[bookmark: _Toc365013554][image: ]Session 11: HIV and Maternal & Newborn Care 
Session Rationale 
This session focuses on maternal and newborn health issues relevant to posts implementing HIV/AIDS and Prevention of Mother to Child Transmission (PMTCT) activities. Beginning with a review of a comprehensive PMTCT approach, the session highlights HIV prevention, care, and treatment across the MNH continuum of care and Volunteer roles and activities to help pregnant women and their families prevent, care, support, and treat HIV/AIDS in themselves and their newborns. 
 Time 90 minutes   
[image: ] Audience Peace Corps trainees/Volunteers assigned to health programs during PST/IST
Terminal Learning Objective	
After learning about the continuum of care model for Maternal and Newborn Health and the three delays that increase the risk of maternal and/or newborn death, participants will describe the ideal journey of a woman of reproductive age throughout her lifecycle, from pre-pregnancy all the way through delivery and motherhood, including at least three potential barriers to achieving a successful journey.
After conducting a community assessment and learning about antenatal care, PMTCT, labor and delivery, and post-partum and newborn care, participants will demonstrate the steps they will follow to implement at least one evidence-based practice to improve maternal and newborn health outcomes, including steps to engage their communities.
 Session Learning Objectives 
With a scenario and through a role-play in small groups, participants name at least three appropriate steps that Volunteers can take to address issues related to HIV prevention, care, support, and treatment for pregnant women and newborns.
Through a card-sorting activity in small groups, participants situate HIV activities and services at the appropriate place on the MNH continuum of care and identify three activities they intend to undertake.
Session Knowledge, Skills, and Attitudes (KSAs)
1. Review the four prongs of a comprehensive PMTCT approach. (K)
1. Appreciate the tenacity and determination of a pregnant woman who is HIV positive to prevent transmission of HIV to her newborn. (A)
1. Review the effects and interactions of HIV on Maternal and Newborn Health across the MNH continuum of care. (K) 
1. Name at least three appropriate steps that Volunteers can take to address issues related to HIV prevention, care, support, and treatment for pregnant women, mothers, and newborns. (S)
1. Situate HIV activities and services at the appropriate place on the MNH continuum of care and identify three activities they intend to undertake. (S)

Prerequisites 	
Global Health Training Package:
1. What Is Health? What Is Public Health? 
1. Global Health Challenges, International Responses, and Determinants of Health 
1. The Peace Corps’ Role in Global Health and Guiding Principles for Health Volunteers

Maternal and Newborn Health Training Package
1. Introduction to Maternal and Newborn Health
1. Conducting a Maternal and Newborn Health Community Assessment
1. Healthy Timing and Spacing of Pregnancies
1. Pregnancy and Antenatal Care
1. Preparing for Labor and Delivery
1. Community Mobilization for Emergencies
1. Postnatal Care for the Mother and Essential Newborn Care
1. Breastfeeding
1. Engaging Influential Actors

HIV Prevention Training Package
1. Prevention of Mother-to-Child Transmission (PMTCT) 

HIV Care, Support, and Treatment Training Package
1. Introduction to Care, Support, and Treatment 

Sector:		Health
Competency:		Foster Improved Maternal, Neonatal and Child Health
Training Package:		Maternal and Newborn Health
Version:		Oct-2014
Trainer Expertise:		Trainer has a health background. Trainers could include a Health sector program manager/APCD or Health technical trainer.
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[bookmark: _Toc365013556]Contributing Post: PC/Burkina Faso
Contributing External Experts: Claudia Conlon (USG lead, Saving Mothers, Giving Life), Joan Haffey (independent consultant, Advancing Partners and Communities Project), Anouk Amzel (senior pediatric HIV/PMTCT technical advisor, Office of HIV/AIDS, USAID), Adriane Siebert (nutrition advisor, Save the Children)

Session: HIV and Maternal and Newborn Care
Date: [posts add date]
Time: [posts add xx minutes]
Trainer(s): [posts add names]
Trainer preparation:
This session requires a fair amount of post-specific data reflecting national policies and protocols regarding testing, treatment, and other issues. Be sure to complete these updates and adaptations to your post’s context in each section of the session plan well ahead of the session’s date.
Review the entire session plan, handouts, and PowerPoint presentation and plan the session according to the time you have available.
Organize participant seating in small groups, if possible at café-style tables with 5-6 participants per group/tables.
Write session learning objectives on a sheet of flip chart paper and tape to the wall.
Tape the continuum of care framework wall chart (developed in Session 1 of this training package) to the wall.
Motivation section: 
· If using the video option for the Motivation section, prepare to show the video “Phela (Life)” (Trainer Material 2, separate file) or download the video directly (9:03 minutes) from www.viewchange.org/videos/phela-life and test for picture and sound quality.
· Prepare flip chart as per Trainer Material 2 if using the video option for the Motivation section.
· If using the story option instead of the video, then photocopy and use Handout 2  instead (one per participant).
Trainer Material 4 needs several post adaptations to be made by the trainer for Trainer Material 4: PowerPoint (separate file), for use in the Information section, before delivering this session.
Possible options/adaptations for the Information section:
1. Rather than delivering the Information section as it appears in this session, instead give participants the Information section content as a pre-read homework handout (pass out Handout 1 and Handout 5) with reflection questions to answer 2-3 days before the session. During the actual session, go over the responses (see answer key, Trainer Material 1) in a discussion during the time allotted for the Information section. If you use this option, please print and distribute the two handouts three days before the session and give to each of the participants. Print the answer key for facilitator use in the actual session (Trainer Material 1).
2. For the Information section, consider asking a PCVL, APCD, experienced Volunteer, or other such person to attend and share an example (5- 20 minutes, depending on whether Information section handout was given as a homework pre-read) of what Volunteers are doing for activities that involve this issue. 
3. Invite PLHIVs to attend and talk to participants about HIV and MNH and how they have accessed services throughout the PMTCT cascade, what helps them adhere to their ARVs, how they have worked to exclusively breastfeed and seek early infant diagnosis at 4-6 weeks, how they have engaged their partners in seeking testing and/or treatment, etc. Have them share what areas of the PMTCT cascade have been more difficult or challenging. Contact them well in advance to confirm they can attend and provide them with background information about the session and about what you most want them to share in detail.
Print copies of Handouts 3-6 (one per participant).
Prepare Trainer Material 5 (enlarge and cut out cards, write small group task on a flip chart)
 Post Adaptation: This session directly trains to the Standard Sector Indicators (SSIs) on prevention of mother to child transmission of HIV (PMTCT). It will be important, as feasible and time permitting, to link the content of this session with the indicators on HIV Counseling and Testing, PMTCT, ARV adherence, and postpartum family planning included in your post’s health project framework, which participants will be expected to report on as Volunteers. This is an opportunity to integrate monitoring, reporting, and evaluation messages into training sessions and to reinforce the linkages between what participants are learning and what they will be expected to report on once at site. 
For this session, the corresponding SSIs include:
HE-092 Educated on Exclusive Breastfeeding: # of women reached with individual or small group level education on the benefits of exclusive breastfeeding
HE-093 Started Breastfeeding Within 1 Hour After Delivery: # of mothers with infants <12 months reporting that their infant was put to the breast within one hour of delivery
HE-094 Able to Identify the Criteria for Exclusive Breastfeeding: # of women who are able to correctly identify the criteria for exclusive breastfeeding
HE-095 Infant was Exclusively Breastfed for the First Six Months: # of infants 6 to 12 months of age with a mother reporting that their child was exclusively breastfed for the first six months
HE-148-PEPFAR Individuals Mobilized to Seek HIV Testing, AND Got Tested, and Know Their Results: # of individuals who received Testing and Counseling (HTC) services for HIV and received their test results
HE-155 Educated on the Prevention of Mother to Child Transmission of HIV: # of women reached with individual or small group level education on the prevention of mother to child transmission of HIV during pregnancy and breastfeeding
HE-156 Able to Identify Critical Services that Should Be Offered in PMTCT: # of women who are able to identify at least three or more critical services that should be offered to all HIV+ pregnant women to prevent mother to child transmission of HIV
HE-157 HIV Positive Mothers Using a Modern Contraceptive Method within 12 Months of Birth of Last Child: # of non-pregnant HIV+ mothers of infants <12 months of age reporting that they are using a modern contraceptive method
HE-158 Adopting a New Behavior to Prevent Mother to Child Transmission of HIV: Number of pregnant HIV+ women adopting one or more behavior(s) to reduce the risk of mother to child transmission of HIV during pregnancy and breastfeeding
HE-159 Adhered to ARV Medications During Pregnancy: Number of HIV+ pregnant women reporting that they adhered to antiretroviral regimen during their pregnancy as a result of working with the Volunteer
HE-160 HIV+ Mothers Mobilized to get Their Infants Tested for HIV Within 12 Months of Birth: # of infants born to HIV-positive women who received an HIV test within 12 months of birth as a result of the work of the Volunteer
HE-161 Infants Received ARV Prophylaxis During Breastfeeding: # of infants receiving ARV prophylaxis during breastfeeding as result of the work of the Volunteer or their partners
Further content related to SSIs addressing postpartum family planning can be found in Session 3: Healthy Timing and Spacing of Pregnancies; content related to early and exclusive breastfeeding can be found in Session 8: Breastfeeding.
[bookmark: _Toc236737427][image: ] Materials:
Equipment
Flip chart and flip chart stands
LCD projector and laptop
Speakers for video (if feasible)
Screen or wall space
Markers and masking tape
Handouts
Handout 1: Information Section Handout for pre-read (use this handout only if choosing not to deliver the Information section content, but rather decide to give it as a pre-read for homework to participants)
Handout 2:  Phela (Life). Story option if not showing the video
Handout 3:  Three Options for PMTCT
Handout 4: HIV and Infant Feeding
Handout 5: Kenyan National Counselling Cards (separate file)
Handout 6:  Scenarios of HIV-related MNH Concerns
Trainer Materials
Trainer Material 1: Information Section Handout Answer Key (use this handout only if giving participants Handout 1 as a pre-read for homework)
Trainer Material 2: Phela (Life) Video (separate file)
Trainer Material 3:  Active Listening Task (if using the video option)
Trainer Material 4: PowerPoint (separate file)
Trainer Material 5: Cards and Small Group Task 


[bookmark: _Toc359853530][bookmark: _Toc235768739][bookmark: _Toc236737428][bookmark: _Toc364750611][bookmark: _Toc365013557][bookmark: _Toc401062788] Motivation	[image: ] 15 min
[bookmark: _Toc364750612][bookmark: _Toc401062789]PMTCT Review 
Participants review the four prongs of a comprehensive PMTCT approach,[endnoteRef:1] including the PMTCT cascade, by viewing a video (or reading a story) of an HIV-positive woman in Lesotho. This woman prevented transmission of HIV to her infant during pregnancy, labor and delivery, and breastfeeding. [1:  Opportunities for Africa’s Newborns.] 

[bookmark: _Toc365013558]Introduce the session.
[image: ] [SLIDE 2]: Four prongs of a comprehensive PMTCT approach 
Tell participants they will review the four-pronged approach of PMTCT introduced in the session Prevention of Mother-to-Child Transmission of HIV from the HIV Prevention Training Package. 
Ask: “Who would like to explain these prongs?”
Let participants respond. Clarify or expand on their answers with the details below.
[image: ] Possible Script: 
PMTCT takes a four-pronged approach to preventing mother to child transmission. First is preventing women from being infected with HIV in the first place. This is called primary prevention. 
The second prong is ensuring HIV-positive women can avoid unintended pregnancies through access to family planning and reproductive health services. 
PMTCT’s third prong is what most consider the actual PMTCT intervention. This prong comprises the activities that ensure HIV-positive pregnant women and newborns receive ARVs during pregnancy, delivery, and while breastfeeding to prevent transmission of HIV. 
The fourth prong is ensuring mothers and families receive follow-on care and support, including adherence counseling for lifelong ART for the mother and other support services.[endnoteRef:2]  [2:  PMNCH 2006. Opportunities for Africa’s Newborns: practical data, policy and programme support for newborns in Africa. Geneva: WHO] 

Show the 9:03 minute video, “Phela (Life)” (Trainer Material 2, separate file). This option is appropriate for posts with the capability to show video.
Invite participants to view the video (or distribute Handout 1 if you will not show the video).
Tell participants that this video (or story in Handout 1) focuses on the third prong of PMTCT: prevention of transmission of HIV from an HIV-infected woman to her infant during pregnancy, labor, childbirth, and breastfeeding.
If showing the video: Show participants the flip chart (Trainer Material 3) with the active listening task. Read the task aloud. 
If using the story: Read aloud the active reading task at the top of Handout 1. 
Ask: “Is the task clear?” If no, clarify. If yes, start the video (or invite participants to begin reading the story in Handout 1).
[bookmark: _Toc365013565]Large group discussion: Invite participants to share their answers to the active listening or reading task and note these on a flip chart.

[image: ] Note: Participants may name the following factors that enabled Thabo to successfully prevent mother to child transmission of HIV: 
Thabo’s determination after losing her first baby 
Thabo getting tested for HIV after her first baby died
After learning she was HIV positive, Thabo carefully planned her next pregnancy and received ANC services from a trained health worker
Thabo gave birth at a well-equipped hospital with skilled providers
Thabo had access to ARTs for herself and her baby
Thabo carefully adhered to treatment both for herself and the baby
As a treatment literacy trainer, Thabo appears empowered to make decisions
When Thabo shares her story, she receives support from community members and elders
[bookmark: _Toc364750613][bookmark: _Toc365013566][bookmark: _Toc401062790]Information	[image: ] 30 min
[bookmark: _Toc364750614][bookmark: _Toc401062791]HIV Prevention, Care, and Treatment across the MNH Continuum of Care
This section provides more information on the links and interactions between HIV and maternal and newborn health. It revisits information from earlier MNH sessions but gives needed details and guidance relevant to Volunteers’ work in posts with MNH, HIV, and PMTCT activities. With this information, participants will be better prepared to determine appropriate responses to integrating MNH and HIV.
1. [bookmark: _Toc365013567]Introduce this section, letting participants know that they will now explore more detailed information on the links and interactions between HIV and maternal and newborn care and the challenges that Volunteers and their counterparts face. 
[image: ] [SLIDE 3]: PMTCT Cascade[endnoteRef:3]  [3:  K4Health. 2007.] 

[image: ] Post Adaptation: The steps will remain the same, but please confirm national PMTCT protocol, specifically HIV testing protocol and ARV regimen used by national PMTCT program. Research and include national statistics for all of the steps in the PMTCT cascade. This can be found in most annual national HIV statistical reporting. Progress tracking for the 21 priority countries for PMTCT can be found at http://www.emtct-iatt.org/progress-tracking/. 
[image: ] Possible Script: As you recall, the third prong of PMTCT includes a number of steps, in a certain order – or cascade. These include some things that you observed Thabo doing, and other things that she likely did but that were not explicitly shown in the video (or included in the handout). 
This is the order that the activities follow in the PMTCT “cascade.” Ideally things should happen in this order. It is important that a woman living with HIV follow all of these steps in order to successfully complete PMTCT. 
Attend antenatal care. Referencing national ANC attendance rates [Post adaptation], women must attend an ANC site as soon as they realize that they might be pregnant – ideally before 14 weeks of pregnancy, for the best possible outcomes. HIV testing and counseling sites can also refer pregnant women to ANC. 
Offered test. HIV testing and counseling in pregnancy is generally provider initiated. This means that an HIV test is offered as part of the standard screening that pregnant women complete during ANC. 
Agree to test. Women still need to provide informed consent.  
Get results. Test results are returned per testing and counseling protocol (likely rapid saliva test with same-day results, but please confirm.) Post adaptation 
Offered ARVs. In 2013, WHO updated PMTCT guidelines so that once a pregnant woman tests positive for HIV, she is initiated on lifelong ART (recommended triple therapy treatment). This is known as Option B+. This is not forced on the pregnant woman but offered. 
Accept ARVs. [Ask participants: Why might someone turn down these drugs? Possible answers: worried about stigma, disclosure. Drugs thought to harm fetus. Drugs make woman sick. Women concerned they will be unable to adhere]. At this point, partner/couples/family testing should be encouraged. Post adaptation: Include national statistics for # of women who go on ART. 
Take ARVs. Note national referral protocol and/or available support groups. Support groups help to encourage adherence during pregnancy and set the stage for lifelong ART adherence. It is also important that women in PMTCT complete all recommended ANC visits. [Ask participants to describe adherence support they have observed in their communities. Answers may include mothers groups (like Mothers2mothers), treatment buddies, facility- or community-based adherence counseling, patient tracing, or reminders using cellphones.]
ARVs to baby. HIV-positive women are encouraged to deliver their children in a facility or with a trained birth attendant. Note national rates of skilled attendance at delivery. Caesarean births are thought to also reduce risk. Child is given ARV prophylaxis (either Neverapine or AZT - protocol varies depending on if child is breastfed or receives replacement feeding). Child is tested for HIV at 4-6 weeks. This should reflect national protocol.
Safe feeding practices. Mothers known to be HIV-infected (and whose infants are HIV uninfected or of unknown HIV status) are counseled on the importance of exclusive breastfeeding for the first 6 months of the infant’s life (confirm recommended minimum duration of exclusive breastfeeding according to national protocols), introducing appropriate complementary foods thereafter, and continuing breastfeeding for the first 12 months of life. Breastfeeding should then only stop once a nutritionally adequate and safe diet without breast milk can be provided.[endnoteRef:4] Mothers known to be HIV-infected who decide to stop breastfeeding at any time should stop gradually within one month. Stopping breastfeeding abruptly is not advisable. Mother continues on ART for life (Post adaptation: Confirm that your country is using Option B+. If not, mother continues on ART if clinically eligible, based on national guidelines). [4:  WHO 2010. Guidelines on HIV and infant feeding: Principles and recommendations for infant feeding in the context of HIV and a summary of evidence. Geneva: WHO. ] 

[image: ] [SLIDE 4]: HIV and Reproductive & Maternal Health 
[image: ] Possible Script: 
Women and girls are increasingly and disproportionally affected by the HIV/AIDS epidemic. Over half of those living with HIV are women and girls—referred to as the “feminization of the HIV and AIDS epidemic.[endnoteRef:5]”  [5:  Harvard School of Public Health. 2013. Maternal Health HIV& AIDS. Examining research through a programmatic lens. Meeting Report. Boston: Harvard School of Public Health.] 

17.7 million women globally are living with AIDS, most of whom are of reproductive age and live in Sub-Saharan Africa.[endnoteRef:6]  [6:  Harvard School of Public Health. 2014. Technical Summary: Maternal Mortality and HIV. Boston: Harvard School of Public Health.] 

HIV and complications of childbearing are the leading causes of death among women of reproductive age around the world.[endnoteRef:7]  [7:  Ibid.] 

Women living with HIV have nearly eight times the risk of death during pregnancy compared to women without HIV.[endnoteRef:8]  [8:  Harvard School of Public Health 2013. Op. cit.] 

In Sub-Saharan Africa, about a quarter of deaths during pregnancy and the postpartum period are attributable to HIV.[endnoteRef:9]  [9:  Ibid.] 

Postpartum women living with HIV experience higher risks of developing puerperal sepsis.[endnoteRef:10] [10:  MCHIP. (undated). Maternal Mortality and HIV: An Overview. Washington, DC: MCHIP.] 

While global maternal mortality ratios have been cut almost in half over the past 20 years, maternal mortality increased during this period in eight countries in Sub-Saharan Africa with high HIV prevalence.[endnoteRef:11] [11:  Harvard School of Public Health 2014. Op. cit.] 

[image: ] Post Adaptation: Include national data for above. 
[image: ] [SLIDE 5]: HIV and Newborn Health 
[image: ] Possible Script:
Each day, 1800 children worldwide become infected with HIV — the vast majority of them newborns.[endnoteRef:12] [12:  http://www.who.int/pmnch/media/press_materials/fs/fs_hivaids_mnch/en/] 

Maternal HIV status affects newborn survival by causing an increased risk of stillbirth and death in the neonatal period and infancy, even among those babies who do not become HIV positive.[endnoteRef:13] [13:  PMNCH 2012. Op. cit. ] 

Newborns of HIV-positive women are more likely to be very low birth weight and preterm.[endnoteRef:14]  [14:  Ibid.] 

Women who become infected with HIV during pregnancy or while breastfeeding have an exceptionally high risk of passing the infection to their newborn.[endnoteRef:15] [15:  Ibid.] 

Interaction of HIV with other infections and indirect effects of HIV (such as poverty and maternal illness) also contribute to poor outcomes for newborns.[endnoteRef:16] [16:  Ibid.] 

Confusing information about feeding choices for HIV-infected women, combined with provision of infant formula in poor communities with high infant mortality rates, has resulted in losses for breastfeeding in general, with a spillover effect on breastfeeding behaviors of non-HIV-infected mothers and infants.[endnoteRef:17] [17:  Ibid.] 

[image: ] [SLIDE 6]: HIV Interactions and MNH: Double Trouble 
[image: ] Possible Script: 
HIV + Malaria: HIV infection in pregnancy increases the prevalence and effect of malaria. While both are associated with increased risk of maternal anemia, Low Birth Weight (LBW), and fetal growth restriction, dual infection is associated with increased risk of maternal, perinatal, and early infant death as compared to either disease alone. 
HIV + Tuberculosis: HIV and TB infection are independently associated with increased risk of maternal and perinatal mortality; the impact of dual HIV and TB infection is even more severe, resulting in higher risk of preterm birth, LBW, and intrauterine growth retardation.
HIV + sexually transmitted infection (STI): An untreated STI can increase the risk of getting and transmitting HIV. Syphilis, with or without HIV co-infection, is a major cause of adverse pregnancy outcomes in developing countries.
HIV + AIDS-related pneumonia: AIDS-related pneumonia increases the risk of LBW, particularly through preterm birth.
HIV + nutritional deficiencies: Nutritional deficiencies compound the effects of HIV/AIDS, while HIV/AIDS can lead to nutritional deficiency. Anemia is associated with increased risk of mother-to-child transmission of HIV, as well as reduced survival of HIV-infected women and their babies, independent of HIV disease progression. 
HIV + neonatal infections: Due to the compromised immune status of HIV-exposed newborns, infection prevention, prompt treatment, and administration of cotrimoxazole—a widely available antibiotic for HIV-infected babies) —is critical.[endnoteRef:18] [18:  Ibid.] 

Large Group Discussion: Regarding the information covered so far, ask participations what the implications might be for their work and activities. 
 [image: ] Possible Script: So far you have heard about the effect of HIV on maternal and newborn health and how HIV interacts with other diseases or conditions that increase risks and negative impacts. What are the implications of this information for your work and activities in maternal and newborn health?

[image: ] Note: Possible responses:
Critical importance of preventing HIV among adolescents and young women so that they can avoid these issues for their own health and before they might become pregnant.
Crucial for women who are HIV positive to know their status and get optimal maternal and newborn care. 
Post Adaptation: Briefly share relevant information on how Volunteers are addressing both HIV and MNH. 
[image: ] Note:  Consider having a PCVL, APCD, seasoned Volunteer, or other such person share examples (5 minutes maximum) or share a photo story emailed in from a current Volunteer.
[image: ] [SLIDE 7]: PMTCT Treatment Regimen
 Post Adaptation: Confirm national PMTCT protocol, HIV testing protocol, and ARV regimen used by national PMTCT program; specify if Option A, B or B+, adapt below accordingly.
Distribute Handout 2. Tell participants that you will discuss this in a minute.
[image: ] Possible Script: 
In 2013, WHO updated PMTCT guidelines so that once a pregnant woman tests positive for HIV, she is initiated on lifelong Anti-retroviral Therapy (ART) (recommended triple therapy treatment) regardless of her CD4 (or T-cell) count. This is called Option B+. 
Prior to Option B+, women testing positive for HIV with CD4 counts > 350 cells/mm3 were not started on lifelong ART, but rather were given treatment for the duration of their pregnancy, during labor/childbirth and up to seven days postpartum. Handout 2 provides more specifics on other options for PMTCT. 
One important thing to note is that experience with Option B+ in Malawi (along with integrated programs for ART and PMTCT) resulted in more than a fivefold increase in the numbers of pregnant women being enrolled on ART.[endnoteRef:19] [19:  UNICEF. 2012. Options B and B+: Key Considerations for Countries to Implement an Equity-focused Approach. New York: UNICEF.] 

Treatment for newborns of women living with HIV: As you can see from Handout 2, Treatment Option B & B+ require that newborns of HIV-positive mothers are given daily ARV prophylaxis (either Nevirapine (NVP) or AZT ) from birth through 4-6 weeks of age regardless of infant feeding method (breastfeeding or formula). 
Early Infant Diagnosis of HIV Infection: WHO recommendations state that all HIV-exposed infants be given an HIV virological test at 4-6 weeks of age or at the earliest opportunity thereafter.[endnoteRef:20]  [20:  http://www.zero-hiv.org/wp-content/uploads/2013/03/EID-TaskTeam-background-paper.pdf] 

[image: ] [SLIDE 8]: Pregnant Women and Access to Treatment Regimens  
[image: ] Possible Script: 
While there has been significant progress to expand access to HIV testing and ART, in 2012, only 38 percent of pregnant women in low and middle income countries received HIV counseling and testing.[endnoteRef:21]  [21:  Harvard School of Public Health 2014. Op. cit.] 

In 2011, 57 percent of pregnant women living with HIV in low and middle-income countries received effective ARV drugs for their own protection and for PMTCT (a substantial increase from 48 percent in 2010). 
Globally, however, access to ART among pregnant women in need was lower than access among adults in the general population. And this low access of pregnant women to ART exists despite the fact that coverage of HIV testing is generally much higher in pregnant women than for other adult populations.[endnoteRef:22] [22:  UNICEF. 2012. Options B and B+: Key Considerations for Countries to Implement an Equity-focused Approach. New York: UNICEF.] 

Ask: “Why do you think pregnant women have lower access to ART?” Let participants respond. They will likely mention stigma (may be accused of “bringing HIV” to the family, fear of disclosure, etc.).
[image: ] [SLIDE 9]: Why are Options B/B+ Important? 
[image: ] Possible Script:
The experience of Malawi dramatically showed how Option B+ increased the number of women receiving ART.
Again, Option B+ in Malawi involved much more than just a change in regimen. It was part of a larger strategy to fully integrate ART and PMTCT programs so that ART could be administered by nurses at primary care facilities where women and children were already accessing maternal, newborn, and child health services.
Implementing Options B and B+ provide an excellent opportunity to roll out “treatment as prevention,” which can have significant impact in reducing new HIV infections due to sexual transmission among serodiscordant partners (i.e., where one partner has HIV and the other does not).[endnoteRef:23] [23:  Ibid.] 

HIV and Infant Feeding 
Pass out Handout 3: HIV and Infant Feeding. Explain to participants that this information is from UNICEF’s Facts for Life. 
Invite a participant to read aloud the key message at the top of the handout.
Then ask participants to read the rest of the handout silently and to circle anything they do not understand.
In the large group, answer any questions for clarification. 
Explain to participants why mixed feeding is so dangerous, using the information below.
[image: ] Possible Script: 
Mixed feeding in the first six months carries a greater risk of HIV transmission because the other liquids and foods given to the baby alongside the breast milk can damage the already delicate and permeable gut wall of the small infant and allow the virus to be transmitted more easily. Mixed feeding also poses the same risks of contamination and diarrhea as artificial feeding, diminishing the chances of survival. Unfortunately, mixed feeding is still the norm for many infants younger than 6 months old in many countries with high HIV prevalence.[endnoteRef:24]  [24:  http://www.unicef.org/nutrition/index_24827.html] 

Distribute Handout 4: Kenyan National Counselling Cards: Infant and Young Child Feeding in the Context of HIV/AIDS (separate file). Explain to participants that this is an example of how information can be communicated to women and their families. 
[image: ] [SLIDE 10]: Responses to HIV 
[image: ] Possible Script: 
As stated earlier, while there has been significant progress to expand access to HIV testing and ART, pregnant women have lower access to ART than adults in the general population.
And, other pillars of the needed HIV response have made comparatively poor progress, including:
· preventing new HIV infections among women
· preventing unintended pregnancies among women with HIV 
· providing treatment, care, and support services (such as legal protection, nutrition support, livelihood support, etc.) to women with HIV and their families.[endnoteRef:25] [25:  Kendell, T., and I. Daniel. 2014. Research and Evaluation Agenda for Maternal Health and HIV in Sub-Saharan Africa: Women and Health Initiative Working Paper No 1. Boston: Women and Health Initiative, Harvard School of Public Health.] 

Barriers to uptake (initiation of use) and retention (ongoing and consistent use, including adherence to ARVs) in HIV and PMTCT services:
Ask participants: “What do you recall from the HIV prevention and PMTCT session, or what have you learned or observed about barriers that pregnant women and their newborns face in the initiation (uptake) and ongoing use of (retention) HIV and PMTCT services?” 
Let participants respond and note their answers on a flip chart. If you invited a PCVL, APCD, or experienced Volunteer to share examples of activities early in this Information section, he or she could contribute responses to this question as well. Then compare their answers to those in the next slide.
[image: ] [SLIDE 11]: Barriers to uptake and retention in HIV services and PMTCT 
[image: ] Possible Script: Those related to “supply” such as:
poor quality of care, including disrespect and abuse of HIV+ pregnant women during ANC &  delivery 
inadequate skills and availability of staff 
poor treatment due in part to fragmented services for HIV/ANC/delivery/postpartum care 
stock-outs of drugs and supplies
delays in service provision due to limited hours or service (long wait lines) 
weak referral systems and inexistent or poor linkages to services for PLHIV and follow up 
Those related to “demand,” such as: 
HIV-related stigma and discrimination (in particular, fears of disclosure of HIV status and lack of partner and family support) 
Lack of knowledge about the benefits of ART 
Psychological factors related to HIV status (such as shock, denial, fear of treatment side effects) 
Not having symptoms of HIV disease 
Women’s limited autonomy and access to social support 
Women’s and family’s financial constraints and geographic distance to services[endnoteRef:26]  [26:  Harvard School of Public Health 2014. Op. cit. and Kendell, T., and I. Daniel. 2014. Op. cit. and UNAIDS 2012. Promising practices in community engagement for elimination of new HIV infections among children by 2015 and keeping their mothers alive. Geneva: UNAIDS.] 

Wrap-Up Discussion
 Possible Script: 
Retention throughout the PMTCT cascade, which goes from antenatal care through definitive diagnosis of the infant (after cessation of breastfeeding), continues to be a challenge. A huge number of mother-infant pairs throughout the cascade – at every step – are lost due to many of the barriers you just listed. 
What opportunities for your possible involvement, supportive role, and activities do you see for a Volunteer at the various levels of the PMTCT cascade? 
Note: Correct as needed any suggestions made by participants that would be an inappropriate role for Volunteers to take on, such as [insert post specific examples]. Emphasize the essential role Volunteers in the community can play, along with the community health workers and other community-based support systems, to keeping women and babies in care and minimizing loss to follow up along the PMTCT cascade.
Supplement participant responses with some of the following examples, if not already mentioned:
1) Volunteers can work with HIV-infected women to promote the use of ARVs as soon as a woman knows she is pregnant and through cessation of breastfeeding.
2) Support and encourage HIV-infected women to return to the health facility with their babies for early infant diagnosis at 4-6 weeks of age and continued use of ARVs for the mother. 
3) Reinforce messaging on safety of these drugs for infants in the womb and breastfeeding infants. 
4) Encourage and promote the importance of women/caregivers staying in care through cessation of breastfeeding. 
5) Promote the effectiveness of ARVs in infants and children who are HIV positive. 
6) Promote the need to test all children of HIV-positive adults. This is important because children who are infected vertically (in utero) can survive to become adolescents and, yet, could still have been infected in utero. Apparently, often mothers/caregivers, and other family members of children born to HIV-infected mothers believe that if their children survive past ~5 years, they could not have HIV and so they do not test them. This can cause infected adolescents to be missed! 
What that we have discussed so far should we clarify further? What questions do you have? 
[bookmark: _Toc364750615][bookmark: _Toc365013575][bookmark: _Toc401062792]Practice	[image: ] 30 min
[bookmark: _Toc364750618][bookmark: _Toc364750616][bookmark: _Toc401062793]Scenarios for Addressing HIV-related MNH Concerns 
Participants review scenarios and discuss what they could do to address the issue. They develop concrete, feasible steps to improve health outcomes of the characters in the scenario.  
1. [bookmark: _Toc365013585]Introduce this section of the session and break participants into four equal-sized groups.
1. Distribute Handout 5: Scenarios of HIV-related MNH Concerns and assign one scenario per group.
1. Small Group Task
Read aloud the small group task at the bottom of Handout 5.
Let the small groups know that they have 10 minutes to review, complete the task, and prepare to share with the large group.
Give the end time. Ask: “Is the task clear?” If not, clarify. If yes, let small groups work.
[bookmark: _Toc365013588]Present role-plays in the large group
Invite each small group to perform its role-play, reminding everyone that you will call time after 3 minutes for each group.
Note the steps the groups communicate on a flip chart.
At the end, review the steps that each group communicated.
Ask for any comments or questions. 
[image: ] Note: Learning Objective 1 is assessed by observing role-plays.
[bookmark: _Toc364750617][bookmark: _Toc365013584][bookmark: _Toc401062794]Application	[image: ] 15 min
[bookmark: _Toc401062795]Activities for HIV Prevention, Care, and Treatment Along the MNH Continuum of Care
[bookmark: _GoBack]In this section, participants place cards with activities appropriate to Volunteer roles in the logical place on the MNH continuum of care. This helps participants visualize how they can integrate activities and messages related to HIV into their MNH work.  
1. [bookmark: _Toc365013576]Introduce this section of the session and break participants into six new small groups.
1. Small group task
Distribute cards to each of the six small group tables (see Trainer Material 4).
Show the flip chart with the small group task (see Trainer Material 4). Read the task aloud and give the end time. Ask: “Is the task clear?” If not, clarify. If yes, let small groups begin working.
[bookmark: _Toc365013579]Large group debrief
Invite participants to gather around the MNH continuum of care wall chart.
Review the activities participants placed on the wall and ask group members if they are each correctly placed. Using Trainer Material 4 as a key, correct as needed the card placements along the continuum. 
Highlight 1-2 activities from each period of time in the continuum of care (e.g., pre-pregnancy and adolescence, pregnancy, birth, postnatal care of the mother, postnatal care of the newborn).
Ask participants: “Which actions are you already supporting? Which actions could you begin to support? Specifically, how will you do this?”
Let participants respond. 
[image: ] Note: Learning Objective 2 is assessed by listening to the activities that participants intend to undertake.
Wrap-up: Share key insights from the discussion of what participants intend to undertake.
[image: ] Post Adaptation: Share relevant activities of current Volunteers related to HIV in the context of MNH across the continuum of care.
[bookmark: _Toc359853534][bookmark: _Toc235768743][bookmark: _Toc236737436][bookmark: _Toc364750619][bookmark: _Toc365013593][bookmark: _Toc401062796]Assessment
Learning Objective 1 is assessed in the Practice section when small groups present roles-plays to the large group.
Learning Objective 2 is assessed in the Application section during the large group discussion. 
[bookmark: _Toc359853535][bookmark: _Toc235768744][bookmark: _Toc236737437][bookmark: _Toc364750620][bookmark: _Toc365013594][bookmark: _Toc401062797] Trainer Notes for Future Improvement	
Date & Trainer Name: [What went well? What would you do differently? Did you need more/less time for certain activities?]
[bookmark: _Toc401062798]Resources
[Related KLU materials or other books, articles, or websites that provide additional information for the trainers or learners.]
[bookmark: _Toc359853536][bookmark: _Toc235768745][bookmark: _Toc236737438][bookmark: _Toc364750621][bookmark: _Toc365013595][bookmark: _Toc365029644][bookmark: h1][bookmark: _Toc401062799] Handout 1: Information Section Handout (Optional)	
HIV Prevention, Care & Treatment across the MNH Continuum of Care
This handout provides more information on the links and interactions between HIV and maternal and newborn health. It revisits information from the Prevention of Mother-to-Child Transmission (PMTCT) session, but dives deeper into the link between PMTCT and maternal and newborn health. With this information, you will be better prepared to determine appropriate responses to integrating MNH and HIV. As you read through the handout as homework, please fill in your responses to each question and bring your completed handout to the HIV and Maternal and Newborn Care session for discussion. 

Four Prongs of a Comprehensive PMTCT Approach
PMTCT takes a four-pronged approach to preventing mother-to-child transmission. 
1. First, is preventing women from being infected with HIV in the first place. This is called primary prevention. 
2. The second prong is ensuring HIV-positive women can avoid unintended pregnancies through access to family planning and reproductive health services. 
3. PMTCT’s third prong is what most consider the actual PMTCT intervention: ensuring HIV-positive pregnant women and newborns receive ARVs during pregnancy, delivery, and while breastfeeding to prevent transmission of HIV. 
4. [image: ]The fourth prong is ensuring mothers and families receive follow-on care and support, including adherence counseling for lifelong ART for the mother and other support services.[endnoteRef:27]  [27:  PMNCH 2006. Opportunities for Africa’s Newborns: practical data, policy and programme support for newborns in Africa. Geneva: WHO.] 

PMTCT Cascade[endnoteRef:28]  [28:  K4Health. 2007.] 

As you recall, the third prong of PMTCT
(prevention of transmission of HIV from an HIV-infected woman to her infant during pregnancy, labor, childbirth, and breastfeeding) includes a number of steps, in a certain order – or cascade. This is the order that the activities follow in the PMTCT cascade; ideally things should happen in this order. It is important that a woman living with HIV follow all steps in the cascade to successfully complete PMTCT. 

[image: ] Post Adaptation: The steps will remain the same, but please confirm national PMTCT protocol, specifically HIV testing protocol and ARV regimen used by national PMTCT program. Research and include national statistics for all of the steps in the PMTCT cascade. This can be found in most annual national HIV statistical reporting. Progress tracking for the 21 priority countries for PMTCT can be found at http://www.emtct-iatt.org/progress-tracking/. 
Attend antenatal care. Referencing national ANC attendance rates [Post adaptation], women must attend an ANC site as soon as they realize that they might be pregnant – ideally before 14 weeks of pregnancy, for the best possible outcomes. HIV testing and counseling sites can also refer pregnant women to ANC. 
Offered test. HIV testing and counseling in pregnancy is generally provider initiated. This means that an HIV test is offered as part of the standard screening that pregnant women complete during ANC. 
Agree to test. Women still need to provide informed consent.  
Get results. Test results are returned per testing and counseling protocol (likely rapid saliva test with same-day results, but please confirm.) Post adaptation 
Offered ARVs. In 2013, WHO updated PMTCT guidelines so that once a pregnant woman tests positive for HIV, she is initiated on lifelong ART (recommended triple therapy treatment). This is known as Option B+. This is not forced on the pregnant woman but offered. 
Accept ARVs. [Ask participants: Why might someone turn down these drugs? Possible answers: worried about stigma, disclosure. Drugs thought to harm fetus. Drugs make woman sick. Women concerned they will be unable to adhere]. At this point, partner/couples/family testing should be encouraged. Post adaptation: Include national statistics for # of women who go on ART. 
Take ARVs. Note national referral protocol and/or available support groups. Support groups help to encourage adherence during pregnancy and set the stage for lifelong ART adherence. It is also important that women in PMTCT complete all recommended ANC visits. [Ask participants to describe adherence support they have observed in their communities. Answers may include mothers groups (like Mothers2mothers), treatment buddies, facility- or community-based adherence counseling, patient tracing, or reminders using cellphones.]
ARVs to baby. HIV-positive women are encouraged to deliver their children in a facility or with a trained birth attendant. Note national rates of skilled attendance at delivery. Caesarean births are thought to also reduce risk. Child is given ARV prophylaxis (either Neverapine or AZT - protocol varies depending on if child is breastfed or receives replacement feeding). Child is tested for HIV at 4-6 weeks. This should reflect national protocol.
Safe feeding practices. Mothers known to be HIV-infected (and whose infants are HIV uninfected or of unknown HIV status) are counseled on: the importance of exclusive breastfeeding for the first six months of the infant’s life (confirm recommended minimum duration of exclusive breastfeeding according to national protocols), introducing appropriate complementary foods thereafter, and continuing breastfeeding for the first 12 months of life. Breastfeeding should then only stop once a nutritionally adequate and safe diet without breast milk can be provided.[endnoteRef:29] Mothers known to be HIV-infected who decide to stop breastfeeding at any time should stop gradually within one month. Stopping breastfeeding abruptly is not advisable. Mother continues on ART for life (Post adaptation: Confirm that country is using Option B+. If not, mother continues on ART if clinically eligible based on national guidelines).  [29:  WHO 2010. Guidelines on HIV and infant feeding: Principles and recommendations for infant feeding in the context of HIV and a summary of evidence. Geneva: WHO. ] 

HIV and Reproductive and Maternal Health 
· Women and girls are increasingly and disproportionally more affected by the HIV/AIDS epidemic. Over half of those living with HIV are women and girls —referred to as the “feminization of the HIV and AIDS epidemic.[endnoteRef:30]  [30:  Harvard School of Public Health. 2013. Maternal Health HIV& AIDS. Examining research through a programmatic lens. Meeting Report. Boston: Harvard School of Public Health.] 

· 17.7 million women globally are living with AIDS, most of whom are of reproductive age and live in Sub-Saharan Africa.[endnoteRef:31]  [31:  Harvard School of Public Health. 2014. Technical Summary: Maternal Mortality and HIV. Boston: Harvard School of Public Health.] 

· HIV and complications of childbearing are the leading causes of death among women of reproductive age around the world.[endnoteRef:32]  [32:  Ibid.] 

· Women living with HIV have nearly eight times the risk of death during pregnancy compared to women without HIV. 
· In Sub-Saharan Africa, about a quarter of deaths during pregnancy and the postpartum period are attributable to HIV.[endnoteRef:33]  [33:  Ibid.] 

· Postpartum women living with HIV experience higher risks of developing puerperal sepsis.[endnoteRef:34] [34:  MCHIP. (undated). Maternal Mortality and HIV: An Overview. Washington, DC: MCHIP.] 

· While global maternal mortality ratios have been cut almost in half over the past 20 years, maternal mortality increased during this period in eight countries in Sub-Saharan Africa with high HIV prevalence.[endnoteRef:35] [35:  Harvard School of Public Health 2014. Op. cit.] 

[image: ] Post Adaptation: Include national data for above. 
HIV and Newborn Health 
· Each day, 1,800 children worldwide become newly infected with HIV — the vast majority of them newborns.[endnoteRef:36] [36:  http://www.who.int/pmnch/media/press_materials/fs/fs_hivaids_mnch/en/] 

· Maternal HIV status affects newborn survival by causing an increased risk of stillbirth and death in the neonatal period and infancy, even among those babies who do not become HIV positive.[endnoteRef:37] [37:  PMNCH 2012. Op. cit. ] 

· Newborns of HIV-positive women are more likely to be very low birth weight and preterm.[endnoteRef:38]  [38:  Ibid.] 

· Women who become infected with HIV during pregnancy or while breastfeeding have an exceptionally high risk of passing the infection to their newborn.[endnoteRef:39] [39:  Ibid.] 

· Interaction of HIV with other infections and indirect effects of HIV (such as poverty and maternal illness) also contribute to poor outcomes for newborns.[endnoteRef:40] [40:  Ibid.] 

· Confusing information about feeding choices for HIV-infected women, combined with provision of infant formula in poor communities with high infant mortality rates, has resulted in losses for breastfeeding in general, with a spillover effect on breastfeeding behaviors of non-HIV-infected mothers and infants.[endnoteRef:41] [41:  Ibid.] 

HIV Interactions and Maternal and Newborn Health: Double Trouble 
· HIV + Malaria: HIV infection in pregnancy increases the prevalence and effect of malaria. While both are associated with increased risk of maternal anemia, Low Birth Weight (LBW), and fetal growth restriction, dual infection is associated with increased risk of maternal, perinatal, and early infant death as compared to either disease alone. 
· HIV + Tuberculosis: HIV and TB infection are independently associated with increased risk of maternal and perinatal mortality; the impact of dual HIV and TB infection is even more severe, resulting in higher risk of preterm birth, LBW, and intrauterine growth retardation.
· HIV + sexually transmitted infection (STI): An untreated STI can increase the risk of getting and transmitting HIV. Syphilis, with or without HIV co-infection, is a major cause of adverse pregnancy outcomes in developing countries.
· HIV + AIDS-related pneumonia: AIDS-related pneumonia increases the risk of LBW, particularly through preterm birth.
· HIV + nutritional deficiencies: Nutritional deficiencies compound the effects of HIV/AIDS, while HIV/AIDS can lead to nutritional deficiency. Anemia is associated with increased risk of mother-to-child transmission of HIV, as well as reduced survival of HIV-infected women and their babies, independent of HIV disease progression.
· HIV + neonatal infections: Due to the compromised immune status of HIV-exposed newborns, infection prevention, prompt treatment, and administration of cotrimoxazole (a widely available antibiotic for HIV-infected babies) is critical.[endnoteRef:42] [42:  Ibid.] 

Reflection Question 1: So far you have read about the effect of HIV on maternal and newborn health and how HIV interacts with other diseases or conditions that increase risks and negative impacts. What are the implications of this information for your work and activities in maternal and newborn health? 
Response:




PMTCT Treatment Regimen
 Post Adaptation: Confirm national PMTCT protocol, HIV testing protocol, and ARV regimen used by national PMTCT program; specify if Option A, B or B+, adapt below accordingly.
In 2013, WHO updated PMTCT guidelines so that once a pregnant woman tests positive for HIV, she is initiated on lifelong Anti-retroviral Therapy (ART) (recommended triple therapy treatment) regardless of her CD4 (or T-cell) count. This is called Option B+.
History of Option B+
First conceived and implemented in Malawi. Malawi envisioned that Option B+ would be easier to implement due to its simple “one size fits all” approach, enabling women to access ART at high levels even in settings with poor access to CD4 testing. This experience was extraordinarily successful. It was part of a larger strategy in which Malawi’s ART and PMTCT programs were fully integrated with one another so that ART could be administered by nurses at primary care facilities where women and children were already accessing MNCH services. Using this equity-focused approach, Malawi has been able to rapidly expand access to ART for pregnant women in hard-to-reach areas throughout the country. In April 2012, in response to Malawi’s successes and other developments, WHO released an important programmatic update in which it urged countries to consider the advantages of Options B and B+ in their contexts.[endnoteRef:43] 	 [43:  Ibid.] 

Prior to Option B+, women testing positive for HIV with CD4 counts > 350 cells/mm3 were not started on lifelong ART, but rather were given treatment for the duration of their pregnancy, during labor/childbirth, and up to seven days postpartum. The chart below provides more specifics on the other options for PMTCT. 
One important thing to note is that experience with Option B+ in Malawi (along with integrated programs for ART and PMTCT) resulted in more than a fivefold increase in the numbers of pregnant women being enrolled on ART.[endnoteRef:44] [44:  UNICEF. 2012. Options B and B+: Key Considerations for Countries to Implement an Equity-focused Approach. New York: UNICEF.] 

Treatment for newborns of women living with HIV: As you can see from the chart below, Treatment Option B & B+ require that newborns of HIV-positive mothers are given daily ARV prophylaxis (either Nevirapine (NVP) or AZT ) from birth through 4-6 weeks of age, regardless of infant feeding method (breastfeeding or formula). 
Early infant diagnosis of HIV infection: WHO recommendations state that all HIV-exposed infants be given an HIV virological test at 4-6 weeks of age or at the earliest opportunity thereafter.[endnoteRef:45]  [45:  http://www.zero-hiv.org/wp-content/uploads/2013/03/EID-TaskTeam-background-paper.pdf] 

Three Options for PMTCT[endnoteRef:46] [46:  UNICEF 2012. Op. cit.] 

	
	Treatment (for CDC count < 350 cells/mm3)
	Prophylaxis (for CDC count > 350 cells/mm)
	Infant receives

	Option A
	Triple ARVs starting as soon as diagnosed, continued for life
	Antepartum: AZT starting as early as 14 weeks gestation
Intrapartum: at onset of labor, single-dose NVP, and first dose of AZT/3TC
Postpartum: daily AZT/3TC through seven days postpartum
	Daily NVP from birth until one week after cessation of all breastfeeding; or, if not breastfeeding or if mother is on treatment, through age 4-6 weeks

	Option B
	Triple ARVs starting as soon as diagnosed, continued for life
	Triple ARVs starting as early as 14 weeks gestation and continued intrapartum and through childbirth if not breastfeeding, or until one week after cessation of all breastfeeding
	Daily NVP or AZT from birth through age 4-6 weeks regardless of infant feeding method

	Option B+
	Triple ARVs starting as soon as diagnosed, continued for life
	Triple ARVs starting as soon as diagnosed, continued for life
	Daily NVP or AZT from birth through age 4-6 weeks regardless of infant feeding




Glossary
· Antepartum: refers to the mother during pregnancy 
· Intrapartum: refers to the mother during the act of birth
· Postpartum: postnatal period for the mother
· 3TC (lamivudine, Epivir) and AZT (zidovudine, Retrovir) are anti-HIV drugs that reduce the amount of virus in the body
Pregnant Women and Access to Treatment Regimens  
· While there has been significant progress to expand access to HIV testing and ART, in 2012, only 38 percent of pregnant women in low and middle income countries received HIV counseling and testing.[endnoteRef:47]  [47:  Harvard School of Public Health 2014. Op. cit.] 

· In 2011, 57 percent of pregnant women living with HIV in low and middle-income countries received effective ARV drugs for their own protection and for PMTCT (a substantial increase from 48 percent in 2010). 
· Globally, however, access to ART among pregnant women in need was lower than access among adults in the general population. And this low access of pregnant women to ART exists despite the fact that coverage of HIV testing is generally much higher in pregnant women than for other adult populations.[endnoteRef:48] [48:  UNICEF. 2012. Options B and B+: Key Considerations for Countries to Implement an Equity-focused Approach. New York: UNICEF.] 

Reflection Question 2: Why do you think pregnant women have lower access to ART? 
Response:




Why are Options B and B+ So Important? 
· The experience of Malawi dramatically showed how Option B+ increased the number of women receiving ART, improving both equity and reach.
· Again, Option B+ in Malawi involved much more than just a change in regimen, it was part of a larger strategy to fully integrate ART and PMTCT programs so that ART could be administered by nurses at primary care facilities where women and children were already accessing maternal, newborn, and child health services.
· Implementing Options B and B+ provide an excellent opportunity to roll out “treatment as prevention,” which can have significant impact in reducing new HIV infections due to sexual transmission among serodiscordant partners.[endnoteRef:49] [49:  Ibid.] 

HIV and Infant Feeding[footnoteRef:1]  [1:  Adapted from UNICEF’s Facts for Life (www.factsforlifeglobal.org/04/6.html) and WHO’s 2010 Guidelines on HIV and Infant Feeding: Principles and recommendations for infant feeding in the context of HIV and a summary of evidence (http://www.who.int/maternal_child_adolescent/documents/9789241599535/en/). 

] 


Key Message: If a woman is infected with HIV, there is a risk that she can pass the infection to her infant through breastfeeding. In the first six months, this risk is much greater if the infant is fed both breast milk and other liquids and foods (mixed feeding) than if fed breast milk alone. Therefore, it is recommended that the baby receives breast milk alone for the first six months, unless it is acceptable, feasible, affordable, sustainable, and safe to give breast milk substitutes (infant formula) exclusively.

Mixed feeding in the first six months carries a greater risk of HIV transmission because the other liquids and foods given to the baby alongside the breast milk can damage the already delicate and permeable gut wall of the small infant and allow the virus to be transmitted more easily. Mixed feeding also poses the same risks of contamination and diarrhea as artificial feeding, diminishing the chances of survival. Unfortunately, mixed feeding is still the norm for many infants younger than 6 months old in many countries with high HIV prevalence.[endnoteRef:50]  [50:  http://www.unicef.org/nutrition/index_24827.html] 

HIV testing, treatment, and counseling for pregnant women and new mothers
Pregnant women and new mothers who think they may be infected with HIV should consult a trained health worker for HIV testing and counseling. Women who are HIV positive should be provided with lifelong antiretroviral therapy (ART). A trained health worker can provide women who are HIV positive with information on ART, a group of medicines for people with HIV infection. ART can help reduce the risk of mother-to-child transmission of HIV and contribute to keeping the mother healthy. Counseling should also be provided to women on how to reduce the risk of passing HIV to their children during pregnancy, childbirth, or breastfeeding. They should also be counseled and supported on how to get treatment and care for themselves and how to avoid passing HIV to their sexual partner(s).
All health workers should know if HIV testing and ART are available at their local clinic and, if not, where to refer women for these services. They should provide information on these and other related services to all pregnant women and new mothers.

Assess the risks and determine what is manageable
The HIV-positive mother should be counseled and provided with information to help her decide which feeding option is best for her baby and most manageable for her. The HIV-positive mother should know that:
· exclusive breastfeeding is recommended for HIV-infected mothers for the first six months of life unless replacement feeding is acceptable, feasible, affordable, sustainable, and safe for them and their infants before that time
· if she breastfeeds exclusively during the first six months she reduces the baby's risk of illness, malnutrition, and death
· if she uses breast milk substitutes, such as infant formula exclusively, she avoids the risk of HIV infection through breast milk

The most appropriate infant feeding option for the infant of an HIV-infected mother ultimately depends on individual circumstances. The mother needs to assess the risks through discussion with a trained health worker. The mother infected with HIV has the right to: 1) the information she needs to make an informed decision and 2) all the services and support necessary to help her implement that decision.

Infant feeding options for HIV-infected mothers
0-6 months:
· Feeding the baby with infant formula (breast milk substitutes) should be considered only if it is acceptable, affordable, feasible, sustainable, and safe for the mother and child. If all these conditions can be met, the baby can be fed a quality breast milk substitute alone for the first six months, with no breast milk or other foods. This eliminates the risk of passing HIV to the baby through breastfeeding. 
· If the HIV-positive mother decides to breastfeed, she should feed her baby breast milk exclusively, giving no other liquids, milks, or foods for the first six months. Feeding breast milk alone in the first six months can reduce a baby's risk of HIV infection compared to giving both breast milk and other foods and liquids (“mixed feeding”).
· Mixed feeding not only greatly increases the risk of transmitting HIV to the baby in the first six months, but also causes more illness, such as diarrhea and pneumonia, and malnutrition, and increases the risk of death.
At six months:
· All infants should be started on other foods to meet their growing nutritional needs.
· If replacement feeding is still not acceptable, feasible, affordable, sustainable, and safe, continuation of breastfeeding with additional complementary foods is recommended while the mother and baby continue to be regularly assessed. 
· Women who have breastfed their infants during the first six months should continue to give their babies breast milk along with complementary foods unless they meet the conditions to give safe replacement foods. Safe replacement foods include: 
· commercial infant formula milk 
· boiled animal milk 
· meals, including milk-only feeds, other foods and combination of milk feeds and other foods, should be provided four or five times per day 
· Once a nutritionally adequate and safe diet can be provided, all breastfeeding should stop.

Other important information
During counseling, an HIV-infected pregnant woman or new mother can be helped to determine whether she can provide her baby with a nutritionally adequate and safe diet without breast milk. This assessment should be undertaken not only once, such as before the child is born, but also throughout the period of breastfeeding, with the support of the trained health worker.

If the mother is confident that she can provide sufficient amounts of a quality breast milk substitute, properly and hygienically prepared with clean water, then she can opt to stop all breastfeeding and begin using the breast milk substitute. A trained health worker should provide the mother and father with guidance on safe and clean practices to prepare the breast milk substitute.

A new mother who does not know her HIV status should exclusively breastfeed her child for the first six months of life and then introduce complementary foods while continuing breastfeeding for up to 24 months and beyond. Infants confirmed as HIV positive should be breastfed so they can receive the benefits of breast milk.
Reflection Question 3: Write down the key messages and recommendations you learned about HIV and infant feeding. Circle anything in this section that you do not understand.
Responses:




Take a moment to review the separate handout titled: Kenyan National
Counselling Cards: Infant and Young Child Feeding in the Context of HIV/AIDS (separate handout). This is one example of how information regarding HIV and Infant Feeding can be communicated to women and their families. 



Responses to HIV 
While there has been significant progress to expand access to HIV testing and ART, pregnant women have lower access to ART than adults in the general population. Additionally, other pillars of the needed HIV response have made comparatively poor progress, including:
· preventing new HIV infections among women
· preventing unintended pregnancies among women with HIV 
· providing treatment, care, and support services (such as legal protection, nutrition support, livelihood support, etc.) to women with HIV and their families.[endnoteRef:51] [51:  Kendell, T., and I. Daniel. 2014. Research and Evaluation Agenda for Maternal Health and HIV in Sub-Saharan Africa: Women and Health Initiative Working Paper No 1. Boston: Women and Health Initiative, Harvard School of Public Health.] 

Reflection Question 4: Take a moment to reflect back on what you have learned so far about barriers to uptake (initiation of use) and retention (ongoing and consistent use, including adherence to ARVs) in HIV and PMTCT services. What do you recall from the HIV prevention and PMTCT session, or what have you learned or observed, about barriers that pregnant women and their newborns face in the initiation (uptake) and ongoing use of (retention) HIV and PMTCT services?
Response: 




Reflection Question 5: Retention throughout the PMTCT cascade, which goes from antenatal care through definitive diagnosis of the infant (after cessation of breastfeeding), continues to be a challenge. A huge number of mother-infant pairs throughout the cascade – at every step – are lost due to many of the barriers you just listed. What opportunities for your possible involvement, supportive role, and activities do you see for a Volunteer? 
Response:




Reflection Question 6: Write down any questions you might have on the information covered in this handout. Come prepared with these questions to the session on HIV and Maternal and Newborn Care.


[bookmark: h2]
[bookmark: _Toc401062800]Handout 2: Phela (Life)	
Individually, read the story below. This story is adapted from a video. As you read, think about what enabled Thato Matsoso to successfully prevent mother-to-child transmission to her baby, named Relebohile. We’ll discuss your answers in the large group.

Phela (Life) 
In Lesotho, southern Africa, almost 25 percent of the population is infected with HIV. Because of medical advances, community outreach, and education, people are not only living with HIV, they are having healthy children. 

Thato Matsoso is a treatment literacy trainer with an NGO in Lesotho. She uses film to discuss HIV and maternal and newborn health issues. Thato is about to start an education session with a group of women. This film is special as it is a documentary about Thato herself. 

THATO: The film is about to start. Please come in. My name is Thato Matsoso. Some of you know me already. I came to talk with you. I don't normally talk about my own life, right? Since you've known me, I never have. But today I come with a film to share my personal journey. The title of the film is “Thato’s Story.” 
The women begin watching the film. 

NARRATOR: In 2006, Thato and her husband had their first child, a baby boy. Thato is shown with a photo album, holding the photo of a baby boy.

THATO MATSOSO: He was very handsome. Very, very handsome. He just got sick, until one day I decided to take an HIV test. For him. And the results were positive. So that is when we realized that the baby was HIV positive. And that's when we also learned that we were HIV positive as well. So the baby was now very sick and he passed away. 
We now see that Thato is pregnant.

THATO: I am not scared of having a baby. Yes, I'm not. I planned the baby. I didn't just...we didn't just do the baby, like the first one. But this one we had planned and the doctor was involved. And I knew what to do during my pregnancy, what to eat, what supplements to use. And I know what the baby will get, that the baby will get after being born, and I also know what kind of ARVs I have to get as well, so that the baby will be OK. 

NARRATOR: Thato will deliver her baby at a hospital in South Africa, where health care professionals are experienced in preventing mother-to-child transmission of HIV. 
Thato is shown in the delivery room at the hospital. She has had a caesarian section and is holding her newborn son. The doctor comes to examine her and is giving her medication.

DOCTOR: See, it's a boy. You have to give him this particular medication. It is an ARV for babies, to help prevent HIV. You have to give it to him every six hours. Say it's 12 at night, the next dose is due at six in the morning. And so on. So using your cellphone, you can set your alarm, every six hours. 
Thato is shown six weeks later, with her healthy baby newborn at home. She has exclusively breastfed her baby, taken her medication correctly, and given her son his medication correctly.

THATO: Today we are going to get the baby's results. My baby's results. But all I know is that I took every precaution that I was supposed to take, so I don't know what the results will come out saying. I don't know. The baby's health seems to be OK at the moment. 
Thato is obviously very anxious and nervous as she cuddles her baby boy. Next, Thato is shown in the doctor’s office, holding her baby.

DOCTOR: Well, the tests say that he is totally healthy. The test for the antibodies can't tell us for sure if the baby is infected or not. The baby could still have the mother's antibodies. With the PCR test, they check for the virus itself. The results arrived yesterday. Dr. Tsili Mosia, the pediatrician, confirmed the results. The PCR is negative. 

THATO: Are you sure? 
Thato smiles and begins quietly weeping for joy, hugging and cuddling her baby boy.
 
DOCTOR: Yes. This is good news. 

NARRATOR: With careful planning and precautions, Thato’s son, Relebohile, was born HIV negative; both his parents are HIV positive. 
The film ends and Thato smiles, as she begins discussing the film with the women.

THATO: The film is over. By showing this film and being here together with you, I really want to encourage young women to keep up your spirits, that there is still life after finding out you are HIV positive. And with whomever you meet, at home, and among your friends, you should talk about it. 

WOMAN: We are really delighted with today's session. It uplifts not only young women but also us, the elderly. Honestly, sincerely, this is a big day for me. I am happy. Thank you very much. 

In the next scene, Thato is shown playing with her now toddler son, Relebohile, who chases a ball in their garden. 

NARRATOR: Community education and improved health care are important steps toward reducing HIV infection rates in Lesotho. As Thato continues her community work, Relebohile is a perfectly healthy young boy. 


[bookmark: h3][bookmark: _Toc401062801] Handout 3: Three Options for PMTCT 	
Three Options for PMTCT[endnoteRef:52] [52:  UNICEF 2012. Op. cit.] 

	
	Treatment (for CDC count < 350 cells/mm3)
	Prophylaxis (for CDC count > 350 cells/mm)
	Infant receives

	Option A
	Triple ARVs starting as soon as diagnosed, continued for life
	Antepartum: AZT starting as early as 14 weeks gestation
Intrapartum: at onset of labor, single-dose NVP and first dose of AZT/3TC
Postpartum: daily AZT/3TC through seven days postpartum
	Daily NVP from birth until one week after cessation of all breastfeeding; or, if not breastfeeding or if mother is on treatment, through age 4-6 weeks

	Option B
	Triple ARVs starting as soon as diagnosed, continued for life
	Triple ARVs starting as early as 14 weeks gestation and continued intrapartum and through childbirth if not breastfeeding, or until one week after cessation of all breastfeeding
	Daily NVP or AZT from birth through age 4-6 weeks regardless of infant feeding method

	Option B+
	Triple ARVs starting as soon as diagnosed, continued for life
	Triple ARVs starting as soon as diagnosed, continued for life
	Daily NVP or AZT from birth through age 4-6 weeks, regardless of infant feeding


Glossary
Antepartum: refers to the mother during pregnancy 
Intrapartum: refers to the mother during the act of birth
Postpartum: postnatal period for the mother
3TC (lamivudine, Epivir) and AZT (zidovudine, Retrovir) are anti-HIV drugs that reduce the amount of virus in the body.

History of Option B+
First conceived and implemented in Malawi. Malawi envisioned that Option B+ would be easier to implement due to its simple “one size fits all” approach, enabling women to access ART at high levels even in settings with poor access to CD4 testing. This experience was extraordinarily successful. It was part of a larger strategy in which Malawi’s ART and PMTCT programs were fully integrated with one another so that ART could be administered by nurses at primary care facilities where women and children were already accessing MNCH services. Using this equity-focused approach, Malawi has been able to rapidly expand access to ART for pregnant women in hard-to-reach areas throughout the country. In April 2012, in response to Malawi’s successes and other developments, WHO released an important programmatic update in which it urged countries to consider the advantages of Options B and B+ in their contexts.[endnoteRef:53] 	 [53:  Ibid.] 


[bookmark: _Toc401062802][bookmark: h4] Handout 4: HIV and Infant Feeding 	
Adapted from UNICEF’s Facts for Life (www.factsforlifeglobal.org/04/6.html) and WHO’s 2010 Guidelines on HIV and Infant Feeding: Principles and recommendations for infant feeding in the context of HIV and a summary of evidence (http://www.who.int/maternal_child_adolescent/documents/9789241599535/en/) 

Key Message: If a woman is infected with HIV, there is a risk that she can pass the infection to her infant through breastfeeding. In the first six months, this risk is much greater if the infant is fed both breast milk and other liquids and foods than if fed breast milk alone. Therefore, it is recommended that the baby receives breast milk alone for the first six months, unless it is acceptable, feasible, affordable, sustainable, and safe to give breast milk substitutes (infant formula) exclusively.

HIV testing, treatment, and counseling for pregnant women and new mothers
Pregnant women and new mothers who think they may be infected with HIV should consult a trained health worker for HIV testing and counseling. Women who are HIV positive should be provided with lifelong antiretroviral therapy (ART). A trained health worker can provide women who are HIV positive with information on ART, a group of medicines for people with HIV infection. ART can help reduce the risk of mother-to-child transmission of HIV and contribute to keeping the mother healthy. Counseling should also be provided to women on how to reduce the risk of passing HIV to their children during pregnancy, childbirth, or breastfeeding. They should also be counseled and supported on how to get treatment and care for themselves and how to avoid passing HIV to their sexual partner(s).

All health workers should know if HIV testing and ART are available at their local clinic and, if not, where to refer women for these services. They should provide information on these and other related services to all pregnant women and new mothers.

Assess the risks and determine what is manageable
The HIV-positive mother should be counseled and provided with information to help her decide which feeding option is best for her baby and most manageable for her. The HIV-positive mother should know that:
· exclusive breastfeeding is recommended for HIV-infected mothers for the first six months of life unless replacement feeding is acceptable, feasible, affordable, sustainable, and safe for them and their infants before that time
· if she breastfeeds exclusively during the first six months, she reduces the baby's risk of illness, malnutrition, and death
· if she uses breast milk substitutes, such as infant formula, exclusively she avoids the risk of HIV infection through breast milk

The most appropriate infant feeding option for the infant of an HIV-infected mother ultimately depends on individual circumstances. The mother needs to assess the risks through discussion with a trained health worker. The mother infected with HIV has the right to: 1) the information she needs to make an informed decision and 2) all the services and support necessary to help her implement that decision.

Infant feeding options for HIV-infected mothers
0-6 months:
· Feeding the baby with infant formula (breast milk substitutes) should be considered only if it is acceptable, affordable, feasible, sustainable, and safe for the mother and child. If all these conditions can be met, the baby can be fed a quality breast milk substitute alone for the first six months, with no breast milk or other foods. This eliminates the risk of passing HIV to the baby through breastfeeding. 
· If the HIV-positive mother decides to breastfeed, she should feed her baby breast milk exclusively, giving no other liquids, milks, or foods for the first six months. Feeding breast milk alone in the first six months can reduce a baby's risk of HIV infection compared to giving both breast milk and other foods and liquids (“mixed feeding”).
· Mixed feeding not only greatly increases the risk of transmitting HIV to the baby in the first six months but also causes more illness, such as diarrhea and pneumonia, and malnutrition, and increases the risk of death.
At six months:
· All infants should be started on other foods to meet their growing nutritional needs.
· If replacement feeding is still not acceptable, feasible, affordable, sustainable, and safe, continuation of breastfeeding with additional complementary foods is recommended while the mother and baby continue to be regularly assessed. 
· Women who have breastfed their infants during the first six months should continue to give their babies breast milk, along with complementary foods, unless they meet the conditions to give safe replacement foods. Safe replacement foods include: 
· commercial infant formula milk 
· boiled animal milk 
· meals, including milk-only feeds, other foods and combination of milk feeds and other foods, should be provided four or five times per day 
· Once a nutritionally adequate and safe diet can be provided, all breastfeeding should stop.


Other important information
During counseling, a HIV-infected pregnant woman or new mother can be helped to determine whether she can provide her baby with a nutritionally adequate and safe diet without breast milk. This assessment should be undertaken not only once, such as before the child is born, but also throughout the period of breastfeeding, with the support of the trained health worker.

If the mother is confident that she can provide sufficient amounts of a quality breast milk substitute, properly and hygienically prepared with clean water, then she can opt to stop all breastfeeding and begin using the breast milk substitute. A trained health worker should provide the mother and father with guidance on safe and clean practices to prepare the breast milk substitute.

A new mother who does not know her HIV status should exclusively breastfeed her child for the first six months of life and then introduce complementary foods while continuing breastfeeding for up to 24 months and beyond. Infants confirmed as HIV positive should be breastfed so they can receive the benefits of breast milk.
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Small Group Task
1.	Read the scenario your small group was assigned.
2.	Discuss the most appropriate role for Volunteers to address the issue.
3.	Think of at least five steps Volunteers could implement to address the scenario and improve the health outcomes of groups mentioned in the scenario.
4.	Develop a short role-play that communicates these steps. Your role-play should be no more than 3 minutes and should clearly communicate the steps. 

	Scenario for Groups 1 and 2
Your counterpart, a nurse at the HIV clinic, is working with HIV-positive pregnant women and their families to promote early infant diagnosis and adherence to treatment during the first four to six weeks of life for the newborn and lifelong ART for the mother. Data at the clinic shows a large drop-out rate for pregnant women’s adherence to treatment.

	Scenario for Groups 3 and 4
You are working in an HIV clinic with community outreach workers. Their job is to increase HIV-positive pregnant women’s use of PMTCT services. Women in these communities are subject to stigma and discrimination, especially from their husbands, and are often reluctant to disclose their status.

	Scenario for Group 5
You work with a breastfeeding counselor at an urban clinic. She counsels HIV-positive pregnant women, mothers of newborns, and their family members on the importance of exclusive breastfeeding in order to reduce the risk of HIV transmission to their infants. A survey in the catchment area of the clinic indicates that mixed feeding of newborns is widely practiced. 

	Scenario for Group 6
You work at the ANC clinic where many of the pregnant women are HIV positive and also have high rates of co-infections (with TB, malaria, STIs, nutritional deficiencies, and AIDS-related pneumonia). Your supervisor has asked you to come up with some ideas to improve client knowledge on the importance of preventing co-infections (with TB, malaria, STIs, nutritional deficiencies, AIDS-related pneumonia, etc.) to reduce the risk of negative outcomes for their newborns.
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Handout 1 Reflection Question Answer Key
Reflection Question 1: So far you have read about the effect of HIV on maternal and newborn health and how HIV interacts with other diseases or conditions that increase risks and negative impacts. What are the implications of this information for your work and activities in maternal and newborn health? 
Possible Responses:
Critical importance of preventing HIV among adolescents and young women who are not yet pregnant so that they can avoid these issues.
Crucial for women who are HIV positive to know their status and get optimal maternal and newborn care. 
*************************************************************************************
Facilitator: Briefly share relevant information on how Volunteers are addressing both HIV and MNH. 
Note:  Consider having a PCVL, APCD, seasoned Volunteer, or other such person share examples, (5 minutes maximum) or share a photo story emailed in from a current Volunteer.


Reflection Question 2: Why do you think pregnant women have lower access to ART? 
Possible Responses: Participants will likely mention stigma (may be accused of “bringing HIV” to the family, fear of disclosure, etc.). 


Reflection Question 3: Write down the key messages and recommendations you learned about HIV and infant feeding. Circle anything in this section that you do not understand. 
Ask for a participant to read aloud the key message, rewritten and summarized in the Volunteers’ own words. Clarify anything that participants noted as unclear. 

Reflection Question 4: Take a moment to reflect back on what you have learned so far about barriers to uptake (initiation of use) and retention (ongoing and consistent use, including adherence to ARVs) in HIV and PMTCT services. What do you recall from the HIV prevention and PMTCT session, or what have you learned or observed about barriers that pregnant women and their newborns face in the initiation (uptake) and ongoing use of (retention) HIV and PMTCT services?
Possible Responses: Invite participants to share their responses and note their answers on a flip chart. If you invited a PCVL, APCD, or experienced Volunteer to share examples of activities early in this Information section, they could contribute responses to this question as well. Compare their answers to this list below.
Barriers to Uptake and Retention in PMTCT services
Those related to “supply,” such as: 
· poor quality of care, including disrespect and abuse of HIV-positive pregnant women during ANC and delivery 
· inadequate skills and availability of staff 
· poor treatment due in part to fragmented services for HIV/ANC/delivery/postpartum care 
· stock-outs of drugs and supplies
· delays in service provision due to limited hours or service (long wait lines) 
· weak referral systems, inexistent or poor linkages to services for PLHIV and follow up 
Those related to “demand,” such as: 
· HIV-related stigma and discrimination (in particular, fears of disclosure of HIV status and lack of partner and family support) 
· Lack of knowledge about the benefits of ART 
· Psychological factors related to HIV status (such as shock, denial, fear of treatment side effects) 
· Not having symptoms of HIV disease 
· Women’s limited autonomy and access to social support 
· Women’s and family’s financial constraints and geographic distance to services[endnoteRef:54]  [54:  Harvard School of Public Health 2014. Op. cit. and Kendell, T., and I. Daniel. 2014. Op. cit. and UNAIDS 2012. Promising practices in community engagement for elimination of new HIV infections among children by 2015 and keeping their mothers alive. Geneva: UNAIDS.] 


Reflection Question 5: Retention throughout the PMTCT cascade, which goes from antenatal care through definitive diagnosis of the infant (after cessation of breastfeeding), continues to be a challenge. A huge number of mother-infant pairs throughout the cascade – at every step – are lost due to many of the barriers you just listed. What opportunities for your possible involvement, supportive role, and activities do you see for a Volunteer? 
Response: Correct, as needed, any suggestions made by participants that would be an inappropriate role for Volunteers to take on, such as [insert post specific examples]. Emphasize the essential role Volunteers in the community can play, along with the community health workers and other community-based support systems, to keeping women and babies in care and minimizing loss to follow up along the PMTCT cascade.
Supplement participant responses with some of the following examples, if not already mentioned:
7) Volunteers can work with HIV-infected women to promote the use of ARVs as soon as a woman knows she is pregnant and through cessation of breastfeeding.
8) Support and encourage HIV-infected women to return to the health facility with their baby for early infant diagnosis at 4-6 weeks of age and encourage continued use of ARVs for mom. 
9) Reinforce messaging on safety of these drugs for infants in the womb and breastfeeding infants. 
10) Encourage and promote the importance of women/caregivers staying in care through cessation of breastfeeding.
11) Promote the effectiveness of ARVs in infants and children who are HIV positive. 
12) Promote the need to test all children of HIV-positive adults. This is important because children who are infected vertically (in utero) can survive to become adolescents but could still have been infected in utero. Apparently, often mothers/caregivers and other family members of children born to HIV-infected mothers believe that if their children survive past ~5 years, they could not have HIV and so do not test them. This can cause infected adolescents to be missed! 

Reflection Question 6: Write down any questions you might have concerning the information covered in this handout and come prepared with these questions to the session on HIV and Maternal and Newborn Care
Respond to any questions as needed.




[bookmark: tm3][bookmark: _Toc401062805]Trainer Material 3: Active Listening Task (Motivation section)	
Write the task below on a flip chart, in large clear writing.

Individual Task
As you watch the video, think about what enabled Thato Matsoso to successfully prevent mother-to-child transmission to her baby named Relebohile. We’ll discuss your answers in the large group.


[bookmark: tm4][bookmark: tm5][bookmark: _Toc401062806] Trainer Material 5: Card Deck and Small Group Task (Application section)
1. Print the table shown below. Cut out only the phrases under each phase of the continuum of care to make a set of 37 cards (separated from their header). 

Shuffle the cards and make six decks (one deck will have seven cards and the rest will have six) to distribute to the six small groups for the Application section activity.

Write the small group task shown below on a flip chart, in large clear writing.

Small Group Task
Read your cards. These are actions for the prevention, care, and treatment of HIV that relate to maternal and newborn health—keeping the mother and baby healthy and well. 

As a group, agree on where each card should be placed on the MNH continuum of care wall chart, and place them on the chart

When you finish, we’ll review your answers. We’ll also discuss more specifically how you can integrate HIV prevention, care, and treatment into your MNH activities and work.  












	Pre-pregnancy and adolescence

	HIV prevention education including safer sexual practices
	Messages to use condoms consistently and correctly to prevent infection with HIV and other STIs and unintended pregnancy
	Pre-conception family planning counseling for women living with HIV and their partners to prevent unintended pregnancy and promote dual protection (condom + another contraceptive method)

	Pre-conception counseling for women living with HIV who desire a child and their partners, including information on ART treatment
	Integrate family planning counseling and contraceptives into HIV services
	Organize an awareness campaign on PMTCT topics for pregnant women and their partners

	Conduct Life Skills training for adolescents to gain skills to improve communication with sexual partners on HIV risks, safe sex practices, and the benefits of getting tested for HIV
	
	

	Pregnancy

	Encourage men to accompany women to ANC and involve men in PMTCT activities using a “men as partners” approach
	Encourage pregnant women, partners, and family members to get voluntary testing and counseling for HIV
	Educate pregnant women living with HIV on their increased risk of developing active TB, the risks that TB poses to themselves and their baby, and where to get tested and treated for TB

	Distribute ITNs to pregnant women and promote intermittent prophylactic treatment (IPTp), as pregnant women are at greater risk if they get sick with malaria and because of the increased risk of HIV transmission to newborns if they get sick with malaria
	Encourage HIV positive pregnant women to be tested and treated for STIs as STIs with open sores and lesions increases a women’s likelihood of acquiring HIV by 2-3 times
	Help HIV positive pregnant women to identify strategies to adhere to treatment

	Educate pregnant women with HIV on safer infant feeding (as per country policies)
	Provide information to pregnant women and their partners about HIV transmission in general, about transmission of HIV infection to infants and young children, and about how risk is increased if a mother becomes infected with HIV at the end of pregnancy or during breastfeeding
	Refer HIV-positive pregnant women to trained infant feeding counselors who can speak with them in depth on infant feeding options in the context of HIV and provide adequate support and follow up

	Organize peer support groups of HIV-positive pregnant women for support with disclosure, treatment adherence, and reduction of self-stigma during pregnancy and to prevent loss-to-follow up for treatment and HIV care and support services
	Help HIV-positive pregnant women identify a treatment buddy who encourages treatment adherence and helps to cope with side effects
	Educate HIV-positive pregnant women on good nutrition since anemia is associated with increased risk of mother-to-child transmission of HIV as well as reduced survival of HIV-infected women and their babies

	Engage and involve HIV-positive women in ANC and PMTCT service delivery (e.g., clinic volunteers)
	Encourage HIVpositive pregnant women to enroll in PMTCT services
	

	Birth and Delivery

	Encourage HIV-positive pregnant women to deliver their children in a facility with a trained birth attendant
	Link postpartum women to a support group and refer them to HIV care and support services
	Educate HIV-positive women in the delivery room about danger signs to look for at home, treatment adherence, early infant diagnosis, nutrition and infant feeding, options for family planning, partner and family testing, and disclosure support

	Postnatal Period

	Help mothers of newborns identify strategies to adhere to treatment during postnatal visits
	Educate HIV-positive mothers with newborns on safer infant feeding according to country policy
	Educate postpartum HIV-positive women and their partners on family planning

	Engage community members to support exclusive breastfeeding and address stigma related to infant feeding (for any women who choose not to breastfeed)
	Educate HIV-positive mothers on need for early identification of HIV-exposed newborns and to bring their infant for HIV testing at 4-6 weeks, as per national protocols
	Educate HIV-positive mothers to give newborn ARV prophylaxis as per national protocols

	Support early and regular postnatal visits and follow up of HIV-positive mothers and infants to provide special care, including cotrimoxazole, early diagnosis, access to ARV, and support of infant feeding practices
	Support breastfeeding counseling of HIV-positive mothers to decrease risks of breast inflammation and other conditions that may increase the chance of HIV transmission
	Educate and mobilize community leaders and influential family members on PMTCT

	All stages (at family, community, and facility levels)

	Sensitize health service providers on how PLHIV experience stigma and discrimination in health facilities and then train them to reduce HIV-related stigma and discrimination and promote respectful care
	Sensitize men and communities about the need to address intimate partner violence against women
	Sensitize community leaders and members to reduce HIV-related stigma and discrimination through traditional and modern entertainment methods, such as theater and radio and use of influential spokespeople

	Create support groups for postpartum HIV-positive women to support disclosure, treatment adherence, and reduce self-stigma
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