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Counseling and Testing 

• Counseling: confidential process that 
enables a person to assess their relative risk 
of acquiring or transmitting HIV. Helps 
determine whether to be tested and provides 
support when a person receives the test 
results

• Testing: analysis of blood for presence of 
antigens or antibodies produced in response 
to HIV



Several Types of Counseling and 
Testing

• Client Initiated:
– Voluntary counseling and testing (VCT)

• Provider Initiated:
– Routine testing
– Diagnostic testing



Children Are Not “Little Adults” –
Clinical Factors that Impact Testing

• Limitations of antibody testing in young 
children
– Still useful to identify HIV-exposed infants

• Limited availability of virologic testing for 
infants
– Definitive determination of status must wait until 

weaning completed 
• Determining status is an ongoing process
• Rapid disease progression makes early 

diagnosis crucial – clinical judgment critical



Children Are Not “Little Adults” –
Psychosocial Factors 

• Children can’t self-refer 
• Some VCT sites don’t offer testing of 

children and may lack skill in dealing with 
children

• Stigma
• Parental consent issues
• Informed consent of children
• Disclosure
• Adolescents – can they request confidential 

testing without parental consent?



Approach to Identifying HIV-infected 
Children: Where Do We Find Them?
• They live with their families
• They attend MCH/immunization clinics 

frequently from birth to age 5
• They become sick and are hospitalized
• They live in communities



They Live With Their Families: 
Identification Before Birth – pMTCT

• Cannot separate health issues of children from that 
of their mothers

• Before birth – identify HIV-exposed children by 
testing all pregnant women for HIV and assure close 
follow-up after birth

• Real world challenges – systems must be in place to 
identify these infants when they present for care in 
the MCH/immunization clinics

• Need good linkages to care and treatment programs 



They Live With Their Families:
You See Their Parents in Your 

Clinics 
• HIV-infected adults are followed in care and 

treatment clinics – all children should be tested
– Ask every adult if there are children at home
– Has every child been tested?
– Develop systems to test children within adult programs

• Many test only young children or those who “sound 
sick”

• Many parents fear testing – need to emphasize care 
and treatment is available

• HIV is a family disease – offer testing to caregivers 



They Live With Their Families:
You See Their Siblings in Your 

Clinics

• Any siblings of HIV-infected children should 
be tested



They Attend MCH/Immunization 
Clinics Frequently from Birth to Age 5

• One of the most important entry points as 50% of 
HIV-infected children will progress rapidly and die 
before age 2.

• Identifying HIV-exposed infants:
– Are systems in place to identify infants born to 

mothers who tested positive in the ANC? 
– Do we offer testing to all mothers who did not test 

during pregnancy? What about maternity wards?
– Do we test all babies?
– Do we test all children or only sick ones?



They Attend MCH/Immunization 
Clinics Frequently from Birth to Age 5

• Recognizing rapid disease progression in infant and 
younger children is challenging
– Clinics very crowded and staff may lack expertise/time to 

recognize rapid progression 
– Many symptoms of HIV-infection in children overlap with 

common conditions seen in the developing world –
malnutrition, diarrhea, respiratory illnesses

• Benefits of routine testing
– Limitations and poor sensitivity of using clinician sx
– “Two for one” – identify mothers in children who may be 

asymptomatic



They Attend MCH/Immunization Clinics 
Frequently from Birth to Age 5: How To 

Encourage Testing

• Develop on-site testing – people more likely 
to test if it can be done immediately

• Emphasize the benefits of testing:
– Important to get infected mothers into care as 

soon as possible - sicker mothers at higher risk 
of BF transmission and of dying

– Can optimize the health of children



Case from the 
MCH/Immunization Clinics



Samiri
• 17 month-old boy brought to the clinic for 

HIV-testing by his mother. She tested HIV-
positive 2 days ago and she brought her 
child to be tested because he didn’t seem to 
be developing as well as her other children.

• Social: Mother has 15 yo, 12 yo, 8 yo, 1 child 
died; husband does not know her status

• Samiri has been followed in the MCH since 
birth.



Samiri (2)
• PMH: frequent fevers, diarrheal illnesses, 2 hospital 

admissions for pneumonia
• HIV Risk Factors: HIV-infected mother, no pMTCT, 

child breastfed
• Physical exam:

– Weight 7 kg (< 3rd percentile, size of an average 4 month 
old)

– Extremely wasted
– Oral candidiasis

• Development: not walking or talking, could not stand
• Presumed severe HIV-infection



Samiri (3)
• Discussion:

– Mother not tested during pregnancy
– This child had been seen monthly but severe 

failure-to-thrive and severe developmental delay 
had not been recognized

– Previous hospitalizations
– Mother tested positive 2 days prior in VCT but 

had not yet come to CTC
– Partner testing and other children need to be 

tested



They Become Sick and Are 
Hospitalized

• HIV-infected children become sick more frequently 
and with more serious illnesses

• Challenging as many HIV symptoms overlap with 
other frequently occurring illnesses – many 
clinicians don’t routinely think about HIV

• TB clinics – high rates of co-infection but testing not 
always routine
– Ownership issues
– Lack of knowledge
– All children with TB should be tested immediately – CTX 

should be prescribed and ART may be needed sooner 
rather than later



They Become Sick and Are 
Hospitalized

• Approaches to testing hospitalized children:
– Test those with symptoms suggestive of HIV (low 

prevalence settings)
– Test everyone as part of admission work-up (high 

prevalence settings) – ultimate goal for all

• How will linkages to care and treatment be 
provided?

• How will testing of other family members be 
done?



Missed Opportunities: 
Following Gaston



Following Gaston 

• Gaston is a 4½ old child brought by his mother to be 
tested for HIV. She was concerned that he is not 
gaining weight. His HIV-test is positive.

• Gaston’s mother tested HIV-positive in July, 2006 
after experiencing weight loss and frequent 
illnesses. She has been followed in the CTC since 
that time and is not currently on ART. Her husband 
is HIV- negative.

• She has 2 other children ages 13 years and 11 
years.



Following Gaston (2)

• Birth History: no problems during pregnancy or 
delivery; no VCT or pMTCT; Gaston was breastfed

• Past Medical History:
– Seen in the MCH since birth and noted to have 

frequent illnesses; current weight < 5%
– Pulmonary TB in June, 2006; completed TB 

therapy in February, 2007
– Hospitalized in March for herpes zoster and 

received acyclovir



Following Gaston

• What opportunities were there for early 
identification of HIV-infection in Gaston?

• Are there other family members who require 
HIV-testing?



They Are Part of Communities

• Babies may be delivered at home – involve 
traditional birth attendants/midwives

• Village health care workers provide routine 
surveillance of births, deaths, common illnesses 
such as malaria – possible resource for encouraging 
testing

• Home based care organizations providing services 
to infected caregivers – they can encourage testing 
of partners and children and provide linkages

• Bring testing services to where the children are:
– Orphanages
– Testing days/health fairs
– Feeding centers



Evolution of HIV Testing

• Earlier, there was no treatment available so 
no incentive to test 

• When treatment became available, VCT 
became the standard

• Now provider-initiated testing and counseling 
becoming more widely used 
– Benefit is to enable people to benefit from HIV-

prevention, care, treatment, and supportive 
services as soon as possible



Evolution of HIV Testing

• High burden countries have recommended 
provider-initiated HIV testing for all who 
interact with health care systems – we 
ultimately want testing as a routine part of 
care.

• WHO states this should only be 
implemented within context of national plans 
to scale up prevention, care, and treatment. 



The Way Forward: The Ideal vs. The 
Feasible

• The Ideal - always think about how to identify HIV-
exposed and HIV-infected children and test 
everyone

• The Feasible - sites need to tailor testing strategies 
to their own settings and available resources
– High vs. low prevalence settings
– Urban settings vs. rural settings
– Community stigma – what testing is acceptable
– Availability of care and treatment programs and system 

capacity
– Financial resources available

• Always must be done with linkages to care and 
treatment 



Monitoring and Evaluation

• Better understand the impact of testing 
initiatives

• Identify problems

• Optimize program planning 


