healthcare
providers who are directly involved in providing her clinical services.

3. Everyone will know HIV status of a woman when | use the safe delivery kit. How can |
still keep her statusonfidential?

An ided situation is where protective equipment used on HIV positive women is the
same as for HIV negative women.

The only people who will know about your using safe delivery kit are the labour room
staff members If all staff members itabour room have required sensitivity towards HIV
positive women, their HIV status will not be discusseeither in the labourroom or
outside.

4. What should | do if the husband/partner of a positive woman refuses to go for HIV
test?

As labour room nurseyou are not required to test the husband or partner of HIV
positive women or those with reactive HIV screening test. The ICTC Counsellor will take
required steps to counsel and test the husband/partner. The Counsellor may also take
help from NGOs involekein HIV programme implementation or networks of positive
people, if necessary.

5. What should I do if the husband/partner and/or family of positive woman refuse to
take her back home after delivery?

The ICTC Counsellor usually takes lead in counsellifgugiemnd/partner and family of
positive postnatal women. In case of nroaoperation from the husband or family,
and/or their refusal to accept the woman, other staff members such as nurses and
Medical Officer can also counsel the familyre postnatal woma should be kept in the
health facility till the husband/partner and the family have committed to take
responsibility for the mother and her infant.

As labour room nurse, your responsibility is to refer the woman to ICTC Counsellor and
talk to thefamily, if necessary.
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6. What should I tell other patients in the labour room or ward when they come to know
that one of the patients is HIV positive?

In case other patients come know of HIV status of a positive mother, you need to
discourage any gossip aliothe positive mother, and sensitise and educate other
patients on HIV and AIDS. You should also try to find out the source of disclosure and
take steps to avoid similar situation in future.

| 6.2 Preventing HIV transmission at workplace

1. How safe are thesafe delivery kits?

The safe delivery kits are SAFE! They contain all the protective equipment that you
require for protection from blood borne pathogens during labour.

2. What should be done if there are no safe delivery kits in the labour room?

Lack of afe delivery kits indicates poor management of supply chain. Systems should
therefore be strengthened to avoid shortage.

You need gloves, water proof gown or apron, goggles, mask and shoes to protect
yourself from blood borne pathogens during deliveryl.tAése will be available in your
health facility. You can use either fresh disposable protective gear or sterile reusable
material.

Some health facilities report shortage of goggles and boots. You can cover your feet with
thick plastic bags and tie thends on the legs so that the skin does not come in contact
with any body fluids. Alternatives to goggles such as visors of helmet can be used, if
necessary.

3. Is the risk of transmission greater from women who know their HIV status?
Whether a woman knowsdr HIV status or not, the risk of HIV transmission exists if a
woman is infected. The risk is significantly higher in case of window period, when the
woman would test negative for HIV infection. This is why universal precautions are
recommended for all alical procedures where there is risk of contact with body fluids.

4. What should | do in case there is a splash of blood or amniotic fluid on my skin?

After a splash of blood or any other body fluid such as amniotic fluid on unbroken skin,
you need to washhe area immediately with running water. You can use soap and

75































































































































