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Proceedings of a Planning Workshop to develop ambulatory health
care services for adolescents with HIV/AIDS in the Western Cape
Province

Introduction and Rationale for a workshop

Goals of the workshop

» The workshop was designed to identify key requirements of a health care portfolio for
HIV-positive adolescents in the Western Cape Province

» The workshop was further intended to identify priority tasks to be taken on as secondary
projects to develop a health care portfolio and to recruit health care workers into task teams to
develop these projects.

¢ Itis intended that post-workshop activity will include administrative support to task teams
identified during and after the planning workshop

 Published workshop proceedings will provide a planning resource for the Western Cape and
other Provinces

* A DVD recording of plenary presentations will provide an information resource for this and
other Provinces

* This planning workshop is aimed at meeting commitments made in the South African
Government Comprehensive Plan to enrol children and the youth into anti-retroviral (ARV)
therapy programs and retain them in care.

Background

* Health care delivery to adolescents with HIV/AIDS requires specific resources. This age
group has special needs and is particularly vulnerable to non-adherence and anti-retroviral
treatment failure.,

 There is currently no specific adolescent health care service or any strategic framework for
health care delivery to a rapidly increasing number of HIV-positive adolescents in the Western
Cape Province of South Africa

* The Western Cape Province spans a large geographic area and contains urban, semi-urban and

rural areas. Many role-players, primary, secondary and tertiary services, City and Provincial
Public Health services and many Non-Governmental Organisations (NGOs) will be involved
in delivery of health care to adolescents in the future

¢ A plan to develop a future health care portfolio requires broad input and buy-in at all levels of
care, in all geographic areas and from all relevant professional groups (medical specialties,
management, administration, nursing, psychosocial support, education)

Strategy and activities

¢ The aim of the current project was to engage all future partners in a workshop to facilitate
planning of an appropriate and viable, health care portfolio of services for the Province.
* A planning workshop was attended by approximately 130 participants. An expert teaching

faculty briefed participants during a plenary session and a master class on Thursday 29th May.

PATA

PROCEEDINGS 2008

On Friday 30th May, specifically briefed and well trained facilitators ran small group discus-

sions to answer workshop questions designed to generate the outputs stated below.

* Outcomes of the workshop were intended to include:

o Identification of adolescent health care needs
o Prioritization of tasks to be initiated to achieve these health care needs
o Identification of role-players wishing to be part of task teams to work on prioritized needs

» Participants were recruited to represent all relevant geographic areas within the Province, and
all potential role-players and role-playing agencies.

* The majority of health care workers who will engage in delivering this new portfolio will be
public servants and part of establishments for which this will mean change and innovation.

* Public Service health care workers and other role-players need to buy in to these new ideas
and this change. Other stakeholders hail from several geographic areas, disparate delivery
sources, different organizations and levels of care, public and private (NGO) entities.

* All role-players need to be able to recognize specific needs and understand where they fit into
the new schema and a joint vision of adolescent health care needs.

* Representation in a decision-making process must be inclusive and all interested role-players
must have an opportunity to be part of working groups that will take decisions and ideas
forward.

Workshop management

The project was presented under the auspices of the HIV/AIDS Western Cape HIV Director-
ate. Resources of the G25 Paediatric HIV/AIDS service at Groote Schuur Hospital (GSH), the
Kidzpositive Family Fund, Paediatric AIDS Treatment for Africa (PATA) and managers of city
and district health services were used to plan and run the event. ConsultUS (Inc), the confer-
ence management centre based at the Tygerberg campus of the University of Stellenbosch and
the Medical Research Council conference management assisted in organising and presenting the
workshop.

The following persons served on the workshop planning committee: Astrid Dearham, Charles
Dreyer, Diane Gray, Nelis Grobbelaar, Colette Gunst, Karen Jennings, Unati Mahlati, Paul
Roux, Gilles van Cutsem and Virginia Zweigenthal.

The workshop was funded by Paediatric AIDS Treatment for Africa (PATA — www.
teampata,org). PATA administration is funded by the One to One children’s Fund (www.One20O-
nekids.org). Sidaction (www.sidaction.org) and the ELMA Philanthropies (www.ELMAphilan-
thropies.org) help to fund the projects of the Kidzpositive Family Fund (www.kidzpositive.org).

Melanie Evans (Project Manager for PATA) made an invaluable contribution to the organisation
and management of this meeting. She was ably assisted by Ronelle de Villiers (Kidzpositive
Project Manager)



PROGRAMME FOR AN ADOLESCENT PLANNING
WORKSHOP
29th-30th May 2008

Thursday 29th May

PLENARY INPUT (Chair Karen Jennings)
13:00 - 14:00 Registration and Finger lunch
14:00 — 14:10 Welcome
Brenda Smuts: Director, HIV&AIDS/STI/TB, PGWC: Health

14:10 - 14:30 Reproductive Health Needs of Adolescents

Professor Lynette Denny: Department Obstetrics & Gynaecology,
UCT/GSH and Institute Infectious Diseases and Molecular
Medicine, UCT

14:30 — 14:55 Overview and epidemiology of HIV/AIDS amongst adolescents
in the Western Cape Province:

Associate Professor Linda-Gail Bekker/Danielle Crida — Desmond
Tutu HIV/AIDS Research Centre

14:55 - 15:20 Health care needs of the youth, as perceived by the youth —
(What HIV Positive youth want from health care services)
Ms Nosiphiwo Soko: Report form the youth — UCT and Desmond
Tutu HIV/AIDS Research Centre

Adolescent voices - School of Child and Adolescent Health, UCT
15:20 — 15:45 Mental health care needs of adolescents

Professor Alan Flisher: Adolescent Health Research Institute,
Division of Child and Adolescent Psychiatry

University of Cape Town

15:45 — 16:00 TEA
16:00 — 16:30 What does an HIV/AIDS clinic need to be adolescent friendly?
Professor Donna Futterman: Albert Einstein College of Medicine
New York

16:30 - 17:00 Legal issues — implications of the new Children’s Act for

adolescent clinics
Dr Lesley Henley: School of Child and Adolescent Health, UCT

17:00- 17:15 TEA

PATA

MASTER CLASSES

17:15-18:00 Scaling up case finding amongst adolescents and organising
your programme to maximise testing.
Professor Donna Futterman. Albert Einstein College of Medicine
New York

18:00 — 19:00 Working with adolescent patients: HIV/AIDS treatment and

adherence
Panel of experts

Eriday 30th May
08:00 — 08:30 Welcome and introduction to the day’s process

08:30 — 09:30 WORKSHOP SESSION 1 — Intra-disciplinary group discussion

Intra-disciplinary questions:
e Through the eyes of your professional group, how do you feel about the way
health care is delivered to adolescents?
e What would help to improve the service?
e [ist the elements of care you would want to include in the range of services that
should be offered to the HIV-positive adolescent.

09:30 - 10:30 ‘Mini-plenary’ feedback within groups/professions
10:30 - 11:00 TEA
11:00 — 12:00 WORKSHOP SESSION 2 — Team discussion

Participants will be assigned to multidisciplinary teams consisting of
representative members of each participant group/profession

Interdisciplinary question:

Considering the discussions you have had in your separate groups during the first
workshop session, how would your ‘team’ prioritise the health care needs of adoles-
cents in the Western Cape Province?

12:00 - 13:00 ‘Mini-plenary’ feedback between teams

13:00 - 14:00 LUNCH

PROGRAMME



14:00 — 15:00 Plenary Discussion
Chair: Virginia Zweigenthal — Metro District Health Services,

Department of Health, Provincial Government of the Western Cape.

e Listing adolescent needs

* Listing resource needs

e Listing training needs

¢ Prioritising health care needs for adolescents

15:00 — 15:30: TEA

15:30 -17:00 Plenary Feedback

17:00 Closure

Session I: Session Il: Tea Session ll: Session IV:
8:30 —9:30am 9:30-10.30 11:00- 12:00 12:00- 13:00
Intra-disciplinary | Intra-disciplinary Inter-disciplinary | Inter-disciplinary
workshop feedback workshop feedback

Session VI:

LUNCH Session V:

15:30-17:00
Plenary feedback

14:00 - 15:00
Plenary discussion

The Workshop
Plenary Session, Thursday 25th May, 2008

Chair: Dr Karen Jennings
Welcome and Introduction:
Brenda Smuts, Director, HIV/AIDS Directorate, Department of Health, Western Cape Province

Ms Smuts welcomed workshop participants from a wide range of organizations and departments,
from all around the province and all the health care districts. She set the background of this work-
shop, by outlining the aims of the National strategic plan for HIV/AIDS. This plan has two aims:

1. To reduce the incidence of new infections with HIV/AIDS by 50% by 2011
2. To reduce impact of HIV/AIDS on individuals, families and communities by
providing support
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Compared with other Provinces, the Western Cape is well-resourced and the province has made
a significant contribution to the development of a health care plan for persons with HIV/AIDS.
Many strategies are in place, but it is acknowledged that the specific health care needs of those
between the ages of 15 — 24 are not being met at present.

While there has been a slight drop in the prevalence of HIV/AIDS in this age group, the reduc-
tion is not statistically significant. There are approximately 4000 children in the Province on
ARVs at present and with the success of therapy, all these children will become adolescents.

There is recognition for the need to ‘package’ available services in a manner that makes them
‘adolescent friendly. There are 4000 children in the Western Cape Province children on anti-
retroviral therapy.

The Provincial HIV/AIDS Directorate welcomes the opportunities presented by this workshop
and will take all discussions that result from this workshop into serious consideration.

Presentation 1: Reproductive Health needs of Adolescents

Lynette Denny Department Obstetrics & Gynaecology, UCT/GSH and Institute Infectious
Diseases and Molecular Medicine, UCT

Reproductive health is defined as a state of complete physical, mental and social well-being and
not merely an absence of disease or infirmity, in all matters relating to the reproductive system,
its processes and function. This definition was adopted at a UN international conference on
population and development, held in 1994. This was the first time reproductive health had come
onto the health agenda. At this meeting a programme of action was agreed upon:

To achieve universal access to safe, affordable, and effective reproductive health services

To develop a package of services including, family planning information and contraceptives,
skilled care for pregnancy and childbirth, provision of safe abortion services (where legal) treat-
ment, management and prevention of STIs, including HIV.

This to be achieved by 2015

Unfortunately, not all that was hoped for has come to pass: The visibility of sexual and repro-
ductive health and rights on the international political landscape has decreased; In general, there
is less funding and ideological resistance to sexual and reproductive health rights has increased
in an increasingly conservative world. The Millennium Development Goals did not include
sexual and reproductive health rights as an explicit goal until this year.

This is most unfortunate, because inattention to these issues is costly:

The WHO calculates that sexual and reproductive ill health accounts for 18% of all lost
disability-adjusted-life years (Daly’s). For women between 15 and 44 years this increases to
over a third. Improving sexual and reproductive health is important for national development
and economic growth.
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Cornerstones of development-related programmes include: Gender equality and equity; the em-
powerment of women; Elimination of all kinds of violence against women; Ensuring women’s
ability to control their own fertility.

There are five core components to sexual and reproductive health:
* Improvement of antenatal, peri-natal, post-partum and newborn care;
e Provision of high quality services for family planning, including infertility services;
* Elimination of unsafe abortions;
* Prevention and treatment of STIs, including HIV, reproductive tract infections and
cervical cancer;
e  Promotion of healthy sexuality, enhancing quality of life

The following ten factors are associated with the highest risk of disease, disability or death in
developing countries:

¢ Underweight

e Unsafe sex

*  Unsafe water and sanitation

*  Indoor smoke

e Zinc deficiency

e Iron deficiency

e Vitamin A deficiency

*  High blood pressure

e Tobacco

*  High cholesterol

That unsafe sex is the second most important factor in predicting poor health is a sobering
thought.

The WHO defines adolescents as youth between 10 and 19 yrs of age. Adolescents make up
20% of the world’s population and 85% of them live in the developing world. The major causes
of morbidity and mortality in this age group are: Suicide, drug abuse; road accidents and sexual
and reproductive ill health.

Adolescence should be seen as the gateway to adult good health. The habits and behaviour
acquired in adolescence tend to persist throughout adult life; and it is estimated that 70% of pre-
mature adult deaths result from behaviours initiated during adolescence. Despite this, adolescent
health is neglected in most societies and adolescents are not seen as requiring specific health
care interventions. Adolescents are in general considered to be a healthy group.

There are a number of reasons which render adolescents susceptible to HIV infection:

Risks of HIV infections in the youth are generally increased: In conditions of poverty, migration,
civil disturbance and war; Where there are rigid and stereotypical gender roles; Where there is
poor access to education and health services; Where there are low levels of literacy; Where there
is rapid urbanization; Where there is dismantling of an extended family structure; and where
there is a young onset of sexual activity.
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The gender gap and female vulnerability increases risk: Girls and women have little control
over how, where and when sexual activity takes place in some countries; Women are encour-
aged to be submissive, ignorant and inexperienced; Women find it difficult to obtain relevant
information and to be assertive about safer sex practices; Girls are pressurized by boys to have
sex to ‘prove their love and obedience’; Poverty increases the risk of transactional sex; and girls
misunderstanding of coercive sex in very patriarchal societies.

The reproductive health care needs of female adolescents include: Education to ensure a good
understanding of puberty and associated changes, menstruation, pregnancy, sexual activity and
sexuality; ideally beginning at home and continuing at school.

Education around menstruation should include: What is normal; what is abnormal; Menstrual
hygiene; When to ask for professional help; Myths and mythology around the menses.

Education around pregnancy should include: Dual contraception (condoms alone not good
enough to prevent pregnancy); Understanding of the use of condoms as contraception; Knowl-
edge of emergency contraception; Risks of unwanted pregnancy.

Inability to support the child

Inadequate ante-natal clinic attendance

Increased risk of pregnancy complications: pre-ecclampsia, preterm labour,
puerperal sepsis

Loss of schooling and consequent economic disadvantage

Social ostracism in some settings

Socio-economic deprivation for the child

Contraceptive services in South Africa have declined in the past ten years. They are often not
adolescent friendly (side effects of contraception are ignored, alternatives to depot injection and
dual contraception are not discussed) and there is a failure to distinguish between protection
from STIs and pregnancy. Because for HIV infected girls, condom use is considered paramount,
pregnancy prevention is often understated or may be forgotten. If contraception is to work in
adolescent girls, they need a thorough knowledge of how it works and what the pitfalls and side-
effects are.

Girls are significantly more disadvantaged by unwanted pregnancy than boys: The policy stating
that girls should not return to school after their pregnancy should be addressed head on.

There is a need for adolescent friendly services to: Ensure private and non-judgmental giving of
information; Empower girls, reinforcing her right to consent to sexual activity on her terms; Ad-
dress the issues of peer pressure, coercive and transactional sex; Provide a careful explanation of
what constitutes rape and explain that one sexual encounter can result in pregnancy.

HIV-positive girls have much to deal with: They fear exposure of their status in family planning
and ante-natal clinics. Some want to fall pregnant to gain access to the child care grant. They
fear disclosure to their partners because of the risk of violence or abandonment. The facts that
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partners not infrequently refuse to test and that girls do not disclose their status to their partners
create a serious public health problem. It appears that ARV do not interfere with the efficacy of
hormonal contraception, but the risk of mother to child transmission remains a great problem.
Co-morbid conditions such as genital warts present a major problem — this condition can be
devastating to the young woman.

Young HIV-positive girls often find themselves ashamed and unable to communicate with
significant others and isolated in society. Initiation of sexual activity in young women may have
been by coercion in between 20 and 50% of cases. The health care system appears forbidding
to young women and in many poor countries it is expensive and inaccessible. On top of all this,
HIV infection presents the challenge of a life-long disease, adherence to therapy and the man-
agement of complications, along with all the hazards of adolescence.

Abortion services are readily available in South Africa: Services are easily available up to 12
weeks of pregnancy and in certain cases up to 20 weeks of pregnancy. There has been a marked
decline in maternal deaths since liberalization of the law, but with the decline in contraceptive
services, many young women use abortion as contraception. The issue of abortion for HI'V-
positive girls should be assessed case by case.

The treatment of sexually transmitted disease (STI) is important in HIV-infected individuals — par-
ticularly as it affects the risks of HIV transmission - and this matter deserves special consideration in
adolescence.

Barriers to effective STI care for adolescents include the fact that asymptomatic infection is
common. Gonorrhoea, Chlamydia, trichomonas may be asymptomatic until serious complica-
tions occur. There is a lack of simple diagnostic tests. Lab tests are expensive and therefore
inaccessible in poorly resourced countries.

The WHO ‘syndromic’ approach to diagnosis means that diagnosis in asymptomatic patients
is often delayed. The syndromic approach often results in inadequate diagnosis, inappropriate
treatment and poor outcome.

There is often inadequate information available to adolescents: Most often the source of infor-
mation is the peer group or mass media and in some cases, the internet. Teachers and health care
providers have the potential of becoming excellent sources of information, but these resources
need to be developed. Unfortunately there is great resistance to sex education in many countries.

Barriers to adequate STI care for adolescents include a number of knowledge barriers. Often
knowledge is inadequate and inaccurate. Lack of knowledge regarding STIs parallels other
lacks, such as ignorance regarding sexuality and reproduction, normal body functions, how
pregnancy occurs and contraception. Shame, embarrassment and guilt also prevent communica-
tion. For girls, acquiring STI is seen as evidence of prostitution and indicative of promiscuity
and carries the same sense of disgrace. This results in a fear of the lack of confidentiality in the
STI clinic. All these factors may prevent adolescents from seeking health care.

PATA

Reproductive health services for adolescents are limited because of limited STI services, restric-
tive policies (bring parents, partner); inconvenient clinic hours, unsympathetic service providers
and financial barriers, since few developing countries provide free services.

One can develop adolescent friendly services by starting with the training of providers in adoles-
cent friendly approaches. Curricula should include adolescent physiology, adolescent sexuality;
STI diagnosis and care, communication skills, gender sensitivity and respect for confidentiality.

Adolescent services should be free, offered at convenient times, with separate reception and
counselling rooms for adolescents. There should be adolescent-friendly décor. Clinics should
be accessible to the youth to the point that consideration should be given to placing clinics at
schools; Multi-purpose youth clinics in Khayelitsha have been a successful innovation. They
have strong educational and recreational components, they provide opportunities for booster
vaccination (Hepatitis, tetanus), they provide a platform for interventions such as initiation of
Human Papilloma Virus (HPV) vaccination, deworming discussions around drug abuse, alcohol
and tobacco use and other destructive life style issues.

To summarise:

* Adolescents constitute special group with special needs.

* HIV positive girls pose additional challenges in addition to those of adolescence,

* Reproductive and sexual health accounts for significant burden of disability and death

* Services for adolescents are universally inadequate and ill-informed

¢ Service delivery options need to be localised, and involve educational, clinical and
recreational components

* Special training of health care personnel is required for effective delivery of adolescent
health care

Why one quarter of the world population is is at high risk for HIV infection: The adoles-
cent health crisis

Linda-Gail Bekker. The Desmond Tutu HIV Centre UCT, Cape Town

Introduction: The Big Picture

We need to think outside of just South Africa and to consider adolescent health care as a prob-
lem affecting one quarter of the world’s population. Today’s generation of young people is the
largest in human history. World-wide, there are 1,773 billion people between the ages of 10 and
24 years. This represents 27% of the world’s population.

In Africa, with population pyramids more in keeping with developing world, there are 305 mil-
lion young people, representing 33% of the population. In Sub Saharan Africa, the 257 million
young people represent 33% of the population and in South Africa, 14.8 million represent 31%
of the population.

Today’s youth have not known a world without AIDS. Half of all new infections occur in young
people aged 10 to 24years. Every day 7000 more young people become infected. This means a
new infection occurs every 14 seconds.
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By 2004, according to UNICEF and UNAIDS, 10 million young people in this age group were
living with HIV/AIDS. World-wide, 63% of HIV-positive youth live in Sub-Saharan Africa with
the rest largely coming from East Europe and Asia. The impact is disproportionately severe on
young girls. Of the total of 10 million infected youth calculated in 2004, 2.4million were boys
and 7.6 million were girls.

Epidemics within the epidemic:
Intravenous drug abuse

Intravenous drug use is a risk for HIV infection in adolescents and it is frequently initiated in
the adolescent age group. There are 13 million IV drug users world-wide and they account for
80% of all HIV in Eastern Europe and Asia and one third of all infections outside Sub-Saharan
Africa. This problem attracts 5% of prevention efforts.

There is a real risk of new epidemics due to drug abuse in sub-Saharan Africa. Young IV drug
abusers are more likely to contract HIV infection, because they are more likely to share needles,
more likely to inject in groups, more likely to have increased sexual risks and have poor levels
of knowledge about HIV. Between 40 and 60% of all young IV drug abusers in Europe, Russia,
Asia and South America are HIV-positive.

Commercial Sex Workers

Commercial sex workers also face a high risk of HIV infection. In Ethiopia, 73% of sex workers
are HIV positive, 68% in Zambia and 50% in South Africa. In Myanmar, Ghana and Ecuador,
commercial sex workers are over 10 times more likely to be HIV-positive than other women.

In Cambodia, China, Myanmar, the Russian Federation and Viet Nam, the majority of sex work-
ers are under the age of 25 years. Their careers start at an early age and they are at very high risk
of infection. In Eritrea 12 % of sex workers between 15 and 19 years old are infected, compared
with a 24% infection rate in the 20 to 24 year age group. A sub-Saharan truck route study,
reported in 2003, indicated that the average age of sex workers on truck routes was 22.3 years.
Their average education was at primary school level and only one in three understood that their
work put them at risk of HIV infection. The clients of sex workers are themselves often young.
In India and Nepal up to 70% of clients are 20 to 24 years old and in Kosovo 18% are less than
20 years old.

Men who have Sex with Men

Men who have Sex with Men (MSM) present another instance of a concentrated epidemic,
where unprotected anal sex is associated with an increased risk of HIV infection. In the Argen-
tine, MSM have a 14% prevalence of HIV infection, compared with a prevalence of less than
1% of men in the general population. In El Salvador the infection rate is 18%, compared with
less than 1% in the general male population. The MSM risk currently attracts 11% of the global
prevention effort. MSM also lack insight into the risks they face. Fewer thanl in 20 MSM have
access to services. In a Beijing study reported in 2004, of 482 MSM interviewed, only 15 %
perceived any risk associated with MSM activity, 49% had had unprotected anal sex and less

1 PATA

than 25% had accessed condoms or lubricants in the previous 2 years.

MSM tend to be young and younger men are at higher risk of HIV infection. This is thought to
be because they are more likely to take the risk of unprotected sex and may impair their judg-
ment by concomitant abuse of drugs. In addition, the age at sexual debut is younger in MSM
and more male sex workers are also young. Criminalisation and homophobia drives MSM
underground and reduces access to information and health care.

Prisoners

Prisoners represent another group at risk of concentrated epidemics. Prisons have been de-
scribed as incubators of contagion. At any one time, 9 million persons are in prison world-wide
and 30 million are moving in and out of prison. HIV infection, Hepatitis and Tuberculosis have
an epidemic prevalence in this population. The HIV-positive prevalence in South African pris-
ons is estimated to run at 41%. Underlying causes of high prevalence are intravenous drug use,
MSM without condoms and tattooing without sterile precautions. There is little information and
poor access to health care services in prison.

There is a spill-over of risk between these high-risk groups: Young IV drug users are likely to
be sexually active and less likely to use condoms. Young IV drug users often engage in com-
mercial sex work - and vice versa - and are more likely to be HIV infected (UNAIDS 2006).
Young MSM are likely to be having concurrent sexual relations with women. Prisoners move
back and forth between prison and the general population.

Southern Africa remains the global epicentre of the general HIV/AIDS epidemic. HIV
infection rates in antenatal, clinics, which provide information on a sexually active population,
are still on the rise in South Africa, Mozambique and Swaziland, but are falling or stable in
East and West Africa. At all ages and in all sub-Saharan countries, the prevalence of infection is
higher in females, and more markedly so in females between 15 and 24 years of age.

Figure 1: Adolescent HIV infection rates in Sub-Saharan Africa (2001-2003)
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A Growing Problem

Whereas the incidence (the number of new infections per annum) in South Africa has fallen in
older age groups, this decline has not been mirrored in the youth (age 15-24), where the inci-
dence of new infections still exceeds 140, 000 per annum. By the time they are 24 years of age,
up to 30% of young women test HIV positive (Pettifor 2004). The prevalence rate in the youth
aged 17 to 19 years has been estimated at 14% in some areas. According to UNAIDS, 4.5% of
young males and 14.8% of young women (age 15-24) are infected. Almost 16% of pregnant
teens (age 15-19) are infected and 33% of pregnant young women (20-24) are infected.

The reasons behind this prevalence rate among young people in some research conducted in

2004 in Masiphumelele Township include:

* Early age at sexual debut: 14.6 years on average. (This impacts significantly on HIV
infection risk, because the younger one is, the more likely one is to have intercourse with
multiple and/or high risk partners and less likely one is to use condoms)

* Mean age of the sexually active 16.5 years

* Rate of condom use 72%

* Multiple sex partners

* Coercion and violence

* Trans-generational sex

* Sex with strangers

*  Good knowledge of HIV not implemented

Higher rates of infection among young women are partly explained by biological factors:
Cervical ectopy, which is a common feature of the immature female genital tract increases risk
of infection. Hormonal contraception may increase HIV-1 susceptibility independent of sexual
behavior. Childbearing — the peri-partum period may be a time of particularly enhanced HIV-1
risk. Ovulation is less frequent in young women and protective vaginal mucus is less profuse.

A high prevalence of sexually transmitted infections accounts for part of the increased risk for
HIV infection among the youth: 100 million STIs are diagnosed in persons under 25 yrs every
year. STIs are well-established cofactors for HIV-1 transmission, both susceptibility and infectiv-
ity. High rates of STIs among adolescents and young adults facilitate HIV-1 transmission to young
women and men.

A South African study of Herpes Simplex Virus (HSV) infection of the genital tract has shown that
young men who have HSV have a five times increased rate of HIV infection over those who do

not. Young females have an eight times increased rate of HIV infection if they have HSV infection.

Behavior imparts further vulnerability to the youth. Natural curiosity and experimentation,
coupled with a general tendency to risk-taking behaviour and peer pressure to follow group
norms, to seek acceptance and social recognition account for some elements of risky sexual
practice in this age group. A sense of invincibility and perceived invulnerability characterizes
attitudes to disease. When interviewed, half of a sample of 312 African American adolescents
reported unprotected intercourse in the prior 2 months, yet most felt they were not at risk of in-

fection (Reitman 1996). In addition, the tendency to break rules manifests the desire to develop
independence from parents and autonomy in society and makes it difficult to instruct the youth
regarding unsafe sex.

This behaviour must be recognized and acknowledged when heath care workers interact with the
youth.

These characteristics of sexual behaviour amongst adolescents are a world-wide phenomenon. A
study in Brazil showed that 69% of a sample aged between 15 and 19 years of age were sexually
active, but only 23% reported regular condom use. Twenty-three per cent had had a pregnancy,
but only 17% had ever had an HIV test. In Haiti, from a sample of 845 adolescence who were
sexually active (15 — 19 years old), only 18% reported regular condom use.

Transactional sex is not uncommon amongst the youth, often disguised by young women as part
of courtship, not often accompanied by condom use. Sometimes this is coupled with an element
of coercion, because of economic need or when sexual activity takes place with much older
partners.

Trans-generational sex poses higher risks, because older men are more likely to be infected.
Quantitative studies in sub-Saharan Africa on age differences between young girls (age 15 —
19) and their partners show that many male partners are more than 6 years older. Girls in these
relationships have less power to negotiate safe sex. Among girls aged 15 to 19 years old, the
risk of infection doubles if the partner is more than 10 years older. A substantial age difference
between partners means that HIV and protection is less likely to be discussed between partners.
Twenty-five percent of young South African women admit to having sex with ‘sugar daddies’.

Marriage does not protect against HIV infection. At present, the fastest growing population
of HIV positive persons in Uganda consists of middle-aged women, who do not use condoms
because they believe their marriage protects them.

Recreational drug use among the youth constitutes an emerging threat. Drug dependency units
in SA are treating children as young as 13 years for crystal meth ‘Tik’ addiction. There is an
explosion of ‘Tik’ abuse in our previously ‘drug free’ communities. Adolescence is a time of
general risk-taking and the use of alcohol and recreational drugs impairs judgment and leads to
increased sexual risk behaviour. A recent Rwandan study showed that adolescents 15-24yrs who
consumed alcohol were less likely to abstain from sex.

Violent sex — as in rape - increases biological vulnerability because of damage to vaginal mem-
branes; and rape obviously negates any opportunity to negotiate safe sex. In a South African
study, of a population of 11735 women (between the ages of 15 and 49), 1.6% had been raped
before they were 15 years old. Teachers made up the largest group of perpetrators (33%).

In South Africa, about 10% of first sexual encounters are coercive. Coercive sex correlates with
violence within relationships, gender inequality- especially problematic in young women with
older men and difficulty in negotiating safe sex.
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Poor Access to Youth Friendly Services

World-wide, children have limited access to youth-friendly health service centres, which are
geared to the needs of young people; and which can supply voluntary counselling and testing,
STI treatment, contraception, information, condoms, information regarding harm reduction and
access to ARVs. Special challenges to be met in such clinics include space for confidentiality
and disclosure, flexible operating hours, specially trained personnel and services which come
free or at low cost.

Poor information contributes to a high risk of infection because children who lack information
cannot protect themselves. Education initiatives have taken a lesser role in the last few years.
This trend needs to be turned around. In Eastern Europe & Central Asia, 40% of in-school youth
and 3% of out-of-school youth have access to prevention information and in the Caribbean and
Latin America, 38% of in-school youth and 4% of out-of-school youth have access.

School is a good venue for HIV education but many children in West Africa and Asia do not
attend school.

South African adolescents are a very mobile population, and migration adds risk to sexual
interactions. Poverty and the disintegration of the nuclear family also play roles in the growth
of the epidemic among the youth. In Zimbabwe, it has been shown that an uninfected child whose
parents have died of HIV is more likely to become infected, because of resultant poverty and disin-
tegration of families. At the worst end of the spectrum of poverty, street children find themselves at
particular risk.

The increased prevalence of HIV amongst the youth has resulted in an increased incidence (re-
ported cases) of tuberculosis in this group, which was previously relatively free of this disease.
Even when tested positive for HIV infection, the youth as a population group is not gaining
access to ARVs Where adolescents do enter ARV services, they do not do as well as children on
treatment and less well than adults. Their retention in care is significantly poorer than that of the
other groups. This is why adolescent-specific clinics are a necessity.

Adolescents on ARVs sort into two distinct populations: Those who are growing up on ARVs
after vertical (mother to child) transmission of infection, and those more recently infected, usu-
ally because they are sexually active.

Improving Service for the Youth

The following steps can be taken to address youth-specific issues: a) Programs should be devel-
oped that are diverse and appropriate for sexual activity, in/out of school and married b)Youth
should be involved at all stages of development and delivery of programs c)Opinion leaders and
peer groups should be used in developing interventions d)Outreach and activities must extend
beyond ‘HIV ed’ — HIV-positive youths need to see themselves as normal e)Youth friendly
sexual and reproductive health services must be established for both positive and negative
youths f)We need to use appropriate marketing and messaging g)We need to address drug and
alcohol abuse and provide information and support systems.
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In summary, the following points are important:

* Adolescents are at the centre of the Global HIV Epidemic.

* They are also represented in the ‘neglected but at risk” concentrated epidemics of MSM,
CSW and IVDU.

* They represent a critical target for prevention interventions.

¢ They are a key group to whom we must provide effective treatment

¢ They can and need to play a meaningful role in the development and assessment of critical
interventions.

Health care needs of adolescents as seen by adolescents
Nosiphiwo Soko, Desmond Tutu HIV/AIDS Research Centre, UCT

The Desmond Tutu HIV/AIDS Centre is engaged in preparing for HIV vaccine trials. To that
end, the Centre engaged in a project with the following goals:

To assess the facilitators and barriers of adolescent inclusion in HIV vaccine trials.
To gain a clear understanding of the prospects and challenges for adolescents involved in such
trials.

The study involved establishing a Community Advisory Board (CAB). 18 Focus groups were
run, with a total of 200 participants, consisting of parents, adolescents, youth & other key infor-
mants (HIV/AIDS NGOs, teachers, HIV counsellors & adolescent and adult CABs). A total of
34 adolescents (14 — 17) participated in 4 focus groups.

In general, the community welcomed the inclusion of adolescents in HIV vaccine trials because
adolescents were perceived to be at high risk of HIV infection, mainly because they were
perceived to have an early sexual debut. The community considered other services, such as free
counselling, adolescent-friendly VCT & health services to be benefits of the study.

The community also expressed altruistic sentiments about the study. There were fears about
unknown side-effects; sexual dis-inhibition as a result of vaccines. Adolescents expressed fear of
disclosure of HIV status, and parental access to HIV test results and sensitive information; fear
of HIV testing and concern at the lack of adolescent-friendly health care services.

Adolescents gave differing reasons for having undergone VCT:

* “its very important to know your status so that when you are sick you know what’s wrong”
¢ “I had unprotected sex so I wanted to know”

e “Tam a peer counsellor”

e “It was World AIDS Day”

Some reasons for not having undergone testing included:

¢ “no need for that, I know I’m safe”

* “the nurses are very rude in those clinics”

* “because of the attitudes of the nurses, the way the treat us, there is no privacy, nothing is
confidential there”
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* “they make you feel bad for coming to the clinic”
¢ “they know my mother”

Some examples of bad experiences at the clinic included:

* ‘“you boy, what do you know about sex, why are you coming to test”

¢ “I was given my results in front of everybody”

* “how come you want to test for AIDS usisishumane...I was so shocked and disappointed

Some counsellors were perceived to have negative attitudes

“these kids are ignorant and childish”

“you find out that a person comes to the clinic for the third time with the same STI”

“even in their schools, there are people educating them about HIV, but still they are not using
condoms”

“we don’t have our own counseling rooms, we share space”
“we are only two, for the whole clinic”

Some things clearly made clinics seem adolescent unfriendly:

“they just do things according to the questionnaire, they don’t have time to talk to you”
» “everybody waits in one area, people who bring babies are here, people waiting for their
medication are here, everybody is here”

“attitudes of the counsellors and nurses”

Adolescents had specific ideas about what would make a clinic adolescent friendly: “the coun-
sellors, if they could be young like us; “Warm and friendly staff and waiting areas”; “Confiden-
tiality & privacy”

The Gugulethu service conducted a needs assessment, through informal group discussions with
22 young people (10 — 20 years), all of whom were aware of their status & on treatment. Discus-
sions included demographics, family background, hobbies, likes & dislikes in the clinic.

Features of a Youth Friendly Service

The major needs identified included:
* Clinic times to be flexible to accommodate school hours
* Adolescent support groups should be established

To deal with disclosure and stigma
—  To provide a safe place to talk and “just come & chill without being ashamed that
someone might find out that I am HIV positive”

* A need for discussion and advice on general life skills such as decision-making, condom

negotiation, peer pressure, career choices

Mental health care needs of adolescents

ALAN J. FLISHER Division of Child & Adolescent Psychiatry University of Cape Town &
Red Cross Children’s Hospital Adolescent Health Research Unit University of Cape Town

Why should one bother about the mental health of adolescents in general; and what is the
relevance of mental health for HIV and HIV for mental health? What is needed to support the
mental health of adolescents; and of adolescents with HIV infection?

The table below provides the reason why we should be concerned with adolescent mental health:
Between 7and 18% of adolescents world-wide suffer from non-trivial psychopathology

Setting Urban/ Community/ N Ages Prev. (%)
Rural School (yrs)

India (Kerala) - Community 1403 8-12 9

Bangladesh - Community 922 5-10 15

Brazil Urban School 1700 4-17

Puerto Rican - Community 1886 7-14 7

Ethiopia Rural Community 3001 5-15 18

Brazil Rural Community 1251 7-14 13

South Africa Urban Community 500 6-16 15

India (Bangalore) | - Community 2064 0-16 13

These disorders create a significant burden for adolescents and their families. They disrupt func-
tion, they have significant economic consequences, are associated with risk behaviour and carry
significant stigma. Of all adults diagnosed with psychiatric disorders, 75% manifest symptoms
before they are 24 years old.

Table 2: Prevalence of psychiatric disorders in South African children and adolescents

Disorder % Co morbidity adjusted %1

Attention deficit hyperactivity disorder 1
Conduct disorder 2
Oppositional defiant disorder 1
Enuresis 1

Separation anxiety disorder

ih B L B W

Schizophrenia

Major Depressive disorder/Dysthymic disorder

Bipolar disorder
Agoraphobia
Simple phobia
Social phobia

N W =

Generalized anxiety disorder

—

0 = W W W =

Posttraumatic stress disorder
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If you are depressed in adolescence, you are seven times more likely to be depressed as an adult
than if you had not manifest depression in adolescence.

Economic costs include the cost of treatment, the cost to parents who need time off to care for
their child. The cost of disability continues throughout life: If you have attention deficit as a
child, this will double the health care costs you will incur throughout life.

Psychopathology is associated with sexual risk behaviour and drug abuse. Adolescents are
particularly sensitive to stigma. The dose of sigma attached to psychopathology is doubled if the
adolescent is also HIV-positive.

A recent investigation into the state of mental health services for adolescents revealed that ser-

vices are grossly inadequate to the need:

* The integration of child and adolescent mental health services (CAMHS) has been slow

e There are no CAMH teams

* There are obstacles to CAMHS in that there is limited experience at PHC level and care is
generally inaccessible.

¢ There is a lack of training in the recognition and assessment of psychopathology and in the use
of interventions

¢ Data on CAMHS are patchy, both in quality and quantity

¢ Information systems are generally poor

This state of affairs is frustrating, because there is growing evidence that psychotherapies are
effective, for the individual, family and group. Pharmacological therapy is effective, and so are
combinations of these modalities. There have been great advances in the treatment of adoles-
cents during the last ten years.

There are reciprocal effects between mental health disorders and HIV infection: Externalising
disorders (attention deficit and behavioural disorders) are associated with poor sexual communi-
cation skills and susceptibility to peer norms; and hence predispose to poor decision making and
risk associated behaviour.

Internalising disorders (depression and anxiety) result in low self efficacy, decreased assertive-
ness, a reduced ability to negotiate, hopelessness and low self esteem. All these increase the risk
of sexual behaviour that carries the risk of infection.

Adolescents who practice substance use are more likely to engage in unsafe sex, but not only
when they are under the influence because other factors are also relevant there.

Intellectual disability clearly puts the adolescent at risk; and sexual abuse in childhood increases
risk of later abuse and infection, because experience of abuse in childhood alters perceptions of
sexual abuse later in life.

HIV infection in turn, can affect mental health, by several pathways: Indirect psychological
effects include the consequences of vulnerability at the time of diagnosis, knowledge of a fall in
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CD4 count, experience of onset and development of the symptoms of AIDS and the knowledge
of those around you dying.

Adolescents with HIV infection are known to have a higher incidence of ADHD, of mood or
anxiety disorders and of HIV related psychosis.

Mental health can affect treatment by influencing psychological factors affecting adherence
through denial, the need to express independence, peer pressure, not wanting to be different,
feelings of invincibility, rejection of authority figures and attraction to non-conventional sources
of information.

International data suggest that psychiatric factors affect adherence, but this is not confirmed by
work from developing countries.

Specific interventions have been investigated for their potential to improve adherence. These
include motivational interviewing, cognitive behavioural therapy and group supportive therapy
in addition to more general measures.

Treatment of HIV/AIDS has an effect on mental health status: ARVs penetrate the blood-brain
barrier (BBB) and this means that the brain is not a sanctuary site for the virus. While most
ARVs penetrate the BBB well, Efavirenz and the Protease Inhibitors do this less well. The result
is that treatment with ART can provide benefit for the full range of the neuro-cognitive deficits
associated with HIV/AIDS.

In counterbalance to the benefits of ARVs, there are also the neurological side-effects of head-
aches, confusion and perceptual disturbance to consider. There is no evidence for any psychi-
atric ill effects. Nor is there any evidence that psychotropic drugs are contraindicated, and Im-
pipramine, Fluoxetine, Methylphenidate and Risperidone are well tolerated and effective when
indicated. There is no evidence of drug-drug interactions between ARVs and psychotropic drugs.

Special consideration must be given to resources for training in the assessment of adolescents.
Developmental factors are crucial. These will influence presentation of specific disorders.
Presenting disorders may reflect a failure to progress in development and may be a more severe
form of a phenomenon observed in normal development. Often it is others who are concerned
about the presenting problem and it is crucial to ascertain the adolescent’s understanding and
motivation regarding the presenting complaint.

The interview may be affected by a developmental incapacity to conceptualise and communi-
cate. Adolescents are more changeable than adults and more than one interview is often neces-
sary before coming to decisions about assessment and management. It is wise to remember the
various ways in which HIV and MH influence each other.

Psychotherapy must include psycho-education and address special issues of adherence, dis-
closure and bereavement. Assessment must include information from all contributory settings
including school and family and contributions from all team members.
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Specific treatments include pharmacotherapy, counselling psychotherapy and others. Core es-
sentials are that MH must be included in Primary Health Care in a continuum of services which
balances functions and prioritises those at risk.

Planning services depends on sufficient information and evidence of change in response to new
interventions. It is necessary to assess levels of service provision and need on a regular basis
and to use this information to plan and commence services. It is most important that we involve
adolescents and families in planning services.

Ideal service standards would include the provision of a range of services, staffing and facilities
that can offer early intervention which is coordinated across sectors. A multidisciplinary team
must be trained, supervised and supported. Care should be developmentally appropriate be some-
what separated and offer services as close to home as possible, in adolescent-centred settings.

Figure 2: A model for Child and Adolescent Mental health care

Public health System I

General health Sub-Specialist
System CAMH Facilities
f . ]
Primary health Hospitals —  Family therapy units
I facilities P ynerapy
Clinics I District I || Child Phi);‘(i:tgotherapy
Community health I — Regional I —  Adolescent Unit
centres
— Provincial I || Substance Abuse units

[ Eating Disorder units

L— Other Specialist facilities

Services for HIV-positive adolescents will be located in the general health system and will be
delivered by a CAMH team

Information necessary for developing policy for CAMH delivery will be found in the WHO pub-
lication “Child and Adolescent Mental Health Policies and Plans.” This is a user-friendly docu-
ment with practical step-by-step guidance. It is aimed for the use of policy makers and planners,
government departments, mental health professionals, service user organizations and NGOs. It is
potentially useful as training package technical consultancy and as a source of advocacy tools
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One cannot do everything, so that is necessary to identify specific areas of action in the process
of policy development. The South African Department of Health has identified the following areas:
¢ Promote a culturally sensitive, safe and supportive environment
— Relationships with families, other adults and friends
—  Social norms and cultural practices
—  Mass media
—  Accessibility of key commodities and opportunities
— Legislation
— International instruments
* Provide information
¢ Build skills
¢ Provide counselling
* Provide health services

Interventions to promote CAMH can be implemented in several settings: Community-based
organizations, in the media through a political/legislative system, a residential system in the
workplace in the street through youth groups, via the health system and in schools.

Using the matrix presented below one can develop effective interventions:
Figure 3: Matrix for intervention

Community based
organisation

Youth group

Media

Political/legislative
system

Residetial Centre

School

Street

Workplace

Health System

Health
Services

Environment Information Skills Counselling

General Intervention Strategies

There are opportunities to include MH training in ARV programmes. VCT counsellors, who

already have training in counselling, are well placed to be offered such training. Mental heath
services can be strengthened as HIV services are improved. There is a need for health systems
research, specifically to assess the impact of MH interventions on the course and outcome of
HIV infection and the efficiency of antiretroviral programmes; as well as the feasibility, effec-
tiveness and cost effectiveness of mental health interventions.
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These efforts should go hand in hand with ongoing advocacy for augmentation of Child and
Adolescent Mental Health Services.

What does an HIV/AIDS Clinic need to be adolescent-friendly?
Melanie Pleaner Reproductive Health Research Unit (RHRU)-HIV Cluster
Introduction

This talk is a description of a programme designed to deliver adolescent friendly services.

The presentation describes the National Adolescent Friendly Clinic Initiative (NAFCI) and

the NAFCI standards, the kind of attitudes, skills and values clarification required for adoles-
cent friendly services. It is important to put adolescent services in context, that is, to focus on
developing adolescent friendly services that are well integrated with other services. Quality
adolescent friendly services should be located within quality HIV services, which in turn should
be integrated into overall quality health care services. To this end, an overview of the recently
developed HIV Standards will also be provided.

An important starting point is to identify and understand the barriers that prevent young people
from using available health services. We need to analyse these barriers in order to address them
effectively. We need to be aware of these barriers and find ways to minimize, remove, circum-
vent or counter-balance them.

Barriers to access

There are many barriers to young people utilising health services. These include:

Access: The inflexible and inconvenient times clinics are open, for example, in the mornings
when young people are supposed to be at school, are a barrier to access.

The location of services: Time, distance and cost of transport to get to clinics are major barriers

Embarrassment and lack of anonymity: Standing in long queues with adults in view of family
and neighbours.

Attitude of staff: The attitude of staff — which includes the security guard; receptionists; clerks;
and nurses who may be rude and judgemental.

Lack of privacy and confidentiality: consultations with the health workers where there is lack
of confidentiality and privacy; rudeness; a judgemental attitude; or haste.

Physical environment: The physical environment which looks intimidating, clinical and unat-
tractive.

Educational resources: Information which is inappropriate or inaccessible: especially a lack of

information which is pitched at the level of a young person, which is easy to read and relevant to
their lives (a good example of this is the traditional family planning literature —as many young
people are not planning a family, and want contraception and/or protection from STIs and HIV).
Systems: This refers to problems in the health systems which may discourage youth from using
the clinic or completing treatment include running out of drugs (stock-outs); condoms placed
where all can see who takes them; having to walk through a waiting room with a urine sample;
lack of confidentiality in the consultation room.

Youth friendly communication skills: lack of youth friendly communication skills will also

create barriers. This includes impatient and unsympathetic staft who do not deal well with the
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embarrassment or problems which young people encounter, staff with poor listening skills,
embarrassment on behalf of the provider who cannot discuss issues related to sexuality and safer
sex; and the language used; how well the health worker explains to the patient then nature of the
problem and the treatment; and the use of terminology which lay people can understand.

Different Models for adolescent Friendly Care Delivery

Adolescent friendly care can be delivered through different models, these include:
¢ NGO —driven stand alone

¢ Clinic driven

¢ District/provincial policy driven

¢ Part of a broader adolescent programme e.g. NAFCI + DOH

¢ Quality improvement approach

* Focused intervention - improvement of HIV services

The NAFCI Programme

The NAFCI programme was designed to improve the quality of adolescent health services at the
primary care level and to strengthen the public health sector’s ability to respond appropriately

to adolescent health needs, as part of the Lovelife initiative, developed in partnership with the
National Department of Health.

At its peak, the Lovelife programme attempted to address every possible facet of adolescent
health needs. It was a very busy programme, which included youth centres, mass media (includ-
ing TV and radio), telephonic call centres, school-based activities and a range of community
based programmes. The success of awareness programmes such as these requires functional sup-
port from public health care resources. Health care needs to be available and entirely accessible.
It was in this context that NAFCI was developed.

The NAFCI objectives were:

* To establish national standards and criteria for adolescent health care in clinics throughout
the country

¢ To make health care services more accessible and acceptable to adolescents

¢ To build the capacity of health care providers to improve service performance for the
delivery of adolescent-friendly services

The NAFCI model entailed:

» Establishment of standards

¢ Development of an essential service package

* Institution of quality improvement processes

¢ Values Clarification and attitude change were pivotal to the project

* External Assessment of clinic progress against the standards and toward objectives

¢ Peer educators (impintshis) and the development of the groundBREAKER programme -
‘ground BREAKERS’ are a network of young people (aged 18 to 25 years of age), who are
engaged for a year and given a range of training, and who implement aspects of the loveLife
programme, thereby providing positive role models for other young people
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The NAFCI Standards

There were ten NAFCI standards, initially focused on HIV prevention; this was before the gov-
ernment roll out of ART:

1. Management — focus on data collection, developing a service plan, quality improvement,
ensuring adolescent participation in programme development

2. Clients’ rights — and responsibilities of adolescents

3. Access — location. Signage, how friendly staff was

4. Environment of care — physical structure, infection control, privacy
5. Drugs, supplies, equipment

6. Information, education, communication — for young people, appropriate messaged couched
in their language and respectful of culture

7. Trained staff — an integrated package, at the heart of which lay values and a non-judgemental
attitude

8. Client assessment — mental health assessment, risk assessment and comprehensive physico-
psycho-social view, trying to prevent missed opportunities

9. Individualised client care - holistic

10. Continuity of care - knowing where to refer young people and how to refer them so that
they actually get to the services they need

The NAFCI essential services package included the following:

¢ Information and education on sexual and reproductive health

¢ Information, counseling and referral for violence/abuse and mental health problems

* Contraceptive information and counseling, and provision of methods including, oral
contraceptive pills, emergency contraception, injectables and condoms

* Pregnancy testing and counseling, antenatal and postnatal care

¢ Pre and post TOP counseling and referral

* STI information, including information on the effective prevention of STIs and HIV,
diagnosis and syndromic management of STIs

e HIV information, ARV treatment, PMTCT, pre and post test counseling & VCT and
appropriate referral

(Anti-retroviral therapy was not yet available)

The NAFCI Recognition Process

The NAFCI recognition process required a clinic self-assessment, engagement in a self-im-
provement process, an external appraisal and a star rating system

A number of resources were generated through the NAFCI process and probably don’t have to
be reinvented.

NAFCI support materials include
* Going for NAFCI Gold: A Clinic Guide to NAFCI Accreditation
* NAFCI Handbook of Adolescent SRH Care
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*  NAFCI Resource Directory
*  NAFCI Values Clarification Manual ‘grounds for respect’

In order to ensure adolescent friendly services, health care providers need to be equipped with
specific areas of knowledge, attitude and skills. These include, for example:

Knowledge:

* an understanding of the issues which affect the health of young people

* an understanding of what adolescents experience in their journey through puberty — the

physical and emotional changes and how this impacts on their lives and health

a knowledge of where to refer young people who have problems which the health care

provider is unable to deal with

* an awareness of policies and treatment protocols for young people; and how to adapt existing
knowledge (e.g. contraceptives/STI management) and make it appropriate for young people)

a knowledge of key health promotion messages to communicate to young people
* A holistic view of health and prevention. Including:
— an understanding of how to put HIV/AIDS prevention in the broader context of a
young person’s life and their lifestyle choices
— adefinition of health which includes emotional, physical, and psychological wellbeing;
— an understanding of some of the factors which make young people more vulnerable to
HIV/AIDS such as self-esteem; sexual coercion; transactional sex; and peer pressure;
An understanding of the life skills young people may need to deal with the challenges and
choices in this phase of their life.

Attitudes and Values

Some attitudes and values required from health care workers:

* Self awareness of personal/community/religious values and beliefs, and understand the
impact on services -

* how these may build positive relationships or create barriers which interfere negatively with
the client-provider relationship

* Be sensitive and aware of the vulnerability of young people,

* Be convinced that a positive encounter with a health care provider can shape health outcomes;

¢ believe that given the appropriate information, young people have the ability to apply what
they have learnt

¢ Be convinced of and have a commitment to youth friendly services.

Skills

Knowledge and attitudes need to be accompanied by the specific skills needed to communicate

and deal effectively with young clients. Skills include:

e listening skills

* communication skills: to reach out to young people; and to explain information in a way
young people understand, about which they feel positive and motivated to apply in their lives;

¢ counselling skills

* probing skills —to go beyond the presenting problem, and explore underlying problems
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* find opportunities to spontaneously integrate lifestyle messages into the consultation

¢ give key health promotion messages without information overload

¢ improve the quality of the interaction if it is difficult to improve the quantity (time spent)

» referrals which are accompanied by a support/enabling/report back plan with the client;

* problem-solving and the exploration of problems to enable young people to make informed
decisions;

* being able to equip young people with the skills required to apply what they have learnt
during the clinic session — especially in relation to decision making and healthy choices;

» clinical skills to effectively deliver the Essential Service Package to young people;

e observation skills;

 advocacy skills —to argue and explain the case for youth friendly services to, for example,
management and community leaders;

* The use of health information to monitor and evaluate the service, and to use in advocating
for youth friendly service.

Clarification of Values

There is a need for values clarification because young people are often refused certain services,
are judged or discouraged to use services due to the attitude and values of health care providers.
This results in barriers to young people utilising health services. The consequence is a continued
increase in health problems such as Sties, HIV/AIDS and teen pregnancy. In addition, awareness
campaigns, information , education and communication (IEC) activities which encourage young
people to seek help for their health need to be supported by adolescent friendly health services,
and the manner in which they are received by staff at clinics will be pivotal to the success of
these initiatives. This is why dealing with the values of health care providers is an important
component in the development of adolescent friendly services.

Values clarification is defined as a process whereby health care providers are given the opportu-
nity to identify and reflect on their own values, attitudes and beliefs; and assess how these may
impact on the service they deliver.

Key features of a values clarification process are:

* Itis a training tool

e Itis a dynamic process

e Itis an interactive process

* It encourages critical thinking

* It challenges people to change their mind set in a supportive environment

* It takes place within the context of quality improvement

* It needs to be ongoing and part of a broader transformation process

* It challenges people to separate personal and professional values

* It draws a distinction between personal beliefs and the delivery of an effective public
health service

* It uses a rights-based approach: it attempts to balance the rights of individual
practitioners to hold certain values with the rights of the client to receive information and
an effective, quality
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Values clarification workshops are intended to provide health care providers working with
adolescents with the opportunity to explore their own beliefs, values and attitudes in a safe,
supportive environment; to reflect on how these may influence the client-provider interaction;

to understand the needs and rights of adolescents, and the necessity for adolescent-friendly
services; and to understand what dimensions of an adolescent-friendly service are accessible and
acceptable to young people. These workshops also provide health care providers working with
adolescents with the opportunity to identify and find strategies to deal with barriers to young
people seeking help for their health from health services; and to separate personal values from
effective health service delivery.

Management, nurses, medical staff, non- medical staff, clerical staff, cleaners and ground staff
all merit opportunities to complete values clarification workshops.

At a personal level, values clarification permits one to question how one’s beliefs and values im-
pact on the quality of care given to clients generally, and adolescents specifically; how far one’s
beliefs and values affect ones communication with clients generally, and adolescents specifi-
cally; and how far do one’s beliefs and values create barriers between yourself and your client?

HIV Standards

More recently, RHRU has developed a set of ten standards which could be used to enrich and
ensure that adolescent friendly services are supported by quality, comprehensive, integrated
HIV, TB, and sexual and reproductive health services, with specific focus on primary health care
level.

The HIV standards provide a self-assessment toll, and focuses on the following:

* the integration of HIV services with other services (sexual and reproductive health and TB
services)

» the capacity of primary health care facilities to provide comprehensive, integrated, quality
HIV services

* the integration of HIV and AIDS services, so there is a closer continuity of care between
prevention, management of HIV, ART and chronic wellness management

¢ Decentralisation of ARV services —
— strengthen the role PHCs can play pre and post initiation;
— strengthen the network of downward and upward referral service points to support current

ARV provision, and

— encourage primary health care and nurse-initiated models of ARV provision
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SUMMARY OF HIV STANDARDS

MANAGEMENT SYSTEMS

Standard 1: Management systems are in place to
support the effective provision of HIV services

ACCESS

Standard 2: Comprehensive HIV services are
available and accessible

RIGHTS OF CLIENTS, WITH
SPECIFIC FOCUS ON PEOPLE
LIVING WITH HIV

Standard 3: The clinic has policies and processes
that support the rights of clients, with specific
focus on people living with HIV

PREVENTION

Standard 4: The facility provides preventative
services as part of a broader comprehensive HIV
and AIDS prevention, management, care, treat-
ment and support package

COMPREHENSIVE HIV AND AIDS
SERVICES

Standard 5: The facility provides comprehensive
HIV and AIDS care, management and treatment

ARV TREATMENT

Standard 6: Antiretroviral treatment is available to
all eligible clients according to national guidelines

CONTINUITY OF CARE

Standard 7: Continuity of care is provided as part
of a comprehensive HIV package, and is respon-
sive to clients’ needs and rights

INFORMATION, EDUCATION AND
COMMUNICATION

Standard 8: The facility provides information,
education, and communication to promote HIV, TB
and SRH prevention, care, treatment and support
to clients, family members and the community

DRUGS, EQUIPMENT AND SUPPLIES

Standard 9: The facility has drugs, supplies and
equipment necessary for the provision of effective
HIV services

ENVIRONMENT OF CARE

Standard 10: The facility has physical environ-
ment necessary for and conducive to the provision
of effective HIV services

The ten standards were developed by the Primary Health Care Quality improvement

Programme, and aim to increase and expand access to and utilisation of services; to prevent

missed opportunities for HIV prevention, for HIV testing and diagnosis, for ART eligibility and

referral; and to prevent delayed access to ART.
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Improving the Quality of Youth Friendly Services

Each step in the young person’s care pathway through the clinic is seen as a critical moment
for youth-friendly services. Look at each step through the eyes of a young person and fine-tune
what you are doing so that you are likely to retain the young person, every step of the way.

Figure 4: Care pathway and youth-friendly service

Current Care Pathway (process) Critical moments for
Youth friendly HIV services

Young peson arrives comes for VCT or P = Referred to counselor
at clinic =P | CA&T (through case for VCT
finding)
Blood drawn immedi- VCT results
Blood sent to lab - -
* ately for CD4 count discussed with patient
Patient with .
Results back, ; patient CD4>200
discussed with patient C©D4<200 prepared wellness
for ARV referral

Appointment made at ARV clinic ’
Patient seen and care provided by ARV staff

In summary, the process of developing adolescent friendly services provides a vital foundation
to this style of care: It starts with management and staff buy-in, staff orientation, training and
capacity-building, a willingness to change and a commitment to quality improvement.

Conclusion

The NAFCI standards provide a set of bench marks and a framework for monitoring, self-
assessment and a prompt for quality improvement. Youth participation in space dedicated for the
youth, with youth-specific activities; community involvement to create links with parents and
other adults.

Referral networks, training resources and data collection opportunities are built in to the process.
Resource limitations are not a valid excuse. In a clinic in India, entirely without resources, the
NAFCI standards, printed out and put up against a wall, was all that was needed to create an
adolescent friendly unit.
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Implications of the Children’s Act of 2005 for Adolescent Clinics
Lesley Henley, School of Child and Adolescent Health, University of Cape Town

The legal framework for the delivery of health care to children and adolescents is derived from
* The Constitution of the Republic of South Africa
* The UN Convention on the Rights of the Child
e Current legislation, including
— The Termination of Pregnancy Act 92 of 1996
— The National Health Act 61 of 2003
The Children’s Act 38 of 2005
The Children’s Amendment Bill
— The Sexual Offences Act 32 of 2007

These are the documents and Acts that provide the framework within which adolescent friendly
clinics will need to work. Changes in law have followed the change in government in 1994 and
have been made in line with the new constitution and the UN Convention of the Rights of the Child.

According to the Termination of Pregnancy Act, a female child of any age may terminate preg-
nancy. All other legislation pertaining to children has age restrictions and/or limitations, but no
this one.

Termination is her decision, others can only advise the child to consult her parents, guardian,
family members or friends. She cannot deny termination if she refuses to consult with her par-
ents. Despite the fact that the child is legally under the age of consent, the Act requires that she,
the child must provide informed consent to the termination procedure.

What to do if child develops complications is not certain. If she develops complications which
require further intervention, does her right to consent still pertain, or must we in the case of the
child under the age of 14 years (according to the Children’s Act) revert to her parents for con-
sent? This matter remains unclear.

The responsibility for assessing the child’s competence to consent now lies squarely with the
health care worker — in this case, probably a midwife. If the child is not competent to consent,
that consent is not lawful. The present difficulty is that health care workers are not well trained
in the matter of taking competent, legal consent.

It would appear that the assumption underlying consent for TOP at any age is that when one
falls pregnant, one is automatically competent to make such decisions. This might not be true for
pregnancy at any age does not seem to be logical or reasonable and the concept does not appear
elsewhere in our law.

The Termination of Pregnancy Act is also at odds with the Sexual Offences Act, which states
that a child under 12 cannot consent to sexual intercourse and that pegs the legal age of consent
at 16 years. Nor can the TOP Act be overridden by anything in the Children’s Act, since this act
does not mention TOP.
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In the recently promulgated National Health Act, the patient/client has the right to the following:
Information regarding his/her health status, except where contrary to his/her best interests; infor-
mation regarding the range of available diagnostic procedures and treatment options available;
knowledge of benefits, risks, costs and consequences generally associated with each option and
the right to refuse health services, including an explanation of risks of refusal. These stipulations
of the act are difficult to implement in the case of a chid, particularly where illness is life-threat-
ening and treatment life-saving. Should the child refuse treatment that is in his/her best interest,
it is possible that the Court can override this decision.

In respect of research, part of the Act not yet in force, therapeutic research may be consented

to by parent or guardian; and the child, if capable of understanding; whereas non-therapeutic
research requires consent at three levels: permission of the Minister of Health; consent from the
parent or guardian; and consent from the child, if capable of understanding.

The Children’s Act, which has been promulgated rests on the principles of ‘Best interests’ of the
child — paramount in the constitution - on the child’s right to participate in decisions affecting
him or her and states that the child’s views must be given due consideration (according to age,
maturity, stage of development).

According to the Children’s Act, the age of majority is 18 years.

The child may consent to medical treatment if he or she is over 12 years and of sufficient matu-
rity and has the mental capacity to understand the benefits, risks, social and other implications of
the treatment. The onus to decide competence lies with the health care worker.

The child may consent to surgery, if he or she is over 12 years and of sufficient maturity and has
the mental capacity to understand the benefits, risks, social and other implications of the treat-
ment; and duly assisted by parent or guardian. It is not clear whether ‘duly assisted” means that
the parent can trump the child’s decision as the need arises. This may create contention in the
care of adolescents.

In the case of HIV testing, the child may consent if he or she is 12 years or older. If under 12
years, if the child is of sufficient maturity to understand the benefits, risks, social implications of
a test the child may consent. The test must be in his or her best interests and he or she must have
received pre-test counselling by an appropriately trained person.

The child may consent to disclosure if he or she is 12 years or older. If under 12 years, the child
may consent to disclosure of he/she is of sufficient maturity to understand the benefits, risks,
social implications of such disclosure.

No-one can refuse to provide condoms to a child over the age of 12 years. A child may also
request contraception other than condoms if 12 years of age or older, if she/he has received
‘proper’ medical advice and undergoes a medical examination to exclude any medical reasons
for prescribing other forms of contraception. Requests for contraception should be treated with
confidentiality.
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Medical circumcision must be made available to a male child over 16 years, after an appropri-
ate consent process. Parental assistance may be required between the ages of 16 and 18 years of
age. The prescribed form requires proof of age and signed confirmation of understanding.

According to the Children’s Act, virginity testing may proceed with consent from a female child
over 16 years. There is a prescribed form, to be completed and signed by child, signed by person
conducting test and proof of child’s age. There are stringent conditions for performing testing
and failure to comply carries the risk of a fine or imprisonment. The child’s signed consent is
required to disclose results.

The new Children’s Act also demands that the health care worker will report abuse: any form

of harm or ill-treatment deliberately inflicted on a child, including sexual abuse and neglect,
defined as failure to exercise parental responsibilities to provide for a child’s physical, intellec-
tual, emotional or social needs. All the following are required to report such abuse: Correctional
official, Dentist, Homeopath, Immigration official, Legal practitioner, Medical practitioner,
Midwife, Minister of religion, Nurse, OT, Physiotherapist, Psychologist, Religious leader, Social
worker, Speech therapist, Teacher, Traditional healer, Volunteer workers.

If any of these have ‘reasonable grounds’ to suspect abuse, they must report to a designated

child protection organisation, Childline (08000 55 555), Child Welfare Societies, provincial de-
partment of social development or a police official. If a social worker finds a child is in need of
care and protection they ‘must report the possible commission of an offence to a police official’.

According to the Sexual Offences Act, a child is a person under 18. The child can consent to
sexual activity if =16. It is a crime for any person, adult or child, to engage in sexual activity
with a child under the age of 16 years even if the act is consensual. There are exceptions if the ‘of-
fending’ child is between 12 and 16. No child under the age of 12 can consent to sexual activity.

According to the Sexual Offences Act, ‘A person who has knowledge that a sexual offence has
been committed against a child must report such knowledge immediately to a police official’. (S.
54 (1) (@

Sexual offence includes sexual penetration (rape) and or sexual violation. Consensual sexual ac-
tivity between minors both between 12 and 16 years of age may only be prosecuted by Directors
of Public Prosecutions, who may not delegate this function. While both parties must be charged,
an age difference of no more than two years between children is a defence.

While the Act allows for post-exposure prophylaxis with anti-retroviral therapy, no provision is
made for counselling.

Health care workers have a duty to respect the privacy (the right to control the information about
oneself that others have) and to maintain confidentiality (the duty of those entrusted with private
information not to disclose it without a patient’s consent). In practice, this means visual and au-
ditory privacy for patients, a system of confidential record keeping and steps to ensure that what
happens in the clinic remains private and does not become gossip.
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Personal beliefs and values may drive the actions of health care workers: Some may feel an
ethical duty to inform parents. If you are a parent yourself, this may bring a parental perspective
to decisions: You may believe adolescent is too young or immature and bring your own cultural
and religious beliefs into play. It can be very difficult to balance adolescents’ rights and respon-
sibilities (autonomy) with parental rights and responsibilities (protection and support).

At all costs, it is important that health care workers have systems of debriefing and support to
help them deal with the tensions created by delivering confidential health care to adolescents.

It remains a challenge to design and deliver adolescent services to respect children’s autonomy
and to safeguard their welfare and interests? http://www.ci.org.za

Evening Master Class

Chair, Donna Futterman
The Advise, Consent, Test, Support (ACTS) Project
Donna Futterman, Virginia Azevedo, Thobela Mhlubulwana

To reach adolescents we as health care professional s are going to need help from all possible
sources and in every field. This master class will be used to present a practical case, illustrating
the ACTS project: This is an integrated programme that has been made possible by the inter-

est and support from the Department of Health. It has recently been funded and is available for
implementation in any clinic in the Western Cape Province which sees the need for it. If this is a
programme that makes sense for your service, there is a team that is happy to come and train and
share required expertise, skills and materials at hand. Des Michaels will be the project Director,
Hilda Ndanchane will be the data expert and Stephen Stafford will help facilitate the project.

This project is about the notion that HIV testing is for everyone. We have moved on from the
position that people would only be tested for HIV when they became symptomatic to the under-
standing that people knowing their status is an important part of the HIV prevention project.

The purpose of the ACTS project is to facilitate routine testing for HIV. The project will be
described under the following headings:

1) Motivating for Routine HIV Testing

2) What does it take to prepare a clinical centre to implement routine testing?

3) How to use ACTS in a clinical setting

4) Experience and lessons from ACTS in the Khayelitsha Youth Clinics

5) Key Lessons

There is a great deal of unfinished clinical business when it comes to HIV/AIDS HIV is the
worst epidemic in history. Ten per cent of South African youth ages 15-24 are HIV-positive
(17% of females and 4% of males).

Most still don’t know they are infected (in the US, twenty-five years into the epidemic, 250,000
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are HIV+ and still don’t know their status). Many find out they are HIV+ when they already
have AIDS (10% of youth in Khayelitsha only discovered they were HIV-positive when they
already had AIDS) — they may have been infected for up to 10years before being tested.

Thousands of opportunities to test the youth are missed within the health care system. Many
HIV+ patients had interacted with health care systems in prior years but were never tested.

Why is it that so many opportunities to test have been missed? Obstacles to HIV testing include:

» insufficient time or experience in testing (they view testing as being very time-consuming,
they think of HIV testing as being very specialized and requiring special skills)

» screening for risk of HIV seen as separate from screening for STI risk (a young person
presenting with syndromic STI is not considered at risk of HIV infection)

¢ fear of giving HIV+ results — people think ‘it’s going to ruin my day’, ‘the line will get so
long because I have to spend that much time with one person’ or, ‘telling someone of a
positive result will overwhelm me’

* separating prevention counseling & testing — fear of missing a teaching moment and wanting
to educate with each HIV test;

In contrast to the above, ACTS seek to validate streamlined and efficient counseling. In many
ways, the ACTS programme is trying to restore HIV testing’s place as a routine part of health
care. This is still controversial for many people. The challenge is to rethink the way we do
HIV testing.

HIV counselling and testing hasn’t kept pace with the evolution of treatment. Things have
moved on. The diagnosis is no longer the end of hope. In fact HIV testing is the only way to
get life-saving care. There is evidence that patients overwhelmingly accept HIV testing when a
provider recommends it. It is a myth that patients don’t really want the test. Often it is assumed
that because the test is available to you as a health care worker, that you will have used it. The
link between HIV and STI is easy for patients to understand.

Counter-intuitively, the idea that the pretest counselling session is ‘a teachable moment’ has not
been borne out be research. Antenatal HIV testing, for example, is now considered routine and is
a successful model for routinization of HIV testing with all patients.

Routine HIV testing (provider initiated testing) of patients offers a number of advantages:
e It reduces HIV transmission
— In US, HIV+ people who know their status reduce high-risk sex by about 50%
— Lower viral loads from ART also reduces transmission
¢ It Prolongs Life
— HIV treatment can increase survival by many years and improve quality of life
* It preserves Resources in an age of limited resources
— Successful ART reduces overall care costs for HIV+

Data from the United States shows that two thirds of patients would support routine testing,
versus one person in four who still wants a specific consent process. It would therefore seem to
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be reasonable to offer patients a choice at this point: Do you want a routine test or do you want
the specific consent process — this would be a way of supporting patient autonomy.

This should be the time to reconsider the way we are doing HIV testing at present and change
the current paradigm. At present this approach is called by many names, one is ‘provider initi-
ated testing’ as opposed to (patient initiated) voluntary counseling and testing. Paradigm shifts
are essential to progress. Never changing holds us back.

Khayelitsha Youth Clinics
Dr Viginia Azevedo

Site B and Site C clinics have been in existence for 4 to 5 years. Both went through the NAFCI
accreditation process. Almost 30 000 young people pass through the clinic in a year. A great deal
of family planning work is done, as well as STI treatment. The clinics have been through the
process of becoming youth friendly. Having been through the NAFCI process, staff wanted to do
self assessments and qualitative research though patient satisfaction and needs assessment surveys.

One example of self assessment showed, counter-intuitively that the youth did not want the
staff to dress in mufti — they wanted, on the contrary, that the staff would wear their epaulettes
and qualification bars, because they wanted to know who they were talking to. The staff is well
populated with young members of staff, with ground breakers and peer group educators — which
is why the clients wanted to distinguish the professional staff from all the other role players.

Of all the City clinics, Khayelitsha treats by far the highest number of STIs — though it is good
news that the prevalence is declining. The largest numbers of these STIs are treated at Site B and
Site C clinics. By introducing the ACTS project, the rate of HIV testing has gone up dramati-
cally, simply by offering HIV testing to all clients presenting with STIs. In the course of the first
year, more than 200 additional cases of HIV infection were identified in this way.

Whereas initially HIV testing was delegated to counselors, who had to provide pre-test counsel-
ing as part of VCT, the clinicians working in Sites B and C came to the conclusion that because
nurses and doctors in the consulting rooms were in a very influential position, they were being
presented with an opportunity to offer an HIV test there and then. Since using the streamlined
testing procedures of the ACTS programme, it has been found that the proportion of clients
returning for follow-up of results and subsequent CD4+ counts has increased.

These clinics have been able to strike a balance between the ‘softer’ issues of creating adoles-
cent-friendly services and the harder issues of getting people tested. Where the clinicians and
nurses have taken on more HIV testing via the ACTS programme, this has not rendered counsel-
ors redundant, because the number of clients presenting themselves for VCT has remained stable
or has increased.
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What is ACTS?
Donna Futterman

ACTS is a toolkit for streamlining HIV testing. The acronym stands for ‘Advise’, ‘Consent’,
“Test’, Support. This toolkit helps make operational (changing the service to make testing
routine) & clinical practice changes (how do you let the clinicians know how to do this counsel-
ling and testing) that permit streamlining It meets DOH testing policies while condensing a
45-minute process to 1-5 minutes. (Of course if someone tests positive, the clock stops). This
toolkit, when implemented, allows for better allocation of counseling support to those who test
HIV-positive. All available time is not ‘used up’ in counselling — and there is time and energy to
spend on support.

Setting the stage for routine testing occurs in three stages: 1)Implementation Planning, work-
ing with clinic leadership and staff 2) Training all staff how to routinely test — making sure it
goes all the way through to the hands on nurses and & provide ongoing support and providing
materials and resources for clinical staff & patients.

In implementation planning, you need to look at patient flow and identify which visits/
patients will initially be targeted. In clinics seeing thousands of clients, you need to develop an
implementation strategy. An initial pilot may help to plan how to scale up. Starting out by target-
ing clients who come for STI management makes a lot of sense. The biological imperatives are
clear, and it is easy to explain the need for an HIV test as a screen for ‘another STI".

In planning one needs to identify which personnel will do the tests (and who may require train-
ing). In the specific implementation in Khayelitsha, it was considered very important that nurses
should be able to offer testing during the clinic visit.

Documentation & Administration is one of the NAFCI ten points. It is crucial that these be
done accurately and reliably. There needs to be a specimen flow plan, a quality assurance plan,
a system for charting notes and for data entry and collection — which would only work if it is in-
tegrated into the system currently in use. In the youth clinic, the routine monthly report (RMR)
allowed space and opportunity to do this. Starting the project identified large gaps in Monitor-
ing and Evaluation and directed further attention to the data collection systems in place.

Linkage to care and follow up is clearly essential for this intervention. There must be systems
for linkage to care for HIV+ and follow up of defaulters. If there is not a treatment resource at
the clinic, making such a link is crucial to care. Mere linage is not enough. Keeping the youth in
care involves another process and another piece of work. Having a system to follow up default-
ers becomes very important.

By introducing the system and measuring outcomes, it becomes possible to identify what does
and what does not work.

Materials and resources to implement ACTS are available online at ACTSHIVTest.org A ‘HIV
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testing is for everyone’ poster is available to go up in each clinic.

The practical implementation of ACTS
Thobela Mhlubulwana

The current model is that lay counsellors provide pre-test counselling, nurses do the rapid test,
and lay counsellors do post-test counselling. The process can take 20-45 minutes, plus a double
waiting time. There is no systematic or routine — provider initiated - offer of VCT for any target
group, all testing is client-initiated .Clinicians will refer some clients for VCT if HIV symptoms
present themselves. In this model, many patients are identified when they already have low
CD4+ counts.

The key ACTS innovations to scale up testing are: 1) to integrate VCT into nurses’ STI care, so
that nurses now take consent, perform the test, give the result and provide support and care as
needed 2) To integrate HIV+ support into lay counsellor services. In the ACTS model, lay coun-
sellors offer VCT but have more time to dedicate to follow-up or counselling support to HIV+
patients. 3) To streamline VCT to a 5-minute pre-test process, by cutting out ‘what if” questions
and 4) M&E is integrated into routine monthly reports and folder reviews are used as a means of
quality assurance. There is no other M+E system in place.

Clinic team members have clear roles in the STI and Family planning services have clear roles.

At registration, clerks verify contact information to assist in follow-up of defaulters. It is most
important that the clerks get accurate addresses and contact information. In the chill room — or
education room - messages and posters carry the information that HIV testing is for everyone.
This is where peer group educators (TAC, Ground-breakers) are active and where everyone with
an STI is advised to test. This is where HIV testing is presented as a routine intervention. There
is also access to information on prevention options: ABC; condom demonstration and informa-
tion on negotiation.

The nurse integrates HIV testing into the clinical care visit as a standard procedure. At this
visit, the nurse determines the reason for client’s visit, develops rapport with the patient and
provides the service the client came for. The nurse then initiates ACTS and encourages HIV
testing. The notion that HIV is another STI is presented to the patient. Essential information is
provided, leaving out much of the ‘what if” discussion. If the client consents, the nurse begins
the HIV testing process. When the result becomes available it is provided, along with the
necessary support. Patients who test negative have blood drawn for a VDRL if STI positive.
HIV-positive patients have blood drawn for a CD4+ count and a VDRL and are encouraged to
stay in care.

The lay Counsellor assists with post-test counselling if needed; stresses the importance of HIV+
patients returning for care, ensures that the patient has given 2 or more contact addresses for
recall; and has the responsibility to track HIV+ patient visits and recall defaulters within two
weeks of a missed appointment.
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The pocket guide to ACTS is followed by all nurses:

A stands for Advise: Advise all clients to have an HIV test today; Discuss the benefits of testing
(If HIV-, you can learn how to stay negative; If HIV+, you can get the care you need to stay
healthy for a long time); Discuss HIV transmission via: sex, blood / needles, pregnancy; for STI
clients, explain that HIV is an STI; for family planning clients provide support for family plan-
ning and encourage the use of condoms; Ask client if they have any questions and if they are
ready to get an HIV test - right now.

C stands for Consent: Client has right to test or not and can only be tested after signing a con-
sent form — this is the opt out opportunity; Explain confidentiality: you won’t tell anyone without
their permission; Ask client if they have any questions; Have client sign the DOH consent form.

T stands for Test: Do the rapid test - in the consulting room - and repeat test to confirm positive
result. Send blood for Elisa if both rapid tests do not agree (indeterminate).

Following a positive test, ask about and respond to patient’s concerns — dealing with the real
concerns as they come up; Ask patient who they can disclose to for support; if needed, refer

to counsellor. Explain to the patient the need to be aware of HIV health. Explain that the CD4
count and staging indicate if treatment needed; obtain blood today and arrange return in 1 week
for CD4 — if you do not do this immediately, you are more likely to lose this patient. Explain
prevention for patient and partner; explain that HIV and new STIs can spread by unprotected
sex; advise the patient to choose a prevention plan and encourage partner disclosure and testing.
Finally, verify two or more client contacts for recall.

Encourage the HIV-negative patient to remain negative, and explain that the test is not protec-
tive. Go though a prevention plan, encourage condom use, encourage annual testing, explain the
window period.

With ACTS, the number of tests per month has gone up from under 200 to more than 450 tests
per month. One is very encouraged to pick up clients who still have high CD4+ counts.

Outcome of the introduction of the ACTS programme in Khayelitsha Youth Clinics
Donna Futterman

The Youth clinics in Khayelitsha serve a population of approximately 400,000 with a HIV
Prevalence at 33% as measured in Antenatal clinics. At Site B Youth Clinic there are 4 nurses
and 2 counselors. At Site C Youth Clinic there are 3 nurses, 2 counselors

During 2005, the average monthly volume of service was 4500 youth for Family Planning 650
youth for STIs 200 youth for VCT and100 youth for HIV care. The average age was 20.5 years.
Following the introduction of ACTS at site B youth clinic, the monthly average of numbers
tested increased 41% from 442 to 624. STI clients — the actual target group chosen for ACTS -
tested increased from 13% to 57%. This is a very good start, but the aim is to reach standards
set for MTCT programmes which would be in the region of 90% of participants tested for HIV.
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The number diagnosed HIV positive increased 49% from 45 to 67 (representing 8% of those tested).

These increases in numbers tested were an immediate response to introduction of the pro-
gramme. Sustainability remains to be measured.

In order to detect any harm caused by ACTS, a folder review looked at clients who had tested
positive in the ACTS/STI group versus the standard VCT group. Two hundred and fourteen
charts were reviewed. It was found that the ACTS/STI clients were more likely to have had a
CD4+ count (86% versus 63%). This was most likely because in the VCT system, getting a CD4
sample off would have required a more complex process. ACTS/STI clients were also more
likely to have had clinical and counselling follow-up (38% versus 29%). Follow-up services
clearly need to improve — and this is being worked on.

Overall, 8% of young people tested had a CD4+ count of less than 200. Almost 1 in 10 young
people therefore almost immediately needed HIV care. Another 27% had a count between 200
and 350. According to international guidelines, these young people would also be started on ARVs.
This pilot has shown that the system will increase the number of HIV tests done at a site and
will increase the number of youth newly identified as HIV+. Almost half of the patients tested
for HIV at the site every month were tested through the new ACTS/STI process. Testing also
identified many youth needing immediate HIV/AIDS care.

It has been learnt that many youth with STIs agree to HIV testing via ACTS — provider initiated
testing is not something the youth find offensive. Nurses like integrated testing & care (even
though it requires additional time per patient). It is clear that more attention must be given to
improving HIV follow up care. Ongoing efforts will be needed to sustain routine testing using
the ACTS model. Over the two years during which the project has been in the field, there was a
sharp increase during the training phase, but numbers tend to drop off when management is less
immediate, probably because of multiple concurrent demands on time. New funding will enable
more support at more sites, but there is no doubt that ultimate sustainability will depend on
integration of the programme into current routines of care.

Streamlined counseling has been shown to significantly improve HIV testing offering and
uptake. Attention to logistics, preparation and administrative problem-solving has been shown to
be crucial. Ongoing efforts are needed to sustain increases in routine testing and improve links
to care. ‘Routinization’ of any novel process depends on new thinking and leadership. Front-line
providers are not going to take on a new intervention if they think it is going to make impossible
inroads on their time.

Finding people with HIV and leading them to care is something we can do right now. We don’t
have a vaccine, we don’t have a cure, but we do have life-saving treatment.

There is information available online:

Learn more about caring for HIV+ youth: www.hivcareforyouth.org
Learn more about routine HIV testing: www.ACTSHIVTest.org
Information about adolescent care: www.AdolescentAIDS.org
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Contact details:
Donna Futterman, MD DF rman@Adol ntAID

Stephen Stafford SStafford @ AdolescentAIDS.org
Des Michaels, PhD Des.Michaels@uct.ac.za

Following question time, the master class then concluded with a demonstration of the ACT
process — available on the accompanying DVD.

Outcomes of the Workshop:

Participants

More than 160 participants attended the Adolescent care plenary session on Thursday afternoon
and represented the following sectors: City of Cape Town Health, National and Provincial de-
partments, NGOs, Universities and health care facilities including primary health care facilities,
referral clinics, mobile clinics, district hospitals and teaching hospitals.

A number of participants who had registered for the workshop did not arrive on the day of the
workshop. Among them were some participants from Philippi Trust, Hannan Crusaid, the De-
partment of Health, Lifeline/ Childline Western Cape, Simelela, Planned Parenthood Association
of South Africa, TC Newman Emporium of Care, Idas Valley IDC, Wola Nani, Leadership South
Programme and RHRU.

Participants were from the Cape Town Metropole, West Coast, Eden and Boland regions. Al-
though the workshop was focused on the Western Cape specifically, a few visitors from the East-
ern Cape and Gauteng had requested that they be allowed to participate and so were included

in the event. 120 participants attended the Friday workshop session, including 20 youth, 25 man-
agement, 30 counsellors (including social workers and psychologists), 20 doctors, 2 pharmacists
and 25 nurses.

Health care needs of adolescents as identified by professional groups and the youth

These needs, as identified in response to workshop question 1 are listed in Appendix 1.
Identification and prioritization of tasks related to the delivery of health care needs
Tasks identified and prioritized by multi-disciplinary teams in response to workshop question 2
are listed in Appendix 2.

These priorities represent the considered opinion of 120 health care workers who will be
engaged in the delivery of health care to the youth in the future.

Number of participants requesting a follow up meeting about adolescent care (85 respondents:
Yes: 87%

No: 1.2%

Maybe: 11.8%
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Participants would like to have the following topics covered in subsequent workshops (85
repsondents):

e Legal issues =14 * Counseling and life skills =2
¢ Training health care workers=13 * Mental health=2
* Developing youth friendly services = 13 * Resources=2
* Integration and involvement with * Restructuring=2
management =7 * Access to treatment= 1
¢ Education and training of youth =7 * Neurological impact=1
» Task groups for the way forward =5 * Psychosocial support=1
* Epidemiology, target setting, M&E =4 * Disclosure=1
* Information updates= 3 * Home HIV/AIDS test and suicide risk=1

* More parental involvement= 2

Topics of other workshops participants would like to attend:

¢ Reproductive health * Marketing of services

* Morals, attitudes and values * Training of volunteers

¢ Empowering the youth * Communication skills with adolescents
* Peer education programs * Parent support groups

* Behavioral skills * Lessons learned from other countries

e HIV treatment  Standards for HIV care

¢ Termination Of pregnancy e MSM youth

e STI's * Chronic disease in childhood

* Neurological impact * Resources in W Cape

¢ Human rights * Realistic implementation of workshops
¢ PMTCT * Motivational interviewing

* Adherence e Mental health

¢ Support groups * The adolescent consultation

¢ Disclosure

Further action

Task teams will be mustered from those participants who volunteered to work on the tasks identified
and listed in Appendix 2. The Provincial HIV/AIDS Directorate will be approached to facilitate task

team meetings and functions.

A copy of these proceedings and the DVD made of plenary presentations will be part of a submis-
sion made to the HIV/AIDS Directorate.

It is hoped that these proceedings will be of assistance to the HIV/AIDS Directorate in planning
future services for the HIV-positive youth and in making representations and submissions for ad-
ditional resources these services might require.

Each participant will receive a copy of these proceedings and a copy of the DVD made of the ple-
nary presentations, for information and for use as a training aid.
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Appendix 1: Adolescent Health Care needs as listed by small groups in response to work-
shop question 1
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WORKSHOP 1: INTRA-DISCIPLINARY (GROUPS)

On Friday 26th May, 120 participants met in small groups to answer workshop questions. In

workshop 1, groups met in ‘intradisciplinary’ workshops ( nurses, doctors, managers, counsel-

lors, the youth) to answer workshop questions:

* Through the eyes of your professional group, how do you feel about the way health care is
delivered to adolescents?

* What would help to improve the service?

e List the elements of care you would want to include in the range of services that should be
offered to the HIV-positive adolescent.

PROFFESSION: Q1 Q2 (0X]

YOUTH Lack of confidentiality Updated training Adolescents involved in the
Flexibility in clinic times Flexible hours service
Lack of professionalism Separate waiting rooms Staff training- communication

Queues too long

Waiting room packed
Nurses go to tea

Pass through large audi-
ence- lack of confidentiality
Lack of understanding re
school times

Judgemental , low respect

Mix with other health care
clinics- avoid stigma and
improve confidentiality
Transparency- disclosure
Workshops for parents
Adolescent friendly counsel-
ling- tv and games

DOCTORS Who is responsible: paeds Clarification of values Meet holistic needs
or adults? Diversify/multidisci- Information
Integration between adults | plinary? Psychosocial needs: life skills
and paeds Specific adherence strategies
Transition between them Services for parents
NURSES Services from different Overloaded Support system- holistic care

places- need one stop shop | Training of staff:life skills | Emphasise goal setting
Flexible times Involve youth in planning | Someone to walk with them
Venues in unsafe areas One stop
More attention to tb and
hiv- more for adolescents

COUNSELLORS | Behavioural skills
Increased stress: burnout

Physical structure: lack of | Multidisciplinary- peer educa-
space, unfriendly tion, parent and community

Communication Training, communication, Open door policy
Fragmented self reflection Time slots
Accessibility Learn from adolescent

Flexible time
Folder system

Recognise that adolescents
need their own place
Values:training + one stop
shop

Clear outcomes for m + e
Involvment and integration all
services and sources

Make sure youth believe in
their future

MANAGEMENT
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Appendix 2: Priority task lists — ‘multi-disciplinary’ team answers to workshop question 2

After workshop 1, all participants were reassembled in ‘multi-disciplinary’ teams, each consisting of a nurse, a counsellor, a manager, a doctor and a

young person. They were asked to answer the following question:

Considering the discussions you had in your separate groups during the first workshop session, how would your ‘team’ prioritise the health care

needs of adolescents in the Western Cape Province?

Team | Priority 1 Priority 2 Priority 3 Priority 4 Priority 5 Priority 6
1 Needs assessment Comprehensive Staff training Community education | Privacy in clinic M+ E system
service
3 Priority to District task teams Adolescent friendly Access to services M+E system Training
adolescents
4 Indicators — M+E Special needs met Access to services Political champion Comprehensive service | Information on sexuality
Separate speciality Staff training Holistic care Quality service — hours, | Multi-sectoral Funding
5 define standards privacy collaboration
6 Adolescent rights Special needs Separate, dedicated Implementation plan, | Advocacy at all levels | Multi-sectoral network
service drivers from the outset
7 Privacy, respect Staff training Comprehensive Specific group needs Proper referral system | Peer group educators
service
8 Space Flexible hours Staff training Comprehensive service | Network with schools, | Strengthen school health
sports clubs — clinic in school
9 Multi--sectoral Special needs Strengthen school Staff training Comprehensive service
approach group health — one-stop
; . Lo Education/training
10 Adolescent Well equipped Youth committees Govt to prioritise Good referral system
. Lo . workshops for all
friendly staff clinics funding
i . s . . Skills training for staff
11 Awareness of psy- Oo&mﬂornzm_é Capacity building in | Chill area Integrate teens into 118 traning for sta
chosocial needs services community community
Psychosocial . . . Meet spiritual needs
13 Access to health Y Socio-economic Games, sport, coffee Education for the
care support support shop in clinic youth
. Train and empower : friendl Directory of services
15 Separate service Train staff Support groups, peer Adolescent friendly
adolescents counsellors staff
. i staff — . . . P torshi
16 Political represen- ‘HSEoM vmmmm Values and attitude Multi-sectoral coordi- | Clear referral paths eer group mentorsiip
tation of youth — enough of them training for staff nated services Directory of services
youth desk
. i . .. C istent
17 Youth friendly Accessible, safe Comprehensive Youth commission Adolescent programme | ~ONSIStent messages
service venues service delivery should exist in
Directorate
. . . .. . . i i Staff traini
18 Flexible hours for Wmo_w_m cent d Life skills training Comprehensive service _Lm.wawar% capacity all traiing
clinic riendly attitudes for adolescents delivery building — among staff
19 Access to services Train staff Comprehensive - - )
service package
i . i I tal health
20 Political commit- Train staff Comprehensive Strengthen school Information on Tprove metial fed
ment services health services —service resources
directory
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Appendix 4: Frequency with which specific priorities were mentioned by teams at the

adolescent workshop

Priority

Number of votes

Staff training

20

Comprehensive services

11

Separate facility

—_
=]

Advocacy

Access to facilities

Attention to psychological needs

Life skills training for adolescents

Multi-sector approach

Needs assessment required

School health strengthened

Service directory, referral lines

Monitoring and Evaluation

W | W | W N[N | N[0 | 0| O
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