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Some Pediatric Data
(National Institute of Statistics & MOH-Nov06)

• Pediatric population: 8.400.000 
• Children infected with HIV : 176.000 estimate
• Children in need of ART: 80.700 
• Children in HIV care: 12,732 (7.2% tot in 

need) 
• Children on ART: 2,725 (3.3% tot in need)
• ~40% children in care/on ART in MZ are in 

sites supported by ICAP



MOH HIV Epidemic Approach

First phase - 2004:
• 2004 National HIV 

strategic plan developed
• Separate HIV Clinics in 

the main Hospitals
• No distinction between 

care of adults and 
children

• First Ped HIV service in 
the capital, Maputo 
Central Hospital (1994)

• Centralized HIV training

Second phase - 2006:
• No separate Clinic: 

integration of HIV care 
within the routine health 
service delivery

• No dedicated personnel 
to HIV patients

• Pediatric advocacy
• Decentralization of HIV 

care and expansion to 
rural areas

• Decentralization of Ped
HIV training



ICAP MZ Pediatric support
First phase (2004-2006):
• Technical assistance 

at sites
• Rehabilitation of “child 

friendly” areas
• Funding for training 

activities

Second phase (end 2006-
2007):

• Technical assistance at 
MOH level
– M&E tool for monitoring 

HIV ped care, treatment 
guidelines manual, 
training material, job aids

– Participate in “ART Ped
M&E National team”

– Support of Adherence 
strategy focused on 
children



Different Models of Care to 
Maximize Access to Care

• Total of 28 sites providing pediatric ART care
– One Pediatric HIV Clinic at Maputo Central Hospital serving 

as National Pediatric Reference Centre 
– Integration of Pediatric HIV Care into Under-5 Clinic: 3 

sites/28
Integration of Pediatric HIV Care into adult ART Clinic: 24 
sites/28

Ped care within ART clinic

86%

14%

Ped care within u-5 clinic



Military Hospital (MH) ART Clinic

• MH: Med ward, OPD, u-5 Clinic, TB Clinic, VCT, 
Lab, PMTCT (Nov 2006)

• Adult HIV care started in April 2005 
• Pediatric care started in June 2006  (adults: 3441 in 

care, 1197 on ART)



The Beginning: How Do We Start a Ped
HIV Service within an Adult Clinic?

Site assessment:
• Physical infrastrucure (adquate space)
• Human Resources: quantity and cadre (assessing

training needs)
• Adult patient flow: how do we incoporate children

into an already existing adult focused system
• Availability of Laboratory tests
• Pharmacy: drugs available (ARVs, OIs)
• Link with the other ped services



Space: How Do We Create a Child 
Friendly Environment?

FINDINGS
• Infrastructure was new
• 4 consultation rooms
• 1 counseling room
• Pharmacy with privacy
• Clerk room
• Reception and waiting

room in the same area
• Weight scale in the

waiting room

CONSIDERATIONS
• Enough space
• Not child friendly

environment
• No privacy at the

reception
• Triage done in the 

waiting room



Space: How Do We Create a Child 
Friendly Environment?

WHAT NEXT?
• Creation of a child friendly 

environment: wall paintings in 
consultation room; external 
waiting room for children; toy 
corner 

• Creation of a “ped triage 
room”

• Purchase of pediatric scale, 
thermomether, othoscope, 
etc

• Provision of ped job aides



HR: How Can We Ask “Adult” Medical 
Staff to Care for Pediatric Patients?

STAFF FINDINGS:
– 3 general doctors
– 1 medical assistant 
– 4 nurses 
– 2 psychologists+ psych-fellows
– 1 data –entry person
– 1 pharmacist & 1 pharmacy 

assistant
– 2 receptionists

• GOOD POTENTIAL
• NO ONE trained in ped HIV 

care
• Staff AFRAID of initiating ped

care!!!

WHAT WE PROPOSED:
• Meeting with MDT: expectations, 

opinions, anxieties, sensitization in 
ped care, suggestions

• Selected staff for Ped training: 1 
nurse, 1 MD, 1 pharmacist and 1 
psychologist



Patient Flow & Follow Up for Adults: 
How It was Organized

• 1st consultation: registration + general counseling session & 
referred to doctor only if sick

• 2nd cons: triage, WHO staging, OIs treatment by the nurse; 
referred to doctor only if sick

• 3rd cons: CD4 testing
• 4th cons (3-8wks after 1st visit): patient seen by the

medical assistant or the doctor
• Case discussion & ART initiation
• Monthly clinical visits
• Follow up done through an appointment book and phone 

call for defaulters

Long waiting time before seeing the MD and initiating ART 



How “To Fit” children into an ADULT 
oriented system

1st encounter :
• Children seen by the doctor: WHO staging, pCTX
• Family counseling 
• HIV PCR DBS 
2nd encounter: 
• CD4 testing
• Follow up timing according to WHO staging and 

complaints



Lab and Pharmacy: Was the Lab and 
Pharmacy Ready to Start Ped Care? 

Lab tests available:
– CD4,
– FBC, ALT  
– TB smear, Malaria smear
– X-ray
– Lab personnel trained to 

draw blood from children

Implementation of EID DBS
PCR

Pharmacy:
– No pediatric ARV 

formulations
– No OI drugs available
– No personnel trained in 

Ped ARVs

Requisition of Ped
formulation and OI drugs 
and training in Ped ARVs



Links with Other Services
Pediatric Entry Points

What existed:
• U-5clinic : 2 pediatricians

trained in “adult” HIV (1 
doing daily consultations)

• VCT: only children >18m, 
test done only if indicated by 
a doctor of the U-5

• Infected children referred to 
the Ped Day Hospital at 
Maputo Central H

• ANC but no PMTCT services
at start of program

• TB Service
• No pediatric ward
• No EPI, At risk child

consultation (CCR)

WHAT DID WE DO?
• Refer infected children to the 

adult HIV Clinic 
• Questionnaire to patients 

already enrolled in HIV care to 
“actively” finding their children

• “Posit HIVe Tea”



Which 
Clinic

?

If HIV infected 
is he/she 
enrolled 
in care?

Órphan
?

Relationship
with
the

child

Date of HIV 
test &
result

Tested for HIV 
(Yes/No)

SexAgeName

Household Case-Finding 
Questionnaire 

• 92 questionnaires in 1 ½ months

• 64% women 

• 56% on ART

• 230 children found (2,5/household): 13% already tested, 30% HIV infected

• 87% NOT TESTED

• Age distribution: 4% <12m; 26% aged 13m-4yrs; 70% aged 5-14yrs

no further follow up done…



Major Challenges -1: Staff

• Staff complaining about increased work-load
• “Wrong” people chosen to do the training
• Even trained staff remain reluctant to provide

ped care
• Frequent turn over of staff already trained
• Exposed infants followed-up by MDs only 
• 1 expat pediatrician doing ped consultation 2 

afternoons/week
• No pediatric leadership at site level



Major Challenges -2: 
Increase Number of Children in Care and 

on ART
1. ART initiation based on CD4 only
2. Weak referral system
3. Lost to follow-up tracing using phone calls

Major Challenges -3:           
QUALITY of Care

1. No routine evaluation of quality of 
services provided



Actions Taken

• Training of more personnel 
• Continuous mentoring
• Recruitment of a local permanent 

pediatrician
• Pt Register in the U-5 clinic to track children 

tested and referred to the HIV clinic
• Link with PMTCT started in Nov 06: referral 

of exposed infants to the clinic
• “Activists” involved in case-finding
• Ongoing sensitization of Clinic staff



Where Are We? 
• 121 Children in care: 2,4% tot in care (adults 4788)
• 18 Children on ART (adults 1420)
• 47% of infants enrolled in care are HIV exposed infants
• 8 lost to follow up (charts review)
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Next Steps

• Regular phone-calls for tracing of defaulters
• Re-implementation of the Household questionnaire 

with follow-up
• Implementation of Adherence questionnaire 
• Pediatric and adolescent counseling approach
• Training on disclosure
• Evaluation of “quality of care” indicators – ICAP 

Pediatric SOCs
• “Pediatric focused positHIVe Tea



PositHIVe Tea



Positive Aspect of the Integration

• ­ identification of infected and exposed infants 
through “family driven” T&C

• Easier follow up of pregnant women and exposed 
infants

• ­ adherence to care by “same-day” appointment 
• ­ initiation on ART by involving the whole family
• Family approach to care: Easier psycho-social 

support by knowing the entire family
• Easier link with the HBC programs, usually “adult 

focused”



Weakness of Pediatric Care 
Integrated into Adult Care

• Resistance among “adult” staff to deal with 
children 

• Lack of personnel trained in pediatric care

• No pediatric/adolescent approach
• Lack of “child friendly environment”
• “Indirect” disclosure

• Weak referral system between pediatric 
services and ART Clinic



Lessons Learned

• Care and treatment of infants, children and 
adolescents at risk for and infected with HIV 
requires specialized/dedicated care & staff

• Integration of pediatric services into adult 
ART Clinic increased # children in care and 
on ART 

• May be the only option for urban and rural 
setting in particular where space and HR are 
scarce

• Ownership and capacity building of the MDT 
is the  cornerstone for an effective and 
sustainable scale up. 




