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FOREWORD

In 1987, the World Health Organization’s Global Programme on AIDS (WHO/GPA) and

the International Council of Nurses (ICN) issued a Joint Declaration on AIDS (see

Appendix 4), which set out the rights and the responsibilities of nurses throughout the

world in preventing the transmission of the human immunodeficiency virus (HIV) and in
caring for people infected with HIV.

In 1988, guidelines containing basic information on the nursing of people with HIV

infection and HIV-related illnesses were jointly developed by WHO/GPA and the ICN

with the understanding that such guidelines need to be adapted according to local
circumstances, tradition, beliefs and values. In addition, core teaching modules for Basic
Nursing and Midwifery Education in the Prevention and Control of HIV Infection were

developed by WHO/GPA and were effectively adapted and used throughout the world.

The Director of GPA reported that during the 1990s “...there will be a huge increase in
AIDS cases and deaths throughout the world as the people already infected fall ill. What

is not yet certain is how many millions of people during the 1990s will be infected with
HIV.”' HIV-related illness has become one of the major threats to public health. Nurses

all over the world are affected by this and “have a professional responsibility to remain

clinically up-to-date and positioned to offer confident, competent, compassionate and

relevant care to the escalating numbers of people throughout the world living and dying
with HIV-related illnesses.”2

As more and more feedback was received from those who had used this material, WHO/

GPA decided in 1992 to rewrite and update all of the modules. Discussions took place with

nurses and nursing educationalists in several countries in the WHO Regions, especially
in the United Republic of Tanzania (and Zanzibar), India and Thailand. As a result of these

discussions and, as technical and scientific knowledge increased, the modules were re­
developed by nursing educationalists at the Riverside College of Health Studies (North
West Thames Regional Health Authority AIDS Education Unit) in London, England.

These newly up-dated teaching modules are designed to be used as the basis of nurse

training programmes, to ensure that nurses receive consistent and reliable information,

based on the current understanding of this pandemic.

The nursing of individuals with HIV-related illness is the same as the nursing of any other

sick person; it is the issues surrounding HIV infection and AIDS that are different. These
modules explore these issues and re-emphasize the vital importance of good nursing

practices in the provision of care to those affected by HIV and AIDS.
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APPLICATION

The modules are designed as a basic nursing education course on HIV-related illness. They

cover the basic knowledge and skills which nurses need in order to effectively and safely
practise their profession.

The modules are consecutive, each one building upon the knowledge and skills described

in the previous module. They can also be presented separately. The optimum class size is
20 to 30 students.

The modules are designed to be taught as part of the curriculum of a school of nursing or

midwifery. However, the techniques and materials can be adapted for use in continuing

education programmes.

The Learning Activities, which form part of each module, call for the use of an overhead

projector, photocopied material for hand-outs, and a blackboard and chalk or large sheets

of paper and marking pens. The presentations can be modified depending on the resources

available.

STRUCTURE OF THE MODULES

The course is divided into 11 separate modules. Each module has been developed as an
individual lesson, which will take a minimum of two hours to present. Certain modules

may take four to five hours.

All nurses will need the information contained in modules 1 to 5, irrespective of their area
of expertise or geographic location. Selection of additional modules will depend upon the

situation of the country concerned and the need to address specific topics.

Each module comprises:

- a general objective

- specific objectives

- an introduction

- learning activities, incorporating lesson plans.

In addition, background information for the instructor is provided in each module.

The Learning Activities, subject content and teaching strategies are identified within each

module. The implementation of strategies for teaching and related use of materials are
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given in further detail below. These strategies can be used as part of each module at the

most relevant and applicable times.

Activities in which the material is presented by group might include a written critique by

the observing members. However, it is principally through participation in class discus­

sions after the presentation that skills (planning, problem-solving and teaching) are

developed and utilized. The effectiveness of the teaching strategy and level of learning,

can best be measured by the response of the class during discussions as well as by the

quantity of material learned by the students. An alternative method of evaluation is to ask

the students to write answers to written discussion questions or to write short essays. This

could be done outside class hours.

The suggested content and learning activities have been limited to basic information.

Nursing and midwifery schools might find it challenging to incorporate additional

material in their curricula.

INSTRUCTOR TRAINING

The instructors who implement these modules may need training to familiarize them with

the content. This also provides an opportunity to develop their skill in facilitating the

learning activities, many of which involve discussions and exercises addressing the highly
charged and sensitive issues posed by HIV infection.

TEACHING STRATEGIES

An important feature of the modules is the use of interactive teaching strategies, allowing

instruction, practice and feedback to take place. This approach is considered crucial in

addressing the sensitive issues raised by the HIV pandemic. The various teaching

strategies that are used are:

A. visual aids

B. board

C. presentation

D. large group discussions

E. small group discussions

F. role-play

G. case studies

H. fact finding

I. project work

J. questions.

2
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4. VISUAL AIDS

- board or large sheets of paper

- photocopied material given to the students before the lecture

- transparencies used with an overhead projector

- slides and a slide projector

- reference for further studies

- video

- posters

- photographs.

B. THE BOARD (or large sheets of paper)

The board is useful for outlining the learning activity. During the lesson, key points can

be noted on the board and questions for debate or discussion (and responses) can be written

on the board. The use of the board in this way promotes group discussion and interaction
and allows feedback and evaluation to be appropriately structured and all writing must be

clear and readable. The board should not be filled with too much details.

C PRESENTATION

The presentation is used to give information. During the presentation, the instructor can

display key points or an outline on the board or transparencies while they talk to the

students. Instructors can promote group interaction by the use of partially completed

handouts which students can complete, by encouraging questions from the group follow­

ing the presentation, by group work to discuss and answer questions or by assigning issues

or tasks to small groups. From group discussions, the instructor can develop a list of points

made which can be used to summarize the presentation.

Each presentation is followed by an activity which gives the students an opportunity to

think critically about the information (e.g., group discussion). This will help each student

to apply what has been learned to their own work situation.

D. LARGE GROUP DISCUSSIONS

These should be led by the instructor and should involve the entire class. The advantages

of such discussions include:

- the students provide information and become more confident because they have

already acquired some knowledge

- the students are involved in problem-solving

- the students become active participants, which stimulates interest and motivates

learning

- the learning process becomes more personal, requiring the instructor to take notes and

comment upon individual opinions and ideas. This emphasizes important points (e.g.,

3
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dealing with the misconception that HIV infection is spread by mosquitos).

- the instructor is able to evaluate the students’ understanding and absorption of material
presented in class.

Large group discussions require a skilful instructor, who:

- asks questions or suggests topics, and directs the discussion to keep it relevant to the

lesson’s objectives

- may use transparencies on an overhead projector, or large paper or the board to

promote interaction by writing up key questions or topics for discussion for each
learning activity

- needs to ensure that all group members have equal opportunities to participate and that

no one person (including the instructor!) dominates the discussion

- needs to be flexible as the students may begin exploring another important issue

- is respectful and non-judgemental of the students’ ideas and opinions in order to allow
for open expression of concerns

- keeps to time, leaving adequate periods for discussion

- obtains feedback and responses from the class to provide evaluation mechanisms for

the lesson.

E. SMALL GROUP DISCUSSIONS

These are organized in groups of 4 to 8. Students in small groups should be from a variety

of backgrounds and job skills to enable a range of opinions on the given topic.

Some of the advantages of such discussions are:

- students have more opportunity to talk and are less likely to be embarrassed than if they

were in a large group

- the atmosphere is more conducive to a discussion of feelings by students

- students gain self-confidence through sharing information

- they participate in problem-solving and improve their skills in this area.

The instructor does not lead the group, but must be skilful in structuring the discussions

so that the students accomplish the stated objectives. Discussion questions or topics must

be very clear. Rules must be set at the beginning of the discussion, for example:

• Which topics are to be discussed?

• Will the group draw conclusions or make decisions?

• Are the opinions or feelings of students private?

• Will the group be expected to report its discussion to the class?

• How much time does the group have?

4
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The instructor may also:

- ask the group to appoint the following:

Chairman (to keep the group discussion focused on the topic)

Time-keeper (to keep the group to time)

Secretary (to document the discussion)

Reporter (to present the findings)

- circulate between groups to monitor group activities and to assist as necessary

- indicate to the groups to begin concluding their discussions 5-10 minutes before time
is up.

Small group discussions should be followed by a large group discussion so that general
conclusions can be drawn.

F. ROlF-PUr

Role-play activities can be organized so that students play the parts of identified people

and act out a scene. This is useful when practising skills such as counselling, and for

exploring how people feel and react in specific situations. Role-plays could also be done
by everyone at the same time (the class pairs off or divides into groups). Role-play has the

following advantages:

- allows for safe rehearsal of skills and activities and provides good preparation for

genuine situations

- students are involved in active participation and observation

- the actors are able to experience activities or interactions and not just discuss them in
theory

- students are able to enhance their skills in observation and problem-solving

- allows for full expression and interpretation of concepts

- the instructor to evaluate the students’ understanding of the topic.

Some students may feel intimidated by role-playing. The instructor must be skilful in
ensuring that they feel relaxed and should:

- keep the role-play friendly and informal

- emphasize that the characters are “in role” and that group observers are looking at the

character and their reactions, not at the people playing them

- set up the role-play situation, showing how interaction ought to take place to

familiarize the group to the process; this “warms up” the class and gives the actors a

chance to practise

- ask for volunteers instead of assigning roles to people.

The instructor should be one of the first actors.

5
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Implementing role-play:

• Two or more people role-play before one or a group of observers

• The role-play situation should be detailed and realistic

• All players must be clear about the character they are meant to become (cue cards may

be provided to outline the role and the present problem)

• Actors never use their own name in role-play situations

• Each player acts out the role spontaneously without prior preparation, i.e., “puts

himself into the other person’s shoes”

• Encourage the players to be creative and imaginative

• There is no prescription or prohibition of behaviour

• Instructors must not interrupt or interfere during the role-play

• Allow time to enable actors to “get into role” but keep it as brief as possible.

At the end of role-playing

This approach to small group teaching can become charged with emotion. Bringing
people "out" of their roles is of paramount importance, otherwise negative or hostile
feelings may persist, causing continued discomfort and anxiety.

Techniques for doing this include:

- engaging in discussion of a totally unrelated topic to promote interaction that
brings the group back to the "here and now"

- allowing further discussion of any issue of concern.

- allowing objective feedback on aspects of the portrayal of the roles and how real
the situation felt

- asking actors and observers what they liked about the interaction and what might
have been done differently

- asking the class what they learnt from the role-play

- drawing the class's attention back to the objectives, or to the main points that the
role-play was to demonstrate. For example, if the objective was to practise
counselling a person with HIV infection, what are the points to remember?

G. CASE STUDIES

Case studies are an excellent way to give students an understanding of the effect of HIV

infection on the individual, and to enable them to deal with problems they may encounter

in a health care setting. The instructor is recommended to develop case studies that are

specific to the work setting in which the students will practice. Examples of case studies

are suggested in the modules.

6
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The advantages of case studies are that they:

- facilitate the active involvement of the students

- allow an examination of a real or simulated problem that mirrors the outside world

- allow students to identify underlying general principles

- develop confidence, and an understanding of complex issues

- may be used in role-play or problem-solving exercises

Case studies include both short vignettes (descriptions of situations, stories) and longer

descriptions. Usually, questions are asked that address an objective in the module

concerned. These questions may be discussed in small groups or with the entire class. The

responses of the students also provide a method for evaluating of this particular Learning
Activity.

H. FAG-FINDING

Fact-finding teaches the students to locate information on their own. This is a good way
to discover resources and interact with people in the community. It has the following

advantages:

- students experience meeting people, seeing facilities, and going into health care

settings

- they are active participants in the learning process

- they are involved in problem-solving and observation

- they gain self-confidence in their role in the health care setting.

The instructor must identify precisely what information the students need to collect.

The students can write reports about their experience or report verbally to the class.
Presentations and group discussions are very useful, as students will learn from each

other’s experience as well as their own.

/. PROJECT WORK

Project work brings together the experiences of the students. It may be carried out by an

individual or by small groups.

The instructor:

- needs to ensure that the main purpose is explained and clarified before the project is

undertaken

- might write out lists of relevant questions on the board or on large pieces of paper or

on handouts

- may give different questions to different groups.

7
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Advantages of project work include:

- encourages active participation of the students

- fosters cooperation

- develops confidence in obtaining relevant data

- develops confidence in making decisions

- enables students to recognize and assess what they have learned from the process

- presentation of the project enables evaluation of learning.

J. QUESTIONS

Questions, both verbal and written, are used in many of the strategies throughout the
modules. They provide a valuable means of ongoing evaluation and further involve the

students in their own learning.

Techniques include:

- constructing questions so that more than one answer is possible

- saying as little as possible

- giving clues to encourage responses

- using good listening skills encouraging non-verbal cues

- using clear and unambiguous wording

- pausing after asking a question

- allowing students time for compiling and reflecting on answers

- prompting to help students further their awareness without giving too much away.

SUMMARY

To help the instructor, each module contains:

• Background information, giving important factual information related to the topic

• Learning activities, designed to help students achieve the objectives of each module.

• Teaching guidelines, to suggest ways in which each of the learning activities can be

implemented.
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1 • EPIDEMIOLOGY AND
TRANSMISSION OF HIV

GENERAL OBJECTIVE

On completion of this module, the student will be able to apply a knowledge of basic

epidemiology and an understanding of how HIV is transmitted to their role in preventing
further spread of infection.

SPECIFIC OBJECTIVES

On completion of this module, the student should be able:

- to identify personal and community fears and worries about HIV infection

- to explain how HIV is and is not transmitted

- .to describe the role of the nurse in preventing the spread of HIV infection in the
community

- to discuss the local, as well as the national and global epidemiological aspects of the

AIDS pandemic, including the importance of national surveillance in understanding

and responding to HIV infection in the community

- to describe ways in which information can be collected to help identify the demo­

graphic characteristics and risk behaviours of people reported to be infected with HIV.

INTRODUCTION

HIV infection is a condition which generates fear and misunderstanding. Being part of the

community, nurses are likely to share the same fears and misconceptions as other members
of the community. It is essential, therefore, for nurses to have a clear understanding of their

own fears and concerns; only then will it be possible to separate the unfounded fears from

the real. Nurses need to understand the scope of the AIDS pandemic and how HIV is

transmitted. This is the first step in preparing them to be informed professionals with the

expertise needed to address the problems of HIV infection.

1.1



MODULE 1

LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE I)

Learning Activity 2

Learning Activity 1 Identify Personal and Community Fears
and Anxieties

Transmission of HIV

Learning Activity 3 Local, National and Global Epidemiology

Learning Activity 4 Collecting Data and Identifying Local
Surveillance Resources

Learning Activity 1 is important in the educational process because it encourages students

to explore the fears and myths associated with HIV infection. The opportunity to examine

personal fears helps them to separate the facts they learn from any unfounded fears they
may have about HIV infection.

Learning Activity 2 introduces epidemiological information on HIV transmission. The

students examine the myths identified in Learning Activity 1 and compare them with actual

information about HIV transmission. They participate in, or evaluate, a role-play of a nurse
explaining to a person how HIV is and is not transmitted. This enables students to think
of their educational role in the community and to identify any questions they may have

about transmission.

Learning Activity 3 introduces the local, as well as the national and global, epidemiologi­

cal picture of HIV infection. This information is used to present the concept of epidemio­

logical surveillance. Nurses need to know how people may become infected in their

communities and what the major risk factors are. These may differ in each community.

Learning Activity 4 requires the students to collect data specific to their own community

and country. Students are assigned to find information and to report back to the class. If
Modules I and 3 are taught in different classes, the activity can be implemented entirely

within Module 1, with students reporting to the class at the next class period. If Modules
1 and 3 are taught within one class, the students can report their findings at the beginning

of Module 3, as the information collected is necessary to meet the objectives of this

module. If there is insufficient time or resources for the students to find the information,

the instructor can use the list provided in Learning Activity 4 as a basis for the information

presented to the class.

1.2
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Learning Activity 1 IDENTIFY PERSONAL AND COMMUNITY
FEARS AND ANXIETIES

It may be helpful to introduce this exercise with a few preparatory remarks. For example:

"Many of us are afraid when we first hear the word AIDS. Opinions differ about what
the disease is, how it is spread, who gets it and how many people die of the illness.
Let us begin our study of HIV infection and AIDS by looking at whatyou already know,
how you feel and what other people in your community think and feel about AIDS."

Write the following questions on the board or on a large sheet of paper:

• What have you heard about HIV infection and AIDS?

• Describe the different ways that people in your community say that HIV infection
is spread.

• How do you think HIV infection is spread?

• When you think about providing care fora person with AIDS, what isyour reaction?

Divide the class into smaller groups and allow 15 to 20 minutes for discussion. Ask the

students if anyone would like to share the group’s answers with the class. As you facilitate

the discussion, acknowledge the fears and worries which the students may have and also

note the various ideas which they have heard expressed about AIDS in their community.

Write these responses on a blackboard or large piece of paper under the headings, "How

people feel about people with AIDS" and "How people think AIDS is spread".

Learning Activity 2 TRANSMISSION OF HIV

Students will need the following Background Information to understand how scientists

came to discover the cause of AIDS, and how the virus which causes this disease is
transmitted.

1.3
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BACKGROUND INFORMATION

The disease that we now call AIDS was first recognized in countries in the developed
world (e.g., United States of America, Australia, NewZealand, and in Europe) among
male homosexuals in the early 1980s. In other countries, AIDS was diagnosed
primarily in heterosexual men and women. Because AIDS was affecting individuals
who were sexually active, scientists concluded that the cause was probably a sexually

transmitted microbe.

As scientists continued to study the disease, it was observed that many cases also

occurred among:

- injecting drug users

- recipients of blood transfusions, and,

- children and adults with haemophilia.

The factor that these people had in common was that all had received blood or blood
products (many injecting drug users share the same injecting equipment).

Babies were also found to have this disease because their mothers had been infected.
This indicated perinatal transmission.

Following further scientific studies, the transmission pattern for the infective agent
became evident. Only people who were sexually active, or who had received
injections of someone else's blood or who were born to infected mothers, developed
the disease.

When these facts became known, scientists concluded that AIDS was caused by a
blood-borne microbe, probably a virus, which was transmitted to sexual partners, or
to people who had received blood or blood products, as well as to the unborn or newly
born babies of infected mothers.

In 1983 the virus that caused AIDS was discovered by scientists in France and the
routes of transmission were confirmed. This virus eventually became known as the
human immunodeficiency virus (HIV). We now know that there are at least two
different major types of this virus, one called HIV-1 and the other known as HIV-2. HIV-
1 is the principal AIDS virus while HIV-2 is found mainly in West African countries.

Scientists also studied thousands of people living or working with people who had
developed AIDS. They found that it was only the sexual partners of infected individuals
who became infected and subsequently developed AIDS. From this it became clear
that HIV infection is not acquired by casual social contact.

Prepare important points from the above presentation on transparencies or handouts for

the class, in advance. Alternatively, ask one of the students to write this information onto

large pieces of paper or on the board while you are doing the presentation, leaving the

information from Learning Activity 1 on display. While presenting this information,

encourage students to ask questions.

1.4
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Divide students into groups and have them list:

- different ways in which HIV can be transmitted;

- ways in which HIV is not transmitted.

Allow them 15 to 20 minutes to make their lists and then bring the group back together.

In large group discussion, ask for contributions from each group and have the students

construct a “Summary List” on the board or on large pieces of paper. Here is an example
of a “Summary List”.

EXAMPLE OF SUMMARY LIST:

HIV TRANSMISSION

■ HIV CAN BE TRANSMITTED:

• Sexually, through intercourse or through contact with infected blood, semen,
or cervical and vaginal fluids. This is the most frequent mode of transmission
and HIV can be transmitted from any infected person to his or her sexual
partner (man to woman, woman to man, man to man and, but less likely,
woman to woman).

• During transfusion of blood or blood products obtained from donor blood
infected with HIV;

• Using injecting or skin-piercing equipment contaminated with HIV.

• From a mother infected with HIV to her child during pregnancy, during
labour, or following birth as a result of breast-feeding.

■ HIV CANNOT BE TRANSMITTED BY:

• Coughing or sneezing

• Handshakes

• Insect bites

• Work or school contacts

• Touching or hugging

• Using toilets

• Water or food

• Using telephones

• Kissing

• Swimming pools

• Public baths

• Sharing cups, glasses, plates and other eating and drinking utensils.

From the above list it can be seen that the most common method of being infected with HIV

is from sexual intercourse and today most individuals who have become infected have

done so as a result of heterosexual exposure to the virus.

1.5
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It is important to stress at this point that in the great majority of work activities, nurses are

not at risk of becoming infected by people with whom they work.

Finally, summarize the important facts which you have covered so far, such as:

IMPORTANT FACTS

• AIDS is caused by a virus called the human immunodeficiency virus (HIV).

• People who are infected with HIV often have no symptoms of disease for many
years and can, therefore, infect others without realising that they themselves are
infected.

• AIDS refers to specific clinical manifestations seen during the later part of HIV
infection when people are ill as a result of this infection.

• By mid-1993, 2.5 million people (including half a million children) are estimated
by WHO to have reached the later stages of HIV infection known as AIDS. In
addition to the people who have AIDS, WHO estimates that over 11.5 million
men, women and children have been infected with HIV.

• Most, if not all, individuals infected with HIV will eventually develop AIDS. The
average time between HIV infection and the onset of AIDS is approximately 10
years for HIV-1, and around 17 years for HIV-2. In both cases, this period may
be significantly shorter in developing countries where nutritional status may be
low and access to effective treatment limited, and is much shorter in children with
HIV infection.

• Although many of the opportunistic diseases seen in AIDS can be managed, there
is presently no cure for AIDS. According to our present knowledge, most people
with AIDS will eventually die of the disease.

• Although scientists all over the world are working on developing a vaccine to
prevent HIV infection, it may be many years before one is available. Prevention
is only possible at present through education, and nurses have an important, if not
critical, role to play in teaching their patients and fellow citizens how HIV is and
is not transmitted, and how people can protect themselves against infection.

After summarizing the above information, ask the class to review the list of ways people

think HIV is spread from Learning Activity I and to identify those that are correct and those
that are incorrect.

Then, have students divide into small groups and in each group have two students role-play

the following scenario:

"A nurse is out shopping and meets a neighbour who tells her that she is afraid to drink
the water because she has heard she may get AIDS that way. The nurse explains to
her how HIV infection is spread. The neighbour continues to offer arguments such as
those identified in Learning Activity 1."

1.6
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Allow 10 minutes for the role-play, then ask each group to report what it learnt from the

exercise. Ask the students to identify any issues that they are still unsure about and answer
any questions that they may have.

Learning Activity 3 LOCAL, NATIONAL AND GLOBAL
EPIDEMIOLOGY

Using local references, present information on the incidence and prevalence of HIV

infection and AIDS in your own community. Present this information on transparencies
or large pieces of paper.

Using WHO references, present information on the incidence and prevalence of HIV

infection and AIDS nationally and throughout the world.

Facilitate class discussion and participation as you talk by asking the discussion questions

included in the following Background Information.

BACKGROUND INFORMATION

Incidence means the "number of times an event occurs in a given time", e.g., the
number of new AIDS cases presenting each month or the number of new HIV infections
being detected during a specified period of time. Prevalence means "the total number
of specific conditions in existence in a defined population at a precise point in time",
e.g., the number of AIDS cases or number of HIV infections which have so far been
reported in your own country .The systematic collection of facts (data) about disease
occurrence is called surveillance. It is very important to learn about AIDS and HIV
infection in every country through national surveillance programmes. Only then can
an answer be found to some of the following questions:

• How many people in your local community are now infected with HIV? (preva­

lence)

• How is HIV being transmitted in your own country?

• What is the rate of new HIV infections in your own country? (incidence)

• How many AIDS cases have so far been reported in your own country (preva­
lence)?
[Knowing this information assists in planning interventions to help prevent the
further spread of HIV infection, e.g., by allocating resources (people, time and
money) to health education, testing and the provision of clinical services.]

• What would you like to know about the HIV epidemic in your country?

• What information would help you as a nurse?

1.7
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Learning Activity 4 COLLECTING DATA ON HIV INFECTION

In this Learning Activity, the students collect, if it is available, information about the local

demographics of HIV infection, the system of surveillance in their own country, the

resources available for prevention, education, counselling and the clinical care of people

with HIV infection and AIDS.

If there is no time to do the data collection, the instructor can use the questions in this

Learning Activity to structure his or her own information on this important topic. The

information pertaining to the following questions can form the basis of an introductory

review in Module 3.

Have each student choose a partner with whom to do this project. The tasks are to find the

answers to as many of the following questions as possible. List these questions on the board

or hand them out on paper.

An alternative would be to assign questions 1-4 to some groups and questions 5-10 to

others, as the sources of information for the first four questions may be different from those
for the remaining questions.

Divide the students into pairs or small groups and arrange for them to visit staff at the

services listed below. The purpose of the visit is to help the students collect the data

required to answer the following questions, and to make them feel confident that they can
access relevant data in the future.

ARRANGE VISITS TO:

- The National AIDS Programme

- Health centres involved in testing or counselling people

- Hospitals caring for people with HIV with HIV infection or AIDS

- STD services

Blood Transfusion Service

- Any other facility where data related to HIV infection or AIDS is collected or where
people may go to access HIV-related services.
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QUESTIONS:

1. Having visited one of the above facilities, what kind of HIV/AIDS surveillance is
being conducted (e.g., sentinel surveillance of HIV, number of new AIDS cases,
etc.)?

2. Who is doing HIV antibody testing in your local community? Is pre- and post-test
counselling available and if so, what kind of training have the counsellors had?

3. Where can people with AIDS be cared for in your local community? How are
people referred to these Facilities and what services are offered?

4. What social services are available for people with HIV infection or AIDS and who
provides them? Is there a programme to provide home-based care for people with
AIDS?

5. Is AIDS a reportable (notifiable) disease in your country? If so, who reports (e.g.,
doctors, nurses), and to whom? Is therea special form for reporting and if so what
information does this form require? Obtain a copy of this form forthe restofthe
class to see.

6. Whatisthetotalnumberofpeopleinyourcountrywhohavesofar beenreported
to have AIDS? What percentage is this of the total population?

7. How many HIV antibody tests have been done in your country in the last year and
of this total, how many were positive? How did this compare with the number of
tests done last year and the number of positive results at that time?

8. From available data, describe the major transmission categories in your own
country (e.g., heterosexual, homosexual, injecting drug use, blood transfusion
recipient.

9. How are AIDS cases and/or people with positive HIV antibody test results
distributed with regard to age, sex, region and risk behaviours? How is this
information collected?

10. How does the prevalence and incidence of AIDS and HIV infection compare in
your country with other selected countries?
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2 • HIV INFECTION AND
HIV-RELATED ILLNESS

GENERAL OBJECTIVE

On completion of this module, the student will have a broad understanding of the clinical
consequences of HIV infection and will be able to discuss the rationale for voluntary,

anonymous or unlinked testing for HIV infection.

SPECIFIC OBJECTIVES

On completion of this module, the student should be able:

- to explain how HIV affects the immune system

- to recognise the national definition of AIDS

- to recognise symptomatic HIV infections

- to describe the clinical course and staging of HIV infection

- to identify situations in which HIV antibody testing is appropriate and beneficial.

INTRODUCTION

This module will consolidate learning already achieved in Module 1 and will focus on
facilitating an understanding of the clinical consequences of HIV infection. In addition,

students will gain an understanding of the natural history of HIV infection and HIV-related

illness and will be able to describe an appropriate classification (staging) system for this

condition, applicable to their own country. The knowledge gained from both this module

and Module 1 will form the basis for:

- health education and primary prevention strategies

- counselling, in relation to voluntary serological testing for HIV antibodies, and

clinical outcomes of HIV infection

- assessing, planning and implementing meaningful nursing interventions.
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LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 2)

Learning Activity 1 Basic Concepts: HIV Infection

Learning Activity 2 Natural History of HIV Infection

Learning Activity 3 Serological Testing for HIV Infection

Learning Activity 4 Defining Terms

Learning Activity 5 Differential Diagnosis in HIV Infection

Learning Activity 1 BASIC CONCEPTS: HIV INFECTION

Prior to this session, the instructor may find it useful to review with the class the normal

basic functions of both the immune system and possibly the nervous system. Following —

this review, present the following Background Information to the class, either on the

blackboard or as transparencies with an overhead projector.

BACKGROUND INFORMATION

■ THE IMMUNE SYSTEM

The immune system is the body's defence against infections by microorganisms that
have been able to get past the skin or the mucous membranes and which can cause
disease. The immune system produces antibodies to neutralize microorganisms and
activates special blood cells which work to kill and remove these organisms from the
body. When the immune system is not functioning as it should, the person is described
as having an immunodeficiency. HIV infects special cells in the immune system called
lymphocytes (T4 helper cells) and monocytes, eventually destroying these cells. This
slowly leads to a persistent, progressive and profound impairment of the immune
system, making an individual susceptible to infections and conditions such as cancer.

There are other causes of either temporary or permanent immunodeficiency, including:

- congenital defects in the immune system, i.e., primary immune dysfunction

- immune dysfunction secondary to drugs, e.g. those used in immunosuppressant
therapy, or anti-cancer drugs; cancers; malnutrition; irradiation (both accidental
and therapeutic); other infections, especially with other viruses.
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■ THE NERVOUS SYSTEM

HIV infects both the central and peripheral nervous system early in the course of
infection, causing a variety of neurological and neuropsychiatric conditions, in
children and adults. In addition, the impairment of the immune system leaves the
nervous system vulnerable to opportunistic infections and cancers.

■ OPPORTUNISTIC DISEASE

An opportunistic disease is one which normally would not be a problem because of
the bod/s ability to control it with the immune system, but which can become a major
problem when immunodeficiency occurs.

Consequently, opportunistic diseases occur only in individuals whose immune
system is depressed.

There are many microorganisms that commonly inhabit the body without causing any
illness, but when the immune system is depressed, they can cause serious problems.
One example of an organism that causes an opportunistic disease is Candida, a Fungus
found in the mouth of most people but rarely causing "thrush" unless the immune
system is depressed and not able to control the growth of the oral Candida.
Pneumocystis carinii, which is found in the lungs of people without causing any illness,
causes pneumonia in people with immunodeficiency. The tubercle bacillus (Mycobac­
terium tuberculosis), also commonly found in the lungs, can re-activate when the
immune system is depressed, causing pulmonary tuberculosis, a common opportunis­
tic infection seen in people with HIV Infection. Another common example in Africa is
Cryptococcus neoformans (also known as Filobasidiella neoformans) which can cause
meningitis in an immunodeficient person.

Allow 20 minutes for open discussion, supplying additional information, as needed, on

how HIV infection damages both the immune and nervous systems and clarifying the

concept of opportunistic diseases.

Learning Activity 2 NATURAL HISTORY OF HIV INFECTION

Once again, present the following Background Information to the class, using the

blackboard or transparencies on an overhead projector.
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BACKGROUND INFORMATION

■ HIV INFECTION

HIV infection progresses through several stages. It begins when an individual becomes
infected with the virus, as described in Module 1. As described in Learning Activity
1, HIV infection causes a progressive impairment of both the immune and nervous
systems. Over time, as this impairment worsens, it begins to show itself as symptoms.
Consequently, there are various stages in the sequence of increasingly serious
consequences of HIV infection. The early, middle and late manifestations of HIV
infection can therefore be classified. In addition, once infected, the person is infectious
(i.e., able to transmit the virus to other people) for life.

■ ACUTE SEROCONVERSION ILLNESS

Within three to eight weeks after infection, some (but not all) people develop an acute
illness lasting two to three weeks with symptoms such as fevers, rash, joint and muscle
pain, swollen lymph glands, diarrhoea and sore throat. Symptoms may be mild and
will eventually disappear completely. This self-limiting condition is known as an acute
seroconversion illness. During this period the virus continues to reproduce itself inside
the body and the person's immune system responds by developing antibodies to the
virus. Within six to twelve weeks after infection, it is usually possible to detect HIV
antibodies in the blood. Unlike antibodies to most other microorganisms, these
antibodies do not destroy the virus effectively. In some infected people, antibodies
cannot be detected for six months or longer, yet they are still infected and infectious.

■ ASYMPTOMATIC INFECTION

The person may remain asymptomatic and feel and appear healthy for years, even
though he or she is infected with HIV. During this asymptomatic period, the person
remains infectious (i.e., able to transmitthe virus to others via sexual, blood-borne and
perinatal transmission) and, as the virus continues to replicate, progressive damage
to both the immune and nervous systems result over time. If their blood is tested during
this stage it will test positive for HIV antibodies. Some individuals will have persistently
enlarged lymph nodes (persistent generalized lymphadenopathy or PGL) during the
asymptomatic stage of HIV infection.

■ EARLY SYMPTOMATIC ILLNESS

Many individuals eventually develop a variety of indicators of ill health due to HIV
infection without developing AIDS-defining opportunistic infections or secondary
cancers. These constitutional symptoms and signs are sometimes referred to as the
AIDS-related Complex (ARC). These symptoms include complaints such as oral thrush,
diarrhoea, weight loss, low-grade intermittent fevers and night sweats, a variety of
skin rashes, loss of energy, etc.. Various fungal diseases (e.g., tinea infections) or viral
diseases (e.g. shingles) may be seen and individuals feel chronically ill during this
stage of HIV infection.
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■ LATE SYMPTOMATIC ILLNESS, i.e. AIDS

Eventually, individuals will have episodes of AIDS-specific opportunistic diseases,
such as Pneumocystis cariniipneumonia, encephalitis caused by Toxoplasma gondii,
and severe and chronic diarrhoea caused by Cryptosporidia and microsporidia.
Pulmonary tuberculosis is increasingly being recognized as one of the most common
opportunistic diseases associated with HIV infection, especially in the developing
world. Opportunistic cancers, such as Kaposi sarcoma and undifferentiated B-cell
lymphomas may also be seen. In addition to the above, there will be significant weight
loss and both neurological and neuropsychiatric syndromes may be present. This end­
stage of HIV infection is referred to as AIDS. Patients in this stage will eventually enter
a terminal phase and die (see Module 10).

Following this presentation, ask students to describe the clinical picture of people infected

with HIV whom they have nursed, or of the case studies described below, and relate these
various case descriptions to the above stages of HIV infection. With the available

information in the case studies, ask the students to decide on how these cases are to be

classified and what is the likely clinical outcome for each case. Allow 20 minutes for this

discussion and then have each group report back to the class.

Many countries have adopted their own definition of AIDS, based on one or more of the

case definitions available. For nurses who need to recognise symptomatic HIV infection

for purposes of clinical management, see Appendix 3 for a simple overview of HIV-

associated clinical findings.

If the students have access to a library or reference centre, you could ask them to see if they

can find an AIDS case definition for themselves, so that they can compare definitions and
see the differences and similarities by presenting the definition that they found to the rest

of the group.

CASE STUDY!
Mr. T. went to donate blood at the National Transfusion Centre but after a blood test
he was told he was HIV positive and couldn't donate blood anymore. He is somewhat
confused as he feels quite well.

CASE STUDY 2
Mrs. A has been unwell for several months, with diarrhoea. She has been tested
previously and is known to be infected with HIV. However, other than diarrhoea, her
only other complaint is that she always feels tired and unwell.

CASE STUDY 3
Mr. W is unwell, complaining of chronic diarrhoea and fever for the last 7 weeks and
a persistent cough for the last five weeks. He also has had oral thrush for the last several

weeks.
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Learning Activity 3 SEROLOGICAL TESTING FOR HIV
INFECTION

Introduce this Learning Activity by presenting the following background information to
the class, using either a blackboard, large sheets of paper or transparencies on an overhead

projector.

TESTING FOR HIV ANTIBODIES

Any blood test used to detect HIV infection must have a high degree of sensitivity (the
probability that the test will be positive if the patient is infected) and specificity (the
probability that the test will be negative if the patient is uninfected). No antibody test
is ever 100 per cent sensitive and specific and, therefore, all positive test results should
be confirmed by testing, preferably by a different test method, if available. HIV
antibody tests usually become positive within 3 months of the individual being infected
with the virus. However, in some individuals, the test may not be positive until 6 months
or longer (although this would be considered unusual).

■ FALSE POSITIVE RESULT

HIV tests have been developed to be especially sensitive and, consequently, a positive
result will sometimes be obtained even when there are no HIV antibodies in the blood.
This is known as a false positive, and because of this all positive results must be
confirmed by another test method. A confirmed positive result means that the
individual is infected with HIV.

■ FALSE NEGATIVE RESULT

This situation occurs when the blood tested gives a negative result for HIV antibodies
when, in fact, it should really have been positive, as the person is infected. The
likelihood of a false negative test result must be discussed with patients if their history
suggests that they have engaged in behaviour which was likely to put them at risk of
HIV infection. In this situation, repeated testing overtime may be necessary before they
can be reassured that they are not infected with HIV. The most frequent reason that
a false negative test result has been obtained is that the individual is newly infected
and is not yet producing HIV antibodies. However, it is important to remember that
someone who has tested negative because they are not infected with HIV, can become
infected the following day!

Conclude this presentation by emphasizing the following:

All patients must give informed consent prior to being tested for HIV antibodies, the
results of their test (and the fact that they were tested) must be kept absolutely
confidential and the patient must have both pre- and post-test counselling (see Module
5ana Appendix lj.

2.6

17
 17



HIV INFECTION AND HIV-RELATED ILLNESS

Now, have the students discuss the following questions in small groups and then report
back to the class. Allow 45 minutes for this activity.

DISCUSSIOH QUESTIONS

1. Why is it important not to have false negative results during the testing of blood
that is to be used for transfusions?

2. Why is it important to have a positive test confirmed?

3. Why is it necessary to have the individual's informed consent prior to this test?

4. Why is it necessary to keep the test results confidential?

5. Some people would like to test everyone for HIV antibodies. Is this useful?

Conclude this session by answering any questions and clarifying any issues raised by the class.

Learning Activity 4 DEFINING TERMS

Ask the class to define the following terms using a simple brainstorming technique.

■ IMMUNE SYSTEM

A complex system which includes lymphoid related tissues such as the bone marrow,
thymus, spleen, tonsils, adenoids, appendix, Peyer's patches, lymph nodes and blood
and lymphatic vessels. Exposure to bacteria, viruses, fungi, parasites, harmful food
substances or environmental toxins induces a response in the cells and secretions of
the immune system, most notably the lymphocytes, phagocytes and antibodies.

■ IMMUNODEFICIENCY
Describes the condition where a person's immune system cannot protect the body,
resulting in an increased susceptibility to various infections and cancers.

■ OPPORTUNISTIC DISEASES
Diseases that take advantage of the body's lowered resistance, due to the destruction
of the immune system by HIV. These may be infections, such as pneumocystis carinii
pneumonia, toxoplasmosis encephalitis, or cancers, such as Kaposi sarcoma.

■ HIV
Human (because the microorganism attacks humans)
Immunodeficiency (the microorganism causes damage to the immune system)

Virus (the microorganism is a virus).
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■ ASYMPTOMATIC HIV INFECTION

The person is infected with HIV but has no symptoms. He or she can spread the virus to
others by sexual intercourse, perinatally or through blood. HIV transmission can also
occur during the symptomatic phase of HIV infection and when a person has AIDS.

■ SYMPTOMATIC HIV INFECTION

The person is infected with HIV and has some symptoms (e.g., diarrhoea, fever, or
malaise), but does not meet the criteria for a diagnosis of AIDS to be made.

■ AIDS

Acquired (transmitted from person to person)
Immunodeficiency (impairment of the body's ability to fight infections and certain
cancers)
Syndrome (a collection of signs and symptoms).

Learning Activity 5 DIFFERENTIAL DIAGNOSIS IN HIV
INFECTION

This final Learning Activity is optional and is included to cover those situations in which
nursing personnel are involved in establishing the medical diagnosis. However, in most

nursing environments, making a medical diagnosis is usually the role of a physician, not
a nurse.

Present the following information before leading an exercise comparing the symptoms

associated with HIV infection with symptoms of other diseases.

DIAGNOSIS OF HIV INFECTION

The symptoms of HIV infection and of the associated opportunistic diseases are often
life-threatening. There is no cure for HIV infection but many of the opportunistic
diseases can be treated. Nurses in a clinic or community health care setting must be
able to recognize the signs and symptoms in order to refer the person to a medical
centre for possible diagnosis and treatment of these diseases.

In determining whether a person has HIV infection, three factors must be considered:

1. Assessment of the clinical signs of the disease.

2. Result of the HIV antibody test.
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Although an HIV antibody test is not necessary for diagnosing a person, and is
not helpful in treating the symptoms of opportunistic diseases, it can confirm the
clinical impression, when positive, and speed up the diagnosis.

3. History-taking to determine possible risk behaviours or factors.

This will be determined by knowledge of how HIV is transmitted locally. Below is
a list of possible risk factors and behaviours:

- High-risk exposure (e.g., through unprotected sexual intercourse, or sharing
of skin-piercing equipment such as injection equipment)

- Frequent sexual activity with multiple partners

- Male homosexual or bisexual activities

- Sexual intercourse with a person at high risk of HIV infection

- Blood transfusions (in areas where the blood supply is tested for HIV, the
major question would be whether transfusion occurred before the date when
blood began to be tested)

- Sharing needles during injecting drug use or other exposures to potentially
unsterilized needles.

In localities where HIV infection is common, people with both Mycobacterium
tuberculosis infection and HIV infection may also be found. Casual contact with a
person with HIV infection will not result in others becoming infected with HIV.
However, if this person also has tuberculosis, others are at risk of contracting
tuberculosis.

Lead the class in a discussion comparing the symptoms of HIV infection with those of

other diseases. Give specific disease examples which are common locally. Have the

students compare symptoms and disease progression. Because of the similarities between

AIDS and so many other disease processes, the clearest difference may be the long

duration of the symptoms of AIDS.

The following cases are situations that the nurse may encounter in an outpatient setting.

They are only suggestions and should be adapted by the instructor using the local language
(for example, what words do people use for their sexual partners, husbands and wives?)

and demographic characteristics of people with HIV infection.

Divide the class into small groups to discuss the examples. Tell them to spend five minutes

on each case. After half an hour, ask one group to report what they have decided about case
number one; the other groups may provide any additional ideas. They should consider the

following questions:

1. What additional information would be useful?

2. What disease do you suspect and why?
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CASE STUDIES

1. A woman has had progressive weight loss for six months. She is weak and has to sit down

after walking to the clinic. She has a poor appetite and has had diarrhoea for the past five

months. She comes from a village in which there has been a history of dysentery. She has

had no fever, her lymph nodes are normal, and she has no cough.

2. A woman has a chronic cough, shortness of breath upon walking, and has had fever in

the afternoon for the last six months. She eats poorly and is always tired. She has had

several sexual partners in the past two years.

3. A man has swollen lymph nodes, fevers and night sweats, and has experienced weight

loss for the last eight months. He has diarrhoea, says he has no appetite and feels a bad

taste in his mouth. He has thick, white patches on his tongue. When asked about his sexual

activity, he says he has been married for a year, but had many sexual partners before that.

4. A man has a dry cough, shortness of breath when walking, and feels exhausted by the

afternoon every day. He has experienced a 5 kg weight loss in the last month and notices

that his memory has been poor lately. You notice that his speech is slow and slightly slurred

when he talks. When asked, he says he has sex with both women and men.

5. A mother brings her three-year old child into the health care centre because he is lethargic

and his legs seem weak. His appetite is poor and he has had diarrhoea and persistent

fevers for one month. She says he was treated for leukaemia just a year ago, and she is

worried that he is becoming sick with it again.

POSSIBLE ANSWERS

1. It is possible that this woman has intestinal parasites. All of her symptoms could be related

to this diagnosis. A more complete physical examination would determine whether she has

other symptoms possibly related to HIV. It would be a good idea to determine if she has

possibly been exposed to HIV, by asking her if she or her partner has engaged in any of

the risk behaviours (many sexual partners, injecting drug use), or if either of them has a

history of blood transfusion. If she is treated for parasites and her poor condition continues,

HIV infection should be suspected.

2. The woman could have tuberculosis. A chest X-ray and sputum test should be performed.

It should be recalled that a person with HIV infection is susceptible to tuberculosis. She has

engaged in sexual risk behaviour and is at risk for HIV infection. Referral for further

diagnostic investigation is also recommended.

3. The man has many signs and symptoms associated with symptomatic HIV infection. The

white patches could be caused by oral Candida infection, which is a very common problem

with HIV infection. He has also had many sexual partners, which puts him at risk of having

been exposed to HIV.

4. The man has the signs and symptoms of HIV infection. Poor memory and slurred speech

are the symptoms which distinguish his condition from that of possible tuberculosis

(although he should, in fact, also be examined for tuberculosis).

5. Try to determine whether the symptoms are a result of recurrent enteritis or HIV infection.

Ask the mother about possible risk factors. This will give an idea of whether HIV infection

is likely. This includes the mother's possible risk behaviours. For example, how many

people has she had sex with? Has she ever used injecting drugs? Has she ever had a blood

transfusion? Has her baby had a blood transfusion or many injections? What is the

mother's state of health? And the father's?
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3 • PREVENTION OF HIV TRANSMISSION

IN HEALTH CARE SETTINGS

GENERAL OBJECTIVE

On completion of this module, the student will be able to develop strategies for preventing

HIV transmission in the health care setting and participate in nursing education activities

designed to facilitate the implementation of universal infection control precautions into
all aspects of clinical nursing practice.

SPECIFIC OBJECTIVES

On completion of this module, the student should be able:

- to identify possible ways in which HIV is transmitted in the health care setting

- to describe universal infection control precautions and the rationale for their use

- to describe precautions against accidental exposure to needles and sharp instruments

- to apply problem-solving skills in order to prevent exposure to HIV in the health care
setting

- to identify alternatives for invasive or skin-piercing procedures in the health care
setting

- to prepare other staff to integrate universal infection control precautions into their
clinical practice.

INTRODUCTION

HIV (and other bloodborne pathogens, e.g. Hepatitis B virus) may be transmitted in the

health care setting from patient to patient, from patient to health care worker or, more

rarely, from health care worker to patient. In each of these forms of transmission, the risk

depends on the prevalence of infected individuals in the population, the frequency of

exposure to contaminated medical instruments, the nature of such exposures, the relative

infectivity of the virus, and the concentration of the virus in the blood.

Since it is not practical or desirable to identify everyone who is infected with HIV, the

strategy for preventing HIV transmission in the health care setting is to view everyone as
having the potential to be infected. The only reason to focus on identified infected

individuals is to provide counselling, support, treatment and care.



MODULE 3

This module emphasizes the inclusion of universal precautions into current nursing

practice, as recommended by both the International Council of Nurses and the World

Health Organization. Health care facilities need to ensure that their universal precautions

are consistent with national guidelines and with WHO and ICN recommendations.

LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 3)

Learning Activity 1 Routes of Transmission

Learning Activity 2 Universal Precautions to Prevent HIV
Transmission in Health Care settings

Learning Activity 3 The HIV-infected Health Care Worker

Learning Activity 4 Problem-solving

Learning Activity 5 Changing Practices in Health Care Settings

The first three Learning Activities involve the presentation of information by the

instructor, followed by an examination of this information by the class by means of
discussion.

Learning Activity 4 requires the students to work in groups and apply general information

to very specific situations. The students then present the strategies that have been

developed to the class, which then discusses them.

Learning Activity 5 is designed to prepare the student to take part in the process of
developing appropriate procedures and implementing staff education.

Learning Activity 1 ROUTES OF TRANSMISSION

Present the following information and ask students to identify specific situations in which
accidental contact with blood or other body fluids might occur. As they name situations,

write these on the board, suggesting any others which they may have omitted, e.g., giving

an injection with an unsterilized needle and syringe, assisting in the delivery of a baby

without wearing gloves, having a cut on their hands, etc.
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ROUTES OF TRANSMISSION OF HIV

HIV can be transmitted by exposure to infected blood or other body fluids. Body
fluids which can transmit HIV include the following:

• blood • cerebrospinal fluids

• semen

• vaginal and cervical

secretions

• wound secretions

• pleural fluids

• synovial, peritoneal, pericardial
and amniotic fluids

BLOOD IS THE SINGLE MOST IMPORTANT ROUTE OF POTENTIAL
TRANSMISSION OF HIV INFECTION IN HEALTH CARE SETTINGS.

Listed below are body fluids which, unless containing visible blood, have not been
associated with the transmission of HIV in the health care setting. However, since
some of these fluids and excretions (marked with a *) represent a potential source
for nosocomial and community-acquired infections with other pathogens, nurses
must exercise caution in handling them.

• faeces* • urine* • saliva* • tears*

• nasal secretions* • sweat • breast milk* • vomitus*

There is a risk of HIV being transmitted in health care settings, but this risk is very
small. In studies of health care workers who were exposed to HIV through
needlestick injuries, the risk has been shown to be less than 0.5%. The risk of HIV
transmission following mucous membrane or skin exposure to HIV-infected blood,
body fluids or tissues is even lower. The risk is low but does exist.

It is sometimes suggested that all patients (and health care providers/nurses) be
tested for HIV antibody as a means of protection for nurses. However, routine
and/or mandatory testing of either health care workers or patients for HIV
antibody is not an effective strategy for controlling HIV transmission in the health
care setting and is not recommended by the World Health Organization, as it is
impossible to identify all infected individuals. For example, a person may have
been infected and may not yet have developed antibodies. Consequently, this
person's test result will be a false negative (see Module 2). Therefore, even if
everyone is tested for HIV antibodies, it is not possible to identify everyone who is
infected. In addition, it is time-consuming and costly and may lead to a false sense of

security.
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After presenting the above information to the students, divide them into small groups and

ask them to identify situations in clinical practice in which either health care workers or

patients may be accidently exposed to HIV. Allow 30 minutes for this and then bring them

back into a large group and have each group report its findings. The instructor should list

these on the board or on large sheets of paper and, following the group reports, the
instructor can summarize using the information that follows.

SUMMARY LIST

Bloodborne infectious agents, including some Hepatitis viruses (e.g., the viruses which
cause Hepatitis B and Hepatitis C) and HIV, can be transmitted in the health care
setting in the following ways:

■ RISK TO HEALTH CARE WORKERS:

- Injury with a needle or any other sharp instrument which has been contaminated
with blood or other body fluids from an HIV-infected person

- Exposure of open wounds to blood or other body fluids from an HIV-infected
person (HIV is not transmitted through unbroken skin)

- Splashes of infected blood or body fluids onto mucous membranes and the eyes.

■ RISK TO PATIENTS:

- Contaminated instruments (needles, syringes, scalpels and other instruments for
invasive procedures) that are being re-used without being adequately
disinfected or sterilized

- Transfusion with HIV-infected blood

- Skin graft, organ transplant or donated semen from an HIV-infected donor

- Contact with blood orother body fluids from an HIV-infected health care worker
(e.g., midwife, surgeon, or dentist).

Finally, the instructor should reassure the students that the principal risk of HIV infection

is from sexual exposure to the virus and, if appropriate infection control precautions are

implemented, the transmission of HIV or any other bloodborne infectious agent is unlikely
in health care settings.

Learning Activity 2 UNIVERSAL PRECAUTIONS TO PREVENT
HIV TRANSMISSION IN HEALTH CARE
SETTINGS

Divide the class back into small groups. Using the summary list from Learning Activity
I, ask the students to identify the precautions needed to prevent HIV transmission in each

of the situations identified. Allow 45 minutes forthis and then have each group report back
to the class.
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PREVENTION OF HIV TRANSMISSION IN HEALTH CARE SETTINGS

The instructor should discuss each situation comprehensively and ensure all staff

recognise appropriate infection control precautions, as described below.

INFECTION CONTROL PRECAUTIONS

■ TO PREVENT INJURIES FROM NEEDLES AND OTHER SHARP INSTRUMENTS:

• Never bend, break or recap disposable needles, but dispose of them immediately
with the attached syringe in a thick cardboard, glass, heavy plastic or metal
container. These should be located as close as is practical to the area in which the
needles are used.

• Place disposable sharp instruments in a thick cardboard, glass, heavy plastic or
metal container immediately after use.When full, seal the container carefully and
bum or bury in a hygienically controlled sanitary landfill.

• Place re-usable sharp instruments (e.g., needles, scalpels, etc.) in a glass, heavy
plastic or metal container immediately after use. Wear thick gloves to carefully
clean needles and all other sharp instruments (and syringes) before disinfection or
sterilization.

• Avoid unnecessary handling of contaminated sharp instruments, including needles.

■ TO PREVENT EXPOSURE OF OPEN WOUNDS AND MUCOUS MEMBRANES:

• Cover broken skin or open wounds with watertight dressings.

• Wash hands with water and soap immediately after any contact with blood or other
body fluids.

• Specimens of blood and other body fluids should be placed in containers with
secure lids to prevent leakage during transport. Avoid contamination of the outer
surface of the container.

• Wear suitable gloves when expecting exposure to blood or body fluids and when
handling blood specimens.

• Linen soiled with blood and other body fluids should be transported in leak-proof
bags, or folded with the soiled part inside. It should be washed in hot water with
detergent.

• During assistance at childbirth, the nurse may be exposed to extensive amounts of
blood. Planning for childbirth in the hospital or in the home should include obtaining
gloves, aprons, soap and water.

• Wear protective glasses when blood splashes are expected, such as during major
surgery, childbirth or dental procedures.

• Mouth-to-mouth suction of newborns should be replaced with mechanical or
electric suction devices.

• Mouth pipetting should be replaced by mechanical pipetting in all laboratories
handling blood and other body fluids.

• Resuscitation bags should be made available in health care settings in which
resuscitation is likely to be needed.
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■ PREVENTING HIV TRANSMISSION VIA CONTAMINATED INSTRUMENTS:

• All re-usable instruments must be cleaned and disinfected or sterilized between

use.
• Disposable equipment must be used only once and then appropriately discarded,

i.e.,  burnt or buried.
• Promote oral medication rather than medication by injection when possible; if

clients prefer injections, explain why oral medication is preferable.

• Teach patients to avoid injections and skin-piercing carried out by practitioners
who do not sterilize their equipment.

■ PREVENTING HIV TRANSMISSION VIA TRANSFUSION OF
HIV-CONTAMINATED BLOOD OR BLOOD PRODUCTS:

• All blood for transfusion should be tested for markers of HIV infection. In areas
where testing is not feasible, blood transfusions should only be given when
absolutely necessary, to treat a life-threatening condition.

• Where possible, replace blood transfusions by other suitable intravenous fluids,
e.g., dextrose and/or dextran 70 or Ringer7s solutions.

• For patients who are anaemic, the cause of anaemia should be sought and
treated. It is better to prevent the cause of anaemia (hookworm, malaria or
malnutrition) than to give transfusions.

■ PREVENTING HIV TRANSMISSION FROM HIV-CONTAMINATED ORGAN
OR TISSUE TRANSPLANT OR SEMEN DONATION:

• Test all donors for HIV antibody prior to any donation.

■ SPILLS OF BLOOD OR OTHER BODY FLUIDS ONTO SURFACES (e.g. TABLE,
FLOOR):

• Remove blood or other body fluids with paper towels or old newspapers. Take
care not to get blood on the hands i.e. wear gloves where possible. Cloth towels
maybe used, but will then be contaminated and must be handled as soiled linen.

• Wash surface with hot water and soap.

• Decontaminate with intermediate or low-level disinfectant, e.g. sodium hypochlorite.

■ DISPOSAL OF WASTE:

• Liquid, such as blood, can be flushed into a sanitary sewer or pit latrine.

• Solid waste, for example, blood-soaked dressings, sanitary pads and napkins,
placentas or tissue biopsy specimens should be burned or carefully buried.
Caution: avoid placing these materials in open dumps to which animals and
children have access, and avoid burying materials where there is a possibility of
their being dug up or where they might contaminate water sources.
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PREVENTION OF HIV TRANSMISSION IN HEALTH CARE SETTINGS

Summarize this session by reminding students that it is not possible to identify, with any
degree of accuracy, who is and who is not infected with HIV. Consequently, the

precautions devised to prevent HIV transmission in health care settings apply to all
patients, all the time, in all clinical settings. This concept has become known as universal

precautions and is now an essential feature of modem nursing practice. In addition,
emphasize that the same good practice techniques will also protect patients from the

remote possibility of becoming infected with HIV from an infected health care worker.

Learning Activity 3 THE HIV-INFECTED HEALTH CARE
WORKER

BACKGROUND INFORMATION

Only one suspected case of health care worker-to-patient transmission of HIV infection
has been reported (and the route of transmission in this case has never been
established), and the chances of it occurring are very small. HIV-infected health care
workers are not a risk to patients during routine work activities, but may be more so
during invasive procedures. In addition, HIV infection will progressively impair the
immune system and, consequently, HIV-infected health care workers are more likely
to acquire nosocomial infections from patients with contagious diseases, e.g.,
pulmonary tuberculosis.

Divide the students into small groups and ask them to discuss the following questions:

• Should all nurses be tested for HIV antibodies?

• If a nurse knows that she/he is infected with HIV, what should she/he do?

• What restrictions should be placed on clinical assignments for health care workers
known to be infected with HIV?

Allow 30 minutes for this exercise and then have each group report back to the class, to
allow for open discussion. Try to arrive at some consensus of opinion and summarize

important points agreed by the class.

Learning Activity 4 PROBLEM-SOLVING

Present two or three of the following situations which may commonly occur in health care

settings. Read examples to the class, and have them decide whether the action taken was

appropriate or inappropriate, and discuss why. This activity may also be carried out as a
small group activity, in which each group discusses an individual situation and defends its
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decision to the class. This allows for a frank and outspoken discussion by those who may

be resistant to the application of universal precautions, and is more likely to encourage
better practices. Correct answers are presented to the instructor. Several possible scenarios

are presented. The ones most appropriate for the students should be selected. The

instructor is encouraged to develop more specific scenarios describing problems that the

students may encounter in their own country.

SITUATIONS

1. Anursearrivesatahealthcentretocollectsuppliesfortheoulreach immunization
service in a nearby village. She gets sterilized syringes, and asks for a safe
container for the used syringes. She is told to putthem in a small bowl that is only
large enough for the syringes and not for the needles. She says she cannot handle
the needles and gets a big metal jar with a loose lid.

2. A nurse/midwife orders supplies for the following month. There is a budget, but
the request is too expensive. She says, "Well, what will it be? Gloves or a new
stethoscope? My stethoscope is old, and I need gloves too. What shall I do? I will
order the stethoscope!"

3. A nurse gives a patient an injection. She reminds herself not to recap a disposable
needle, and looks around for a needle container. She does not see one and
decides to put the cap back on the needle. (N.B. Instructors should note that
disposable needles and/or syringes may not be locally available.)

4. A nurse/midwife is responsible for the training of traditional birth attendants in the
district. She has ordered gloves for them, but has been told they are not available.

5. A nurse throws disposable needles in the waste container, which is emptied once
a day into a plastic bag and taken to be buried.
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POSSIBLE ANSWERS

1. The nurse has found a good solution to her problem.

2. The nurse/midwife is not thinking about her personal protection. She should try
very hard to have gloves always available for delivering babies. It is best to have
a few pairs per delivery so that she can change gloves, if necessary.

3. This nurse is running a high risk! If she has no container to put the uncapped
syringe in, there is another solution. Use the "scoop method", by putting the cap
on the table, pushing the needle into it and, without holding the cap in the other
hand, securing it.

4. If it is impossible to get gloves, the nurse/midwife should teach the traditional birth
attendants to wash their hands frequently with soap and water. They should also
be taught to cover any cuts they may have on their hands with waterproof
dressings. N.B. Good hand-washing technique is always important!

5. The people who remove the waste are at high risk of injuring themselves from
needles sticking through the plastic bag. People may collect needles. Needles
need to be kept in a hard container for storage, for example, in oil cans, beer
bottles or plastic bottles, until they are disposed of. (Strong cardboard boxes are
better than a plastic bag!) If the needles can be burned, that is the best method
of disposal. If that is not possible, they can be disposed of in a pit latrine or buried
where they will not be dug up.

Learning Activity 5 CHANGING PRACTICES IN HEALTH CARE
SETTINGS

Divide the class into groups and select one of the following situations for each group, or
develop other situations which are appropriate for your area. Ask the group to answer the

questions. Have each group appoint a recorder, who takes notes and then presents the
group’s plan to the class. Give a minimum of 30 minutes for the small group discussion

and follow it up with 10 minutes for each group to present its respective situation and

solutions.

An alternative for this activity would be to describe the situation and the solutions to the
students; ask them to role-play how to teach the patient or the staff, and to write a letter

to the responsible authority.
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SITUATION 1

A woman brings her baby, who has a fever, to the clinic. When the baby is given
tablets instead of an injection, the mother becomes angry. This is a community in which
nurses have given a lot of medicine by injection when available, because the people
believe it works better. Sterilization procedures are difficult, given the lack of sufficient
equipment needed for daily use, and the nurse is worried that clinic staff may be giving
injections with unsterile equipment.

1. Whatareyourobjectivesforyour patient? For the community? (What do you want
to accomplish?)

2. In meeting your objectives, what may be difficult to teach?

3. What could you do to convince the mother that unnecessary injections should be
avoided?

4. How could you to teach others in the community that injections are not always
better than pills? What information would you provide?

5. What can you do to prevent staff from using unsterile syringes and needles? What
will you tell them?

POSSIBLE ANSWERS

1. To give oral medication, whenever possible, and to avoid unnecessary injections;
to try to make the mother satisfied with this; to teach staff to use sterilized needles
and syringes; to obtain sufficient equipment; to teach the community about
unnecessary injections.

2. The mother thinks injections are better. The community is used to injections. Hence,
changing attitudes may be difficult.

3. Tell her how medicine is absorbed; draw a simple diagram to show how medicine
goes into the bloodstream from the stomach.

4. Contact local community leaders and talk to them about the problem; ask their
advice; request a meeting and teach groups of people what you have told the
mother.

5. Plan training for the staff immediately after the clinic closes for the day.
Demonstrate the correct way of handling and sterilizing dirty syringes and
needles. Provide information about how HIV is transmitted. If the problem is that
there are not enough needles and syringes, obliging the clinic to re-use them,
discuss with your supervisor the possibility of writing a letter to the person
responsible at national level, informing him or her of your concern. Discontinue
the practice of unnecessary injections. Contact a local agency, such as a church
mission or the Red Cross, and ask them for more needles and syringes.
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SITUATION 2

A man comes to the health centre with a fever and a swollen arm. He says he has gone
to a lay practitioner for injection. The practitioner is a local leader who is highly
respected in the community. You know the man would respect his advice more than
yours, and are afraid he will stop coming to the clinic if you suggest that the practitioner
is doing something wrong.

1. What are your objectives for the patient? For the community? (What do you want
to accomplish?)

2. What problems could you face in meeting your objectives?

3. What strategies could you use to prevent the patient from seeking injections from
the practitioner?

4. What strategies could you use to teach others in the community to avoid seeking
injections from lay practitioners?

5. What strategies could you use to teach local practitioners to sterilize their
equipment?

POSSIBLE ANSWERS

1. To encourage everyone in the community to avoid getting injections from
untrained people; perhaps to train local practitioners.

2. The patient trusts the practitioner and the community also trusts him. You are seen
as an outsider.

3. Explain to the patient the mode of transmission of HIV, tetanus, and other
infections. Treat the infection, which will help him gain trust in you and your
expertise. Draw simple diagrams to explain about microorganisms. Find out why
people go to the practitioner.

4. Check the law to find out who is allowed to give injections. If lay practitioners
cannot by law give injections or buy medicines, contact your local supervisor
about the problem. Approach the practitioner and explain to them your concerns
about possible HIV transmission and ask their advice. Call a meeting of local
people in the community and explain to them the dangers of having injections from
equipment which is not properly sterilized.

5. If the practitioner is working within the law, explain the problem to him and offer
to show how to sterilize needles and syringes. Consider ways to make more
syringes available, if necessary.
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SITUATIONS

Your group is a management committee in a hospital working on the development of
new policies and procedures for infection control precautions to prevent the transmis­
sion of bloodborne pathogens. You are to develop a plan for teaching the staff how
to use these procedures. The staff include nurses on the wards and in the emergency
room, the housekeeping staff, and the laboratory workers. They have used the same
procedures for twenty years, and you have already heard some laboratory staff and
nurses say they want to have all patients tested for HIV antibodies.

1. What are your objectives?

2. What problems are likely to arise in meeting your objectives?

3. What changes should you make to existing policies?

4. Whom do you propose to teach about these changes?

5. How will you teach them (for example, in small or large groups, in lectures, or with
demonstrations of techniques)?

POSSIBLE ANSWERS

1. To implement universal precautions throughout the hospital and to have all staff
use and understand these precautions.

2. Possible problems include: the staff are used to disease-oriented infection control
precautions; they are used to other ways of doing things; they have no confidence
in what you tell them; and a general shortage of supplies may exist.

3. To use precautions when dealing with blood and other body fluids from everyone;
not to label specimens as infectious, but to treat them all as infectious; to wear
gloves when drawing blood and during any procedure in which contact with
blood or other body fluids is a possibility.

4. Everyone who may have contact with patients or specimens needs training in
universal precautions. Otherwise, people will be confused when they see others
changing their procedures.

5. One method would be to visit each department individually (each nursing unit,
each housekeeping team, the laboratory, etc.) and provide information to small
groups. Those concerned can then ask questions.
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SITUATION 4

You are part of a clinical management committee that has been formed to study ways
to limit the number of unnecessary blood transfusions. It has been discovered that
several children may have become HIV-infected from blood transfusions. Most are
anaemic as a result of malaria. You have been told that screening of blood for HIV
may be set up within one year.

1. What are your objectives?

2. What are the most common medical conditions requiring blood transfusions in
your work setting?

3. What other interventions are there besides blood transfusions which might solve
these medical problems (both to prevent the problem and to treat the problem once
it exists)?

4. Who needs to know about these solutions?

5. How will you present these solutions to them? (What kind of person will they listen
to? What information will convince them that there is a problem? How can you
convince them of the solutions?)

POSSIBLE ANSWERS

1. To prevent HIV transmission by blood transfusion.

2. Malaria; sickle cell anaemia; blood loss due to haemorrhage at childbirth, trauma
or surgery.

3. Malaria: identify cases early and treat the disease before the anaemia develops;
discuss vector control. Sickle cell anaemia: give recommended childhood vac­
cines; treat all illnesses early; treat exacerbations early. Blood loss due to surgery,
childbirth, trauma: check the haemoglobin content and with minor blood loss, if
possible, give intravenous, high molecular fluid replacement rather than blood.
Strengthen antenatal services to prevent complicated labour.

4. Malaria and sickle cell anaemia: parents need to know the symptoms; nurses in
district health centres need to identify cases early and to guide parents; and
treatment needs to be provided. Blood loss: physicians and nurses in surgery,
labour and delivery rooms and in emergency rooms.

5. Nurses can teach parents and community members. Sometimes having a meeting,
and asking a respected community leader to introduce you, will give even more
importance to the problem. If members of the community know that people are
getting HIV infection from blood transfusions, they are more likely to be
concerned. If you then present beneficial solutions, they will probably be
interested in implementing them.

In addition, nurses can become local experts on HIV infection and can arrange
in-service education for their colleagues.
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4 • THE PSYCHOSOCIAL IMPACT OF
HIV INFECTION ON THE
INDIVIDUAL AND THE COMMUNITY

GENERAL OBJECTIVE

On completion of this module, the student should be able to identify the psychosocial
factors that affect people with HIV infection, and be aware of the nurse’s role in relation
to social attitudes and their effects on the individual.

SPECIFIC OBJECTIVES

On completion of this module, the student should be able:

- to understand the way in which some diseases are stigmatized

- to discuss the social and cultural attitudes and beliefs that affect individuals infected

with HIV and their care

- to describe the ways in which HIV infection might have a psychosocial impact on

individuals and their community, and the relevance of social attitudes

- to identify existing resources in the community that can meet the psychosocial needs

that affected individuals can have

- to describe the constraints that nurses work within in meeting the psychosocial needs

of people with HIV (cultural, social, ethical and professional)

- to identify strategies for strengthening and developing community-based support

systems for people with HIV infection.

INTRODUCTION

This module deals with the response of the community to the AIDS pandemic, the ways

in which the psychosocial effects of infection are influenced by this response, and the role

of nurses in decreasing these effects and strengthening community resources.

All societies affected by the AIDS pandemic have reacted with varying amounts of fear

and discrimination towards those infected, or at risk of being infected with HIV. This has

compounded the often devastating psychological and social consequences of an HIV

diagnosis. ~
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Nurses are, of course, members of the societies they live in and are influenced by prevailing

cultural, social and religious attitudes. This can sometimes affect their attitudes towards

those they care for and lead to conflicts with professional guidelines. Nurses who are

working to change social attitudes about any aspect of AIDS care or prevention can find

themselves at odds with their communities and with local policies relating to HIV. Nurses

in many countries have developed proven strategies to tackle these difficulties, but always

have to work within certain constraints.

LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 4)

Learning Activity 1 Stigma and Disease

Learning Activity 2 Attitudes to HIV and AIDS

Learning Activity 3 Psychosocial Impact of HIV Infection on the
Individual

Learning Activity 4 A Personal Experience with HIV Infection

Learning Activity 5 Existing Resources for Support in the
Community

Learning Activity 6 Constraints and Strategies for Nurses

Ground Rules

Whenever people discuss personal attitudes and beliefs about controversial subjects, there

is the possibility that strong feelings might be expressed. AIDS raises issues connected
with sexuality, death, drug use, prejudices, morals, religion and many other difficult areas.

For this reason, it is important that students feel safe enough to discuss such issues.

Therefore, before beginning any of the Learning Activities, it is worth spending 15

minutes establishing some rules that will provide a framework that encourages participa­

tion.

One way of doing this is for the teacher to stand beside a large sheet of paper or writing

board and write up a set of agreed ground rules that will be displayed throughout the

module. The teacher and the student group are jointly responsible for ensuring that the

rules are observed.
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The teacher can begin this process by asking the students what would make it easier for

them to discuss their attitudes and beliefs about AIDS and the related social issues. Each
suggestion should be discussed and agreed upon before being added to the list of ground
rules.

If the group has difficulty in deciding its own rules the teacher may make suggestions. Here

are some possible ground rules that have been found to facilitate group discussion:

- no pressure on students to share personal views and experiences

- confidentiality to apply to any information that is shared

- respecting the rights of others to hold opinions we disagree with

- making sure everyone has the opportunity to speak.

The establishing of such ground rules should create suitable conditions for proceeding

with the Learning Activities, but it is possible that further adjustments to the rules may be
necessary.

Learning Activity 1 STIGMA AND DISEASE

Tell the students that they are going to compare social attitudes and beliefs about AIDS

with those held about other diseases.

Divide the class into discussion groups of 3 to 5 members. Ask each group to elect a leader

who can record the group’s ideas and report them back to the class. Each group will need

a pen and a (preferably large) sheet of paper.

Ask each small group to call out, in turn, the name of a disease that affects people in their
community. Ensure that there is as little duplication as possible. Ask each leader to divide

their sheet of paper into two columns. They should then write “AIDS” at the head of one

column and the other disease they named at the head of the other.

Tell the groups that they have 15 minutes to list as many ways as possible in which AIDS

and the other disease are seen as being different by members of their community. Inform
the students that these differences may be the result of differences in attitudes, beliefs,

theories, religious ideas and so on.

When the task has been completed, ask each of the group leaders to present to the class

a summary of the differences identified by the groups.

Then invite the whole class to discuss the reasons why they think AIDS is seen as being

different from many other diseases, and what implications this might have for individuals

with AIDS.

Summarize the key points that emerged during the Learning Activity.
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Learning Activity 2 ATTITUDES TO HIV AND AIDS

Tell the students that in this session they will have the opportunity to explore and clarify

their own attitudes towards HIV and AIDS. Invite them to be as honest as possible, and

remind them of the ground rules they agreed.

Divide the class into smaller discussion groups of 3 to 5 members. Ask each group to elect

a leader who can record the group’s ideas and report them back to the class. Each group

member will need a copy of the statements listed below. Alternatively the statements can

be written up and displayed for all the students to see.

Here is the list of statements that can be used. Other statements may be added or substituted

as the teacher wishes.

1. People with AIDS are to blame for bringing this disease on themselves.

2. Nurses should be able to refuse to care for a patient with AIDS.

3. The AIDS epidemic could be stopped if laws against prostitution and homosexual
behaviour were made stronger, and if foreigners were sent home.

4. People with AIDS should have the same rights as all other patients.

5. HIV is a just punishment for immoral behaviour.

6. All nurses should be tested for HIV antibodies and removed from practice if found
to be positive.

7. Nurses should have no fears at all about caring for people with AIDS.

8. All patients should be tested for HIV antibodies, whether they consent to it or not.

9. People with HIV who continue to have sex should be put in prison.

10. People in my community will never use condoms to protect themselves against HIV
because they encourage immoral behaviour.

First of all, ask the students as individuals to write their own individual responses to each

of the statements provided. Encourage them not simply to put “yes” or “no”, “agree” or

“disagree”, but to give reasons in support of their views. After approximately 10 minutes

ask them to discuss their responses in their small groups. Their goal is to agree on a group

answer that reflects the views of the individual students involved. Obviously this stage

involves a considerable amount of debate so allow longer, maybe 20 to 30 minutes.

Then, with the class, deal with each of the statements in turn, asking some or all of the small

group leaders to report on the ideas expressed in their groups.

It is important that the teacher does not seek to correct or criticize views that he or she

disagrees with at this stage, but allows a free expression of them. The teacher should 
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facilitate any discussion that ensues for the remainder of the time allocated for this

Learning Activity.

Learning Activity 3 PSYCHOSOCIAL IMPACT OF HIV
INFECTION ON THE INDIVIDUAL

This Learning Activity is intended to increase students’ understanding of the psychosocial
consequences of HIV infection and how these can be influenced by social attitudes.

First of all, ask the students to work individually on a written task. This task could be set

as homework before the start of the session to save time.

The students should be asked to imagine themselves in the position of someone who has

just found out that they are HIV-infected, and to write a list of what they think their likely

needs would be:

- in the first 24 hours following the diagnosis

- in the first two weeks

- in the first six months.

Remind the students that these needs may be physical, psychological, social or spiritual.

Get the students to work in small groups of 3 to 5 with elected leaders. Ask them to share

their written work with each other, and to produce a list of the seven most important needs

at each of the three stages following diagnosis (there will probably be some needs that get

listed in each of the “stages”).

The teacher should then ask one of the group leaders to present the findings of their

particular group, preferably writing the “needs” in three columns, corresponding to the

three periods listed above, on a board at the front of the class. The other group leaders can

be asked if they have anything to add that is not already covered.

Once this process has been completed, the teacher will be able to make some summarizing

comments:

1. Although nurses commonly focus on the physical aspects of HIV infection this
exercise usually reveals that a majority of the needs expressed are psychological
or social in nature. This underlines the importance of good psychosocial care.

2. The lists of needs produced by the groups are usually very similar. The students
can be assured that if the same task were carried out by a group of HIV-positive
people, the resulting lists would also be similar. This helps them to see that a)
people with HIV are not so different from themselves, that b) they have an ability
to beempathic, and thatc) there is a lot of scope for effective nursing interventions
to meet the large number of psychosocial needs.
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In the second stage of this Learning Activity the teacher takes each of the “needs listed

in front of the class and asks the students to supply for each different one:

— one way in which the community response (attitudes or behaviour) to that infected

individual might be unhelpful, or make matters worse

- one way in which a nurse might be helpful in meeting that need.

This further work can be carried out in front of the whole class with the teacher in a

facilitating role, or may be done, once again, in small groups and then fed back to the class

by the leaders of the smaller groups.

Learning Activity 4 A PERSONAL EXPERIENCE OF HIV
INFECTION

For this activity, a person with HIV or AIDS is invited to speak to the class. It is often the

case, particularly in areas of low seroprevalence, that face-to-face contact of this kind is

the most effective way of encouraging nurses to empathize with affected people.

Specifically, they become more aware of the personal impact of the disease and more able

to gauge the likely effects of their own attitudes, and those of the community, upon people
with HIV infection or HIV-related illnesses.

Typically such a session would begin with the person with HIV or AIDS telling the group

something of their personal story. Then the students can be invited to ask questions. This
structure should be varied to suit the wishes of the visiting speaker.

It is very important that the invited person should feel comfortable talking to groups of

students and should be prepared by the teacher for the types of questions that may be asked.

It is essential that the teacher spends some time with the guest speaker after the session to
discuss how it went and listen to any points the speaker wishes to raise.

It is also possible that the students might feel uncomfortable asking questions, in case their

classmates think they are being rude or showing their ignorance. One way of encouraging

free communication is to ask the students to prepare their questions in advance by writing

them on small pieces of paper, anonymously. The teacher can then collect them in and ask

a selection of questions. Another advantage of this method is that inappropriate questions

can be screened out!

At the end of the session, while the teacher is talking it over with the guest speaker, the
students can be asked to discuss their reactions in small groups. A large group discussion

can then be held when the teacher returns for the remaining time available.
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Learning Activity 5 EXISTING RESOURCES FOR SUPPORT IN
THE COMMUNITY

In this session, existing resources will be identified and linked to the meeting of specific
needs.

The list of needs compiled in Learning Activity 3 should be used as the basis for this

session. The list of needs should be reviewed in the light of the personal experience of the

person with HIV/AIDS, who came to speak to the students during Learning Activity 4,
before proceeding. It is also important that the teacher has a good level of knowledge about
possible sources of support for people with HIV/AIDS.

Ask the group to take each “need” in turn and list all the community resources that might

be utilized. These might include professionals, AIDS-specific community organizations,

other community organizations, informal and family relationships, statutory and religious
bodies.

This exercise is probably best done in the large group setting. The students will be better

able to pool their knowledge, the teacher will be able to fill in gaps, and unnecessary
duplication can be avoided.

Once a comprehensive list has been compiled the students could do some project work in

small groups; if time allows they could undertake to visit or write to some of the individuals
or organizations mentioned and then report back to their fellow students. This is an

effective way of increasing the knowledge of the whole group about the resources

available.

Learning Activity 6 CONSTRAINTS AND STRATEGIES FOR
NURSES

This session allows nurses to acknowledge and explore the factors that limit them to some

extent from meeting the perceived needs of people with HIV and AIDS, and to develop

possible strategies to minimize these limitations. It is important that difficulties can be

faced honestly but it is also important that the nurses can experience being potentially

effective agents of change.

For this learning activity the students must have access to the International Council of

Nurses Code for Nurses (see Appendix 3), and any national, local or hospital policies

relating to HIV/AIDS (if such policies exist). It will be helpful if these materials have been
read by some or all of the students before beginning the learning activity. If this is

impractical, the materials should at least be on hand for reference.
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Divide the students into small groups of 3 to 5 with elected leaders who can report back

to the large group.

Ask the group to reflect on their experiences of Module 4 as a whole and to spend 20

minutes answering the following questions. The questions should be put up on a board at

the front of the class or copies supplied to each group.

QUESTIONS:

1. What barriers and limitations might nurses face in your community in trying to
meet the needs of people with HIV/AIDS?

2. Are there any conflicts between the International Code for Nurses, any local
policies that you are aware of, and actual nursing practice that you have seen?

3. Why do you think these inconsistencies exist?

4. Can anything be done to tackle these inconsistencies?

The group leaders should write down the group responses. Some or all of the group leaders
should then be invited to report back, and the teacher can then facilitate a discussion in the

class about the various points raised.
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5 • DEVELOPING
COUNSELLING SKILLS

GENERAL OBJECTIVE

On completion of this module, the student should be able to understand the basic theory

and practice of counselling as it relates to people with HIV/AIDS and to preventing the

spread of HIV. They should feel able to begin using the skills themselves with adequate
guidance and support.

SPECIFIC OBJECTIVES

On completion of this module the student should be able:

- to identify the counselling skills that are appropriate when talking to patients in the
context of HIV

- to understand why counselling skills are important in relation to HIV

- to be aware of the barriers that obstruct effective communication

- to reflect on examples from their own clinical practice where counselling skills could
have been used more effectively

- to understand the issues involved in pre- and post-HTV antibody test counselling.

INTRODUCTION

Counselling in the field of HIV/AIDS is sometimes provided by specialist counsellors who

have been trained for that specific role.

More often, however, other health and social care professionals use counselling skills in

the course of their work to achieve similar goals. However, all health and social care

professionals use communication skills that are the foundations of such counselling skills.
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LEVELS OF EXPERTISE

Communication skills: Listening and advising as part of carer's professional role

Counselling skills: Focusing on fears and specific problems; helping individuals

to formulate strategies and coping mechanisms

Counselling: Formal use of a counselling model within a designated professional

relationship, to alleviate psychological distress

In the field of HIV/AIDS, counselling skills can be used in any encounter between nurses

and patients. In practice they are used in two basic ways:

1. Preventing transmission of HIV infection

2. Providing psychosocial support to those infected or affected (e.g., a patient’s family)

by HIV.

A diagnosis of HIV infection or AIDS, or even discussion of the possibility of infection,

is stressful. People have to face the possibility of many changes, losses and adjustments,

often in situations of social isolation or poverty. There will be implications for all aspects

of their lives. Patients can be overwhelmed by the number of problems and potential

problems that they face. There is some evidence that life expectancy can actually be shorter

in patients who feel least supported. There is a good deal of evidence that quality of life

can be improved by appropriate counselling interventions.

These patients can be greatly helped if they can talk about their problems. At the very least,
two minds are better than one at sorting out alternatives and fully exploring the issues
involved.

Also, any discussions about HIV will be more effective if counselling skills are used to

explore specific issues for individuals. It is tempting for busy health professionals simply

to give information and advice and then leave the patient to fend for themselves. This

approach can only be of limited effectiveness. Information given within a supportive
framework is more likely to be acted upon. Just as health professionals can lapse into

impersonal “advice giving”, patients sometimes appear to want their carers to adopt this

role. It is natural, in the short term, for distressed people to want carers to “take over” and

do their thinking for them. However, patients who are told what to do take longer to find

the answers most suited to their own personalities and circumstances.

Counselling skills, properly used, are simply tools to help
individuals seek and find their own solutions to the dilemmas they face.
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DEVELOPING COUNSELLING SKILLS

LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 5)

Learning Activity 2

Learning Activity 1 Rationale for the Use of Counselling Skills
in HIV/AIDS

Barriers to Effective Communication

Learning Activity 3 Reflections on Clinical Practice

Learning Activity 4 Issues in Pre- and Post-Test Counselling

Learning Activity 1 RATIONALE FOR THE USE OF
COUNSELLING SKILLS IN HIV/AIDS

The students should be given the opportunity to revise any previous learning about basic
communication and counselling skills before this session. However, even if they have

done very little learning about this topic in the past, this learning activity can still be useful.

After introducing the topic, tell the students that they are going to be exploring the qualities

that are needed for the effective application of counselling skills.

Divide the class into two groups. If possible, arrange for one of the groups to work in

another room. Say that you would like one group to take the viewpoint of two types of

patient:

- type a) a patient seeking advice on HIV prevention

- type b) a recently diagnosed HIV-infected patient.

Give this group a large sheet of paper and the opportunity to elect a leader who will write

down their ideas and present them later. Then ask the students in this group to spend 20

minutes listing all the personal qualities that they would want from a nurse in both cases.

How would they want the nurse to behave towards them? What kind of skills would they

want to see if they were going to find an encounter with the nurse beneficial?

Equip the other group with a sheet of paper too, and give them the opportunity to elect a

leader. Ask them to spend 20 minutes listing all the personal qualities and interpersonal

skills that might help them to be effective in terms of:

- prevention

- support.

Then ask the two leaders to swap groups. The “patient” leader will go into the “nurse”

group and the “nurse” leader will go into the “patient” group.
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Ask the two leaders to brief to the group they have moved to and to discuss any issues that

arise. Do the “nurses” and “patients” feel that the needs and skills explored are compat­
ible? The teacher should move between the two groups to observe what is going on. This

stage should take a further 20 minutes.

At the end of this time the two groups should join together again and spend another 20

minutes in a teacher-led discussion about what has been learned in the exercise and what

the implications are for nursing practice.

Learning Activity 2 BARRIERS TO EFFECTIVE
COMMUNICATION

Counselling skills are specialized forms of communication skills. Nurses spend almost all

their time communicating with patients. Verbal and non-verbal messages that pass

between nurse and patient can have therapeutic or non-therapeutic qualities and outcomes.

In HTV/AIDS the combination of patients with complex needs, together with the demands

of busy nursing staff, can produce a less than therapeutic environment where communi­

cation is blocked by various barriers. In this Learning Activity, the students will be able

to increase their level of awareness of these barriers.

Begin by telling the students that they will be doing an exercise about communication.

Divide them into pairs and ask them to decide between themselves who is partner 1 and

who is partner 2. Then say that for the next 5 minutes you want all the “l”s to talk to their

“2”s about a pleasant personal experience (you can suggest topics like: a favourite meal,

a long journey, a favourite film, etc.). Tell the listener in each pair that their role is to listen

attentively and not to interrupt. After the teacher has let the 1 ’s speak for 5 minutes, stop

them and ask them to swap roles with the 2’s, who must also select a similar topic and speak

about it for 5 minutes.

Then request that the students reflect back on the exercise and ask:

a) if they were aware of any barriers or difficulties that affected their ability to

communicate when it was their turn to be the speaker

b) if they could think of anything that would have helped them to communicate more

freely

c) how they would have felt discussing something of a deeply personal or distressing

nature instead of a pleasant experience.

The teacher should then discuss with the class what they feel they have learned from the

experience and what are the implications for their nursing practice.
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Learning Activity 3 REFLECTION ON CLINICAL PRACTICE

Counselling skills are difficult to learn in the classroom setting. A nurse’s counselling

skills tend to improve with practice in the clinical setting. This improvement is helped by
having the opportunity to reflect on their practices. Increasingly the value of such a process
is being recognized in the caring professions. The opportunity to reflect on practice can

be very helpful, both as a learning tool and as something that has a direct impact on the
quality of nursing care.

This Learning Activity can be adapted to suit any client load, as it is not AIDS-specific.

When these modules are being used by students with little experience of HIV/AIDS, other
clinical experience can be the subject of reflection. The process is the same.

Tell the students that they are going to be working in small groups of 3 to 5 members for

the next 50 minutes. They will not be feeding back any information to the class about their
discussions so it is not necessary to elect group leaders. The discussions that take place

in the groups are to be confidential, and information shared in them should not be passed

on.

Each group should have a list of the questions on the next page, or be able to see them
displayed at the front of the class.

Tell the students that once they are settled in their groups they should each think of an

incident with a patient that has left them troubled in some way; either because they feel

they did not handle the situation well or because they were left with difficult feelings

afterwards. Suggest that the students take it in turns to reflect on these incidents using the

framework of questions above as a guide. Encourage the group members to be supportive

and understanding of one another.

The class should be re-convened by the teacher for the final 10 minutes and asked how it
felt to do the exercise. It would not be appropriate to ask for details about what went on

in the various groups.
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• How would you describe the incident in
detail?

• How did the incident make you feel at the
time?

• What do you feel about it now?

• How do you feel about anyone else who
was involved?

• Is there anything that you or another
professional could have done more
effectively in the circumstances?

• What might have helped in the situation?

• Which counselling skills might have been
helpful in the incident and how might they
have affected the outcome?

• Is there anything that you would still like to
do in relation to the incident?

• How would you feel about facing a similar
incident in the future?



DEVELOPING COUNSELLING SKILLS

Learning Activity 4 ISSUES IN PRE-TEST AND POST-TEST
COUNSELLING

Many nurses become involved in counselling related to the HIV antibody test. Sometimes

they have had little training, and sometimes the amount of counselling that takes place is

minimal. Different societies have various practices in relation to testing. For example, if

an individual has little or no choice about whether or not they are tested, pre-test

counselling may be undervalued if it is seen purely as a means of obtaining informed

consent to testing.

It could be argued that some kind of psychological preparation for the test and its possible

implications is still important even where freedom of choice is limited. Therefore,
whatever the current practices are in a particular community in relation to testing, most of

the issues raised for the individual being tested are similar to those anywhere. As has been
mentioned earlier in this module, counselling skills are best learned by experience. In the

classroom role-play is a technique that can be used to “rehearse” possible interventions at

a safe distance from real patients. Even when there is little likelihood that a particular
group of students is going to be involved in this kind of counselling in the clinical area,

role-play can be a useful way of bringing the issues involved to life.

Nevertheless, role-play is not always popular with teachers or students. Some find it too

difficult, embarrassing or unreal. If the teacher is not confident using the technique, it is

best avoided, otherwise role-play may become still more unpopular!

An alternative approach which is almost as effective, and which can be more acceptable

to students, is astructured discussion. Instead ofplaying the roles of, for example, a nurse

in a testing centre and a client seeking counselling prior to a test, two students could pair

up and discuss the issues involved from the viewpoints of the nurse and the patient
respectively. The exercise could also be done in threes, with the third member acting as

a neutral presence. After allowing the discussion to continue for 10 minutes they could stop

and talk about the various issues raised for a further 10 minutes before returning to the class
for a teacher-led discussion in which they can pool their ideas. The same exercise could

be repeated in relation to post-test counselling.

If, however, the role-play method is to be used, here are some suggestions:

Pre-test counselling

The WHO guidelines (Appendix /) could be set as a reading assignment to be completed

before the session. Alternatively the teacher could present the material.

Reassure the students that they will not be role-playing in front of the whole class but will

be working in threes: nurse/counsellor, patient, and observer. If there are students left over

they can become extra observers.
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Do not force the group to use role-play if they do not want to, but explore what it is they

do not like about it, before reverting to the structured discussion method.

Tell the students who are playing the “patient” role not to invent stories or personalities

that are too extreme or difficult to deal with. Suggest that they maintain their own

personalities but with a few minor modifications and some plausible fictitious reason why
they might have come for a test. They should also not behave as if they have a lot of

information about HIV.

Do not let the role-play run for more than 10 minutes.

The observers should watch the interaction in their groups carefully and give feedback for

ten minutes following the role-play.

The nurse/counsellor should imagine that they are working in a testing centre. They should

use counselling skills to help the patient come to a decision about whether to have the test.

Reassure them that much more time than 10 minutes would be needed for this process!

Once the role-play and the ensuing debriefing in threes has been completed, re-assemble

the class and spend 10 minutes asking what the students have learned from the experience.

I Post-test counselling

Prepare a number of small pieces of paper (folded up) bearing the words “Your patient is
HTV-antibody positive”; one for each group of three.

Ask the students to return to their roles and give the “results” to the nurse/counsellors.

Tell them that they have a further 10 minutes to work in their threes followed by 10 minutes
debriefing time.

Once again re-assemble them in the class and ask them what they have learned from the
experience.

If time permits, they might want to use the same method but have an opportunity to change

roles. Also, they might want to use the same technique to role-play a discussion on HIV

prevention between a nurse and a patient.
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GENERAL OBJECTIVE

On completion of this module, the student will, in culturally appropriate terms, be able to

describe to a person the measures he or she can take to prevent infection with HIV.

SPECIFIC OBJECTIVES

On completion of this module the student should be able:

- to describe patterns of sexual behaviour in their community

- to identify personal feelings, cultural and religious values and taboos which might

affect the nurse’s ability to educate patients about HIV transmission and its prevention

- to describe in culturally acceptable terms how drug and alcohol use may be related to

HIV infection and how to reduce the risk

- to discuss risk reduction with patients in the health care setting.

INTRODUCTION

Nurses are well placed to provide education aimed at reducing the risk of HIV transmis­

sion. They are perceived as reliable sources of health information and people often feel

more comfortable discussing personal matters with them than with others. People’s sexual

and drug-using behaviour is normally a very private matter, so nurses need to be skilled

at putting people at their ease when discussing potentially embarrassing topics.

Counselling skills are needed to enable patients to make viable and sensible health choices

so that they can protect themselves and others. It is essential that nurses are able to convey

detailed and accurate information about sexual and drug-using behaviour in a culturally

appropriate way. The transmission of HIV is preventable. It is therefore vital that there is

no misunderstanding about exactly how the virus is, and is not, transmitted.
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LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 6)

Learning Activity 1 Patterns of Sexual Behaviour

Learning Activity 2 Barriers to Health Education

Learning Activity 3 Relative Risks in Sexual Behaviours

Learning Activity 4 Discussing Risk Reduction

Learning Activity 5 Discussing Substance Use

Learning Activity 6 Risk Reduction in Substance Use

Ground Rules

Whenever people discuss personal attitudes and beliefs about controversial subjects, there

is the possibility that strong feelings might be expressed. AIDS raises issues connected

with sexuality, death, drug use, prejudice and many other difficult areas. For this reason

it is important that students feel safe enough to discuss such issues. Therefore, before

beginning any of the Learning Activities, it is worth spending 15 minutes establishing

some rules, as suggested previously, that will provide a framework that encourages

participation.

One way of doing this is for the teacher to stand beside a large sheet of paper or writing

board and write up a set of agreed ground rules that will be displayed throughout the

module. The teacher and student group are jointly responsible for ensuring that the rules
are observed.

The teacher can begin this process by asking the students what would make it easier for

them to discuss their attitudes and beliefs about AIDS and the related social issues. Each

suggestion should be discussed and agreed upon before being added to the list of ground
rules.

If the group has difficulty in deciding on its own rules the teacher may make suggestions.

Here are some possible ground rules that have been found to facilitate group discussion:

- no pressure on students to share personal views and experiences

- confidentiality to apply to any information that is shared

- respecting the rights of other to hold opinions we disagree with

- making sure everyone has the opportunity to speak.
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Learning Activity 1 PATTERNS OF SEXUAL BEHAVIOUR

Explain to the group that because HIV is mainly sexually transmitted, it is important that
they are aware of patterns of sexual activity in their community. Reassure them that

although it can sometimes be uncomfortable for them to discuss sexual issues, they will
be doing a lot of the work in small groups and will be under no pressure to reveal any
personal information.

Ask the students to pair up with someone in the group that they normally feel comfortable

talking with and with whom they would feel least embarrassed discussing sexual matters.

Assure them that they will not have to feed any information back to the class unless they
wish to.

Then ask them (in their pairs) to discuss the following questions - which should be

displayed for them at the front of the class. One member of each pair should write down

their answers, but the written work will not be collected in by the teacher. This should be
made clear.

About 30 minutes should be allowed for this part of the Learning Activity.

QUESTIONS

In our community, in your opinion:

• What are the cultural, religious and social norms (or "rules") that influence sexual
behaviour? Do you agree with them or not?

• In what ways do these norms help to prevent the spread of HIV?

• Are there any ways in which these norms encourage the spread of HIV?

• By whom and in what ways are these norms not always followed?

• Why do you think that people sometimes fail to follow these norms of behaviour?

• Are there differences in what is socially acceptable for men and for women in
terms of sexual behaviour?

• In what wcws do you think sexual behaviour has changed since the start of the
AIDS pandemic?

Next ask each pair to join up with another pair in the room. Any “left over” pair can be

asked to join any of the groups of four. Tell them that they have a further 20 minutes to

share and discuss their answers in their small groups.

When that stage has been completed ask them all to return to the class.
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For the final 10 minutes the teacher can either:

a) Discuss how the group felt about doing the exercise; or

b) Ask the group for concluding statements about the main ways in their community that

patterns of sexual behaviour are related to the spread of HIV infection.

If they have found the exercise embarrassing or difficult, the first alternative would be the

best choice. The group may need extra time in addressing their difficulties in discussing

sexual matters if they are going to continue with the module. It is very important that such

difficulties are not seen as failures by the teacher. Indeed there is a positive aspect to such

difficulties because they are similar to those that their patients might have in discussing

sexual matters. Confronting their own difficulties will help the students to empathize with

their patients and be sensitive to their problems.

If, on the other hand, the group has been able to discuss these questions with little

difficulty, alternative b will further enhance their confidence during discussions of sexual

matters in the larger group.

Learning Activity 2 BARRIERS TO HEALTH EDUCATION

This Learning Activity is intended to make the students more aware of the obstacles they

face in becoming more effective health educators. They will also be able to identify

strategies that enable them to tackle some of the obstacles they face, and will hopefully

begin to perceive themselves as agents of social change.

Tell the students that in the session they will be able to discuss the problems they face in

becoming more effective as health educators, as well as think about some ways of dealing
with these problems.

Divide them up into small groups of 3 to 5 members with an elected leader who will record

the proceedings of the group and report information back to the class.

Each group should be given a large sheet of paper and a pen and asked to divide the paper

into four quarters with the following headings:

Personal Professional

Interpersonal/Social Religious/Cultural

Now give them approximately 20 minutes in which to list the various barriers or

difficulties they face in becoming more effective health educators, under each of the

headings.
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When they have completed their lists, ask some or all of the group leaders to report back
to the class.

Now ask the small groups to go through their lists again circling the items that they feel

unable to do anything about (e.g., under the “Religious/Cultural” heading there may be
items like, “It is not acceptable for a female nurse to discuss sexual matters with a male
patient”).

Then on a second large sheet of paper, ask the small groups to a) draw up a realistic plan

of action that would help them to deal with the problems that they have not circled and b)

list the ways in which they think their community would need to change in order to reduce

the circled problems. Again allow approximately 20 minutes for this stage. After the group

leaders have again reported back, facilitate a large group discussion of the issues raised

and the different ideas put forward.

Learning Activity 3 RELATIVE RISKS IN SEXUAL BEHAVIOURS

The teacher should tell the class that in this session they will be learning about the risks

involved in different types of sexual behaviour, and will become more familiar with using
culturally appropriate sexual language. If the group is feeling fairly confident by now
about discussing sexual matters, the session can be done as a teacher-led, large-group

activity. If the students are still uncomfortable in this area, they will find it easier to work

in small groups, with the teacher giving the correct answers to the class afterwards.

Begin by explaining that all human activities have risks attached to them but that there are

ways of minimizing these risks. A light-hearted way of beginning the session is to ask the

groups how many (non-sexual) ways they have risked their lives in order to be in class
today. Write them on the board and then ask them to think of ways in which they minimize

the risks attached to these daily activities. Explain that, in principle, sexual behaviour is
similar to the behaviours they have discussed, and that there are relatively safe and

relatively unsafe forms of sexual behaviour in terms of HIV transmission.

If this Learning Activity is being undertaken in the class, you should at this point stick two

signs on the wall, some distance apart. One sign should say “MOST DANGEROUS” and
the other one should say “MOST SAFE”. You must also have prepared in advance a large
number of cards or strips of paper. Each card should bear the name of one particular
behaviour and sometimes a few words of explanation for the less familiar activities. The

sexual behaviours should be considered as taking place with an HIV-infected partner.

6.5



MODULE 6

LIST OF SEXUAL BEHAVIOURS

Sexual fantasy

Masturbation (touching ones own genitals in a way that feels good sexually)

Mutual Masturbation (two people touching each other's genitals)

Kissing on the cheek

Kissing mouth to mouth

Hugging

Vaginal intercourse without a condom

Vaginal intercourse with a properly used condom

Anal intercourse (penis in the anus) without a condom

Anal intercourse (penis in the anus) with a properly used condom

Cunnilingus (mouth contact with a woman's genitals)

Fellatio without a condom (mouth contact with a man's genitals)

Fellatio with a condom (mouth contact with a man's genitals)

Hand out the cards at random to members of the group and ask them in turn to pin or stick

their card on the wall at a point between the two signs at which they feel it belongs. If they

are not able even to guess where their card should go, they can pass their card on to someone

else. If no-one in the group is prepared to have a guess, the teacher should pin it up. Each
person who goes up to the wall with a card relating to a sexual behaviour can ask the group

if they know of any words used in their community to describe the behaviour on the card.

Also, each person who goes up to the wall can say whether they disagree with the positions
of any cards that are already there.

Finally the teacher should move any cards that are clearly in the wrong place. The

following information should be of use in doing so.

RISK-ASSOCIATED SEXUAL BEHAVIOURS

Anal intercourse without a condom should be the most dangerous of the behaviours
displayed, closely followed by vaginal intercourse without a condom. There is
evidence that anal intercourse is a more efficient way of transmitting the virus. As with
vaginal intercourse, the receiving partner is most at risk.

Anal intercourse with a condom, followed by vaginal intercourse with a condom
should probably be next. There is evidence that condoms are more easily damaged
or slip off during anal intercourse.
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This exercise can be scaled down for work in small groups, if desired. Instead of the two

signs they can have two headings at either end of a large sheet of paper. They can then

discuss where the various behaviours (listed on a board at the front of the class) should be

written down on the continuum to best represent the degree of risk involved.

There should then be a large gap with all the other behaviours clustered at the "Safer"
end of the continuum. Cunnilingus and fellatio without a condom can justifiably be
considered to be the most risky items in this group, even though evidence would
suggest that the level of risk is very low. It should be emphasized that any risk involved
might be increased if the oral mucosa is not intact for any reason. Also, other STD's
can be transmitted in this way more easily than HIV. Mouth to mouth kissing has not
been implicated in the transmission of HIV.

Learning Activity 4 DISCUSSING RISK REDUCTION

For this Learning Activity the students need to have access to information on safe condom

use. If locally available materials are inadequate or difficult to obtain the following

guidelines can be reproduced. It will be helpful if the teacher demonstrates the stages

involved in safe condom use, using either an anatomical model, an appropriate object or

the fingers of a volunteer from the class. This last option often causes much amusement
which can help to “break the ice” in the activities that follow the demonstration.

SAFE CONDOM USE

Always use a new condom. Condoms should only be used once.

Store condoms in a safe place where they cannot be damaged by heat or moisture.

When taking the condom out of its wrapper, be careful not to damage it.

The condom can only be put onto an erect penis and should be put on before there
is any penetration.

Before putting the condom on, squeeze the first centimetre of the closed end to
remove trapped air which would place a strain on the condom during intercourse.

Hold the condom over the tip of the penis and unroll it carefully as far as it will go.
If the condom is the wrong way round it will not unroll. If this nappens the condom
should be discarded and anomer one used.

Ensure that the partner is relaxed and sufficiently aroused for penetration to be
comfortable. Forced or dry sex is a common cause of condom breakage.

If additional lubrication is needed it should never be oil-based or greasy because
that weakens the rubber of the condom.

After climax the base of the condom should be gripped firmly and the penis should
be withdrawn.

Dispose of the used condom safely.
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Begin the Learning Activity by telling the students that discussions with patients about

sexual risk reduction are not simply a matter of relaying information about HIV transmis­

sion and safe condom use. Sexual behaviour always takes place in a context, and there are

many factors that influence people’s ability to make safer choices in terms of sexual

behaviour. Effective communication skills are essential in any discussion of sexual

behaviour with a patient, because they need to discuss the information in relation to their

own life circumstances and problems.

Explain that they are going to be given a series of case studies and asked to describe the

advice and information that they would give to the individuals involved, together with any

counselling needs that are likely to emerge in each of the cases.

Alternatively, if the group is familiar and comfortable with role-play as an educational

method, they could be asked to work in threes (nurse, patient and observer) taking it in turns

to pretend to be one of the individuals in the case studies. They could choose an imaginary

setting of a community clinic, or another that they are more familiar with.

Whichever of these two methods is used, the teacher should encourage the students to

avoid giving moralistic answers but to work from a viewpoint that the “patient” can make

sense of in terms of their own life circumstances. It should also be pointed out that it will

not always be possible for people to change their behaviour - whatever the consequences

- and that this is not the fault of the health educator.

Divide the students up into small groups of 3 to 5 members with an elected leader who can

take notes about the group process and report to the class, if called upon to do so.

Each group should receive a copy of the following case histories for discussion. About 30

minutes should be allowed for this stage of the activity.
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CASE HISTORIES

1. Mr A. has been treated several times for various sexually tramsmitted diseases and
enjoys having many female sex partners. He says that he enjoys his lifestyle too
much to change it but recently has begun to worry about HIV.

2. Mrs B. has been married for several years. Her husband travels a lot and is away
for weeks at a time. She fears that he may be having sex with other women, and
worries that this might lead to her getting HIV. She is afraid to discuss the subject
with him in case he becomes angry. He wants more children but she does not.

3. Mr C. is 15 years old and has a girlfriend. He has had some sexual experience, but
is very ignorant about how HIV is spread and how condoms are used. He asks for
detailed information.

4 Mrs D. sells sexual services to support her family. She says that condoms are
expensive and that her clients offer her more money if she does not use them.

5. Mr E. and his girlfriend have been having sex for three months. Usually they use
condoms. If no condom is available they have other forms of safer sex. He wants to
know when they can stop having to take these precautions, since one day they would
like to have children.

6. Mr F. is bisexual (has sex with men and women) and says that he does not enjoy sex
as much when he uses condoms. He feels embarrassed about using them, and is
afraid his partners will suspect he is HIV-positive if he suggests their use. He does not
know whether he has HIV or not.
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Learning Activity 5 DISCUSSING SUBSTANCE USE

SUBSTANCE USE AND HIV TRANSMISSION

There are many substances which people might use to alter their moods and
perceptions. Societies and cultures hold different beliefs about these substances; what
may be acceptable to some will be unacceptable, or even illegal, to others. A
particular substance may be seen as a socially acceptable medicine or as a dangerous
and illegal drug.

Whatever beliefs people have about the use of such substances and about the people
who use them, it is important to have an understanding of the potential link between
some substance use and the spread of HIV.

The pattern of substance use in any society can have an influence on HIV transmission
in two ways:

- because of practices connected with the administration of the substance

- because of the effect the substance can have on perception, judgement and
behaviour.

By understanding the background against which substance use occurs, the nurse may
be able to make effective health education interventions that reduce the risk of HIV
transmission.

This Learning Activity is intended to make students aware of the different types of

substances that may be used. Students will also be able to discuss cultural attitudes and
beliefs that surround substance use.

Divide the students up into groups of 4 to 8, with an elected leader who will write down

on paper the answers and report to the class.

Each group is given a set of cards which have names of substances on them, e.g., opium,

cocaine, tobacco, alcohol etc., plus a pen and a large sheet of paper with the following
headings:

- Depressants — Hallucinogens 

- Stimulants — Opiates

Each group is then asked to list the substance names given on the cards under the

appropriate heading and give their reasons for doing so. Give the group 10 minutes in

which to accomplish this task. When they have completed this exercise, ask the group

leaders to report back to the class.

During the feedback from the group leaders, the teacher facilitates discussion on

substances that have been put into the various categories and mistakes are rectified. The 
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teacher writes or has prepared a list of the substance names in the correct categories on a
large sheet of paper. Allow approximately 20 minutes for this stage.

On a second large sheet of paper the teacher then asks the group to list how particular
substances from the previous exercise are viewed, i.e., which substances are viewed as

acceptable to use and which are not acceptable. There are four categories for this.

- Acceptable to Use - Not Acceptable to Use

- Legal to Use - Illegal to Use

Again, allow 20 minutes for this stage. Finally, facilitate a group discussion on the issues
raised and on the different ideas and attitudes of the students.

Learning Activity 6 RISK REDUCTION IN SUBSTANCE USE

This Learning Activity is intended to make students aware of how substance use may be

related to HIV infection and how the risks can be minimized.

Begin by explaining to the group how HIV transmission can be related to substance use.
Taking substances and getting effects from that substance can often alter the judgement

and behaviour of a person. This may lead to forms of unsafe sexual behaviour (which is

covered in Learning Activity 3). In addition, the way in which substances are used can also

influence the risk of HIV transmission, e.g., injecting equipment can easily become

contaminated when shared with others.

The instructor writes down the following methods of substance administration on six large

pieces of paper:

- ingestion - sucking or chewing - inhalation

- sniffing - intravenous injection - other modes of injections

Stick the six sheets of paper on the wall, some distance apart. Then call out a substance
name, e.g., tobacco, and ask the students to write the name of that substance under any of

the headings describing a way in which that substance can be taken. Repeat the exercise

with different substance names, e.g., cocaine, opium, alcohol, cannabis, etc.

The teacher then facilitates a discussion on the lists of substances and methods of

administration and mistakes are rectified.

Next, stick two signs on the wall, some distance apart, one sign saying SAFE and the other

sign UNSAFE. Ask the students to arrange the sheets of paper with the substance names
and routes of administration on them in between the signs according to whether they think

substances are safe or unsafe to take in terms of HIV transmission. If no one can guess

where a route of administration should go, the teacher should pin it up.
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Finally, the teacher should move any headed sheets of paper that are clearly in the wrong
place. The teacher then facilitates a discussion on safer drug use and explains that injecting

substances and sharing injecting equipment is unsafe and can lead to the transmission of

bloodborne pathogens like HIV. Some risks associated with substance use can be reduced
by taking the substance by a different route of administration. The teacher should
encourage students to avoid giving moralistic answers and it may be that some people will

not be able to change their behaviour. The emphasis is on safer use and reducing harm.
Allow 25 minutes for this final session.
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7 • NURSING CARE OF THE
ADULT WITH HIV-RELATED
ILLNESS

GENERAL OBJECTIVES

On completion of this module, the student will be able to identify nursing interventions

designed to meet the physical and psychosocial needs of the adult with symptomatic HIV-
related illness.

SPECIFIC OBJECTIVES

On completion of this module, the student should be able to:

- identify the acute and chronic physical problems associated with HIV infection and

plan meaningful nursing interventions

- describe the nursing implications of available medical treatments for the range of

common opportunistic diseases associated with HIV infection seen in their own

community

- discuss the concept of case management and the role of the nurse in enabling patients

to be cared for at home

- develop a nursing care plan based on the availability of local facilities and resources

to meet the physical, emotional, financial and social needs of people with HIV/AIDS.

INTRODUCTION

The nursing care of the person with HIV-related illness is the same as the nursing care

which is assessed, planned, implemented and evaluated for any person who is ill.

Consequently, all trained nurses are competent to care forpatients with HIV-related illness
as the same principles of nursing practice apply. In addition, many of the health care

problems people will have as a result of HIV infection will be familiar to nurses because

of their knowledge and experience of caring for people with other chronic, progressive

diseases.

To further expand the competence and confidence of nurses caring for individuals infected

with HIV, this module will provide them with an opportunity to become familiar with the

7.1



MODULE 7

range of opportunistic diseases (discussed in Module 2) seen in their own community and

the health care needs of people with these diseases. It will also present an opportunity to

discuss the nursing implications of locally available medical treatment. Infection control

issues, i.e., the concept of universal precautions, discussed in detail in Module 3, are

further reinforced in this module and nurses are reminded that any infection control

precautions judged to be appropriate for nursing individuals known to be infected with

HIV are equally applicable in all clinical settings, with all patients, all the time.

LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 7)

Learning Activity 1

Learning Activity 2

Learning Activity 3

Learning Activity 4

Nursing Interventions in Symptomatic HIV
Infection

Opportunistic Disease

Community Case Management

Case Presentation of Symptomatic HIV
Infection

Learning Activity 1 NURSING INTERVENTIONS IN
SYMPTOMATIC HIV INFECTION

This activity is intended to familiarize students with the broad range of potential health

care problems commonly seen in symptomatic HIV infection in order for them to develop

increased skills in appropriate nursing interventions.

The format of a large group discussion is used so that students can contribute and discuss

possible interventions. This will enable the instructor to draw upon the considerable

expertise which already exists within the group, and to reinforce the point that the student’s

current competencies, practice skills and knowledge are sufficient to enable them to
assess, plan, implement and evaluate meaningful nursing care for people with symptom­

atic HIV infection.

On a board in front of the class, list the following health care problems. As each problem

is listed, ask the students to describe:

- the nursing assessment and observations relevant to that specific health care problem

- appropriate nursing interventions that might be planned for a person with that
particular health care problem.
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The students’ responses should be written on the board as they are made and the instructor

can supply and list additional relevant information if it is not forthcoming from the group.

Important:

No comprehensive list of nursing interventions is given in the following list because
cultural and geographical factors, accepted practices, and the availability of resources will

vary between regions. However, the instructor should review the following list and add
or delete as appropriate.

COMMON HEALTH CARE PROBLEMS IN SYMPTOMATIC HIV INFECTION

PROBLEM POSSIBLE CAUSE

ANOREXIA

DEPENDENCE

DIARRHOEA

SKIN LESIONS

DYSPHAGIA

DYSPNOEA

MALNUTRITION

OEDEMA

PYREXIA

Physical: Lack of fine motor co-ordination, periplexal neuropathy,
ataxia, dysphasia, visual impairment and blindness, loss of hearing,

paralysis.

Cognitive: Memory loss, slowed thinking, confusion, poor processing
of information, personality changes, dementia.

May be due to lymph node enlargement as a resultt of Kaposi sarcoma.

Continuous or intermittent, often low-grade, rising during periods of
acute infection and sometimes associated with night sweats.

May be caused by a variety of skin problems, e.g. Candida, Kaposi
sarcoma, Herpes simplex/zoster, etc. Lesions often involve mucous

membranes.
Frequently seen in retinitis caused by cytomegalovirus (CMV) or may be

neurological in origin.

Commonly seen in end-stage disease, sometimes complicated by
nausea and vomiting (N.B. may be a side-effect of some agents used
in medical treatment).

May be caused by chronic disease progression, weakness, or neuro­
logical impairment (physical and/or cognitive).

Often chronic and severe, it can make the person house-bound or
confined to bed. It may cause significant weight loss and may be life­
threatening because of dehydration and electrolyte imbalance.

Frequently caused by oesophageal candidiasis.

Chest infections, anaemia.

May be due to dysphagia, anorexia or malabsorption or inadequate
intake of nutrients (especially protein). Severe weight loss (e.g.,
wasting syndrome or Slim disease) often seen in end-stage disease.

NEUROLOGICAL This may have physical and cognitive aspects:
IMPAIRMENT

VISUAL
PROBLEMS

N.B. This is not meanttobeanexclusivelistofallhealth  careproblemscommonly seen in people
with symptomatic HIV infection . The instructor is encouraged to adapt this list to local
experiences of caring for patients with symptomatic HIV infection.
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Learning Activity 2 OPPORTUNISTIC DISEASE

The instructor should briefly review the material in Module 2 in relation to opportunistic

diseases. In this Learning Activity, the instructor introduces each of the opportunistic

diseases listed below in the context of a large group discussion and explains the usual

clinical presentation of each condition. Students should be invited to give suggestions

about the actual and potential nursing care needs that might be associated with each

particular opportunistic condition. List each of the opportunistic diseases on the board or

on large sheets of paper, together with any associated nursing care needs which students

suggest (identify separately actual and potential nursing care needs, i.e., patient problems).

OPPORTUNISTIC CONDITIONS RELATED TO HIV INFECTION

OPPORTUNISTIC DISEASE HEALTH CARE NEEDS (PROBLEMS)

• Pneumonia caused by:

- Mycobacterium tuberculosis

- Pneumocystis carinii

- Cytomegalovirus

- Atypical mycobacteria

- Lymphoid interstitial pneumonitis

• Oral and/or oesophageal candidiasis

• Kaposi sarcoma

• Recurrent bacterial and viral infections

• Herpes zoster infections

• Generalized lymphadenopathy

• Herpes simplex infections

• Neurological impairment

• Wasting disease (e.g. "Slim")

• Gastrointestinal infections
(e.g. Cryptospordia)

• Neurological infections
(e.g. Cryptococcus neoformans,
Toxoplasma gondii)

• Lymphoma

• Cytomegalovirus infection

N.B. The above is not an "exclusive" list of common opportunistic conditions and the
'S encoura9ed to adaPf ^ls l'st appropriately to their own local experiences

of the clinical manifestations of symptomatic HIV infection.
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Following the above class presentation and discussion, divide the students into 4 small

groups and assign 2 to 3 opportunistic diseases, along with the actual and potential health
care needs (patient problems) identified. Instruct each group to design a nursing care plan
directed at preventing potential problems from being realized and at implementing

effective nursing management for actual problems identified. Allow 30 to 45 minutes for

small group work and then re-form the group for a final session and discuss the nursing

management for each of the opportunistic diseases discussed.

Learning Activity 3 COMMUNITY CASE MANAGEMENT

This Learning Activity gives the students the opportunity to consider the relative

advantages and disadvantages of people being cared for in a variety of settings, e.g., in

hospital, in out-patient clinics and/or in the home. This activity builds on the work

completed earlier in this module and the students will find it useful to refer to their notes
from Learning Activities 1 and 2.

HOSPITAL, CLINK AND HOME CARE

Nursing care includes patient education (see Module 6), counselling (see Module 5)
and case management. Case management may be defined as the assessment of the
patient's needs by the key worker to enable the coordination of the resources that may
be used to meet those needs. To be able to help decide which setting might provide
the most effective use of resources for each individual patient, it is necessary to
remember the possible disadvantages associated with each option, e.g.:

In-patient care in a hospital - some of the possible disadvantages might be:

- may not be appropriate
- may not be available
- may be too expensive
- may be rejected by the patient
- may be too far away from the patient's home and family.

Care in an out-patient clinic - some of the possible disadvantages might be:

may not be available
- may be too far away from home
- may not be held often enough
- may have long waiting times.

Home-based care - some of the possible disadvantages might be:

- shortage of care-givers

- lack of home nursing resources

- patient may not have a home
- places continuous demand on other family members
- other members of the family may also be sick.
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However, each of the above also has distinct advantages, e.g. hospitals are often the
ideal setting for the investigation and treatment of acute disease, while out-patient
clinics can often support patients who might otherwise require in-patient care in

hospital.

Home-based care is often the only option available or the option most desired by the
patient. It is a possible alternative to hospital or clinic care if:

- there is a support system to provide care, e.g. family, partner, friends

- the nurse can provide teaching and support
- the patient prefers to spend the terminal phase of their illness at home

- the patient is comfortable and confident about home care.

The instructor should divide the class into 4 small groups and ask them to review the

common health care problems identified in Learning Activity 1 and the appropriate nursing

intervention for each of those problems. Each group will also need to review the health care
needs identified in Learning Activity 2. Following this review, each group will need to

focus on the following questions:

• How might the nursing interventions identified in Learning. Activity 1 be
implemented in the home setting?

• What teaching and support would be necessary to enable the extended family or
friends to provide care for a person at home?

• What local clinical resources are available to support nurses caring for patients
in their own homes?

Reform the class and ask each group leader to report back in plenary session.

Learning Activity 4 CASE STUDY OF SYMPTOMATIC HIV
INFECTION

In this Learning Activity, the students are provided with a Case Presentation which raises

the major issues that might need to be dealt with when caring for a patient with

symptomatic HIV infection.

The class should be divided into 4 small groups and each group should be given a copy of

the case study. The students should be asked to read it, to assess and identify the nursing

care needs of the patient and to answer the questions which follow each section. Group
leaders should report back in a plenary class discussion. Instructors are encouraged to

adapt or develop their own Case Presentations which may more appropriately present the

nursing care needs of patients in their own communities, who are being cared for at home.
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CASE STUDY-PART A

Mrs. P is a 28 year-old woman who lives with her husband and three children in a
village outside a large city. Her husband is a truck driver who is absent three or four
days a week. Her mother lives nearby. Mrs. P has not felt well for the past year and
her mother has frequently taken care of the two younger children during the day and
the older child after school. Mrs. P has no appetite, has had diarrhoea and has
gradually lost 10 kilograms in weight. She thought she had intestinal parasites, a
common problem in her village, so six months ago she went to the health clinic where
she was treated for parasites. However, since then the diarrhoea has become more
frequent and the lymph nodes in her neck are swollen and tender. She has fevers
nearly every evening and wakes up during the night soaked with sweat. This week,
she has white patches in her mouth and a sore throat. When she swallows, she has
a burning feeling in her chest just beneath her ribs. She is dehydrated. You are seeing
her at the district health centre.

■ IDENTIFY THE NURSING CARE NEEDS OF MRS. P
• What additional information do you thinkyou need to ask Mrs. P in order to decide

what action to take? What do you suspect is the underlying medical reason for
Mrs. P's many different problems?

• What immediate nursing care needs and interventions would you implement for
her?

• What nursing support would Mrs. P require in relation to any potential emotional
or social issues she may have to cope with?

• What referrals or further investigations might be appropriate and available?
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CASE STUDY - PART B

Mrs. P is admitted to the hospital and rehydrated. A scraping of her tongue reveals
oral candidiasis. The doctor thinks that she also has oesophageal candidiasis because
of the burning feeling in her chest and her difficulty in swallowing. Nystatin tablets are
prescribed and she is also given nystatin suspension to swill around her mouth for the

oral candidiasis.

Stool specimens are taken and are negative for parasites, but positive for acid fast
bacilli (AFB). Blood studies reveal anaemia and the presence of AFB. The doctor asks
Mrs. P for consent to have a blood test for HIV antibodies and explains the reasons
why he feels this test is necessary. He also very carefully explains to Mrs. P what a
positive and a negative result might mean. Aftercareful thought, Mrs. P agrees to have
the HIV antibody test. This test is positive for HIV antibodies.

A chest x-ray does not demonstrate pulmonary tuberculosis (TB) and the doctor
explains that the positive AFB in the stool and blood specimens are probably the result
of atypical mycobacterial infection {Mycobacterium avium-intercellulare, MAI), i.e.,
AAAI and not tuberculosis. He prescribes ethambutol and streptomycin which may
control AAAI. The doctor writes this in the chart and asks you to accompany him when
he tells Mrs. P. that her diagnosis is AIDS. Mrs. P is extremely upset and wants her
mother contacted immediately.

■ IDENTIFY THE NURSING CARE NEEDS OF MRS. P
• What specific information indicates to the doctor that Mrs. P has AIDS?

• What should the nurse know about the administration and possible side-effects of
the medications prescribed by the doctor?

• What counselling interventions will you plan to help Mrs. P cope with her
diagnosis?

• What are her educational needs in relation to her anaemia and weight loss and
how will you plan to help meet these needs?
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8 • THE IMPACT OF HIV INFECTION AND

HIV-RELATED ILLNESS ON WOMEN

GENERAL OBJECTIVE

On completion of this module the student will have gained an understanding of the possible

risk to women of HIV infection and acquired an ability to anticipate the pre-natal and post­

natal needs of women related to HIV infection.

SPECIFIC OBJECTIVES

On completion of this module the student should be able:

- to identify the risks of HIV infection to which a woman and her unbom child may be

exposed

- to describe the influences in society which may put women at risk of acquiring HIV

infection

- to discuss the health education and counselling needs of women who may be at risk
of HIV infection

- to describe the effects of HTV infection and HIV-related illnesses on a pregnant woman

and her unborn baby

- to implement safe practices related to the care of women during pregnancy and

childbirth, applicable to any setting

- to develop teaching strategies for traditional birth attendants and pregnant women,

related to reducing the risk of HIV infection.

INTRODUCTION

This module addresses the particular risks of HIV infection that women may face and their

vulnerability due to their role and status in society. The effects of HIV infection on
pregnancy are considered as is the challenge the infection poses for the mother, her unborn

child and those involved in their care.
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Learning Activity 1 provides students with opportunities to examine the position and role

of women in society and how these may influence the risk of HIV infection for women.

Learning Activity 2 focuses on the health education needs of women and appropriate

health education strategies to meet these needs. It also considers the choices available to

women, which may be discussed in a counselling situation.

Learning Activity 3 addresses the implications of HIV infection, related to pregnancy,

childbirth and the postnatal period and discusses safe practices, applicable to any setting.

Learning Activity 4 describes strategies forteaching safe clinical practice in midwifery to

midwives and traditional birth attendants.

BACKGROUND INFORMATION

Women's vulnerability to HIV infection is directly related to their status in society,
including social and cultural expectations about their sexuality. In addition, they carry
a much greater burden than men in terms of the social and cultural impact of the
pandemic, not least because of their traditional role as care-givers. WHO is currently
developing a strategy to assist member States to develop a national plan which will
more effectively address the impact of HIV infection and AIDS on women. This strategy
will include objectives such as:

• reducing women's vulnerability to HIV/AIDS related to socio-economic status,
e.g. by increasing their social, economic, legal and political status and providing
and strengthening programmes and services which meet their needs

• reducing the incidence of HIV infection (and other sexually transmitted diseases)
in women, e.g., by reducing their biological and social vulnerability to HIV
infection and other sexually transmitted diseases, and reducing their vulnerability
to the bloodborne transmission of HIV

• reducing the social and cultural impact of HIV infection and AIDS on women, e.g.,
by increasing women's ability to determine their own HIV status, and their access
to health care, and to enable them to decide upon their own family planning
options and reduce their care-giving burden.
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Learning Activity 1 WOMEN IN SOCIETY

The instructor should review with the class the routes of HIV transmission, i.e., sex,

transfer of infected blood and blood products and perinatal (vertical) transmission. List
these routes on the board and ask the class to identify in which ways women in particular

may be exposed to infection. List these on the board.

The students should then be divided into small groups to consider the following questions:

. 1. Traditionally,whatisawoman'sroleinthissociety?Whataretheadvanfagesand
disadvantages of being a woman in this society?

2. How does the status and role of women affect a woman's ability to:

a) control her own fertility and obtain contraception?

b) have access to health care?

c) negotiate safer sex?

Issues arising from this may include traditional customs and taboos related to the role of

women, inequality between men and women and lack of power, effects of poverty and

prostitution, lack of education for women, high cost and poor availability of contraception,
and poor health care, especially related to pregnancy and childbirth.

From the feedback (leaving the list on the board) and referring back to the routes of

transmission, the instructor should lead the class discussion on to identifying the specific

HIV-related risks to which women are exposed. This may be discussed in terms of the

following:

• Women who have unprotected sex with

i) a partner who has other sex contact

• 1 ii) many sexual partners

iii) someone who has a sexually transmitted disease

• Women who have unprotected anal intercourse

• Women who have received blood transfusions in the past

• Women who are injecting drug users or who are the partners of injecting drug
users.
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Learning Activity 2 HEALTH EDUCATION AND COUNSELLING

NEEDS OF WOMEN

Health education needs of women

The instructor should remind the class of the content of Module 6 which will be applied

in this section specifically to women. In Module 6 the students considered patterns of

sexual behaviour in their community, and what might be the barriers to effective education

and risk reduction for patients in a health care setting.

The instructor should remind the class that education is a vital aspect of preventing HIV/

AIDS. Education is essential because it can affect the health of the whole family and

society. The class will be considering the particular educational needs of women.

Using a board or a large piece of paper, the instructor will ask the class to identify the

specific health education needs of women in their society in relation to HIV infection and

AIDS. Possible needs identified might include:

• Knowledge of what the disease is and how the virus is transmitted, especially
among women and children

• Knowledge about the effects of HIV in women and children

• How transmission of the virus can be prevented in women and children.

Health education strategies

Divide the class into groups of 6 to 8, consisting if possible of students with related duties
or common interests.

Each group has the task of devising a health education initiative, related to one of the areas

of needs they have identified. They must take into account the possible barriers to health

education specifically related to women [see Module 6], as well as issues such as access

and resources.

Possible strategies might involve using local community groups, traditional women’s

groups, maternal and child health clinics or other health care outlets, as well as through
media particularly targeted towards women.

Each group will summarize their discussion and present their strategy to the rest of the class.

Counselling needs of women in relation to HIV infection

As well as group health education initiatives, it is important to consider the needs of

women on an individual basis, especially if they feel they have been in situations
associated with an increased risk of HIV exposure. This section will consider possible
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IMPACT OF HIV INFECTION AND HIV-RELATED ILLNESS ON WOMEN

strategies for counselling women individually. Students should review Module 5 before
undertaking this section.

The purpose of the section is to enable students to consider the possible choices open to
a woman who has, or may have been, exposed to the risk of HIV infection.

The teacher can refer to Module 6 for possible teaching strategies. One suggested method
is to ask the class to divide into pairs. They are then given a brief case history of a woman

who believes that she has been at risk of HIV infection. They are to consider the possible

realistic options open to her. The pair should discuss the issues from the viewpoints of the

nurse (or health worker) and the patient. The pairs will then return to the class for feedback.

The teacher should list the options from the health worker’s and the patient’s viewpoints
separately. Depending on the size of the group, each pair can consider all the options or
an individual.

THE OPTIONS FOR THE PATIENT MAY INCLUDE:

S HAVING AN HIV ANTIBODY TEST...
THIS OPTION, SEEN FROM THE HEALTH WORKER'S VIEWPOINT

- enables him/her to make informed decisions about the management of
patient and family

- he/she must consider the consequences to the patient and family and the
possible support they will need

- the availability and cost of the test must be taken into account.

THIS OPTION, SEEN FROM THE CLIENT/PATIENT'S VIEWPOINT

- enables her to make informed decisions about her future and her family

- should also include consideration of:

• the impact on her relationship with others e.g., her husband and/or
family, irrespective of the result

• possible future support she will need

• the access to health care

• the impact on her role/job in society.

■ NOT HAVING AN HIV ANTIBODY TEST...
THIS OPTION, SEEN FROM THE HEALTH WORKER'S VIEWPOINT, CAUSES
- continued uncertainty about the management of the patient and family

- inability to give appropriate support and advice.

WHILE FROM THE PATIENT'S POINT OF VIEW, THERE IS

- continued anxiety and uncertainty
- the impact on her relationships with others, e.g., her husband and/or other

members of her family, etc.

- the need for access to appropriate health care and advice.
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■ IF THE TEST IS POSITIVE AND SHE IS PREGNANT...
THE HEALTH WORKER'S VIEW MIGHT FOCUS ON
— advice to the woman in relation to what is known about perinatal transmission

and possible consequences to the woman of continuing the pregnancy

- legislation and local attitudes/beliefs related to abortion

- the health care support the woman will need if the pregnancy continues

- confidentiality and issues related to the family.

THE PATIENT'S VIEW MIGHT ENCOMPASS
- understanding the consequences to herself and the child of continuing with the

pregnancy
- patient's beliefsand attitudes to abortion and the woman's role in childbearing

- husband's and family's reaction to abortion

- her personal or cultural need and/or to have descendants

- possible future health care and support needs.

The feedback from the pairs should be followed by a discussion on the role of the nurse/

health worker in these situations and on the practical help which they are able to offer.

Such help may include:

• counselling

• referral:

- to HIV counsellor

- to midwife

- for contraceptive advice

- to obstetrician/gynaecologist

- for advice on safer sex

- for information on health care facilities and resources.

Learning Activity 3 THE PREGNANT WOMAN AND HIV
INFECTION

The purpose of this section is to discuss the implications of HIV infection and HIV-related

illness in pregnancy and during the postpartum period and the assessment of the pregnant

and postpartum woman.

The instructor should present the following material to the class:
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HIV INFECTION AND PREGNANCY

Women who are infected with HIV may transmit the virus to their babies during
pregnancy, during delivery and through breast feeding. This risk varies according to
a number of factors. These factors include whether the mother was seropositive before
her pregnancy (or became infected during the pregnancy) and her immunological
and health status during the pregnancy. Current data suggest that the risk of an HIV­
positive mother infecting her unborn child is approximately 30%.

Access to prenatal counselling is often limited. Therefore, many women who are at
risk are pregnant before their initial contact with a nurse or health care worker. In
many areas HIV-antibody testing is not available. Even in areas where testing is
possible, some HIV-positive women may wish to continue their pregnancy. If nurses
and health care workers are to provide informed support for their patients, they must
be aware of current information related to transmission of the virus from mother to
child.

A baby can be infected through vertical transmission in the following ways:

a) In utero by transmission from an infected mother to her fetus (HIV has in some cases
been found in the unborn baby after only sixteen weeks gestation)

b) During delivery

c) During breast-feeding. The WHO/UNICEF 1992 statement on HIV transmission
and breast-feeding summarizes the current position relating to infant feeding (see
Appendix 2)

The instructor should conclude by indicating that mother-to-baby transmission of HIV has

an impact at a personal level and at a broader level, in that it affects future generations.

Assessment of the pregnant woman

Present this short case history to the class either using handouts or by writing it on the

board. You can adapt the case history according to local circumstances.

CASE HISTORY

Mrs. T. is a 19 year-old woman, who is 6 months pregnant with her first baby.

She attends the maternal and child health clinic for the first time. She says that she feels
tired, does not appear to be gaining weight and is breathless when she walks.

There is a high prevalence of HIV infection in the area.

Divide the class into groups of 6 to 8. Ask each group to discuss how they would assess

this patient, how they might clarify the diagnosis and what advice they would give her.



MODULE 8

Ask the students to address the following questions in their discussion:

1. What are the possible causes of her condition?
2. What questions would they ask her, which might help them find outwhat is wrong?

3. What tests might be carried out to assist in the diagnosis?

4. What advice would they give her?

Summarize on the board the feedback from each group. Possible responses to each

question are summarized below:

1. CAUSES
Anaemia due to:

- malnutrition - worm infestation

- malaria - tuberculosis

- HIV-related illness - Sickle cell disease

2. QUESTIONS
General health history including:

- duration of illness

- incidence of other diseases in the family (HIV infection, Tuberculosis)

- recent attacks of malaria

3. TESTS
- Chest X-ray

- Haemoglobin and full blood count

- Sickle cell test

- Microscopy of stool sample

- Microscopy of sputum sample

- HIV antibody test

4. ADVICE
- rest

- explanation about HIV infection and AIDS

- information on good nutrition

- advice on safer sex/personal hygiene

- encourage regular attendance at clinic to monitor condition

- to enlist family support
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IMPACT OF HIV INFECTION AND HIV-RELATED ILLNESS ON WOMEN

Conclude by emphasizing the importance of careful assessment to provide early recogni­

tion of HIV infection and other conditions, and the importance of appropriate treatment
and support.

Learning Activity 4 ASSESSMENT OF SAFE WORKING
PRACTICES DURING CHILDBIRTH

Ask the class to divide into small groups. Give each group a fictional case history, which

illustrates one of the situations below, or develop situations which they are likely to

encounter in their practice.

Some situations may present problems relating to inadequate resources or to the large

quantities of blood involved. There are no easy answers as to how nurses or midwives can
protect themselves from coming into contact with blood during labour and delivery. The
basic guidelines presented in Module 3 must be followed.

The following is a list of situations which could be illustrated by a fictional case history:

1. Childbirth in hospital where sterile conditions for delivery are available

2. A home delivery by a midwife in a house with hot running water, a gas stove and
a toilet (a water closet)

3. A home delivery by a traditional birth attendant in a house with water carried from
a well, a wood fire for heat and a pit latrine for a toilet.

Ask each group to refer to the guidelines identified in Module 3 for the prevention of HIV

transmission in health care settings, and to develop appropriate strategies for the assigned
situations based on the guidelines. Ask the students to consider:

a) How would a delivery normally be conducted in these circumstances?

b) The risks to which the attendant will be exposed and why (e.g., contact with blood)

c) How these risks could be minimized.

Areas which should be considered include:

- examination of the woman during labour

- position for delivery

- rupture of the fetal membranes

- bleeding from vaginal tears and episiotomy

- contact with urine and faeces

- handling the baby

- cutting the umbilical cord and cord care

- examination and disposal of the placenta.
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MODULE 8

EXPOSURE TO BLOOD

The process of labour and delivery may involve extensive contact with blood. Because
this entails the risk of HIV infection, precautions should be taken to minimize contact
with the mother's blood by the baby and by those attending the mother. These
precautions may include using barriers such as gloves, though these may not be
available in many settings. Some practices associated with labour and delivery are
shaped by tradition and may involve risk to others by exposing them to blood. Such
practices could be changed to lessen exposure.

When the students have completed this activity (about 45 minutes) ask each group to report

back its findings. Have the class discuss each presentation, the precautions and strategies

that have been suggested.

Complete the activity by discussing:

1. How do nurses and midwives who have inadequate resources cope with fears of
becoming infected?

2. What measures can nurses and midwives take to ensure that they have the
resources to deliver babies safely?

Remind the class that the same principles and precautions apply to the continuing care of

mother and baby after delivery.
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CHILD WITH HIV-RELATED ILLNESS

GENERAL OBJECTIVE

On completion of this module, the student will be able to describe the clinical conse­

quences of HIV infection in children and initiate interventions to meet the nursing care
needs of both the affected child and his/her family,

SPECIFIC OBJECTIVES

On completion of this module the student should be able:

- to identify ways in which infants and children can be exposed to HIV

- to recognize the signs and symptoms of HIV-related illness in children, with reference
to either the CDC or WHO classification systems

- to plan appropriate nursing care for the affected child and relevant support for the

family

INTRODUCTION

As the majority of children with HIV infection and HIV-related illness become infected

by perinatal (vertical) transmission, nurses are often caring for the entire family (many
members of which are sick or dying) presenting problems of diminishing social support

for the sick child. In addition, HIV-related illness in children are different from that seen
in adults. Nurses will need to be able to differentiate between paediatric HIV-related

illness and other common illnesses seen in children in order to plan appropriate nursing

interventions.

Learning Activity 1 reviews the possible means of HIV transmission in children and the

feelings this may create for those affected.

Learning Activity 2 explores the clinical consequences of HIV infection in children and

describes two common classification systems used to stage paediatric HIV infection.

Learning Activity 3 facilitates the development of skills in assessing, planning, imple­

menting and evaluating nursing care for affected children and their families.
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MODULE 9

Learning Activity 1 HIV TRANSMISSION IN INFANTS AND

CHILDREN

The purpose of this exercise is to identify and explore reactions to HTV infection and the

special issues it raises within affected families. A broad range of powerful feelings and

anxieties will be seen, from guilt at infecting someone else (e.g., husband transmitting HIV

to his wife, mother infecting her child, etc), fear for the future (who will take care of the

children if the mother and father become ill or die?), to hopelessness and despair.

Begin this session by reviewing appropriate information from Modules 1 and 8 and focus

on the background information below.

TRANSMISSION OF HIV TO CHILDREN

Most children infected with HIV, including those with AIDS, have become infected
during pregnancy during or shortly after birth (i.e., vertical transmission). HIV
infection can occur before birth (in utero infection) after only 15 weeks gestation.
Infection can also occur during delivery (intrapartum infection) when the infant is
exposed to infected maternal birth fluids. Virus may be present in cervical secretions
and there is the added risk of exchange of blood between mother and child during
birth. Infants may also be infected after birth (postpartum infection). Infection from the
ingestion of breast milk has been described in several cases where mothers acquired
their infection shortly after birth from a blood transfusion. Children can also become
infected following transfusion of HIV-contaminated blood or blood products. The use
of non-sterile equipment in health care facilities or by traditional practitioners may
also expose children to the risk of HIV infection. Additionally, children may be infected
following sexual exposure to the virus or exposure from injecting drug use practices.
Finally, in cultures where adolescent children (aged 13 to 18 years) have their first
sexual experience with a prostitute, or where child prostitution or sexual abuse of
children is common, there will be added risks for children.

Following presentation of this information to the class, have them discuss the most

common means by which infants or children are infected with HIV in their local

community. List each transmission mode on the blackboard and, with reference to Modules 6
and 8, review strategies for the primary prevention of HTV infection in infants and children.

Then divide the class into small groups and ask them to discuss the following questions:

What thoughts and fears might:

• a mother who is infected with HIV have for her 4 month-old child?
• a parent have for his/her child who received a blood transfusion?
• a 12 year-old prostitute, who works on the streets of your nearest city, have on

discovering that he/she is infected with HIV?
• a family of four, two infected with HIV and two not infected, have?
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CARE OF THE INFANT OR CHILD WITH HIV-RELATED ILLNESS

Allow 30 minutes for small group discussions and then have each group report back to the class.

After the small groups report back, list the issues on the board and discuss with the class

where nursing intervention may be useful, e.g. counselling, advice on health care facilities,
referral to appropriate agencies for fostering or adoption and secondary and tertiary

prevention. Complete this Learning Activity by presenting the following information to
the class.

MOTHER-TO-FETUS/iNFANTTRANSMISSION

The transmission rate of HIV infection from mother-to-fetus/infant during pregnancy
at time of delivery and through breast-feeding is approximately 30%.

The risk of HIV transmission through breast-feeding must be weighed against the well-
recognized immunological, nutritional, psychological and contraceptive benefits of
breast milk and/or breast-feeding {see WHO Guidelines on Breast-Feeding in
Appendix 2],

It is difficult to determine whether a newborn infant is HIV-infected. In HIV-infected
women, maternal HIV antibody is passively transmitted across the placenta to the fetus
during pregnancy. This antibody can persist in the infant new bom infant for as long
as 18 months. Consequently, during this period, the detection of HIV antibody in
infants does not necessarily mean that an infant is infected.

Tests for the direct detection of HIV, e.g. through virus culture, polymerase chain
reaction (PCR) are becoming available. These tests can determine the child's HIV
infection status more definitively. However, they are both very costly and complex to
perform.

Conclude by answering any questions or further clarifying any points raised in discussion.

Learning Activity 2 HIV-RELATED ILLNESS IN INFANTS AND
CHILDREN

Begin this Learning Activity by asking anyone in the group with experience in caring for

infants or children with HIV infection to describe to the class what health care needs such

children had. Follow on from this brief introduction to the session by presenting the

following background information.
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HIV-RELATED ILLNESS IN INFANTS AND CHILDREN

The most common symptoms of HIV infection in children ore:
- weight loss - failure to thrive - fever

- chronic diarrhoea - oral thrush

Oral thrush, which often recurs after treatment, can be the first indication of HIV

infection.

HIV-infected children have an increased frequency of common paediatric infections,
such as ear infections and pneumonia. In developing countries, other diseases, such
as chronic gastroenteritis and tuberculosis, are also frequent in these children. In
addition, the symptoms common to many treatable diseases tend to be more persistent
and severe in HIV-infected infants, e.g. recurrent fever, diarrhoea and generalized
dermatitis. Moreover, HIV-infected infants do not respond as well to treatment of these
conditions and are more likely to suffer life-threatening complications.

Enlarged lymph nodes and an enlarged liver are common in children infected with
HIV. As HIV infection progresses, opportunistic diseases also begin to appear. Finally,
many, if not most, of these children have some type of neurological involvement, such
as developmental delay or encephalopathy.

The majority of infected infants develop disease early in life and have a high mortality.

Diagnostic Criteria for AIDS in Infants

Following the presentation of the above background information to the class, refer

students to the national AIDS definition. Remind students that this definition is for

epidemiological surveillance purposes and not for the purpose of clinical care manage­

ment. The diagnosis of paediatric AIDS is difficult. In addition, in developing countries,

diagnostic procedures, such as the polymerase chain reaction and virus culture, are not

routinely performed. The following WHO Clinical Case Definition was developed and

is used in many developing countries.
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CARE OF THE INFANT OR CHILD WITH HIV-RELATED ILLNESS

WHO CLINICAL CASE DEFINITION OF PAEDIATRIC AIDS

The presence of any two major and any two minor signs from those listed below, in
the absence of other known causes of immunodeficiency:

■ MAJOR SIGNS
(1) Weight loss or abnormally slow growth

(2) Chronic diarrhoea for more than one month

(3) Prolonged or intermittent fever for more than one month.

H MINOR SIGNS
(1) Generalized lymph node enlargement

(2) Oropharyngeal candidiasis (oral thrush)

(3) Recurrent common infections (otitis, pharyngitis)

(4) Persistent cough

(5) Generalized dermatitis

(6) Confirmed maternal HIV infection.

The instructor can supply additional information on the clinical presentation of paediatric

HIV infection in their own country. It is important that students have an understanding of

the concept of opportunistic diseases which result once the immune system becomes

depressed following HIV infection. Presenting opportunistic infections may vary in

different countries of the world and are partly determined by the background of common

infectious agents to which children are exposed.

Conclude this Learning Activity by discussing how a competent nursing assessment will

identify health care needs in children with HIV-related illness.

Learning Activity 3 PLANNING NURSING CARE

Introduce this session by reviewing the common health care needs in children with HIV

infection that were identified in Learning Activity 2. Then present the following back­

ground information.
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CARE RECOMMENDATIONS FOR CHILDREN WITH HIV-RELATED ILLNESS

The following general recommendations should be used in the management of HIV­
positive infants and in teaching their mothers and care-givers during counselling.

□ MAINTAIN GOOD NUTRITIONAL STATUS
In most circumstances, HIV-infected mothers should be encouraged to breast-feed

their infants. These mothers should also be taught appropriate weaning practices for
the introduction of solid foods at 4-6 months, as well as encouraged to continue to
breast-feed for up to 18-24 months. In addition, regular growth monitoring (prefer­
ably every month) is an appropriate way to monitor nutritional status. If growth falters,
additional investigations should be done to determine the cause.

® PROVIDE EARLY AND VIGOROUS THERAPY FOR COMMON PAEDIATRIC INFECTIONS
All infants with HIV antibodies should be treated vigorously for common paediatric
infections, such as measles and otitis media. Because the immune systems of children
with HIV infection are often impaired, these diseases may be more persistent and
severe, and the children may respond poorly to therapy and develop severe
complications. Consequently, the mothers of all HIV antibody-positive infants should
be encouraged to take their infants for examination and treatment as soon as possible,
whenever symptoms develop.

■ IMMUNIZE ACCORDING TO STANDARD SCHEDULES
All infants and children should be immunized according to standard schedules. The
only exception is that infants with clinical symptoms of HIV infection should not be
given tuberculosis vaccine (BCG). It is important that sterilization procedures for
immunization equipment be strictly followed, to prevent transmission of a variety of
infectious agents, including HIV.

■ ENSURE THE CHILD HAS A GOOD QUALITY OF LIFE
Most infants of HIV-infected mothers are not infected with HIV. In addition, many of
those who are infected will have months of asymptomatic life and some will live for
years without symptoms. Every effort should be made by members of the child's family
and by the health-care professional to help the child lead as normal a life as possible.

Following this presentation, answer any questions and clarify any issues raised by the class.
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CARE OF THE INFANT OR CHILD WITH HIV-RELATED ILLNESS

Assessing the Family's Ability to Care For a Child with HIV
Infection and HIV-related Illness

In assessing the ability of the family (some of whom will also be suffering from the effects
of HIV infection) to care for the child, the following questions might be helpful:

QUESTIONS

1. What is the parent's state of health, including their emotional condition? Are they
physically able to care for the child?

2. What individuals can offer support to this family? What is their state of health? Are
they able and willing to help care for the child?

3. What is the family's economic situation?

4. What is the condition of their living space?

5. What does the child eat?

6. What does the family know and feel about HIV infection? Do they know how HIV
is transmitted and how to prevent transmission?

Have the class discuss the following questions and allow 45 minutes for this activity:

1. What nursing care problems might you identify by asking these types of questions?

2. What additional questions do you feel might be helpful for this assessment?

3. What nursing interventions can you suggest for these problems?

Assessing and Planning Nursing Care

Divide the class into three groups and assign each group a Case Study, from the three given

below. Alternatively, the instructor is encouraged to develop their own Case Studies which

may be more relevant to paediatric HIV infection and AIDS in their own community. After

discussing the case, students are asked to develop a care plan to address the physical

problems, and the psychosocial needs that the plan identifies. They might find it useful to

follow the following format:

]. What further information is needed to assess care appropriately? What questions
about the baby would you ask the mother?

2. What examination of the child would you make?

3. List the health care and psychosocial needs of the child and its family.

4. What nursing intervention would be appropriate to meet these needs?

5. How will this nursing intervention be evaluated?

6. Whatadvicefe.g., feeding, immunization, schooling, etc.) would you give the family?
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CASE STUDY1

(a) Mrs. P. a 22 year-old woman, brings her 10 month-old baby boy, M. to the clinic.
You know her because she had been considered at high risk of losing the baby
at birth. She gained very little weight during pregnancy, had chronic fatigue,
fevers, diarrhoea and anorexia. Shewas suspected of having HIV infection, which
is common in young women in her area. She is bringing her baby to the clinic
because she has been feeling worse herself and is afraid he may have AIDS.

You examine the baby and discover that he weighs 9.1 kilograms, which on the
chart is the normal weight for an 8 month-old baby i.e., less than the weight that
M. should be. A mid-arm measurement tells you that he is malnourished and his
mucous membranes are pale. His arms and legs are almost limp as you hold him,
with very poor muscle tone when you push on the bottom of his foot. The mother
says he sucks poorly and takes very little milk.

(b) Six months later, the mother is living with her older sister, who cares for baby M
becauseMrs. P is in bed most of the day. Mrs. P brings baby M to the clinic because
her sister has pointed out that baby M barely crawls, while her own children were
walking by the time they were 12 months old. Baby M has been in the clinic with
ear infections three times in the past six months, and has had thrush for a year,
which goes away when treated but returns as soon as the medication (oral
mycostatin suspension) is stopped.

(c) A year has passed and Mrs. P. has died of an undiagnosed wasting disease. Her
sister has taken the baby and must bring him in to the clinic frequently for treatment
of ear infections, thrush and now diarrhoea. At 26 months old, he is not walking
but crawls short distances. She thinks he is losing his ability to crawl and losing
interest in his surroundings. He has a high fever and purulent drainage from his
ear. She describes an episode two days ago which you think may have been a
seizure. You decide to refer him to the district hospital for examination and
possible admission.
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CASE STUDY 2

(a) L is a 2 year-old girl who comes to the clinic with her mother. Recently L began
to cough occasionally and feels hot at night. Her mother is being treated for thrush
and chronic diarrhoea, symptoms of HIV infection that she has had since being
pregnant with L. She was tested at that time and found to have antibodies to HIV.
She was also diagnosed with tuberculosis and given tuberculosis medication. She
is afraid L has AIDS and wants her to be tested. L is given the HIV antibody test
and a chest X-ray. The nurse who examines her says L has thrush and gives her
oral mycostatin suspension. After a week, the X-ray result shows pulmonary
tuberculosis, and L is brought back to be given tuberculosis medication. The HIV
antibody test comes back within one month and is confirmed positive.

(b) L is now 3 years-old and both her parents have died of AIDS. She is brought by
her grandmother to the emergency room and admitted to the hospital with
pneumonia. She has been coughing and has had a fever for a week. Last night
she began to have difficulty in breathing. Her nailbeds are blue, her respirations
are 55/minute and her heart rate is 150/minute. She has a high temperature, of
104°F/40°C.

(c) L has been treated successfully for bacterial pneumonia but the doctor says she
has lymphoid interstitial pneumonia, which is causing chronic lung disease. Lean
go home but has a chronic, non-productive cough, a respiratory rate that never
goes below 30/minute and a heart rate of 120/minute. She usually has a
moderate fever. She has generalized lymphadenopathy, and an enlarged liver
and spleen and her fingers are clubbed at the tips. The doctor tells the
grandmother he does not know how long she will live but doubts it will be more
than a year.

CASE STUDY 3

(a) Mrs C, a 30 year-old woman, comes into the hospital in labour with her fourth
baby. She is an intravenous drug user and appears to have taken heroin recently.
Her labour is slow and the contractions weak. Finally, the baby boy is delivered
by Caesarean section and weighs only 2.0 kilograms. The mother becomes septic
after her surgery and dies, leaving the baby to be cared for by the nurses in the

hospital.
(b) When the baby is 6 months old he weighs 4.5 kilograms. At first, he had difficulty

sucking but has managed to take enough milk to gain weight. His reflexes are
hypertonic and he tends to be irritable. The hospital team agrees that his symptoms
suggest HIV infection. He has had several diagnostic lumbar punctures which

were normal.
(c) At 18 months, the baby is still in the hospital and has had two bouts of bacterial

pneumonia. He has swollen lymph nodes in his neckand under his arms, and both
his liver and spleen are enlarged. His parotid glands are also swollen. There is
no reason for him to be in the hospital, but there is nobody to take responsibility

for him.
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Allow 60 minutes for small group discussion and then have each small group present their

report and care plan to the class. Summarize and clarify any issues raised by the care plan

presentations.
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10 • TERMINAL CARE IN
HIV-RELATED ILLNESS

GENERAL OBJECTIVE

On completion of this module the student will be able to address the needs of the person

with end-stage HIV infection, who is terminally ill and requires symptom control.

SPECIFIC OBJECTIVES

On completion of this module, the student should be able:

- to demonstrate an understanding of the principles of palliative and terminal care

- to identify coping strategies for dealing with dying patients, and to understand their

use in assisting patients to experience a psychologically acceptable end to their life

- to identify potential personal losses and to apply this awareness to the possible losses

experienced by people with HIV infection and AIDS

- to demonstrate an understanding of the role of the nurse in providing palliative and

terminal care to people with HIV-related illnesses and their carers.

INTRODUCTION

The number of AIDS cases worldwide has increased to pandemic proportions. The

syndrome will affect not only the individuals who are suffering from it, but also the

families and friends of these individuals, local communities and health care professionals

who are constantly exposed to the death of these people.

As nurses, we are very used to dealing with death from early on in our experience with

illness. Death affects individuals in different ways, but HIV poses a unique set of new

factors to be faced by patients, carers, families and health professionals.

The aim of this module is to help nurses to examine their feelings about death and loss

related to HIV and AIDS, and use this understanding to provide peer group support and

to become more effective in providing palliative and terminal care for patients, their

relations and friends, and communities affected by AIDS.



MODULE 10

LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 10)

Learning Activity 1 Principles of Palliative and Terminal Care

Learning Activity 2 Case Studies on Palliative and Terminal Care

Learning Activity 3 The Nurse's Role in Palliative and Terminal Care

Learning Activity 4 Personal Feelings about Life Expectancy Limitations

Learning Activity 5 Personal Experiences of Loss

Learning Activity 1 PRINCIPLES OF PALLIATIVE AND
TERMINAL CARE

BACKGROUND INFORMATION

For people with end-stage HIV infection, there is often nothing that can be done to cure
the opportunistic diseases or stop their symptoms. The goal of nursing care, then, is
to keep the person as comfortable as possible and relieve as many of the symptoms
as possible. This is called palliative care. It is often difficult to decide when aggressive
medical treatment should stop and palliative care should begin.

Palliative care might begin, for example:

- when medical treatment is no longer effective or the side-effects outweigh the
benefits

- when the person says they do not want to continue aggressive therapy

- when the body's vital organs begin to fail.

The goals of palliative care are:

- to provide the patient with as much control over their symptoms as possible

- to keep the person comfortable and safe

- to assist the person in grieving for and coping with the continuing losses which they
are experiencing

- to help the person, their families and carers organize their lives, and orientate
them to the forthcoming issues and concerns about dying

- to prepare the person and their loved ones for death.

The nurse must be able to cope with the patient's process of deterioration and dying. This
involves being emotionally prepared to accept the inevitable outcome of death. Having
others to turn to and an ability to grieve are helpful in dealing with one's own feelings.
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Then each group should:

• consider nursing interventions which can affect the outcome of:

a) palliative care

b) terminal care

• consider the particular needs of patients with end-stage HIV infection in terms of:

a) palliative care

b) terminal care

(groups should look at the holistic needs of patients.)

• consider the facilities, resources, and support groups and care in their communities

that can assist them in their provision of care

• identify medications that are available to provide symptom relief and control, and

consider when they can be used

• consider the social, psychological and spiritual demands, fears and anxieties of

patients receiving palliative and terminal care

What support is available from the community, family and other professionals to deal with

these potential problems?

After discussion, reform into a plenary session to compare each group’s notes on each

point and highlight recurring themes.

Learning Activity 2 CASE STUDIES ON PALLIATIVE AND
TERMINAL CARE

Divide the class into 4 smaller groups, and give each group one of the following case studies.

CASE STUDY 1

A male patient under your care has profuse diarrhoea, is nauseated, cannot tolerate
any food or drink and is losing considerable weight.

He is married with four children under the age of 8 years. He has lost his job and there
are financial concerns. He has strong religious beliefs but has not attended church for
many years.

1. What are the needs of this patient?

2. Consider nursing interventions for this patient and family to improve hi quality of life.

3. How might you facilitate his care; at home, as an out-patient or as a short-term
in-patient?

4. What questions about the future could you ask and how can you, as the nurse, help
in his support and care?
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CASE STUDY 2

You are caring for a patient in the community who is dying. She is a 20 year-old
woman with AIDS, and cannot be offered any further treatment. She is semi-conscious
and confined to bed. She lives with her family who feel helpless in caring for her.

1. In what ways can you help this patient to have a comfortable and peaceful death?

2. How can you offer support to her family and reduce their feelings of helplessness?

Learning Activity 3 THE NURSE'S ROLE IN PALLIATIVE AND
TERMINAL CARE

Divide the class into small groups and have them discuss the following:

1. Often it seems as if the patient and care-givers want to keep it a secret that the
person is going to die, even when it is obvious. Whom are they protecting and do
you think this is helpful?

2. Do you feel sufficiently relaxed when talking with patients and families about
death and dying? What situations make it easier, and how can you as a nurse
facilitate the right environment?

3. Are you able to sit and listen as a person talks about sad or angry feelings, or do
you want to say things to make them feel better?

4. What is the role of the nurse in dealing with the body, and with the relatives after
death?

The next two learning activities aim to help nurses look at loss and how it might affect them

and their lives. Then by relating this to the losses felt by a person with HIV or AIDS, it is
hoped that a better understanding will be gained.

Learning Activity 4 PERSONAL FEELINGS ABOUT LIFE
EXPECTANCY LIMITATIONS

This is a short exercise which students may choose to do individually or in pairs.

Debriefing will be necessary at the end of this activity. Hand the students questionnaires

with the following questions.
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QUESTIONNAIRE

1. If you were told you had 10 years to live, what would you like to do in those 10

years?
2. If you were told you had 5 years to live, what would you like to do in those 5 years?

3. If you were told you had six months to live, what would you like to do in those six

months?

Consider:

• Are you doing any of these things now? - if not, why not?

• Are you assuming that you will be healthy for these given periods of time?

• How does this questionnaire make you feel?

Get each pair to discuss their findings. Reform the class and discuss the common themes

people found. Debrief students and ensure that everyone feels safe prior to completing this

Learning Activity. It is probably better to do this activity in the morning so that the

instructor can check that students are feeling all right by the time they depart at the end of

the day.

Learning Activity 5 PERSONAL EXPERIENCES OF LOSS

Before you facilitate this exercise, introduce it to the group as an exercise to help them to

understand the losses experienced by people with HIV infection, or by anyone with an
experience of chronic or terminal illness.

You will need to allow time for the exercise itself and for the students to talk about the

experience. Although it is a group activity, each participant is simulating the loss of very

precious parts of their self. The experience can elicit strong feelings of grief, anger and

pain. Warn the participants that the exercise is difficult to do and allow individuals to opt

out if necessary. Maintain the symbolic nature of the exercise by referring to losses as
pieces of paper not as people, roles, etc.

Ask the students to tear a sheet of paper into 16 pieces and write down on each piece one
of the following:

four roles they have which are important to them

four important people in their lives

four activities which they find pleasurable

four material possessions which are important to them.
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Ask them to pick one piece of paper from each of the four categories to give up and place
them in a box in front of the room.

Have them repeat this “loss” activity, taking another piece of paper from each category.

Now, tell the students that you are going to function as an HIV infection and walk around
the room randomly picking up one of the two pieces of paper left in each category from
each person.

Divide the class into small groups to share their reactions to the exercises.

Have the students reform the class to discuss their experiences and to explore the issues
of loss which the exercise brought up.

As you facilitate the class discussion at the close of this exercise, cover any of the following
points if they have not already been made:

1. Dying is only the last of a lifetime of losses which each person must face.

2. The person with HIV infection or AIDS often experiences multiple losses in a very
short period of time (ask the students to name some of these).

3. It is important for a person to be able to grieve when he or she experiences loss
(the expression of grief may be through anger, bargaining, depression or
acceptance).

4. The nurse can give a person an opportunity to grieve, simply by encouraging them
to talk, and then listening carefully to them.

5. Nurses experience many losses in their work, particularly in working with people
with AIDS.

6. Ask the students to consider how nurses can support each other in grieving for the
losses they experience in their work and in their lives as a result of this pandemic.
Suggest models such as support groups and discussion groups.

There is a need to debrief after this exercise so that people feel safe before either

continuing or finishing.
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1 1 • EDUCATION OF TRADITIONAL PRACTITIONERS

TO PREVENT HIV TRANSMISSION THROUGH
SKIN-PIERCING PRACTICES

GENERAL OBJECTIVE

On completion of this module, the student should be able to educate traditional practitio­

ners to prevent HIV transmission through skin-piercing procedures.

SPECIFIC OBJECTIVES

On completion of this module, the student should be able:

- to identify practices in a specific community that involve piercing of the skin with
reusable instruments

- to identify alternative non-invasive procedures that accomplish the same objective as
the above practices

- to identify the cultural and religious values and taboos that prohibit sterilization of

instruments or use of alternative practices

- to develop strategies to teach practitioners and the community appropriate procedures

to minimize the risks of HIV transmission.

INTRODUCTION

In the same way that invasive procedures performed within the formal health care system

may be a route for HIV transmission, the skin-piercing practices performed by traditional

practitioners may also cause transmission of the virus.

LEARNING ACTIVITIES

LEARNING ACTIVITIES KEY (MODULE 11)

Learning Activity 1 Evaluation of Skin-Piercing Practices

Learning Activity 2 Changing Practices
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MODULE 11

This module reinforces the role of the nurse in providing community education to prevent

HIV transmission.

In Learning Activity 1, the students identify risk practices, using criteria established in the

instructor’s presentation. They then examine cultural values underlying the practice that

might impede change and that would need to be taken into consideration when teaching.

In Learning Activity 2, the students develop strategies for teaching practitioners and the

community the dangers of HIV transmission and the reasons for the use of alternative

practices or sterilization procedures.

Learning Activity 1 EVALUATION OF SKIN-PIERCING
PRACTICES

BACKGROUND INFORMATION

HIV may be transmitted in skin-piercing practices when an instrument is used on more
than one person, without proper cleaning or sterilization between uses.

In this situation, small amounts of blood, which may be invisible, could remain on the
instrument and be transferred to the next person. It is clear that HIV might be
transmitted in exactly the same way as in health care settings by the use of
inadequately sterilized needles and syringes.

After presenting the way in which skin-piercing practices can cause the transmission of

HTV, ask the class to identify specific examples of such practices. List these on the board.

If the students work in an area in which there are several cultural traditions, list the
practices within each specific tradition.

Then, for each practice listed on the board, ask the class:

- to identify who performs the practice

- to describe the cultural importance of

the practice in the community

- to determine whether it is possible to

make the practice safer in a way that

would be acceptable to the practitioner

- to determine alternative acceptable practices.
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Learning Activity 2 DEVELOPING TEACHING STRATEGIES

CHANGING PRAGICES

The nurse can often play an important role in encouraging changes in the community
that benefit people's health. A lay practitioner who performs a skin-piercing service
may harm people without knowing it. The service itself (e.g., traditional methods of
treatment, tattooing, infibulation and circumcision) is often believed to be of great
value to the people and isan important partof cultural tradition. There may be reasons
for the practice to be performed in a certain way, using material which it would be
difficult to properly clean and/or sterilize. Traditions are a valuable part of our lives.
Nurses need to understand why a practice is done and appreciate its meaning to the
people before a safer technique or alternative practice can be suggested.

Changing practices depends on several factors. It depends on the practice, whether
it can be done more safely, whether there are alternatives and whether people are
likely to give up the practice. Suggesting that people give up a custom must be done
very carefully and judiciously since it may jeopardize the nurse's credibility with the
community.

Divide the class into two groups. Choose the two most common practices listed on the

board, and assign one to each group. Have each group identify a reporter to take notes and

report back to the class. Give them 15 minutes to develop strategies for changing the

practice. The following questions should be considered:

• How would you approach the practitioner?

• How would you let the person know that you respect him or her?

• How would you present the problem to the practitioner?

• How would you describe the harmful effects of the practice?

• What solutions would you offer?

Have the reporter of group 1 present its strategies to group 2. Group 2 is to put itself in the

place of the practitioner and discuss whether the strategies presented would convince the

practitioner or make the practitioner feel upset, and whether it would be possible for the

practitioner to implement the proposed strategies. If group 2 has objections to the way in

which information is presented or to the information itself, it must explain why and offer

an alternative. Encourage constructive criticism and explain that this is an extremely

difficult and sensitive topic for which there are no right answers. This will help the students

to relax and not be afraid of offering ideas.

The groups should then change roles and duplicate the exercise by presenting the other

skin-piercing practice.
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An alternative is role-playing. Identify a particular practice and have the class develop

strategies for changing the practice. Then have two students role-play a nurse working with

a practitioner. After the role-play, ask the practitioner to describe how it felt to hear what

the nurse was saying. Then have the observing students offer their positive comments and

then their criticisms. Be aware of whether the information is correct, and note the degree

of sensitivity with which the message is presented. It is important for the instructor to

correct wrong information and to point out messages which are not sensitive.
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Appendix 1:

WHO COUNSELLING
GUIDELINES FOR HIV TESTING

COUNSELLING BEFORE HIV TESTING OR SCREENING

Undergoing a test for HIV infection is likely to be an important step in a person’s life, and

should always be accompanied by pre-test and post-test counselling.

THE AIM OF PRE-TEST COUNSELLING

Counselling before the test should provide individuals who are considering being tested

with information on the technical aspects of screening and the possible personal, medical,

social, psychological, and legal implications of being diagnosed as either HIV-positive or
HIV-negative. The information should be given in a manner that is easy to understand and

should be up to date. Testing should be discussed as a positive act that is linked to changes

in risk behaviour.

A decision to be tested should be an informed decision. Informed consent implies

awareness of the possible implications of a test result. In some countries, the law requires

explicit informed consent before testing can take place; in others, implicit consent is

assumed whenever people seek health care. There must be a clear understanding of the
policy on consent in every instance, and anyone considering being tested should under­

stand the limits and potential consequences of testing.

Testing for HIV infection should be organized in a way that minimizes the possibility of

disclosure of information or of discrimination. In screening, the rights of the individual
must also be recognized and respected. Counselling should actively endorse and encour­

age those rights, both for those being tested and for those with access to the records and

results. Confidentiality should be ensured in every instance.

ISSUES IN PRE-TEST COUNSELLING

Pre-test counselling should focus on two main topics: first, the client’s personal history

and risk of being or having been exposed to HIV; secondly, assessment of the client’s

understanding of HIV/AIDS and previous experience in dealing with crisis situations.
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ASSESSMENT OF RISK

In assessing the likelihood that the person has been exposed to HIV, the following aspects

of his or her life since about 1980 should be taken into account:

- Frequency and type of sexual behaviour: specific sexual practices, in particular, high-

risk practices such as vaginal and anal intercourse without use of condoms, unpro­

tected sexual relations with prostitutes;

- Being part of a group with known high prevalence of HIV infection or with known

high-risk life-styles, for example, users of injecting drugs, male and female prostitutes

and their clients, prisoners, and homosexual and bisexual men;

- Having received a blood transfusion, organ transplant, or blood or body products;

- Having been exposed to possibly non-sterile invasive procedures, such as tattooing

and scarification.

ASSESSMENT OF PSYCHOSOCIAL FACTORS AND
KNOWLEDGE

The following questions should be asked in assessing the need for HIV testing:

- Why is the test being requested?

- What particular behaviour or symptoms are of concern to the client?

- What does the client know about the test and its uses?

- Has the client considered what to do or how he/she would react if the result is positive,

or if it is negative?

- What are the client’s beliefs and knowledge about HIV transmission and its relation­

ship to risk behaviour?

- Who could provide (and is currently providing) emotional and social support (family,
friends, others)?

- Has the client sought testing before and, if so, when, from whom, for what reason, and
with what result?

The initial counselling should include a discussion and assessment of the client’s

understanding of (a) the meaning and potential consequences of a positive or a negative

result, and (b) how a change in behaviour can reduce the likelihood of infection or
transmission to others.

Pre-test counselling should include a careful consideration of the person’s ability to cope

with the diagnosis and the changes that may need to be made in response to it. It should

also encourage the person being counselled to consider why he or she wishes to be tested

and what purpose the test will serve. When asking about personal history, it is important

to remember that the client:

- may be too anxious to absorb fully what the counsellor says;

- may have unrealistic expectations about the test; and
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- may not realize why questions are being asked about private behaviour and therefore
be reluctant to answer.

During pre-test counselling, it is also important that the client be told that current testing

procedures are not infallible. Both false-positive and false-negative results occur occa­
sionally, although supplementary (confirmatory) tests are very reliable if an initial test is

positive. These facts must be clearly explained, together with information about the

“window” period during which the test may be unable to assess the true infection status
of the person.

IF TESTING IS NOT AVAILABLE

There may be locations where reliable facilities for testing are not readily available. Where

this is so, every effort should be made to emphasize prevention counselling, especially the

need for changes in behaviour among people who have engaged in high-risk activities, and

the reinforcement of appropriate behavioural changes. Counselling, education, informa­

tion and support are the crux of behaviour change.

COUNSELLING AFTER HIV TESTING OR SCREENING

Counselling after testing will depend on the outcome of the test, which may be a negative

result, a positive result, or an equivocal result.

COUNSELLING AFTER A NEGATIVE RESULT

It is very important to discuss carefully the meaning of a negative result (whether this was

anticipated or not). The news of being uninfected is likely to produce a feeling of relief

or euphoria, but the following points should be emphasized:

- Following a possible exposure to HIV, there is a “window” period during which a
negative test result cannot be considered reliable. This means that, in most cases, at

least three months must have elapsed from the time of possible exposure before a
negative test can be considered to mean that infection did not occur. A negative test

result carries greatest certainty if at least six months have elapsed since the last

possible exposure.

- Further exposure to HTV infection can be prevented only by avoiding high-risk

behaviour. Safer sex and avoidance of needle-sharing must be fully explained in a way

that is understood and permits appropriate choices to be made.

- Other information on control and avoidance of HIV infection, including the develop­

ment of positive health behaviour, should be provided. It may be necessary to repeat

explanations and for the counsellor and the person being counselled to practise

methods of negotiating with others in order to assist the client in introducing and

maintaining new behaviour.
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COUNSELLING AFTER A POSITIVE RESULT

People diagnosed as having HIV infection or disease should be told as soon as possible.

The first discussion should be private and confidential, and then the client should be gi ven

time to absorb the news. After a period of preliminary adjustment, the client should be

given a clear, factual explanation of what the news means. This is not a time for speculation

about prognosis or estimates of time left to live. It is a time for acknowledging the shock

of the diagnosis and for offering and providing support. It is also a time for encouraging

hope - hope for achievable solutions to the personal and practical problems that may result.

Where resources are available, it may also be justifiable to talk of possible treatments for

some symptoms of HIV infection and about the efficacy of anti-viral treatments.

How the news of HIV infection is accepted or incorporated often depends on the

following:

1. The person’s physical health at the time. People who are ill may have a delayed

reaction. Their true response may appear only when they have grown physically

stronger.

2. How well the prepared the person was for the news. People who are completely

unprepared may react very differently from those who were prepared and perhaps

expecting the result. However, even those who are well prepared may experience the

reactions described in the following pages.

3. How well supported the person is in the community and how easily he or she can call

on friends. Factors such as job satisfaction, family life and cohesion, and opportunities

for recreation and sexual contact may all make a difference in the way a person

responds. The reaction to the news of HIV infection may be much worse in people who

are socially isolated and have little money, poor work prospects, little family support,
and inadequate housing.

4. The person’s pre-test personality and psychological condition. Where psychological

distress existed before the test result was known, the reactions may be either more or

less complicated and require different management strategies than those found in

persons without such difficulties. Post-result management should take account of the

person’s psychological and/or psychiatric history, particularly as the stress of living

with HIV may act as a catalyst for the reappearance of earlier disturbance.

In some cases, news of infection can bring out previously unresolved fears and

problems. These can often complicate the process of acceptance and adjustment and
will need to be handled sensitively, carefully, and as soon as possible.

5. The cultural and spiritual values attached to AIDS, illness, and death. In some

communities with a strong belief in life after death, or with a fatalistic attitude towards
life, personal knowledge of HIV infection may be received more calmly than in others.

On the other hand, there may be communities in which AIDS is seen as evidence of

antisocial or blasphemous behaviour and is thus associated with feelings of guilt and
rejection.

s
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People diagnosed as having HIV infection or disease should be told as soon as possible.

The first discussion should be private and confidential, and then the client should be given

time to absorb the news. After a period of preliminary adjustment, the client should be

given a clear, factual explanation of what the news means. This is not a time for speculation

about prognosis or estimates of time left to live. It is a time for acknowledging the shock

of the diagnosis and for offering and providing support. It is also a time for encouraging

hope - hope for achievable solutions to the personal and practical problems that may result.

Where resources are available, it may also be justifiable to talk of possible treatments for

some symptoms of HIV infection and about the efficacy of anti-viral treatments.

How the news of HIV infection is accepted or incorporated often depends on the

following:

1. The person’s physical health at the time. People who are ill may have a delayed

reaction. Their true response may appear only when they have grown physically

stronger.

2. How well the prepared the person was for the news. People who are completely

unprepared may react very differently from those who were prepared and perhaps

expecting the result. However, even those who are well prepared may experience the

reactions described in the following pages.

3. How well supported the person is in the community and how easily he or she can call

on friends. Factors such as job satisfaction, family life and cohesion, and opportunities

for recreation and sexual contact may all make a difference in the way a person

responds. The reaction to the news of HIV infection may be much worse in people who

are socially isolated and have little money, poor work prospects, little family support,
and inadequate housing.

4. The person’s pre-test personality and psychological condition. Where psychological

distress existed before the test result was known, the reactions may be either more or

less complicated and require different management strategies than those found in

persons without such difficulties. Post-result management should take account of the

person’s psychological and/or psychiatric history, particularly as the stress of living

with HIV may act as a catalyst for the reappearance of earlier disturbance.

In some cases, news of infection can bring out previously unresolved fears and

problems. These can often complicate the process of acceptance and adjustment and

will need to be handled sensitively, carefully, and as soon as possible.

5. The cultural and spiritual values attached to AIDS, illness, and death. In some

communities with a strong belief in life after death, or with a fatalistic attitude towards

life, personal knowledge of HIV infection may be received more calmly than in others.

On the other hand, there may be communities in which AIDS is seen as evidence of

antisocial or blasphemous behaviour and is thus associated with feelings of guilt and

rejection.

Al .4

i l 
U 

i 
J 

1 
I 

U 
iD I



APPENDIX 1

COUNSELLING AFTER A POSITIVE RESULT
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with HIV may act as a catalyst for the reappearance of earlier disturbance.

In some cases, news of infection can bring out previously unresolved fears and
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will need to be handled sensitively, carefully, and as soon as possible.

5. The cultural and spiritual values attached to AIDS, illness, and death. In some

communities with a strong belief in life after death, or with a fatalistic attitude towards
life, personal knowledge of HIV infection may be received more calmly than in others.

On the other hand, there may be communities in which AIDS is seen as evidence of

antisocial or blasphemous behaviour and is thus associated with feelings of guilt and
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WHO COUNSELLING GUIDELINES FOR HIV TESTING

Counselling and support are most needed when reactions to the news of HIV infection and

disease appear. Some reactions may initially be very intense. It is important to remember
that such responses are usually a normal reaction to life-threatening news and as such

should be anticipated.

PSYCHOLOGICAL ISSUES

The psychological issues faced by most people with HIV infection or disease revolve

around uncertainty and adjustment.

With HIV infection, uncertainty emerges with regard to hopes and expectations about life

in general, but it may focus on family and job. An even more fundamental uncertainty may

concern the quality and length of life, the effect of treatment, and the response of society.

All these are relatively unpredictable in terms of their long-term outcome. They need to

be discussed openly and frankly, but care should always be taken to encourage hope and
a positive outlook.

In response to uncertainty, the person with HIV must make a variety of adjustments. Even

the apparent absence of a response may, in itself, be an adjustment through denial. People
start to adjust to news of their infection or disease from the time they are first told. Their

day-to-day lives will reflect the tension between uncertainty and adjustment. It is this

tension that causes other psychosocial issues to assume more or less prominence and
intensity from time to time.

H FEAR
People with HIV infection or disease have many fears. The fear of dying and,
particularly, of dying alone and in pain is often very evident. Fear may be based on
the experiences of loved ones, friends or colleagues who have been ill with, or died
of, AIDS. It may also be due to not knowing enough about what is involved and how
the problems can be handled. As with most psychological concerns, fear and the
pressures such fear creates can often be managed by bringing them clearly and
sensitively into the open. They should be discussed in the context of managing the
difficulties, including with the help of friends and family or with the counsellor.

a loss
People with HIV-related disease experience feelings of loss about their lives and
ambitions, their physical attractiveness and potency, sexual relationships, status in the
community, financial stability, and independence. As the need for care increases, a
sense of loss of privacy and control over life will also be experienced. Perhaps the most
common loss that is felt is the loss of confidence. Confidence can be undermined by
many aspects of life with HIV, including fear for the future, anxiety about the coping
abilities of loved ones and care-givers, by the negative and/or stigmatizing actions
of others. For many people, recognition of HIV infection will be the first occasion that
forces them to acknowledge their own mortality and physical vulnerability.
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E GRIEF
People with HIV infection often have profound feelings of grief about the losses they have
experienced orare anticipating. They may also suffer thegrief that is projected on to them
by close family members, lovers, and friends. Often these same people are supporting
and taking care of them on a day-to-day basis, and watching their health decline.

B GUILT
A diagnosis of HIV infection often provokes a feeling of guilt over the possibility of
having infected others, or over the behaviour that may have resulted in the infection.
There is also guilt about the sadness the illness will cause loved ones and families,
especially children. Previous events that may have caused pain or sadness to others
and remain unresolved will often be remembered at this time and may cause even
greater feelings of guilt.

S DEPRESSION
Depression may arise fora number of reasons. The absence of a cure and the resulting
feeling of powerlessness, the loss of personal control that may be associated with
frequent medical examinations, and the knowledge that a virus has taken over one's
body are all important factors. Similarly, knowing others or about others who have
died or are ill with HIV-related disease, and experiencing such things as the loss of
potential for procreating and for long-term planning may contribute to depression.

□ DENIAL
Some people may respond to news of their infection or disease by denying it. For some
people, initial denial can be a constructive way of handling the shock of diagnosis.
However, if it persists, denial can become counter-productive, since people may
refuse to accept the social responsibilities that go with being HIV-positive.

S ANXIETY
Anxiety can quickly become a fixture in the life of the person with HIV, reflecting the
chronic uncertainty associated with the infection. Many of the reasons for anxiety
reflect the issues discussed above and concern the following:

- prognosis in the short and long term

- risk of infection with other diseases

- risk of infecting others with HIV
- social, occupational, domestic, and sexual hostility and rejection

- abandonment, isolation, and physical pain

- fear of dying in pain or without dignity

- inability to alter circumstances and consequences of HIV infection
- how to ensure the best possible health in the future

- ability of loved ones and family to cope

- availability of appropriate medical/dental treatment
- loss of privacy and concern over confidentiality

- future social and sexual unacceptability

- declining ability to function efficiently

- loss of physical and financial independence.

fc:
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■ ANGER
Some people become outwardly angry because they Feel they have been unlucky to
catch the infection. They often feel that they have been, or information about them has
been badly or insensitively managed. Anger can sometimes be directed inwardly in
the form of self-blame for acquiring HIV, or in the form of self-destructive (suicidal)
behaviour.

» SUICIDAL ACTIVITY OR THINKING
People who are HIV-infected have a significantly increased risk of suicide. Suicide
may be seen as a way of avoiding pain and discomfort or of lessening the shame and
grief of loved ones. Suicide may be active (i.e., deliberate self-injury resulting in death)
or passive (i.e., concealing or disregarding the onset of a possibly fatal complication
of HIV infection or disease).

ffl SELF-ESTEEM
Self-esteem is often threatened early in the process of living with HIV. Rejection by
colleagues, acquaintances, and loved ones can quickly lead to loss of confidence and
social identity, and thus to reduced feelings of self-worth. This can be compounded
by the physical impact of HIV-related diseases that cause, for example, facial
disfigurement, physical wasting, and loss of strength or bodily control.

□ HYPOCHONDRIA AND OBSESSIVE STATES
Preoccupation with health and even the smallest physical changes or sensations can
result in hypochondria. This may be transient and limited to the time immediately after
the diagnosis, or it may persist in people who find difficulty in adjusting to the disease.

S SPIRITUAL CONCERNS
Concern about impending death, loneliness, and loss of control may give rise to an
interest in spiritual matters and a search for religious support. Expressions of sin, guilt,
forgiveness, reconciliation, and acceptance may appear in the context of religious
and spiritual discussions.

Many of these and other concerns will appear or become more pronounced when a
diagnosis of AIDS is made. The appearance of new infections, cancers, and periods of

severe fatigue all have a significant emotional and psychological impact. The effect is
likely to be even greater if the person with AIDS has been rejected by family or friends and

has withdrawn from normal social relationships.

OTHER COUNSELLING ISSUES

HIV infection often highlights other issues critical to quality of life.

SOCIAL ISSUES

Environmental and social pressures, such as loss of income, discrimination, social stigma

(if the diagnosis becomes commonly known), relationship changes, and changing require-
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ments for sexual expression, may contribute to post-diagnosis psychosocial problems. The

patient’s perception of the level and adequacy of social support is of vital concern and may

become a source of pressure or frustration.

MEDICAL MANAGEMENT

The type of counselling support usually required and requested is often influenced by the

person’s experiences with other forms of health care related to the infection. Where the

patient or loved ones feel that medical management has been insensitive or has been

conducted without sufficient regard for privacy, counselling may be all the more necessary

in order to persuade the patient to comply with recommended treatment programmes.

Counselling may also involve helping the person gain access to appropriate medical care

and participate more fully in decisions about treatment. If there is any evidence of

neurological disease, day-to-day management of the patient may be complicated, and

special emphasis will have to be given to counselling of family, loved ones and care-givers.

At this stage, counsellors may need to co-ordinate a range of health and social services.

Many people with HIV will also seek care from traditional or complementary healers: this

may first be revealed in the context of supportive counselling. Where this is the case,

counselling can help patients talk about their perceived needs and their satisfaction with

these care-givers.

COUNSELLING AFTER AN EQUIVOCAL TEST RESULT

If the result of the HIV test is equivocal, the counsellor has particular responsibilities to

provide information. In particular, there are two main issues to cover:

1. The person should be given a clear explanation of what such a test result means. The

first test most commonly used on all samples is the enzyme-linked immunosorbent

assay (ELISA). The ELISA has levels of sensitivity and specificity approaching

99.5%, meaning that a non-reactive result with this technique can be regarded as a

definite indicator that the person is not infected, except for tests during the “window
period”. However, a reactive result suggests the possibility of HIV infection. The usual

procedure in that case is to perform a second test using the ELISA; if the second ELISA

test is also positive, supplementary testing is required, for example using the Western

blot test. The results of such supplementary testing may be positive (indicating HIV
infection), negative (indicating no infection), or indeterminate (giving an equivocal

result). Where the result of supplementary testing is indeterminate (which may be the

case in up to 10% of samples in some areas), the reason may be one of the following:

- the test is cross-reacting with a non-HIV protein (usually, the protein
reaction is simulating the reaction associated with p24 core protein).

- there has been insufficient time for full seroconversion to occur since the
person was exposed to HIV.
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When presented with an indeterminate result, the options are to:

- Use other methods to try to achieve a reliable result. Combinations of
laboratory techniques may be needed to exclude false-positive results.

- Refrain from further testing for the moment. If the result is indeterminate
and further testing is not possible, the person cannot reliably be consid­
ered HIV-infected. The counsellor should advise the person to come for
repeat testing in three months. It is important to remember that the risk of
finding a false-positive result in the ELISA is higher in areas with a low
level of HIV infection than where the background rates of HIV infection
are high. Thus, in places where there are many people with AIDS in the
community, it is more likely that a reactive or positive result in the ELISA
is accurate.

2. Prevention and support while waiting for an unequivocal result. The period of

uncertainty following an equivocal test result may be three months or longer. It is

important for counsellors to stress essential messages related to prevention of
transmission, regarding sexual activity, drug use, donation of body fluids or tissues,

and breast-feeding. Just as importantly, however, the uncertainties associated with this

period may lead to acute and severe psychosocial difficulties, and the counsellor must
be prepared to assess and manage such issues or to make appropriate referrals, if

possible.

S SELF-HELP GROUPS

In some places, the counsellor can call on peer-support or self-help groups, part of a

growing network of non-governmental AIDS service organizations (ASOs). These can

provide a type of personal care and peer-based psychosocial support that may not be

available elsewhere. If no such groups exist, the counsellor may be able to encourage

clients to form one. Where this is not possible, the counsellor may be able to put clients

in touch with each other on an individual basis, at the discretion of the counsellor and with

the express consent of the individuals and on a confidential basis. Matters that are often

best dealt with through self-help groups, but which need to be raised by the counsellor in
any event, include the following:

1. Learning to live with HIV infection. Self-help groups are often in a good position to
address this because many of the people involved may have already gone through the

process. They can describe the medical and psychological problems they have

experienced and the interventions they have found most useful.

2. Helping care-givers and loved ones handle the pressures of living with sick or

distressed people on a daily basis, especially where this involves managing bleeding,

vomiting, incontinence, disposal of dressings, etc., and advice regarding sexual

relations.

3. Reducing stress and avoiding conflict. The need to overcome anxiety, depression and

other possible challenges to sustained health has to be handled on a practical, “I did

this...” basis.
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4. Deciding how best to talk about HIV/AIDS. Fears of disclosing a diagnosis of HIV or

AIDS to loved ones, family, friends, and colleagues need to be examined and solutions

sought, including what to say, to whom, when, and how.

5. Dealing with feelings of loneliness, depression, and powerlessness. Self-help or peer­

support groups can provide help and mutual support. Advice from people who have

themselves gone through such feelings may be more meaningful than advice provided

on a second-hand or theoretical basis.

6. Managing the implications of adopting and maintaining safer sex behaviour. Peer­

support groups can organize discussions and training that can be far more relevant than

advice provided through formal health care programmes. Peer commitment to safer

sex also helps make these practices socially acceptable, attractive and thus sustainable.

The essence of peer-support group activity is a feeling of group cohesion, a sharing of
experiences and mutually supportive activities. At times, such groups may need help in

getting started and in maintaining regular activities. They will all look to the counsellor

for help in identifying medical services and care-givers. Providing legal advice and, in
some cases, financial support may also become issues in establishing such groups and
giving them operational legitimacy.
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Appendix 2:
CONSENSUS STATEMENT FROM THE
WHO/UNICEF CONSULTATION ON HIV
TRANSMISSION AND BREAST-FEEDING

In view of the importance of breast milk and breast-feeding for the health of infants and

young children, the increasing prevalence of human immunodeficiency virus (HIV)

infection around the world, and recent data concerning HIV transmission through breast

milk, a Consultation on HIV Transmission and Breast-feeding was held by WHO and

UNICEF from 30 April to 1 May 1992. Its purpose was to review currently available

information on the risk of HTV transmission through breast milk and to make recommen­
dations on breast-feeding.

Based on the various studies conducted to date, roughly one-third of the babies bom

worldwide to HIV-infected women become infected themselves, with this rate varying

widely in different populations. Much of this mother-to-infant transmission occurs during

pregnancy and delivery, and recent data confirm that some occurs through breast-feeding.

However, the large majority of babies breast-fed by HIV-infected mothers do not become
infected through breast milk. Recent evidence suggests that the risk of HTV transmission

through breast-feeding (a) is substantial among women who become infected during the

breast-feeding period, and (b) is lower among women already infected at the time of

delivery. However, further research is needed to quantify the risk of HIV transmission

through breast-feeding and determine the associated risk factors in both of these circum­

stances.

Studies continue to show that breast-feeding saves lives. It provides impressive nutri­
tional, immunological, psychosocial and child-spacing benefits. Breast-feeding helps
protect children from dying of diarrhoeal diseases, pneumonia and other infections. For
example, artificial or inappropriate feeding is a major contributing factor in the 1.5 million

annual infant deaths from diarrhoeal diseases. Moreover, breast-feeding can prolong the

interval between births and thus make a further contribution to child survival, as well as

enhancing maternal health.

It is therefore important that the baby’s risk of HIV infection through breast-feeding be

weighed against its risk of dying of other causes if it is denied breast-feeding. In each
country, specific guidelines should be developed to facilitate the assessment of the

circumstances of the individual woman.
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RECOMMENDATIONS

1. In all populations, irrespective of HIV infection rates, breast-feeding should continue

to be protected, promoted and supported.

2. Where the primary causes of infant deaths are infectious diseases and malnutrition,

infants who are not breast-fed run a particularly high risk of dying from these

conditions. In these settings, breast-feeding should remain the standard advice to

pregnant women, including those who are known to be HIV-infected, because their

baby ’ s risk of becoming infected through breast milk is likely to be lower than its risk

of dying of other causes if deprived of breast-feeding. The higher a baby’s risk of dying

during infancy, the more protective breast-feeding is and the more important it is that

the mother be advised to breast-feed. Women living in these settings whose particular

circumstances would make alternative feeding an appropriate option might wish to

know their HIV status to help guide their decision about breast-feeding. In such cases,

voluntary and confidential HIV testing accompanied in all cases by pre- and post-test

counselling could be made available where feasible and affordable.

3. In settings where infectious diseases are not the primary causes of death during

infancy, pregnant women known to be infected with HIV should be advised not to

breast-feed but to use a safe feeding alternative for their babies. Women whose

infection status is unknown should be advised to breast-feed. In these settings, where

feasible and affordable, voluntary and confidential HIV testing should be made

available to women along with pre- and poste-test counselling, and they should be

advised to seek such testing before delivery.

4. When a baby is to be artificially fed, the choice of substitute feeding method and

product should not be influenced by commercial pressures. Companies are called on

to respect this principle in keeping with the International Code of Marketing of Breast­

milk Substitutes and all relevant World Health Assembly resolutions. It is essential

that all countries give effect to the principles and aim of the International Code. If

donor milk is to be used, it must first be pasteurized and, where possible, donors should

be tested for HIV. When wet-nursing is the chosen alternative, care should be taken

to select a wet-nurse who is at low risk of HIV infection and, where possible, known
to be HIV-negative.

5. HIV-infected women and men have broad concerns, including maintaining their own

health and well-being, managing their economic affairs, and making future provision
for their children, and therefore require counselling and guidance on a number of

important issues. Specific issues to be covered by counselling include infant feeding

practices, the risk of HIV transmission to the offspring if the woman becomes

pregnant, and the transmission risk from or to others through sexual intercourse or

blood. All HIV-infected adults who wish to avoid childbearing should have ready

access to family planning information and services.

6. In all countries, the first and overriding priority in preventing HIV transmission from

mother to infant is to prevent women of childbearing age from becoming infected with
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HIV in the first place. Priority activities are (a) educating both women and men about

how to avoid HIV infection for their own sake and that of their future children; (b)

ensuring their ready access to condoms; (c) providing prevention and appropriate care

for sexually transmitted diseases, which increase the risk of HIV transmission; and (d)

otherwise supporting women in their efforts to remain uninfected.
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ANNOTATIONS

[a] The aim of this appendix is to help the health care provider to recognize the patient with

symptomatic HIV infection, as an aid to clinical management.

Although symptomatic HIV infection can be recognized without laboratory testing,

wherever HIV testing is available and affordable it can be used to substantiate the

clinical suspicion.

[b] Cardinal findings:

• Kaposi sarcoma1

• Pneumocystis carinii pneumonia

• Toxoplasma encephalitis

• oesophageal candidiasis

• cytomegalovirus retinitis.

[c] Characteristic findings:2

• oral thrush (in patient not taking antibiotics)

• hairy leukoplakia

• cryptococcal meningitis (may be a cardinal finding in Africa)

• miliary, extrapulmonary or noncavitary pulmonary tuberculosis3

• herpes zoster, present or past, particularly multidermatomal, age < 50 years

• severe prurigo

• Kaposi sarcoma (other than as cardinal finding)

• high-grade B-cell extranodal lymphoma.

[d] Associated findings:2

• weight loss (recent, unexplained) of more than 10% of baseline body weight, if
assessable3

• fever (continuous or intermittent) for more than 1 month3

• diarrhoea (continuous or intermittent) for more than 1 month

• ulcers (genital or perianal) for more than 1 month

• cough for more than 1 month3

• neurological complaints or findings4

1 Kaposi sarcoma is a cardinal finding only when: (1) inlraoral lesions are present; (2) lesions are generalized; or
(3) lesions are rapidly progressive or invasive.

2 If no other obvious cause of immunosuppression is present.
3 The combination of fever, weight loss and cough is characteristic of both tuberculosis and AIDS.
4 Neurological complaints or findings associated with HIV infection include seizures (especially focal), peripheral

neuropathy (motor or sensory), focal central motor or sensory deficits, dementia, and progressively worsening
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• generalized lymphadenopathy (extrainguinal)

• drug reactions (previously not seen), e.g. to thiacetazone or sulfonamides

• skin infections (severe or recurrent), e.g. warts, dermatophytes, folliculitis.

[e] Epidemiological risk factors:

1. Present or past high-risk behaviour:

- drug injecting

- multiple sex partners

- sex partner(s) with known AIDS or HIV infection

- sex partner(s) with known epidemiological risk factor or from an area with a
high prevalence of HIV infection

- males having penetrative sexual intercourse with males.

2. Recent history of genital ulcer disease.

3. History of transfusion after 1975 of unscreened blood, plasma or clotting factor;

or (even if screened) from an area with a high prevalence of HIV infection.

4. History of scarification, tattooing, ear piercing or circumcision using non-sterile

instruments.
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