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 • HCW = health care worker. 
• Also, provide onsite or explore off-

site “Care for Caregivers” training. 
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 Trainer instructions: Step 4 (slide 26)—5 minutes 
Present slide 26, Characteristics of a Good Mentor, and relate them to systems issues 
presented earlier. 

 

Sl
id

e 
26

 

Review these characteristics that allow a 
mentor to be successful. These deal directly 
with systems issues.  
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 Trainer instructions: Step 5 (slide 27)—5 minutes 
Review the Key Points and ask participants if they have any remaining questions. 
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Session 8: Case Studies 

 Time: 1/2 day* 

Learning Objective 
By the end of this session, participants will be able to: 

• Apply the clinical mentoring skills and techniques learned in this course to real-life 
clinical mentoring case studies 

Session Overview 
Step Time Method Title Resources 

1 1/2 
day* Activity Case Studies (no slides) 

Flip chart and markers 

Worksheets 8.1–8.13 

*This session is organized differently than the other sessions of this training. The format in which this 
session is organized is determined by the facilitators for each training. See trainer instructions below 
for more information. 

Resources Needed 
• Flip chart and markers 

 Worksheets 
• Worksheet 8.1: Universal Precautions 

• Worksheet 8.2: Opportunistic Infections—Basic I  

• Worksheet 8.3: Opportunistic Infections—Basic II 

• Worksheet 8.4: Opportunistic Infections—Advanced 

• Worksheet 8.5: Palliative Care 

• Worksheet 8.6: Pediatrics—Basic I 

• Worksheet 8.7: Pediatrics—Basic II 

• Worksheet 8.8: Pediatrics—Advanced I 

• Worksheet 8.9: Pediatrics—Advanced II 

• Worksheet 8.10: Prevention of Mother-to-Child Transmission I 

• Worksheet 8.11: Prevention of Mother-to-Child Transmission II 

• Worksheet 8.12: Sexually Transmitted Infections—Basic I 

• Worksheet 8.13: Sexually Transmitted Infections—Basic II 
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stain to look for PCP (again, may not be available, or may not be possible if patient is not 
producing sputum), blood cell count (CBC), and a routine chemistry panel. 

− Broad spectrum IV antibiotics, such as ceftriaxone, should be administered as soon as 
possible, either in the clinic or in the casualty department. They should not be delayed 
awaiting the patient’s admission. If necessary, they can be given IM, but IV is the 
preferred approach. Also, because this patient’s CD4 count is under 200, PCP must be 
considered. It seems unlikely that this will be the cause because he has been taking 
prophylaxis well (3 times weekly is usually adequate for adults), but it would be prudent 
to consider before initiating treatment for PCP at this time, until further diagnostic 
information is available. 

2. What valuable lesson can be taught from this scenario? 
− Patients do not always fit into appointment time frames. Although the doctor in this 

case has drawn the right conclusion—that his patient has pneumonia and requires 
admission—the patient remains the clinic doctor’s responsibility until he is in the hands 
of the admitting doctor. The clinic doctor must continue the workup of the patient and 
initiate what might be life-saving treatment before moving on to the next case. In most 
instances, simply writing orders for the nurses to get things started can free up the 
clinician to see other patients while the nurses attend to the sick patient. 

− Another important feature of this case is that this sick, ill-appearing gentleman has 
waited all day to be seen. In this setting, it would be appropriate for the mentor to 
question the triage system in the clinic and to be sure that sicker patients are seen soon 
after they present at the clinic. 
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Worksheet 8.3: Opportunistic Infections Case Study—Basic II 

Case 
A 27-year old man is brought to clinic by his sister. He tested positive for HIV 2 years ago 
and came to the HIV clinic once shortly after testing, but never returned. His CD4 count at 
that single visit was 118. His sister, who is also a patient at the clinic, brought him in because 
of a headache, which has gradually increased over the past 3 weeks. The problem first 
started as neck stiffness and then became a generalized dull pain in the whole head. Today 
the pain is excruciating. The man has difficulty sitting, is irritable and he does not want to 
talk. Physical examination shows an emaciated man with oral thrush. He is not disoriented 
but is drowsy. Deep tendon reflexes are brisk and equal. There are no lateralizing signs on 
his neurological exam. Fundoscopic examination reveals bilateral papilledema.  

Questions 

1. What is the most likely serious opportunistic infection affecting this man? 
− The headache, without lateralizing signs, is characteristic of cryptococcal meningitis, a 

late manifestation of AIDS. With this 3 week history of acute CNS illness and a positive 
HIV test, cryptococcal meningitis always is the most likely cause. A CD4 count is not 
necessary because it almost always will be <100 in this situation. 

2. How does one diagnose this illness? 
− A serologic test for cryptococcal antibody test helps with the diagnosis, if available. 
− The definitive diagnosis is found by examination of the cerebrospinal fluid. 

3.  Will a CT scan be helpful? 
− A CT scan usually does not help in the diagnosis. In areas where there is a high 

incidence of cryptococcal disease, CT scans are not necessary. If another process, such as 
CNS lymphoma or toxoplasmosis is suspected, usually because of lateralizing signs on 
neurologic exam, a CT scan would be useful.  

4. Does the papilledema make a difference in this case?  
− Unfortunately, with papilledema present, one should be wary of doing a lumbar 

puncture. In cryptococcal meningitis, however, a lumbar puncture is not dangerous, and 
it may in fact be lifesaving by lowering the intracranial pressure, and there is no danger 
of uncal herniation.  

Case (continued) 
You and the mentee decide to perform a lumbar puncture. You decide to run the following 
routine tests: VDRL, glucose, protein, cell count, culture, gram stain and India ink stain. 
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Questions 

5. What benefits can a lumbar puncture offer?  
− Often in cryptococcal meningitis, the spinal fluid exits the needle under high pressure 

(>250 mm of water). If the pressure is over 250, remove up to 60 cc each day to prevent 
permanent damage from the high intracranial pressure. The recovery will be faster with 
much less pain if daily lumbar punctures are done. A headache is the best indication for 
more fluid to be removed. 

6. What treatment options are preferred?  
− Because of the severity of this infection, IV amphotericin B for the first 21 days is better 

than fluconazole. The alternative treatment is high dose fluconazole (800 mg/day p.o. for 
the first 21 days). The dose for the remaining 5 weeks (a total of 8 weeks of treatment is 
necessary) is fluconazole 400 mg/day. He should be on prophylactic fluconazole at 200 
mg daily until his CD4 count is above 100 for 3 months, or in accordance with local 
secondary prophylactic guidelines. 

Case (continued) 
The mentee asks you to do the lumbar procedure because he has to go to a meeting. You’ve 
noticed a pattern developing with the mentee. Whenever there is a major procedure to work 
on, he makes an excuse to leave and asks you to do the procedure instead.  

Questions 

7. How would you handle this situation? 
− Ask to speak with the doctor outside of the patient exam room. Tell him that you have 

noticed a pattern of him trying to avoid doing procedures. Ask him why this is. Explore 
whether mentee is afraid of doing procedures, is threatened by your presence, does not 
think procedures are important, etc. 

− Reassure the mentee that you are there to work side by side with him to help him with 
various aspects of clinical HIV management. You are not there to judge him. But also 
remind him that you are not there to do his work either.  The mentee will miss out on 
several good learning opportunities if the mentor does all of the procedures. 

− Encourage the mentee to do the lumbar puncture today. 
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Worksheet 8.4: Opportunistic Infections Case Study—Advanced  

Case 
A 35-year old woman presents to the always busy adult HIV clinic for a routine follow-up 
appointment and medication refill. She denies any problems with her medications and a 
review of her medical passport indicates that she picks up her medications in a timely 
fashion each month. Her CD4 count is now 235, up from 27 when she started ART 12 
months ago. Her weight is unchanged. She tells the male doctor who is working with the 
mentor that day that she has no problems or concerns. She is sent to the nurse for routine, 
scheduled blood tests. The nurse comes back to the doctor to report that the patient 
complained to her about severe vaginal itching, and that she has been bleeding after having 
sex. The doctor, who was just leaving for lunch, tells the nurse to have the patient come back 
in a month if she continues to have these problems.  

At this point, the mentor intervenes, suggesting that the patient could be seen after lunch, 
and that a more specific history and vaginal exam are indicated. The patient returns and a 
more detailed history reveals that she has had a moderate white vaginal discharge for 2 
weeks accompanied by itching, and she has been having some irregular vaginal bleeding for 
4 months with spotting or mild bleeding every time she as intercourse. Sex has become 
painful in the past month. Other than her husband, she has had only one sexual partner; he 
is a truck driver who is home only one or two nights each week. They have three healthy 
children. Her last regular period ended 3 days ago. 

Questions 

1. Should the mentor have intervened in this case or should the patient have been 
allowed to come back in a month? 
− Some might argue that in a busy HIV clinic this problem might have been best treated 

with a topical antifungal cream or oral fluconazole, if the latter was available and an 
approved indication for the local setting. This approach, however would not address the 
issue of bleeding. It may be that the clinic is not equipped to perform the indicated pelvic 
exam. If this is the case, the patient could be referred to the outpatient GYN department, 
but this risks her having to return another day or deciding not to follow up on the issue, 
since the first doctor did not seem very concerned about it.  

− The case illustrates an example of how a busy day might prevent doctors from taking a 
full history or doing the indicated parts of an exam. The doctor in this case cannot be 
faulted for failing to ask more questions about symptoms of which he was not initially 
informed. When the nurse came to him, however, with the problem that she obviously 
was taking seriously, he should have been more prepared to look into the problems. The 
mentor was correct to step up and suggest that the patient be seen. Another approach 
might have been to ask the doctor what he was thinking the patient’s problem was and to 
probe more deeply about the bleeding, which might have prompted the doctor to make the 
decision to have the patient return that day to be further evaluated. 
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Case (continued) 
The doctor decides to perform a pelvic exam. Fortunately, the clinic is equipped to provide 
this service. The exam reveals some flat warts on the patient’s vulva. There are white 
exudates on the walls of the vagina and a white curd-like discharge is present. There is no 
blood in the vault but the cervix is very friable and begins to bleed during the exam. The 
doctor tells the patient that her cervix looks a little unusual and asks her if she has ever had 
a Pap smear. Her reply is, “What is a Pap smear?” The mentor who has been reviewing the 
patient’s medical passport is unable to find any notations regarding a Pap smear. The doctor 
performs the Pap smear, although these are not usually done in the clinic. The doctor also 
asks permission to take samples for a routine sexually transmitted infections (STI) check-up, 
completes the exam, and then permits the patient to get dressed. The doctor then checks that 
the patient’s contact information is correct and asks her return in 1 month to get the results 
of her tests. Also, an antifungal vaginal cream is prescribed for the patient.  

Questions 

2. What factors put this patient at risk for cervical cancer? 
− She has flat warts on her vulvae, which suggest the presence of HPV infection. 

Specifically, HPV types 16 and 18 are associated with both warts and cervical cancer 
(slide 198 in the OI curriculum in the Toolkit). Unfortunately, her symptoms of vaginal 
spotting and newly painful intercourse are suggestive of a more invasive or advanced 
process involving the cervix. Other infections should be ruled out and she should be 
screened or treated for other causes of cervicitis. Although she has had only two sexual 
partners, her husband may have had more, which may have put her at risk for infection 
with HPV and other STIs, including her HIV infection. His job, which keeps him on the 
road, away from home for long periods, allows the opportunity for him to have sexual 
partners other than his wife, thus increasing his and her risk for STIs. 

3. What can the mentor do at this point to help this patient and the clinic? 
− Because Pap smears are not routinely done in this clinic, there is a great risk that the test 

result could be lost or mishandled. At this point, the mentor could step out of the typical 
mentoring role to ensure that the specimen is properly handled and gets to the lab intact.  

− The patient has been on ART for a year, but has never had a Pap smear. Because HIV 
clinics can be very busy, it can be difficult to get everything done. This woman should 
have had a Pap smear done or should have been referred for one. This woman with HIV 
infection is at increased risk of developing cervical dysplasia and cervical cancer. Efforts 
should be made to screen for treatable precancerous changes early on, to prevent the 
development of cancer, which is often untreatable in many developing world settings. 
The mentor might be able to help the clinic develop a system for performing pelvic exams 
and Pap smears more routinely, or a system to ensure these at-risk patients get proper 
referrals and follow-up care.  
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Worksheet 8.5: Palliative Care Case Study 

Case 
Tewodros is a 45-year old man who was first diagnosed with HIV about 4 years ago. He is 
married and has four small children. He works in the city but his family is living several 
hundred kilometers from the city in a rather remote area. For 3 months, Tewodros has been 
taking D4T/3TC and EFV. His initial response was good and his CD4 count that was 
initially 50 was improving. He also noted that he had increased energy level and significant 
weight gain. 

However, now at month four, he returns to the clinic and you note a change in his condition. 
He is now complaining of severe pain in his feet. He said he lost his job because he had 
trouble standing, which is required for his job. He is feeling very depressed about this, 
especially since he does not know how he can take care of his family without a job. He said 
that he does not want to take his medicines anymore because of this.  

You are mentoring a senior physician in the clinic. When the patient reports his symptoms 
of pain and depression, the physician writes him a prescription for ibuprofen and tells him 
not to worry about all of this. The physician then motions to the nurse in the room to call in 
the next patient. 

Question 

1. How would you as the mentor intervene in this situation? 
− You probably won’t have time to talk with the mentee very long about the management 

of this patient; therefore, decide on some targeted teaching points to give now, and then 
talk with the physician at the end of the day when the clinic is over. 

− For now, emphasize to your mentee that this patient may very well be experiencing D4T 
neuropathy. Medication can be prescribed for this neuropathic pain, and sooner than 
later he can try substituting a different NRTI for D4T to see if the symptoms abate. 

− Also suggest exploring the patient’s feelings of depression. Ask questions to identify the 
extent of the depression (also making sure that the patient has no intent of harming 
himself at this point). Ask about support networks for the patient, etc. 

− Model some counseling for the patient so that the mentee can see what an appropriate 
counseling session for this patient would be. 

− At the end of the day, talk to the mentee more about the importance of the palliative care 
approach in HIV clinical management. Talk about the need to adequately address 
physical symptoms, as well as psychosocial issues across the continuum of HIV care— 
from the moment a patient is diagnosed with HIV until death.  

− Provide an in-service lecture for providers in the clinic that includes a discussion of all 
the different types of interventions that can be provided (both pharmacologic and non-
pharmacologic) for common HIV symptoms, e.g., anemia, cough, neuropathy, fatigue, 
diarrhea, etc.  
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Worksheet 8.6: Pediatrics Case Study—Basic I 

Case 
A 28-year old woman brings her 5-year old niece to clinic. She has taken care of this girl 
since her sister, her niece’s mother, died of a wasting illness 3 years ago. The girl has been 
chronically ill with recurring pneumonia and diarrhea. She is small for her age and quite 
thin.  

In the clinic, a rapid HIV test is ordered and the result is positive. 

Question 

1. At what stage of AIDS is this child?  
− This little girl with small stature and failure to thrive is at WHO stage 3 of AIDS, for 

her moderate malnutrition and recurrent pneumonias.  

Case (continued) 
When the mentee receives the positive HIV test result he looks confused. He starts looking 
uncomfortably at the aunt and the patient.  

Questions 

2. How would you intervene with this issue of pediatric disclosure? 
− Ask the mentee if he has ever had to provide HIV results for pediatric patients before? If 

not, ask the mentee if he feels comfortable providing disclosure counseling. 
− Ask the mentee if he would like you to model this counseling session for him. 
− Remind the mentee of important teaching points to include during disclosure 

counseling:  
• Explain benefits of disclosure to the girl’s aunt: Allows children to participate in 

their care and make informed decisions; increases sense of self-control and self-
esteem; reduces anxiety; helps them to develop coping strategies, goals, and a sense 
of hope; supports grieving process; helps them prepare for coming events (illness, 
painful procedures, discrimination, death); reduces secrecy burden on caregiver. 

• Providers should reassure caregivers that their wishes regarding 
disclosure/information sharing will be respected.  

• In general, children tend to follow the lead of their parent/caregivers. If they are 
strongly opposed to certain issues being discussed directly, children will usually not 
ask directly about those issues.  

• Inform parents how information is shared among care team members and that all 
information is kept confidential. Inform families that this information sharing is 
essential to provide the best care for their child and family.  

• Immediately after disclosure, children may not have any questions. Many need to 
process what they have been told. Ideally a clinic visit/counseling session/home visit 
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should be scheduled shortly after the disclosure to assess how the child and family 
are coping. 

• Even if children show no adverse response when disclosed to, they should be 
reassured that the team is there to help them stay healthy and to deal with their 
illness. Whenever possible, they should be given positive messages that their family 
and the health care team will be partners in caring for them. 

3. What tests would you suggest the clinic doctor order?  
− Before starting antiretroviral drugs (ARVs), she should have a CD4 percentage count if 

this is possible. 
− Other preliminary tests would include a stool examination for parasites and a chest x-

ray to rule out pulmonary TB. 

4. What treatment and what advice would you recommend? 
− She should be started on ARVs. 
− She should also receive cotrimoxazole prophylaxis. 
− Any additional underlying infections should be treated appropriately. 
 
 

Session 8: Case Studies Facilitator Guide 
Basics of Clinical Mentoring  Page 8-15 



Worksheet 8.7: Pediatrics Case Study—Basic II 

Case 
A 20-month old girl was born to an HIV seropositive mother. At the time of delivery, both 
the mother and child were asymptomatic. The mother received prophylactic nevirapine but 
the baby received none. At birth, the child weighed 2,400 g. Today, she weighs 7 kg.  

The mother is bringing the baby in for her third clinic visit. You note that the baby walks but 
does not talk. She has had several bouts of bacterial skin infection, and once she had 
pneumonia, which was treated with penicillin. Today, her mother has brought the child in 
because she doesn’t seem as active as other children. She notices that her weight is less than 
the weight of other girls of the same age. She has no diarrhea or vomiting. Upon 
examination, the girl has no fever, but has a few small lymph nodes and a few scattered 
umbilicated papules on her abdomen which her mother says are increasing in number. She 
also has white patches in her mouth that can be scraped off with a tongue blade. Her mother 
says she has noticed these off and on for several weeks.  

 Questions 

1. Will a rapid HIV test be a reasonably reliable way to determine if this child is 
infected with HIV? At what age does maternal antibody generally disappear? 
−  Now that she is 20 months old, a rapid HIV test will be a reliable indication of her real 

HIV status. Maternal antibody disappears by 18 months of age. Prior to 18 months of 
age, an HIV DNA PCR test is the only reliable way to accurately diagnose HIV 
infection in a child or an infant.  

2. How would you determine if this child’s growth retardation is due to 
immunosuppression? Is a simple CD4 count adequate? 
− This child is growth retarded. At the age of 18 months, she should weigh more than 8 kg. 

The history of pneumonia and skin infections is worrisome and might indicate 
immunosupression. An HIV test is indicated. Other causes of growth retardation should 
be considered/investigated, especially issues like food security and neglect. Other 
underlying infections, such as tuberculosis, candidiasis, and enteric infections, should be 
considered. 

 Case (continued) 
You notice that the infant has been displaying signs and symptoms of possible HIV infection 
since her first clinic visit a few months ago. These signs include developmental delays, 
growth retardation, and likely oral thrush and other recurrent infections.  
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Questions 

3. How will you use this opportunity to teach your mentee about HIV testing for 
exposed infants (born to HIV-infected mothers)? 
− Emphasize the importance of providing HIV testing as soon as possible for exposed 

infants, especially those with HIV symptoms. 
− Point out that this infant should have been tested for HIV infection during her first visit 

to the clinic. 
− Teach the mentor about high HIV morbidity rates in children under 5 years of age. 

4. What is the best way to insure that this child has a good chance of survival? 
− If she is HIV positive, she should have a CD4 count and a determination of the 

percentage of CD4 cells of the total lymphocyte count. ARVs should be started (WHO 
Clinical Stage 3—moderate malnutrition not responding to standard therapy, and 
persistent candidiasis after 6 weeks of age. The generalized lymph nodes and molluscum 
lesions are indicators of Stages 1 and 2, respectively). If she is HIV seronegative, then 
other causes of her growth retardation should be investigated.  

− One of the most common causes of death in a child is death or illness in the mother. This 
mother needs to be evaluated with a physical examination and a CD4 count, and she 
should be started on ARVs, if appropriate. In addition, she definitely should take 
cotrimoxazole. 
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Worksheet 8.8: Pediatrics Case Study—Advanced I 

Case 
Your mentee asks you to see a 32-month old boy brought to the outpatient pediatric clinic 
because of weakness and failure to thrive. He is 3 kg below his expected weight for age. The 
physical examination reveals an afebrile, fussy child who does not like to be touched. 
Although his abdomen is protuberant, there is no palpable liver. His lungs are clear. He has 
scaly lesions on his legs. He and his mother have never been tested for HIV. He lives at 
home in the poorest part of town with his mother, father, two older sisters, and 
grandmother. Everyone at home is well; his grandmother was sick last year, but took 
medicine of an unknown type and has recovered. His mother says he does not have 
diarrhea, but his appetite is poor. 

Question 

1. What working differential diagnosis should your mentee be considering in this 
child? 
− HIV disease is strongly suspected, but TB, malnutrition from lack of food, enteric 

parasitic infections, or combinations of these etiologies are also possibilities. 

Case (continued) 
The child is admitted to hospital with a diagnosis of protein-energy malnutrition. The white 
blood count (WBC) and differential are normal. The hemoglobin is 9.5 g/dl. A chest x-ray is 
normal. Stool studies have been collected and are pending. Your mentee, the doctor caring 
for the child, suggests that an HIV rapid test be done on the child. The parents are not 
available to give permission for the test, so the test is postponed until the parents are 
available. He is given vitamins and a nutritious porridge rich in protein and carbohydrates. 
After 2 weeks in the hospital, there is no change in the child’s condition. He seems to have 
no appetite, and he continues to be sullen and fussy. 

Question 

2. What error was made on the first clinic visit? 
− A rapid HIV test should have been done at the time the child was first seen. Not getting 

the result in a timely fashion has further delayed making the diagnosis. Now, the 
parents’ absence is making the case more difficult to sort out and the child’s condition is 
stagnant. All efforts must be made to contact the child’s parents. If available, a hospital 
social worker should be involved. Orders should be left with the ward nurses to contact 
the house staff immediately if one of the child’s parents appears. 
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Case (continued) 
The mentee finally encounters the child’s mother on the pediatric ward. She refuses to grant 
permission for an HIV test because she says if it is positive it would indicate that she also is 
infected with HIV. She doesn’t want to know. Eventually, the child’s father comes and the 
mentee calls you to talk with the father. You persuade the father to give permission for his 
son’s HIV test. He says that he mostly wants to know if his wife is infected, and that this is 
the best way to know the truth about her. The rapid HIV test is done on the boy. The result 
is negative. 

Question 

3. Now what is the most likely diagnosis for the child? How would you direct the 
mentee to proceed? 
− In small children, AIDS, TB, and malnutrition can occur separately or in combination. 

Now that HIV has been ruled out, the diagnosis of TB becomes more likely. The child has 
access to adequate nutrition in hospital, so it is unlikely that this is simple malnutrition 
resulting from poor intake. The history of the grandmother at home who took medication 
is suspicious for TB treatment, which could have exposed the boy to the tuberculin bacilli 
as an infant. 

− A trial of TB medications using the standard pediatric regimen should be initiated as 
soon as possible. 

Case (continued) 
Within 7 days of starting TB treatment, the child begins to eat and gain weight. Fortunately 
for this young patient, he has two treatable illnesses and improvement in his condition can 
be forthcoming. After 8 weeks of induction treatment, the child is ready to be discharged on 
continuation phase TB medications.  

Question 

4. The mentee comes to you with concerns about sending this child home with the 
parents who did not seem adequately concerned about the child’s health at the 
time of admission. How would you advise the mentee to proceed? 
− This is a difficult situation. Hopefully, the parents have visited the child enough in the 

hospital to understand the disease process and the need to continue the TB treatment 
uninterrupted. TB control nurses/personnel should be utilized to ensure that the child 
continues to get his medications. Although it may be difficult in resource constrained 
settings, a social worker should be involved, and home visits would be very helpful. If 
possible, a meeting attended by the boy’s parents, the attending doctor/house staff, the 
ward charge nurse, and the mentor could be arranged to discuss the case and to outline 
an agreeable follow-up care plan. A recommendation should be made that the parents 
and the two sisters at home be evaluated for TB and isoniazid (INH) prophylaxis. 
Referral to any available social supports in the area might help to gain the parents’ 
confidence and trust. If the family is not able to care for the child adequately, he may 
need to be placed in a foster home.  
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Worksheet 8.9: Pediatrics Case Study—Advanced II 

Case 
You are working as a clinical mentor in a busy hospital-based HIV center. There are separate 
pediatric and adult HIV clinics serviced by one ARV pharmacy. Several full-time doctors are 
assigned to the adult clinic, and one full-time pediatrician assisted occasionally by a member 
of the house staff is assigned to the pediatric side of the clinic. There are a number of nurses 
working in both sides of the clinic, most of whom specialize in either adult or pediatric care. 
You are working to mentor all of the doctors in the clinic.  

The pediatrician in the HIV center suddenly goes on medical leave. The hospital 
administrator is able to send a member of the house staff to work in the pediatric clinic only 
two half days per week. This is not adequate to keep up with the flow of patients through 
the clinic; there are several hundred children who get their care at this clinic, many of whom 
are on ARVs. Although it is not your primary responsibility, you are called upon to help 
figure out a solution to this situation. 

Question 

1. Describe several options on how to proceed at this point. 
− If you have a license to practice in this setting, you could step in and begin to see 

patients. This helps with the immediate need of the patients, but takes you away from 
your duties as a mentor. It is a temporary fix, but does show your willingness to help out 
and demonstrates commitment to patient care. 

− You could refuse to do anything, forcing the administration to solve the problem; it 
could easily have happened in your absence, and is likely to happen again after you leave.  

− You could suggest to whoever is in charge of clinic staffing that one of the doctors on the 
adult side temporarily be assigned to work in the pediatric clinic. Although this doctor 
may claim limited experience caring for children, you and the experienced pediatric 
nurses will be there to help. You could work side by side with the doctor seeing pediatric 
patients. This allows you to demonstrate history taking, patient examinations, and 
prescribing practices. It gets the patients seen and cross trains another provider, so they 
are able to see pediatric patients as well as adults. If the pediatrician is going to be out for 
a prolonged period, the position of acting pediatrician could be rotated among all of the 
doctors on the adult side of the clinic.  

− If the pediatric doctor is going to be on leave for an extended period, you can train nurses 
to triage pediatric patients when they arrive at the clinic. This way, physicians can 
concentrate on seeing patients with the most urgent needs. If acceptable in your 
particular country setting, you can train nurses to see stable follow-up adult HIV 
patients who have been successful on ART. This can free up time for one of the adult 
physicians to attend to patients in the pediatric ART clinic. 
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Worksheet 8.10: Prevention of Mother-to-Child Transmission I 

Case 
You are mentoring a group of nurses on the postpartum ward. A 31-year old HIV-infected 
mother had a healthy baby boy 2 days ago, and is scheduled to be discharged this afternoon. 
(Both the mother and baby took prevention of mother-to-child [PMTCT] prophylactic 
regimens). 

During the morning, you notice that the nurse taking care of the patient is barely speaking to 
her. Later, you notice the nurse being extremely rude and unprofessional with the mother 
when she asks for some water to drink. 

You take the nurse aside and tell her that there are several important counseling messages 
that she should be teaching the patient before she leaves. You ask the nurse why she is 
behaving in such a hostile manner with the patient. 

The nurse answers that this mother should have never become pregnant. “Look at how she 
put her poor infant in possible danger because of her foolishness. HIV-positive women 
should never be allowed to have children.” 

Questions 

1. How would you intervene at this juncture? 
− As a mentor, one of your tasks is to help model professional attitudes and behaviors. 

Have a conversation with the nurse in a separate room. Emphasize patients’ rights.  
− Discuss issues of stigma and discrimination. Try to provide the context for the daily 

challenges of stigma and discrimination that some patients have to face. Sometimes 
having the health care worker think about the situation of how they would feel if they 
were in these patients’ shoes or had a close relative with HIV. How would they or their 
loved ones want to be treated? 

− Also talk about the duty of health care workers to treat all patients equitably and justly. 
− Consider providing an in-service training on stigma and discrimination; it can be 

helpful if a PLHIV comes to talk to the staff at the clinic about these issues. 

2. In terms of postpartum counseling, what are some important messages that you 
would like to address with the mother? 
− Ensuring that the patient has appointment to follow-up with ART clinic. 
− Suggesting family planning counseling. 
− Educating the patient about services in the community that may be of service. 
− Linking up patients to community support groups. 
− Suggesting infant feeding counseling. 
− Suggesting partner referral and HIV testing of young children at home (if have not 

already done so). 
− Suggesting safe sex practices and other prevention with positives messages. 
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3. What should the mentee be teaching the patient regarding feeding her newborn?  
− Counsel the mother on breast feeding: 

− The pros of breastfeeding (nutritious, inexpensive, available, protects against other 
infections). 

− The cons of breast feeding (risk of HIV transmission to baby until weaning, 
recommendation of rapid weaning at 4–6 months). 

− The need for adequate weaning foods. 
− Counsel the mother on replacement feeding: 

− The pros of replacement feeding (complete absence of breast feeding eliminates the 
risk of HIV transmission postpartum). 

− The cons of replacement feeding (expensive, time consuming, requires clean water 
supply, fuel). 
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Worksheet 8.11: Prevention of Mother-to-Child Transmission II 

Case 
You are mentoring nurses in the maternity ward. Rose, a 29-year old woman in her third 
pregnancy, delivered a healthy, 3.5 kg baby girl an hour after she arrived at the maternity 
ward. After the birth, she told the staff she had a positive HIV-test result (done at the clinic), 
but did not take the tablet given to her before rushing to the maternity because she did not 
want her family to know about her HIV infection.  

Questions 

1. What treatment does Rose require now? 
− Treating Rose so as to reduce the risk of intrapartum HIV transmission is no longer an 

option. 
− Rose will need a follow-up visit to assess her immunologic status and to determine if she 

needs any HIV-related treatment for her own health. 
− She needs counseling on disclosure issues. 
− She also needs counseling on family planning. 

2. What treatment does her baby require? 
− The infant has not had any nevirapine (NVP) exposure, as Rose did not take it at least 2 

hours prior to delivery. 
− The infant requires single dose NVP (2 mg/kg) and AZT (4 mg/kg) for 4 weeks (course 

of AZT varies depending on national protocol). 
− Emphasize to mentees that even when mothers forget to take their PMTCT prophylaxis, 

to not forget that the baby still has a window to take their own prophylaxis. 

Case (continued) 
Rose is reluctant to disclose her HIV positive status to her husband because she fears his 
reaction. The local HIV physician at the clinic commented in a multidisciplinary meeting 
that “the husband should be told of her HIV status to protect him. The husband needs to get 
tested even if it is against her wishes.”  

3. How would you as a mentor intervene in this situation? 
− You might start the discussion by asking if anyone knows the country’s laws regarding 

disclosure without permission. Members of the group who are familiar with the laws 
might then confirm that it is against the law to disclose private medical information 
without permission from the patient.  

− The mentors might then address the issue of disclosure to the husband with the patient. 
Team members (nurses, counselors, social workers, or psychologists) can to be asked to 
give examples as to how to open the discussion with the patient and introduce the 
concerns of the team while also reaffirming that her information will be kept confidential 
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until she is ready to disclose. The team might also be asked how to support the patient 
during the process of disclosure when she is ready to have her husband accompany her to 
the appointment. 

− The first rule of medical ethics is, “Do no harm [primum non nocere].” Thus, the team 
might also discuss the risks and benefits of disclosure for the patient in this setting. In 
many cultures, there is real concern that with disclosure of HIV status, the husband will 
throw the wife out of the house with her children, thus leaving her further stigmatized as 
well as homeless. With disclosure, there is also a risk that the husband might resort to 
physical abuse. It is important that you as a mentor guide the team in supporting her to 
disclose when she’s ready to do so and in a safe way, to avoid being harmed. For example, 
the patient can ask the husband to come to the clinic where she can disclose the 
information to him in the safe environment there. 
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Worksheet 8.12: STI Case Study—Basic I 

Case 
A 38-year-old woman returns to clinic because of the recurrence of painful sores on the labia 
minor and painful intercourse. She had similar lesions last year, but this year there are more 
sores and the pain is worse. In addition, she has experienced a whitish vaginal discharge 
which aggravates the sores. The woman washes dishes and cleans in a restaurant. Recently, 
she could not work because of her discomfort and tiredness. 

The clinic on this particular day has a long line of patients waiting to be seen. 

The mentee that you are with prescribes a vaginal yeast cream for the patient and tells her to 
come back to the clinic in 2 weeks for follow up. 

Question 

1. How would you intervene in this particular scenario? 
− Talk with the mentee and emphasize that, at the very least, a visual genital exam should 

be performed to assess the sores that the patient reported. Remind the mentee that genital 
ulcerative disease in HIV patients can be severe in presentation and the patient has 
already noted that she is experiencing pain with the lesions.  

− Offer to help the mentee with conducting the exam and finishing up the paperwork for 
the visit. 

Case (continued) 
Upon inspection, there are about one dozen lesions, which appear as discrete 2–4 mm ulcers 
on a reddish base. There has been no weight loss or other general findings. 

Questions 

2. What type of genital ulcers does she likely have? 
− HSV exacerbated by vaginitis—likely vaginal candidiasis. 

3. What WHO stage of HIV is she at? 
− Stage 2 (based on her symptom presentation)—it would be helpful to check the CD4 

count of this patient if it has not been checked in a long time. 

4. What treatment will you prescribe? 
− Acyclovir 200 mg 5x/day for 7 to 10 days. If vaginal KOH prep is positive for hyphae, 

treat for vaginal candidiasis with fluconazole 150 mg 1 time dose or 7 day ‘azole vaginal 
cream. 
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Case (continued) 
Throughout the pelvic exam, you noticed that people kept knocking on the door and poking 
their heads into the exam room. You are upset by the lack of privacy for this patient.  

Question 

5. How would you intervene in this situation? 
− Talk to the clinic staff about privacy issues. 
− Help set protocols for ensuring privacy in the clinic. 
− Suggest that staff and waiting patients should not enter an exam room when the door is 

closed without first knocking and someone giving them permission to enter. 
− Other issues that can be addressed include the physical layout of the clinic, such as 

setting up screens, sheets, or other barriers between patient exam tables and the door, to 
provide a certain degree of visual privacy. 
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Worksheet 8.13: STI Case Study—Basic II 

Case 
You are working with a physician mentor at one of the larger HIV clinics in the city. Today 
there are only two providers at the clinic. Normally there are four providers, but the other 
two are out due to illness.  

A 21-year-old HIV infected man comes to the clinic because he noted a sore on the shaft of 
his penis 3 days ago. This sore does not hurt. He tried to wash the sore several times, but it 
does not improve. He reports that he had sexual intercourse with a new partner 2 weeks 
ago. The physician prescribes acyclovir therapy without doing a comprehensive exam. The 
only part of the physical that is done consists of your mentee looking briefly in the patient’s 
mouth from across the desk. You are alarmed because the physician may miss important 
diagnostic clues or other conditions by omitting a physical exam. 

Question 

1. How would you intervene as the mentor in this situation? 
− Acknowledge how challenging it must be to see so many patients on a daily basis, 

especially given the circumstances of having a higher patient case load than usual.  
− Emphasize the critical importance of doing genital exams on patients who are 

symptomatic. 
− Ask the mentee why he has not done a physical exam on the patient.  

Case (continued) 
The mentee answers that he refuses to do genital exams on the patient because there are no 
gloves in the room or sinks with running water.  

Question 

2. How would you respond to the problem of a lack of supplies in the clinic?  
− This is a common scenario in many clinics around the world. It is important to think 

creatively to come up with effective solutions. 
− If there is no water, explore using liquid sanitizers for hand-washing needs or                

arranging for water to be carried into exam rooms in large basins periodically 
throughout the day. 

− Talk to hospital administration about securing gloves for the HIV clinic, emphasizing 
the need for proper infection control measures throughout the facility.  

− Tell the mentee when there are no gloves in the clinic, he can at least do visual 
inspections by having the patient point to lesions/ ulcerations without the mentee having 
to touch the area. At the very least this can help to narrow down a diagnosis. 
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Session 9: Program Orientation 

 Time: ½ day* 

Learning Objective 
By the end of this session, participants will be able to: 

• Explain the background and details of the country program in which they will be 
working in order to provide appropriate and applicable clinical mentoring 

Session Overview 
Step Time Method Title Resources 

1 1/2 
day* Activity Program Orientation to (no slides) Orientation Tools (as 

identified) 

*The format and content of this session will vary based on the setting and context in which clinical 
mentoring will take place, and the particular needs of the clinical mentor group that is being 
trained/oriented. This Facilitator Guide, therefore, provides general guidelines and suggestions for 
content to include in the program orientation session rather than a detailed, step-by-step approach as 
is provided in other sessions. 

 Orientation Tools* 
• Sample Orientation Schedule for New Mentors 

• Clinical Mentoring in the Field: Important Policies and Procedures 

*These tools are not included in the Participant Handbook as they need to be adapted by the facilitator 
before being given to participants. 
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Trainer instructions 

Overview 
Session 9 is intended to be a half-day session (the second half of the last day of training) that 
orients participants to the specific program and setting in which they will be working. The 
following information is provided as an illustrative overview of the type of content to 
include in this mentor orientation, as well as suggestions for how to structure this time in 
the training. Facilitators should read through the following information and prepare an 
appropriate program orientation for the specific trainees of the workshop.  

Orienting Mentors 
It is important to set up an orientation program for new mentors to familiarize them with 
the specific program and setting in which they will be working, as well as the policies and 
procedures of your organization. Some mentoring programs have brief orientation periods, 
(2 days) and others have longer orientation periods (1–2 weeks).  

Important components of an orientation: 

• Introduction to your organization and its structure. 

• Brief introduction to the history of HIV treatment programs in your setting.  

• Overview of the structure of health care services in your setting (for mentors from other 
countries). 

• Information on logistics (e.g., transport, reimbursement, accommodation).  

• Policies and procedures (see below for a generic document detailing policies and 
procedures to be followed). 

Resources for mentors: Provide mentors with as many resources as possible to help them 
prepare for their mentoring assignments. The following are key documents to include:  

• National clinical care and treatment guidelines (on such topics as tuberculosis, 
antiretroviral drugs, prevention of mother-to-child transmission of HIV). 

• Copies of previous mentoring site reports, which will help mentors better understand 
the context of the facility to which they have been assigned.  

• A CD-ROM of all the training curricula that have been used for HIV training of health 
care workers within the country thus far. 

• A list of suggested tasks for mentors to provide an idea of what their role entails (see 
below for a list of suggested clinical mentoring activities). 

• Documents in the “Tools and Resources for Clinical Mentors” section of the I-TECH 
Clinical Mentoring Toolkit; orient mentors to the resources found here.  

•  I-TECH’s “trigger case scenario” films, found at www.go2itech.org in the Clinical 
Training Materials database.  

• DVD from the previous version of the I-TECH Clinical Mentoring Toolkit (version 1.1). 
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Organizing This Session 
It is important to note that a complete orientation will require longer than one afternoon. 
The time set aside in this training may focus on one area of orientation and should be 
supplemented with additional orientation sessions. Use your discretion as a facilitator to 
assess the participant’s needs, and address an appropriate portion of the mentor orientation 
during this time.  

The sample orientation schedule provided below is for a long-term placement that includes 
a 1-week orientation for the mentor before they go to the clinical site, as well as suggestions 
for weeks 2 and 3 once the mentor is onsite. An optimal long-term placement orientation 
includes an in-country orientation with an observation and teaching period. Note that 
orientation programs for expatriate mentors will be slightly different from programs for 
local mentors. If you have a short-term mentor, you can determine which elements of this 
outline are essential, and provide written materials to the mentor. Conference calls can be 
used to discuss the materials with the mentor and to answer questions. 

Focus areas: Potential areas of orientation to focus on during this time could include the 
following. 

• Starting a mentoring assignment (establishing objectives, baseline assessment) 

• Overview of medical system/structure 

• National treatment guidelines and protocols 

• Reporting requirements 

• Logistical Issues 

Activities: Refer to the following list of sample facilitation options of different methods to 
use during training. Prepare the content to be covered in this session and present it using 
one or more of the methods listed. The following are some examples of how activities could 
be structured in this session. 

Option 1: Small group discussion 
• Divide participants into four groups. 
• Ask groups to discuss and reflect on the setting-specific information presented. 
• Allow adequate time for groups to complete their small group work. 
• Bring groups back together as a large group. 
• Ask groups to take turns presenting what they discussed in their small groups. 

Option 2: Individual work 
• Refer participants to the case studies in the previous session. 
• Ask participants to adapt the case study to their specific setting using the national 

guidelines. 
• Ask participants to work on the cases individually. 
• Allow participants adequate time to complete the cases. 
• Break participants into small groups or come back together as a large group. 
• Ask participants to discuss the cases and answers they came up with as a group. 

Option 3: Large group discussion 
• Ask participants to brainstorm potential challenges and solutions to these challenges 

for their setting. 
• Record the group’s answers on flip chart paper, and ask participants to record their 

answers on their worksheets. 
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Sample Orientation for New Mentor 
Week 1 

Time Day 1 Day 2 Day 3 Day 4  Day 5 

9:00 Welcome and overview of 
orientation  

Toolkit overview  

 

 

Review of materials 
available for use in field 

 

Clinical Team overview 

 

Overview of clinical 
considerations and 
competencies 

 

Medical malpractice 

 

Clinical Team role 

 

Maintaining boundaries in 
the field (how do you assert 
your predetermined role) 

Country-specific orientation 

 

Safety in the field 
 

Communicating in the field 

 

Accessing research and 
information in the field 

 

Medical and dental  

Clinical systems overview 

Patient flow 

 

Clinical hierarchy 

 

Setting up a clinic for  

 

ARV roll-out 

 

Review of all charting forms 
used in the clinic setting 

10:00 

 

 

 

 

 

Organization’s philosophy  

 

Mission 

 

Operating principles 

 

(Continued from above) (Continued from above) 

Pre-ART implementation 
site assessments 

 

Post-ART implementation 
site assessments 

 

(Continued from above) 

Management structure in  

region 

 

Public health infrastructure 

 

Assessing clinic needs post-
ARV roll-out 
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cont. 

Consultant agreement 

 

Structure of organization 

Systems level checklist Decentralized clinic system 

 

Site map of major hospitals/ 
clinics within region where 
mentor will be working 

11:00 Financial orientation  

Financial structure of 
organization 

 

Reimbursement 

 

Travel arrangements 

Site-specific financial 
considerations 

Monitoring & evaluation 
(M&E) 

Current M&E efforts 
overview 

 

Summary of organization’s 
field results, particularly as 
they apply to the country  

(Continued from above) 

Mental health: Dealing with 
your own emotional health 
abroad 

 

Statistics to specific country 

Basic epi data of HIV and 
AIDS in country 

 

Review country guidelines 

Final Q&A with domestic 
team 

12:00 Lunch with program 
manager 

Lunch Lunch with clinical support 
team 

Lunch Lunch 

13:00 Overview of mentorship 

 

Purpose and mission 

 

Contract/agreement for 
terms of mentorship  

 

 

Practicing medicine in a 
resource-limited setting 

 

Ethical considerations 

 

Research considerations 

 

Identifying leaders in the 
field 

Optional site visit (Continued from above) 

Cultural issues working in-
country 

 

Political issues and history 
of country  

 

Region issues 

Free time 
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15:00 Effective training overview 

 

Training of trainers model 

 

How to be an effective 
trainer 

(Continued from above) 

 

 (Continued from above) 

Health care system 
overview 

 

Clinical variation to specific 
country 

 

16:00 Debrief with program 
manager 

Debrief with program 
manager 

 Free time Q&A  

 

 

 

**Sample Orientation for Mentor: Weeks 2 and 3, if in a Setting Different Than the Host Organization 

General guidelines for orientation content during weeks 2 and 3 are below.  
• Overview of in-country organization (if applicable). 
• Overview of materials available onsite to mentor. 
• Overview of key players in the region. 
• Official introductions by host organization to essential persons at site or in region (i.e., CDC country director, etc.). 
• Tour of the area and facility. 
• Observational period in the clinic environment. If mentor is assigned to more than one facility, include observation time at those 

locations (i.e., one urban observation and one rural observation if mentor will be in both settings). 
• Introductions/identification/participation to trainings in the area included. 
• Team teaching with local staff. 
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Clinical Mentoring in the Field: Important Policies and Procedures 
[Host organization: This document is a handout on policies and procedures that can be provided to 
mentors. You should adapt this document as needed, and may wish to supplement it with other 
specific documents related to your organization’s policies and procedures. Note that this document is 
targeted towards expatriate clinical mentors, and may need significant adaptation for your mentoring 
group. Other topic areas that you might want to address include: Air transportation/travel, business 
cards, business expenses, compensation, clinical mentoring agreement, emergency medical 
evacuation, ground transportation, insurance, invoicing, laptop computer, lodging, meals, passport, 
per diem expenses, political evacuation, post-exposure prophylaxis, scope of work, security and 
preventive measures, and visas.] 

This document provides a basic orientation to the policies and procedures that will apply to 
your clinical mentoring activities. Organized alphabetically, this overview is intended to 
assist you in preparing for your upcoming assignment. Please review the document 
carefully and retain it for future reference.  

Decorum 

As a clinical mentor, you will be representing the institution through which you have been 
hired, your home institution, and your country. It is important to consider your actions 
carefully and remember that you are “on-duty” during your entire stay in a country—not 
just while working. Before leaving, research the culturally appropriate decorum for the 
country you will be working in. The US State Department hosts a site outlining country-
specific behavior at: http://travel.state.gov/travel/cis_pa_tw/cis/cis_1765.html#u. In 
general, dress conservatively, speak and act in a quiet and humble manner, and avoid 
situations in which your country’s embassy may need to intervene on your behalf.  

Emergency Situations 

In any emergency situation, contact your host agency, the institution you are representing, 
and your country’s embassy as soon as possible.  

In case of lost/stolen cash, credit cards and/or travelers checks, contact your financial 
organization as soon as possible. Each will provide you with the proper protocol for 
obtaining replacements. Contact your host agency and the institution you are representing 
immediately and alert them to what you will need to safely continue your work and/or 
safely reach home. 

Informed Consent 

You may find it useful to take pictures of your clinical activities to use when training other 
trainers. However, it is necessary to obtain informed consent from all persons depicted in 
your images. Be especially cautious to collect this consent from persons whose private health 
conditions will be disclosed. Although rights of privacy apply to all patients, those patients 
and families dealing with HIV require special caution due to the stigma associated with the 
disease, and the potential for unintended consequences from unexpected publicity of a 
patient’s HIV status. Clinical mentors should never create any media, including written 
documents, photographs, videotapes, etc., which will disclose private medical information 
about patients, without first collecting informed consent from the individual (or the 
individual’s parent or guardian in the case of minors).  
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Tipping 

Few clear rules for tipping are consistently applicable across the world. Generally, a 10% tip 
is acceptable at most restaurants and hotels. Wealthy locals and all foreigners are expected 
to leave some sort of gratuity for any services rendered. In all cases, whenever in doubt, try 
to follow local customs. Also, keep in mind that your actions reflect upon others 
representing your organization as well as your country’s interests abroad. You will often run 
into individuals who will “expedite” a service for you. This may occur at the airport, a 
government office, a train station, or a hotel. Most often, these “expediters” will expect to be 
paid for their services in the form of a small gratuity. 

Travel Documents 

Keep a copy of the front page of your passport, country visa, and immunization records 
separate from the originals, especially for in-country travel. 

 

SECURITY/SAFETY CONCERNS 

• Terrorism: Travelers to certain areas face a risk, usually small, of being caught up in 
terrorist attack resulting from political tensions. People traveling abroad should be 
aware of the potential dangers and be sensible in their precautions. Read up on consular 
reports, be aware of local sensibilities, monitor the media, and be alert. It is important, 
however, to remember that the risk of being involved in a terrorist attack is very small, 
like most other risks of travel. 

• Crime: Crime such as hotel theft, pick-pocketing, muggings, and credit card and ATM 
fraud is common to urban area worldwide. Depending upon the country, the state of 
crime may dictate your actions—such as traveling alone, venturing out at certain times 
of the day, and wearing jewelry. Care should be taken when entrusting one’s credit card 
(or number) to any vendor, as identity theft is common. Travelers should monitor their 
credit card accounts closely during and after travels. The consular information sheets put 
out by the US Department of State are an excellent resource for better understanding the 
current state of crime in a given country.  

• Driving: Perhaps even more of a hazard than terrorism or crime is the threat of traffic 
accidents. Should you elect to operate a vehicle, please exercise extreme caution given 
the relatively high speed of drivers on major roads, poor lighting and paving in rural 
areas, presence of pedestrians and slow moving vehicles, and frequent aggressive 
driving behavior.  

• Disease Outbreaks: In certain countries and/or areas, there is concern about infectious 
diseases. You are responsible for securing appropriate vaccinations prior to travel, and 
for taking necessary precautions with such measures as careful food handling, cautious 
water/beverage intake, and use of mosquito repellants. 




