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Introduction
TARGET USERS: FOR WHOM HAS THE TOOLKIT BEEN
WRITTEN?

This toolkit was developed as an easy-to-read, “at-a-glance” job
aid for healthcare providers working with adolescents living with
HIV. It is based on the more detailed handbook developed by Wits
RHI and the Southern African HIV Clinicians Society Working with
adolescents living with HIV: A handbook for healthcare providers
(2015) hereafter referred to as the ‘Handbook’. Readers who would
like further information are referred to relevant chapters in the
Handbook.

The toolkit has been developed primarily for frontline healthcare
providers working with adolescents living with HIV at primary health care
facilities in South Africa.

REFERENCES

See the handbook for additional references for material used in this
toolkit

PURPOSE OF THE TOOLKIT

Adolescent HIV is a relatively new and important area in the field of HIV
management. As the epidemic has evolved, programmes have focused on
adult, paediatric and PMTCT services. With this new cohort of perinatally
infected children moving into adolescence (plus young people being
infected with HIV during their childhood and adolescence), there is a
growing need for healthcare providers to develop the competencies and
confidence required to render care to this specific client group.
The toolkit has been developed as a quick, handy reference to assist
healthcare providers to manage adolescents living with HIV and is
complemented by the more detailed Handbook.
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Abbreviations and acronyms
ABC
AAP
ADHD
AFB
AIDS
AIN
ALHIV
ALP
ALT
ANC
ART
ARV
ASCUS
ATV/r
AZT
BAL
BMD
BMI
cART
CD4
CET
CICT
CLD
CMV
CNS
COC
CPE
CPT
CrAg
CSG
CT scan
CTOP
Cu IUD
CVD
d4T
ddl
DEXA
DMPA
DNA
DOH
DOT
EBV

Abacavir
American Academy of Pediatrics
Attention deficit hyperactivity disorder
Acid-fast bacilli
Acquired immunodeficiency syndrome
Acute interstitial nephritis
Adolescents living with HIV
Alkaline phosphatase
Alanine transaminase
Antenatal care
Antiretroviral treatment/therapy
Antiretroviral
Atypical squamous cells of undetermined significance
Atazanavir/ritonavir
Azidothymidine/zidovudine
Balanitis/balanoposthitis
Bone mineral density
Body mass index
Combined antiretroviral therapy
Cluster of differentiation antigen 4
Cervical excitation tenderness
Client-initiated counselling and testing
Chronic lung disease
Cytomegalovirus
Central nervous system
Combined oral contraceptive
CNS penetration effectiveness
Cotrimoxazole prevention therapy/prophylaxis
Cryptococcal antigen
Child Support Grant
Computerised tomography scan
Choice on Termination of Pregnancy Act 92 of 1996
Copper intrauterine device
Cardiovascular disease
Stavudine, Zerit
Didanosine (Videx EC, Videx)
Dual energy X-ray absorptiometry (DEXA scan –measures bone mineral density)
Depot medroxyprogesterone acetate (Depo-Provera)
Deoxyribonucleic acid
National Department of Health
Directly observed therapy
Epstein-Barr virus

EFV
ELISA
EUA
FBC
FDC
FTC
FNA
GAD
GBV
GFR
GP
GUS
HAART
HAD
HAND
HBV
HCT
HDL
HIV
HIVAN
HIVE
HIVICK
HPV
HSIL
HSRC
HSV-2
IEC
IMAI
INH
IPT
IRIS
IUCD
IUD
IVIG
L
LA
LAP
LARC
LD
LDL
LIP

Efavirenz (Sustiva, Stocrin, Efavir)
Enzyme-linked immunosorbent assay
Examination under anaesthesia
Full blood count
Fixed-dose combination
Emtricitabine (Emtriva)
Fine needle aspiration
Generalised anxiety disorder
Gender-based violence
Glomerular filtration rate
General practitioner
Genital ulcer syndrome
Highly active antiretroviral treatment/therapy
HIV-associated dementia
HIV-associated neurocognitive disorder
Hepatitis B virus
HIV counselling and testing
High-density lipoprotein
Human immunodeficiency virus
HIV-associated nephropathy
HIV encephalopathy
HIV immune complex kidney disease
Human papillomavirus
High grade squamous intraepithelial lesion
Human Sciences Research Council
Herpes simplex virus type 2
Information, education and communication
Integrated Management of Adolescent and Adult Illness (WHO)
Isoniazid
Isoniazid preventive therapy
Immune reconstitution inflammatory syndrome
Intrauterine contraceptive device
Intrauterine device
Intravenous immunoglobulin
Litre
Lipoatrophy
Lower abdominal pain
Long-acting reversible contraception
Lipodystrophy
Low-density lipoprotein
Lymphoid interstitial pneumonitis
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Abbreviations and acronyms continued
LNG-IUS
LNMP
LPV/r
LSIL
MAC
MDMA
MDR/XDRTB
MEC
MMC
MTCT
MUAC
MUS
NAFCI
NET-EN
NGO
NIMART
NNRTI
NRTI
NTM
NVP
OCD
od
OI
OTC
PCOS
PCP
PCR
PEP
PEPFAR
PHC
PI
PICT
PID
PIs
PMTCT
PRC
PrEP
PTSD
PZA
RIF

Levonorgestrel intrauterine system
Last normal menstrual period
Lopinavir/ritonavir
Low grade squamous intraepithelial lesion
Mycobacterium avium complex
3,4-methylenedioxy-N-methylamphetamine (ecstasy, ‘E’, ‘X’, ‘XTC’, ‘Mandy’, ‘Molly’)
Multidrug- or extensively drug-resistant tuberculosis
Medical eligibility criteria
Medical male circumcision
Mother-to-child transmission
Mid-upper arm circumference
Male urethritis syndrome
South African National Adolescent-Friendly Clinic Initiative
Norethisterone enanthate
Non-governmental organisation
Nurse-initiated management of antiretroviral therapy
Non-nucleoside reverse-transcriptase inhibitor
Nucleoside reverse-transcriptase inhibitor
Non-tuberculous mycobacteria
Nevirapine
Obsessive compulsive disorder
Once daily
Opportunistic infection
Over-the-counter
Polycystic ovary syndrome
Pneumocystis carinii pneumonia
Polymerase chain reaction
Post-exposure prophylaxis
U.S. President's Emergency Plan for AIDS Relief
Primary healthcare
Protease inhibitor
Provider-initiated counselling and testing
Pelvic inflammatory disease
Protease inhibitors
Prevention of mother-to-child transmission
Peer Review Committee
Pre-exposure prophylaxis
Post-traumatic stress disorder
Pyrazinamide
Rifampin

RNA
RTV
RVD
Rx
SANCA
SRH
SSRI
SSW
STI
TB
3TC
TCA
TDF
TG
TOP
TST
UNAIDS
UTI
VCT
VDS
VL
VMMC
WHO
ZDV

Ribonucleic acid
Ritonavir
Retroviral disease
Treatment/prescription
South African National Council on Alcoholism
Sexual and reproductive health
Selective serotonin reuptake inhibitor
Scrotal swelling
Sexually transmitted infection
Tuberculosis
Lamivudine
Tricyclic antidepressant
Tenofovir disoproxil fumarate
Triglyceride
Termination of pregnancy
Tuberculin skin test
Joint United Nations Programme on HIV/AIDS
Urinary tract infection
Voluntary counselling and testing
Vaginal discharge syndrome
Viral load
Voluntary medical male circumcision
World Health Organization
Zidovudine
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Terminology: a note on terms used in the toolkit
Adolescents, youth and young people

Adolescents are defined as persons between the ages of 10–19 and youth are defined as persons
between the ages of 15–24. Young people refers to this broader age band of 10–24 years (UNAIDS
2013).

The focus of this handbook is on adolescents between the ages of 10–19.
The terms are used interchangeably as appropriate.
cART, ART and ARV

cART (combination antiretroviral therapy), was previously referred to as HAART (highly active
antiretroviral treatment). cART usually comprises three or more drugs from at least two different
classes, either taken separately or in fixed-dose combinations.
The use of the terms antiretroviral treatment/therapy (ART) and antiretroviral (ARV) are used as
appropriate and refer to the generalised use of the drugs.

Perinatally infected and non-perinatally
infected

The terms perinatally infected and non-perinatally infected are used. Perinatally infected defines
mother-to-child transmission and is also known as vertical transmission of HIV.

The term ‘non-perinatally’ infected has been used rather than ‘horizontally’ or ‘behaviourally’
infected as it is neutral and all encompassing, and includes infection via blood (blood
transfusion and intravenous drug use), consensual sex, sexual abuse and rape.
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1. Adolescent-friendly services
Key components of adolescent-friendly services
Health services are complemented by
community outreach that especially
includes out-of-school youth.

Adolescents are provided with
opportunities to participate in
the design of adolescent-friendly
services and to provide feedback to
improve services.

The service encourages, trains and
supports peer educators, discussion/
support groups and clubs for young
people.

Health services cannot meet all
the needs of adolescent clients.
There needs to be a collaborative
approach between different
sectors, including education; social
welfare; police and law enforcement
agencies; community and faithbased organisations; organisations
dealing with training, employment
opportunities and life skills; and
referral resources for psychosocial
and mental health support.

Healthcare providers respect
the rights of adolescent clients.
Adolescents are encouraged and
supported to take responsibility
for their own health.

A rights-based
approach
Community
engagement

Accessible,
acceptable and
appropriate
services

The services
promote the
participation
of adolescent
clients

Knowledge,
attitude and
skills

Peer
education
and support

Privacy and
confidentiality
The service
promotes
multisectoral
collaboration

Community
awareness of
the service
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This includes health care services
that are provided at a convenient
time of day for adolescents (e.g.
out-of-school hours); at places
that are accessible (with available
transport at affordable cost); have
public and waiting areas designed
so that adolescents do not feel
exposed or embarrassed and
provide services that meet the
needs of adolescents. This includes
adolescent-friendly information,
education and communication
resources.
Healthcare providers have the
necessary knowledge and skills to
provide a range of services to young
people, including HIV prevention and
treatment services; advice about
healthy living, sexual and reproductive
health; and psychosocial and mental
health services. Healthcare workers
provide services and communicate
to adolescents in a non-judgemental
manner that encourages open
communication.
Adolescent clients’ privacy and
confidentiality is protected –
in waiting areas and during
consultations.
Community members are aware of
the services provided for adolescents,
including signage at the clinic with
details of the services provided for
adolescents.

1. Adolescent-friendly services
Some practical ideas to make services adolescent friendly
Staff attitude
and skills

 Be welcoming and respect the rights of adolescents
 Develop interpersonal skills that help to put young people at ease
and encourage open communication

Confidentiality
and privacy

 Ensure clients’ privacy by partitioning rooms, using screens and
minimising interruptions during the consultation
 Ask clients questions discreetly and ensure privacy when having
a conversation at all points of care including at reception to avoid
others hearing the conversation

Space

 Provide separate spaces for young people at the clinic, such as
waiting areas and meeting rooms

Time

 Offer youth-friendly services at convenient times for young people,
such as late afternoons, evenings and weekends
 Offer specific sessions for adolescents on specific days

Services

 Provide a “one-stop shop” that offers a range of services to reduce
waiting times and repeat visits
 Encourage and support peer support and education

Referrals

 Develop clear referral pathways which include feedback
mechanisms
 Develop links with key services (social work, psychology, support
groups). Keep an up-to-date list of relevant local non-government
organisations, community-based organisations and support
services
 Facilitate referrals to other services, e.g. give the adolescent clear
directions, and include the name of a person they can contact on
arrival at the referral service

Resources for
clients

 Provide educational materials for adolescents, and their parents
caregivers

Cornerstones

of adolescent-friendly
services

• Effective, safe and
affordable
• Meets the specific needs of
individual adolescents
• Adolescents return when
they need help for their
health and other support
• Adolescents recommend
the service to their friends
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Adolescent
services
need to be:
Accessible

+

Acceptable

+

Appropriate

2. Adolescents living with HIV: who are they?
Adolescents living with HIV are not all the same
As well as coping with the changes of adolescence, adolescents living with HIV have additional HIV-related vulnerabilities, stressors and
challenges that require extra support. However, there are differences between adolescents living with HIV and they cannot all be treated in
the same way.
• There are variations in terms of age, stage of development and a broad range of cultural, psychosocial and economic factors
• There are significant differences between adolescents who acquired HIV perinatally and those who acquired HIV non-perinatally. Nonperinatal HIV acquisition could include consensual sex, rape/sexual abuse, and infection via blood (e.g. blood transfusion, intravenous
drug users). The life experience of these two groups differ in significant ways and will shape their self-image, behaviour, needs and
response to health care and treatment as HIV-positive young people
It is therefore important for healthcare providers to be aware of and sensitive to these differences

Similarities and differences between perinatally and non-perinatally infected adolescents
Perinatally (vertically) infected adolescents

Non-perinatally (behaviourally or
horizontally) infected adolescents

Both share the following

Mode of
transmission

• HIV acquired during pregnancy, labour and delivery or postpartum
through breastfeeding

• They are both adolescents living with HIV

Awareness of
their HIV

• May have known their HIV status for many years or may need to
undergo disclosure when they become adolescents
• Their acceptance, self-perception and attitude towards their HIV
status will be shaped by the above experience

• HIV acquired through unprotected sexual
intercourse, or less frequently exposure to
blood (e.g. intravenous drug use or nosocomial
exposure)
• Unprotected intercourse may have been
consensual or non-consensual (e.g. rape, abuse)
• Often learn about their HIV status at time of
testing and diagnosis
• Generally older at time of diagnosis
• Coming to terms with HIV begins with knowing
their status

Disclosure
(by other
parties)

• Disclosure by parents/carers may have already happened
• If not yet aware of their status, adolescence is a time when they
need to be disclosed to

• Disclosure by healthcare providers usually
happens when result of HIV test is provided.
• May be asymptomatic, which can reinforce denial

Family structure
and support

• Mother HIV-positive
• Other family members may be HIV positive as well (e.g. father,
siblings)
• Increased likelihood of being a maternal and/or paternal orphan
• Increased likelihood of being in a child-headed household
• Parents/caregiver likely to know the HIV status of the adolescent

• Less likely to be an orphan
• Parents/caregivers may not necessarily know
about the adolescent’s HIV status
• Behavioural HIV acquisition could be associated
with increased stigma, discrimination and
decreased support from family/caregivers
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• Challenges of disclosure: by others
(healthcare providers, parents/caregivers);
and to others (friends, family members,
teachers, employers, romantic and sexual
partners)
• The complexities and challenges of moving
through adolescence living with HIV
• Disclosure about status needs to be
developmentally appropriate and support
provided
• Require family support, reliable, trust
worthy adults to support and guide them –
materially and emotionally

2. Adolescents living with HIV: who are they?
Similarities and differences between perinatally and non-perinatally infected adolescents continued
Perinatally (vertically) infected adolescents

Non-perinatally (behaviourally or horizontally) Both share the following
infected adolescents

HIV disease
progression

• Likely to have more advanced disease with more co-morbidities as
a result of life-long HIV and/or ART exposure
• Health status influenced by a number of factors, including age
at which ART was initiated; presence of co-morbidities; effective
management of opportunistic infections; achievement and maintenance of viral suppression; ART regimens exposed to and length
of time on ART

• Less likely to have advanced disease and may not yet
meet criteria for initiation of ART
• May, however, have been HIV positive for some time
and then became symptomatic and so symptoms are
the reason that they enter the health service and are
diagnosed
• Likely to have fewer HIV associated co-morbidities

• Lifestyle is influential on health status and
HIV disease progression (including mental,
emotional and physical health) as well as issues
such as living conditions, nutrition, exercise,
substance abuse
• Adherence to ART and management of HIV
influences HIV progression

Physical
development

• Increased likelihood of developmental delays, such as shorter
stature and delayed sexual maturation
• Both HIV and ART can affect physical appearance and metabolism,
including lean body mass, amount and distribution of body fat

• Less likely to have delayed development or changes in
body composition and physical appearance as a result
of HIV and/or ART

• The puberty/bodily and hormonal changes that
all adolescents go through
• Long-term use of ART can still affect physical
appearance and metabolism in future

Sexual and
reproductive
health;
sexuality /
relationships

• Younger perinatally infected children entering adolescence may
not yet be sexually active but thinking about it, for others it may
be a period of sexual debut
• May be more inhibited, self-conscious and anxious about selfimage and entering romantic/sexual relationships

• If HIV horizontally transmitted, adolescents already
experienced sexual debut, though this might not have
been consensual
• If sexually active, more likely to require sexual and
reproductive health services including information and
education, access to male/female condoms, screening
for symptoms of STIs and contraception

• Worry about their future reproductive capacity,
ability to have children in the future, and to
have safe, intimate relationships
• Issues related to risk, transmission and safe sex
• Secondary HIV prevention and pregnancy
prevention important
• May have different sexual orientation:
heterosexual, gay/lesbian; bisexual; transsexual

Antiretroviral
treatment (ART)

• Likely to be already on ART and may be on second line treatment.
For younger adolescents treatment adherence may be overseen
by carer; if older, likely to be responsible for own treatment.
• Transition into adolescence may present adherence problems

• Depending on the cause and time of infection, ART
may not yet be required or the adolescent may be
recently initiated

• Adherence may be problematic in adolescence,
especially as responsibility shifts from parent/
caregiver to self-administration
• Needs regular monitoring and management of
drug side effects

Familiarity with
health services

• Most likely to have been attending paediatric services since
childhood, and are familiar with health services
• May be transitioning from a paediatric service
• A percentage of perinatally infected adolescents, the “slow
progressors”, may only come to the attention of health services
when they are adolescents

• Most likely have come to the health service for an HIV
test, PMTCT, or for another problem (e.g. illness, STI,
contraception) and will have had less contact with the
health service

• Require adolescent-friendly and responsive
services

Stigma/blame

• Issues about the mode of transmission may need to be worked
through (e.g. concerning mother and other members of the family
who are HIV positive)
• Level of acceptance dependent on factors such as when and
how they learnt about their HIV status; levels of support and
community attitude towards HIV

• Issues about the mode of transmission may need to
be worked through (e.g. sexual partner and sexual
experiences if HIV was sexually transmitted)
• Level of acceptance depends on factors such as
family’s response; levels of support and community
attitude towards HIV

• Stigma, self-stigma and blame influenced by
psychosocial factors
• Issues around stigma and blame are not static
and will change as young people grow and
mature, needs to be re-visited and worked
through
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3. Development and maturation of adolescents living with HIV
The importance of understanding and monitoring the stages of development
when working with adolescents living with HIV
Reviewing stages of development is necessary in order to:

• identify delays in development
• inform the management of HIV, including approaches, consultations and treatment of adolescents and to
provide appropriate sexual and reproductive health information, education and services
• identify adolescents ready to transition into adult care.
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3. Development and maturation of adolescents living with HIV
Main changes for early, middle and late adolescence
Note: These are the main changes characterising adolescent development. They may vary between individuals.
Category of change

Early (10–15 years)

Middle (14–17 years)

Late (16–19 years)

Overview

• Pre-occupation with physical changes of puberty
• Self-conscious regarding changes, often
very concerned with whether or not their
developmental progress is normal
• Increased sexual awareness – may begin to
masturbate, and male clients may experience
nocturnal emissions
• Formation of sexual identity

• Increased sexual awareness and growing sense of their
sexual identity; sexual experimentation; sexual thoughts –
infatuation, fantasies and crushes
• More likely to engage in relationships, though these may
be intense and short-lived
• Many adolescents may have their sexual debut during this
period

• More definitive sexual identity
• More autonomy and increased experimentation
• Relationships and partnerships vary considerably. Some
adolescents have long-term stable relationships; others have
partners one after the other (serial monogamy); and others
more than one partner at the same time (multiple concurrent
sexual relationships)
• Increased risk of pregnancy or a desire to get pregnant

Growth of body

• Secondary sexual characteristics appear
• Rapid growth reaches a peak
• Refer to Tanner stages (see section 3.3)

•
•
•
•

• Physically mature
• Refer to Tanner stages (see section 3.3)

Growth of brain

Secondary sexual characteristics advance
Growth slows down
Has reached approximately 95% of adult growth
Refer to Tanner stages (see section 3.3)

← ← ← Brain growth and change continues to occur – influence on social and problem-solving skills (see cognitive development) → → →

Cognition

• Concrete thinking (here and now) predominates
• Does not understand how present action has
consequences in future
• Less problem-solving skills and looks to adults for
answers

• Thinking becomes more abstract (theoretical) but goes
back to concrete thinking under stress
• Better understands consequences/results of own actions
• Better able to engage in problem solving
• Very self-absorbed

•
•
•
•

Psychological and
social

• Spends time thinking about body image (how
others see them)
• Frequent changes in mood

•
•
•
•

• Plans and follows long-term goals
• Usually comfortable with own body image
• More able to understand right from wrong (morally and
ethically)
• Experiments with sex, drugs, friends, risks

Family

• Struggles with rules and issues about independence
and dependence
• Argues with rules and authority, questioning and
can be uncooperative

• Argues with rules and authority, rebellious and can be
uncooperative

• Still rebellious, but more able to reason about boundaries
and rules
• Moving from a child–parent/guardian relationship to a more
equal adult–adult relationship

Peer group

• Intense friendships with same sex
• Contact with opposite sex generally occurs in
groups
• Gradual shift from parent/guardian to peers

• Strong peer friendships
• Peer group most important and determines behaviour
• Gradual shift from parent/guardian to peers

• Decisions/values less influenced by peers in favour of
individual friendships
• Selection of partner based on individual choice rather than
what others think
• Gradual shift from parent/guardian to peers

Sexuality

• Self-exploration and evaluation
• Preoccupation with romantic fantasy

• Forms stable relationships
• Experiments with forming sexual relationships; attraction;
dating etc.
• Sexual feelings emerging

• Mutual and balanced sexual relations
• Plans for the future
• More able to manage close and long-term sexual relationships

Body image formed
Thinks a lot about impractical or impossible dreams
Feels very powerful
Experiments with sex, drugs, friends, risks

Most thinking is now abstract
Better understands consequences/results of own actions
Plans for future
Developing an understanding of how choices and decisions in
the present have an effect on future

← ← ← Moves back and forth between these phases over time, not a fixed progression → → →

Working with adolescents living with HIV: A toolkit for healthcare providers
17

3. Development and maturation of adolescents living with HIV
Tanner scale for male and female development
Tanner scale: Male and female pubic hair

Tanner scale: Male genitalia
scale 1: testes small in size with childlike penis

scale 1: none

scale 2: small amount of long hair at base of male
scrotum or female labia majora

scale 2: testes reddened, thinner and larger
(1.6–6.0 cc) with childlike penis

scale 3: moderate amount of curly and coarser hair
extending outwards

scale 3: testes larger (6–12 cc), scrotum enlarging,
increase in penile length

scale 4: resembles adult hair but does not
extend to inner surface of thigh

scale 4: testes larger (12–20 cc) with greater
enlargement and darkening of the scrotum;
increase in length and circumference of penis

scale 5: adult type and quantity extending to
the medial thigh surface

scale 5: testes over 20cc with adult scrotum and penis

Tanner scale: female breast
scale 1: no breast tissue with
flat areola

scale 4: larger and even more elevated
breast. Areola and nipple
projecting from the breast
contours

scale 2: breast budding with
widening of the areola

scale 5: Adult size with nipple projecting
above areola

scale 3: larger and more elevated
breast extending beyond
the areola

Source: Participants manual: IMAI one-day orientation to adolescents living with HIV (Annex),
WHO, Geneva, 2010.

the areola
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3. Development and maturation of adolescents living with HIV
Possible effects of HIV on adolescents’ maturation and development
Possible effects of HIV on physical development

Growth and stature

Development and maturation

• Stunting: Perinatally
infected adolescents
may be stunted as a
result of the impact of
HIV on growth in early
childhood
• Body mass: HIV may
affect distribution and
amount of both lean
body mass and fat mass

• Developmental delays of secondary
sexual characteristics: For example,
onset of puberty and delayed or
irregular menstrual cycles in girls
• Appear younger: As a result of delayed
sexual maturation and stunting,
adolescents living with HIV may appear
younger than their peers. This may lead
to a negative self-image and may also
affect how people view and interact
with the adolescent
• Drug-related side effects: May
experience drug-related side effects
due to ART or other chronic medication,
which may affect physical appearance,
like lipodystrophy (changes in fat
distribution on the body)

Possible effects of HIV on pychosocial development

•

Education: For example, illness may prevent regular attendance at school, may
affect making friends, and limit participation in extra-mural activities

•

Relationships with friends and peer group: May be influenced by HIVpositive adolescents feeling different and embarrassed about their status or fear of
stigma

•

Relationships within families: May be influenced by e.g. disclosure; stigma;
consequences of orphanhood; and child-headed households

•

Sexuality in adolescents living with HIV is multi-layered and complex:
• non-perinatally infected adolescents may be affected by factors such as sexual
history and mode of transmission (e.g. rape, abuse)
• poverty, financial and social security and self-esteem may influence adolescents’
sexuality, e.g. if young people seek out sexual relationships for acceptance,
affirmation or material and financial benefits
• relationships affected by concerns about disclosure, e.g. safer sex negotiation, may
result in denial or avoidance of intimate relationships

Possible effects of HIV on cognitive development

Development and cognitive functioning: Adolescents who
acquired HIV perinatally may have neurological consequences of prolonged
HIV infection, resulting in developmental delays and learning problems
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3. Development and maturation of adolescents living with HIV
Developmental phases and the management of HIV
Ways in which the phases of adolescence may affect the management of HIV

Challenges with adherence: Adolescents

Barriers to health services:

with chronic conditions often find adherence to
medication challenging:
• adolescence is often the stage for rebellion.
This is a phase where young people strive to be
independent, do not want to be different from
their peers, and may be in denial about their HIV
status
• adolescents often have less routine and structured
lives than adults, which may make taking regular
medication difficult. Regular reminders may be
needed

Services that are not adolescent
friendly make it more difficult for
adolescents to access care and
may impact on retention in care

Challenges with transition:
Services need to adapt to the
developmental changes of
adolescence when a client is
transitioning between paediatric
care into adult care.

Services are
not always
sensitive to the
changing needs
of adolescents
and this can affect
their treatment
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3. Development and maturation of adolescents living with HIV
Adolescents living with HIV: Specific developmental problems

i) Delays in sexual development

ii) Menstrual abnormalities

iv) Pseudogynaecomastia/Lipomastia

iii) Gynaecomastia
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3. Development and maturation of adolescents living with HIV

D E L AY S I N S E X U A L D E V E L O P M E N T

Adolescents living with HIV: Specific developmental problems
i) Delays in sexual development

SIGNS

FEMALES: Lack of any breast development by 14 years of age or when more than five years pass between initial
growth of breast tissue and menarche. By age 16 most females should have started menstruating unless they are
underweight or have been severely ill.
MALES: No testicular enlargement by 14 years of age or the passing of five years between the initial and complete
development of the genitalia.
BOTH MALES AND FEMALES: May be stunted and underweight for their age.

POSSIBLE
CAUSES

MANAGEMENT

• Common in clients with chronic health conditions
• Common in perinatally HIV-infected adolescents

Referral to a secondary or tertiary level facility for review.
Relevant information to include in referral:
• Tanner staging
• assessment of the height and weight (with relation to expected normal values)
• all available test results
• a clinical history recording all medical conditions and medications.

Important:

Early diagnosis of HIV and initiation onto ART is important.
Evidence suggests that earlier initiation onto ART in childhood ameliorates the impact of HIV on sexual development.
Working with adolescents living with HIV: A toolkit for healthcare providers
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3. Development and maturation of adolescents living with HIV
Adolescents living with HIV: Specific developmental problems
ii) Menstrual abnormalities
HOW COMMON ARE MENSTRUAL
ABNORMALITIES?
It is common for adolescents to have concerns
regarding the frequency, duration or amount of
menstrual bleeding.
Some problems disappear and normalise as
young women mature, some require further
investigation and management.

Important:
The healthcare provider
should have an
understanding
of the normal menstrual
cycle and menarche in order
to identify problems.

WHAT IS A NORMAL CYCLE FOR ADOLESCENTS?
• The age of menarche is determined by many factors,
including genetics, body mass index (BMI) and
socioeconomic conditions
• Usually, menarche occurs at Tanner stage 4
• Menarche should have started by age 16
• After menarche, menstrual cycles may be irregular
and unpredictable until ovulation is established.
This may take up to 36 months

POSSIBLE CAUSES OF SECONDARY AMENORRHOEA
• Pregnancy
• Contraceptives, particularly injectables
• Serious systemic illnesses
• Significant weight loss (or other forms of malnutrition)
• Hormonal irregularities (including hyperthyroidism,
pituitary tumours and hyperandrogenism associated
with polycystic ovary syndrome (PCOS)
• Medications (commonly used examples include
phenytoin, valproate and high dose corticosteroids,
although there are many others)

COMMON MENSTRUAL PROBLEMS
• PRIMARY AMENORRHOEA: Absence of menarche
by age 16
• SECONDARY AMENORRHOEA: Menstruated
previously and menstruation stops for 6 months or
more
Other menstrual abnormalities may be revealed
on history, including menorrhagia (excessive
bleeding), dysmenorrhea (painful menstruation) and
metrorrhagia (irregular menstrual bleeding, beyond
the physiological period)
MANAGEMENT OF MENSTRUAL PROBLEMS
• PRIMARY AMENORRHOEA: Clients should be referred
for investigation to exclude hormonal causes and possible
congenital malformations of the reproductive tract
• SECONDARY AMENORRHOEA: A pregnancy test should
be done as part of the initial evaluation (pregnancy is the
commonest cause of secondary amenorrhoea). A clinical
examination should also be done. Referral may be required
based on clinical findings.
• OTHER MENSTRUAL PROBLEMS: These may require
referral for investigation and appropriate management, as per
standard primary healthcare (PHC) management guidelines

RED FLAGS

ASSOCIATED
WITH
MENSTRUAL
ABNORMALITIES

 A positive pregnancy test
 Delay of sexual development
 Features of hyperandrogenism (acne, deepening of the voice, increased muscle mass,
development of male-pattern hair distribution – face, inner thighs, abdomen, lower back)
 Excessive bleeding, with associated anaemia
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3. Development and maturation of adolescents living with HIV
Adolescents living with HIV: Specific developmental problems
iii) Gynaecomastia
The link with
HIV and ART

WHAT IS GYNAECOMASTIA?
Gynaecomastia is the development of female breast tissue in male clients.

POSSIBLE
CAUSES
INCLUDE:

• Most common cause is normal pubertal changes (usually

physiological conditions

(common in middle and late
adolescence – due to normal
pubertal changes)

systemic illnesses

(such as chronic liver
or kidney disease)

resolves spontaneously). However, gynaecomastia has been
linked with certain ARV agents and HIV, but unclear which is
primary cause.
• The most common ARV agent implicated is Efavirenz (EFV)

hormonal irregularities,
including hormoneproducing tumours

reaction to certain drugs

(alcohol, phenytoin, haloperidol
and recreational substances,
such as marijuana).

Is true gynaecomastia different to pseudogynaecomastia?

MANAGING GYNAECOMASTIA

YES. Pseudogynaecomastia (also called lipomastia) is the appearance
of enlarged breasts due to fat deposition. No glandular tissue is present

• For physiological gynaecomastia (majority of cases) spontaneous resolution is likely to occur

To differentiate between gynaecomastia and pseudogynaecomastia:
• palpate the tissue – there is an absence of glandular tissue in
pseudogynaecomastia.

o Reassurance and follow up is required.
• For gynaecomastia which is not physiological (minority of cases) treating the cause of
gynaecomastia will facilitate resolution. Drug-induced gynaecomastia is managed by
changing/stopping the drug suspected to be the cause
o Resolution may take up to 2 years (although improvement should be apparent much sooner)
o If gynaecomastia does not resolve, surgery may be an option if it is causing significant
psychological and/or emotional distress
Clients on EFV presenting with gynaecomastia

Important:

Gynaecomastia associated with abnormalities
of the testes (including masses, absence or delay in growth)
• Must be referred for investigation

• Discuss with an ART expert. Drug changes may need to be made.
• The decision is best made on a case-by-case basis.
• Caution should be taken with any drug changes due to possible side effects.
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3. Development and maturation of adolescents living with HIV
Adolescents living with HIV: Specific developmental problems
iv) Pseudogynaecomastia/lipomastia

SIGNS

MANAGEMENT

Gives the impression of breast tissue development, but palpation will
reveal that no glandular tissue is present

• Where possible, take the client off the offending drugs and replace with an alternative
• Where this is not possible, refer to a more specialised HIV/ART service

POSSIBLE
CAUSES

Fat deposition in the
breast region, a form of
lipodystrophy

Associated with drugs
commonly known to
cause lipodystrophy,
such as d4T, ddI and PIs

Also associated with EFV
but the mechanism for
this is unclear
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3. Development and maturation of adolescents living with HIV
Managing developmental problems in adolescents living with HIV
Adolescents are very
body-conscious
• Be sensitive when interviewing
or examining the adolescent

Problems may be blamed on ART by clients or
parent/caregiver. This may affect adherence
• Address problems speedily, look at clinical and
psychosocial root causes

Some additional
considerations for
the healthcare provider
when dealing with
developmental
problems

These conditions may
reinforce the stigma of being
‘different’ from peers
• Extra care, sensitivity and
motivation may be required

Development problems are particularly prevalent
with perinatally infected adolescents.

Adolescents presenting with
gynaecomastia – physiological
gynaecomastia may be experienced
by up to 70% of pubescent boys

• These adolescents may be underweight, stunted,
may experience delay in development of sexual
characteristics or may have side effects such as
lipodystrophy

• Do not over-emphasise ART as a cause
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4. The consultation
Tips for ensuring the consultation is adolescent-friendly

Tips for encouraging open, positive communication
See each adolescent as an individual
Each adolescent is different, with their
own personal experiences and needs.
Use their names (ask which name they
prefer), ask questions and find ways to
make them feel acknowledged.

trust
Parent/care giver

adolescent

Respect confidentiality
Be reassuring, honest and explain
what confidentiality means within
the context of the health service –
that confidential information may be
shared with other healthcare providers
on a need to know basis to ensure that
the client receives good care.

healthcare provider

rapport

Respect privacy
Ensure that doors are closed and
others cannot hear the conversation,
minimise interruptions and ensure
privacy during the examination.

F O U N D AT I O N O F G O O D C O M M U N I C AT I O N

Positive encounters are based on the building of trust and rapport.
Key to effective support
 the adolescent and
healthcare provider
 the healthcare provider and
the parent/caregiver
 the parent/caregiver and
the adolescent.

The five As for the
adolescent consultation
Assess
Advise
Agree
Assist
Arrange

Show a positive attitude
Avoid judgemental attitudes, be honest
and firm without making the adolescent
feel humiliated or embarrassed.
Involve parents/caregivers
Encourage appropriate involvement of
parents/caregivers. Discuss and obtain
permission from the client as to whether
they are comfortable with the presence
of parents/caregivers. It may be necessary
to arrange separate sessions. Be guided
by the Children’s Act and act in the best
interest and safety of the child.

Involvement in care
Encourage client involvement
in decisions and explain what is
being done in a manner that they
understand (include parent/caregiver
where appropriate).

Provide quality, adolescent-friendly
services
Include action to protect privacy, efficient
systems of record keeping (including
psychosocial management), provide
opportunities for client feedback,
community support groups and referral
systems.

Show respect
Avoid being patronising or speaking to
clients as if they are young children.
Encourage mutual respect between
healthcare provider, client and parent/
caregiver.

Link with other services and support
groups
Healthcare providers cannot provide
everything, it is important to identify and
refer to other services that cater for young
people living with HIV.
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Be encouraging
Praise punctuality, adherence, good
ideas and strategies proposed by the
adolescent.

5. Clinical management: history-taking, screening and examination
History taking – key areas to explore and discuss
Key areas

Tips for encouraging open, positive communication

Review and explore

Possible questions

(a)

Disclosure status?
(ideally documented on
the file for easy access)

• Find out if the client knows their HIV status (to avoid accidental disclosure)
• If they do, find out their level of insight and understanding

(b)

Main complaint

• If the client is well and comes for a routine check-up, this is a good
opportunity to check in and ask how things are going in general
• The client may have come for a specific reason, but feel shy or
embarrassed and complain of a different problem. Active engagement and
encouragement will help the client to express what is really worrying them
at a later stage in the consultation

(c)

Other medical conditions
or previous problems;
continuity of care

• Review problems from the previous consultation. Follow up on all chronic
conditions (e.g. for asthmatic and epileptic clients check the condition is
under control)

(d)

Adherence

• Explore current adherence and barriers to adherence
• Encourage client to be honest and reassure them that the aim is to find
solutions where possible. Avoid blaming and judgmental comments
• Clients may not reveal adherence problems in front of parents/caregivers
for fear of being reprimanded. So it may help to ask the parent/caregiver
about adherence and ask the client after the parent/caregiver has left the
room

(e)

Sexual history

This is a challenging topic to discuss with any young person, and is further
complicated by HIV. It is important to do so to help assess the client’s sexual
and reproductive health needs
• Provides an opportunity to discuss issues related to risk, transmission and
sexuality within the context of HIV
• A useful point in the consultation to pick up on psychosocial issues related
to low self-esteem, fear of having relationships and disclosure

(f)

Developmental issues

• For female clients, it is important to include specific questions about their
menstrual cycle

Do you know why you are here today?
Do you know what the medication is for?

How do you feel today?
Any new problems today?

Is there anything else that you would like to talk about today?
Is anything else worrying you?

So, since your last visit, how have you been?

Any problems with taking your treatment?
How many times did you forget your treatment?

Do you fancy anyone, in a romantic way?
Do you have a girlfriend/boyfriend/are
you dating anyone?
Have you ever been forced to
have sex?
Has anyone ever touched you
in a way that made you feel
bad or uncomfortable?

Have you begun menstruating?
How old were you when your
periods started?
Are the menstrual cycles
regular?
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If disclosed to:
What have you been feeling or thinking
about HIV in the last few days?
What worries you the most at the moment?

What worries you the most about
taking your treatment?
What are the things that make you
skip a treatment dose?

If you are having sex, do you use any protection?
Have you discussed HIV with your partner?
Have you told them about your HIV status?
Do you know why you need to protect yourself and your
partner? (Discuss STIs, pregnancy, HIV transmission and
disclosure). Do you think you may need contraception?
Do you think your partner may need contraception?
What are your worries /fears about becoming involved
with someone romantically or sexually?

What was the date
of your last normal
menstrual period ?
Do you have
any concerns or
problems?

You may need to ask more
specific questions about the
duration of the cycle and
menstrual bleeding, as well as
how heavy the client perceives
the bleeding to be

5. Clinical management: history-taking, screening and examination
HEADSSS screening tool

Tips for encouraging open, positive communication

Home

• Ask about the home environment, parent/caregivers, support available

Education

• Ask about school progress, Grade, any problems or suspensions
• If out of school and not attending higher education, ask questions like: Have

Suicide/depression

• Ask about the client’s general mood. Have they ever attempted suicide?
• Are they currently thinking about killing themselves?
• Sleep disturbance may also indicate underlying depression

Sexual activity

• Ask questions that are appropriate for the client’s age and stage of

you found a job? Are you studying? What are your future plans?

development

Eating

• Find out about the client’s appetite and food security (e.g. How many times

Home

in the past week have you gone to bed hungry?)
• Also ask about any diets and whether they are trying to lose weight

Activity

Education

• Ask what the client enjoys doing – with family, friends, sports and hobbies.

This will give insight into how they interact with their peers and family
• Negative or self-deprecating comments may indicate underlying depression
or social issues

Eating

Drugs

• Find out about any substance abuse. Ask about all substances (alcohol,
cigarettes, over the counter medication) – regular use or experimental

Activity

Safety

• How safe does the client feel – at home/school? Any violence, bullying or
abuse?
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Drugs
Safety
Suicide/depression
Sexual activity

5. Clinical management: history-taking, screening and examination
Tips for ensuring examinations are adolescent friendly
Encourage responsibility
and autonomy
• Wherever possible,
encourage the adolescent
to actively participate in
their own healthcare

Assess stage of development

Be professional and ensure privacy
• Make the adolescent feel at ease and comfortable
• Minimise interuptions, e.g. put a sign on the door or lock the door

• Refers to the physical and sexual development
with onset of puberty
• Use the Tanner scale as a guide (see section 3.3).
However, only assess breasts and genitalia using
Tanner staging when clinically indicated

Explain findings
• Communicate health information and test results
in way that the client understands. Encourage
them to ask questions to clarify anything they do
not understand
• Know your numbers: Feedback should be
provided about blood results – give a client who
has been disclosed to their CD4 cell count and
viral load results. Explain the importance of these
numbers and encourage them to remember/
record them in case they attend another clinic.
This encourages the adolescent to actively
participate in their own healthcare

Be gender sensitive
• It is preferable, if possible,
to get a healthcare provider
of the same gender for
genital or gynaecological
examinations

Be sensitive and selective when doing
examinations
• Adolescents may be physically self-conscious,
and will be uncomfortable undressing or
being touched by a healthcare provider. Past
sexual abuse can add to the discomfort.
Maintain privacy, especially when doing pelvic
examinations

adolescent friendly
examination

Request a chaperone
• Where possible and appropriate, a chaperone should be present
for more intimate examinations, with the client’s consent

In general, the principals for examining an adolescent living with HIV are similar to examining any other young client.
The key difference is paying closer attention to HIV-related signs, symptoms and conditions.
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5. Clinical management: history-taking, screening and examination
Gynaecological/genital examinations with adolescents – a sensitive approach
Indications for performing a pelvic examination
• Persistent/offensive vaginal discharge

Guidelines for doing a gynaecological / genital examination
with CARE AND SENSITIVITY

• Urinary tract symptoms if sexually active

• Explain reason for the examination and obtain the client’s consent

• Persistent amenorrhea after menarche

• Explain procedure, process and duration

• Severe dysmenorrhea

• Give the client an opportunity to ask questions

• Abnormal vaginal bleeding

• Be sensitive – the idea of the examination may make the client feel afraid,
embarrassed or uncomfortable

• Lower abdominal pain

• Reassure that the examination should not be painful – there may be some mild
discomfort. Encourage the client to report any pain or serious discomfort during the
procedure

• Suspected/reported rape or sexual abuse
• Intrauterine device insertion
• Cervical cancer screening – visual /Pap smear
• Suspected or confirmed pregnancy (antenatal care)

care and
sensitivity

• A client with a history of sexual assault may be uneasy with the examination. Be
sensitive to this, and choose a healthcare provider of a gender that will cause least
distress for the client.
• The client has the right to refuse examination
• Ensure privacy. Perform the examination behind a screen, or in a consulting room
with a door that locks
• Make arrangements for chaperone with the client’s permission. If a female escort
has accompanied the client and the client requests that they stay, this should be
accommodated
• Reassure and chat during the examination – this distracts the client and ensures
that the client is relaxed throughout the examination
For very young clients, virginal clients or clients with physical or mental disabilities, it
may not be possible to perform the pelvic examination in the PHC setting. These clients
must be referred for an examination under anaesthesia (EUA).
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5. Clinical management: history-taking, screening and examination
Female pelvic examination

Female pelvic
Procedure
preparation

External
genitalia
examination

examination

excitation tenderness

• Clients who are nervous may give false impression

• Ask client to empty her bladder
• Prepare all equipment
• Client should undress and be placed

Bimanual
examination

in lithotomy position, with drapes as
appropriate

•
•
•
•

Inspect anatomy for any anomalies
Check pubic hair distribution for Tanner staging
Check for presence of pubic lice
Check for skin abnormalities, warts, ulcers or
evidence of trauma
• Take note of nature of any vaginal discharge or
bleeding

CONDITIONS
WARRANTING
REFERRAL

• Observe vaginal wall for any abnormalities
• Normal cervix should be pink, but not hyperaemic or
Speculum
examination

• Assess uterus, adnexae and look for cervical

INDICATIONS
FOR URGENT
REFERRAL

friable
• There should be no discharge, ulcers or polyps
• In some adolescents, one may visualise ectropion
(a visible demarcation or border known as the
transitional zone, not usually visible in adults).

of excitation tenderness – try to ascertain whether
they feel discomfort or true pain
• Normal ovaries should be hardly palpable, and
normal non-pregnant uterus should be small and
firm
• Finding of any larger masses warrants further
investigation or referral

• Adnexal mass
• Vulvar, vaginal or cervical lesion of undetermined
etiology

• Possible genital tract anomaly (abnormal hymen,
duplicated upper tracts, absence of vagina or
uterus)
• Abnormal Pap test result requiring colposcopy
• Pregnancy

• Acute pelvic pain with possible ovarian torsion,
ectopic pregnancy, adnexal mass
• Pelvic inflammatory disease
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5. Clinical management: history-taking, screening and examination
Male genital examination

male genital
Indications for
male genital
examination

Concerns for
adolescents

examination

• Testicular mass, pain or swelling
• Symptoms of STIs and skin conditions
• Swelling of the glans of penis

• The testes should be easily palpable,

with inability to reduce foreskin
(paraphimosis)
• Inability to retract foreskin (phimosis)
• Problems post-circumcision

•
•
•
•
•
•

Palpation

STIs
Testicular torsion
Varicocoele
Phimosis
Paraphimosis
Testicular cancer

CONDITIONS
WARRANTING
REFERRAL

smooth, non-tender, symmetrical and
without irregularity
• Previous surgery should be excluded if
there is an absent testis

•
•
•
•

Testicular mass
Varicocoele or hydrocele
Inguinal hernia
Absent testis with no history of surgical
removal

• Inspect for abnormal anatomy, skin lesions or evidence of

Inspection

•
•
•
•

STIs
Pubic hair distribution should be noted for Tanner staging
Scrotum should be symmetrical and without any swelling
The urethra should open on tip of glans – if it appears
above or below this may need surgical correction to prevent
fertility problems
Clients should be asked to milk the urethra if they report
urethral discharge

INDICATIONS
FOR URGENT
REFERRAL

• Testicular mass
• Acute severe testicular pain
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6. HIV counselling, testing and linkages to care
HIV Counselling and testing: Considerations for adolescents

Consent

FIVE CS

Counselling
Confidentiality
Correct results

HIV counselling and testing (HCT) – some key points
Adolescents who come
with accompanying person/
friends
• Discuss that testing and

Post-test support and
linkages to adolescentfriendly care
• Helps to ensure that

disclosure of results is a
complex and confidential
process. It may be necessary
to have a private discussion
with client.

adolescents are not lost
after initial diagnosis,
and will facilitate
retention in care.

Connection to care

Can an adolescent consent to an HIV test?
In South Africa, the DOH guidelines make provision for an
adolescent to give consent to HCT as follows:
• if the client is younger than 12 years of age but, in the opinion
of the healthcare provider, they have sufficient maturity to
comprehend the implications of HIV testing, they can give
informed consent themselves
• if the client is 12 years or older, they can give informed
consent for HIV testing.

Clients brought in by parents or
caregivers
• In order to conduct an HIV test

informed consent from the
adolescent should be obtained.
• Parental/caregiver/Children’s
Court consent is required if the
adolescent is not sufficiently
mature or otherwise incapable of
giving consent.

Assessing an adolescent’s maturity to consent to an HIV test
• Assessment should occur prior to any pre-test counselling
• Review the adolescent’s:

o age
o knowledge of HIV and understanding of the implications of their
HIV status (either HIV positive or negative)
o views on testing and on knowing their HIV status
o reason for testing – their motivation and their social
circumstances may act as indicators of their level of maturity
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6. HIV counselling, testing and linkages to care
HIV Counselling and testing: Pre-test counselling
GROUP INFORMATION
SESSION FOR ALL CLIENTS

INDIVIDUAL INFORMATION
SESSION AND OFFER TO TEST

If a client refuses to be
tested:

• do not force or coerce the

AGREEMENT TO TEST: client provides verbal consent

REFUSAL TO TEST

PRE-TEST COUNSELLING

POST-REFUSAL COUNSELLING
OFFER HCT AT NEXT VISIT

client to have a test
• explore their reasons why –
they may change their mind
• understand that the test
results could be life-changing
for the client
• accept the client’s decision
and provide information
about effective HIV
transmission prevention
measures.

Key points

Suggested approaches

Build rapport/trust with adolescent

Introduce yourself, be supportive, non-judgemental, respectful and explain confidentiality

Assess client’s knowledge of HIV and reason for HCT

Enquire about client’s reasons for testing; assess knowledge of acquisition and transmission of HIV; give simple explanations;
encourage client to ask questions and clarify any misunderstandings

Assess likelihood of exposure/risk

Assess the level of risk (including number of partners, any history of violence)

Explain testing procedure

Explain the test and ensure client’s understanding of test procedure; emphasise the need for repeat testing if result is negative
(the window period)

Discuss potential outcomes of the test

Discuss risks, benefits and implications of a positive result as well as a negative result; discuss strategies for coping with
positive/negative result. If negative, discuss risk reduction and the window period

Ask about support systems

Identify trusted individuals or organisations who could provide support; discuss partner involvement and referral for HIV testing

Discuss availability of services

Outline the range of additional services available (e.g. contraception, TB and STI services and psychosocial support), and where
and when these can be obtained

Obtain informed consent

Discuss client’s option to refuse testing; obtain written or verbal informed consent for HIV testing
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6. HIV counselling, testing and linkages to care
HIV Counselling and testing: HIV testing

AGREEMENT TO TEST
PRE-TEST COUNSELLING
HIV TESTING
SCREENING HIV TEST (finger prick)

• Perform HIV test according to South Africa‘s HCT guidelines
• Keep waiting times to minimum for each step of testing, including receiving the result
SCREENING RESULT REACTIVE
• Subject to second confirmatory test
Confirmatory result reactive
• Report as positive
• Provide counselling, refer for CD4 cell

count, TB screening, pre-ART and ART
management

SCREENING RESULT NON-REACTIVE
• Report as negative and provide counselling
• Encourage client to repeat the test 3 months after

Confirmatory results non-reactive
• Report as discordant and explain to the client
• Send whole blood sample to lab for ELISA
• Ask client to come back for results

exposure to exclude the possibility of the window period

• Discuss appropriate prevention package

ELISA reactive
• Report as HIV positive and

ELISA non-reactive
• Report as HIV negative and provide

• Refer for CD4 cell count, TB

• Encourage client to repeat test 3 months

provide counselling

screening, clinical staging and
pre-ART management

counselling

after the exposure to exclude the
possibility of the window period
• Discuss appropriate prevention package
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6. HIV counselling, testing and linkages to care
HIV Counselling and testing: Post-test counselling

PRE-TEST SCREENING
COUNSELLING

Managing the results: HIV negative or positive?

-

HIV negative result
Inform the client of the negative result
Allow for possible feelings of relief, happiness, continued worry
or disbelief

Always spend
TH E SA ME AM OU NT
OF TIM E on an
HI V NEGATIV E and
an HI V PO SIT IVE
result.

Check what the client understands by the result

HIV TEST

HIV NEGATIVE

HIV POSITIVE

Post-test counselling:
concluding the session

Post-test screening
and management

Explain the window period and discuss retesting in 3 months
Provide information on the benefits of MMC (medical male circumcision),
TB screening and correct regular condom use
Advise client on lifestyle and risk reduction behaviour strategies to remain HIV negative
Encourage regular repeat testing based on risk

+

HIV positive result (only counsel after second test confirms the HIV positive result)
Confirm that the client understands what the result means (use simple language)
Allow the adolescent time to process the result, then explore how they feel about it
Explain that what they are feeling is normal and okay
Ask if there is anyone to whom they would feel comfortable disclosing their HIV positive status
Explain the role of ART in HIV management. Also explain the need for on-going monitoring and prevention services for all clients, including those who do not yet require ART
Prevention and risk reduction: Explain the importance of using condoms for safer sex and to prevent STIs, as well as HIV transmission
Explain that you need to take a blood sample for a CD4 cell count
Answer any questions that the adolescent may have
Refer the adolescent for further counselling, a support group or other services if necessary
Encourage the adolescent to come back to the facility if they need any more information
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6. HIV counselling, testing and linkages to care
HIV Counselling and testing: post-test counselling - concluding the session

PRE-TEST
COUNSELLING

HIV NEGATIVE

Post-test counselling
concluding the session

HIV POSITIVE

Post-test screening
and management

HIV
TEST

• Answer any more questions the adolescent may have. If available,
give youth-friendly information on HIV/SRH (sexual and reproductive
health) to take home
• Encourage the client to come back if required, discuss when would
be the best time to return and any special sessions for adolescents
• When the client is ready to leave, check their emotional state. Enquire
where they are going, and if they need any additional support.
Provide details of contacts if they require support

If HIV positive
• Arrange a follow-up appointment, preferably with a named
healthcare provider
• It may be useful to ask for consent to contact the client, so that
there can be a follow-up if they do not attend their appointment
• Remember: An HIV-positive diagnosis may be overwhelming. The
client may not wish to engage in any further testing or counselling
on the day the result is received. They have the right to refuse
any further testing. In such an instance they should be given
information and requested to come back at a later date, for staging
and CD4 cell count testing. This should preferably be within the
following week, in order to reduce delays in accessing care
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6. HIV counselling, testing and linkages to care
HIV Counselling and testing: Post -test screening and management

PRE-TEST
COUNSELLING

HIV NEGATIVE

Post-test counselling
concluding the session

HIV POSITIVE

Post-test screening
and management

HIV
TEST

HIV test positive
The following screens may be done the same day as HCT if the client finds this acceptable and if the client is unwilling to continue the
consultation on the same day, then at a follow-up visit, ideally within 1 week:
• Perform or refer for CD4 cell count. Explain that this will help to determine if ART is required
• Check if the client is pregnant: if pregnant start on PMTCT as soon as possible and refer to antenatal clinic
• Screen for TB symptoms: refer for TB testing if any positive symptoms present
• Book client for follow-up within 1 week to follow up on results. Clients who have not yet had a CD4 cell count can have follow-up counselling
and blood samples taken
• Discuss the advantages of bringing a parent/caregiver or other possible future treatment supporter to the follow-up visit. This will allow for
counselling of the treatment supporter and facilitate joint pre-ART counselling where required
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7. Preparing for ART
Preparation for ART initiation
This is an important part of the management of HIV and needs to be done thoroughly. It provides an opportunity to engage with the
client and identify physical, mental health and psychosocial issues which may influence health and treatment plan.

Processes and procedures for the initial visit

HIV MANAGEMENT –
THE INITIAL ASSESSMENT

History taking and clinical
examination

ü

A thorough history

ü

Screen for TB, STIs and contraceptive need

ü

Check vitals, urine dipstick, height and weight (and record appropriately)

ü

Clinical examination

ü

Decide on the WHO clinical stage based on history and examination

ü

Developmental status and examination (Tanner staging)

ü

Check any and all available results

ü

ART: Prepare client and take blood tests as appropriate or monitor ART if on treatment or reinforce on-going monitoring to
detect when ART becomes necessary

ü

Include any other investigations as necessary (e.g. sputum to exclude TB, other investigations for opportunistic infections)

ü

Provide on-going counselling and health education

ü

Manage problems as raised by client

ü

Plan the follow-up visit, arrange a date for when results are expected to be available (usually within 1 week), and counsel client
as appropriate

Staging

Screening

Remember to keep a record of all findings on history, examinations and test results.
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7. Preparing for ART
Staging and screening
HIV MANAGEMENT –
THE INITIAL ASSESSMENT

ART initiation in Adolescents
All patients who test HIV positive are eligible to start ART and should be started without unnecessary delays
Criteria for fast tracking (starting ART within 7 days of being eligible):
• CD4 cell count of ≤200 cells/mm3
• WHO clinical stage 4 disease, even if CD4 cell count not yet known
(excludes TB and cryptococcal meninigits, please refer to the Handbook for details)
• pregnancy or breastfeeding (immediate ART initiation)
• MDR/XDR-TB for adolescents under the age of 15 years.

History taking and clinical
examination

Staging

Screening

Screening

Important to screen for:

•
•
•
•
•

TB symptoms
pregnancy/the need for contraception
STIs
problems reported by the client, these may indicate an underlying opportunistic infection (OI) or other conditions
Mental and emotional health.

Management and the
development of a care plan

Initiation
onto
ART
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7. Preparing for ART
Management and the development of a care plan
HIV MANAGEMENT –
THE INITIAL ASSESSMENT

Information to be collated for the care plan
Client history, including any current illness and complaints

History taking and clinical
examination

Information relating to the assessment of TB, STIs and contraceptive use/need
Information on the psychosocial status of the client and any problems
Findings from the clinical examination
Growth and development status

Staging

CD4 cell count and WHO clinical stage, and baseline bloods

Use the information to develop a management plan

Screening

Management and the
development of a care plan

Initiation
onto
ART
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7. Preparing for ART
HIV management and wellness programmes
HIV MANAGEMENT –
THE INITIAL ASSESSMENT

Checklist for wellness visits
• Review information and test results from last visit:
• CD4 cell count
• WHO clinical stage
• previous problems

History taking and clinical
examination

• Encourage client to report any new concerns and problems
• Monitor growth, development, CD4 cell count and viral load (as required)
• Provide appropriate screening and prevention measures for other health concerns, including, where appropriate:
• INH (isoniazid) prevention therapy
• education about sexual health and contraception
• MMC
• vaccines, including annual influenza vaccine
• Provide on-going psychosocial support and health education, refer client to support groups where available

Staging

Screening

Suggested monitoring for adolescents who are on wellness programme
Intervention

Purpose

Document weight, height at each visit

To monitor growth and to see if client has become eligible for ART

Check CD4 cell count has been done within last 6 months, and is
repeated 6 monthly

To to determine and monitor the immune status of the patient

WHO clinical staging at each visit

To determine the patient’s clinical stage

Screen for TB symptoms at each visit

To identify TB/HIV co-infection

If sexually active: offer SRH services, including contraception, STI
screening, and pregnancy testing if appropriate

To monitor/improve client’s sexual and reproductive health

Assess mental health for depression, suicidal ideation,
non-consensual sexual violence and substance abuse

To monitor/treat the client’s mental health

Working with adolescents living with HIV: A toolkit for healthcare providers
49

Management and the
development of a care plan

Initiation
onto
ART

7. Preparing for ART
Preparation for ART initiation
HIV MANAGEMENT –
THE INITIAL ASSESSMENT

Pre-treatment counselling
• Evidence suggests that treatment readiness prior to initiation of ART is associated with improved adherence
• Counselling should not unduly delay the initiation of ART

Appropriate screening

History taking and clinical
examination

• TB investigation and other necessary investigations will be dictated by the clinical picture

Selection of future ART regimen, and related investigations
Suggested investigations for initiating ART

Staging and eligibility

Clinical requirements

Investigations required

Planned regimen

All clients prior to initiation

•
•
•
•

Any

CD4 cell count (if not done within previous 6 months)
FBC (full blood count)
ALT if on TB Rx or jaundiced
Serum cryptococcal antigen (CrAg) if CD4 cell count <100cells/
mm3

Screening

The following investigations should be added depending on the clinical assessment and planned regimen
Weight ≥40kg and age >15 years

Weight < 40 kg or age <15 years
(or any other contraindication to TDF use)
Pregnant adolescents:
Age >12 years and weight >40 kg
Contraindication to EFV
Contraindication to EFV, and CD4 cell
count ≥250cells/mm3 in females and ≥
400cells/mm3 in males

• Blood for creatinine (calculate GFR)
• Urine dipstick
• Hepatitis B surface antigen
(to screen for HBV)
No additional investigations

TDF+3TC/FTC+EFV*

• Blood for creatinine (GFR not calculated for pregnant patients)
• Urine dipstick
• Hepatitis B surface antigen
(to screen for HBV)
• ALT

TDF+3TC/FTC+EFV*

Management and the
development of a care plan
ABC+3TC+EFV

• Fasting cholesterol and triglycerides (TG)

Requires NVP (will
replace EFV in above
regimens)
Requires LPV/r, NVP
contraindicated

* Fixed dose combinations should be used where possible.
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7. Preparing for ART
Preparation for ART initiation continued
HIV MANAGEMENT –
THE INITIAL ASSESSMENT

Provision of cotrimoxazole prophylaxis
(WHO III or IV, or CD4 cell count <200cells/mm3)
Cotrimoxazole dosage for children and adolescents
Weight (kg)

3–4.5

5–9.9

10–13.9

14–29.9

≥30

Cotrimoxazole dose

2.5ml od

5ml od

5ml od

10ml or 1 tab od

2 tabs od

History taking and clinical
examination

Staging

Review test results and initiate as soon as possible
• Review client within 1–2 weeks, when results from all investigations are likely to be available in order to start treatment
• Clients who require fast-tracking should start treatment within a week of being eligible for ART

Screening

Management and the
development of a care plan

Initiation
onto
ART
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8. ART initiation

Pre-ART/adherence
counselling
• Before, during
and after
initation
• Needs to be
ongoing

Clinical review
• Includes blood
and screening
results,
management of
any conditions,
CPT tolerance,
essential checks
(weight, height,
urine), serum
creatinine, GFR
calculation

Regimen selection
and initiation
• Includes
selection of
regimen, dosing
• Fast tracking
where
necessary

Post-initation
follow-up
• 1–2 weeks
to review
adherence and
assess tolerance
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On-going monitoring
of adolescents on ART
• On-going
monitoring
according to
checklist

8. ART initiation
8.1 Adherence counselling
These sessions should help to develop the adolescent’s knowledge and understanding of their treatment and healthcare.

ü

Include a treatment supporter during counselling sessions if necessary (consider issues such as disclosure
status, age and clients level of maturity)

ü

Ensure that the adolescent and treatment supporter have a good basic understanding of HIV

ü

Explain adherence: what it is and the consequences of non-adherence

ü

Discuss when would be the best time for the client to take their medication. Encourage the client to
establish reminders (e.g. an alarm)

ü

Mention the option of changing the times if the selected time does not work out

ü

Try as far as possible to simplify the regimen (e.g. once-daily dosing (od), fixed-dose combination (FDC))

ü

Check understanding: ask the client to demonstrate how the medication will be taken

ü

Discuss side effects, as well as when and how to inform the healthcare provider should they occur

ü

Discuss the importance of the general management of HIV, such as regular scheduling and attendance of
clinic visits

Evidence
suggests that
treatment readiness
prior to initiation of
ART is associated
with IM PROV ED
AD HE RE NC E.
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8. ART initiation
8.2 Clinical review
Checklist for initiation
Check, review and follow up Key areas
Blood and screening results

Follow up results for specimens obtained during previous visit, including blood results needed for ART initiation and results of screening for OIs
(e.g. TB sputum results)
Note: abnormal results or new contraindications at this stage may necessitate a change from the planned regimen

Management of any conditions

If client is diagnosed with TB or an OI at this stage, treating the infection should take precedence to ART initiation.
 • Clients with cryptococcal meningitis and those with TB meningitis should have ART deferred for 4 to 6 weeks
 • Clients with any other form of TB should have treatment delayed by at least 2 weeks

Cotrimoxazole prophylaxis

Review how client is tolerating the cotrimoxazole prophylaxis

Essential checks

Check weight, height and urine dipstick again and record

Serum creatinine and GFR
calculation

GFR must be calculated for clients who have had a serum creatinine done (in preparation of starting TDF) using the Modified Cockroft–Gaultt
equation (given below)
TDF may only be used if the GFR ≥ 80 ml/min per 1.73 m2
GFR in females = (140-age) x weight in kg x 1.04
		 Plasma creatinine (in µmol/litre)
GFR in males = (140-age) x weight in kg x 1.23
		 Plasma creatinine (in µmol/litre)
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8. ART initiation
8.3 Regimen selection and initiation
First line regimens for adolescents
Weight <40 kg or age <15 years

ABC + 3TC + EFV (can be given once daily)

Weight ≥40 kg and age ≥15 years

TDF 3TC/FTC + EFV (FDC should be used where possible)

Pregnant adolescents:
Age >12 years and weight >40 kg

TDF + 3TC/FTC + EFV
(FDC should be used where possible)

Clients requiring fast-track ART initiation (as per DOH guidelines)





•
•
•
•

HIV-positive women who are pregnant or breastfeeding (immediate initiation)
Clients with CD4 cell count <200cells/mm3
Clients who are WHO clinical stage IV, irrespective of CD4 cell count
Clients with MDR/XDR TB if under the age of 15 years

Exceptions: Clients with cryptococcal or TB meningitis. Defer ART for 4–6 weeks

Note:

new contraindications or clinical problems at this point will necessitate a review of
the planned management, which may require a modified regimen, further investigation or referral.
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9. Follow-up and monitoring of clients on ART
Post-initiation follow-up
The client should be reviewed within 2 weeks of starting ART in order to:
• assess for treatment side effects
• to see how the client is tolerating treatment
• to reinforce adherence to treatment.

Follow-up visits

•
•
•
•

Remember:

Follow up visits are important and need to be arranged.

Frequency:

Post initiation: 2 weeks after initiation; thereafter: after 1 month; after 3 months and then 3 monthly if stable.

Clinical review and monitoring should be done as per the table ‘Guidelines for the monitoring of adolescents on ART’ on overleaf
Adherence follow-up and counselling should be done concurrently with these scheduled visits
Clients with clinical problems may necessitate closer monitoring. This should be done in consultation with the adolescent and at the healthcare provider’s discretion
Clients who are not virally suppressed may also warrant more frequent clinic visits
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9. Follow-up and monitoring of clients on ART
On-going monitoring of adolescents on ART
Guidelines for the monitoring of adolescents on ART
Aspects to monitor

Purpose

Height, weight and assess development

• Monitor growth and development
• Adjust medication doses where required

Clinical assessment

• Monitor response to ART and exclude adverse effects
• Identify new OIs or clinical concerns at follow-up

Ask about treatment side effects at each visit

• Identify ARV-related toxicity and manage appropriately

TB screening at each visit

• Identify TB/HIV co-infection and facilitate management

If client younger than 15 years:
• CD4 cell count at 12 months after initiating ART, and then annually

• Monitor immune response to ART
• Stop CPT as per national guidelines

If client 15 years and older:
• CD4 cell count only at 1 year after initiating ART. Thereafter repeat CD4 cell count only if virological
failure or clinical indication develops
Viral load at 6 months and 12 months into ART, then 12 monthly

If on TDF: Creatinine + urine dipstick at 3 months, 6 months, 12 months and then annually

• Monitor viral suppression in response to ART
• Identify treatment failure
• Identify problems with adherence
• Identify TDF-related renal toxicity

If on AZT: FBC at 3 months into ART, then month 6 and then annually if above the age of 15 years
If below 15 years of age, FBC at month 1, 2, 3 into ART and then annually

• Identify AZT-related anaemia

If on PI-based regimen: cholesterol + triglyceride at 3 months into ART if above the age of 15 years
If below 15 years of age, cholesterol + TG at 12 months into ART and then annually
If on NVP: If client develops jaundice or rash do ALT and discuss with an expert

• Monitor for PI-related metabolic side-effects

Sexual health

• Offer SRH services including contraception where appropriate, sexually
transmitted infection (STI) screening and pregnancy testing if needed

Mental health

• Assess for depression, suicidal ideation, non-consensual sex, violence
and substance abuse

• Identify drug-related adverse events

Also review:
 • Follow up on previous problems (e.g. side effect resolution, social issues)
 • Treatment adherence
 • Any other issues which may arise during the course of the consultation which might also require attention
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10. Adverse events and drug reactions to ARVs

Acute adverse effects of ART: The management of these

Chronic complications of ART/HIV: These adverse

events is based on the grading of the toxicity. For more detailed
information on the management of acute adverse events associated
with ARVs, refer to Appendix 4 in the companion Handbook.

effects are likely to occur in clients who have been receiving
ART for some time. Perinatally infected adolescents who have
been on treatment since childhood may present with some of
these concerns. The drugs suspected to be the cause of the
problem may need to be substituted.

Remember:

single drug switches should only be made if the client is virally suppressed.
If the viral load (VL) is elevated, the protocol for virological failure should be followed. Before
the switch is made, contraindications to the new/replacement drug should have been excluded.
Where there is uncertainty, consult with an expert.
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10. Adverse events and drug reactions to ARVs
Chronic complications of ART/HIV
Associated drugs and
causes

Clinical signs and symptoms

Lipoatrophy (LA)

• Mitochondrial toxicity with
inflammatory changes
• Associated with d4T, ddI, AZT

• Loss of sub-cutaneous fat occurs in all
areas of the body, most notable in the
face, limbs and buttocks

Lipodystrophy (LD)

• Combination of ageing and
treatment of HIV
• Not associated with any
individual ART drugs

• Fat accumulation centrally. May include
buffalo hump

Dyslipidaemia
• Increase in total
cholesterol,
low-density
lipoprotein (LDL)
and high-density
lipoprotein (HDL)

• PI-based therapy, d4T

• Usually asymptomatic, identified on
routine monitoring investigations

Gynaecomastia
• Growth of breast
tissue in male
clients

• Associated with EFV,
mechanism unclear. May be
HIV related. May be normal
pubertal development

• Lipomastia (fat deposition in the breast
region) may be similar in appearance
Lipomastia is a manifestation of LD.
• Uni/bilateral

Renal toxicity
• Proximal renal
tubular toxicity

• Associated with TDF

Bone toxicity
• Reduced bone
mineral density
(BMD)

• Lower overall BMD associated
with both HIV infection and
ART
• TDF associated with a reduction
in BMD exceeding other ART,
particularly in combination
with PIs

Adverse event

Adolescent specific
considerations

Diagnosis

Management

• Clinical, may be aided by
photographs
• Anthropometric measures
are impractical

• If suppressed VL in past 3 months:
Switch to either ABC or TDF depending
on age and weight and renal function

• Clinical, may be aided by
photographs
• Anthropometric measures
are impractical

• Little evidence to support drug
switches
• Lifestyle changes may help
(aerobic exercise and healthy diet)

Fasting serum LDL and
cholesterol are the standard.
The AAP* thresholds for
interventions:
• LDL >4.9 mmol/L: no known
cardiovascular disease (CVD)
risk factors
• LDL >4.1 mmol/L: 2 or more
CVD risk factors

• Lifestyle modifications: diet low in
lipids, regular exercise, referral to a
dietician
• Switch ART (see above as for LA).
• 6 monthly LDL after intervention
• If no response, discuss with an expert,
consider ATZ for patients on LPV/r
• Note: The use of statins should be
discussed with an expert

• Most common cause of
gynaecomastia in adolescents is
physiological (i.e. puberty)

• Clinical. Ultrasound may
differentiate lipomastia

• Observe – may resolve spontaneously
• If progressive/ causing distress, refer
to expert care and consider switching
EFV to alternative

• May present acutely (as acute kidney
injury, with a reduced glomerular filtration
rate (GFR))
• May present as chronic disorder, with
proteinuria and glycosuria on dipstick
testing, with GFR changes appearing later

• It is not recommended that TDF be
used early in adolescence (avoid use
if <15 years of age or <40 kg)
• Regular urine dipstick monitoring
essential for all adolescents
receiving TDF
• Regular creatinine with GFR
calculated.
• (see 11.2 to calculate GFR)

• Proteinuria or glycosuria on
dipstix are early signs
• Reduction in the GFR

• Abnormal urine dipstick tests or a GFR
below 80 ml/min per 1.73 m2 needs
urgent referral for expert review

• Most adolescents asymptomatic. Need to
optimise bone health and prevent possible
future complications
• Future risk for osteoporosis
• Theoretical increased risk for pathological
fractures

• Use of TDF in early adolescence not
recommended (avoid if <15 years
or <40 kg)
• Adolescence is a time of high bone
turnover (due to rapid growth),
affects measures of serum ALP

• On DEXA scanning (seldom
done in clinical practise)
• Clinician to maintain
awareness that reduced
BMD is possible

General measures to ensure bone health:
• avoid alcohol and cigarette use
• weight reduction if overweight
• regular exercise (preferably high
impact)
• adequate calcium and vitamin D
• avoid medications with adverse
effects on bone (e.g. NSAIDS and
corticosteroids)

• Body image may be affected by the
changes, resulting in lowered selfesteem
• Disfiguring may also affect
adherence negatively
• Body image may be affected by the
changes, resulting in lowered selfesteem
• Disfiguring may also affect
adherence negatively
• Future risk for atherosclerosis, and
cardiovascular and cerebrovascular
disease

• Fick et al Working with adolescents living with HIV: A handbook for healthcare providers. WRHI and Southern African HIV Clinicians Society 2015
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11. Managing virological failure and changing treatment regimens
Management of clients who are virologically suppressed
ü

Reinforce adherence, e.g. Praise for doing well on treatment. Address any adherence
issues/challenges to prevent future treatment failure

ü

Invite client to report any new problems or concerns that they have, which might prompt
further discussion or the need for investigation

ü

Continue monitoring for growth, development and drug side effects

ü

Screening for other health concerns:
• conduct TB screens at each visit
• address the need for contraception if the client is sexually active
• encourage responsible sexual behaviour (clients should not feel judged about current
practices)
• screen for symptoms of STIs
• ask how the client is coping (e.g. at school) and their future plans. This may reveal some
information on their learning ability and state of mental wellbeing
• conduct mental health screening as appropriate
• clients who are well and virally suppressed can be reviewed at 3 monthly intervals, with
regular monitoring
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11. Managing virological failure and changing treatment regimens
Management of clients who are not virologically suppressed
Clients who are not virologically suppressed need the same care, screening and interventions as the client who is
virologically suppressed. Some of this screening may also provide background information as to the cause of the
increased viral load. Additional factors to focus on are listed below.

Adherence counselling

Sensitivity

• Focus on identifying barriers to adherence
• Discuss problems with the intention of finding solutions
• Explain the need for good adherence: poor adherence
promotes viral resistance (leading to reduced treatment
options in future)

• Clients should not feel as though
they are being punished or policed
by having supervised therapy.
Encourage parents/caregivers to
be tactful and supportive
• Non-disclosure is often responsible
for poor adherence. Adolescents
may refuse to take treatment if
they do not understand why it is
needed
• Clients may not take treatment
consistently because they are not
aware of the implications of poor
adherence

Directly observed therapy (DOT)

(by parent/caregiver or treatment supporter where available)

• May be necessary to ensure adherence
• Advise parent/caregivers to watch client swallow all
medication

Closer monitoring

(to see if adherence interventions have improved the viral load)

• Consider doing a viral load earlier if the client has experienced any major social problems
• Review monthly unless there is a reason to review more frequently (Travel expenses may affect the client‘s ability to attend the clinic, so consider this when booking follow-up
appointments. It may be necessary to transfer the client to a facility nearer their home)
• Depending on subsequent viral load once adherence issues are resolved, client may need to change the treatment to second line therapy
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11. Managing virological failure and changing treatment regimens
Virological failure
Virological failure is generally defined as: two elevated viral load levels greater than 1000 copies/ml on at least two consecutive occasions more than
1 month apart.

Management of a client with an elevated viral load
Viral load

Response

Note: Always check hepatitis B (HBV) before stopping TDF. If patient has chronic HBV, stopping TDF may lead to a hepatitis flare. If HBV positive, TDF should be
continued as a fourth drug in the second regimen.
<400 copies/ml

• VL monitoring according to duration of ART and routine adherence support
• Continue routine VL monitoring which may be 12 monthly depending on how long the client is on treatment

400–1000 copies/ml

• Assess and manage adherence carefully
• Repeat VL in 6 months and manage accordingly

>1000 copies/ml

•
•
•
•

Provide adherence assessment and intense adherence support
Repeat VL in 2 months and check HBV status and Hb, if not already done
If <1000 copies/mL, repeat in 6 months and then reassess
If >1000 copies/mL and adherence issues addressed, switch to second line therapy after checking HBV status and Hb

The further clinical management of the client with an elevated viral load depends on the
regimen they are currently receiving:
•

EFV/NVP-based regimens (>1000 copies/ml consecutively): will most likely require a
change in regimen if the client’s viral load fails to suppress after adherence interventions
(see second line regimens)

•

PI-based regimens (>10 000 copies/ml consecutively): the client will need referral if viral
load fails to suppress after adherence interventions; may require resistance testing

Note:

Never switch a single drug in a failing regimen
in order to use FDC or simplify treatment: If the client has
already developed resistance to their current regimen the viral
load will not improve, and there is a risk of their developing
resistance to the new drug that has been introduced.
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11. Managing virological failure and changing treatment regimens
Management of virological failure and changing treatment regimens
Tips to manage adolescents with virological failure
• Other causes of an elevated viral

load need to be investigated, and
could include:
o incorrect dosing
o drug interactions
o poor absorption
o drug resistance

• Don’t lose your temper, judge or threaten the

client. Good communication is necessary to
identify barriers to adherence

• Ask if the client is able to tolerate the

current drug formulations: adolescents
may say they cannot swallow larger
tablets. Side effects may also be affecting
adherence

• Be aware of potential underlying

issues affecting adherence, such as
social problems, non-disclosure, pill
fatigue, mental health concerns.
These need to be addressed

• DOT can be arranged with the

client’s consent. A caregiver or
treatment supporter can fulfil this
role. Remind them that their job
is to remain supportive

• Review the treatment time: Is this still the

optimal time for the client? If their treatment
time has passed, do they still take treatment?

Tips to manage
adolescents with
virological failure

• Review the use of treatment reminders:

pillboxes, alarms and others
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11. Managing virological failure and changing treatment regimens
Changing to second line treatment
The choice of second line regimen depends on which drugs the client was on previously. Options for second line regimens are given below.

Second line regimens for adolescents aged 10–15 years
First line regimen

Proposed second line regimen

ABC + 3TC + EFV

AZT + 3TC + LPV/r

D4T + 3TC + EFV

AZT + ABC + LPV/r

Second line regimens for adolescents aged ≥15 years
Failing on a TDF-based first line regimen

AZT + 3TC + LPV/r
AZT + TDF + 3TC + LPV/r
(If HBV co-infected)

Failing on a d4T-based first line regimen

TDF + 3TC (or FTC) + LPV/r

Dyslipidaemia (total cholesterol >6 mmol/L) or diarrhoea associated with LPV/r

Switch LPV/r to ATV/r

Anaemia and renal failure

Switch to ABC - TDF and AZT contraindicated

Note:

Always deal with adherence issues before changing regimens.
Fixed dose combinations such as AZT/3TC should be used where possible to reduce the pill burden.
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11. Managing virological failure and changing treatment regimens
Monitoring second line treatment
The choice of second line regimen depends on which drugs the client was on previously.

VL monitoring

General

• The client should be seen monthly until

month 3, when the VL may be repeated.
If the client’s VL has suppressed on
treatment, they may be seen 3 monthly
• If the VL is still not suppressed, intense
adherence measures should be
reinstituted, with close monitoring and
follow-up
• If the patient becomes virally suppressed,
they should continue on treatment and
the monitoring should be continued as per
section 11.5

• An FBC or haemoglobin (Hb)

result should be available prior
to initiating AZT
• The TG and cholesterol levels
should be checked at baseline
• Thereafter, monitoring should
proceed as laid out in section
11.5

If the client fails to suppress on PI-based regimen with good adherence to treatment
the client should be referred to expert care. Drug resistance testing may be required.
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12. Management of opportunistic infections: TB
12.1 Diagnosis of TB
All clients living with HIV require screening for TB symptoms at every visit. One or more positive
symptoms on the screen indicate a TB suspect.
Investigating for TB in a TB suspect should be done according to the TB diagnostic algorithm. At least
two good quality sputum samples should be sent. Early morning samples are best but not essential.
Possible signs of TB

Screening for TB
Ask about the following symptoms

Present? Yes/No

Current cough (any duration)
Persistent fever of more than 2 weeks
Unexplained weight loss of >1.5kg in a month
Drenching night sweats

A bad cough that
lasts longer than two
weeks

Pain in the chest

Coughing up blood

Sweating at night

Weight loss

Poor appetite

Weakness or
fatigue

Fever
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12. Management of opportunistic infections: TB
XPERT DIAGNOSTIC ALGORITHM
TB SUSPECTS
TB and DR-TB contacts, non-contact symptomatic individuals, re-treatment after relapse, failure and default. Collect one sputum specimen at the health facility under supervision

GXP positive
Rifampicin
susceptible

GXP positive
Rifampicin
resistant

Treat as TB
Start on Regimen 1
Send one specimen
for microscopy

Treat as MDR-TB
Refer to MDR-TB
Unit

GXP positive
Rifampicin
unsuccessful

GXP negative

Treat as TB
Start on Regimen 1
Collect one
specimen for
microscopy, culture
& DST / LPA

HIV positive

HIV negative

Collect one specimen for culture
and LPA or culture and DST
(for R and H) Treat with antibiotics
and review after 5 days
- Do chest x-ray
Follow up with
microscopy

Collect sputum for
microscopy, culture
and DST/LPAfor
Rifampicin, Isoniazid,
Aminoglycoside and
fluoroquinolones

Follow up with
microscopy and
culture

Poor response
to antibiotics
Clinically TB and
TB on x-ray

LPA/ DST results
Resistant to R
and H or R only

Treat as TB
Start on Regimen 1
Review culture results

GXP
unsuccessful

Treat with
antibiotics

Good response
No further
follow up
Advise to
return when
symptoms recur

Treat as MDR-TB
Refer to MDR-TB
Unit

Diagnostic algorithm, TB Xpert (from the national tuberculosis management guidelines, DOH, 20142)
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Collect one
sputum
specimen for
a repeat GXP

Poor response
Consider other
diagnosis
Refer for
further
investigation

12. Management of opportunistic infections: TB
12.2 Management of TB
TB should be managed according to the national TB management guidelines. Dosing should be based on patient weight and adjusted
as the patient gains weight on therapy. Duration of treatment and the regimen received depend on the case definition and whether the
patient has been treated for TB previously.

Refer to Appendix 6
in the Handbook for
information on TB
treatment dosing and
duration

Client with TB, newly diagnosed with HIV

Client on ART who develops TB

• Initiate all HIV-positive clients diagnosed with TB on ART irrespective of CD4 cell count

• Continue on ART throughout TB treatment

• Timing of ART initiation depends on client‘s CD4 cell count and site of TB:
• TB meningitis: initiate after receiving 4–6 weeks of TB therapy
• clients with CD4 cell count ≤50cells/mm3: initiate within 2 weeks of starting TB
therapy (note: this excludes those clients with TB meningitis)
• other clients may be initiated within 2–8 weeks of TB therapy

• If on LPV/r (Aluvia or Kaletra) boosted doses should be prescribed (see Drug
interactions for TB treatment below). It should be continued for 2 weeks after
TB treatment has been completed
• NVP is best avoided if on TB therapy
• Other classes of ARVs should be continued at usual doses

• ART initiation is as per national guidelines

Drug interactions for TB treatment
• LPV/r (Aluvia or Kaletra): boosting with
additional ritonavir (RTV) or double dosage is
required to ensure adequate drug levels until
2 weeks after completion of TB treatment.
Where available, RTV can be added as per the
child and adolescent ARV dosing table but if
this is not possible the LPV/r dose should be
doubled.
• Combined oral contraceptives (COCs):
contraceptive effect may be reduced, another
contraceptive method should be used
• Other drugs may require dose adjustment,
such as anticonvulsants or Warfarin

Side effects (for INH, RIF,
PZA and ethambutol)

Complication: immune reconstitution inflammatory
syndrome (IRIS)

• Minor drug reactions: nausea,
vomiting and discoloured body fluids.

• If features of TB disease appear within the first 6 months of ART initiation or
there is transient worsening of TB symptoms in a client on TB treatment, this
could be due to IRIS. As the client‘s immune system improves, it may unmask
infections that were previously present but asymptomatic

• Peripheral neuropathy may be caused
by INH
• More severe drug reactions:
drug-induced hepatitis, skin
rashes (including Stevens–Johnson
syndrome) and loss of colour vision

Note:

On suspicion of a
severe reaction refer urgently.

• This may occur especially in clients with a CD4 <100 cells/mm3
• TB treatment should be started/continued as usual with careful monitoring
by clinician
• If symptoms continue to worsen on ART and TB treatment, refer to an expert

Note:

Drug-resistant TB should also be considered and investigated
for clients on TB therapy with worsening symptoms
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12. Management of opportunistic infections: TB
12.3 TB prevention
Infection control

Isoniazid preventive therapy (IPT)

Infection control is necessary to prevent the spread of TB and is
particularly relevant in healthcare facilities.

IPT is a means of preventing TB disease in individuals at risk.

• Administrative controls: development of infection control plan within
facility, education of clients and healthcare providers in cough hygiene,
designated areas for sputum collection, triaging of coughing patients, etc.
• Environmental controls: adequate ventilation and light in waiting areas and
consultation area; use of extractor fans or UV lights
• Personal control measures: masks for use by healthcare providers and
suspected infectious clients

• Pre-exposure IPT: currently recommended for HIV positive clients over the age
of 15 years
• Post-exposure IPT (recent known TB contact): IPT should be considered for all
HIV positive clients who have had a recent exposure to TB regardless of age
• IPT may only be initiated in clients with a negative TB screen. If any symptoms
are positive they are considered a TB suspect and must be investigated for TB.
IPT should not be initiated if the investigations are negative, but the client should
be re-screened after 3 months
• Safe in pregnancy

Dosage of INH prophylaxis
• INH 5 mg per kg orally as a daily dose (max. = 300 mg daily) + pyridoxine 25 mg orally as a daily dose

Pre-exposure IPT

Post-exposure IPT (all clients with a known TB contact)

IPT recommendations for adolescents ≥15 years of age

• Any HIV- positive client who has been in contact with a known TB case should
be screened for TB symptoms. If negative, this client should receive IPT for a
period of at least 6 months, regardless of previous IPT exposure

TST status

Pre-ART (irrespective of CD4 cell count)

On ART

• A positive TB screen warrants further investigation

TST not done

IPT for 6 months

IPT for 6 months

TST negative

No IPT

IPT for 12 months

• If TB is diagnosed, advise the client that all HIV-positive people in same
household, as well as any children under age of 5 should be screened for TB
and should access IPT where appropriate

TST positive

IPT for 36 months

IPT for 36 months
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13. Management of opportunistic infections: cryptococcal meningitis
Diagnosis and treatment of cryptococcal meningitis
Algorithm for cryptococcal screening and prophylaxis
Cryptococcal antigen screening when CD4+ count <100 cells/mm3
NEGATIVE

Screening
should be
done with clients
who have a CD4 cell
count <100cells/
mm3.

Initiate ART
No fluconazole

POSITIVE
• Contact patient for urgent follow-up
• Screen for symptoms of meningitis*

Signs and symptoms of
cryptococcal meningitis
• Headaches
• Confusion
• Seizures
• Visual abnormalities of loss of vision
• New-onset of psychiatric symptoms
• Altered level of consciousness

Symptomatic

Asymptomatic5

• Focal neurological signs

Start fluconazole 1 200 mg daily and refer immediately for lumbar puncture
Lumbar puncture (+)

Lumbar puncture (-)

Amphotericin B plus fluconazole 800 mg
daily for 2 weeks in hospital

Fluconazole 800 mg daily for
2 weeks as outpatient

Fluconazole 400 mg daily for 2 months then 200 mg daily
Continue fluconazole for minimum of 1 year in total and discontinue when
patient has had 2 CD4 counts >200 cells/mm3 taken at least 6 months apart

Start ART after 4-6 weeks of antifungal therapy

Start ART after 2 weeks of antifungal therapy

Recommended dosage
of fluconazole

NB: the fluconazole dosing
should not exceed 12 mg/
kg for adolescents who are
underweight for their age.
Fluconazole as prophylaxis
after previous cryptococcal
disease: 200 mg orally
as a daily dose (6 mg per
kilogram up to max. 200 mg)

Source: DOH. National consolidated guidelines for the prevention of mother-to-child transmission of HIV (PMTCT) and the management of HIV in children, adolescents and adults. Pretoria: Department of Health, December 2014
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13. Management of opportunistic infections: cryptococcal meningitis
Management of cryptococcal meningitis
Starting ART for client with cryptococcal disease
• Current recommendation: client should receive treatment for
cryptococcal disease for a minimum of 4 weeks before initiation of ART.
Clients who start ART before 4–6 weeks of treatment are at greater risk
of developing IRIS
• IRIS which results from cryptococcal disease is often severe, and in some
cases may be fatal
A client with confirmed cryptococcal disease who has recurrence or
worsening of their symptoms or any new neurological symptoms after
initiating ART, must be referred urgently to hospital.

Client already on ART who develops
cryptococcal disease
• ART should be continued. No dose adjustments required
• If client was previously well with a good CD4 cell count,
development of cryptococcal disease (or any other OI)
represents clinical failure of treatment
• Blood should be taken for CD4 cell count and viral load
to look for concomitant virological and immunological
failure, and where found these should be addressed

Prevention of recurrence of cryptococcal disease
• Fluconazole prophylaxis: necessary after an episode of cyptococcal meningitis to prevent
recurrence
• Clients on ART for more than one year and CD4 cell count above 200 cells/mm3
(on 2 separate measurements 6 months apart): may consider stopping fluconazole prophylaxis
• Should CD4 cell count ever drop below 200 cells/mm3 again, client will need to restart
fluconazole prophylaxis
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14. Mangement of opportunistic infections
Other opportunistic infections
Adolescents with marked immunosuppression may present with some of the opportunistic infections shown in the diagram below.
If any of these conditions are suspected, refer for definitive diagnosis and further management.
Opportunistic infection

Signs and symptoms

Mycobacterium avium complex (MAC)
WHO clinical stage IV







•
•
•
•
•

Loss of weight
Failure to thrive
Recurrent non-specific abdominal pain
Persistent and recurrent diarrhoea
Anaemia and other abnormalities on the FBC

Pneumocystis carinii pneumonia (PCP)
WHO clinical stage IV






•
•
•
•

Tachypnoea
Severe dyspnoea
Cough and fever
Cyanosis

Extensive candidiasis
WHO clinical stage III/IV

 • Vaginal: pruritis, discharge
 • Oropharyngeal: pain in the mouth, visible thrush
 • Oesophageal: pain on swallowing, retrosternal chest pain, difficulty
swallowing, may have severe oral thrush
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14. Mangement of opportunistic infections
Other opportunistic infections
Opportunistic infection

Signs and symptoms

Parvovirus infection
WHO clinical stage IV

 • Acute infection in immune competent client – “slapped cheek” disease.
May have marked anaemia –transient
 • Chronic infection occurs in immune suppression (CD4 cell count ≤100cells/mm3)
 • Presents with severe anaemia without a history of bleeding, may be recurrent
 • Usually afebrile

Chronic gastroenteritis
WHO clinical stage IV

 • Chronic diarrhoea (≥ 4 weeks)
 • Dehydration, may be severe
 • May have poor appetite, loss of weight

Cytomegalovirus (CMV)
WHO clinical stage IV






•
•
•
•

CMV pneumonitis
CMV colitis – ulcers and bleeding from rectum
CMV retinitis – deterioration in vision with possible blindness
CMV hepatitis – uncommon in adolescents
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15. HIV-associated conditions (non-infectious)
Conditions

Signs and symptoms

Chronic lung disease (CLD)






•
•
•
•

Chronic cough (defined as a cough present for most days for 3 months of the year in the past 2 years)
Recurrent respiratory tract infections (>2 antibiotic courses in the last year)
Breathlessness resulting in moderate to severe limitation in physical activity
Hypoxia (O2 saturation <92% at rest)

Renal conditions






•
•
•
•

Associated with immune suppression and elevated viral load
Urine dipstick may show abnormalities such as proteinuria or haematuria
Patient may be asymptomatic, or may have non-specific signs and symptoms such as fatigue, weight loss, anorexia
Decreased urine output and reduced GFR are late signs

Neurodevelopmental issues in adolescents

 • Developmental delay
 • Problems with behaviour and cognition. Memory problems may occur.
 • Motor problems such as increased tone (increased resistance to passive movement) on clinical examination, and weakness.
This is symmetrical, affecting either both legs or all four limbs
 • Deterioration in coordination and fine motor function may be present
 • In advanced cases progresses to HIV associated dementia (HAD)

Cardiac complications of HIV

 • Dilated cardiomyopathy can cause left ventricular dysfunction: may eventually lead to congestive cardiac failure
 • Symptoms suggestive of left-sided heart failure: cough, dyspnoea (particularly on lying flat) palpitations, decreased effort
tolerance and peripheral oedema
 • Pulmonary hypertension and cor pulmonale: may lead to right-sided heart failure
 • Symptoms of right-sided failure: peripheral oedema, distended neck veins and decreased effort tolerance, abdominal
distension and tenderness in the right upper quadrant

Metabolic complications of HIV






• Reduction in sub-cutaneous fat, most notably in face, limbs and buttocks (lipoatrophy)
• Accumulation of fat in the abdomen, breasts and/or the dorsocerival area (lipodystrophy)
• Insulin resistance and abnormal glucose metabolism
• Dyslipidaemia

Malignancies






• Kaposi‘s sarcoma
• Burkitt‘s lymphoma and others
• Abnormal swellings, skin or oral lesions or any abnormalities on the blood counts should raise suspicion
• Increased risk for cervical cancer in HIV positive women

 • Lymphoid interstitial pneumonitis (LIP)
 • Bronchiectasis

 • HIV-associated nephropathy (HIVAN) and HIV
immune complex kidney disease (HIVICK)

 • Encephalopathy /HIV associated neurocognitive
disorders

 • Dilated cardiomyopathy
 • Pulmonary hypertension and cor pulmonale
 • Accelerated atherosclerosis

 • These may be related both to HIV and to ART
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16. Sexual and reproductive health
An overview of SRH for adolescents living with HIV
Advice and information
about:
• safer sex
• planning for a safe pregnancy
• how to cope with an unintended
pregnancy

Sexual and reproductive health

• legal rights for adolescents

Referral for other relevant
support and services

• sexual and reproductive rights
and responsibilities

Contraceptive services

All adolescents
require education,
support and services with
regards to safer sexual
activity, STI management,
HIV, contraception
and sexual and
reproductive
rights.

Education

Key elements of SRH
services for adolescents

Treatment for STIs

Adolescents living with HIV face additional challenges as they develop and express their sexuality and their sexual identity. This also includes
issues related to disclosure and fear of stigma and rejection – adolescents require support and guidance to navigate these complex issues.
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16. Sexual and reproductive health
SRH and adolescents – the legal context in South Africa
Contraception
• All children over 12 years have the right to access condoms
• Contraception other than condoms (such as the pill or injection) may be provided

to a child at the child’s request and without the consent of their parent or
caregiver if:
o the child is at least 12 years of age, and
o proper medical advice is given to the child, and
o a medical history is taken and an appropriate examination is carried out to
determine whether there are any medical reasons why a specific contraceptive
option should not be provided

Termination of pregnancy (TOP)
• All children and adolescents, regardless of age, can consent for TOP without the

consent of their parents

HIV counselling and testing
• A child may consent independently to HIV testing if he or she is:
o

12 years old or older or under the age of 12 years and of sufficient maturity
to understand the benefits, risks and social implications of such a test

see
section 3
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16. Sexual and reproductive health
Guidelines and tips for consultations

• Avoid making assumptions about

the adolescent‘s sexual orientation,
behaviour and knowledge

Adolescents need accurate,
understandable and age-appropriate
information to make informed
decisions about sexual and
reproductive health.

• Inform clients of their right to

confidentiality, and that information
may be shared with other healthcare
providers on a need to know basis

• Provide accessible, non-judgemental

services to gay, lesbian, bisexual and
transgender youth and to ensure that
they have access to SRH services

• Provide clear, accurate information in a

natural and comfortable manner: this
will help the adolescent to feel less
embarrassed

• Engage adolescents in

conversation about sexuality
and sexual health

• Routinely ask questions, even of adolescents
• Communicate potential positive

outcomes of actions and not just
the down-side risks

who report that they are not sexually active,
this provides an opportunity to identify and
discuss any issues/challenges they may have

Working with adolescents living with HIV: A toolkit for healthcare providers
82

16. Sexual and reproductive health
SRH and wellbeing
Issues to discuss related to adolescents’ SRH and wellbeing
• Children‘s and adolescent’s rights

• Sexual rights, information on staying safe

from rape or unwanted sexual solicitation;
what to do in the case of sexual assault

• Potential strategies to maintain good

SRH including reducing partner numbers,
adhering to ART, and good hygiene

• Puberty: focus on key issues relating

to current and next Tanner stage

• Correct condom use demonstration,

contraception and condom access,
condom use negotiation skills, and
water-based lubrication

• Menarche and menstruation

• Fertility, pregnancy and available

contraception methods. Include
information on low risk of transmission
of HIV to the baby if virally suppressed
on current ART regimen or enrolled early
into PMTCT programme

• Sexual debut

• Risk associated with sexual activity related to

HIV/STI transmission risk (oral, anal, vaginal,
masturbation) and the impact of ART and viral
suppression on HIV transmission risk

• Signs and symptoms of STIs and the

importance of seeking treatment
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16. Sexual and reproductive health
Tips for talking about sex and sexuality
• Avoid making assumptions and

being judgemental

Tips for talking
about

• Explore issues related to disclosure:

encourage clients to consider beneficial
disclosure of their HIV status to their
sexual partner

• Support and encourage clients

who choose to abstain from
having sex

• Provide information and educational

opportunities, including about
contraception and condom use, STIs and
HIV transmission, life skills related to HIV
prevention for HIV-positive adolescents.

• Support adolescents who are

sexually active to understand that
their interest in sex is a healthy
part of growing up

• Reinforce the importance of

rights, choice, mutual respect,
shared responsibility and safer
sex

sex and sexuality
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• Re-visit discussions about sex and

sexuality over time: choices, attitudes and
interest related to sex changes over time,
as the adolescent develops and matures

16. Sexual and reproductive health: Contraception
Contraception: key considerations
Guidelines for contraception
provision for adolescents

Recommended contraceptive methods for young people
• Emergency

• Discuss available contraceptive methods,

relative advantages and disadvantages
of each method including potential side
effects
• Clients should be advised on the
availability of emergency contraception
within 120 hours after unprotected
intercourse (IUCD insertion and
emergency contraceptive pills): the
sooner implemented, the more effective
• Condom use requires education. Clients
should be advised on consistent and
correct use, plus the availability of
emergency contraception in cases where
the condom breaks, slips or is not used
• All referral should be youth friendly and
accessible

contraception
to be promoted
and accessible
in the event of
unprotected
intercourse,
method misuse
or failure

• Abstinence

• Delay sexual debut

• Barrier method (strong reinforcement of condom use) with highly effective contraception:
o
o
o
o
o

combined hormonal contraception
progestogen-only injection
Cu IUD
LNG-IUS
progestogen-only implant (see note below)

Note: Recent evidence has shown that EFV, rifampicin and certain anticonvulsants should not be used with the implants due to reduced contraceptive efficacy.
If already inserted, it may be removed and an alternative method used, or an additional non-hormonal method should be added (such as IUCD or condom use).

NB:

Before the prescription of any contraceptive method, the client should be reviewed as regards the WHO medical eligibility criteria (MEC) for contraceptive use, to
ensure that there are no contraindications to the chosen method of contraception. Contraindications may include medical conditions or drug interactions. The table “Summary of
contraceptive options for ALHIV” overleaf shows some of the more common contraindications that may present in adolescents living with HIV.
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16. Sexual and reproductive health: Contraception
Summary of contraceptive options for adolescents living with HIV
Method

Common side effects

Common contraindications
(not all-inclusive)

Drug interactions:
TB Rx

Drug interactions: ART

Male condom

None

None

None

None

Prevention
STI

COCs

Injectable (DMPA/
NET-EN)

Cu IUD

LNG IUD

Progestogen-only
implants

Emergency
contraceptive pills

None

None

Nausea, intermenstrual bleeding,
mild headaches, breast
tenderness
Changes in menstruation
(irregular, prolonged,
heavy, amenorrhoea) and
weight gain

None







Promote condom use for all adolescents.
Consistency, correct use and with
confidence

x

x

None

History of thrombosis,
hypertension

Rifampicin - do not use
together
(WHO MEC 3)

Undiagnosed vaginal bleeding

DMPA: none.
(WHO MEC 1) NET-EN:
mild interaction with
rifampicin. To add
condom (WHO MEC 2)

RTV-boosted PIs – do not use
together (WHO MEC 3)
NNRTIs – generally can use, add
condom (WHO MEC 2)
DMPA: none.
(WHO MEC 1)
NET-EN: mild interaction with PIs
and NNRTIs. To add condom
(WHO MEC 2)

None

None

Menstrual changes
(bleeding may be heavier,
longer and more cramps)

Current AIDS and unwell,
current cervicitis/PID

Irregular and infrequent
bleeding initially
with development of
amenorrhoea later

Current AIDS and unwell,
current cervicitis/PID

Irregular bleeding and
amenorrhoea, but less
pronounced than with
injectables

Undiagnosed vaginal bleeding

Nausea, vomiting,
headaches, fatigue, cycle
irregularities

Incident occurred more than
120hrs ago

None

x

x

x

x

x

x

x

x

x

x

None

Mild interaction with
rifampicin. Avoid
concurrent use. (See
comment)

Mild interaction with PIs and
NNRTIs. Avoid concurrent use.
(See comment)

With Rifampicin. No
dose adjustment
recommended

With PIs. No dose adjustment
recommended
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HIV
Promote condom use for all adolescents.
Consistency, correct use and with
confidence



Female Condom

Comment/recommendation

Client-dependent contraception: adherence
essential. Can be used where adherence
ensured. Combine with condom use
Recent studies have shown that DMPA may
increase HIV transmission risk. Until further
research has been conducted, WHO stance:
condom use is strongly recommended
(WHO MEC 1). Client-independent
contraception
Reliable, long acting reversible contraceptive
method. Client-independent method. May
be used as emergency contraception.
Combine with condom use. Can be inserted
if client is well (WHO MEC 2). Note: Unwell
HIV positive – WHO MEC 3.
Not currently available in the PHC
setting. Reliable, long acting reversible
contraceptive method. client-independent
method. Cannot be used for emergency
contraception. Combine with condom use.
Can be inserted if well (WHO MEC 2). Note:
Unwell HIV positive - WHO MEC 3
Note: recent evidence has shown that EFV,
rifampicin and certain anticonvulsants
should not be used with the implants
due to reduced contraceptive efficacy. If
already inserted, it may be removed and an
alternative method used, or an additional
non-hormonal method should be added
(such as IUD or condom use).
All clients should be aware of the availability
of this method. Consider emergency IUCD
use where pill use is inappropriate

16. Sexual and reproductive health: Sexually Transmitted Infections (STIs)
STI management: key points

Signs and symptoms (identification of syndromes)

• The management of STIs in
adolescents should be syndromic,
and should follow national DOH
guidelines

• Condoms should be offered and
condom use reinforced – to avoid
transmitting HIV and STIs to others
• Contraception methods should be
discussed and clients should be
counselled on the benefits of dual
methods
• STI treatment of their current sexual
partners should be recommended
• Adolescent clients may be
particularly sensitive about
discussing STIs. It implies they
are having unprotected sex. It is
important to handle clients with
sensitivity and tact

for male clients
• Urethral discharge or dysuria – male urethritis
syndrome (MUS)

for female clients

• Scrotal swelling or pain – scrotal swelling (SSW)

• Abnormal vaginal discharge or vulval itching/burning – vaginal
discharge syndrome or VDS)
o Note: candidiasis or bacterial vaginosis (which are not
sexually transmitted and quite common) should be
considered in these clients, especially those who report no
sexual activity in the last 3 months

• Soreness or itchiness of the glans, or inability
to retract foreskin, or malodour – balanitis/
balanoposthitis (BAL)

• Lower abdominal pain with or without vaginal discharge (lower
abdominal pain or LAP)
o Note: UTI should be screened for as well

• Hot and tender inguinal swelling in groin (bubo)

• Genital sore or ulcer with/without pain – GUS

• Genital sore or ulcer with/without pain – genital
ulcer syndrome (GUS)

• Warts in the anogenital region, meatus or urethra •
(genital warts)
•
• Intense itching of the pubic/perianal area with
•
nits of lice present (pubic lice). These may also
infect the eyelashes

Hot and tender inguinal swelling (bubo)
Warts in the anogenital region, vagina or cervix (genital warts)
Intense itching of the pubic/perianal area with nits of lice
present (pubic lice). These may also infect the eyelashes
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17. Pregnancy and adolescents living with HIV
Key considerations

Note:

Pregnant adolescents living with HIV should attend antenatal care and access
appropriate PMTCT as soon as possible.

• Adolescent
pregnancy may
present challenges
to the client, their
family and those
responsible for their
care.

Considerations
for adolescent
pregnancy

Options for unwanted pregnancy

• Psychological
implications: maturity
of the adolescent and
whether or not they will
be able to cope with
parenthood

Requires counselling
to explore the options

• Adoption? Requires referral to a social
worker: a long term, permanent option

• Fostering? Warrants referral to a social
• Social implications:
finances,
childcare and the
interruption of the
client’s schooling

• Medical implications:
adolescents experience
a higher rate of medical
complications during
pregnancy and delivery

worker: the baby is placed in temporary care
until the mother is able to care for the baby

• Family support? The child is looked after
by a family member: generally an informal
arrangement and the mother can still be
involved

• Termination of pregnancy? As per the

Note:

If the pregnancy resulted from a sexual assault there are numerous additional
psychological and clinical factors to take into consideration and clients may require referral.

law in South Africa (Choice on Termination of
Pregnancy Act, No. 92 of 1996)
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17. Pregnancy and adolescents living with HIV
Considerations for PMTCT
• Clients not yet on ART should enter the PMTCT
programme as per national PMTCT guidelines.
These adolescents are a high priority for initiating
FDC antiretroviral therapy on the same day they
present for ANC service
• Clients already on ART should continue their
treatment with optimal adherence and monitoring as
per the national PMTCT guidelines
• All ARVs can safely be given during pregnancy
according to the standard dosing appropriate for
client weight
• It is essential that clients maintain good adherence
during pregnancy. High viral load during pregnancy
increases the risk of transmitting HIV to the unborn
child
• For very young adolescents, ill clients and clients with
concomitant medical conditions it is advisable to refer
to the appropriate level of care for antenatal services
as per standard ANC procedures

• Feeding practices should
be discussed early
so that the mother
has time to make a
considered decision

• Exclusive breastfeeding is recommended. There are
markedly reduced chances of HIV transmission if
the mother is virally suppressed on ART. The specific
challenges for a teen mother need to be explored in a
supportive and non-judgmental manner

Feeding practices
for the baby

• Mothers who elect to exclusively
formula feed should be advised on
the necessity of being able to do so
safely. It is essential to provide safe
and appropriate formula feeding and
of avoiding mixed feeding
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• Exclusive formula feeding may be
prescribed for medical indications
as part of PMTCT. The young
mother should be counseled
about this and on the importance
of avoiding mixed feeding

17. Pregnancy and adolescents living with HIV
Considerations for PMTCT
• Post-delivery, clients should be encouraged to:
o attend their routine postnatal checks
o use a reliable method of contraception to
prevent unintended pregnancy
o present early should they experience any
problems or have any concerns, and to
o continue with their ARVs and prescribed
PMTCT regimen. Exclusive feeding should be
reinforced, as well as follow-up for routine
well-baby visits

Post-natal care

• Adolescents who are newly
diagnosed with HIV on postnatal
follow-up need to access ART
on the same day if they are
breastfeeding, as part of PMTCT

• The young mother should be
encouraged to seek help and
support where she feels it is
necessary. Where required, she
could be referred to a social worker
to access a Child Support Grant
or to assist with other issues that
may need to be addressed, such as
adoption

• Encourage young mothers to ensure
their children get tested appropriately
for HIV and access care where necessary.
Early diagnosis and initiation of ART for
the infant is a priority to prevent early
illness, progression of HIV and death
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18. Prevention for adolescents living with HIV

Prevention strategies for HIV-positive adolescents
• HIV-prevention activities focus on both HIV-negative and HIV-positive people to reduce HIV
infection and transmission.
• When focussing on HIV-positive people, it is termed positive prevention or prevention for,
by or with HIV-positive people. Also referred to as positive health, dignity and prevention.
Positive prevention embraces the following four objectives:
1 Keeping HIV-positive persons physically healthy
2 Keeping HIV-positive persons mentally healthy
3 Preventing further transmission of HIV
4 Involving people living with HIV in prevention activities, leadership and advocacy.

Positive prevention also includes:
• prevention and treatment of STIs, including
among partners
• prevention and treatment of TB
• prevention of unintended pregnancy
• protecting oneself against sexual assault

Prevention for HIV-positive adolescents includes the prevention of the further
spread of HIV through:
• HIV testing and knowing one’s status
• partner disclosure, if there is no risk of violence
• protecting oneself (from reinfection) and one’s partner from HIV transmission through risk
reduction and safe sex
• PMTCT
• adherence to ART
• prevention of transmission via blood-borne HIV
• prevention of transmission through shared injection use or sharing sharp instruments
• post-exposure prophylaxis (PEP)
• pre-exposure prophylaxis. (PrEP)

Note:

PrEP has been shown to be effective with men who have sex with men (MSM), evidence for
its effectiveness with adolescents is still being researched.

• cervical screening
• positive living, including adherence, attending
the health service when necessary and keeping
appointments, lifestyle, nutrition and avoidance
of alcohol and drug abuse
• reduction of gender-based violence
• medical male circumcision
• dealing with factors that are associated with
increased risk of HIV infection and teenage
pregnancy:
o age of sexual debut
o multiple sexual partners
o intergenerational sex
o poverty
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19. Psychosocial support
An overview
Adolescents living with HIV have further vulnerabilities, stressors and challenges that are specifically HIV-related. They may need additional support in many
areas. For detailed information on the support needs of ALHIV, refer to the Handbook.
Education,
planning for the
future

Self-esteem

Adherence to
treatment and care

Anger, unresolved
emotions

Areas
of possible
support
needs

Coming to
terms with living
with HIV

Problems related
to identity

Disclosure

Mental health
issues

Bereavement:
loss of family
members

Developing
sexuality in the
context if HIV

Stigma,
discrimination,
social isolation
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19. Psychosocial support and communication
Tips for providing psychosocial support
The 5 “As” is a useful framework for moving through the process
of identifying, exploring and problem-solving areas of concern,
including follow-up.

• Assess
• Advise
• Agree
• Assist
• Arrange

Provide an accessible, acceptable and effective service for young people



See the adolescent as an individual



Respect confidentiality



Respect privacy



Involve the client in the care process



Show respect



Be encouraging and positive



Display patience and encourage clients to speak for themselves



Involve parents/caregivers where appropriate



Link with other services and support networks

And don’t forget: ensure referrals are youth friendly…

Provide an
accessible,
acceptable and effective
service for young people








Make prior arrangements with the referral point concerned
Make an appointment for the client at an adolescent-friendly time
Link the adolescent with a named healthcare provider
Give clear directions to get there
Arrange for someone to accompany the adolescent where possible
Provide the client with a referral letter
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20. Adherence
What is adherence?
• Prepare the client before
treatment. There is evidence that
treatment readiness prior to the
initiation of ART is associated with
improved adherence

Adherence includes:

adherence to treatment
(routine, correct dosage,
correct manner)

adherence to care
(e.g. keeping
appointments)

• A non-judgemental
and supportive
attitude
encourages both
the adolescent
and the parent/
caregiver to be
honest regarding
adherence and
problems. Honesty
is essential
to identifying
problems and
facilitating practical
solutions

• Involve parents/caregivers.
Both adolescents and parents/
caregivers require support to
ensure adherence

Develop
a solid
foundation
for
adherence
• A strength-based
approach to counselling
and support for
adolescents on ART is
best, e.g. praise good
adherence and use it
as an opportunity for
positive reinforcement
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• Adapt and revisit
support as the
client moves
between childhood
and adulthood.
Take into account
the different needs
specific to younger,
middle and older
adolescence

• Carefully manage
the gradual shift in
responsibility from
the parent/caregiver
to the young client
for adherence to
treatment and
medication. This is
an intrinsic part of
transition of care

20. Adherence

Tips for improving adherence


Build on strengths and praise good adherence



Always explore the underlying reasons for poor adherence. Encourage
the young client to weigh up the pros and cons, benefits and possible
consequences of good and poor adherence
Remember that this needs to be revisited as they grow older



Discuss treatment and logistics of getting to the clinic – with client, and
parent/caregiver where appropriate



Provide adolescent-friendly services, including accessible, acceptable and
appropriate services, so that young clients feel welcome at the clinic



Create an environment for both parents/caregivers and adolescents to
be honest about adherence, by being non-judgemental and building a
relationship based on trust, respect and openness



Check in with clients frequently after they start or change medicines – if not
during clinic visits, by phone or outreach workers going to their homes



Ensure systems are in place (with consent granted) to contact adolescent
clients (SMS, phone call, outreach) who miss clinic appointments or
prescription refills



Where possible simplify treatment and dosing
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21. Disclosure
What is disclosure
Disclosure is an ongoing process where the child or adolescent gradually develops a better understanding of his or her illness over time. There is no definite
age when disclosure is appropriate; it depends on the individual circumstances of the child or adolescent. Disclosure also refers to the process whereby the
young person discloses to others about their HIV status.

Non-disclosure – no facts about HIV
have been revealed to the client

Post-disclosure involves the repetition

Partial disclosure provides details

and reinforcement of issues, exploring
possible disclosure to others and follow-up
discussions and on-going support

of the illness without mentioning HIV
(or mentioning HIV but not saying
that the client is HIV positive)

Full disclosure provides all details of
HIV as it relates to the client

Working with adolescents living with HIV: A toolkit for healthcare providers
100

21. Disclosure
Preparing for disclosure in partnership with parents/caregivers
The role of parents/caregivers

The role of healthcare care providers

It is recommended that the parent/caregiver is encouraged to
assume responsibility for ensuring that disclosure takes place.
Therefore, to ensure successful outcomes it is important to ensure
that they are ready for the process of disclosure.

HIV-positive adolescents, as well as caregivers, need the support
of the healthcare team and other support from schools and
religious institutions (or any relevant social structure), to initiate
and sustain the process of disclosure. The healthcare provider
and those who work with the child/adolescent should play a
supportive role in facilitating the process.

Checklist for parent/caregiver readiness for disclosure

 Tailor the disclosure process to meet the developmental
needs and understanding of each adolescent, as well as
their parent/caregiver

The parent/caregiver:
 Is in reasonably good health, and the adolescent has family

 Manage the barriers to disclosure with the support of

institutions that form the immediate social environment
of the adolescent as well as the caregiver

or other sources of support following disclosure

 Has a relatively good relationship with the adolescent
 Has accepted and disclosed their own HIV positive status, if

 Be accessible and open to answer queries that may

HIV-positive

 Has accepted the adolescent’s HIV positive status
 Has good knowledge and information about HIV as well as
treatment and support

 Is able to talk about HIV and related matters
 Has a support system
 Wants to protect the adolescents and/or family from

Note:

If the parent/caregiver is not
ready to disclose, the process
cannot be forced but follow-up
with counselling and discuss
their fears and anxieties
around disclosure.

stigma, discrimination and rejection

arise from the adolescent or caregiver pre-disclosure,
during the disclosure process and post-disclosure

At every visit, check if the child or adolescent has been disclosed to?
Ask:
1. Do you know why you come to this clinic?
OR Do you know why you take these tablets?
2. Ask what is HIV?
Use this is an opportunity for you to provide HIV education
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21. Disclosure
Age and developmental specific disclosure
Age band

Developmental ability

Examples of what to say, explain or confirm

Younger
adolescents

• Developing ability to understand
ideas and apply them to new
situations
• Developing ability to understand
past, present and future
• Acquiring social and moral awareness
about right and wrong behaviour
• Beginning to be more curious and
take some control over their lives

• Explain that treatment is for a germ; the germ concerned is a virus
• The HIV virus is a ‘clever germ’ that damages the white blood cells which are the
body’s defence or immunity against infection
• If medicines are not taken correctly, the virus can get stronger and stop medicines
from working (resistance)
• Naming the virus as HIV may be done after establishing disclosure readiness within
the family
• Explain that one’s medical information is private and discuss who this may be shared
with, if required
• Help identify who they can talk to about their health or HIV status

Older
adolescents

• Developing ability to think in a more
abstract manner
• Increased ability to understand
future consequences of actions
• Striving for more independence
as developing their own identity,
in decision-making; decreased
dependence on care givers
• Puberty and sexual development is
particularly marked during this age
• Importance of relationships with
friends increases

• Check understanding of health, medicines, sexual development and HIV infection
• Directly address young person during clinic consultations
• Need to understand responsibility for not transmitting HIV (discuss issues related to
safer sex, as appropriate to maturity and interest in sex)
• Preparation for future, encourage direct involvement in discussions and decisions
• Promote benefits of attendance at adolescent support group (where available)
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21. Disclosure
Post-disclosure support

Explore existing support
mechanisms and potential
ones; facilitate contact with
peer support groups

Continually assess:
• how the child is coping
• how well the illness is understood
• the adolescent’s functioning at school
• the adolescent’s behaviour and mood
• peer relationships and the level of social support

Reassure the client that HIV
is nothing to be ashamed of;
explain that some people do
treat those with HIV badly, but
that this is usually because
they do not understand it,
which may make them afraid

Explore benefits of the client knowing
their status and discuss any challenges
they are facing
• Ensure client understand the key issues
about HIV and ART, and has addressed
any myths, misconceptions and
concerns

Check if the adolescent has shared
their diagnosis with anyone else
and explore who they can go to
when they need support or advice
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21. Disclosure
Supporting adolescents to disclose to others
Role-play a situation in which
the people being disclosed to
(a) has a negative response and
(b) a positive response to the
adolescent’s HIV diagnosis
 What kinds of questions would

Help adolescents to explore the
question: Who are they wanting to tell
and for what reasons?
 Are those the appropriate people to tell?
 What does the adolescent wish to gain by
telling them?

they ask?

 Equip the adolescent with the

information needed to answer
such questions

Help them to identify people to
whom it is beneficial to disclose, e.g.
teachers, family and close friends,
healthcare providers
 Discuss when, where and how to tell

Offer a follow-up session to reflect on successes and challenges faced
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22. Transition in care
Transition refers to the process through which adolescents living with HIV move from one level of care to another – generally from paediatric services into
adult services. Transition in care is accompanied by a range of possibilities and challenges. Transitioning needs supportive health systems.

Discuss the
client’s eventual
transition into
adult care

• Discuss the transition with both the adolescent and the
parent/caregiver in advance
• Address fears, hopes, risks, opportunities and plan together
• Revisit the topic periodically

Ensure the
adolescent is
ready for the
transition

• Adequate preparation is needed to ensure
successful transition and good adherence
• Transition should be based on the maturity,
developmental readiness and responsibility of
the young person rather than chronological age

Transition
requires life
skills

Transitioning
needs supportive
health systems.

• Adolescent clients moving into adult care need:
o to learn to take responsibility for adherence, making and
keeping appointments and seeking care
o essential knowledge of HIV and related health issues, and
how to access the relevant health services
o insight and an understanding of the psychosocial related
issues affecting them

Link paediatric
and adult care
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• Identify adolescents/peer educators in the
adult clinic who can provide support
• Arrange a handover discussion/meeting with
the new healthcare provider
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23. Mental health and HIV: an overview
Mental health and HIV - Overview
Mental health is defined as a state of wellbeing in which every individual realises his or her own potential, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to her or his community.3
Poor mental health can be both a cause and effect of living with HIV, as shown in the diagram below.

Adolescents living with
HIV are more likely to
develop mental health
problems

Adolescents with
mental health
problems are more
likely to acquire HIV

Possible causes:

Possible causes:

• Social stressors
such as stigma,
financial difficulties
and relationship
difficulties.
• Lack of adequate
support structures.
• May also be
associated with
certain medications
or with the direct
effect of the virus on
the brain.

• Vulnerable and are
more likely to engage
in risky behaviour
such as unprotected
sex and substance
abuse.
• Also at risk of being
sexually abused.

3. WHO (2014). Mental health: a state of wellbeing [online]. Available at: http://www.who.int/features/factfiles/mental_health/en/
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It is important to differentiate between
common mental health problems and mental
illness. Mental health lies on a spectrum with
mental illness (most severe) at one end of
the scale, moving to common mental health
problems (less severe) and with stress and
diminished coping (mostly benign) at the other
end of the scale.
Stress and diminished coping from situations we
are confronted with on a day-to-day basis affect
us all. When support is in place or the context
altered, most people can manage life well again.
More HIV-positive adolescents suffer from
increased stress and common mental health
problems than from mental illness.

24. Mental health and HIV in adolescence
Interaction between psychosocial, physical development and mental health

Mental health is important.

Untreated mental health problems
can cause:
 delayed initiation onto antiretroviral

Striving for
independence and
self-identity impacts
on adherence
Neurological
consequences of
prolonged unsuppressed
HIV (perinatally infected)






Physical differences and
delays in development
affects self-image and
self-esteem

ART-related physical
changes,e.g.
lipodystrophy

Effect of stigma
and self-stigma

Delays in growth, e.g.
underweight, smaller,
stunted; delays in
puberty milestones

Interruption in
schooling due to
illness, high mobility

treatment
impaired adherence
progression of disease
decreased quality of life
increased rates of mortality.

Fear about
disclosure,
future

ADOLESCENTS
LIVING WITH HIV
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Complexity of adherence
with adolescents with
chronic conditions

25. Management of common mental health conditions in adolescents living with HIV
25.1 Depression

Possible signs
of depression in
adolescents

• Negative thinking, hopelessness, low energy, lack of
motivation, deterioration in school work, dropping out
of activities that were previously enjoyed, such as sport
and extramural activities, headaches, sleeping a lot or
inability to sleep, social withdrawal, isolating themselves,
talk of suicide

• Clients may display irritable and angry behaviour
instead of appearing sad or tearful
• Uncharacteristic behaviour, such as being
confrontational, becoming reckless or developing
school-related problems

• Any interruption in ART and poor adherence to other
medication. Explore issues such as anger/denial about
living with HIV

• Abuses alcohol or other substances

• Extreme changes in behaviour patterns, e.g. Weight loss
or weight gain, runs away or talks of it, low self-esteem,
self-injury

Screening for depression
Considerations

Questions

• Clients with depression may display uncharacteristic behaviour, such as
being confrontational, becoming reckless or developing school-related
problems
• Clients may display irritable and angry behaviour instead of appearing
sad or tearful. This should be kept in mind during the interview process
• The client should always be screened for associated suicidality







Do you feel tearful, sad or down most of the time? How long have you felt this way?
Do you have feelings of worthlessness, or guilty feelings?
Do you have difficulty taking pleasure in the things you used to enjoy?
Do you have problems with sleep, eating or your sexual desire?
Have you ever been diagnosed as having depression, or taken antidepressant
medication?
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25. Management of common mental health conditions in adolescents living with HIV
25.1 Depression continued

Some interventions for
depression
• Counselling
• In the past month did you wish you were dead?

• Check for alcohol and substance
abuse
• Review HIV history, ART (adherence,
changes in regimen)

Screening
questions
for suicidal
ideation

• Always screen for suicidal ideation
and assess suicide risk

• Did you want to hurt yourself?

• Referral to a psychologist for
therapy as required
• Did you think of killing yourself?

• Did you think of a way to kill yourself? Did you try and kill yourself?

• Consider medical management:
For moderate to severe symptoms,
a selective serotonin reuptake
inhibitor (SSRI) can be used in
conjunction with psychosocial
support. Citalopram may be
prescribed for moderate to severe
depression disorders
• Consider referral for admission if
showing signs of self-harm, suicide,
or violence towards others
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25. Management of common mental health conditions in adolescents living with HIV
25.2 Grief, bereavement and depression
• Many adolescents living with HIV have lost significant loved ones.
• Some adolescents have endured multiple losses over time. These losses could have led to significant grief that has not been addressed. Grief is not a

mental disorder as it is an expectable and culturally accepted response to the event of loss or death of a loved one. However, the manner in which some
individuals react to grief may present with symptoms characteristic of depression.

Differences between grief/bereavement and depression

questioning faith and the meaning of life

Guilt is focused on aspect of loss.

Guilt is preoccupied with a negative self-image.

Have moments of pleasure or happiness.

Feelings of emptiness and despair are constant.

Preoccupation with deceased.

Preoccupation with self.

Not demoralising or humiliating.

Demoralising and humiliating.

Overt expression of anger.

Anger not as pronounced.

Diminishes in intensity over time.

Consistent sense of depletion.

Suicidal gestures are rare.

Suicidal gestures are not unusual.

Responsive to support.

Unresponsive to support.

Elicits sympathy, concern and desire to embrace.

Elicits irritation, frustration and a desire to avoid.

Usually functions at work, home and/or school.

Inability to function at work, home, and/or school.

lack of energy

sadness

disbelief

withdrawal
lack of concentration

GRIEF
and
bereavement

feeling worthless
anxiety about death
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confusion

Depression

shock
anger

Grief/bereavement

25. Management of common mental health conditions in adolescents living with HIV
25.2 Anxiety
Possible signs of anxiety in adolescents

Some interventions for anxiety

• Self-reported feelings, e.g. a feeling of being
overwhelmed, stressed out, distressed, fearful
• Daily functioning impaired, e.g. deterioration of school
work or work performance
• Fearfulness and insecurity: nightmares, fear of the
dark, fear of being alone
• Physical manifestations such as panic attacks; increase
in skin conditions such as eczema, acne; or presenting
problems as a call for help, e.g. headaches
• Behavioural changes, e.g. a change in sleeping
patterns, repetitive behaviour not previously shown,
refusal to eat, withdrawal from school/social activities
• Anxiety may be the cause or result of alcohol and
substance abuse

• Symptoms can be managed through psychosocial
counselling and support strategies (relaxation, coping
mechanisms to deal with anxiety; reassurance;
communication with school, employers)
• Check for alcohol and substance abuse
• Review HIV history, ART (adherence, dosing changes in
regimen, new medication)
• Referral for therapy, if necessary and where available
• Assess suicide risk
• Consider medical management. For moderate to severe
symptoms, a selective serotonin reuptake inhibitor (SSRI)
can be used in conjunction with psychosocial support.
Citalopram may be prescribed
• Referral to specialist care if unresponsive to
interventions and if functioning impaired

Screening for anxiety
Considerations

Questions

• Some anxiety associated with daily stressors is normal
• The anxiety becomes problematic when it affects the
adolescent’s ability to function normally or when they feel
overwhelmed and unable to cope with it

 Do you often feel worried or “stressed”? What causes these feelings?
 Do you feel that you can cope with your current stress levels?
If yes to the above:
 How long have you been feeling this way?
 Does your worrying affect your ability to concentrate on schoolwork and other activities?
 Does worrying affect your ability to sleep, or eat?
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25.3 Trauma
Trauma is caused by a life threatening event which a person has experienced or witnessed, in the present or in the past, e.g. rape, abuse, violence, an
accident or being exposed to information which causes trauma.

Possible signs of trauma in adolescents
• Daily functioning impaired, e.g. deterioration of school work or
work performance; disorganised, agitated behaviour
• Fearfulness and insecurity: nightmares, fear of the dark, fear of
being alone
• Internalised behaviours where feeling are repressed, e.g.
depressed, sad, fearful, ashamed
• Externalised behaviours, “acting out”, e.g. disruptive, dishonest,
aggressive, violent
• Alcohol and substance abuse
• Self-harm
• Comorbidity – depression, anxiety, trauma, PTSD, other
psychiatric problems

Some interventions for trauma
Psychosocial counselling and support strategies:
• Recognise and reassure that reaction to a frightening event is to be expected and
normal
• Discuss the event and its effect in a safe environment (can also write about or
draw event)
• Explore relaxation, coping mechanisms to deal with triggers
• Check for alcohol and substance abuse
• Referral for therapy, if necessary and available
• Assess suicide risk
• Consider medical management based on clinical picture:
tranquilizers, antidepressants

Screening for trauma
Considerations

Questions

• The history of a traumatic event may be known to the healthcare
worker or recorded on the file
• It should be noted that asking about a traumatic event can in itself
trigger reactions about the trauma for the patient – this should be
done sensitively and after establishing that appropriate support is
available should it be required

 Have you ever had a traumatic or upsetting experience that distressed you deeply?
If yes to the above:
 Do you become nervous and anxious when something reminds you of that experience?
 Do you try to avoid anything that might make you remember that experience?
 Have you felt numb, detached and isolated from others since the upsetting event?
 Do you become easily startled, agitated or nervous since this event?medication?
 Do you have nightmares about this experience? Is your sleep disturbed by thoughts about
the event?

Working with adolescents living with HIV: A toolkit for healthcare providers
114

25. Management of common mental health conditions in adolescents living with HIV
25.4 Suicide

• Suicidal behaviour or previous suicide attempts need to be
taken seriously, and help needs to be sought. It is important
for family members and friends of those who have attempted
or committed suicide to know that sometimes there is no
warning and they should not blame themselves.

Note: Healthcare providers must take suicide
attempts and completion seriously and seek debriefing to
manage their own reaction.

 Talking about suicide or death in general. “I’m going to end my life” or “I’m going
to kill myself”

 Talking about “going away”
 Referring to things they “won’t need,” and giving away possessions
 Talking about feeling hopeless or feeling guilty. “Life isn’t worth living” or “I can’t
go on anymore”







Pulling away from friends or family and losing the desire to go out
Having no desire to take part in favorite things or activities
Having trouble concentrating or thinking clearly
Experiencing changes in eating or sleeping habits
Engaging in self-destructive behavior (drinking alcohol, taking drugs, or cutting, for
example)

 Having attempted suicide in the past

“I’m going to end my life”

Suicide

know the warning signs…
“I can’t go on anymore”
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“I’m going to kill myself”

“Life isn’t worth living”

“going away”

• Suicide attempts often happen impulsively, and are not
always triggered by an event. Sometimes when depression or
anxiety symptoms become severe, a person may feel that it is
too difficult to keep on living or their problems are not going
to get solved. An incident such as a breakup, an argument
with a parent, an unintended pregnancy, being rejected by
peers, or being bullied/victimised may be the final push.
Adolescents who have had a recent loss or crisis or who had
a family member or classmate who committed suicide may
be especially vulnerable to suicidal thinking and behaviour
themselves.

Know the warning signs…

“won’t need”

• Suicide can be described as a fatal act of self-harm initiated
with the intention of ending one’s own life.

25. Management of common mental health conditions in adolescents living with HIV
25.4 Suicide continued

Suggested interventions:

Screening:

• Explore the suicidal statements further as well as their reasons
for wanting to die

Some important screening questions:

• Review the risk: is this person low, medium or high risk?

 Do you ever have thoughts of hurting or killing yourself?
(yes/no)

 Be kind, empathetic and non-judgemental when assessing the
risk for suicide but also objective.

 Are you currently thinking of killing yourself?
(yes/no)

 If the client suffers from mental illness or is currently engaging in
substance abuse, this automatically increases their risk.

 Have you ever tried to kill yourself?
(yes/no)

 If there are additional resources such as access to a psychologist
or mental health professional, refer the adolescent for further
screening and intervention
• Contract a safety plan
o For example: draw up a suicide contract with the suicidal
adolescent
o Discuss the legal requirement to which a healthcare provider is
bound - that confidentiality may need to be broken if a minor
is in danger, and this must be reported to parents or other
support services
•
o
o
o

Make a relevant referral
Psychologist or other mental health professional
NGO or CBO
Hospitalisation if the patient is high risk

Working with adolescents living with HIV: A toolkit for healthcare providers
116

25. Management of common mental health conditions in adolescents living with HIV
25.5 Alcohol and substance abuse
Possible signs of alcohol and substance abuse in adolescents

Some interventions for alcohol and substance abuse

• Daily functioning impaired, e.g. deterioration of school work or work
performance, forgetful
• Changes in eating habits – especially reduced eating; associated weight loss
• Red eyes, dilated pupils, shaking
• Changes in sleeping patterns – significantly more or less sleep; disorganised,
agitated behaviour
• Theft from home, money or goods disappearing
• Change in personality; withdrawal; changes in patterns of socialising
• Evasive, secretive behaviour, nervousness, e.g. becomes more isolated,
change in friends
• Aggression, violence, defiance
• Changes in relationship to health care, e.g. poor adherence to treatment,
missing of appointments, defensiveness
• Comorbidity – depression, anxiety, trauma, PTSD, other psychiatric problems

• Provide general education and counselling on risk reduction,
behaviour change and the potential negative effects of their
substance abuse on HIV
• Where possible, work together with family, schools, employers
– set goals and boundaries, and agree on consequences if they
renege on agreements, work this out in a mutually agreed
“contract” with the adolescent
• Substance addiction in adolescence is challenging, where possible
refer to more specialised assistance (e.g. SANCA, Alcoholics
Anonymous, Narcotics Anonymous – all have websites and help
lines)
• Provide on-going support and follow-up at every visit

Screening for substance use
Considerations

Questions

• These questions are exploratory, and assist in opening up further issues.
They are designed to trigger a more in-depth query, regarding types of
substances used, patterns of use and associated behavioural problems

 Do you/your friends ever drink alcohol? How often do you/they drink alcohol?
 Do you/your friends ever smoke dagga/cannabis/ “weed”? How often do you/they do
this?
 Do you/your friends use any other substances to get high? (Including over-the-counter
and prescription substances)

• Other questions should focus on whether or not the client has features
of abuse, addiction or dependence .
• It is useful to explore what the client’s friends do as a way in to explore
their own use
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25.5 Attention deficit hyperactivity disorder (ADHD)
Possible signs of ADHD
• Inattention: symptoms of inattention have been present for at least 6 months, and
they are inappropriate for developmental level:
o Often fails to give close attention to details or makes careless mistakes in
schoolwork, at work, or with other activities
o Often has trouble holding attention on tasks or play activities
o Often does not seem to listen when spoken to directly
o Often does not follow through on instructions and fails to finish schoolwork,
chores, or duties in the workplace (e.g., loses focus, side-tracked)
o Often has trouble organising tasks and activities
o Often avoids, dislikes, or is reluctant to do tasks that require mental effort over
a long period of time (such as schoolwork or homework)
o Often loses things necessary for tasks and activities (e.g. school materials,
pencils, books, tools, wallets, keys, paperwork, eyeglasses, mobile telephones)
o Often distracted
o Often forgetful in daily activities

• Hyperactivity and impulsivity: symptoms of hyperactivity-impulsivity have
been present for at least 6 months to an extent that is disruptive and
inappropriate for the person’s developmental level:
o Often fidgets with or taps hands or feet, or squirms in seat
o Often leaves seat in situations when remaining seated is expected
o Often runs about or climbs in situations where it is not appropriate
(adolescents or adults may be limited to feeling restless)
o Often unable to play or take part in leisure activities quietly
o Is often ‘on the go’ acting as if ‘driven by a motor’
o Often talks excessively
o Often blurts out an answer before a question has been completed
o Often has trouble waiting their turn
o Often interrupts or intrudes on others (e.g. butts into conversations or
games)

• Psychosocial counselling and support – focus on self-awareness and on self-regulation

Some
interventions
for ADHD

• Counsel the parent/caregiver, focusing on improving parenting skills and giving advice on how to create a structured home environment
• Consider medication to control the symptoms of the disorder: methylphenidate, or similar
• Referrals may be required: management of ADHD is based on a multidisciplinary approach. This may involve occupational therapy and
consulting a clinician experienced in the management of neurodevelopmental conditions
• Screen for associated substance use and other mental health problems, as these may co-exist
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The healthcare worker should take
a careful history, preferably from
the adolescent as well as from the
parent/caregiver or, where possible,
other collateral sources such as family
members and teachers. Specific
behaviours may not constitute a
disorder, and may be related to
psychosocial issues or another
underlying mental health issue, such as
substance use or abuse or depression.
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Screening for behavioural
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AGGRESSIVE BEHAVIOUR
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• Defiance of authority,
argumentative and
oppositional behaviour

DEFIANCE OF AUTHORITY

25.6 Behavioral problems

• Psychosocial counselling and support – focus on self-awareness and on self-regulation
• Counsel the parent/caregiver, focusing on improving parenting skills and giving advice on how to create a structured home environment

Some
interventions
for
behavioural
problems

• Where possible, work with the carer, family and school
• Review the client’s HIV history, recent changes in disease status, and ART regimen (including any dosing changes or new medications)
• Screen for HIV encephalopathy (HIVE) – may present with behavioural issues
• Screen for underlying mental health problems
• It may be necessary to refer to a psychiatrist for opinion
• Provide referrals to local support services

Working with adolescents living with HIV: A toolkit for healthcare providers
119

25. Management of common mental health conditions in adolescents living with HIV
Referrals for depression, grief, anxiety and trauma
• Lifeline

0861 322 322

• Childline

08000 55555

• FAMSA

011 833 2057 (City Centre – will refer to FAMSA closest to person)

• Aids Helpline

0800 012 322

• LoveLife

0800 121 900

• Suicide Crisis Line

0800 567 567

SMS 31393

Referral sources close to the clinic
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
…………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………….
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25.7 Psychotropic drugs and HIV
Efavirenz (EFV)

Anticonvulsants

• EFV has psychotropic effects

These may be used for seizure management and mood
stabilisation.

• In clients with current severe neuropsychiatric illness, EFV is
best avoided
• It has been associated with insomnia, nightmares and has
been reported to cause mood change
• For this reason it is advised to prescribe an alternative drug,
based on the client’s individual circumstances

Preferred

To be avoided

• Sodium valproate is the preferred
anticonvulsant. However, levels need to be
closely monitored
• Lamotrigine may also be used, but the client
may eventually require higher doses if on
a PI-based regimen. Lamotrigine should be
initiated by a psychiatrist or neurologist

• Many of the other anticonvulsants
affect blood levels of NNRTIs
and PIs and should not be used.
Carbamazepine in particular,
decreases the blood levels of both
NNRTIs and PIs
• Consult with an expert in the
event of uncertainty
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25.7 Psychotropic drugs and HIV continued
Antipsychotics:

Antidepressants:

These drugs are for the management of psychosis or psychotic
features.

These include the SSRIs (usually used for depression and anxiety-related disorders)
and the tricyclic antidepressants (TCAs) (usually used to manage neuropathic pain
or refractory depression).

Preferred

To be avoided

Preferred

To be avoided

• Low dose atypical
antipsychotics such as
risperidone are preferred.
These may not be available
at all levels of care
• Depot (injectable)
antipsychotics may be used
where clients have no other
contraindications and are
agreeable with this

• Clozapine should be avoided,
unless in consultation with
a specialist. With use of PIs,
could precipitate seizures
and other adverse effects.
Neutropenia may also occur
as a side effect

• Citalopram or sertraline should be
used with preference (these are
psychiatrist initiated). Citalopram is
preferred as an initial agent in clients
on second line ART.
o These drugs may not be available
at all levels of care. Referral may
be required

• St John’s Wort (Hypericum perforatum)
– a herbal, OTC preparation with
antidepressant properties – should not
be used with ART

Use with caution

Use with caution
• Older “typical” antipsychotics, such as haloperidol, have a higher
risk of neurological side effects in HIV-positive clients. These
drugs may be used but the healthcare provider should remain
alert for possible side effects, and low doses should be initiated
and increased slowly

• Fluoxetine and paroxetine (both SSRIs) should be used with caution in conjunction
with ART – both may interact with PIs and NNRTIs and there is a risk of severe
adverse reactions
• Fluoxetine can be started at low doses if the client is on first-line ART only. If a dose
increase is required this should be done slowly
• Amitryptalline is the most frequently used TCA. For clients with HIV, it is usually
used in low doses to manage neuropathic pain but it may be used to treat
depression. Side effect monitoring is essential
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25.7 Psychotropic drugs and HIV continued
Benzodiazepines

Other drugs

These may be required for in the initial treatment of anxiety disorders.
They may also be used acutely to sedate aggressive or agitated clients.
Generally used for short periods.

Methylphenidate (Ritalin): This may be used for clients with

Preferred

To be avoided

• Preferred drugs include
lorazepam and oxazepam.

• Diazepam, midazolam and
alprazolam should be avoided.
o Interactions of the above drugs
with ART may lead to excessive
sedation.

ADHD to improve concentration and attention.
• Known for its effects on appetite and for a negative effect on
weight gain – these should be monitored
• There are no clinically significant interactions with ART

Lithium: This is used as a mood stabiliser in clients with bipolar
mood disorder.
• Usually initiated by a psychiatrist and requires careful monitoring
• It should not be used in clients with renal dysfunction as there is an
increased risk of toxicity in these clients. It has been advised that it
not be used together with TDF
• Management is best continued by a psychiatrist

Use ALL with caution
• Benzodiazepines should always be used with caution
• There is a risk of dependence and they should generally not be
prescribed for more than 2 weeks, unless in consultation with a
specialist for specific indications
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26. Neurocognitive effects of HIV
HIV encephalopathy (HIVE) and HIV-associated neurocognitive disorder (HAND)
HIV encephalopathy
(HIVE)
HIV-associated
neurocognitive disorder
(HAND)

With perinatal HIV infection the virus affects the developing brain, which results in HIVE. This complication can be present before
significant immunosuppression. Its presence in a child infected with HIV constitutes an AIDS-defining illness.
May develop later in older children and adolescents as part of progression of HIV disease, similarly to adults. This may occur in
perinatally and non-perinatally infected adolescents. This complication is more likely if they are not yet on HAART or if they have
treatment failure, with evidence of advanced HIV. There is a broad spectrum of presentations, from mild neurocognitive deficit to HIVassociated dementia

• Neurodevelopmental delays associated
with HIV include cognitive deficits,
impaired motor skills and decreased
language ability

Signs of
neurocognitive
disorders

Screening for
neurocognitive
disorders

• The effects may be seen in

concentration, attention, memory,
learning and higher level functioning
such as planning, judgement and
organisation

This is not easily done, as many of the more subtle
impairments may not be picked up on. It is advisable
to regularly enquire about school progress and
difficulties. Also investigate new onset behavioural
problems.
 Ask how the client is coping in school
 If there are problems, are these related to all
subjects or specific ones?
 Are problems related to difficulty in learning, or to
poor attention, or to poor effort?
 How long has the client been experiencing schoolrelated difficulty?

• Clients may also be slower at processing

information, and there may be abnormal
motor skills or sensory perception

 Has the client repeated any grades previously? How
many times?

Note: Performance decline at school may also be due to mental
health, social or behavioural problems (e.g. depression, substance abuse).
Poor school performance is not necessarily related to neurocognitive
decline.
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26. Neurocognitive effects of HIV
HIVE and HAND continued

Diagnosis of HIV
encephalopathy
(HIVE) and
HIV associated
neurocognitive
disorders (HAND)

• Based on exclusion of another possible
cause of disease. Investigations to
exclude other possible causes are
necessary

For information on the clinical diagnosis of HIV for children under
15 years, and the clinical diagnosis of HIV-associated dementia
for adults and adolescents over the age of 15 years, refer to the
Handbook Section 26. Diagnosis can only be made in the absence of
other contributing causes or illness.

• Refer suspected neurocognitive
disorders for further evaluation, which
may include imaging studies, blood tests
and cerebrospinal fluid examination

This requires accurate diagnosis (excluding or addressing secondary causes). It is always essential to rule out other treatable
medical causes, which may include opportunistic infections and other neurological and general medical conditions.

(a) A client who develops cognitive impairment on ARVs

Management
of HIVE/HAND

 Likely to be associated with virological failure, as ART prevents development of neurocognitive disorders
 Check viral load and treatment compliance where applicable
 Important to rule out other medical factors that may be causing the problem (OIs, chronic illnesses, neurological disorders,
problems with ARVs, etc.)
 Neurotoxicity should also be considered (especially EFV)
 Measures should be taken to correct the virological failure

(b) A client who develops cognitive impairment and is not yet on ARVs
 Fast-track onto ART. HIV encephalopathy and HIV-associated neurocognitive disorders are listed as WHO clinical stage IV
conditions
 Ensure good adherence to treatment
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References for illustrations
Opportunistic infections

links

Mycobacterium avium complex (MAC) – WHO IV

http://immunopaedia.org.za/index.php?id=253

Pneumocystis Jiroveci Pneumonia (PJP, previously called PCP) - WHO IV

http://www.nlm.nih.gov/medlineplus/ency/images/ency/tnails/17278t.jpg

Extensive Candidiasis - WHO III/IV

www.rainbowenergyalive.com

Parvovirus infection - WHO IV

http://epharmapedia.com/diseases/profile/616/Parvovirus-Infection-Fifth-Disease.html?lang=en

Chronic gastroenteritis - WHO IV

http://www.webmd.boots.com/digestive-disorders/diarrhoea

Cytomegalovirus (CMV) - WHO IV

http://health.kernan.org

IUS

https://upload.wikimedia.org/wikipedia/commons/5/5e/Mirena_IntraUterine_System.jpg
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