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Health Care Worker Observation Form: 
Antenatal Clinic (ANC)

	Date of visit:    

Region:            

District:            



Catchment population: 

# ANC clients/month (avg. over 3 months):
Facility name: ____________________________________

Name of mentor: ____________________________________________________

Name of mentee: ___________________________________________________

Discipline of mentee:  

Enrolled nurse  FORMCHECKBOX 
    Registered nurse  FORMCHECKBOX 
   Community counselor  FORMCHECKBOX 

Other (specify): 


Instructions:

This form should be completed following observation of an individual health care worker’s (HCW) interactions with clients and presentation of a group ANC education session. Please note that the form contains space to comment on the following types of sessions that might be observed:

A. Group education session 

B. Pretest counseling

C. Posttest counseling—negative result

D. Posttest counseling—positive result

E. Routine ANC follow-up visit 


1. HIV status unknown


2. HIV-positive


3. HIV-negative

If you do not observe the HCW conducting a particular type of session, please tick the “Not observed” box in the appropriate section of the form. 

The form also includes a section to assess the HCW’s interpersonal skills—this section should be completed for all HCWs observed.

1. Has HCW attended PMTCT training?  Yes  FORMCHECKBOX 
      No  FORMCHECKBOX 

If yes: month/year HCW attended PMTCT training:  _________

Trained by: (organization): ________________________

2. Has HCW attended VCT training?  Yes  FORMCHECKBOX 

   No  FORMCHECKBOX 

If yes: month/year HCW attended PMTCT training:  _________

Trained by: (organization): ________________________

3. HCW presentation of ANC group education session 

Observed  FORMCHECKBOX 


Did not observe  FORMCHECKBOX 

	Did HCW cover the following topics: 
	Yes
	No

	a) HIV testing?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Informed consent?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c)  Pregnancy and HIV?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) MTCT—three ways (during pregnancy, delivery, breast milk)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) Use of nevirapine for mother?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f) Use of nevirapine for baby?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	g) Infant-feeding options (advantages and disadvantages of each option according to national guidelines)?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	h) Partner referral?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



4. Individual counseling sessions

A. Pretest counseling 

Observed  FORMCHECKBOX 



Did not observe  FORMCHECKBOX 

	Did HCW cover the following elements from the VCT cue cards: 
	Yes
	No

	a) Introduction and orientation to the session?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Assess risk?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Explore options for reducing risk?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) HIV test preparation?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



B. Posttest counseling—negative result 

Observed  FORMCHECKBOX 



Did not observe  FORMCHECKBOX 

	Did HCW cover the following elements from the VCT cue cards:
	Yes
	No

	a) Provide HIV-negative test result?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Negotiate risk-reduction plan?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Identify support for risk-reduction plan?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) Negotiate disclosure and partner referral?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) Importance of retesting following window period?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



C. Posttest counseling—positive result 

Observed  FORMCHECKBOX 



Did not observe  FORMCHECKBOX 

	Did HCW cover the following elements from the VCT cue cards:
	Yes
	No

	a) Provide HIV test result?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Provide linkages to care, treatment, and support services?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Negotiate disclosure and partner referral?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) Risk reduction issues?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) HIV and pregnancy: possible HIV transmission to baby?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f) Use of nevirapine in labor?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	g) Nevirapine for baby?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	h) Safe infant-feeding options?
	 FORMCHECKBOX 

	 FORMCHECKBOX 



5. Routine ANC follow-up visit

A. Unknown HIV status

Observed  FORMCHECKBOX 



Did not observe  FORMCHECKBOX 

	Did the HCW: 
	Yes
	No
	Not applicable

	a) Discuss the reasons for not taking the test?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Revisit the benefits of knowing one’s HIV status?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Review safer-sex practices?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) Review infant-feeding options in accordance with the guidelines/policy? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) Provide the test? (If “No,” please comment on why in the comments space below)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f) Provide routine ANC follow-up care?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	g) Discuss future family-planning options?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



B. Known HIV status–—positive

Observed  FORMCHECKBOX 



Did not observe  FORMCHECKBOX 

	Did the HCW: 
	Yes
	No
	Not applicable

	a) Revisit the risk-reduction plan?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Address disclosure and partner referral? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Discuss infant-feeding options?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) Screen client for TB and other OIs?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) Counsel/refer the client for CD4 count?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f) Provide nevirapine to take home according to the guidelines?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	g) Provide routine ANC follow-up care?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	h) Discuss future family-planning options?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



C. Known HIV status–—negative

Observed  FORMCHECKBOX 



Did not observe  FORMCHECKBOX 

	Did the HCW: 
	Yes
	No
	Not applicable

	a) Discuss safer sex practices?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Encourage exclusive breast feeding?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Provide routine ANC follow-up care?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) Discuss future family-planning options?
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	 FORMCHECKBOX 



Please provide comments on items ticked “No” in any of the tables above: (Did provider not cover the information at all? Did provider attempt to address a topic, but did not provide complete information? Was the information provided clinically inaccurate?)

6. Interpersonal skills: Please answer the following questions based on your overall observation of the HCW:

	Did the HCW:
	Yes
	No

	a) Receive patient in welcoming manner?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	b) Create a trusting/supportive rapport with patient? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	c) Listen to patient’s ideas and concerns? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	d) Invite patient to ask questions? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	e) Attempt to respond to each of the patient’s questions?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	f) Avoid judgment or disapproval?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	g) Treat patient with empathy, dignity, and respect? 
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	h) Use language and words that could be easily understood by the patient?  
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	i) Check to be sure the patient understood the information provided?
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	j) Maintain confidentiality? (Conduct session in private area, maintain low speaking voice)
	 FORMCHECKBOX 

	 FORMCHECKBOX 



h. Comments:

7. Brief evaluation of mentee’s strengths (including what skills improved since last evaluation):

8. Recommendations to improve mentee’s practice (mark recommendations agreed upon for next visit):

9. Examples of information you shared/skills you demonstrated that were aimed towards improving the mentee’s practice: 

Mentor’s signature: _____________________________________________

Mentee’s signature: _____________________________________________
Date: __________________________
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