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PURPOSE AND VISIONPURPOSE AND VISION

BASICS can support the following key objectives: 

1. Improve early diagnosis and referral to increase the
number of HIV- infected children receiving HIV care and 
treatment services

• Assessments: service delivery gaps and opportunities 
to improve 

• TA to existing partners: tools, protocols, and training

• Assistance with pediatric case follow-up and tracking

BASICS early communication to USAID missions : 



PURPOSE, continuedPURPOSE, continued

2. Prevent pediatric mortality early in HIV disease and in 
children receiving ART 

• TA to create synergies between HIV and child health 
programs 

• Improve the management of common childhood 
illnesses in HIV positive children

• Increase the use of cotrimoxazole prophylaxis in 
children

• Increase the use of preventive care packages (PCP)
• Support ART adherence, palliative care. pain relief

• Integrate and train on IMCI-HIV 



PURPOSE, continuedPURPOSE, continued

3.  Put the “ C” into PMTCT

• Improve early detection and follow-up for care 
and  treatment (OI prophylaxis, etc.) of HIV-
infected infants.

• Ensure the introduction of essential newborn 
care into PMTCT programs



VISIONVISION

• All mothers with HIV have access to PMTCT programs. 

• All infants born to mothers with HIV, are diagnosed and get 
the treatment they need within the first few weeks of birth.

• Children born to mothers with HIV who are not 
reached in the immediate postpartum period are 
found early enough to prevent unnecessary morbidity and 
mortality. 

• The public health community takes up the needs of infants 
and children under five with HIV with the same vigor that they 
have committed to universal testing, male circumcision, and 
PMTCT. 



We have been sitting listening to 
presentations for a few minutes. I am 
on my 10th slide. 

Suddenly there is an eruption of noise and 
in march 100 children under 5, the older 
ones carrying the babies. They have signs 
and banners and songs and are demonstrating 
for greater access to HIV care and treatment 
services. 

This scene has happened at AIDS
conferences for over a decade.

Whenever I put on my “under five 
with HIV lens” I wonder if someone 

shouldn’t be marching. 

Imagine



BASIC FACTS 
AND 

REALITIES 



• Without treatment, 50% of 
HIV infected infants will die before 
their second birthday

BASIC FACTS AND REALITIES



� About 90% of HIV transmission to infants occurs 
during pregnancy, labor, delivery or 
breastfeeding. 

� 2007: 34 percent of HIV-positive pregnant 
women received ARV prophylaxis. 

• This represents a substantial increase from 14 
percent in 2005. (UNGASS, April 2008) 

BASIC FACTS AND REALITIES, cont’d.



HIV Testing in Infants

� The common HIV test detects HIV antibodies.

� The virological tests detect the actual HIV virus –these 
use PCR or polymerase chain reaction. 

� Infants get antibodies from their mothers so any 
antibody test will be positive until they excrete the 
mother’s antibodies at about 9 – 15 months of age. 

� If the infant is breastfed and the first virological test is 
negative, it must be repeated after 6 weeks of no breast 
milk. 

� One positive virological test at 4-8 weeks  is sufficient to 
diagnose infection in a young  infants.



REALITIES, CONTINUED

� Number of children living with HIV
� 2.5 million children younger than 15 years of age are 

living with HIV (of a total 33 million)
� ~ 90% in sub-Saharan Africa

� 370,000 children were newly infected with HIV in 2007
� = 14% of total new infections

� 270,000 children (of  2.0 million total) died of HIV-related 
illnesses in 2007 

� = ~14 percent of total deaths due to AIDS.  

AIDS epidemic update, November 20078 Geneva, UNAIDS, 2008



Multiple approaches are needed to find infants with 
HIV. 

Why?

Infants and children fall into the following categories in terms of 
their HIV status:
(those in red are hardest to identify)

� Unknown if exposed/asymptomatic 
� Unknown if exposed/symptomatic
� Known to be exposed /asymptomatic
� Known to be exposed/symptomatic
� Known to be infected/ asymptomatic
� Known to be infected/ symptomatic

REALITIES, CONTINUED



� Only 8% of infants born to pregnant women with HIV in 
2007 were tested for HIV within the first two months of 
birth. 

� Only 4% of infants born to women living with HIV initiated 
co-trimoxazole prophylaxis as indicated in WHO 
guidelines.

� Number of children on ART:
• In 2005: 75 000 
• In 2007: 200 000. 
• Many still not on treatment
• Mortality remains high

REALITIES, CONTINUED



� Co-trimoxazole preventive therapy (CPT) reduces 
incidence and severity of opportunistic infections  (e.g., 
pneumonia, bacterial infections, malaria). It costs about 
$10/year per child. 

� Zambia study (Lancet 2004):
45% reduction in mortality among HIV infected children 
who received co-trimoxazole prophylaxis regardless of  
CD4 count

REALITIES, CONTINUED



� Randomized controlled trial in South Africa 
demonstrated that starting  ART before 12 weeks of age 
reduces early mortality by 75%.

� This study and others have led WHO to change 
guidelines on treatment initiation for HIV infected infants 
under 12 months of age. 

Violari A. Cotton M, Givv D et al. Antiretroviral therapy initiated before 12 
weeks of age reduces early mortality in young HIV-infected infants: 

evidence from the Children with HIV Early Antiretroviral Therapy (CHER) 
Study. Presentation at IAS meeting 

REALITIES, CONTINUED



� At 12 months old, up to 85% of HIV-exposed infants are 
lost to follow-up from clinics providing services for 
preventing mother-to-child transmission.

� At six months of age, 75–80% already lost to follow -up.

Patton J et al. Evaluation of Dried Whole Blood Spots Obtained by Heel or Finger Stick as 
an Alternative to Venous Blood for Diagnosis of Human Immunodeficiency Virus Type 1 
Infection in Vertically Exposed Infants in the Routine Diagnostic Laboratory. Clinical and 
Vaccine Immunology, February 2007, Vol. 14, No. 2. 

REALITIES, CONTINUED



� Few health care workers are trained in pediatric
HIV.

� Low skills contribute to a low index of suspicion. 

� No routine offer of HIV testing for infants and 
children, even in the presence of symptoms 

� Diagnostic HIV testing is not routine at 
MCH/RCH clinic, IPD and OPD.

REALITIES, CONTINUED



� Providers report that counselling and testing of 
children is difficult, many are not trained to do this, 
and it is therefore not usually offered. This is 
especially true for under fives.

REALITIES, CONTINUED



PROGRAM APPROACHES PROGRAM APPROACHES 
and and 

ACCOMPLISHMENTSACCOMPLISHMENTS



BASICS was prepared to provide country support to BASICS was prepared to provide country support to 

realize the approach described in the next few slides. realize the approach described in the next few slides. 

Without Mission buyWithout Mission buy--ins beyond Rwanda and Malawi, our ins beyond Rwanda and Malawi, our 

approach was to undertake advocacy described in our approach was to undertake advocacy described in our 

Accomplishments section and to maximize opportunities in Accomplishments section and to maximize opportunities in 

Rwanda and Malawi to implement the approaches detailed Rwanda and Malawi to implement the approaches detailed 

in our recommendations. in our recommendations. 



GOAL:
Improve the access of  HIVImprove the access of  HIV --exposed and infected exposed and infected 

infants and children to HIV care and infants and children to HIV care and 
treatmenttreatment



COMMON MISSED OPPORTUNITIES COMMON MISSED OPPORTUNITIES ––

A framework to guide program improvements A framework to guide program improvements 

PROGRAM APPROACHES PROGRAM APPROACHES 



MotherMother

Adult Adult 
with HIVwith HIV

� Does the PMTCT site 
monitor whether the HIV 
infected mother returns for 
follow up?

� Does the PMTCT site 
ensure that the baby is 
tested for HIV or clinically 
assessed over time? 

� Does someone put the 
baby on CTX prophylaxis at 
6 weeks? 

� Does the HBC worker 
ask about HIV status of 
infants/ children in the 
household with someone 
with HIV – and refer for 
testing and care and 
treatment, if indicated.

� Do OVC programs 
assess children for HIV 
infection and refer?

� Does the HCW identify exposed infants? 
– check mother’s card or do rapid test?

� Does the HCW look for signs of HIV in 
infants and children ,e.g., id failure to 
thrive, recurrent pneumonias?

� Does the HCW ensure the infant gets 
CTX prophylaxis?

Home-based 
care programs
OVC Programs

� Does the HCW 
who sees the 
adult HCT or ART 
patient ask about 
children in the 
household and 
whether they 
have been tested 
for HIV?

HCT or HCT or 
ART ART 

SITESSITES

MCH 
Clinic/PMTCT

site

HIV+ mother delivers

MotherMother InfantInfant

MCH/ IPD/OPD

Missed Opportunities for Pediatric HIV: Program Che cklistMissed Opportunities for Pediatric HIV: Program Che cklist



� Does the HCW who sees the 
adult ART patient ask about 
children in the household and 
whether they have been tested 
for HIV?

Revise clinic intake forms 
at ART and HCT sites to 
include questions about   
HIV status of children

� Does the PMTCT site monitor 
whether the HIV infected mother 
returns for follow up?

� Does the PMTCT site ensure that 
the baby is tested for HIV or 
clinically assessed over time? 

� Does someone put the baby on 
CTX prophylaxis at 6 weeks? 

Establish tracking system

Harmonize mother-infant 
cards to reflect HIV status

Peer mothers to f/u
postpartum

Early postpartum f/u visit

PROGRAM APPROACHES PROGRAM APPROACHES 



Train HBC and OVC workers 
in how to ask about HIV 
status of children and provide 
tools and resource directories 
for referrals. 

� Does the PMTCT site

� Does the HBC worker 
ask about HIV status of 
infants/ children in the 
household with someone 
with HIV – and refer for 
testing and care and 
treatment, if indicated.

� Do OVC programs 
assess children for HIV 
infection and refer? 

PROGRAM APPROACHES PROGRAM APPROACHES 



Conduct training, develop 
tools and provide supportive 
supervision for HCWs at 
MCH sites

National scale up campaign 
for cotrimoxazole
prophylaxis that addresses 
logistics systems, HCW 
training, mobilization of 
districts for scale up. 

� Does the HCW identify 
exposed infants? – check 
mother’s card or do rapid 
test?

� Does the HCW look for 
signs of HIV in infants 
and children ,e.g., id 
failure to thrive, recurrent 
pneumonias?

� Does the HCW ensure 
the infant gets CTX 
prophylaxis?

PROGRAM APPROACHES PROGRAM APPROACHES 



Early Infant Diagnosis (EID)

� Early diagnosis of HIV in infants is essential. 

� DBS PCR - transport specimens from lower level to tertiary 
site with PCR is one approach to this challenge.

PROGRAM APPROACHES, cont’d.

� Early diagnosis of HIV in infants is essential. 

� DBS PCR - transport specimens from lower level to tertiary 
site with PCR is one approach to this challenge.



Package of prevention & care

CARE TREATMENT AND SUPPORT FOR ALL HIV EXPOSEDHIV EXPOSED

• Early diagnostic testing for HIV infection 
• Infant feeding counselling and support 
• Cotrimoxazole prophylaxis 
• Assessment, management and follow up of common conditions 
• Regular growth monitoring, developmental assessment &support
• Immunization 
• Prevention, screening and management of tuberculosis
• Prevention and treatment of malaria

Care and support for  
for uninfected

Care and support 
where status still 

unconfirmed

Care for the infected child

Early Diagnosis

WHO, Crowley, 2007



BASICS
ACCOMPLISHMENTS

GLOBAL AND  COUNTRY
EXPERIENCE



TECHNICAL LEADERSHIP ACTIVITIES 

� ADVOCACY – Events, Presentations, Technical Group Co ntributions 

• Taking Every Opportunity: Ensuring Infant Access to  Early HIV 
Diagnosis, Care and Treatment. HIV Implementers Rou ndtable. GHC 
October 2008 

• Saving Infants: PMTCT, Postnatal Care and Early Ped iatric HIV 
Interventions. Global Health Council Panel Presenta tion, 29 May 2008

• Essential Care and Missed Opportunities for Access for  HIV-Exposed 
and Infected Infants and Children. CORE HIV Working  Group Meeting-
Pediatric HIV and AIDS: A Review of the State of th e Art. SOTA April 
2008

• A Chance for Children: Addressing critical issues i n pediatric HIV 
programming. GHC Auxiliary Session 2007

• Partner presentations at JSI/DELIVER, PATH and othe rs, 2007-2009

• World AIDS Day National Press Club. Dec 2006



� Participation on the UNICEF/WHO IATT Pediatric HIV 
Technical Working Group

• Led development of the scale up guide: Cotrimoxazole Preventive 
Therapy (CPT) for HIV-Exposed and HIV-Infected Infants and 
Children: Practical Approaches to Implementation (in the press)

• Edited and contributed to: Scale Up of HIV-Related Prevention, 
Diagnosis, Care and Treatment for Infants and Children: A 
Programming Framework. June 2008

• Contributor to Clinical Mentoring workgroup

• Contributor to Guide on HIV Testing and Counseling in Children (West 
Africa and global guides) 

TECHNICAL LEADERSHIP, cont’d.



TECHNICAL LEADERSHIP, cont’d .

� Tools and Job Aids

• Pediatric HIV Diagnosis Algorithm (Rwanda, 2008)

• Key Health messages on Pediatric HIV (Rwanda, 2008)

• Revision of PMTCT Guidelines with MOH/Malawi (2008)

• District Action Planning Tool in Pediatric HIV (Rwanda, 2007)

• Pediatric HIV Orientation Module for Frontline Health Care 
Workers (Malawi, 2008 and generic adaptation in progress)

• Comprehensive Referral Tool in Pediatric HIV Care and 
Support (Rwanda OVC program tool, 2008)

• Co-trimoxazole Prophylaxis Algorithm (Rwanda, 2007)



Africa Regional Activities
• Collaboration with African Network for Care of Children 

Affected by HIV/AIDS (ANECCA)

• Participation and presentation at the Regional Technical 
Forum on Pediatric HIV and AIDS, Entebbe, Uganda, 
March 2008

Asia Regional Activities
• Advocacy through participation and presentation at 

conference sponsored by UNAIDS, Catholic Bishop’s 
Conference of India and CMMB:  Church’s Concerted 
Response to HIV & AIDS in India, New Delhi, India,  April 
2007

• Advocacy through participation and presentation on HIV 
Medicine Training Workshop in East Timor. November 2008

TECHNICAL LEADERSHIP, cont’d.



Technical Assistance 
• Tanzania
• Malawi
• Rwanda
• Western Kenya

Program Implementation
• Rwanda
• Malawi
• Swaziland

COUNTRY ACCOMPLISHMENTS



TECHNICAL ASSISTANCE 
to COUNTRIES

� Tanzania

Led a CDC-USAID-EGPAF-BASICS pediatric HIV 
assessment team in Kilimanjaro, Iringa and Mbeya
regions of Tanzania 

• Community, facility and health system components 
of pediatric HIV diagnosis, care and management 
functions and services. 

• Report disseminated. 

• Recommendations submitted for COP funding of 
BASICS but no follow-on work possible.



TECHNICAL ASSISTANCE to COUNTRIES, cont’d.

� Western Kenya

In collaboration with World Vision and the APHIA II project in 
Western Kenya

Assessed clinical and community pediatric HIV services and 
conducted interviews in the community about HIV testing, care 
and treatment of children. 
Debriefed at PATH offices in Nairobi, provided data and 
recommendations to the APHIA II team. 

Reviewed gaps regarding children under 5 with HIV in World 
Vision OVC document.



Rwanda

• Conducted assessment of current pediatric HIV services, 
implementing partner activities and issues of integration with 
child health activities in the country – presented to USAID in 
2005. 

Malawi

• Drafted, piloted and revised a pediatric HIV Orientation 
module for HCW staff two day course to improve early 
identification and referral of HIV exposed and infected infants 
and children in inpatient and outpatient units

TECHNICAL ASSISTANCE to COUNTRIES, cont’d.



Swaziland:  BASICS and partners implemented the integration of 
focused quality postnatal care for all postpartum women and their 
newborn babies in ANC and PMTCT. 

� Objective: Improve the follow-up and care of HIV positive 
mothers and their exposed babies, who were being lost to care 
after being identified by the national PMTCT program during ANC.

• Training and supportive supervision to 132 health staff 
involved in MNH care

• Facilitated system improvements to provide the new 
postnatal care services

• At one year, evaluation showed improvement in uptake for 
cotrimoxazole prophylaxis (13 percent to 37 percent) 
(p<0.01). 

TECHNICAL ASSISTANCE to COUNTRIES, cont’d.
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COUNTRY PROGRAM 
ACCOMPLISHMENTS



COUNTRY PROGRAM ACCOMPLISHMENTS

MALAWI - PMTCT advisor placed by BASICS at the MOH 
supported the following developments since 2007:

� Strengthening policies in PMTCT/Pediatric HIV and AIDS
� Integrating Pediatric HIV Care in postnatal care, child health and 

family planning services to identify exposed infants  
� Early infant diagnosis - commenced DNA PCR testing, 
� Introduced CPT for HIV exposed and infected infants from 6 weeks

of age

� Contributed to the development pediatric HTC guidelines
� Updated PMTCT Five-Year Scale Up Plan 2008-2013. 3rd Edition
� Training of health care workers in PMTCT/Pediatric HIV care
� Regular meetings with PMTCT Coordinators and supportive 

supervision to selected districts
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RWANDA

� Placed MCH advisor in the MOH (2006 to present) 
• Established  partnerships with 

• Treatment and AIDS Research Center (TRAC)
• National AIDS Coordinating Organization (CNLS)
• Ministry of Health/Maternal and Child Health
• Intrahealth/Twubakane project 
• Intrahealth/Capacity project
• CHAMP 
• World Vision

� Strengthening policies in pediatric HIV and AIDS through 
IMCI and Child Health Strategy for Rwanda

COUNTRY PROGRAM ACCOMPLISHMENTS, cont’d.



� Trained health care workers on integrated IMCI-HIV-Birth 
Spacing services

� Developed and adapted job aids for program implementation 
at multiple entry points to care at health facilities and in the
community

� District & Health Facility Action Planning in pediatric HIV

� Regular supervision and mentorship at the district level

� Joint Monitoring of IMCI-HIV-BS activities in the district with 
MOH/MCH

COUNTRY PROGRAM ACCOMPLISHMENTS, 
Rwanda, cont’d.



Partners: MCH/MOH, EGPAF, TRAC, Lux Development, Global Fund, 
CHUK, CNLS, Counsel National de la General,  CARE, CRS,, ICAP, FHI, 
Clinton Foundation, UNFPA, IRC, CHAMP, RRP+, AIDSRelief, CONCERN 
Worldwide, CDC, and others.

� 109 registered participants from 23 districts  hospitals, 26 
health centers and 17 district head, 19 partners

� Outcome:  district action plans to address missed 
opportunities in pediatric HIV at eight entry points to care  
(pediatric in and out patient, ANC/PMTCT, ART, MCH, 
OVC, HBC , VCT, nutrition/feeding sites) developed and 
disseminated to districts by TRAC

� Summary of Action plans from all the entry points to care       
disseminated to districts by TRAC

COUNTRY PROGRAM ACCOMPLISHMENTS, 
Rwanda, cont’d.
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SELECTED 
RECOMMENDATIONS



Continue
facility, health system, 
clinical care and laboratory 
efforts 

Increase community education, 
mobilization and outreach efforts



� Expand the use of all entry points to test infants and 
children

� Ensure policy guidelines support infant and child testing

� Use the child health platform to find and care for under 
5s

• Introduce detailed guidelines for counseling and 
testing infants and children in OPD, IPD, MCH 

• Use HIV positive parents as entry points to find 
exposed infants and children

• Link MCH, PMTCT, ART, TB, and HBC programs 
through referral systems, training, etc. 

Recommendations



� Strengthen follow up of HIV-exposed infants

• Harmonize and institutionalize use of mother-infant 

cards

• Establish facility-community linkages

• Institute early virological HIV testing at 6 weeks 
wherever possible (including using DBS-PCR)

• Introduce earlier antibody testing (9-12 months)

• Institutionalize Co-trimoxazole prophylaxis as early as 
possible (4-6 weeks) 

Recommendations, contRecommendations, cont ’’d.d.



• Establish policy of a post partum follow up 
visit within 3 days of delivery (ideal) with f/u at 
2, 4/6 weeks. 

• Integrate pediatric HIV activities into regional 
and district health plans. 

• Use NGOs, CBOs or CHWs to follow up 
mothers in the community after delivery 
automatically or at least when there is a  no-
show within x no. of weeks post partum.

Recommendations, contRecommendations, cont ’’d.d.



• Expand IMCI-HIV 

• Support peer mother approach 

• Train all providers who encounter infants and children 
(MCH, pediatrics inpatient) on pediatric HIV care and 
support.

• Use a phased approach --- scale up early identification, 
testing, CPT, etc. while expanding PMTCT and ART 
services. 

• Educate parents and communities – address  fear, 
stigma, access issues

Recommendations



• Train HBC workers to identify and refer HIV exposed and 
infected infants and children 

• Develop protocols and referral mechanisms for this

• Establish communication mechanisms between facility 
providers and community leaders, VHWs, TBAs, etc. 
regarding the needs of infants and children in the 
community, e.g., HIV testing, referral for care.

• Utilize community groups, VHWs to do f/u of defaulters 
and provide psychosocial support and adherence 
counseling to families with infants/children w/ HIV.

Recommendations, continued



• Increase the engagement of PLWHAs through their 
groups in outreach, adherence counseling and 
community education on pediatric HIV. Many members 
are mothers!

• Assess the best strategy regarding HIV C and T and care 
and treatment for older children, and especially orphans. 

• Develop mechanisms to link OVCs with care and 
treatment services

Recommendations , continued



Thanks to USAID, our field staff, implementing 

Partners, UNICEF, ANECCCA and others for collaboration 

on this important work over the past several years.  



Useful References on Pediatric HIV
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Geneva, World Health Organization, 2007 
(http://www.who.int/hiv/pub/guidelines/pmtct/en/index.html,  retrieved 10 May 2009)

2. Guidelines on co-trimoxazole prophylaxis for HIV-related infections among children, 
adolescents and adults: recommendations for a public health approach. Geneva, World Health 
Organization, 2006

(http://www.who.int/hiv/pub/guidelines/ctx/en/index.html,  retrieved May 10, 2009).

3. Antiretroviral therapy of HIV infection in infants and children in resource-limited settings: 
towards universal access. Recommendations for a public health approach. Geneva, World 
Health Organization, 2006 (http://www.who.int/hiv/pub/guidelines/art/en/index.html, retrieved 
10 May 2009)

4. UNICEF/WHO 2008. Scale Up of HIV-Related Prevention, Diagnosis, Care and Treatment for 
Infants and Children: A Programming Framework. June 2008

5. UNICEF 2008 Children and AIDS: Third Stocktaking Report, 2008
Children and AIDS: Third Stocktaking Report, 2008. Retrieved 10 May 2009. 
http://www.unicef.org/publications/index_46585.html



References in Pediatric HIV cont’d
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