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Strategies for Addressing Real-Life Situations in Clinical Mentoring:
PMTCT and Pediatric Clinics

Frequently Asked Questions

PMTCT Setting

OVERALL SYSTEMS ISSUES

41.
There is slow uptake of PMTCT services at the clinic


52.
Many staff members in the facility have not yet had PMTCT training


53.
Providers are missing opportunities for families of pregnant women to receive HIV testing/HIV treatment services


64.
Weak linkages exist between ANC clinic/maternity wards and the antiretroviral therapy (ART) clinic


65.
Nevirapine (NVP) and zidovudine (AZT) drug stock-out occurs frequently at the clinic


66.
There is poor documentation of PMTCT activities


77.
Confidentiality issues in the ANC clinic and postnatal ward are not respected


78.
The facility lacks proper postexposure prophylaxis (PEP) protocol


ANTENATAL CLINIC ISSUES
89.
Not all eligible mothers are placed on cotrimoxazole prophylaxis


810.
The facility is missing opportunities to identify newly acquired infection during pregnancy


811.
Mothers do not receive adequate infant feeding counseling education


812.
Providers fail to identify side effects of ART for those HIV-positive mothers on full or partial PMTCT regimens


913.
There is poor monitoring of adherence for mothers on ART


LABOR AND DELIVERY ISSUES

914.
Insufficient labor and delivery packs are available for deliveries


915.
Proper sterilization of labor and delivery equipment is difficult


1016.
Obstetrical procedures that can increase the risk of mother-to-child-transmission are being used during deliveries of HIV-infected women


1017.
Rapid HIV testing is not available for mothers presenting to the clinic at the time of delivery


POSTNATAL WARD ISSUES

1018.
Administration of NVP and AZT dosing to infants after delivery from HIV-positive mothers is delayed or omitted


1119.
Important counseling messages are not being given to mother prior to discharge


1120.
Mothers are not being educated about community linkages/support services before discharge


INTERPERSONAL ISSUES

1221.
Mentee judges HIV-positive mothers harshly


Pediatric ART Clinic Setting

MENTEE ISSUES 
1322.
Mentees who lack previous pediatric ART training are seeing pediatric patients


1323.
Mentees do not encourage adult patients to bring in children for testing and/or subsequent ART treatment


1324.
Mentees fail to monitor and document important pediatric clinical information in patient records


1425.
Mentees are not comfortable discussing issues of disclosure of HIV status to children


SYSTEMS ISSUES

1526.
The facility has no access to liquid formulations of medications for pediatric patients


1527.
The facility lacks social support services for orphans and vulnerable children who are eligible for ART


1528.
Exposed infants from HIV-positive mothers are not receiving proper follow-up


1629.
The clinic/facility has difficulty in diagnosing HIV in the pediatric population


ADHERENCE ISSUES

1730.
Poor pediatric adherence to ART persists




Overview

Working as a clinical mentor can be an extremely rewarding experience. The work comes, however, with its own set of unique challenges. Mentors may not always have the experience or resources necessary to overcome certain hurdles that they encounter. This guide offers potential solutions to challenging scenarios commonly encountered while mentoring in clinic settings related to the prevention of mother-to-child transmission of HIV (PMTCT) and pediatric antiretroviral therapy (ART). The suggestions offered in this guide are a compilation of tips provided by experienced clinical mentors who have worked in HIV clinics in a variety of international settings. (Further mentoring scenarios more specific to adult ART clinics can be found in the document “Strategies for Addressing Real-Life Situations in Clinical Mentoring: Adult ART Clinics” in the “Tools and Resources” section of the Clinical Mentoring Toolkit.)

This guide is organized thematically around typical problematic scenarios (e.g., “Many staff members in the facility have not yet had PMTCT training) and their potential solutions. For some scenarios, we have included references to additional resource documents, such as treatment guidelines or relevant articles that further describe issues or ways to resolve them. References can be found either in the Clinical References section or the Mentoring References section of the Toolkit (documents found in the References sections are noted in bold, underlined, and italic). 
PMTCT Setting

OVERALL SYSTEMS ISSUES

1. There is slow uptake of PMTCT services at the clinic. This can be related to various factors, e.g., a low number of mothers accepting HIV testing upon presentation to the clinic; or a majority of the births within a given catchment area taking place in the home with traditional birth attendants (TBAs), etc. 

Potential solutions:

Mentors can play an important role to help increase uptake by asking the right questions, such as:
· Are health care workers adequately trained to deliver quality PMTCT services?

· Is there a family-centered approach in the antenatal care (ANC), HIV/ART, and PMTCT clinics? 

· Are there opportunities to provide regular, onsite, case-based training to the staff about PMTCT?

· Are staff members educating pregnant mothers about the need to get an HIV test and the implications of maternal HIV infection for the infant?

· Is HIV testing being offered to pregnant women as an opt-out approach (which means that HIV testing is a routine part of ANC)? (Ministries of health in various countries are endorsing such an approach to help increase uptake of testing.)

· Is there a national PMTCT campaign taking place? If so, can you obtain posters and educational pamphlets that can be placed in ANC clinics, labor and delivery (L&D) wards, and pediatric waiting areas so that pregnant women can have increased exposure to important PMTCT messages?

· Does the clinic have adequate outreach programs to help reach mothers within various areas within the facility’s catchment area?

· Is pretest information about HIV testing being delivered to all ANC clients in accordance with provider-initiated testing? Are there ways to streamline the delivery of pretest information, such as by providing group pretest counseling for patients in ANC clinics? See the World Health Organization’s (WHO) WHO Testing and Counselling for Prevention of Mother-to-Child Transmission Reference Guide, “Chapter 1: Testing and Counselling in PMTCT Settings” and “Chapter 3: Flip Chart Cards—Suggested Scripts and Complementary Messages” for additional information about pretest counseling in PMTCT clinics.
· Are there women—or people living with HIV (PLHIV) or others—who will assist the staff in providing education about the importance of HIV testing and PMTCT?

· Is rapid HIV testing available in the labor ward?

· When providers are treating mothers who present for care for the first time while they are in labor, are they asking the women about their HIV status and offering testing for those mothers with unknown status? 
· Is there a way to involve TBAs in a PMTCT campaign or provide training to TBAs on the importance of getting tested and delivering at health facilities? 
· Are there other groups or health initiatives to work with to disseminate PMTCT messages to the community, e.g., the Safe Motherhood Initiative?

2. Many staff members in the facility have not yet had PMTCT training. Despite widespread roll-out of PMTCT training, there are still many facilities—especially in rural areas—with staff that are untrained in PMTCT. The mentor can play a role in ensuring that more staff access PMTCT training.

Potential solutions:

· Find out if there are regional trainings with the national PMTCT curriculum taking place near your facility; inquire with hospital administration if staff can access the training.
· Provide in-service lectures on various aspects of PMTCT services.
· Make sure that you take time as a mentor to regularly visit ANC clinics, L&D wards and postnatal wards, so mentoring can be provided where needed.
· If possible, provide mentees with copies of national PMTCT guidelines, WHO guidelines, or other helpful resource documents.
· When possible, provide job aids for health care providers, e.g., hang up small posters in exam rooms, nurses’ stations, labor wards, or other places to remind staff of proper PMTCT practices.
· If staff members have Internet access, provide useful PMTCT website addresses for continuing education purposes.

3. Providers are missing opportunities for families of pregnant women to receive HIV testing/HIV treatment services.
Potential solutions:

· Pregnant women often have other children at home. Encourage mentees to inquire about other children who might need HIV testing. 
· Patients may already know that their child/children are HIV-positive; mentees should ensure that these children are linked to HIV services and receive appropriate care, especially if they are potentially ill with, or having symptoms of, opportunistic infections (OIs).
· Mothers may find it difficult to disclose their results to partners. Mentees should provide disclosure counseling to patients, and provide options for bringing in partners for HIV testing.
4. Weak linkages exist between ANC clinic/maternity wards and the antiretroviral therapy (ART) clinic. The referral systems for HIV-positive mothers and exposed infants are poor and need to be strengthened. 

Potential solutions:

Ask the following questions to identify ways that you can help improve communication between PMTCT and ART clinics: 

· Does the site use an intra-facility form for referrals to and from the ART clinic?
· Is there a system in place to track women who have been referred to the HIV clinic? 
· Are staff members trained in good referral practices, including how to educate clients?
·  Is there a system in place to track HIV-exposed infants? 
· Do staff members from the ANC/PMTCT clinic and L&D ward regularly attend the HIV/ART team meetings? 
· Are there opportunities for joint training between the PMTCT and ART providers?

5. Nevirapine (NVP) and zidovudine (AZT) drug stock-out occurs frequently at the clinic (i.e., both the adult and pediatric formulations).

Potential solutions:

· Examine the logistics system. Explore the causes for the stock-out:
· Is this a one-time event, or a recurrent problem? 
· If recurrent, is it a recent development? 
· Is there a clearly identifiable weak link in the supply chain? Is demand for antiretrovirals (ARVs) at the site outstripping the supply delivered? Or was there an underestimate of the number of patients receiving ART or ARV prophylaxis at the site?
· Are drug stocks being diverted (i.e., stolen)? 

· Establish a “buffer stock,” which is a dedicated, separately stored supply, monitored for expiration date and replenished as needed, for use in case of stock-outs.
· Encourage reporting and follow-up of all stock-outs with the appropriate authority, e.g., the district level manager(s).
· Consider patient care issues: Management of patients affected by stock-outs is challenging. Particularly in settings where non-nucleoside reverse transcriptase inhibitor-based therapy (better known as NNRTI-based therapy) is first line, there is a real possibility of incurring NNRTI-resistance during a 1-week interruption of therapy.
6. There is poor documentation of PMTCT activities in the clinic’s PMTCT registers and in patient records.

Potential solutions:

· Underscore the importance of keeping thorough documentation of PMTCT interventions in registers and records; give examples of how failure to record activities can affect patient care management and lead to incorrect data being included in ministry of health reports, etc.
· Provide suggestions to mentees regarding the timely documentation of PMTCT activities, e.g., have mentee spend a brief amount of time charting after every patient encounter or periodically during the day.
· Use a national report as a model, and trace the flow of data from the facility level to the district and national levels to illustrate the importance of accurate and routine data collection.

7. Confidentiality issues in the ANC clinic and postnatal ward are not respected or honored.

Potential solutions:

· Provide in-service training for all facility staff regarding the importance of confidentiality in both the HIV care setting and in general care with patients. 
· Work with the medical director to incorporate confidentiality training in the orientation program for any new staff member.
· Explore other actions: Is there a facility-level policy to follow with respect to complaints of breaches of confidentiality? It can also be helpful to have a designated staff person responsible for following up on such issues—that person can work with staff to improve confidentiality practices.

8. The facility lacks proper postexposure prophylaxis (PEP) protocol for staff members who are exposed to HIV infection through needlestick or sharps injuries.
Potential solutions:

· Mentors can play a key role in helping to educate staff about the importance of PEP and PEP protocol. Mentors should advocate for establishing a protocol for staff.
· The protocol should be developed in accordance with any existing ministry of health PEP guidelines.
· Once a protocol has been developed, all of the facility’s staff should attend a PEP in-service training that describes the steps involved in acquiring PEP services following an exposure.
· All persons outlined in the protocol should know their role in the case of an exposure in the facility, e.g., a designated staff member should be on call for PEP exposures after clinic hours and on weekends; someone should be in charge of monitoring PEP medication supply; staff should be available to provide counseling; etc. 
· Staff members need to be clear about the protocol; otherwise, exposed staff will likely not receive proper PEP services.

ANTENATAL CLINIC ISSUES

9. Not all eligible mothers are placed on cotrimoxazole prophylaxis; national guidelines are not being followed. 

Potential solutions:

· Post guidelines related to cotrimoxazole initiation in common clinic areas, including exam rooms, to reinforce the standard of care.
· Create a clinical checklist to ensure that all mentees assess a patient’s eligibility for cotrimoxazole prophylaxis.
· Model with mentee(s) how to assess eligibility among mothers. 

10. The facility is missing opportunities to identify newly acquired infection during pregnancy. Pregnant mothers who test negative for HIV infection early on during the pregnancy can potentially acquire HIV by the third trimester. It is important that pregnant mothers be tested again to ensure that they have not acquired HIV by the end of the pregnancy. 

Potential solutions:

· Ensure that the mentee thoroughly assesses possible risk factors for acquiring HIV during the pregnancy.

· Link third trimester HIV testing with other routine tests performed during the same time period.

11. Mothers do not receive adequate infant feeding counseling education during their PMTCT-related visits (whether at the ANC clinic, maternity ward, or postnatal ward). There is a need for more information for mothers at each stage of their visits.
Potential solutions:

· Gather and make available resources and job aids, e.g., checklists on infant and young child feeding.

· Suggest role playing involving infant feeding counseling scenarios to encourage adult learning.

· Provide in-service training on infant feeding counseling. If there are national guidelines on infant feeding, make sure that these are reviewed during your lecture. (You can also consider inviting an expert to give the talk.)

12. Providers fail to identify side effects of ART for those HIV-positive mothers on full or partial PMTCT regimens (e.g., anemia from zidovudine).
Potential solutions:

· Ensure that whatever department—whether the HIV or ANC clinic—that is meant to monitor lab test results to avoid toxicities (such as anemia) is clearly identified and that staff are aware of the protocol for ordering monitoring labs, e.g., hemoglobin or hematocrit.  
· Ask if the facility has a protocol for assessing potential side effects of ARVs in a systematic fashion using clinical observation.
· Model how to assess for side effects of ARVs , e.g., through the use of physical exam data and lab results, or by providing an in-service talk on this topic.

13. There is poor monitoring of adherence for mothers on ART.
Potential solutions:

· Encourage mentees to inquire about adherence at every follow-up visit.

· Check whether an adherence checklist is used at each visit. 

· Encourage the staff to use open-ended questions when asking about adherence. 

· Consider what can be learned from other efforts to improve adherence to medication, e.g., lessons learned from onsite or local TB programs.

· Model an adherence counseling session.

LABOR AND DELIVERY ISSUES

14. Insufficient labor and delivery packs are available for deliveries (i.e., there is a lack of sterile equipment and/or gloves).

Potential solutions:

· Examine the logistics system and explore the causes for the stock-out:
· Is this a one-time event, or a recurrent problem?
· If recurrent, is it a recent development? Is there a clearly identifiable weak link in the supply chain?
· Is demand for delivery packs at the site outstripping the number delivered? That is; determine if there was an underestimate of the number needed at the site. Or, are supplies being diverted (i.e., stolen?).
· Are supplies being used in the most efficient manner (e.g., are sterile gloves being reserved for deliveries and not being used for procedures with less risk)?

15. Proper sterilization of labor and delivery equipment is difficult in the facility/setting.
Potential solutions:

· Review infection control manuals and guidelines.

· What methods of sterilization are being used? Identify obstacles that prevent proper sterilization from occurring and try to address them.

· Conduct in-service training on proper techniques at your facility (or invite a local expert to give the in-service training).

16. Obstetrical procedures that can increase the risk of mother-to-child-transmission are being used during deliveries of HIV-infected women (e.g., frequent episiotomies, artificial rupturing of membranes, invasive fetal monitoring).
Potential solutions:

· If possible, attempt to quantify the numbers of high-risk procedures that are being performed; use this data to inform the labor and delivery ward managers about these practices.

· Explore and assess knowledge about safe delivery practices with maternity staff. 

· Generate targeted messages and provide educational materials on specific unsafe delivery practices, e.g., post educational job aids or posters for staff in various areas of the labor and delivery ward to help reinforce messages.

· Conduct an in-service training with labor and delivery staff.

17. Rapid HIV testing is not available for mothers presenting to the clinic at the time of delivery (i.e., their HIV status is unknown).
Potential solutions:

· Find out what the reason is for this, e.g., is it that an insufficient number of staff members have been trained to perform rapid testing at the facility? Or are enough staff trained but the facility lacks rapid test kits? Another issue could be that staff who are trained to do the testing and rapid test kits are present, but they are not working in L&D wards. Once source of problem is defined, work with mentees and clinic staff to see if you can help to resolve the issue.
· Underscore the importance of testing mothers before deliveries. Explain how opportunities for PMTCT prophylactic regimens can be missed when the mother’s status is unknown. Put the onus of responsibility on staff to offer these services to clients based on the high prevalence of HIV in the region or area concerned.
POSTNATAL WARD ISSUES

18. Administration of NVP and AZT dosing to infants after delivery from HIV-positive mothers is delayed or omitted.

Potential solutions:

· Determine the reason(s) for the delay in drug administration; e.g., drug is not always available on site, staff need additional training, or protocols are not clear.

· Provide guidelines, job aids, and additional training that get at the root of the problem and help to educate the provider.
· Reinforce to staff the importance of timely administration of prophylactic medications.
· When possible, perform informal chart reviews to ensure that infants receive medication and that the dosing to infants is done on time.
19. Important counseling messages are not being given to mother prior to discharge, including ART adherence principles, infant feeding counseling, etc.

Potential solutions:

· Ensure a linkage to the HIV clinic and specify follow-up, e.g., at 1 week, 2 weeks, etc.

· Encourage staff to create a take-home brochure outlining the follow-up care needed.

· Provide checklists to mentees of critical counseling that should be provided before mother is discharged on topics such as:
· Infant feeding.
· Adherence to ART (i.e., ensure that the mother understands dosing, side effects, etc.).
· Safe sex and family planning.

· Disclosure counseling and support.

· Importance of keeping follow-up appointments with the ART clinic, for postnatal check-up, and for initial HIV testing and evaluation of newborns.
20. Mothers are not being educated about community linkages/support services before discharge.
Potential solutions:

· Help staff to perform a community mapping exercise to assess what services and resources are locally available. 

· Ensure that mothers are educated about, and linked to, community services, as appropriate to their individual situations. These may include: 
· Social support services, including income-generating services, legal advice, etc.
· Community HIV support groups.
· Spiritual support services, depending on patients’ beliefs, or referrals to faith-based organizations.
· Community home-based care referrals, for patients with pressing palliative care issues.
· Referral to organizations that assist with domestic violence issues.
· Nutrition services—organizations that help provide food, etc.
· Support services for alcohol or drug abuse.
· Encourage mentees to consult the resource, “Continuing Care for Mothers, Children and Families Following Prevention of Mother to Child Transmission of HIV Programmes Module,” for a more detailed list of community linkages that can help address needs of HIV-positive mothers (a link to this can be found in the References section of the Toolkit).

INTERPERSONAL ISSUES

21. Mentee judges HIV-positive mothers harshly; treats them disrespectfully, etc.

Potential solutions:

· Explain that HIV-positive individuals also have a right to have children.

· If a country-specific charter for HIV patient rights exists, it would be instructive to introduce such a document to your mentee.

· Provide in-service training about HIV stigma and discrimination for staff. 

· Model good patient-provider communication practices for mentees.

Pediatric ART Clinic Setting

MENTEE ISSUES 
22. Mentees who lack previous pediatric ART training are seeing pediatric patients. 

Potential solutions:

· Arrange training for mentees when they are available. Develop short didactic training opportunities on pediatric topics for mentees. Training should include reviewing pediatric-specific diagnosis methods, clinical manifestations, OIs and treatment options. This is a good way to start getting mentees comfortable with pediatric cases. 

· Conduct a review of specific pediatric cases with mentees to help ensure competency in this area. You may choose to use reviews of charts from pediatric patients as teaching examples to discuss pediatric management with mentees.

· Whenever possible, set up a short-term (i.e., 1–2 week) mentorship program with a professional trained in pediatric HIV care and treatment. This is easier to do in countries that have established pediatric HIV clinics that serve as centers of excellence. The focus of such programs should be ART management, in addition to managing opportunistic infections.
23. Mentees do not encourage adult patients to bring in children for testing and/or subsequent ART treatment when it is needed.
Potential solutions:

· Spend time educating mentees about the importance of encouraging adult patients to test children for HIV. Providers in the clinic, including physicians, nurses, and counselors, should ideally be encouraging testing of all family members, such as talking to adult patients to urge them to bring in their children for testing. 

· Encourage the facility’s staff to hang up posters on the wall in the local language to educate patients and caregivers alike regarding the importance of getting family members tested for HIV.
24. Mentees fail to monitor and document important pediatric clinical information in patient records, such as monitoring trends of height and weight, nutrition and important developmental milestones.

Potential solutions:

· If there are no pediatric growth monitoring charts in the patient’s record, encourage the clinic to add these to pediatric charts.

· Make a developmental assessment a part of the checklist for every visit.

· Educate staff on the importance of charting mentioned indicators in order to better clinically manage pediatric patients; use case studies to emphasize teaching.

· Underscore the importance of keeping thorough documentation of HIV management interventions in both patient charts and passports. Give examples of how failure to record activities can affect proper clinical management and lead to incorrect data being included in ministry of health (MOH) reports, etc. A good example to include is the lack of consistent documentation of patient weight. Providers can fail to notice the beginning of wasting syndrome if they are not paying close attention to trends in weight. Another example of this is a lack of consistent documentation of important patient laboratory results; e.g., if a patient’s hematocrit is not consistently recorded, a provider can easily miss problems that a patient has with AZT-induced anemia.

· If the clinic does not already have flow sheets for monitoring ART services, tracking medications, etc., help to introduce such forms to your mentees. (Make sure that national MOH forms do not already exist before you introduce a new chart form.)
· Provide suggestions to mentees regarding timely documentation of HIV activities, e.g., have mentee spend a brief amount of time charting after every patient encounter or periodically during the day. The introduction of computerized charting in a facility can sometimes help to increase provider efficiency with charting and therefore increase their compliance.

25. Mentees are not comfortable discussing issues of disclosure of HIV status to children.
Potential solutions:

· Mentees need to be trained on how and when to disclose to children. Training sessions with experienced counselors can be very beneficial.

· Disclosure to a child about his/her HIV status is necessary at some stage, but it is something that needs to be handled carefully. Advise the mentees to start discussing this issue with the primary caregiver when the child is 6 to 8 years old. Help the caregiver come to terms with planning how and when to tell the child. This discussion will also provide an opportunity to discuss how mentees plan to answer questions that the child brings to them concerning his or her illness and why he/she is taking medication and visiting the clinic. Disclosure becomes essential as the child reaches early teenage years. Mentees need to become comfortable discussing this with caregivers, in hopes that the caregivers will be able to disclose status to the child successfully.
SYSTEMS ISSUES

26. The facility has no access to liquid formulations of medications for pediatric patients.
Potential solutions:

· Set a minimum stock-out level for ordering medications to ensure a continuous supply.

· Some clinics may use a fixed-dose combination of chewable, scorable tablets for pediatric patients if/as needed instead.

· Some organizations, such as the WHO, Baylor University in Texas, and others, have tools to assist with pediatric dosing for fixed-dose tablets.
27. The facility lacks social support services for orphans and vulnerable children who are eligible for ART.
Potential solutions:

· Find out where these children are located. This can be better achieved by asking community leaders to identify the orphans and vulnerable children (OVC) population in their specific communities. Once they are identified, develop basic local support mechanisms for these individuals, such as helping them to access nutrition centers for meals, schools for education, and clinics for health care. It is important to research which organizations in-country may be already working with the OVC population. After this preliminary research is done, it will be important to coordinate services between all the various organizations. 

· One way to help facilitate such coordination between organizations is, with the permission of the clinic staff or district concerned, to invite a few representatives from the organizations to the clinic to start developing a relationship with clinic staff. This process will help facilitate referral of patients with particular concerns.
· Develop a resource handbook for clinicians to help facilitate referrals. (Remember to include faith-based groups as well.)

· Liaise with departments of social services, international organizations, and with the donor community, including the President’s Emergency Plan for AIDS Relief (PEPFAR), the Global Fund for AIDS, TB and Malaria (GFATM), the Bill & Melinda Gates Foundation, and other potential grantors, to identify resources.
· You may also wish to consider developing support groups for children. They can work well in some settings. They are a good outlet to help children cope with their individual problems.

28. Exposed infants from HIV-positive mothers are not receiving proper follow-up in the ART clinics.

Potential solutions:

· Call a meeting for the maternity, ANC, and ART clinic staff to discuss the implications of infants not accessing testing and follow-up care, and try to come up with local solutions to the challenge. 

· Assist staff to get some data on the number of infants born and the number who accessed follow-up care. The results of this exercise are usually shocking and stimulate a move to improve.

· Develop a PMTCT stamp to be placed in the newborn and mother’s health passport, which informs postpartum floor or ART clinic staff what medications were used at delivery, what medications were given to the infant, date of birth of the infant, follow-up date for the dried blood spot test (DBS), DBS barcode, and a feeding plan for the infant. This initiative requires the full support of district and regional management, as it involves using a legal medical document (i.e., the health passport).
· Mentees or other ART clinic staff members can manually track all deliveries and follow up by creating a registry for this population. This tracking can be coordinated with use of the stamp, together with the health passport. 
· Develop a linkage/referral system between ANC clinics and post-partum clinics for pediatricians. This way, all HIV-positive mothers will already be linked into the system prior to delivery of the HIV-exposed infant.

· Mentor nurses involved in immunization (i.e., the Expanded Program on Immunization (EPI) as well as nurses working in the Integrated Management of Childhood Illnesses (IMCI) in the area of infant diagnosis. Because children present for vaccinations and other care at the level of primary health care clinics, it is a good opportunity for EPI or IMCI nurses to monitor previously HIV-exposed infants.

· Be sure to include “lay midwives” or other community-level/traditional birth attendants in awareness campaigns related to HIV testing of exposed infants and the benefit of cotrimoxazole preventive therapy (CPT) in infants from 6 weeks of age.
· Educate all HIV-positive mothers on proper follow-up for their children.
29. The clinic/facility has difficulty in diagnosing HIV in the pediatric population.
Potential solutions:

· Refer to national guidelines to see if this issue is addressed. 

· Where DBS is not available, mentees need to be trained in diagnosing HIV in children <18 months using existing diagnostic modalities, such as rapid tests, ELISA, clinical staging, etc.

· Encourage use of WHO 2006 pediatric staging recommendations which give indications of probable HIV infection.

· Direct mentees to WHO’s pediatric guidelines, “Antiretroviral Therapy of HIV Infection in Infants and Children in Resource-Limited Settings: Towards Universal Access” as another possible resource.

ADHERENCE ISSUES
30. Poor pediatric adherence to ART persists.
Potential solutions:

· It is particularly important that children have a treatment supporter (usually the primary caregiver) as well as a back-up supporter who can fill in when the primary caregiver is unwell, away from home, at work, etc. This should be established during readiness counseling and before the start of ART. Both the caregiver and the back-up person should be aware of the absolute importance, for the future life of the child, that there is full adherence to all aspects of the program.

· Regarding any confusion about the strict time schedule, mentees should be encouraged to discuss the home situation with the caregivers, and raise questions such as: What is the usual routine? Is the caregiver working? Who will be around at what times in order to ensure 12-hourly dosing? Help mentees to work with caregivers to come up with a plan for timing that will be easy to follow. 

· With pediatric HIV, good adherence is the most difficult task to conquer. This is due to a range of issues, including the various formulations of pediatric drugs (i.e., liquids vs. capsules vs. tablets), poor palatability, cold storage, dosing schedules, inconsistent/sick caregivers, malnutrition, inability to comprehend the reason for taking ART, and stigma. It is therefore of utmost importance to have the caregivers undergo extensive and continuous adherence counseling. Each visit to the clinic should include an adherence check as well as a discussion about adherence in order to troubleshoot problems.

· Encourage implementation of interventions for patient caregivers that can help promote adherence. For example, use color-coded tape on children’s medicine syringes that correspond to the medication package color. This is especially useful for those who cannot read well.
· Create a handout of tips for clinicians about things like changing from liquid to capsule formulations as soon as possible (through suspension of d4T in water, breaking 3TC tablets, etc.), using foods to disguise bad-tasting medication such as Kaletra, rewards for older children who do well (a “star” chart, for example); and training children to take pills. Develop a pill-swallowing protocol for children.

· Mentees should review the regimens and dosing with caregivers at each visit. Pictures/written instructions for the caregiver should be provided.
· Make it clear what the date is for return visits; give reminder appointment slips.

· Encourage and facilitate disclosure to school-aged children, e.g., from around age 6 to 8 years of age.
· When a child is brought to the clinic by someone who is not the caregiver, (and who does not know about the medication, or may not even know about the child’s health as he/she does not live with the child), find out why the primary caregiver is unable to come. A message should be sent home to the caregiver to come to the clinic as soon as possible, so the mentee can discuss with the caregiver, in person, what the follow-up treatment should be, and what the options for scheduling may be so as to better accommodate the primary caregiver. Mentees should consider whether an afternoon appointment or a different day of the week will better suit the work schedule of the caregiver. If it is impossible for the primary caregiver to come at all, then a back-up person should be identified who is involved in the family life, who will know how the child is doing and how to give the medication, and who will be able to consistently attend follow-up visits.
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