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Method o L

For South Africa the SEARCH STRATEGY included search online for published and
unpublished studies in MEDLINE, EMBASE, CENTRAL, PUBMED. We also searched
databases listing conference proceedings and abstracts; AlDSearch, The Cochrane Library,
LILACS, CINAHL and Sociofile. We also contacted authors who have published on the
subject of review, and for developing countries the review focused on reviews and key

articles on the different counselling and testing models using above major databases.

Resulis . o

Results are divided into two sections: (1) reviews with focus on developing countries, and (2)

review with focus on South Africa.

{1) Reviews with focus on defveioping co:un%r‘ées
1. Traditional voluntary HIV counselling and testing (also called client-initiated VCT)
Description

Client-initiated VCT is conducted in a wide variety of settings, including health facilities,
stand-alone facilities outside health mst:tutlons through mobile services, in community-
based settings, and even in people s homes (WHC)/UNAIDS 2007).

%

The emphasis placed on HIV testmg as an entry for treatment and care has tended o
overshadow the need to exqmme VCT as 4 behavioural risk reduction programme. However,
in 2006, the UN General Assembly reaffirmed their commitment to VCT specifically as an
HIV prevention strategy (UN ZQQG). CcDC (2,001)/UNAID:> (2000) guidelines recommend that
during pre-test counselling the éounsellor and the client discuss the test process, assess the
client’'s risk behaviours, discuss coping strategies related to receipt of test result, review
prevention options, and reaffi’r@n‘ the decision to test for HIV. In the post-test counselling
session clients receive their HIV sta.t'us, diéscuss risk reduction strategies and disclosure of
test results, and receive apprdbkiate‘refe?rél' for care and support. These VCT intervention
components are to influence several mtermed!ate outcomes including the client’'s HIV risk

reduction knowldege, attuude behefs and behavuours Denison et al. (2007) conducted a
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meta-analysis that focuses solely on VCT eﬁ‘lcacy data from different VCT settings (health
facility, stand alone, Commumty based home} in developing countries. Overall, the pooled
data from seven studies ldemrﬂed showed a moderate effect of VCT on unprotected sex and
inclonclusive evidence, based only on thr’@e studies, regarding the effect of VCT on
recipients’ number of sex partners Effect S|ze estimates showed the largest effects seen

among HIV positive individuals or dlscordant couples. Similar to past meta-analyses and
syntheses (Higgins et al., 1991; Weinhardt et al., 1999; Wolitski et al., 1997), the significant
effect on unprotected sex is found primarily in studies conducted among HiV-infected
persons or discordant Couples.'--The majority ‘of the studies took place before the availability
of rapid tests and increased access to ARTA, factors that may influence outcomes related to
the service. Recruitment strategies inclgded reseacher-, provider- and client-initiated
methods. Weinhardt et al. (1999) ‘meta—anaiysis in which more behaviour change occurred
among participants who activeiy_ Soaght HIV counseling and testing compared to those who
were approached by research}e_-rs. Provider ‘initiated counselling and testing is a new and
rapidly expanding approach ahd its irhpaqt.'.Oﬂ sexual risk behaviours has not yet been

evaluated (Denison et al,, 2007)

Several authors have emphaSJsed the mpar’tance of the quality of counselling (to client-
centered counselling star‘dards) (Holtgrave & McGuire, 2007), in particular for HIV positive
indifiduals good-quality Counse!hng and’ partlcularly intensive counselling for couples
together when one is positive, : seems Ilkely to result in behaviour change (Shelton, 2008).
On the other hand, Chersich and Temmerman (2008) argue for increased emphasis on
group pre-test information g:ven durlng health talks, especially in antenatal and child health

clinics. Brief individual pre-test Sess:ons would then only be for confirming information was
comprehended. Little ewdence supports eﬁ“activeness of behaviour change counselling for
HiV-negatives. Consequemly; more abbreviated and focused post-test information (or
printed leaflets) could be givenf’f.or those testing negative. Conversely, substantial evidence
shows post-test counselling fot;H_}V—positiveéj‘is effective, and should be prioritised and meet
pre-set standards of quality. THough attentijan is needed to ensure high-quality interventions
before and after testing, sjﬁ}p‘l‘i’f_ying preéfxest information and post-test information for

negatives could facilitate a rapid increase in testing coverage and frequency.

Affordability and cost a%‘i’eciiveﬁess of HE“J counselling and testing

It is likely that the costs. of VCT will fall as testing methods get cheaper and innovative

approaches to counselhng may reduoe costf; (U”\!AiDS 2001)



The provision of free VCT enhances both the number of clients testing per day and its cost-
effectiveness in resource- hmuéd settings (g’hlelmaﬁ et al.,, 2006). Creese et al. (2002)
reviewed cost-effectiveness of._HlV/AIDS m‘["érvenﬁons including VCT in Africa, and found
that diagnosis and treatment O_f éexually transmitted infections cost just over 270 US$ per
infection prevented, and the fig"ure for VCT Was around US $ 400-500.

Results from the multi-centre trial have -shOWﬂ that VCT can be a highly cost-effective
intervention (Sweat et al., 1999, 2000). Using a hypothetical cohort of 10 000 seeking VCT,
they estimated that the intervention averted 1104 HIV infections in Kenya and 985 in the
United Republic of Tanzania. The cost per client for VCT was estimated to be US $ 29 in the
United Republic of Tanzania, and Us$ 2'_771}1 Kenya. In both these sites total costs were
composed of 74% for labour and infrastructure, 2% for start-up, and 24% for commodity
expenses. The single largest cost was for. counsellor salaries and benefits (36%). The cost
per HIV infection averted aver'aged US$ 346 in the United Republic of Tanzania and US$
249 in Kenya. The cost per dlsabmty adJust@d life-year (DALY) saved was US$ 17.78 and
Uussg 12.7.

VCT was found to be more cogileffective' when targeted at seropositive people, couples and
women. The most cost- effectlve mterventlom was VCT aimed at couples. If they increased
the proportion of couples attendmg VCT to 70% this would reduce the cost per DALY to US$
13.39 in the United Repubhc of Tanzanla and US$ 10.71 in Kenya. VCT compares
favourably to other mtorvenuons in cost per HIV infection averted in East Africa (e.g. US$
251 per case of HIV averted for enhanced STl services in Mwanza. This intervention was
estimated to cost US$ 10 per DALY saved (Gilson et al., 1997). It is likely that the costs of
VCT will fall as testing methoas get ch'e_'aper {Meda et al.,, 1999176) and innovative
approaches to counselling may'feduce coéts Furthermore, if VCT is targeted at couples and

at people of higher risk this will’ a!so increase cost-effectiveness.

The cost-effectiveness of blood}i’:lonor couqseliing has alsc been determined. There is no
policy on donor notification andHlV Couhs‘el'j'ing for blood donors in India. If existing staff and
infrastructure were used, the a'déjitional cost of providing these services to all blood donors
would cost US$ 1.2 per thcj.r (Dhiingra;Kumar, 1998). The author states that this
intervention would enhance—b’ﬁoipd safetyi by “minimizing blood wastage, reducing HIV
seroprevalence in donaied bioéﬁd.i‘developitng a health donor pool, in addition to facilitating

life-style changes and behaviouf "modiﬂcati-on‘,in the donors” (UNAIDS, 2001).
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1.1 Free-standing services:
3

by

Description

These programs offer VCT aw_éy from health services, but with frequent referrals of patients
to care and support services: Stand—alonei"sites, also known as freestanding sites, are
generally operated by nongové’rnmental organizations (NGOs) and are not associated with
medical institutions. Usually CT-is the only service these sites offer, and the staff is
dedicated full-time to providing counseling and testing. Because clients most often self refer
to stand-alone sites, they are cfom_.monly called voluntary counseling and testing (VCT) sites.
For reasons of cost and cost-benefit, stand-alone sites are often located in high population

density areas and where HIV infeptibn rates :;re high (FHI, 2005).

Advantages

-They have the advantage of ha_v'ing dedicated staff, flexible hours of operation, and strong

community links.
-Quality control is easier becau;sé staff is completely focused on providing CT.

“The model offers a unique opportunity to focus extensively on prevention and risk reduction

counseling.

-Sites attract population groups.that might not otherwise attend health-facility based CT.
(Studies show that young peopie, coupteé and men in some settings prefer to use stand-

alone services.)
-Flexible hours of operation and adequate staffing levels improve accessibility.

-Sites can meet increasing démand for CT services. (Experience from Malawi, Thailand,
Uganda and Zimbabwe has shown this.) (FHI, 2005)

Challenges

-The model has high start-up ‘and operating. costs, usually requiring longstanding external

support.

-Medical and psycho-social foliov\?—up can be difficult to ensure because sites are usually not

associated with medical infrastructure or ofther support services.
-Staff burnout may limit available services.

-Stigma may surround services because they are associated only with HIV. (FHI, 2005)



1.2 Integrated VCT:

Description )

Integrated VCT is usually intégrated into: existing healthcare settings, such as sexually
transmitted infection clinics (STTs), tuberculosis clinics, family planning and mother and child
health (MCH) services. ’

Advantages

-They offer the advantage of ease of cross-referrals and are less costly to operate.
-CT is promoted as part of general health services, allowing the “normalization” of HIV.
-Health care workers are involved directly in HIV prevention activities.

-This model allows direct refér'ral to other relevant care, such as antiretroviral therapy,
management and prevention of opportunistic infections, TB, PMTCT, family planning and

welfare support.
-CT is brought to the high volufﬁé;of potentié! clients who visit public facilities.

-Potential for replication and ':s(_:éle up arc—',%:" high due to lower start up costs and more

opportunities for outlets. o B

-Staff can provide services bethd the basig counseling typically available at stand-alone
sites (FHI, 2005) :

Disadvantages

-They may not appeal to groups who often do not go readily to health facilities, such as
young people and men. A_Iso,: in- the presence of competing interests, staff may not be

committed to the VCT program’!:n{a..
-This model has potential to-dilute other health care services and lower quality CT services.

-t is difficult to enforce quality assurance: measures and maintain the quality of CT service

delivery, especially where client load is high.

-Integrated CT can cause a Shortage of pe'rsonnel and competing demands for service

providers’ time.

-Policy may not allow the use. of non-health care workers — such as people living with

HIV/AIDS, teachers, social workers and volunteers — as counselors in these settings.



-1t may contribute to low motivation, especial_i;}'among the public sector employees.

-There may be limits in administrative and managerial capacity to run these complex
. :
services.

-It can create long waiting times_and inconvenient hours of operation. (FHI, 2005)

1.3 Private sector
Description
in many countries, private medical practitioners offer CT in their offices. This model, a

variant of integrated CT, reachfés people in higher income brackets who are less likely to

use public-sector services.

Benefits

_Practitioners are committed to high quality care because the client is paying higher fees for

services.
-Clients perceive private providers as a source of private, confidential services.

-Services are responsive to client needs.

Challenges

-Private-sector services are inaécessible to the poor and uninsured.
-Services do not always adhere to national/international quality standards.
-Providers often have no or iner’i%:ifequate training in HIV counseling.

-Time-consuming counseling d_Qes not always fit in a direct-fee model. (FHI, 2005)

1.4 Couple counselling

Couple counselling overcor'ne‘é the problemis of disclosure to partners and has been a
successful intervention where it has been promoted, although in some countries there are
barriers to attending (UNAIDS, 2001). High rates of sero-discordancy among married
couples have been noted in many studies."vThe majority of studies of couple counselling
among serodiscordant couples r'ebort successful outcomes in terms of changing behaviour

to prevent HIV transmission to 'negative partners.



Use of this model in Rwanda _shpwed that, :ﬁcompared to other VCT services, a far higher
proportion of couples wanted fo receive Hi\/ counselling and testing together (Allen, 1993
see section 1). Furthermore, d_'at'a from Rwanda have shown that use of VCT services by
cohabiting couples is eﬁ‘ectivef_'inv'reducing_HIV transmission within HIV discordant couples
and diminishing the acquisition of new HIV infections in seronegative couples (Allen et al.,
1992; Allen et al.,, 1993). In a study from Kinshasa, couple counselling was shown to be
effective in changing sexual behaviour in serodiscordant couples (Kamenga et al., 1991).
Before VCT, less than 5% of Céupies had‘ever used a condom. One month after VCT,
70.7% of couples reported using condoms during all episodes of sexual intercourse. At 18
months of follow-up, 77.4% of the 140 Couples still being followed reported continued use of
condoms during all episodes of sexuai mtercourse Intensive counselling followed testing
and this led to a low rate of HIV seroconversgé)n — 3.1% per 100 personyears of observation
in Congolese married couples: .With discordant HIV status who attended VCT. At AIDS
information Centre (AIC) in Ugén.da, of 1 853 couples that attended together 77% said that
they had never had sex but were intending -tc::‘marry or start a sexual relationship; 92% were
both seronegative; 0.8% were b’bth seropaositive and 7% were serodiscordant (Baryarama et
al. 1998). | :

Among the AIC clients the prqbability of a seropositive man having sex with a new partner
who was seronegative was 0.81, and among seropositive women 0.84. Thus, there is a high
probability that people who are seropositive will develop sexual relationships with

seronegative partners and, unknowingly, transmit HIV if VCT is not available.

However, in other settings, oftéh there has been considerable resistance to this approach
(Baggaley et al., 1997). Reasqhs for poor communication between partners are in part due
to traditional beliefs about discuésing sensitive subjects and roles of men and women within
marriage. Teaching about Hi\/, énd gender awareness to young people may help future
generations, but for women, in partlcular who are currently in sexual relations, counselling
and testing may fail to protﬁct them from H!V infection from their spouses. in Uganda,
although couple counselhng was not populczr when the services was set up — in 1992 less
than 9% of attendees were Coupies — this servuces has become more popular, with 26% of
couple attendees in 1996 (UNAHIDS, 1999). .-

Advantages:

- Married couples should be encouraged to go for HIV counselling together so that
serodiscordant coup!es,cén be i_denti__ﬁéd and counselied to help prevent fransmission

to the uninfected partner.- -



- Offering VCT to couples-overcomes thé prbb!em of sharing test results.

- Couple counselling and testlng is aimed at enabling the couple to negotiate

appropriate changes in sexua! behavrour together.

- It also helps them plan together for their future and that of their dependants, with the

support from their counsellor at both pre- and post-test.

- Couples seen together ‘can be counselled to avoid blame and prepared, prior io

testing, to make risk assessment and reduction plans together.

Voluntary couple counselling and testing (VCT), although more expensive, averted a greater
number of infant infections when:compared with individual VCT. Cost per disability-adjusted
life year was similar to that of li.ndividual_VCT. Sensitivity analyses found that couple VCT
was more cost-effective in scenar"_ios with increased uptake of couple counselling and higher
HiV-1 prevalence. (John et al., 2008).

1.5 Premarital VCT

»

Premarital testing is being prorr‘loted in some countrles especially by religious organizations.
There are no data on the Iong—term outcomes of this strategy. In many high-prevalence
countries parents of young people and rellglous organizations are promoting pre-marital
testing. In Nigeria, Catholic communlty orgamzatlons are promoting pre-marital VCT (Ubane
et al., 2000). At AIC in Ugandd, increasing numbers of people coming for VCT indicated that
marriage plans was the reason'_'they wish to be tested. In 1992, 6% of those attending VCT
did so because of pre-marital ‘testing and this figure rose to 35% in 1998 (Turyagyen Da,
2000). '

1.6 Mobile voluntary HIV c@us‘{seliing and 'ifesiing
Description

Mobile VCT denotes the provi‘si_cf)h of HIV Qc»ﬂnseliing and testing services by mobile teams
from a van equipped with Hlv;ftesting facilities. This may be a van or other mobile means
that is used to reach “hard-td{r(_aach” populations. Mobile CT takes the services into the
community by offering CT ei’théf 'v’cﬂJut of a Vah'or from designated places in the community. In
some cases, bicycles and motorcycles are used. Under this model, a team of providers sets
up a temporary site where they offer serwces to the general population, to defined groups
such as a church congregahon; attendees at cultural and sports events, employees of a

company, or to hard-to-reach groups such- as injection drug users, sex workers, truck



drivers, street boys or those with no ﬁxea ajdd;ress. Mobile voluntary HIV counselling and
testing Mobile VCT denotes the -provision df-\'—H!\! counselling and testing services by mobile
teams from a van equipped vxi.:i-thif"HI\/-testing_ facilities (Asingwire 2004; Morin et al. 2006).
The principle of mobile VCT is {o take VCT ‘tQ populations that are considered to be ‘hard-to-
reach’, such as internally displé;ced populations, sex workers and truckers and employees at
their workplace. Most mobile VCT service*_s‘afe provided in collaboration with local partiners.
South Africa and Swaziland work- with churcﬁfhes and faith-based organizations, while Cote
d’lvoire and Rwanda provide '-VCT in milifary barracks and health facilities. Khumalo-
Sakutukwa et al. (2008) found m a Community-Based Intervention to Reduce HIV Incidence
in Populations at Risk for HIV in Sub- Saharan Africa and Thailand in the first year of the
study, a 4-fold increase in tesmng was obs__erved in the intervention versus comparison

communities. We also found an overall 95% @dherence to intervention components.

Advantages
-They improve access, may be anonymous, and can link to other services.
-Mobiie CT improves access fop‘har’d—to—rea‘cﬁ' and rural populations.

-It brings the services to the beneficiaries.’

Disadvantages

-Mobile CT can be expensive “and not ‘cost-effective; it requires a lot of resources

(equipment and manpower).

-t can be difficult to ensure foll'o{}\Z—up after»p"’cst—test counseling.

-Extensive community mobilizétign is required to ensure uptake on the service date.
-It is challenging to ensure qual’lt-uy (espécially of testing) at temporary sites.

-It can be difficult to prioritize Hl\/ testing where clients have other pressing health needs.
(FHI, 2005) ) '

1.7 Home-based VCT (HBVCT): .
Description

Under the home-based VCT approach HIV counsellors offer HIV counselling and testing
services in clients’ homes. These are door to-door services that offer VCT in people's

homes. They often involve use of lay couns‘selors or community health workers to provide



counseling and testing. Home-based éouneelors and testers move from door to door,
provide pre-test counseling (usually to 'the,-ien‘tire family), and take consent from eligible
family members. Each family member is theh ‘i:es“ted and post-test counseled. (Matovu et al.
2002; Were et al. 2006; Yoder et al. 2006).

é

Advantages

Home-based CT addresses tbe-“neede of the entire family at once and discussion on
prevention and behavior Change»may be moge effective in the context of the family and the
nome. Other advantages inclué:‘l:‘e reduced pe"rceived stigma, cost-effectiveness (especially if
lay community counselors aré gtilized) and the possibility that couples counseling and
disclosure may be made easiekr,,'especsally among discordant couples. Home-based VCT
eliminates the cost of transport to the test site (Wolff et al. 2005) and increases uptake
especially among women, as they do not need to seek permission for VCT or money for
transport to VCT sites from male par’tners (I\/Latovu et al. 2005; Msuya et al. 2006; Thicr et al.
2008). This approach can aiso reduce stigme associated with being seen at the VCT clinic
(Yoder et al. 2006). Access to and uptake of VCT can increase with homebased VCT (Wolff
et al. 2005; Were et al. 2006).: In a Zamblan study (Fylkesnes & Siziya 2004) of VCT
acceptability of participants rer;domized to receive VCT either at the local clinic or at an
optional location (i.e. home, local clinic or other venue of choice), 55.8% of participants
allocated to an optional !ocauon took VCT, whereas only 11.8% of those allocated to the
local clinic did. Eighty-four per cent of those allocated to an optional location opted to receive
VCT at home. Earlier, up’take rates had never exceeded 13% overall (Nyblade et al. 2001).
Similar results were achieved in _i?ne rural. Masaka and Bushenyi districts of Uganda where,
before home-based VCT, uptal{e:'rates were below 10% (Wolff et al. 2005; Nuwaha et al.
2008). In a study that asse_s.'efed the uptake of home-based VCT provided alongside a
population-based survey ineeiected regions of Uganda (Yoder et al. 2006), 86% of
participants received HIV test results and poet—teet counselling (83% of men and 88% of
women); 93% chose to receive.,ibbth at home. Home-based VCT reduced the cost in time

and money to travel to a facility, and as one participant reported, ‘'no one can tell what
“Home-based CT addresses the'needs of the entire family at once.

--Discussion on prevention and behavior change may be more effective in the context of the

family and the home.

Disadvantages



HBVCT can be time-consuming; as the provi%jer must move from home-to-home, and family
disclosure, especially of parenté'to Children»,-’;may be difficult, as the parent(s) have to deal
with knowledge of their status ﬁgét. Testing everyone at the same time may mean premature

disclosure, which can lead to adverse social -outcomes.
It is expensive and time consuming as the provider must move from home to home.

Family disclosure, especially of parents to children, may be difficult as the parent(s) have to
deal with knowledge of their status first. Teésting everyone at the same time may mean

prernature disclosure.

Disadvantages of client- iniiié&?d cauﬁééiﬁng and testing

its coverage has remained lafgély inadédua%e. In many settings where health systems are
weak and resources limited, its"’f’availabilﬁy is constrained by shortages of skilled service
providers, inadequate materiél"re§ources, pb’or infrastructure and inadequate procurement
and supply management systems (WHO/‘UNAIDSAJNlCEF 2007). Individual attitudes and
personal perceptions of risk also have a considerable effect on the uptake of VCT
[Kalichman & Simbayi 2003; Ministry of H{eélih (MoH) & ORC Macro 2006]:' stigma and fear
of negative reactions to disclosure creaté. further barriers to testing (Kalichman & Simbayi
2003); gender inequalities contfibute to !del'ays in women learning their HIV status and
increase the risk of discriminatji;)n and vi%lence following disclosure of HIV-positive status
(Pool Transport difficulties and f_he fear Of'beﬁhg seen at healthcare facilities limit the number
of people seeking VCT from e’sftablishéﬁlhéaithcare setiings or at stand-alone VCT sites
(Asingwire 2004; MoH & ORC Macro 2006; -

Morin et al. 2006; Yoder et al:-2006). Aéia"resuli, many people, including those living with

HIV, have not sought VCT and are not aware of their HIV status.

2. Routine (or opt-out) offer bf HIV céﬁraéeiﬂing and testing (also known as provider-
initiated VCT) refers to HIV teést.i”hg and counselling which is recommended by health care
providers to persons attending health care facilities as a standard component of medical

care.

Description

In this model, the HIV fest is dff_éred as part.of routine medical care, usually with other tests

that are requested during the patient’s e;linic’;él visit. Counseling is offered in terms of groups

11



-

and more emphasis is put on ﬁ;ipost—test _cb‘unseling. Patients who refuse the iest are
considered to have opted out:_-‘i;his mbdél'. has been impilemented in many countries in
prevention of mother-to-child transmission (PMTCT), tuberculosis, STI clinics, and medical
wards (Alcorn 2008), and has been recently recommended by the US Centers for Disease
Control and Prevention (CDC) as.éne of the ways of increasing early diagnosis (CDC 2006).
According to the recent WHQ/ UNAIDS guidelines (WHOUNAIDS 2007), an HIV test is
recommended for all patients, irrespecti_%e of the epidemic setting, whose clinical
presentation might result from underlying HIV infection, as a standard part of medical care
for all patients attending health facilities in generalized HIV epidemics and more selectively
in concentrated and low-level epidemics. The purpose of such testing and counselling is to
enable specific clinical decisions to be ‘made and / or specific medical services to be
provided that would not be poésible without the knowledge of the person’s HIV status

(WHOQUNAIDS 2007). :
@

Advantages v

Advantages include reduced -sﬁart=up costs for the service, but the service has been
criticized for taking away _th‘le “voluntériness” from HIV testing. Following the
recommendations of the V\/HO.'(V{_)HO 2007) Eegarding RTC in generalized epidemics where
treatment is available, Ugand’aﬁ continued irhpiemeﬂting RTC from a few, initially research
sites (CDC 2006) in healthcare facilities. Frcafn a public health perspective, the primary aim
of RTC is to increase the number of people who know their status and for those who test
HIV-positive, to get them into ;.;linical care sooner (MOH-Uganda 2005). In the context of
increased access to ’treatmentlrand care in Uganda for individuals who test positive, the
primary goal of RTC is to get ihdﬁividuals who test positive into clinical care sooner (Liechty
2004; MOH-Uganda 2005) and éreventing HIV transmission and acquisition is a secondary
goal of RTC in Uganda (MOH-Uganda 2005)..

Routine offer of HIV counse!ling and testing reduces stigma and discrimination (Weiser et al.
2006), identifies previously undig.gnosed HIV infection (Homsy et al. 2006), gives women the
opportunity to use VCT without having to i_;seek permission from male partners (Weiser et
al.2006), refers clients eariy to HIV preveﬁt;ibn, treatment and care services (Creek et al.
2007), and as many pregnant W6men attend antenatal care (Jimoh 2003), it can increase the
uptake among women (Homsy et al. 2006; Weiser et al. 2006). RCT has helped to improve
access to and uptake of VCT ln Botswana (Weiser et al. 2006; Creek et al. 2007), Zimbabwe
(Perez et al. 2005), Malawi (Manzi et al. 2005) and Uganda (Homsy et al. 2006), among

others.
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Disadvantages

While it is claimed that treatmeh—t'roll-out will reduce stigma and discrimination, there is little
evidence to support the claim. It is also claimed that treatment uptake will reduce the
likelihood of HIV transmission and that thus ﬁ’eatments themselves have a preventive effect.
This direct effect of Lreatment uptake on prevention is augmented, it is claimed, if use is
made of the voluntary counselling and tesﬁng (VCT) encounter and people counselled to act
safely. Again there is little evidenCe to suppoﬁ the claims made. In addressing the evidence
for these two claims, the paper cautions against the large scale adoption of routine ‘opt out’

or, as it is sometimes called, provuder lmtlatad' testing (Kippax, 2006).

VCT coverage and implemenfation of different models in resource-limited settings

Regrettably, although VCT is an effective prevention intervention in resource-constrained
countries (VCT Efficacy 2000), coverage in many developing countries remains low for
various reasons (Prabhat 2002; Coovadia 2000).

It is estimated that, worldwide, only 10% of HIV-positive individuals know their status. This is,
in part, attributed to the fact that a majority of people in developing countries do not have
access to HIV-CT (Global Report 2007). In Uganda, for example, only 15% of the population
has been tested, while more than 70% desired to be tested (Kamya 2007). The reasons for
not testing include the following: HIV- related stigma; the distance (and associated transport
costs) people have to travel to reach testmg sites; and having to return to receive results for

post test counseling, especially where rapid tastmg is not performed (Morin 2006).

For example, a national study in Uganda saowed that 70% of adults reported wanting to
receive testing, but only 6% had actualiy been tested (UBOS 2001). Similarly, about 50% of
people hospitalised in Uganda have’ HIV mfec‘non but HIV testing is rarely available in
hospitals and almost never routinely offered to patients (Wanyenze 2004). Notably, before
rapid testing became more widéls}‘ available, those who tested in hospitals and other facilities
were less likely to return for. {Heir resu!ts: (Wolff 2005; Fylkesnes 1999). In Zimbabwe,
inconvenience of location and: hours of test ng were the main reasons for not being tested

previously in a group of people accessmg VCT at a mobile testing site (Morin 2006).

Making rapid HIV testing more Wldely ava:iab!e and accessible could have a significant
impact on the prevention of HIV mfectlon in d:evelapsng countries. Analysis of an intervention
to deliver HIV test results to ‘people’s homes in a rural cohort in Southwestern Uganda

showed an increase in the up"Eake of results from 10% to 37% (Wolff 2005). Likewise,
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following the implementation of home—basééﬂ' VCT by the AIDS Information Centre (AIC),
Uganda’s pioneer testing site, 5000 people'fecei\/ed VCT in 2000 homes over a one-year

period. In over 65% of the homeé, at least one family member agreed to participate in testing
(Murana 2005). ‘

A study cohort in Rakai district in South Western Uganda also showed a rise in uptake of
VCT, from 35% in the first year (1994 to' 1995) to 65% subsequently (1999 to 2000) (Matovu
2002), while one-time delivery of HIV results after community-wide mobilization in Mukono (a
rural Ugandan district), yielded .an uptake Qf‘93% (Were 2003).

In a bid to scale up VCT, Lesotho, a Cou~ntry with one of the highest HIV prevalence in the
world, has embarked on a nétionwide home-based HIV voluntary testing program (WHO
2005). By the end of 2007, iE is envisa"‘ge‘d that all households will be offered HIV tests
through door-to-door VCT services. Thé inﬁpﬁéct of this program in getting people into care

and changes in sexual behavior is expected-to be significant (WHO 2005).

FHI (2005) CT models include. étand-aloné, integrated, quasi-integrated, private sector,
mobile and home-based. There is no best gpproach or model for CT. Each has strengths
and weaknesses and should be implementéd appropriately to suit the targeted populations
and regions. In most cases, a comblnanon caf models is appropriate fo maximize coverage

and improve the accessibility and acceptablll‘ty of CT services.

When selecting CT models, one should consider program goals. Is the primary purpose fo
enhance access to care, support and treatment; to provide services to a general population
that needs to know their HIV status for both prevention and care; or both? One should also
consider cost, cost-effectiveness, sustainability, affordability, appropriateness to the target

group, epidemiological profile, socio-political situation and convenience to the clients.

Matovu and Makumbi (2007) h(:)vté that in most parts of sub-Saharan Africa, fewer than one
in 10 people know their HIV Staths. S;cigmé, fear of receiving an HIV-positive status, lack of
confidentiality, long distahces to VCT sites, and long delays in returning HIV test results limit
people's access to tradltlonal VCT systems Alternative VCT delivery models, such as
mobile VCT, routine offer of \/CT and home-based VCT increase access to and uptake of
VCT. We recommend that these' alternative. models be implemented in more settings and on

a much larger scale in sub-Saharan Africa, ijere VCT uptake rates remain low.

{2) Review with focus on South Africa
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Introduction

VCT has become mcreasmgly |mportant i Lhe global response to HIV/AIDS. It benefits
clients, their sexual partners ang families, fhe general community, and the entire society by
helping prevent the spread of HEV and Ilnkmg infected persons to care, treatment and
support. However, psychoiogicéi.band physicél barriers, such as access to HIV testing and
stigma surrounding HIV testing, remain and- prevent rapid HIV testing scale up in the
developing world (PSI, 2008).

VCT has been available in South Africa g,fm?:e the early 1990s — notably through city-based
AIDS Training, information and Clc'iunsellin‘g C_ientres (ATICCs), various NGOs, private sector
services, and in some clinics ?Dd, hospitals..In 2000, the process of expanding VCT within
public sector health care was initiated as part of the national strategic plan on HIV/AIDS and
STls. Magongo et al. (2002) has found .thafp access to VCT within the public sector was
overly reliant on primary health clihics, which may discourage some people from testing; and
that VCT services tended to be,aprovided. di)ring standard working hours only, which may

deter employed people and studénts from testing.

The South African National Voluntary Cou'hséiling and Testing (VCT) HIV Prevention and
Care Strategy sets as its goal universal aqc'ess to VCT services for 15-49 year olds (DOH
2003). The strategy seeks to move beyond existing ‘integrated” medical sites that offer VCT,
such as primary health clinics, S".Fl clinics, én_d family planning clinics, to establish a greater
number of non-medical integratéé}'or stand-ai‘bne sites that cater for particular target groups,
such as youth, rural inhabitants, and working. hen. These sites cater primarily for clients who
access VCT in the context of P?ATCT or home-based care (DOH 2003).

By March 2004, VCT was a\iévilabie at more than 1900 service points in South Africa
(National HIV/AIDS and TB P’fogramme 2004). VCT has also expanded in other sectors
including private sector cimlcs -and hOSplta|‘>, workplaces, and community-based/non-profit
organisations. The number of VCT sites in Duth Africa has increased significantly in recent
years, with 4,172 operational by November 2006 (AVERT, 2008).

in 2005, based on a national populatlon ba::.ed survey 15 years and above (Shisana et al.,
2005) 29.2% report to have ever been to an HIV test (30.9% women and 26.4% men),
38.8% got tested within the last year preced ng the survey, 33.1% between 1 to 2 years and

28.2% more than 2 years ago.
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1} Traditional voluntary HIV ﬁounselhng and testing (also called client-initiated VCT)

Description

Client-initiated VCT in S.A. has been conducted in the context of PMTCT, public clinics and

at workplaces.

§

1.1. Client-initiated VCT in PMTCT sett}ings;

Advantages: ’ |

0. :

Increased uptake and accep’cablhty of \/CT ,among pregnant women has been shown in
some South African communities. Uptake Qf services has often been regarded as an
important measure of VCT services succeé,s” (UNAIDS, 2001). A good VCT uptake and
acceptability in PMTCT settings has been ‘shown in Soweto and Durban by Cartoux et al
(1998). VCT acceptance rates'.’in':'Soweto were shown to be 97% while 98% in Durban. In a
study conducted by Wilkinson & Wilkinsori (2001) in rural South Africa, only 7 women (10%)
reported knowing their HIV statgs’while 93% said they would have an HIV test if it could help
their baby. All women said that'}t'h.ey would welcome HIV education and an offer of voluntary
HIV testing and counselling in thé prenatal.dmic as part of routine prenatal care. In Peltzer et
al. (2007) most pregnant wo_m'en (92.4‘%) indicated that they never had an HIV test.
However, after having been pr'()'vided with HIV/AIDS information, wanting to know their HIV
status and concern for the tran'srhission of HIV from mother to the unborn child were given
as major factors that would enec:"ourage them to come for an HIV test. Urban et al. (2004)
reviewed antenatal and hospita! records and 52.3% of women tested for HIV and received

their results while 16% of their Lnfants recelved nevirapine.

Rose et al. (2005) found that postpartum VCT is acceptable, feasible and affordable option.

Barriers
8.

Client-counsellor dynamics durihgrbretest cd{inselling were pivotal in determining uptake and
participation, and counsellor profile strongly i rﬂueﬂcsﬂd the nature of the interaction (Varga &
Brookes, 2008). According to the DHIS reocfrds of those at first antenatal care (ANC) visit,
24% were not given ccunsellmg and 32. 5% were not tested for HIV, 11 % of those given

counselling at first ANC visit were, not tested for HIV (Rispel et al, in print).
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Attitudes of health care staff and oOunselIo"r‘é.s are very important in the success of PMTCT
interventions. Higher rates of uptake arg seen where the midwives/counsellors are
supportive and understand the benefits of PMTCT (WHO/UNAIDS, 2001).

Ndabishembye (2004) observéa a general lack of counselling skills by counsellors whereby
the content of counselling did®not cover ail»,’the necessary grounds and important issues
adequately. The duration of °‘é_-'ounselling was short and communication with the clients
tended to be one-way. Stignﬁ".é, discrimination and lack of adequate awareness, short
opening hours in some clinics, the Iack'.of éprivacy and confidentiality negatively affected

utilisation of VCT services among others. -

Chopra et al. (2005) assessed the quality'bf counselling in the context of PMTCT, and found
that although communication ékills were.very good, only 73% of HIV uninfected mothers
were informed of exclusive bré_ast feeding,; one of 34 HIV infected mothers was informed
about possible side effects of f\'evirapine,» and none told what to do when it occurred, onle
two HIV infected mothers We(é' .asked about essential conditions for safe formula feeding,
85% could not explain term "‘,é)’(blusive._"breast feeding” (EBF), none of the 12 mothers
choosing to breastfeed was S»hb\{\/n to pi‘jsition the baby correctly on the breast or asked

whether thry thought EBF wasféé—sible.

2

1.2. Client-initiated VCT in puiblic clinics

Access to VCT was found to bebverly Feii.a.fﬁgon primary health clinics in South Africa, but it
has expanded to private sectors 4s well'in other sectors (Birdsal et al., 2004). However, VCT
services in rural areas were fdund to be insufficient. Available VCT services in rural areas
were predominantly hospital—bas;ed and this impacted on VCT clients in rural areas. A
haseline assessment conducted in June 1999 showed that VCT was largely unavailable at
primary health care (PHC) ie\;ei, but were- predominantly hospital-based (Pronyk et al,
2002). VCT was introduced among five FSHC facilities in a rural South Africa setting
(Agincourt sub-district), and one year after its introduction, a major increase in the guantity of
HIV testing, the proportion of  clients who ';r‘eceive their results, and the proportion who
present voluntarily was obsewéd, The majori}ty of those presenting were women, and 20-40

*

year olds predominated.

Barriers
- serious disruptions in continuity of the counselling session,

- counsellors who are known to-be unsuppokti_ve of VCT services,
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1.3. Client-initiated VCT at wcj‘kpiaces

There is a need for workplacé education programmes, confidentiality and convenience of
the VCT services to be improvéd to promote-access to VCT by South African mineworkers.
Day et al (2007) has shown that \_[CT uptake'among mineworkers (26%) in South Africa was
likely to increase provided that there were improvements made to the confidentiality and

convenience of the company’s VCT service.

Mineworkers (14%) indicated that they would be more likely to access VCT if antiretroviral
therapy became available. ESKOM workers wanted their company to take a more directive

role in providing HIV treatment (Esh-VVilliams'et. al, 2005).

Barriers to VCT uptake

e

Mineworkers expressed fear of "a positive result and the potential consequences, particularly
stigmatisation, disease and éieath, as ma‘jor barriers to HIV testing. Concerns about
confidentiality of HIV test res‘u"!:t"s__'were also. raised by clients (Grant et. al, 2002; Day et al,
2007). Eskom employees wdrriéd most about stigma from co-workers and managers,
manifested through social iso{atiqn and ridicule, and requested assistance with disclosing

HIV status when necessary (E'S*u,—}:i/;Villiams_et. al, 2005).

2. Routine offer of HIV cqg_jhjéeiiing and testing (also known as provider-initiated

Counselling and testing) . -
Description

Refers to HIV testing and counselling which is recommended by healthcare providers tc

persons attending healthcare facilities as a standard compenent of medical care.

‘Opt in’ and “Opt out” approaches

HIV testing is fundamental to both preventic;ﬂ and treatment of HIV. Efforts to increase the
coverage of HIV testing have té.éently extended to the provision of “opt-out” or routine HIV
testing, where the healthcare ;:;jrc;;\,/ider rafher than the client or patient initiates the test. HIV
testing is offered routinely to alt: pv'altients'athtending a particular healthcare service, such as an
antenatal clinic, even though “ahiéy are ésymptomatic for HIV disease. The emphasis is

+

changed from client initiated (as in VCT) to provider initiated testing. The test is still
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voluntary, with the option to refuse testingl (dpt out). Such an approach has been shown to
increase uptake of testing in settings su‘c’h\%as the USA. It may also decrease the stigma
associated with choosing to have a test — in as much as everyone is having it offered

irrespective of perceived risk (Cbliini, 2006).

Provider-initiated VCT in clinics

Routine HIV testing at the point of care in an outpatient department, in South Africa,
increased case identification by more than 4 times as compared to HIV testing by physician
referral (39 vs. 8 new). Out of 435 pa‘tiéhﬁs referred by physician for HIV testing, 137
completed testing at the VCT" site, Wh‘iiS;"[ out of 2912 patients, subjected to routine HIV
counseling, 1414 patients accepted HIV testing (Bassett et al. 2007).

2

Routine (Provider-initiated) VCT in the context of PMTCT

The routine ‘opt-out’ approach"ﬁas been .éhdwn to greatly increase uptake of HIV testing in
some PMTCT settings in South‘A‘frica. A éﬁS% HIV testing rate was noted among 190 women
attending prenatal and 74 post:hatal care in Khayelitsha, Cape Town (Etiebet et al, (2004)
and 94% of those tested alAso recei\;eéi pre-test counselling. Women received HIV
counselling in a group and Werg'asked if. they would like to receive an HIV test. Those who
opted for HIV testing also recgi\)ed individual HIV counselling. Test results were reported
individually in post-test counselling sessions at subsequent visists. Only 8% of those tested
did not remember having receiﬁ?écjl -posf—test counselliing. Generally, most women (94%) were

satisfied with the counselling s&rvices offered.

In Kwa-Zulu Natal the ‘op'i—ou’%;iHIV tesﬁng approach doubled the national VCT acceptance

average (Doherty et al, 2004). ., .

Uptake of counselling and testililg designed a‘is an ‘opt in” model differed greatly across all the
other provinces, ranging from 14-to 92 %-.'Ov.erali, 85% of women who tested received their
results (Doherty et al, 2004). 5Among fifty ';South African antenatal patients who refused
routine HIV testing at the antenétal clinic-of the Johannesburg Hospital, twenty-two (44%}) of

the blood specimens tested p{a‘é‘;tive for Hi._\/ (Mseleku et al, 2005).

Provider-initiated VCT at workplaces\

South Africa faces a rapidly gj‘rowing"Hi\/_}epidemic and mineworkers are an especially

vulnerable group. A survey carried out in 1998-99 among mineworkers in Welkom revealed

B
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an HIV prevalence of 24% in ﬂ{‘ae general ~po%_>ulation and 53% among those presenting with
sexually transmitted infections {STls) (Chai’_élémbous S., personal communication). Within
the health service providing care for miné\giorkers in the Welkom area, HIV iesting first
became available to doctors for diagnostic purposes in 1991. In 1992, nurses were made
responsible for pre- and post- _test counsellmg and VCT has been available on request at
primary health centres since then. However, since HIV infection was rare at that time, testing
was offered only occasionaily, primarily to th‘ose who were sick, and spontaneous requests
for testing were effectively unknown. In the éarly days of the epidemic both nursing staff and
clients took the issue of testing lightly; employees were willing to be tested, perhaps with
limited understanding of the lmphcatlons of the test, and nurses were sceplical about the

relevance of HIV to their prac‘uce (Ginwala et al, 2002).

More recently, nurses report that thngne% to be tested has declined, perhaps largely
because of fears that a poatsve HIV reSui’i might lead to job loss. Until the mid-1980s,
employees with chronic medical Condlt!o_ns such as diabetes and hypertension were
dismissed: in other mining Cdmpanies, ”t;ub‘ércuiosis has in the past been a reason for
dismissal. There is no evidenCé of selective redundancy for HiV-infected employees in this
company, except that individuals who are—‘.‘_lmabie to work because of advanced disease are
offered retirement on medioéﬂ-'grounds,} Since the late 1990s, there has been major
downsizing of the workforce (in Free Staté, from 60,000 to 15,000 within the last five years)
which has increased job insécurity,‘ and unsubstantiated rumours about selective

redundancy of HIV-infected employees ci%;:u!g’te.

Currently, counselling about HI}\f’_infection- is routinely offered to all those presenting to the
mining primary health centres. with STI_s.lAt the hospital, VCT is offered to all patients
admitted with newly diagnosed"jFB or other_HI\/—associated diagnoses. Counselling at these

sites is carried out by nurses (C_%i-nwala et. al, 2002).

Affordability and cost effecti\?eness of HEV counselling and testing in SA

it is likely that the costs of VCT will fall as testing methods get cheaper and innovative
approaches to counselling may reduce costs (UNAIDS, 2001). VCT costs are likely to fall as
the uptake of VCT mcreases McConnel et al (2005) determined the cost per client
completing VCT (pre-test counselhng testmg and post-test counselling) in a non-research-
based programme in South Afr!c;a using rapid-test technology. Financial expenditure for the
2002/2003 fiscal vyear Was: $‘39761. WUsing market prices for donated resources, the
sconomic cost for the year was estimated at $67 248. Six hundred and sixty-two clients

completed VCT, resulting in financial expenditure of $60.06 per client and an economic cost
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of $101.58 per client. Financia_l':expenditun{es@and economic costs per client decreased over

the year by 66% because expefises remained stable as more clients were served.
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