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Fo re wo rd

Voluntary counselling and testing (VCT) is a major lynchpin in HIV/AIDS prevention 

and care strategies. Persons, their spouses and sexual partners are better equipped to 

make appropriate HIV prevention decisions if they know their HIV status. Couples 

about to be married can use VCT to know their HIV status before deciding on 

marriage. VCT can enable pregnant women to learn their HIV status and seek services 

to help prevent mother-to-child transmission of HIV. Women of reproductive age who 

go for counselling before pregnancy can make informed decisions about becoming 

pregnant, based on knowing their HIV status. VCT lets people who are infected learn 

their HIV status early enough to receive adequate care and support. Early care and 

psychosocial support may enable them to live a longer and better quality of life with 

HIV. 

Uganda has had much success in HIV prevention and care. But more needs to be done 

and VCT is central to this. Uganda is a model for VCT service delivery. Many partners, 

both present and emerging, are doing an excellent job of providing high-quality VCT. 

The government of Uganda now aims to place high-quality VCT service within the 

reach of every Ugandan. As we go to scale, however, we need national guidance and 

quality assurance. We need to clarify such issues as who should receive VCT, who 

should deliver it, and when and how they should deliver it. 

Many countries and international agencies look to Uganda as a showcase of good 

HIV/AIDS programming. It has thus become increasingly necessary for the 

government to systematically outline policies and guidelines upon which our 

programmes are based. 

The government believes in an open and participatory approach to HIV/AIDS policy 

development and programming. Guided by this principle the Ministry of Health, 

having been mandated to develop national VCT policy guidelines, decided to involve a 

wide base of stakeholders. In the process the ministry thus involved scientists, 

counsellors, medical and health professionals, service managers, policy-makers, donors 

and community members, especially people living with HIV/AIDS. The government 

of Uganda is therefore convinced that these guidelines are based on a strong base of 

cutting-edge research data and experience in delivering services as well as addressing 

community concerns. It is my sincere hope that the guidelines provide a framework for 

reaching all Ugandans with high-quality and ethical VCT services. 

Finally, I take this opportunity to express the gratitude of the Ministry of Health to all 

the people and institutions listed in the acknowledgement for the selfless work they 

did to produce these excellent guidelines. 

 

 

 Prof. Francis Omaswa 

 Director General of Health 

 Ministry of Health, Uganda 
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Imp le me nta tio n g uid e line s fo r VCT se rvic e s 

Introduc tion to  the  doc ume nt 

There are two related guidelines regarding VCT services in Uganda. 

The Uganda National Policy Guidelines for HIV Voluntary Counselling and Testing states 

what should and what should not be done regarding VCT in Uganda. It has a glossary 

defining commonly used terms in VCT in Uganda. Policy-makers and planners of 

HIV/AIDS programmes are the main target audience for the policy guidelines. 

This related document is the Uganda National Policy Implementation Guidelines for HIV 

Voluntary Counselling and Testing Services, which restates the national policy on VCT 

and goes further to spell out how the policy should be implemented. This guide is 

intended for the wider audience of HIV/AIDS programme managers and service 

providers but is also a useful resource for policy-makers and planners. In this 

document the policy statements are highlighted with a shaded background. 

Proc e ss of de ve lopme nt of the  g uide line s 

These guidelines were developed through consensus building. The initial scope of the 

guidelines was developed in a meeting of the national coordination committee (CT 17)1 

of stakeholders held on 5 August 2002 in Hotel Africana, Kampala. Individual 

interviews of a cross-section of stakeholders were conducted to seek stakeholder views, 

opinions and preferences regarding the list of issues raised in the stakeholders’ 

meeting. Policy statements were then developed and discussed with small groups of 

experts. In December 2002 expert groups met with representatives of counsellors of 

youth and adolescents, clinicians, laboratory experts and people living with HIV/AIDS 

(PHAs). Key stakeholders were called on to meet from time to time to review the work 

in progress. In addition, two national consensus workshops were held: one for the 

policy guidelines (20–21 February 2003) and another for the implementation guidelines 

(28–29 March 2003) in the Ridar Hotel in Seeta Mukono. The implementation 

guidelines also draw from the vast experience of VCT implementers in Uganda and 

other countries as well as WHO and UNAIDS publications on the topic. These sources 

of information are listed at the end of this document. 

The secretariat of this process has been in the Ministry of Health STD/AIDS Control 

Programme. 

Uganda has much experience in developing and implementing VCT services, 

pioneered since 1990 by the government and the AIDS Information Centre (AIC) in 

partnership with other HIV/AIDS NGOs (non-governmental organizations) in the 

country. Thus there is already a wealth of materials and resources on how to develop, 

deliver and monitor high-quality VCT services in a variety of settings in the country. 

The VCT implementation materials available from these partners are, however, specific 

to the organizations themselves and the settings under which they operate. These 

‘how-to’ experiences have been summarized in a checklist format for each element of 

VCT service delivery. It is important to note that every implementer of VCT services 

                                                 
1 The original members of this committee were 17 key stakeholders. 
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will need to augment these checklists with details that can only be developed once 

specifics of the setting, funding and target audience are clear to the planners. To 

facilitate this process a number of site-specific examples are cited in boxes in the 

guidelines, which other VCT implementers can adapt and adopt to suit their 

circumstances. 

These guidelines are developed in line with the decentralization policy, which 

stipulates that the planning and implementation of developmental programmes should 

take place at the district level. 
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Cha p te r 1. VCT se rvic e s 

VC T is a  c o re  inte rve ntio n in the  c o mp re he nsive  stra te g y o f the  g o ve rnme nt a nd  its p a rtne rs to  

a d d re ss HIV/ AIDS in Ug a nd a . Hig h-q ua lity VC T se rvic e s sho uld  the re fo re  b e  wid e ly a nd  

c o nsiste ntly a va ila b le . The  d e ma nd  fo r VCT is g ro wing . The  ne e d  thus a rise s to  c o ntinue  mo b ilizing  

re so urc e s to  me e t this d e ma nd  a nd  to  stre ng the n the  infra struc ture  to  a c c o mmo d a te  VCT 

se rvic e s. 

Ma king  the  se rvic e  use r frie nd ly to  g ro up s suc h a s the  yo uth, c o mme rc ia l se x wo rke rs a nd  the  

e ld e rly sho uld  b e  c o nsid e re d  d uring  the  p la nning  a nd  d e live ry o f VCT se rvic e s. 

1.1 VCT promotion 

Onc e  a  VC T se rvic e  is a va ila b le  it is imp o rta nt tha t the  c o mmunity b e  info rme d  a b o ut its 

a va ila b ility a nd  its ro le . 

Ma ss e d uc a tio n, while  e xp la ining  the  me a ning  o f HIV-p o sitive  a nd  HIV–ne g a tive  re sults a nd  the  

p ro c e d ure s a t the  VC T c e ntre , sho uld  e nc o ura g e  the  p ub lic  to  ta ke  a d va nta g e  o f VC T se rvic e s 

vo lunta rily. 

Inform communities about the availability and advantages of VCT through radio and 

TV programmes, posters and the print media in English or local languages as 

appropriate. Collaborate where possible with related programmes already using the 

mass media to promote health services such as the health information programmes in 

the Ministry of Information, the Health Education and Health Promotion Division of 

the Ministry of Health (MoH) as well as the AIDS control programmes of other 

ministries. Collaborate also with non-governmental organizations (NGOs) that are 

already using mass media to educate the public about HIV/AIDS. Use film vans or 

video machines appropriately to show films promoting VCT to communities. 

Collaborate with the private sector such as radio and TV stations and companies as 

they promote their products to promote VCT as well. Education should target 

community events and special days such as Youth Day, Valentine’s Day and World 

AIDS Day. Employers and heads of academic institutions should be urged to 

encourage their employees or students to seek VCT services. VCT promoters should 

address gender disparity in access to information and services. 

Inte rpe rso nal c o mmunic atio n to  mo b ilize  spe c ific  targ e t g ro ups 

Create awareness about VCT among clients and patients seeking other services such as 

for sexually transmitted diseases (STDs), TB and antenatal care (ANC) as well as in the 

general outpatient clinic. Extra effort should be made to create awareness among hard-

to-reach people such as commercial sex workers and their clients by approaching them 

at locations such as bars, hotels and discotheques. Other special groups such as highly 

placed people and the elite should be especially targeted using favourable 

environments. 
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Co mmunity mo b ilizatio n 

To  inc re a se  d e ma nd  fo r VCT, p ro mo te rs sho uld  g o  o ut to  se nsitize  a nd  mo b ilize  c o mmunitie s o n 

the  b e ne fits o f VC T in lo c a tio ns suc h a s ma rke ts a nd  p la c e s o f wo rship  o r in ho me s d uring  ho me  

visits. 

Promoters of VCT should disseminate information about the VCT facility widely 

through public media and community mobilization so that clients know what to 

expect. Build capacity by providing resource materials and training to community 

leaders at all levels including religious leaders and workers, politicians, and local 

council representatives to be able to promote VCT. These leaders should be informed 

about the availability of VCT services and the benefits of VCT. They should in turn use 

this information to mobilize communities to use VCT. Sensitize religious leaders and 

workers and politicians, and encourage them to use gatherings such as weddings, 

funerals, religious congregations and political rallies to promote VCT. Distribute VCT 

promotion materials widely through public, private, NGO and religious organizations. 

Messages. Examples of topics that should be covered in promoting VCT: 

Example: Voluntary counselling and testing (VCT): a guide for the 

mobilisation of communities.a This booklet covers the following topics: 

 What is VCT? 

 Benefits of VCT 

 What does living positively with HIV mean? 

 When should one go for VCT? 

 What makes people attend VCT services? 

 Where are VCT services found in the country? 

 What should you expect at the VCT centre? 

 What does VCT cost? 

 How long do you stay at the VCT centre? 

 How is blood tested? 

 How can you support the VCT programme? 
a Kasozi, C. R. [no date.] Voluntary counselling and testing (VCT): a guide for mobilisation of 
communities. Kampala: STD/AIDS Control Programme, Ministry of Health. 

 The problem and magnitude of STD/HIV/AIDS in the locality 

 The need to prevent STD/HIV and to provide care and support for those infected 

and affected 

 Benefits of VCT services and procedure to be used at VCT centres 

 Importance of testing as couples, before starting a relationship and during an 

existing relationship 

 Location of VCT services in the district and the community 

 Meaning of positive, negative and discordant HIV test results 

 The need for follow-up services 

 The need for a supportive attitude in the community towards people living with 

HIV/AIDS and avoidance of stigmatization 

 Testimonies of individuals who have gone through the VCT process 

 Gender roles and power relationships as regards VCT 

To attract interest and participation of the wider community, community mobilization 

exercises should also include other health-related issues such as— 

 Hygiene (both environmental and personal) 

 Information about and management of HIV-related illnesses such as TB and 

STDs 

 Prevention options including condom use 

 First aid for acute conditions like diarrhoea and fever 

 Rational drug use (for example, ARVs, directly observed therapy (DOT) and the 

necessity for adherence 

 Any relevant new information on HIV infection and on AIDS care and treatment 

 Planning for the family 

 Spiritual care 

 Existence of other sources of help, such as community-owned resource persons 

(CORP)2 in communities 

 Support from other organizations 

 

                                                 
2 A general term for all community health workers including community health workers (CHWs) and 
community-based distributors (CBDs). 
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Pro mo ting  VCT thro ug h subsidy 

Whe re  c o st is a tta c he d  to  VC T se rvic e s, o ne  wa y o f p ro mo ting  the  se rvic e  c o uld  b e  b y wa y o f 

sub sid y. 

For example, the AIDS Information Centre (AIC) promotes VCT on special days and 

provides coupons for free services. Other possibilities are to provide coupons for 

women receiving PMTCT (prevention of mother-to-child transmission) services to give 

to their spouses, encouraging them to seek free VCT. Another consideration is to hold a 

national day for free VCT in all facilities. 

1.2 Type s a nd loc a tion of VCT se rvic e s 

Establishing VCT services involves four phases: 

 Assessment 

 Planning 

 Implementation 

 Monitoring and evaluation 

1.2.1 Asse ssme nt phase  

A VCT site should be selected after an initial assessment and after consultation with 

key stakeholders from government, local leaders, NGOs and private practitioners 

operating in the area. For details of the initial assessment see section 6.1.1. 

1.2.2 Planning  phase  

Determining geographical location of VCT sites. First, it is necessary to agree on national 

targets for the VCT programme in terms of the number of sites and population 

coverage. If a wide coverage is aimed for, a phased approach is recommended. 

To ensure that VCT services are well distributed the locations should be 

 Not too near existing VCT sites to avoid duplication 

 Accessible using public transport 

 In a location where communities usually gather, like markets or towns 

 Not in a sparsely populated area 

 Where there is a known target population (an organized population that might 

need these services) 

VCT services will be more effectively delivered where communities have organized 

follow-up services such as post-test clubs, support groups and ongoing support by 

community-based organizations (CBOs). 

Determining the type of VCT sites to set up. There should also be agreement on what 

proportion of VCT sites should be of one category or another. The different categories 

of VCT facilities are as follows: 

FREE-STANDING  SITES 

Fre e  standing  is a  site  o ffe ring  VC T se rvic e s tha t is no t p hysic a lly lo c a te d  in a n e xisting  he a lth 

fa c ility. It ma y ha ve  limite d  c a re  a nd  sup p o rt se rvic e s fo r HIV/ AIDS. It sho uld  the re fo re  ha ve  a  
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stro ng  re fe rra l syste m with o the r he a lth se rvic e s, a nd  e ffo rts sho uld  b e  ma d e  to  o ffe r o the r re la te d  

se rvic e s suc h a s AIDS c a re  a nd  sup p o rt, fa mily p la nning  a nd  STD c a re  in a n inte g ra te d  ma nne r. 

A free-standing site should be located in high-population-density areas with the aim to 

attract populations that otherwise would not attend VCT services. It should have an 

easy link with post-test services. 

HEALTH-UNIT–BASED SITES 

He alth-unit–base d VCT se rvic e s a re  lo c a te d  in a n e xisting  he a lth fa c ility, p re fe ra b ly a t a  le ve l IV 

he a lth c e ntre  a nd  a b o ve , whe re  c a p a c ity a nd  a sso c ia te d  HIV/ AIDS se rvic e s a re  a va ila b le . 

Ho we ve r, le ve l III fa c ilitie s with a d e q ua te  c a p a c ity sho uld  p ro vid e  VC T. The  he a lth fa c ility ma y b e  

e ithe r g o ve rnme nt o r no n-g o ve rnme nt. VC T se rvic e s a t suc h a  site  sho uld  b e  inte g ra te d  into  

e xisting  he a lth se rvic e s o n a  d a ily b a sis. Ho we ve r, if a  fa c ility is sho rt sta ffe d , sp e c ia lize d  VCT c linic  

d a ys ma y b e  e sta b lishe d . 

A health-unit–based site should be providing a range of curative, supportive and 

preventive services necessary to support clients after VCT, whether positive or 

negative—for example TB (tuberculosis), STD (sexually transmitted diseases), FP 

(family planning), PMTCT and HIV/AIDS care and support. 

The site should have at least four qualified health workers including a counsellor and a 

laboratory technician. 

The counsellor and laboratory technician should be available to provide VCT for a 

minimum of 3 days a week at the facility and once a month as an outreach service. 

The site where the VCT centre is located should have space for confidential 

counselling, laboratory work and a post-test club. 

O UTREACH SITES 

Outre ac h VCT se rvic e s ma y b e  p ro vid e d  in sma lle r he a lth fa c ilitie s suc h a s le ve ls II a nd  III with a  

me c ha nism fo r o ng o ing  sup p o rt se rvic e s fo r VC T c lie nts. Mo b ile  va ns, while  he lp ful in mo b iliza tio n 

a nd  sta ff tra nsp o rta tio n, sho uld  no t b e  use d  fo r a c tua l VC T se rvic e  d e live ry b e c a use  fo llo w-up  

a nd  sup p o rt a re  d iffic ult. While  c o unse lling  c a n b e  o ffe re d  d uring  ho me  visits, a c tua l HIV te sting  

sho uld  b e  limite d  to  la b o ra to rie s. 

Outreach VCT services should feed into an existing VCT static (stationary) site and 

should be within a manageable distance of the static site. For special populations, such 

as pastoralists, or in remote rural areas with limited health facilities, outreach VCT 

services should be considered. Agencies providing outreach VCT should ensure that 

follow-up services are adequate. Creative and innovative approaches to providing 

follow-up services may be required in these situations. Outreach VCT services should 

consider an integrated package of primary health services, including STD detection 

and treatment, child health screening and antenatal care. To increase VCT access for 

special groups such as the elite and other hard-to-reach groups innovative means to 

reach out to these groups should be designed. 

VC T IN THE PRIVATE SECTO R 

VCT se rvic e s in the  private  se c to r must b e  re g iste re d  a nd  c e rtifie d  to  c o nfo rm with na tio na l 

sta nd a rd s fo r d e live ring  VCT se rvic e s. At a  minimum suc h a  fa c ility sho uld  ha ve  p e rso nne l, sp a c e  
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fo r c o unse lling  a nd  a n HIV te sting  la b o ra to ry. It sho uld  o ffe r o ng o ing  c a re  a nd  sup p o rt fo r 

HIV/ AIDS p a tie nts o r sho uld  ha ve  a n e sta b lishe d  re fe rra l syste m o r links with o the r HIV/ AIDS 

se rvic e s. The  fa c ility sho uld  a d he re  to  the  na tio na l HIV te sting  a lg o rithm a nd  ha ve  a  q ua lity 

c o ntro l link with e sta b lishe d  re fe re nc e  la b o ra to rie s. 

Private-sector VCT services should be well managed to ensure high quality services. 

1.2.3 Imple me ntatio n phase  

Implementation involves the following steps: 

 Registration of the VCT services and signing of a memorandum of 

understanding with the district director of health services (DDHS) to start a VCT 

service in the district (this does not apply if the VCT service is being introduced 

by MoH) 

 Finalization of the VCT protocol for the site (see chapter 2) 

 Finalization of the organization and management structure 

 Ongoing technical support and supervision 

 Training staff 

 Procuring supplies 

 Team-building sessions 

 Dress rehearsal of services 

 Launching the service 

1,2,4 Mo nito ring  and e valuatio n 

See sections 6.1 and 6.2. 

1.3 Inte g ra tion 

VC T c o unse llo rs sho uld  a sse ss the  c lie nt’ s ne e d  fo r TB, FP, STD, ARV, PMTCT a nd  simila r se rvic e s 

a nd  b e  a b le  to  p ro vid e  c o unse lling  in a ny o f the se  a re a s. If c o unse llo rs find  tha t c lie nts ne e d  suc h 

info rma tio n, the y sho uld  sup p ly a t le a st b a sic  info rma tio n, the n re fe r c lie nts fo r mo re  info rma tio n 

a nd  c a re  if re q uire d . Se rvic e  p ro vid e rs who  p ro vid e  TB, FP a nd  STD se rvic e s sho uld  a lso  c o unse l 

c lie nts a b o ut HIV a nd  re fe r fo r VC T if ne c e ssa ry. HIV c o unse lling  se rvic e s sho uld  the re fo re  b e  

p re se nt in TB, FP a nd  STD c linic s. 

In fa c ilitie s whe re  VC T se rvic e s a re  no t p ro vid e d  d a ily it is imp o rta nt to  e nsure  tha t the  se rvic e  is 

a va ila b le  o n the  sa me  d a ys a s TB, FP a nd  STD c linic s, a ltho ug h this ma y b e  a  c ha lle ng e  if a  fa c ility 

is sho rt o n sta ff. 

Integration works best when all component services are provided as expected and are 

reliably available. 

1.3.1 Inte g ratio n with tube rc ulo sis se rvic e s 

TB integration with VCT: 

 Facilities for TB testing (clinical, x-ray, laboratory) and treatment should be in 

close proximity to VCT services. 

 TB clinics should have HIV counselling services. 

 VCT counsellors should be given basic training about TB. 
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Key approaches include the following: 

 Actively promote VCT among TB clients by distributing information materials 

and health education talks by VCT counsellors in the waiting rooms of the TB 

clinic. Also during individual consultations health workers should advise all TB 

patients to seek VCT services. 

 Where possible introduce on-site VCT services at TB clinics. 

 Actively look to detect TB cases among VCT clients testing HIV positive. All VCT 

clients testing positive who are not already on TB treatment should be screened 

for it. If they have active TB, refer them for treatment. 

 Improve access to a comprehensive package of care for TB clients. 

 Train health workers and community service providers about the integrated 

approach. 

1.3.2 Inte g ratio n with se rvic e s fo r se xually transmitte d dise ase s 

VCT providers should take an active role in detecting and treating other STDs. It is 

highly recommended that STD screening be offered to all VCT clients, and when 

possible, syphilis testing should be performed on the same blood sample as that used 

for HIV testing. If possible, on-site syphilis treatment should be offered immediately to 

any VCT client testing positive for syphilis. During registration, VCT clients should be 

informed about STD services available on site and should be informed that both HIV 

and syphilis testing will be performed. The counsellor should also inform the client 

that syphilis testing will occur and of the importance and benefits of being tested for 

syphilis. Clients should have the opportunity to refuse syphilis testing if they object to 

it. Facilities for testing and treating STDs should be within close proximity to VCT 

services. STD clinics should have HIV counselling services, and VCT counsellors 

should receive training about STDs. 

1.3.3 Inte g ratio n with family planning  se rvic e s 

Basic family planning information should be incorporated into all VCT counselling 

sessions, for both HIV-positive and HIV-negative clients. Especially for HIV-positive 

clients, the risks of mother-to-child transmission should be explained and the benefits 

of family planning should also be explained. ‘Dual protection,’ which is use of 

condoms for HIV and STD prevention and hormonal contraceptives for family 

planning, should be emphasized in the counselling session. When possible, family-

planning services should be provided at the VCT site. If family-planning services are 

not available, or if the VCT counsellor does not have adequate time for family-planning 

counselling, VCT clients should be referred for family-planning services. Both men and 

women should be encouraged to use family-planning services to make informed 

decisions about contraceptive measures appropriate to their HIV status. Staff of the 

family-planning programme should be trained in maintaining confidentiality of HIV 

test results and the importance of maintaining a respectful attitude to all family 

planning and HIV clients. 

Facilities for FP should be within close proximity of VCT services. FP clinics should 

have HIV counselling services. VCT counsellors should be trained in FP. 
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1.3.4 Inte g ratio n with se rvic e s fo r pre ve ntio n o f mo the r-to -c hild transmissio n o f HIV 

VCT can benefit women who are or intend to become pregnant. Ideally women should 

have access to VCT before they become pregnant so that they can make informed 

decisions about pregnancy and family planning. Pre-pregnancy couple testing should 

be encouraged. Women who are already pregnant should receive VCT as part of ANC. 

Thus VCT services should be fully integrated in ANC. 

 

Example: The Ministry of Health policy for reducing mother-to-child 

transmission of HIV has the following recommendations regarding the use of 

VCT in preventing MTCT:a

 Voluntary counselling and HIV testing within the antenatal clinic is 

recommended for pregnant women, with at least two laboratory tests: one for 

screening and another for confirmation. 

 This procedure necessitates training and reorientation of counsellors and 

health workers on issues related to MTCT. 

It is recommended that VCT be available at the same facility where antenatal 
care is offered. 

a Policy for reduction of mother-to-child HIV transmission in Uganda (Kampala, 
Ministry of Health, July 2001)

To encourage male involvement a general VCT facility should be situated in close 

proximity to a PMTCT centre. Male partners should be encouraged to attend the nearby 

VCT centre. 

1.3.5 Links with c hildho o d Immunizatio ns 

All HIV-positive children identified in VCT should be checked to ascertain if they 

received all immunizations; if not they should be referred for immunization. Refer 

children with HIV-like symptoms identified during immunization for VCT. 

1.3.6 Co unse lling  VCT c lie nts abo ut antire tro virals 

Antiretroviral (ARV) information should be fully integrated into VCT counselling. 

Even though ARVs may not be available in public health facilities it is important that 

counsellors provide accurate information to all their clients. This will help prevent 

clients from being misguided by false information from elsewhere. The following 

information should be discussed in the post-test counselling sessions of HIV-positive 

clients: 

 ARVs are useful in suppressing the virus but they do not cure the virus. 

 They have to be taken as prescribed for life. 

 They have to be taken in combinations of at least three drugs. 

 If the regimen for taking them is not adhered to, the drugs are not effective and 

resistance may arise. They have to be prescribed by a qualified doctor who 

should first carry out an examination to determine if the patient is biologically 

eligible to start treatment. 
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 They should be purchased only from established pharmacies by prescription. 

 Patients on ARVs need to be monitored by a qualified doctor at least once a 

month to see if the treatment is effective and if there are no side effects. Clients 

need to be told what facilities provide ARV care. 

1.3.7 Co unse lling  re fe rre d c lie nts who  are  alre ady o n ARVs 

Sometimes clients are referred for counselling after they have already been started on 

ARVs. Ideally the client should have received HIV counselling and testing. The 

physician should have discussed ARVs with the client. However, this is not always the 

case. Hence the counsellor should always first determine if the client is aware of their 

status, if they have received VCT and if they accept their HIV status. The counselling 

session should then proceed to provide pre-test counselling, HIV testing and post-test 

counselling as the need may be. The counsellor should provide comprehensive 

counselling for ARVs emphasizing issues like cost, adherence, side effects and 

disclosure to significant others. The counsellor should also assess the need for other 

services such as STD, TB and FP. Refer to the National ARV Policy Guidelines, MoH.3

1.4 Support se rvic e s for VCT 

1.4.1 Ong o ing  c o unse lling  

Afte r the  p o st-te st c o unse lling  se ssio n in whic h te st re sults a re  g ive n, a  numb e r o f o ng o ing  

c o unse lling  se ssio ns sho uld  b e  sc he d ule d  fo r b o th HIV-p o sitive  a nd  HIV-ne g a tive  c lie nts a s p a rt o f 

the  VCT p a c ka g e . Ho we ve r, sinc e  c lie nts d iffe r in the ir a b ility to  c o p e  with HIV te st re sults, 

o ng o ing  c o unse lling  sho uld  b e  o p tio na l a nd  ma y b e  c o ntinue d  o n sub se q ue nt visits. C linic ia ns, 

c o unse llo rs a nd  p ha rma c ists who  p ro vid e  c a re  to  HIV-p o sitive  c lie nts sho uld  a lso  p ro vid e  o ng o ing  

c o unse lling . 

Ongoing counselling is the provision of follow-up HIV/AIDS psychosocial support to 

individuals and their families after learning their HIV test results. Counselling or 

clinical staff usually provides ongoing counselling as part of comprehensive care. It 

may be provided in a clinic or at the home of the client. 

The provider should follow up with these next steps: 

 Review previous plans to assess their successes and failures and help the client 

determine the way forward. 

 Help the client identify the problems and issues correctly. 

 Discuss the possible options. 

 Help the client discuss and make a realistic plan of action. 

 Make an appointment, agreeable with the client, for the next visit. 

Ongoing counselling should be available for HIV-negative clients as well, to help them 

remain HIV negative. 

Follow-up supportive counselling sessions involve the following: 

                                                 
3 Antiretroviral treatment policy for Uganda, Ministry of Health, April 2003. 
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POSITIVE LIVING  WITH HIV/ AIDS 

 Help the client accept the diagnosis and consider a way forward. 

 Encourage the client to develop early health care-seeking behaviour. 

 Inform the client about antiretroviral therapy, treatment and prophylaxis of 

opportunistic infections, and alternative remedies such as aromatherapy, 

reflexology and herbal medicines. 

 Give continued emotional and psychological support to help the client cope 

positively with challenges that arise. 

 Encourage the client to confide in people who are directly affected by the client’s 

serostatus and any significant others who can provide support. 

 Empower the client to embrace positive living to improve the quality of life 

(medical and general self-care) and encourage fellowship through day-centre4 

activities, such as music, dance and drama for those who can participate. 

 Explain the importance of family planning with HIV infection and AIDS and 

inform the client how to prevent mother-to-child infection. 

 Educate the client about use of condoms to prevent reinfection and infection of 

sexual partner. 

 Discuss gender issues in relation to positive living such as negotiation skills, 

condom use, pregnancy and partner testing. 

 Inform the client of social support and refer to other support systems like the 

Philly Lutaaya Initiative5 

 Inform the client of income-generating activities like the day-centre skills-

building projects such as tailoring and crafts work. Encourage the client to seek 

spiritual support. 

 Provide information on the importance of proper nutrition. 

 Encourage the practice of general hygiene. 

 Avoiding overindulgence in substances such as alcohol and cigarettes. 

PLANNING FOR THE FUTURE 

 Provide counselling to the affected family based on the client’s consent. 

 Encourage a positive outlook on life, including planning for the future for self 

and family. 

 Encourage clients to join support groups such as the National Guidance and 

Empowerment for People Living with HIV/AIDS (NGEN+), the Positive Men’s 

Union (POMU), the Mildmay International Client Support Association (MICSA), 

the Centenary Club for Nsambya Home Care, and the National Community of 

Women Living with AIDS (NACWOLA), where they can engage in activities 

such as creating a memory book.6 

                                                 
4 In the language of AIDS care and support organization, a day centre is a room at the care facility 
where PHAs drop in to chat and share experiences. Some day centres in Uganda have developed 
drama clubs as well as other income-generating activities. 

5 This organization of PHAs in Uganda is named after a famous Ugandan musician who died of 
HIV/AIDS in 1989 after coming out and educating the public about AIDS using his personal 
testimony. Members of this organization go to public places and school and educate their audiences 
about AIDS by giving personal testimonies. 

6 The memory book project of NACWOLA is a strategy for enabling parents with AIDS to talk about 
their impending demise with their children by creating a book of memories that they will leave behind 
when they die. The book is created together with the children and in it they put pictures and write 
stories to be remembered. 
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These steps do not all happen at once but gradually and according to the client’s 

capacity to cope with the situation. Continued contact with the client enables the 

counsellor to identify crisis moments in the client’s life and provide crisis counselling. 

Such moments include unexpected incidents in the client’s life such as suicidal 

tendencies, unplanned pregnancies and family break-ups. 

1.4.2 Po st-te st c lubs 

Po st-te st c lub s (PTC ) sho uld  b e  ma d e  a va ila b le  a t e ve ry VC T c e ntre  a nd  a n a c tive  e ffo rt ma d e  to  

p ro mo te  the m. VC T c o unse llo rs sho uld  e nc o ura g e  e ve ry c lie nt, whe the r p o sitive  o r ne g a tive , to  

g o  to  the  p o st-te st c lub . In a d d itio n a  p ro mo tio na l c a mp a ig n sho uld  b e  c o nd uc te d  to  ma ke  sure  

ma ny c lie nts a tte nd  PTC . In fa c ilitie s p ro vid ing  PMTCT se rvic e s, p o st-te st c lub  se rvic e s sho uld  b e  

lo c a te d  in the  a nte na ta l c linic . 

Ma jo r c ha lle ng e s a re  ho w to  susta in inte re st in the  c lub s a nd  ho w to  inc re a se  the  c a p a c ity o f 

c urre nt PTC c e ntre s to  ha nd le  the  inc re a sing  numb e rs o f c lie nts. PTC  p la nne rs a nd  ma na g e rs 

ne e d  to  a d d re ss the se  issue s urg e ntly. Dra ma  c lub s, fo r e xa mp le , a p p e a r to  b e  suc c e ssful in 

re ta ining  me mb e rship  a s the y a re  a b le  to  g e ne ra te  inc o me . Ea c h PTC sho uld  b e  linke d  to  a  

c o mp re he nsive  c a re  a nd  sup p o rt se rvic e  suc h a s TASO a nd  Nsa mb ya  Ho me -Ba se d  Ca re . Whe re  

suc h a  se rvic e  d o e s no t e xist ne a rb y, a n e ffo rt sho uld  b e  ma d e  to  p ro vid e  c a re  a nd  sup p o rt 

se rvic e s a s p a rt o f the  PTC p a c ka g e . 

Post-test clubs are a package of services that aim to help VCT clients cope with the 

knowledge of their HIV status and to live positively with their status. Post-test clubs 

(PTCs) are a service for both the HIV positive and HIV negative. The serostatus of each 

individual remains anonymous but some members may choose to share their HIV 

status with others. The club provides preventive and supportive counselling to 

members mainly by . . . 

o facilitating information exchange and experience sharing 

o providing peer counselling and education 

o encouraging participation in social and recreational activities 

o enhancing the positive-living concept 

o supporting members in setting up self-help groups and networks 

A post-test club should have enough space for holding meetings, playing games and 

providing confidential counselling. It should aim to hold regular meetings for 

members at least once a month. Guest speakers should be invited to give educational 

talks. Where possible seed money should be provided to operate the facility to enable 

the club to be independent from the VCT centre. Such funding may be sourced from 

NGOs and donors, but realistic expectations should be set from the beginning about 

the type, amount and duration of support the PTC should expect from the parent VCT 

centres. 

Each VCT programme should develop clear operational PTC guidelines to include 

innovative approaches of sustaining the club. 

1.4.3 Care  and suppo rt 

At the  time  o f d ia g no sis, a ll HIV-p o sitive  c lie nts sho uld  b e  re fe rre d  fo r a sse ssme nt fo r c a re  a nd  

sup p o rt. This will p ro vid e  a n o p p o rtunity fo r the  c lie nt a nd  the  c linic ia n to  p la n a nd  sc he d ule  
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sub se q ue nt fo llo w-up  se ssio ns whe re  illne sse s ma y b e  d ia g no se d  a nd  tre a te d , p ro p hyla xis 

initia te d , a nd  d e c isio n ma d e  o n ART use . 

Care and support refers to comprehensive services provided to people with HIV/AIDS 

and their families. They include ongoing counselling, nursing care, diagnosis, 

treatment and prevention of opportunistic infections, and home-based care. 

Health and social workers who have been trained in counselling and clinical 

management of HIV/AIDS and related conditions such as STDs, TB and FP are needed 

to provide comprehensive care. Whether the providers are from MoH, NGOs or 

private facilities, the referral network in a given locality such as a district needs to be 

strong between VCT and the facilities that provide care and support. This is because 

the elements of comprehensive care (listed below) often require resources beyond the 

reach of any given organization, thus making referral links and close collaboration 

necessary. At the moment most settings lack the resources needed for comprehensive 

care. The government and its partners continue to solicit resources to provide more 

and better-quality care and support services for people living with HIV/AIDS and 

their families. Urge local leaders to spearhead this process. 

Comprehensive care has the following elements: 

Meets physical health needs. This requires skilled health workers who have a supportive 

attitude towards people living with HIV/AIDS (PHA), medicines7 and other medical 

supplies, home or hospital care for the bedridden, nursing care such as personal 

hygiene, and help with taking medicines and giving food. 

Provides prophylaxis of opportunistic infections. The preventive package includes isoniazid 

preventive therapy for latent TB among HIV-positive clients and cotrimoxazole (CTX) 

prophylaxis.8

Provides and promotes nutritional support. This may include helping families to improve 

their food sources, teaching about nutritious foods and how to prepare them, ensuring 

that drinking water is safe, and actually providing food for the family. 

Provides spiritual care. This includes encouraging a supportive environment for PHAs in 

religious communities in general, establishing or strengthening links with the client’s 

religious community, and facilitating home visits by religious leaders and workers. 

Provides socio-economic support. This may include help to finance social needs like school 

fees, clothing, shelter, health care and food. The community should be mobilized to 

support PHAs and educated to overcome the fears and prejudices about them that 

often lead to rejection and lack of community support. 

Provides psychological care. This includes helping the client cope with emotional issues 

such as worries and anxieties relating to spousal relationships, fear of death, change of 

body image, bereavement and depression. Providers should concentrate not only on 

meeting the physical and socio-economic needs of the clients. At each contact, they 

should take time to ask the client how they are feeling, and any emotional issues that 

crop up should receive due attention. 

                                                 
7 For details of clinical care please refer to HIV infection: diagnostic and treatment strategies for health 
workers, edited by E Katabira et al., 2nd ed. (Kampala: STD/AIDS Control Programme, Ministry of 
Health, 2000). 

8 Ibid. 
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Provides palliative care.9 AIDS can be treated although not cured. PHAs soon learn to 

live with various symptoms and handicaps but require support to overcome the day-

to-day suffering. For example, pain control following the analgesic ladder should be 

promoted at all levels of health care. Providers of home-based care should be trained in 

the use of oral morphine. Supply and dispensing of oral morphine should be 

supervised by an established health facility at health centre level II and above. 

HOME VISITING  

Home visits should take place when there is need such as incapacitating illness and to 

counsel significant others. Every counsellor should endeavour to visit the client’s home 

(with permission of the client) even if the client is not bedridden, at least once in the 

first year. This visit would help the counsellor know the home, cross-check 

information, look at the general environment and assess need for other services. Also 

in the case of patients who have been admitted, discharge planning can help facilitate 

continuity of care through home visiting where such a service is available. As much as 

possible the home visit should be made by a multidisciplinary team or by an 

individual provider with skills to provide both medical care and psychosocial support. 

The counsellor should do the following: 

 Give the client information about the availability of the home visit service. 

 Seek permission of the client for the visit. 

 Make an appointment with the client for the visit and plan the visit. 

 Plan for being introduced to the relatives if it is the first visit. 

 Assess the need for providing counselling to the relatives and provide it 

appropriately or provide information or skills on hygiene, nursing, physical and 

emotional care and nutrition of the patient. 

 If the client has any prescribed drugs check on use and adherence. 

 Provide information on other sources of support within the community, such as 

CORPs or a health unit and encourage the client to contact them as appropriate. 

1.4.4 Re fe rrals 

Re fe rra l is o fte n ne e d e d  fo r a d d itio na l se rvic e s, suc h a s so c ia l sup p o rt se rvic e s. The  re fe rring  

p ro vid e r sho uld  e xp la in to  the  c lie nt the  p urp o se  o f the  re fe rra l a nd  wha t ta ke s p la c e  a t the  

re fe rra l site . The  re fe rra l slip  sho uld  ha ve  b o th the  c lie nt’ s na me  a nd  the  re a so ns fo r re fe rra l. In 

a d d itio n the  c lie nt sho uld  b e  p ro vid e d  with a  c o nfid e ntia l re sult slip , whic h the y ma y sho w to  the  

ne xt se rvic e  p ro vid e r if re q ue ste d . Me c ha nisms ne e d  to  b e  e sta b lishe d  to  e nc o ura g e  fe e d b a c k 

b e twe e n re fe rra l site s. All re fe rra ls sho uld  b e  a d d re sse d  to  institutio ns, d e p a rtme nts o r units ra the r 

tha n ind ivid ua ls. 

A referral system means arrangements between institutions providing related services 

that allow providers to send clients from one institution to another to seek services that 

the client needs but may not be provided at the first institution. There is usually an 

informal or formal agreement between the institutions regarding the type and purpose 

of referrals that can be made to and from the various institutions participating in the 

arrangement. The arrangement should usually include a feedback mechanism from the 

recipient organization to the referring institution. 

                                                 
9 Ibid. 
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A referral system should be developed in consultation with NGOs, community-based 

organizations, hospitals and other health facilities as well as networks of PHAs. 

Regular meetings among service providers should be held to review and improve the 

referral system. The referral system should have the following components: 

 A referral directory should be available that shows the scope and nature of 

services provided at various sites. 

 Standard referral forms that capture integration of services should be universal 

(see section 1.3 and ‘Referral form’ in the appendix). 

 The referral forms should be addressed to institutions. 

 As much as possible, the specific department within the institution to which the 

client is referred should be indicated. 

 The referral form should have a standard list of reasons for referral, which the 

provider should circle or tick. 

 The referral slip should have a detachable feedback note. 

 All the referral organizations should have a referral register showing referral in 

and referral out. 

 There should be a separate universal standard HIV results slip. 

1.4. 5 PHA suppo rt g ro ups 

Other than PTCs, which are attended by both HIV-positive and HIV-negative clients, 

there are specific support groups for people who are HIV positive. These groups are 

closely linked. Although not necessarily part of the VCT facility, they receive clients 

referred from the VCT centre, the PTC and AIDS care and support organizations. Some 

members of the PHA support groups have chosen to come out and be open about their 

HIV status to the public while others have not. The following activities take place in 

PHA support groups: 

 Providing mutual support and sharing experiences. 

 Providing peer counselling. Some members of the group are selected and trained 

in counselling, and they can provide counselling to their peers and family 

members. 

 Supporting each other in preparing families for the future, such as through the 

memory books of NACWOLA. 

 Sourcing clinical care, social and economic support through income-generating 

activities. 

 Educating the public about HIV/AIDS through public testimonies and dramas. 

 Carrying out other HIV preventive activities for the public such as promotion 

and distribution of condoms. 

 Providing solidarity and activism aimed at addressing human rights and equity 

issues by influencing policies in relation to HIV/AIDS.10 

 Participating in the planning, management and delivery of HIV/AIDS services. 

1.5 Infra struc ture  

VC T a lwa ys re q uire s p riva c y; it sho uld  ne ve r b e  c a rrie d  o ut in a  c o rrid o r. Ba sic  furniture  fo r VCT 

c usto ma rily is so me  c ha irs a nd  a  ta b le . Ho we ve r, in c o mmunity se tting s whe re  it is c ultura lly 

                                                 
10 For purposes of activism individuals who are HIV negative or of unknown status have tended to 
join PHAs in solidarity activities. 
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a p p ro p ria te  VC T ma y b e  c a rrie d  o ut whe n the  c o unse llo r a nd  c lie nt a re  se a te d  o n ma ts. In suc h 

c a se s the  c o unse llo r ma y re q uire  a  c lip b o a rd  to  ma ke  writing  e a sy. In a ll c a se s the re  must b e  

a c c e ss to  la b o ra to ry sp a c e  a nd  e q uip me nt fo r HIV te sting . 

In the  la b o ra to rie s, e sp e c ia lly p riva te  la b o ra to rie s whe re  c lie nts wa lk in wa nting  to  b e  te ste d , 

the re  sho uld  b e  a  se p a ra te  ro o m to  a llo w the  la b o ra to ry sta ff to  p ro vid e  the  c lie nt with so me  

c o unse lling  b e fo re  a d ministe ring  the  te st a nd  while  g iving  re sults. But if a  d o c to r o r c o unse llo r ha s 

re q ue ste d  the  te st, the  p a tie nt ma y b e  re c e ive d  a nd  the  b lo o d  sa mp le  ta ke n in the  sa me  ro o m 

a s o the r p a tie nts a nd  the  re sults se nt b a c k to  the  re q ue sting  d o c to r o r c o unse llo r. 

1.5.1 Spac e  and e quipme nt 

A VCT centre should have at least two counselling rooms, a reception area and a 

laboratory. The counselling rooms should be close to each other and should be in close 

proximity to the laboratory and clinical rooms. 

The reception area should have . . . 

o a reception desk 

o comfortable furniture to accommodate at least 20 people 

o reading materials 

o drinking water and disposable cups where possible 

Counselling room. At VCT sites the counselling room should have the following 

conditions, necessary for quality VCT: 

 The counselling room should have adequate space and furniture to accommodate 

the counsellor and at least 5 people. 

 The counselling room should not have devices for locking from inside. 

 The room should have . . . 

o materials and counselling aids such as counselling checklists or protocols, 

flip charts, job aids,11 dildos, and supplies such as condoms and leaflets to be 

handed out to clients 

o adequate storage space for blood-drawing equipment (syringes, needles) and 

medical consumables 

o tissues 

o standard disposal for medical waste 

o lockable cupboards for storing counselling records 

 Privacy should be adequate: 

o The door of the room or cubicle should be closed or the curtain drawn unless 

the client requests otherwise. A notice should indicate that a session is in 

progress. 

o If outdoors, the client and counsellor should be well isolated from others at 

the centre and seated under a shed. 

If the counselling session is in the client’s home, relatives should be excluded unless 

the client requests their presence or if the counsellor deems their presence necessary 

                                                 
11 Items that facilitate counselling; they include games, illustrative charts and a sand tray, which can be 
used to enhance communication in special cases . 
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and the client finds it acceptable. If they are seated on the floor or ground, mats and 

cushions should be provided, if possible. 

Ventilation should be adequate with air inlet and outlet and the atmosphere tranquil. If 

the setting is indoors, there should be . . . 

o adequate light to enable the counsellor to see the face of the client well 

enough to read the client’s expression 

o adequate circulation of air 

Efforts should be made to reduce disruption, thus making concentration and 

confidentiality possible. 

During the counselling sessions interruptions, including phone calls, should be 

minimal. 

The laboratory should have . . . 

o working space enough to accommodate the test equipment 

o space for at least two clients (for phlebotomy) , with a minimum of two staff 

o a small anteroom for phlebotomy and minimum counselling, administration 

writing 

o waiting room for clients awaiting test results 

o working counter 

o desk and chairs 

o space for records 

o refrigerator 

o wash basin 

o sink with elbow tap 

o running water (hot and cold) 

o towels 

o medical consumables including gloves, needles, syringes, lancets, swabs, 

spirit 

o lockable storage for test kits 

o sharps disposal 

o standard waste disposal 

Post-test club. The PTC does not have to be on the same premises as the VCT centre. It 

needs . . . 

o space and furniture enough for meetings of a minimum of 20 people 

o offices for counselling and administration 

o storage space 

o a resting room 

o recreation room, with space for indoor games 

o medical booth 

o TVs, videos, radios 

o records room with space enough for shelves and lockable cabinets and a 

maximum of two staff members 

o a computer 
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1.6 Hours a nd da ys of se rvic e  

Whe re  re so urc e s p e rmit, VCT sho uld  b e  p ro vid e d  d uring  a ll wo rking  d a ys. Effo rt sho uld  b e  ma d e  

to  re c ruit e no ug h c o unse llo rs who  c a n wo rk in shifts, thus p ro vid ing  VCT o n we e ke nd s a lso . 

Ho we ve r, b e c a use  o f c o nc e rns fo r se c urity fo r b o th c lie nts a nd  c o unse llo rs, VC T sho uld  no t b e  

p ro vid e d  a fte r wo rking  ho urs. 

In he a lth fa c ilitie s whe re  re so urc e s a re  limite d  a nd  VCT is p ro vid e d  o nly o n sp e c ific  d a ys, e ffo rt 

sho uld  b e  ma d e  to  e nsure  tha t VCT se rvic e s a re  p ro vid e d  o n the  sa me  d a ys a s TB, FP a nd  STD 

se rvic e s. VC T o utre a c h se rvic e s re ma in a n imp o rta nt c o mp le me nta ry me a sure  to  re a c h 

c o mmunitie s tha t d o  no t ha ve  sta tio na ry VC T site s. O f ne c e ssity ma ny o utre a c h se rvic e s, 

b e c a use  the y a re  sho rt sta ffe d , c a n o p e ra te  o nly o n se le c te d  d a ys o f the  we e k. 

Hours and days of service are to be determined by the site management in consultation 

with community leaders. 

1.7 Huma n re sourc e s for VCT se rvic e s 

VC T site s sho uld  ha ve  a d e q ua te  huma n re so urc e s to  p ro vid e  the  se rvic e s re q uire d  o f the m. 

Pe rso nne l inc lud e s c o unse llo rs, la b o ra to ry p e rso nne l a nd  c linic ia ns. Id e a lly a  VCT c o unse llo r 

sho uld  c o unse l no t mo re  tha n six c lie nts a  d a y. In c a se s whe re  se rvic e s a re  inte g ra te d  a nd  

c o unse llo rs ha ve  o the r d utie s, a d d itio na l c o unse llo rs will b e  ne e d e d . VC T c o unse lling  sho uld  b e  

c a rrie d  o ut b y tra ine d  c o unse llo rs. Whe n sta ff is limite d , a p p ro p ria te ly tra ine d  c o unse lling  

a ssista nts ma y c o unse l. Co unse llo rs a nd  c o unse lling  a ssista nts sho uld  ha ve  suffic ie nt skills to  o ffe r 

c o mp re he nsive  VCT se rvic e s. 

At any time, a counselling centre should have a minimum of two counsellors. 

Counsellor refers to a cadre of providers comprehensively trained to provide HIV 

counselling. According to the Ministry of Health, the counsellor should operate at the 

level of a district or national health facility and should have received at least 4 months 

of training in HIV counselling. 

Sometimes providers with a medical background are trained as HIV counsellors and 

serve as counsellors. They are often referred to as medically trained counsellors. Usually 

such counsellors are nurses or midwives but they could be clinical officers, 

physiotherapists, doctors, laboratory personnel, pharmacists, dentists or other medical 

professionals. But other counsellors have no medical background although they are 

also fully trained as HIV counsellors and serve as counsellors. Usually these 

counsellors are psychologists, graduates in social sciences, social workers, religious 

workers, teachers or persons trained in other non-medical professions. 

Counselling assistant refers to a cadre of providers below the level of a counsellor. 

According to the Ministry of Health, a counselling assistant should have received at 

least 8 weeks of training in HIV counselling and may operate at a health facility level 

III. 

Counselling aide refers to a cadre of providers below the level of a counselling assistant. 

According to the Ministry of Health, community counselling aides should have 

received at least 2 weeks of training in HIV counselling and they may operate at a 

health facility level II. They should have a minimum education of ‘O’ level or its 

equivalent. 
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1.7.1 Co unse llo r qualific atio ns 

VC T c o unse llo rs sho uld  ha ve  a n e d uc a tio na l b a c kg ro und  o f a t le a st ‘ O ’  le ve l o r its e q uiva le nt. 

This a p p lie s e q ua lly to  tho se  with o r witho ut a  me d ic a l b a c kg ro und . 

On recruitment, VCT counsellors should present their certificate and the recruiting 

authority should check with the training organization. 

1.7.2 Training  in c o unse lling  

Tra ining  fo r VCT c o unse llo rs sho uld  b e  c a rrie d  o ut b y a  re c o g nize d  tra ining  institutio n p ro vid ing  

c o mp re he nsive  kno wle d g e  a nd  skills in the  fie ld  o f c o unse lling . The  tra ining  p e rio d  sho uld  no t b e  

le ss tha n 1 mo nth (3 we e ks o f b lo c k tra ining  p lus 1 we e k o f p ra c tic a l e xp e rie nc e ) with p re - a nd  

p o st-tra ining  a sse ssme nts. 

Co unse llo r a ssista nts with re le va nt q ua lific a tio ns (‘ O ’  le ve l o r e q uiva le nt) c a n b e  o rie nte d  into  

VC T c o unse lling  in a  p e rio d  o f 2 we e ks. 

La b o ra to ry p e rso nne l who  c a rry o ut HIV te sting  sho uld  b e  e q uip p e d  with b a sic  c o unse lling  skills 

fo r a  p e rio d  o f a t le a st 2 we e ks. 

The Ministry of Health aims to standardize counselling training and develop a 

standard certificate. To be effective, counsellors must keep up to date with the 

epidemiological and social trend of the epidemic. After earning the basic certificate in 

counselling, counsellors should regularly update their knowledge in the same way as 

do other health workers in their continuing medical education (CME) programme, and 

a CME record be kept for each counsellor. They need a minimum of 24 hours of CME a 

year. Counsellor supervisors should be responsible for finding CME opportunities for 

the counsellors. 

Counsellor training should cover the following basic topics but the flow will depend 

on the training curricula of various training organizations: 

Overview of VCT 

Basic facts about HIV/AIDS 

Concept of counselling 

Ethics and attitudes in counselling 

Integration of VCT in health unit services 

Communication skills 

Behaviour change process 

Counselling process 

Pre-test counselling 

Post-test counselling 

Crisis counselling 

Risk-reduction counselling 

Couple counselling 

Counselling on ARVs 

Counselling on opportunistic infections 

Counselling in PMTCT 

Counselling on STDs 

Counselling on FP 

Counselling of children and adolescents 

Phlebotomy 

Positive living 

Comprehensive care 

Testing protocol 

Infection control and immediate 

prophylaxis 

Quality assurance in counselling 

Community mobilization 

Counselling of affected family members 

Managing stress and burnout, care of 

caregivers 

Review of the client’s flow chart 

Data collection and record keeping 

Coordination and referrals 

PTC formation and management 

Community mobilization 

Mental health issues relating to 

HIV/AIDS 

Gender issues relating to VCT 
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Refresher and in-service training. To maintain and improve high-quality counselling and 

testing services, counsellors must keep themselves up to date on current trends in 

counselling, testing and HIV through refresher courses, which also provide a way to 

share experiences and exchange information. Two types of refresher courses should be 

available, one for counsellors and one for VCT site managers and supervisors. These 

courses should last 2 to 5 days. Other counsellors, from NGOs, community-based 

organizations (CBOs) and health facilities working in related HIV/AIDS services that 

are part of the referral network of VCT sites, should be included as course participants. 

Objectives of the refresher course: 

o to update counsellors’ knowledge and skills in HIV/AIDS counselling and 

testing 

o to provide an avenue for feedback on VCT counselling issues 

o to minimize counsellor burnout 

o to motivate counsellors 

o to update counsellors on new developments in the field of HIV counselling 

and testing 

TRAINING OF TRAINERS OF CO UNSELLORS 

The Ministry of Health is to develop a national team for training counsellor trainers. 

These trainers should be counsellors themselves. They should have had full training in 

counselling from a reputable counselling organization and should have practised 

counselling for at least 2 months. Training of counsellor trainers should cover the 

following topics: 

o facilitation skills and techniques 

o training cycle 

o interpersonal relationships 

o group dynamics 

o adult education skills 

o updates of HIV/AIDS knowledge 

TRAINING OF CO UNSELLOR SUPERVISORS 

Supervisors of counsellors should be counsellors themselves. They should have had 

full training in counselling from a reputable counselling organization and be currently 

providing counselling services. Supervisors should also be trained in— 

o counsellor supervisory skills 

o updates of HIV/AIDS knowledge 

o human resource management 

o programme planning and management 

TRAINING  OF SUPPO RT STAFF 

All staff and volunteers involved with the VCT site, including the receptionist, drivers, 

medical records officers and secretaries, should receive basic introductory training in 

the role and purpose of VCT, how services are delivered, basic communication skills 
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and the need to observe strict standards of confidentiality, not only for results but also 

regarding who has requested VCT services. 

1.7.3 Re g istratio n o f c o unse llo rs 

Afte r the  initia l tra ining  o f 1 mo nth fro m a  re c o g nize d  tra ining  institutio n a nd  a  fo llo w-up  p e rio d  o f 

no t le ss tha n 6 mo nths o f p ra c tic e  a s a  c o unse llo r und e r sup e rvisio n, VC T c o unse llo rs sho uld  b e  

c e rtifie d  a nd  e nro lle d  in a  na tio na l re g iste r. 

A national register for counsellors is to be set up in the Ministry of Health in the office 

of the programme manager of ACP until such time that the counselling profession has 

developed a counsellors’ council like, for example, the Zambia Council of 

Counsellors.12 In Uganda the counsellors’ council is still in its infancy. 

1.7.4 Co unse llo r suppo rt 

Co unse llo rs ne e d  sup p o rt to  p re ve nt b urn-o ut, to  sha re  e xp e rie nc e s a nd  le a rn fro m e a c h o the r 

o n ho w to  ha nd le  ha rd  ta sks, to  re c e ive  te c hnic a l up d a te s, a nd  fo r q ua lity c o ntro l. Re g ula r 

me e ting s with e a c h o the r g ive  the m sup p o rt a nd  e nc o ura g e  the m. 

Co unse llo rs sho uld  a lso  re c e ive  sup p o rt a nd  sho uld  le a rn thro ug h re g ula r me e ting s with the ir 

sup e rviso r, who  d e a ls ma inly with a d ministra tive  a nd  p ro fe ssio na l issue s, a nd  with the  visiting  

se nio r c o unse llo r, who  g ive s p e rso na l a nd  p ro fe ssio na l sup p o rt. 

One way to prevent burnout among HIV counsellors is to organize retreats for 

relaxation and ventilating. For example, each full-time HIV counsellor could be 

provided with an opportunity to attend at least one such retreat per year. A separate 

counsellor retreat could be organized by each major counselling organization. For 

smaller organizations such a retreat could be carried out as a joint activity—say, at a 

district level. For some organizations, full-time counsellors also get one paid afternoon 

off per week in addition to 30 days of annual leave. When counsellors need HIV 

counselling for their own HIV worries, they should go to counsellors of their choice. 

1.7.5 Who  sho uld pe rfo rm the  HIV te st?  

HIV ELISA te sts sho uld  b e  p e rfo rme d  b y p e rso nne l no t b e lo w the  le ve l o f me d ic a l la b o ra to ry 

te c hnic ia n. Whe re  a va ila b le , me d ic a l la b o ra to ry te c hnic ia ns a re  a lso  the  mo st suita b le  p e rso nne l 

to  p e rfo rm ra p id  HIV te sts. But o wing  to  sta ff sho rta g e  me d ic a lly tra ine d  c o unse llo rs with d ip lo ma  

le ve l in b a sic  me d ic a l tra ining  c a n b e  tra ine d  in ho w to  c a rry o ut HIV ra p id  te sts, whic h the y c a n 

p e rfo rm und e r sup e rvisio n o f p e rso nne l no t b e lo w the  le ve l o f me d ic a l la b o ra to ry te c hnic ia n. 

Co unse llo rs witho ut a  me d ic a l b a c kg ro und  must no t p e rfo rm a ny HIV te sts. HIV te sts, inc lud ing  

ra p id  te sts, sho uld  no t b e  p e rfo rme d  in the  p re se nc e  o f the  c lie nt. C lie nts must no t p e rfo rm HIV 

te sts. 

All laboratory technicians in the country should be trained in rapid HIV testing as a 

minimum. All medically trained counsellors should be trained in rapid HIV testing. 

                                                 
12 Hector Chiboola and Alan Howarth, eds., Code of ethics and practice for counselling in Zambia (Lusaka, 
Zambia: Zambia Counselling Council, 1999). 
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1.7.6  Who  sho uld manage  the  VCT c e ntre ?  

Dedicated managerial support is critical for effective VCT service delivery. For each 

VCT service there should be an overall site manager who recruits and administratively 

supervises all the VCT staff. The manager is also responsible for ensuring a good 

infrastructure, supplies and equipment for VCT. The manager may delegate some of 

these responsibilities to the counsellor supervisor, head counsellor or head laboratory 

person or other departmental head who may have a direct supervisory role over 

service delivery. The manager of a site that provides VCT should receive orientation on 

HIV counselling skills, the laboratory protocol, and administration of the lab and 

should be up to date on HIV/AIDS issues. 

Management of the VCT site should draw up a clear statement of the roles and 

responsibilities of VCT providers. If the VCT counsellor or laboratory technician is 

dedicated full time to VCT services, this should be clearly spelled out. If the VCT 

counsellor or laboratory technician is dedicated only part time to VCT services, the 

timing of when these services will be provided should be clearly understood by the 

counsellor, laboratory technician, site management and other health professionals 

working at the same site. VCT counsellors and laboratory technicians assigned to VCT 

should not be drawn away from VCT responsibilities during hours dedicated to VCT 

activities except in the case of a genuine medical emergency. 

1.8 Supplie s 

The  q ua ntity o f sup p lie s d e p e nd s o n the  vo lume  o f c lie nts a ntic ip a te d  a nd  the  te st a lg o rithm 

a d o p te d . 

Additionally if other medical tests such as for syphilis are provided as part of VCT 

service in stand-alone facilities the relevant supplies will be necessary. VCT supplies 

include the following: 

o HIV test kits (see sections 3.1.3 and 3.1.4 for further details) 

o gloves and other supplies for universal precautions 

o disinfectant and detergents 

o medical consumables including needles, syringes, lancets, swabs 

o soap 

o tissues 

o stationery 

1.9 Fina nc ing  VCT se rvic e s 

VC T sho uld  b e  c o nsid e re d  a  p ub lic  he a lth p re ve ntive  se rvic e  a nd  sho uld  b e  fre e  in p ub lic  he a lth 

fa c ilitie s. 

The Ministry of Health aims to provide free test kits to all public VCT sites including 

NGOs. 

Fees and cost sharing: When possible, it is recommended that VCT services be provided 

free of charge, especially in low-income communities. An affordable fee may be 

charged to enhance the sustainability of VCT services, but the fee should not be a 

barrier to access to services. If a health facility charges a fee, it should be approved by 

the facility management. If it is a government facility, the fee should be approved by 
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the DDHS office and guided by national policies. The fee should be posted clearly so 

clients know in advance what it will be, and receipts should be given. If a fee is 

charged, discounts or waivers should be put in place to render free services for clients 

unable to pay. The site manager determines whose fees should be waived based on 

recommendation from the counsellor. Free days may also be considered as a way of 

attracting clients for whom a fee would represent a barrier to using VCT. 
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Cha p te r 2. VCT p ro to c o l 

In Ug a nd a  the  VC T p ro to c o l fo r HIV sta rts with c lie nt re g istra tio n fo llo we d  b y p re -te st c o unse lling  

a nd  c o nse nt fo r te sting  (se e  fig ure  1). Pre -te st c o unse lling  a lso  e na b le s tho se  c lie nts who  d e c line  

the  te st to  re c e ive  c o unse lling  witho ut te sting , whic h in itse lf is a  use ful se rvic e  tha t VC T c e ntre s 

p ro vid e . A spe c ime n is o b ta ine d  fro m c lie nts who  c o nse nt to  b e  te ste d  a nd  is te ste d  fo r HIV. 

De p e nd ing  o n the  typ e  o f te st, the  te sting  a lg o rithm a nd  the  wo rklo a d , the  re sults o f the  te st ma y 

b e  a va ila b le  within a n ho ur o r a  fe w d a ys. Whe n the  re sults a re  re a d y the  c lie nt is p ro vid e d  p o st-

te st c o unse lling , d uring  whic h the  te st re sults a re  g ive n. C lie nts a re  the n p ro vid e d  fo llo w-up  

sup p o rt, whic h ma y b e  a va ila b le  a t the  VC T site  in the  fo rm o f p o st-te st c lub s o r o ng o ing  

c o unse lling  o r the y ma y b e  re fe rre d  e lse whe re  fo r c a re  a nd  sup p o rt. 

Fig ure  1. VC T p ro to c o l. 

 
 

2.1 Clie nt re g istra tion 

VC T re g istra tio n d o e s no t ha ve  to  b e  a no nymo us. C lie nts ma y re g iste r with the ir na me s. All VC T 

site s a re  b o und  to  e nsure  c o nfid e ntia lity o f c lie nt info rma tio n. Whe re  VC T is p ro vid e d  in he a lth 

fa c ilitie s VCT c lie nts ma y re g iste r like  o the r p a tie nts a t the  o utp a tie nt d e p a rtme nt to  a vo id  b e ing  

stig ma tize d . VCT sho uld  b e  p ro mo te d  within a nd  o utsid e  the  he a lth fa c ility a nd  liste d  a s o ne  o f 

the  se rvic e s p ro vid e d  b y tha t he a lth fa c ility o n the  e xisting  c linic a l fo rms a nd  re g iste rs. VC T sho uld  

b e  inc lud e d  in ro utine  he a lth e d uc a tio n ta lks a nd  the  c o nc e p t o f inte g ra te d  se rvic e s e xp la ine d . 

2.1.1 Waiting  ro o m, re c e ptio n are a 

The VCT waiting room or reception area will vary according to the type of VCT 

facility. It should be supervised by a receptionist. In the reception area there should be 

o IEC (information, education, communication) material on VCT and related 

services 

o client flowchart and information sheet about services of that centre 

o video machine showing HIV- and health-related material 

o general health education talks by counsellors or other experts 

IEC materials should have positive messages that are encouraging, not scaring. 
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Counsellors come and pick up clients from here according to the sequence organized 

by the receptionist. The receptionist should, as much as possible, observe the principle 

of first come first served. 

2.1.2 Clie nt re c e ptio n 

In all facilities that provide VCT, management should ensure that the distance between 

the table of the receptionist and the waiting clients is enough to enable incoming clients 

to state the purpose of their visit out of earshot of the other waiting clients. 

Receptionists at these facilities should undergo orientation in HIV counselling skills 

and confidentiality. The following activities should take place at the desk of the 

receptionist out of earshot from the rest of the clients: 

o statement and clarification of purpose of visit 

o review of referral slip if the client has one 

o explanation of procedures and assurance of confidentiality 

o entry of client into the site register 

o issuance of a client’s number and counselling and testing card 

o collection of service fee if applicable 

o direction to the client of when and where to go next 

o offer of exit interview forms to every 10th exiting client or any other number 

agreed upon at the site 

2.2 Pre - te st c ounse lling  

Und e r VC T no  HIV te st sho uld  b e  p ro vid e d  witho ut p re -te st c o unse lling . If a  suffic ie nt numb e r o f 

wa iting  c lie nts e xist, p re -te st c o unse lling  sho uld  b e  p re c e d e d  b y a  c o mp re he nsive  he a lth 

e d uc a tio n ta lk. 

Pre -te st c o unse lling  sho uld  b e  p ro vid e d  to  e a c h c lie nt a lo ne  a nd  no t in a  g ro up . Whe n sta ff is 

limite d , ho we ve r, g ro up  c o unse lling  ma y b e  p ro vid e d , fo llo we d  b y a  b rie f se ssio n o f ind ivid ua l 

c o unse lling . Co up le s sho uld  b e  g ive n the  o p tio n o f b e ing  c o unse lle d  to g e the r o r ind ivid ua lly. 

Simila rly, p e o p le  in p o lyg a mo us ma rria g e s sho uld  a lso  b e  g ive n o p tio ns o f a ll c o ming  to g e the r, a s 

se p a ra te  p a irs with the  husb a nd  o r a s ind ivid ua ls. 

Pre -te st c o unse lling  sho uld  b e  c o mp re he nsive  e no ug h to  a llo w the  c lie nt, in a d d itio n to  p re p a ring  

fo r the  te st, to  ma ke  a p p ro p ria te  risk-re d uc tio n p la ns. 

In p riva te  la b o ra to rie s whe re  c o unse llo rs a re  no t a va ila b le , la b o ra to ry sta ff ha nd ling  HIV te sting  

sho uld  b e  tra ine d  in c o unse lling  skills to  e na b le  the m to  p ro vid e  a  b rie f se ssio n o f p re -te st 

c o unse lling  b e fo re  the  te st. Ho we ve r, it is imp o rta nt tha t the  la b o ra to ry sta ff me mb e r who  c a rrie s 

o ut the  te st no t b e  the  sa me  a s the  o ne  who  p ro vid e s the  p re -te st c o unse lling . 

Pre-test counselling is a discussion held between a provider and a client aimed at 

preparing the client for the HIV test. It consists of clarifying the client’s knowledge 

about HIV/AIDS, informing the client about test procedures and how HIV test results 

are managed, preparing the client for the outcome of the test, assisting the client to 

make a decision about testing, obtaining the informed consent of the client, and 

counselling about prevention options. 

The steps below may appear to be distinct but in some sessions some of the steps will 

overlap, depending on the client. The steps listed here are a checklist to ensure that no 

important element is left out. 
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2.2.1 Intro duc tio n and o rie ntatio n 

 Greet client, introduce yourself and establish rapport. 

 Explain the services offered at the centre and establish a working relationship 

(contract) with the client. 

 Explain confidentiality procedures at the centre. 

 Explain consent procedures. 

 Review the rapid test process and client flow. 

 Address immediate concerns and questions. 

2.2.2 Risk asse ssme nt 

 Assess the client’s HIV concerns and reasons for coming for VCT. 

 Assess incidents or pattern of risk such as under what circumstances, with 

whom, when and where the client might have been exposed or might continue to 

be exposed. 

 Assess the ability of the client to negotiate for and use any protective measures 

such as condoms or other forms of safer sex like non-penetrative sex. 

 Assess gender power relationships and level of communication with partner 

about HIV risk. 

 Assess risk triggers or situations that predispose client to risk such as alcohol or 

drug use. 

 Summarize client’s story, reflecting on the risks identified. 

2.2.3  De c isio n-making  fo r te sting  

 Review client’s reason for VCT, who or what motivated them to come and any 

previous HIV-testing experience. 

 Assess client’s understanding of possible results and fill in the gaps. 

 Identify with whom the client would like to share the results. 

 Discuss benefits of disclosure to significant others. 

 Discuss benefits of HIV testing for either positive or negative results. 

 Determine client’s readiness or decision to take the test. 

 Have client sign or apply thumbprint on consent form when ready for HIV 

testing. 

 Take blood sample. 

 Remind client of post-test counselling arrangement. 

 If client does not consent to HIV testing, provide preventive counselling. 

2.2.4 Pre ve ntive  c o unse lling  

The counsellor can provide preventive counselling as the client waits for test results or 

before the blood sample is taken, depending on the policy of the centre. 

 Review client’s previous risk-reduction experience. 

 Identify obstacles to risk reduction. 

 Place risk in larger context of client’s life. 

 Enhance communication skills of client with partner about risk. 

 Enhance client’s ability to negotiate abstinence or safer sex. 

 Demonstrate condoms and provide a supply or information about where to 

obtain them if desired. 
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 Role-play or discuss with client about risk and how to negotiate with partner for 

safer sex or abstinence until both have received VCT and shared results. This 

role-play should take into consideration gender and relationship issues. 

 Take blood sample if not already taken. 

 Remind client of post-test counselling arrangement. 

2.3 Conse nt for HIV te sting  

Kno wing  o ne ’ s HIV sta tus he lp s a  p e rso n mo re  ra tio na lly c a rry o ut p re ve ntive  o p tio ns suc h a s 

p a rtne r no tific a tio n, a b stine nc e  a nd  sa fe r se x. It a lso  e na b le s the  p e rso n to  se e k c a re  a nd  

sup p o rt. Bo th p re ve ntive  a nd  c a re  o utc o me s o f kno wing  o ne ’ s HIV sta tus thus a re  d e p e nd e nt o n 

the  vo lunta ry a c tio ns o f the  ind ivid ua l. 

VC T is a  vo lunta ry se rvic e  tha t p e o p le  sho uld  b e  e nc o ura g e d  to  se e k b ut no t b e  c o e rc e d  into . 

Fo r VC T to  b e  b e ne fic ia l the  p e rso n sho uld  vo lunta rily c o nse nt to  it a fte r fully und e rsta nd ing  its 

b e ne fits. He nc e  no  rule s o r re g ula tio ns sho uld  b e  p a sse d  to  ma ke  p a rtic ula r ind ivid ua ls o r g ro up s 

o f p e o p le  g o  fo r VC T. Ho we ve r, the  se rvic e  ne e d s to  b e  p ro mo te d  a c tive ly o nc e  it is a va ila b le . 

VC T ha s he a lth b e ne fits fo r c e rta in g ro up s o f p e o p le  in p a rtic ula r, a nd  the se  p e o p le  sho uld  b e  

stro ng ly e nc o ura g e d  to  se e k VCT. Exa mp le s a re  c o up le s inte nd ing  to  g e t ma rrie d , p re g na nt 

wo me n, c o up le s o r ind ivid ua ls inte nd ing  to  e ng a g e  into  a  ne w se xua l re la tio nship , a nd  p e o p le  

who se  wo rk invo lve s muc h mo b ility suc h a s mig ra nt wo rke rs a nd  truc k d rive rs. O the r g ro up s 

inc lud e  c o mme rc ia l se x wo rke rs, b a rma id s, ho use ma id s, p e o p le  in p o lyg a mo us re la tio nship s, 

ra p e  vic tims, p a tie nts with c a rd ina l sig ns o f HIV/ AIDS a nd  a ll he a lth wo rke rs.13

The re fo re , re g a rd le ss o f the  re a so ns fo r VCT, it is the  c lie nt’ s d e c isio n to  b e  te ste d  fo r HIV. Co nse nt 

sho uld  b e  d o c ume nte d  b y the  VC T c lie nt sig ning  o r p utting  a  thumb p rint o n a  c o nse nt fo rm 

b e fo re  b e ing  te ste d . 

If a n a tte nd ing  he a lth wo rke r id e ntifie s a  p a tie nt who  ma y b e ne fit fro m VC T, the  wo rke r ma y re fe r 

the  p a tie nt. The  ro le  o f the  he a lth wo rke r is to  p ro vid e  the  c lie nt with e d uc a tio n a nd  c o unse lling  

to  e na b le  the  c lie nt to  ma ke  the  d e c isio n re g a rd ing  the ir b lo o d  b e ing  te ste d  fo r HIV. He a lth 

wo rke rs sho uld  c o unse l the ir p a tie nts to  g o  fo r VC T, no t just a sk the m to  g o  fo r te sting . TB p a tie nts, 

fo r e xa mp le , ma y ne e d  to  b e  sup p o rte d  to  und e rsta nd  the  ne e d  fo r VC T. 

Consent is a voluntary agreement by a fully understanding adult person, aged 18 years 

and above, to have a procedure (HIV test, operation, and so on) performed on oneself 

or on a specimen from one’s body. It also applies to agreement to give information 

about oneself such as in research or to have such information used for any purpose. 

Informed consent is therefore an agreement the client makes with the service provider 

or researcher after having received and understood the purpose of the procedure or the 

exchange of information. For consent regarding children and special groups, refer to 

chapter 4. (Client consent form is in the appendix.) 

2.4 Post- te st c ounse lling  

Clie nts sho uld  no t b e  g ive n HIV te st re sults witho ut fa c e -to -fa c e  c o unse lling . Pa rtne rs in a  c o up le  

sho uld  b e  e nc o ura g e d  to  b e  c o unse lle d  to g e the r b ut a lso  b e  g ive n the  o p tio n o f b e ing  

                                                 
13 Where ARVs for post-exposure prophylaxis (PEP) are available an institutional policy on PEP should be 

developed. Such a policy should state timing of the baseline HIV test and provide for a short course of 

ARVs and a follow-up test to determine if infection occurred. The policy should also state the consent 

issues regarding testing the patient to whose fluids the health worker was exposed. 
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c o unse lle d  ind ivid ua lly. During  p re -te st c o unse lling  o f a  c o up le , the  c o unse llo r sho uld  try to  g e t 

the  c o up le  to  a g re e  a s to  whe the r the y wa nt to  re c e ive  the ir re sults to g e the r o r ind ivid ua lly. 

Simila rly, p e o p le  in p o lyg a mo us ma rria g e s sho uld  b e  g ive n o p tio ns to  c o me  a ll to g e the r, in 

se p a ra te  p a irs with the  husb a nd , o r a s ind ivid ua ls. 

La b o ra to ry sta ff ha nd ling  HIV te sting  in p riva te  la b o ra to rie s sho uld  b e  tra ine d  in c o unse lling  skills 

to  e na b le  the m to  p ro vid e  c lie nts who  wa lk in fo r te sting  with a  b rie f d isc ussio n o f the  re sults a nd  

re fe r the  c lie nt if ne c e ssa ry. But whe re  the  te st is re q ue ste d  b y a  c linic ia n o r c o unse llo r the  

la b o ra to ry sta ff sho uld  se nd  the  re sults to  the  re q ue sting  se rvic e  p ro vid e r a nd  no t g ive  the m to  

the  c lie nt witho ut c o unse lling . 

Post-test counselling is a discussion held between a provider and a client with the aim 

of informing the client of their HIV results and assisting them to cope with the results. 

This discussion consists of giving the test results clearly, without ambiguity, assessing 

the client’s emotional and mental understanding of the test results, addressing any 

immediate emotional reactions, making plans for involving significant others, making 

ongoing plans for care and risk reduction, and making arrangement for follow-up 

support. 

Effort should be made to cover as many of the above issues as possible in post-test 

counselling, but since the client’s ability in the post-test state to absorb information 

may be limited, relevant materials should be handed to the client to read at home. This 

will, however, depend on the client’s being able to read in a confidential atmosphere at 

home. 

2.4.1 Giving  o f te st re sult 

 Provide and explain results clearly and simply. 

 Explore client’s understanding of results and reaction to them. 

 Address immediate emotional concerns. 

 If result is positive, discuss positive living and continuum of care. 

 For either positive or negative results, discuss risk reduction. 

 On request, provide written results. 

2.4.2 Disc lo sure  and partne r re fe rral 

 Identify significant others for disclosure (sexual partner, family, friend) 

 Explain the need for disclosure and its advantages. 

 Discuss practical approach to disclosure and partner involvement. 

 Assess client’s needs and identify where to refer client for care and support and 

provide referrals: post-test club and other services such as FP, STD, PMTCT, TB 

and ARVs that the client may need. 

2.4.3 Risk-re duc tio n plan 

 Identify priority risk-reduction behaviour. 

 Discuss enabling factors and hindrances, including gender concerns, that may 

influence behaviour change. 

 Develop incremental steps towards behaviour change. 

 Develop an action plan for changing behaviour. 

 Discuss negotiation skills to address gender barriers to behaviour change. 

 Make an appointment agreeable with the client for the next visit. 
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2.4.4 Ong o ing  c o unse lling  

Effort should be made to meet with the client in a follow-up session. See section 1.4.1 

for details. 

2.4.5 Po ints to  re me mbe r in a  c o unse lling  pro c e ss 

Essential elements to be covered in counselling include the following steps: 

 Interpersonal relationships 

o Greet client. 

o Introduce self. 

o Create rapport. 

o Assure confidentiality. 

o Listen actively (both verbally and non-verbally). 

o Be supportive and non–judgemental. 

 Information gathering 

o Use appropriate balance of open-ended and close-ended questions. 

o Use silence well to allow for self-expression. 

o Seek clarification about information client gives. 

o Probe appropriately. 

o Avoid premature conclusions. 

o Summarize main issues discussed. 

 Giving of information 

o Always have up-to-date knowledge about HIV/AIDS. 

o Before giving information assess what the client already knows and build on 

that. 

o Give information in clear and simple terms. 

o Give client time to absorb information and to respond. 

o Respond accordingly to issues that the client raises. 

o Repeat and reinforce important information. 

o Check for understanding or misunderstanding. 

o Summarize main issues. 

 Handling of special circumstances 

o Accommodate any language difficulty. 

o Talk about sensitive issues plainly and appropriately according to the 

culture. 

o Prioritize issues, to cope with limited time in short contacts. 

o Use silence well to deal with difficult emotions. 

o Be innovative in overcoming constraints, such as space for privacy. 

o Manage client’s distress. 

o Assess partner relations and be flexible about involving partner or significant 

other. 

2.5 Re pe a t te sting  

Repeat HIV testing may be undertaken by a client who has already been tested and 

informed of the test results. It usually requires that the client provides another sample. 

It does not refer to the repetition of tests on a sample before the results are given to the 

client. 
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To  rule  o ut the  wind o w p e rio d  b e fo re  a  c lie nt is d e c la re d  to  b e  truly HIV ne g a tive  the  c lie nt 

sho uld  re turn fo r re p e a t te sting  in 3 mo nths, c o nting e nt o n the  c lie nt’ s sto ry o f ho w re c e ntly the y 

we re  e xp o se d . While  the y wa it, the y sho uld  b e  c o unse lle d  to  p ra c tise  sa fe r se x o r a b sta in. 

All clients should be told about the window period. This is the period, ranging between 2 

and 3 months, from the time the body is exposed to HIV until it produces enough 

antibodies against the virus to be detected on the routine HIV tests used. Thus people 

who have recently been exposed to HIV risk may test HIV-antibody negative. 

Denial is a frequent cause of repeat testing. 

Clie nts in d e nia l c a n a lso  b e  a ssiste d  to  re p e a t the  te st. This ma y d e p e nd  o n the  p e rio d  o f d e nia l. 

C lie nts who  d e ny the  re sults imme d ia te ly ma y ne e d  time  to  c o me  to  te rms with the  ne ws. If HIV-

ne g a tive  c lie nts d o  no t b e lie ve  the ir re sults, the  re p e a t te st sho uld  b e  d e la ye d  fo r a t le a st 3 

mo nths, a s the y ma y b e  in the  wind o w p e rio d . 

Some people may respond to news of their infection or disease by denying it (‘This 

cannot be happening to me’). While initial denial may help reduce stress, if it persists, 

it can prevent appropriate behavioural change and adjustments in life, necessary to 

cope with HIV and prevent transmission. If denial is not challenged, people may not 

accept the social responsibilities that go with being infected. 

Indeterminate results may necessitate repeat testing. A test result is considered 

indeterminate if it is neither clearly positive nor clearly negative. 

If the  la b o ra to ry issue s ind e te rmina te  re sults the  c o unse llo r sho uld  e xp la in to  the  c lie nt wha t the y 

me a n. 

Outside of laboratory error, human or otherwise, the most plausible cause of 

indeterminate results is insufficient antibodies, which is most likely to occur when a 

person is in the window period. People in advanced stages of AIDS may also have an 

indeterminate result caused by a decrease in antibodies. 

The  c lie nt sho uld  the n b e  a ske d  to  re p e a t the  te st in 3 mo nths. If a fte r 3 mo nths the  re sults a re  still 

ind e te rmina te  a no the r b lo o d  sa mp le  is ta ke n a nd  se nt to  a  re fe re nc e  la b o ra to ry. 

WHO14 recommends that if a second sample also produces indeterminate results the 

person is considered HIV negative. However, if the person was tested when donating 

blood that blood is considered unsafe. 

But the client waiting for results of repeat testing after an indeterminate result needs 

psychosocial support. It is important for counsellors to re-emphasize that the client 

should undertake the precautions recommended for HIV-positive persons until their 

status is proven otherwise. The uncertainties associated with this period may lead to 

acute and severe psychosocial difficulties. The counsellor should assess and help the 

client manage such issues, making appropriate referrals if necessary. 

Partner involvement is extremely important for HIV prevention and care. But sometimes 

a VCT client may find it difficult to disclose test results to a partner who may not be 

aware that the client even went for testing in the first place. 

                                                 
14 World Health Organization, Source book for HIV/AIDS counselling and training. WHO/GPA/TCO/ 
HCS/94.9 (Geneva: WHO, 1995). 
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So me time s c o unse llo rs ma y e nc o ura g e  a  c lie nt to  re p e a t the  te st with the ir p a rtne r, a s if the  

te sting  we re  ne w, a s a  wa y o f no tifying  the  p a rtne r. 

If the client chooses this option, the counsellor and VCT management should keep the 

client’s confidentiality about the first test and should provide the full VCT package to 

the couple. 

2.6 Le a rning  HIV te st re sults 

It is up  to  the  c lie nt to  d e c id e  if the y wa nt to  kno w the  re sults o f the ir HIV te st. Whe re  the  o p tio n o f 

g e tting  HIV te st re sults the  sa me  ho ur, sa me  d a y o r a no the r d a y e xists, it is a lso  up  to  the  c lie nt to  

d e c id e  whe n to  le a rn the  te st re sults. If the  te st wa s a  ra p id  te st in pa ra lle l, whic h c o nfirms the  

re sults insta ntly, the  c lie nt ma y b e  sho wn the  te st strip s o r the  te st re sults if the y so  d e sire . In o the r 

typ e s o f te sts the  writte n re sults o f the  HIV te st ma y b e  issue d  to  the  c lie nt if the y so  d e sire .15 HIV 

re sults sho uld  ne ve r b e  issue d  a t the  re c e p tio n d e sk o f a  la b o ra to ry whe re  the re  is no  p riva c y. 

The y sho uld  a lwa ys b e  issue d  in a  sp e c ia l se ssio n with the  c lie nt a lo ne . 

2.7 Issua nc e  of writte n HIV te st re sults 

Writte n re sults c a n b e  issue d  to  a  VC T c lie nt re g a rd le ss o f whe the r the  te st is p o sitive  o r ne g a tive . 

But the  c lie nt sho uld  b e  c o unse lle d  a g a inst misusing  the  writte n re sults. Whe re  writte n re sults a re  

issue d , the  c lie nt’ s na me  a nd  numb e r, the  d a te , a nd  the  sta mp  a nd  sig na ture  o f the  issuing  

a utho rity sho uld  b e  c le a rly writte n o n the  re sults slip . 

 

2.8 Disc losure  of HIV te st re sults to  othe r pe ople  

It is up  to  the  c lie nt to  d e c id e  if the y wa nt to  sha re  the  HIV te st re sults with a nyb o d y e lse . It is a lso  

up  to  the  c lie nt to  d e c id e  whe n to  sha re  the  re sults with a no the r p e rso n. The  ro le  o f the  c o unse llo r 

is to  d isc uss with the  c lie nt the  p ro s a nd  c o ns o f d isc lo sure  a nd  the  timing  o f d isc lo sure . 

It is a lso  up  to  the  c lie nt to  d e c id e  ho w to  sha re  the  re sults o f the ir HIV te st. The  c o unse llo r sho uld  

d isc uss with the  c lie nt the  p ro s a nd  c o ns o f va rio us o p tio ns o f d isc lo sure  suc h a s p ro vid e r-a ssiste d  

no tific a tio n ve rsus c lie nt no tific a tio n. 

In te sting  a  c o up le , re sults sho uld  b e  g ive n to  b o th p a rtne rs o f the  c o up le  to g e the r. Co unse llo rs 

a nd  c linic ia ns sho uld  stro ng ly e nc o ura g e  the ir c lie nts to  d isc lo se  the ir re sults to  e a c h o the r, 

                                                 
15 See sample Laboratory results form in the appendix. 
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e sp e c ia lly d isc o rd a nt c o up le s, a nd  in p a rtic ula r p re ma rita l d isc o rd a nt c lie nts who  c a me  

se p a ra te ly. 

Re sults c a n b e  re le a se d  o nly sub je c t to  the  c lie nt’ s c o nse nt, whe n the  c lie nt is o f so und  mind . 

Whe re  writte n re sults a re  re q uire d  b y a  third  p a rty, suc h a s NSSF,16 fo r the  b e ne fit o f the  c lie nt, the  

c o unse llo r ma y re le a se  the se  re sults to  a n a p p ro p ria te  a g e nt o f the  third  p a rty up o n re c e ip t o f a  

writte n a utho riza tio n fro m the  c lie nt. 

 

                                                 
16 Currently in Uganda, individuals who are entitled to National Social Security Fund (NSSF) benefits 
can have access to their NSSF terminal benefits upon proof that they are suffering from a terminal 
ailment such as AIDS. To verify the authenticity of the claim, NSSF sends an agent independently to 
obtain the HIV test result from the testing centre that the client names. 
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Cha p te r 3. HIV te sting  in VCT 

Te sting  c lie nts fo r HIV is a  ke y VC T c o mp o ne nt. The re  a re  ma ny te sts o n the  ma rke t tha t c a n b e  

use d  to  d e te rmine  whe the r a  p e rso n is infe c te d  with HIV. Info rma tio n re g a rd ing  o ne ’ s HIV sta tus is 

so  c ruc ia l in a  p e rso n’ s life  tha t e ve ry e ffo rt sho uld  b e  ta ke n to  e nsure  tha t the  re sults g ive n in 

p o st-te st c o unse lling  re p re se nt the  c lie nt’ s true  HIV sta tus. This c ha p te r o utline s p o lic ie s inte nd e d  

to  e nsure  tha t VC T c e ntre s p ro vid e  c lie nts with a c c ura te  a nd  c o nfid e ntia l re sults. Me c ha nisms 

sho uld  b e  p ut in p la c e  to  g ua rd  a g a inst a ll fo rms o f e rro r, b o th te c hnic a l a nd  c le ric a l, in VCT 

c e ntre s. La b o ra to ry sta ff sho uld  no t te st a  c lie nt unle ss the y a re  sure  tha t the  c lie nt ha s re c e ive d  

p re -te st c o unse lling . 

An HIV test is either an antibody test that detects the body’s response to the virus or an 

antigen test that detects the presence of the actual virus or its components. 

The requisition for the HIV test should be designed to include the name and signature 

of the counsellor. 

3.1 HIV te sting  a lg orithms 

Sp e c ime ns c o lle c te d  fro m VC T c lie nts sho uld  b e  te ste d  o n two  ra p id  kits using  e ithe r the  p a ra lle l 

me tho d  o r the  se rie s me tho d  (se e  fig ure s 2 a nd  3 illustra ting  the se  me tho d s). The  two  kits, whic h 

will ha ve  b e e n va lid a te d  b y the  na tio na l he a lth re fe re nc e  lib ra ry (NHRL),17 sho uld  b e  o f d iffe re nt 

a ntig e nic  sp e c ific itie s tha t d e fine  HIV. Eithe r me tho d  c o uld  b e  use d , d e p e nd ing  o n the  c a p a c ity 

o f the  se rvic e  p ro vid e r. 

HIV testing algorithm is a combination of HIV tests that have been tested and agreed 

by a reference laboratory to represent HIV testing for a given purpose. 

3.1.1  Paralle l te st a lg o rithms 

Parallel testing means that two different HIV rapid tests are applied together (in 

parallel) to all blood samples. Samples that show HIV-positive results on both tests are 

reported as positive. Those that show HIV-negative results on both tests are reported 

as HIV negative. Samples that show positive results on one test and negative on the 

other are not reported to the client but instead a third test is carried out—a tie-breaker, 

which has different antigenic specificity from the first two. If the tie-breaker shows a 

positive result, the sample results are reported as positive and if it shows negative, the 

sample results are reported as negative. 

Advantages of parallel testing algorithm: 

 Shorter waiting time may lessen time taken from work, resulting in a lower cost 

to the client. 

 Similar waiting time for all the clients, positive or negative, reduces the potential 

for stigma. 

 Client’s perception that two tests are better than one reduces shopping around 

and increases public trust in VCT. 

                                                 
17 Currently there is no designated NHRL, but this function is the responsibility of the Central Public 
Health Laboratory (CPHL). MoH   is to strengthen CPHL to enable it to carry out this function. In the 
meantime the practical role of NHRL is carried out by a number of reference laboratories as designated 
by MoH   from time to time. See section 5.2.2 for reference laboratories. 
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Fig ure  2. Pa ra lle l a lg o rithm fo r ra p id  HIV te sting . 

Disadvantage: It is more expensive than serial testing. 

3.1.2 Se rial te st alg o rithms 

Serial testing means that two different tests are applied one after another (serially). 

Each blood sample is subjected to one rapid test, and if it tests negative it is reported as 

HIV negative. But if it tests positive it is subjected to a different rapid test, and if the 

second rapid test is positive the blood sample is reported as positive. If the second 

rapid test is negative when the first one was positive a third test, the tie-breaker, is 

applied. If the third test is positive the blood sample is reported as HIV positive and if 

negative it is reported as HIV negative. 

Advantage of serial testing: It costs less, thus increasing the chances for sustainability 

and freeing up funds for wider reach of VCT. 

Disadvantage: Possibility of a longer waiting time for clients who test positive on the 

first test and thus a potential for stigmatizing clients who test positive. 

The Ministry of Health currently proposes the following for the series algorithm: 

First test Second test Tie-breaker
Determine Uni-Gold Hemastrip 
Capillus Serocard Multispot 
Bionor Determine HIV Orgenic 

3.1.3 Se le c tio n o f te st kits fo r VCT in pub lic  fac ilitie s 

Issues to consider when selecting test kits from among those that NHRL has validated: 

o cost 

o shelf life 

o ease of use 

o ease of storage 
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 Fig ure  3. Se rie s a lg o rithm fo r ra p id  HIV te sting . 

o portability 

o consistency of use in the country, considering that laboratory personnel 

perform better on kits they have been trained to use 

o what to use if supply of kits runs out 

3.1.4 Pro c ure me nt, sto rage  and sto c k manag e me nt o f te st kits 

The quantity of test kits required will vary from site to site depending on the volume of 

clients expected, the testing algorithm adopted and the prevalence of HIV. 

An estimate of the expected volume of clients should be made. Factors to consider when 

making service uptake estimates: 
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o increase in demand as the centre gets known 

o demand of outreaches and other institutions wanting to use testing facilities 

of your site 

o effect of specific promotional activities such as on Valentine’s Day 

o the shelf life of the test kits purchased 

o guidelines from the National Health Reference Laboratory (NHRL) 

3.2 Spe c ime ns for HIV te sting  

At the  mo me nt the  re c o mme nd e d  sp e c ime ns fo r use  in HIV te sting  fo r VC T re ma in limite d  to  

who le  ve no us b lo o d , p la sma  o r se rum. O the r sp e c ime ns like  urine , sa liva  a nd  d ry b lo o d  sp o ts 

sho uld  b e  use d  a fte r NHRL va lid a te s the  te sts. 

Sp e c ime ns fo r HIV te sting  must b e  a c c o mp a nie d  b y a  la b o ra to ry re q ue st fo rm18 fille d  in a nd  

b e a ring  the  sig na ture  a nd  na me  o f the  re q ue sting  c linic ia n o r c o unse llo r who  d id  the  p re -te st 

c o unse lling . 

In p riva te  la b o ra to rie s whe re  c lie nts wa lk in se e king  to  kno w the ir HIV sta tus, the  la b o ra to ry 

re q ue st fo rm sho uld  b e  fille d  in a nd  sig ne d  b y the  la b o ra to ry sta ff, who  p ro vid e  ma nd a to ry b rie f 

p re -te st c o unse lling  a nd  ta ke  the  b lo o d  sa mp le . No te  tha t ne ithe r the  sta ff me mb e r who  c a rrie s 

o ut the  c o unse lling  no r the  p e rso n d o ing  p hle b o to my sho uld  b e  the  o ne  to  c o nd uc t the  te st. 

3.2.1 Handling  spe c ime ns fo r HIV te sting  

The  c o unse llo r who  p ro vid e s p re -te st c o unse lling  sho uld  o b ta in the  sp e c ime n fo r HIV te sting  a nd  

se nd  it to  the  la b o ra to ry with the  la b o ra to ry re q ue st fo rm d uly c o mp le te d . In mo st VC T 

c irc umsta nc e s, the  b lo o d  sa mp le  is o b ta ine d  fro m the  p a tie nt in the  sa me  lo c a tio n a s the  te st is 

p e rfo rme d . Ho we ve r, in a  p re -te st c o unse lling  fa c ility tha t d o e s no t p e rfo rm the  te st, the  fo llo wing  

p re c a utio ns sho uld  b e  ta ke n to  e nsure  hig h e thic a l a nd  te c hnic a l sta nd a rd s in ha nd ling  

sp e c ime ns. 

The  sa mp le s o r sp e c ime ns sho uld  b e  

• c o lle c te d  in re c o mme nd e d  b lo o d  sp e c ime n c o nta ine rs 

• ke p t re frig e ra te d  in the  ra ng e  o f 4 °C to  8 °C if the  sp e c ime ns a re  no t b e ing  p ro c e sse d  

imme d ia te ly 

• d e live re d  to  the  te sting  c e ntre  within 48 ho urs 

• tra nsp o rte d  und e r c o ld -c ha in c o nd itio ns 

• re c o rd e d  in la b o ra to rie s und e r c o nfid e ntia l numb e rs 

• ha nd le d  with me c ha nisms tha t e nsure  a no nymity o f c lie nts d uring  te sting  

Issues to consider when taking a blood sample for VCT: 

 If the sample is to be transported by car ensure that the specimen containers are 

packed in cooler boxes. 

 If the person taking the blood sample is different from the one who provided pre-

test counselling, they should first verify that the client has received pre-test 

counselling and is ready for the blood draw. 

 Explain to the client how the blood will be drawn. 

                                                 
18 See sample ‘Laboratory request form for HIV and syphilis testing’ in appendix. 
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 Follow standard operational procedures for phlebotomy and universal 

laboratory safety precautions 

Each institution should have a policy of what to do in case of accidental exposure and 

where possible this policy should include post-exposure prophylaxis (PEP). 

General phlebotomy guidelines, specimen collection and handling 

 Verify identification of patient. 

 Choose proper vacutainer tubes and other necessary equipment for 

phlebotomy. 

 Wear gloves on both hands for all phlebotomy procedures. 

 Drawing order of tubes: 

o Sterile tubes 

o Tubes without additives 

o Tubes for coagulation (blue) 

o Tubes with other additives (heparin, EDTA and SST) 

 Coagulation (blue) tubes must be full. 

 If capillary testing, wipe off first drop of blood following puncture. 

 Label all specimens with the appropriate patient information (name, medical 

record number, date of birth, date, time of collection). 

3.3 Ha ndling  re sults 

HIV te st re sults sho uld  b e  se nt to  the  re q ue sting  c linic ia n o r c o unse llo r who  d id  the  p re -te st 

c o unse lling . An insura nc e  a g e nt o r e mp lo ye r o r a ny o the r third  p a rty must not b e  g ive n the  re sults 

unle ss it is with the  writte n c o nse nt o f the  c lie nt. 

In ha nd ling  re sults, la b o ra to ry sta ff sho uld  a d he re  to  the  fo llo wing : 

• Ano nymity sho uld  b e  ma inta ine d  b y using  numb e rs a nd  a  c o d ing  syste m until the  re sults g e t 

b a c k to  the  c o unse llo r. 

• A re g iste r sho uld  b e  ma inta ine d  a nd  ke p t in the  la b o ra to ry to  re c e ive  a ll inc o ming  

sp e c ime ns b y date , time  a nd  re que sting  c o unse llo r. 

• Wo rkshe e ts sho uld  b e  ke p t a fte r the  la b o ra to ry re p o rt ha s b e e n se nt to  the  re q ue sting  

se rvic e  p ro vid e r fo r d e c o d ing . 

• Only a utho rize d  p e rso ns sho uld  ha ve  a c c e ss to  the  wo rkshe e ts. 

• Re p o rts sho uld  b e  sub mitte d  re g ula rly to  re le va nt a utho ritie s. 
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Cha p te r 4. VCT fo r c hild re n a nd  o the r sp e c ia l 

c a te g o rie s 

VC T fo r c hild re n sho uld  b e  fo r the  b e st inte re st o f the  c hild . It sho uld  b e  to  imp ro ve  the  c hild ’ s 

he a lth, surviva l, d e ve lo p me nt a nd  so c ia l we ll-b e ing . Child re n sho uld  p a rtic ip a te  in the  p ro c e ss, 

a nd  it sho uld  no t b e  imp o se d  o n the m. The  p o lic ie s sta te d  he re  a re  in the  c o nte xt o f wid e r 

inte rna tio na l a nd  na tio na l p o lic ie s a nd  la ws c o nc e rning  c hild re n, like  the  Ug a nd a  Child re n’ s 

Sta tute  a nd  the  UN Co nve ntio n o n the  Rig hts o f the  Child  (UNCRC ).19 Child re n o f a ny a g e  a re  

vulne ra b le  to  HIV, a nd  VC T se rvic e s sho uld  the re fo re  b e  c hild  frie nd ly. 

Co unse lling  fo r c hild re n d e p e nd s o n the  imp o rta nt ro le s o f c o unse llo r, c hild , a nd  p a re nts o r 

g ua rd ia n. As so o n a s c hild re n a re  a b le  to  und e rsta nd , the y sho uld  b e  e d uc a te d  a b o ut HIV/ AIDS 

with the  invo lve me nt o f the  p a re nt o r g ua rd ia n. Co unse llo rs sho uld  p ro mo te  VC T fo r c hild re n who  

we re  ve rtic a lly e xp o se d  e ve n if the ir mo the rs re c e ive d  PMTCT se rvic e s. Child re n who  ha ve  HIV-

re la te d  symp to ms ma y b e  te ste d  whe n the  c linic ia n d e e ms ne c e ssa ry fo r p urp o se s o f c hild  c a re , 

irre sp e c tive  o f a g e  a nd  a b ility to  und e rsta nd . The  c hild  ma y no t b e  info rme d  o f the  re sults until 

the y re a c h a n a g e  whe n the y c a n und e rsta nd , a t whic h time  the y sho uld  b e  sp e c ia lly 

c o unse lle d . The  p a re nt o r g ua rd ia n sho uld  a lso  b e  c o unse lle d  a t b o th time s. 

Antib o d y te sting  sho uld  no t b e  use d  fo r d ia g no sis o f HIV infe c tio n in c hild re n a g e d  le ss tha n 18 

mo nths. In Ug a nd a  the  te sts tha t c a n b e  use d  to  d e te c t HIV in this a g e  g ro up , suc h a s PCR, a re  

c urre ntly a va ila b le  o nly fo r re se a rc h. It is the re fo re  re c o mme nd e d  tha t VC T fo r c hild re n b e  

p ro vid e d  o nly a fte r the  a g e  o f 18 mo nths. 

Children should be tested only from the age of 18 months onwards. If a guardian 

expresses the desire to test before 18 months the counsellor should explain why this is 

not recommended. Earlier than that, if the child’s mother is HIV positive, the child may 

still have maternal antibodies for HIV in the blood. Most HIV tests check for antibodies 

and not the virus itself. Therefore, antibodies detected could be from the mother, 

giving a false positive. They do not necessarily indicate that the child has the virus. 

4.1 Ag e  of c onse nt for VCT 

The  a g e  o f c o nse nt fo r VC T sho uld  b e  the  a g e  a t whic h the  c hild  und e rsta nd s the  re sults—

c o nsid e re d  12 ye a rs. The  rig ht o f d isse nt to  te sting  sho uld  a lso  sta rt a t a g e  12. Fo r c hild re n 

b e twe e n 12 a nd  18, the  le g a l a g e  o f c o nse nt, the  c hild  sho uld  c o nse nt b ut with the  a p p ro va l o f 

the  p a re nt o r g ua rd ia n. 

Fo r c hild re n b e lo w 12 ye a rs the  p a re nt o r g ua rd ia n sho uld  sig n the  c o nse nt a nd  fo r tho se  c hild re n 

witho ut a  p a re nt o r g ua rd ia n the  he a d  o f the  institutio n, he a lth c e ntre , ho sp ita l, c linic  o r a ny 

re sp o nsib le  o the r ma y sig n. Ema nc ip a te d  mino rs sho uld  b e  tre a te d  like  a d ults. 

If a  c hild  b e lo w the  a g e  o f 12 a sks fo r HIV te sting , the ir p a re nts o r g ua rd ia ns sho uld  b e  fully 

invo lve d . 

The  c o unse llo r sho uld  a sse ss the  c hild ’ s a b ility to  und e rsta nd  a nd  the  e mo tio na l c a p a c ity to  c o p e  

with the  re sults. Ba sing  the  p o lic y o n the  c o unse llo r he lp s c hild re n who  a re  o n the ir o wn witho ut a  

p a re nt o r g ua rd ia n. Suc h a  p o lic y a lso  he lp s if a  p a re nt o r g ua rd ia n is a b using  the  c hild , se xua lly 

o r in a no the r ma nne r. Pa re nts o r g ua rd ia ns, ho we ve r, ne e d  to  kno w the  sta tus o f the  c hild . The  

                                                 
19 Formally adopted in 1989. 
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c hild  sho uld  b e  a ske d  first a nd  sho uld  a g re e  o n whic h o the r p e rso n sho uld  b e  invo lve d , a nd  ho w. 

So me  c hild re n witho ut p a re nts ma y c ho o se  o the r p e o p le  in the ir so c ia l ne two rk suc h a s a  

ne ig hb o ur. 

4.1.1 Ag e  o f c o nse nt 

Health workers providing care for children and families living with HIV should be 

trained in child counselling skills. The service provider should not express an opinion 

as to whether the child20 should be told the diagnosis if the test is positive. That is a 

decision the parent or guardian has to make, with the help of the counsellor, who will 

explore the parent or guardian’s understanding and wishes and never force them to 

make any decision but instead help them understand and make their own decision 

about the issues. 

The counsellor will conduct a pre-test counselling session with the parent or guardian 

and with the child, if old enough and if the parent or guardian wishes it. The 

counsellor should see the parent or guardian alone, then the child alone. Depending on 

the decision taken by the parent or guardian the counsellor talks to both the child and 

the parent or guardian before proceeding to have the blood sample taken. 

The laboratory, whenever possible, sends results to the same counsellor who did the 

pre-test counselling, who gives the results to the parent or guardian. The counsellor 

explores with them the issues around disclosure, as discussed in pre-test counselling. 

The parent or guardian can make a decision about when or if and how the results 

should be disclosed to the child. If a difficulty in disclosure develops the counsellor 

should consult other service providers as the need arises. 

But ultimately, it is the parent or guardian’s own responsibility to decide whether to disclose 

the results to the child. Each child and each family are unique and they should never be 

forced to do anything for which they are not fully prepared. The counsellor’s opinion, 

while it may be held in great respect, may not be applicable to this family. 

4.1.2 Inc re asing  utilizatio n o f VCT by yo ung  pe o ple  

Young people aged 12 and above should have access to VCT services if they so desire 

without any barriers. Parents or guardians of children under 12 years of age who have 

been exposed to HIV such as through MTCT, child abuse or blood transfusion should 

be encouraged to seek HIV testing for these children. To ensure that VCT services are 

youth friendly VCT programmes should provide the following: 

 Youth-oriented advertisement and promotion of services. This may include 

outreach activities to educate and mobilize young people for VCT. 

 Youth-friendly counselling and referral to other health and psychosocial support 

services. These may include ongoing counselling and youth-friendly post-test 

clubs. 

 Non-judgemental health care providers. 

 Access to particularly vulnerable young people such as out-of-school and street 

children. 

 Access to partner and premarital counselling and testing for young couples. 

                                                 
20 In these guidelines the word ‘child’ refers to anybody below 18 years. 
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Operational research is needed to understand a number of issues such as how youth 

learn of HIV and VCT, the characteristics of youth who seek VCT, who they consult 

before seeking VCT, who escorts them to VCT facilities and to whom they disclose 

their HIV status. 

 

Strategies AIC Kampala and the Naguru Teenage Reproductive Health Centre use 

to increase youth access to VCT 

 Train VCT providers in counselling skills for youth. A youth-specific VCT 

counselling curriculum was developed. 

 Set up a youth corner at the VCT centre of AIC so that youth do not meet with 

adults when they go for VCT. 

 Provide VCT at the Naguru Teenage Reproductive Health Centre. 

 Reduce the price of VCT for youth. 

 Create a multimedia campaign to inform youth about VCT. 

4.2 Pa re nta l c onse nt for VCT 

Pa re nts ma y c o nse nt to  the  HIV te sting  o f le g a l mino rs. But b e fo re  p ro c e e d ing  with the  te st the  

c o unse llo r sho uld  a lwa ys a sse ss the  situa tio n to  a sc e rta in tha t the  HIV te st is b e ing  c a rrie d  o ut fo r 

the  b e ne fit o f the  mino r. If the  p a re nt o r g ua rd ia n is the  o ne  p ro p o sing  the  te st, the  c o unse llo r 

sho uld  a sse ss if the  p a re nt o r g ua rd ia n wa nts to  d o  the  te st in g o o d  fa ith. If the  c o unse llo r is in 

d o ub t, the  c hild  sho uld  b e  a llo we d  to  d e c id e . 

Alwa ys the  c hild  sho uld  b e  to ld  a b o ut the  imp o rta nc e  o f the  sig nific a nt o the r p e rso n who  ne e d s 

to  kno w. As the  c hild  c o ntinue s with the  se ssio ns so me o ne  e lse  sho uld  c o me  a lo ng —a  g ua rd ia n 

o r so me o ne  e lse  o f the  c hild ’ s c ho ic e , fo r e xa mp le , a n o ld e r siste r. 

When considering testing for a child, remember that each child is an individual person. 

Start the session by talking to the parent alone followed by the child alone and then 

both together. Explore as far as possible with the child, the family, the parent or 

guardian the advantages and disadvantages of having an HIV test for that particular 

child. Consider the following questions: 

 Who is asking that the child be tested and why? Is the child’s best interest the 

main motive? 

 How would having the test benefit this child? 

 What does the child know and understand about HIV? 

 What would a positive test result mean to the child? 

 Does the child want to have a blood test? If not, why not? 

 How do those who are closest to the child, for example, a parent, guardian or 

older sibling, think that the child would cope with being tested and possibly 

finding that they are HIV positive? 

 Who will be able to provide emotional support for the child if found positive? 

Does this person have the knowledge and skills needed to give emotional 

support to the child? Does the child have a good relationship with this person? 

 Do the health care professionals and counsellors who will be involved in testing 

the child and supporting the child’s parent or guardians have the knowledge and 

skills needed to do this well? 
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The decision about testing should be taken only after considering these questions and 

the issues they raise. As far as possible, the child should be involved in the decision, 

along with the parent or guardian. 

4.3 Counse lling  c hildre n who ha ve  be e n se xua lly a buse d 

At e ve ry sta g e  o f c hild  c o unse lling  the  c hild ’ s rig hts must b e  o b se rve d . The  d e c isio n ta ke n b y the  

c o unse llo r sho uld  b e  in the  b e st inte re st o f the  c hild . So me time s the re  is ne e d  to  me e t with le g a l 

p e rso nne l.21 Mo re  he a lth wo rke rs a nd  c o unse llo rs ne e d  to  b e  tra ine d  to  c o unse l c hild re n. The  

tra ining  fo r c hild  c o unse llo rs sho uld  inc o rp o ra te  tra ining  in le g a l a nd  e thic a l issue s. If the  c hild  ha s 

b e e n d e file d , c o unse llo rs a t the ir o wn d isc re tio n sho uld  re fe r to  the  a p p ro p ria te  a g e nc y. The  

c o unse llo r sho uld  a t a ll time s ke e p  up  the  re la tio nship  with the  c hild  a nd  the  p a re nt o r g ua rd ia n 

a nd  ke e p  p ro vid ing  sup p o rt. 

Many times sexually abused children are brought to the VCT counsellor to find out if 

they have been infected by HIV. Handling sexually abused children requires a 

multidiscplinary approach including the police, the probation office, child protection 

organizations and others. What follows are guidelines to VCT counsellors on how to 

link with these other services in handling such a case. 

What to do if a child has been abused or someone has tried to abuse them 

 Listen to the child calmly and encourage the child to tell the whole story. The 

child may find it very difficult to tell you. The child may have been threatened 

with harm or even death by the abuser if they tell what happened. 

 Help the child report the incident to the nearest authorities. There are specially 

trained police, the Family Protection Unit, the local council leader, probation 

officers, teachers, community development officers, family and children 

courts, child rights services, and NGOs like Hope after Rape, Hope 

Counselling Centre and FIDA Uganda. 

 If the child has been defiled or sexually assaulted they need medical attention. 

If possible the child should be medically examined by two doctors, one a 

police surgeon. This must be within 24 hours before the child bathes or washes 

their clothes, especially knickers and underwear. Keep the clothes in a plastic 

bag and give them to the police. 

 The child and family also need counselling from trained counsellors. 

 The child needs medical treatment and testing for STDs. 

 The child needs legal advice. 

The counsellor should link up with other services as spelled out in the box above. 

In dealing with sexual abuse, consider the following points: 

 Generally children are abused by people they know and live with; these include 

close relatives, neighbours and teachers. 

                                                 
21 Should be clarified with the attorney general. 
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 Comprehensive counselling is required for all children who have been sexually 

abused. Where possible the perpetrator (abuser) should also be counselled.22 

But VCT is an urgent need as it is necessary to know the child’s status before starting 

post-exposure prophylaxis (PEP). The child also needs referral for further support, 

which may include medical treatment, help in coping with the situation, legal services, 

and possibly temporary relocation or custody. 

An example of how counsellors and parents or guardians should handle a child who 

says they have been abused (from Childline website South Africa) 

 Let the child know you BELIEVE them. 

 Let the child know you are glad they TOLD you. 

 Let the child know you are SORRY this happened. 

 Let the child know it is NOT their fault. 

 Let the child know you will get them some HELP. 

 Don’t call the child a LIAR. 

 Don’t BLAME the child for what has happened. 

 Don’t tell the child ‘they were asking for it’. 

 Don’t allow the child to be abused further. 

Children traumatized by the abuse often find it difficult to express themselves. 

Remember that a child’s first language is play, and if the child finds it difficult to talk, 

try activity-based strategies: 

Make-believe play: In spontaneous play, children may express distressing experiences, 

emotions and memories. Use toys, puppets and masks to help the child communicate 

ideas or feelings that would otherwise be difficult to express verbally. 

Music and dance: These are powerful tools, especially if the music is familiar and linked 

with happy memories. 

Stories: Stories or experiences about characters who have overcome difficulties in their 

lives help children imagine themselves doing so too. 

Drama: Taking part in drama can help children act out their own story or make up one 

that expresses something important to them. 

Drawing and painting: Again, children may find it easier to draw a picture depicting a 

scenario than talk about it. 

Sand tray: Children like playing with sand and it is psychologically refreshing. 

Children mould and draw in the sand to express their inner feelings. 

4.4 Giving  HIV te st re sults to  le g a l minors 

In p o st-te st c o unse lling  o f mino rs, c o unse llo rs sho uld  b e  c a re ful in ma king  a  d e c isio n a s to  who m 

to  g ive  re sults. It ma y no t b e  to  the  o ne  who  g a ve  c o nse nt fo r the  te sting . Child re n sho uld  no t b e  

                                                 
22 To be cleared by the attorney general’s office. There is need to clarify who should counsel, where 
this counselling should take place, and whether the counsellor has a legal obligation to report the 
matter to the police. 
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te ste d  simply fo r the  p a re nts o r g ua rd ia ns to  kno w the ir o wn sta tus. Be fo re  d isc lo sing  re sults, the  

c o unse llo r sho uld  a sse ss if the  p a re nt o r g ua rd ia n is willing  to  d isc uss HIV a nd  the  te st re sults with 

the  c hild  o p e nly. If the  c hild  is HIV p o sitive  the  c o unse llo r sho uld  wo rk with the  p a re nt o r g ua rd ia n 

to  p la n fo r the  c hild ’ s future  c a re . The  c o unse llo r sho uld  p ro vid e  o ng o ing  sup p o rt a nd  c o unse lling  

until the  c hild  is o ld  e no ug h to  b e  d isc lo se d  to . 

Ema nc ip a te d  mino rs sho uld  b e  g ive n the ir re sults like  a d ults. Child re n who  a re  12 ye a rs a nd  

a b o ve  sho uld  b e  g ive n re sults a fte r p ro p e r c o unse lling  a nd  with the  invo lve me nt o f p a re nts o r 

g ua rd ia ns. Child re n b e lo w 12 ye a rs o f a g e  sho uld  b e  g ive n re sults o nly with the  c o nse nt o f 

p a re nts o r g ua rd ia ns a nd  with p ro p e r c o unse lling . 

In a ll g ro up s me ntio ne d  a b o ve  o ng o ing  c o unse lling  a nd  sup p o rt sho uld  b e  p ro vid e d  b y p a re nts 

o r g ua rd ia ns a nd  the  c o unse llo r. Ne ve r sho uld  a nyo ne  lie  to  a  c hild  o f a ny a g e  a b o ut the ir HIV 

re sults. 

No tific atio n to  sc ho o ls: An imp o rta nt first ste p  is to  e nsure  tha t te a c he rs a nd  stud e nts a re  

se nsitize d  a b o ut HIV/ AIDS to  try to  a vo id  stig ma  a t sc ho o l. Te a c he rs sho uld  b e  tra ine d  in ho w to  

ha nd le  HIV-p o sitive  c hild re n. Sc ho o l nurse s sho uld  a lso  b e  se nsitize d . G iving  info rma tio n a b o ut the  

HIV sta tus o f a  c hild  sho uld  b e  d o ne  o nly in the  inte re st o f the  c hild  a nd  o nly to  trustwo rthy 

te a c he rs o r sc ho o l nurse s who  ha ve  re c e ive d  tra ining  in HIV c o unse lling . 

Giving results to children is sensitive. Give results to an adult—preferably the parent or 

guardian who participated in the pre-test session. Provide the adult with 

comprehensive post-test counselling. Decide on the plan for giving results with the 

parent or guardian during pre-test counselling. Review the decisions made at pre-test 

about giving results to the child after the parent or guardian has learned the results. 

Explore the situation again to determine if learning the results is in the interest of the 

child. Assess the child’s capacity to understand the results before giving them. If the 

child is not able to cope with the results, delay disclosing them or disclose them 

gradually. In all cases provide the child and the parent or guardian with ongoing 

supportive counselling. 

Ongoing support for children includes medical care and psychosocial, spiritual and 

economic support. 

Communication with children. Parents or guardians often worry about the questions 

children may ask if the family talks openly about HIV. Here are key principles for 

answering difficult questions. 

 All communication with children needs to be with people they trust, people who 

love them and give them a sense of security. 

 Treat the child as an individual. Start by assessing what they already know and 

understand. 

 Games, stories and writing can encourage the child to communicate more 

openly. Refer to section 4.3. 

 Sit at the same level as the child—this will make the child feel more comfortable. 

 Reflect what the child says; for example, if a child says, ‘Mummy isn’t coming 

back, is she?’ you say, ‘So you think mummy isn’t coming back?’ 

 Explore answers with the child; for example, ask the child to tell you more about 

why they think mummy isn’t coming back. 
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4.5 VCT for pe ople  una ble  to  be  fully informe d 

Pe o p le  who  ma y b e  una b le  to  b e  fully info rme d  inc lud e  the  d e a f, the  b lind , the  d umb  a nd  the  

me nta lly re ta rd e d . 

Pe o p le  who  ha ve  d isa b ilitie s tha t ma ke  it d iffic ult fo r the m to  und e rsta nd  info rma tio n a b o ut HIV 

a nd  VCT we ll e no ug h ma y no t b e  a b le  to  ma ke  a n info rme d  c o nse nt fo r VC T. This c a te g o ry 

inc lud e s p e o p le  with he a ring  d isa b ilitie s tha t ma ke  it d iffic ult fo r the m to  re c e ive  ve rb a l 

info rma tio n fro m the  c o unse llo r. Also  p e o p le  with sp e e c h d isa b ilitie s ma y no t b e  a b le  to  e xp re ss 

the ir c o nc e rns a b o ut HIV a nd  VC T to  the  c o unse llo r we ll e no ug h to  c la rify issue s. Pe o p le  with 

visua l d isa b ility o r re a d ing  d iffic ultie s ma y no t b e  a b le  to  use  writte n info rma tio n to  p re p a re  fo r 

VC T. Me nta l he a lth p a tie nts ma y ne ithe r b e  a b le  to  und e rsta nd  info rma tio n no r b e  a b le  to  ma ke  

ra tio na l d e c isio ns. 

If the  b lind , the  d e a f a nd  the  d umb  a re  no t me nta lly re ta rd e d , the  sa me  p ro c e d ure  sho uld  b e  

fo llo we d  a s fo r c o unse lling  a nd  te sting  o the rs fo r HIV. Wha t sho uld  d iffe r is the  me tho d  o f 

c o mmunic a tio n with the m. The  me nta lly re ta rd e d  sho uld  b e  te ste d  o nly with c o nse nt o f the ir 

p a re nt o r g ua rd ia n. 

All p e o p le  12 ye a rs a nd  a b o ve  te ste d  fo r HIV sho uld  b e  g ive n the ir re sults with c o unse lling . 

Children with disabilities are entitled to VCT. Children 12 years and above with 

disabilities but not mentally retarded should consent with the approval of a parent or 

guardian. They should be taken through the whole process of pre- and post-test 

counselling like any other child. Parents or guardians of these children should be fully 

involved. 

The counsellor should work together with a parent or guardian and any other person 

with skills to communicate with children with disabilities (if need arises) to ensure 

effective communication during the counselling process. 

Counselling for the mentally retarded child should be given to the parent or guardian, 

who also consents on behalf of the child. 

4.6 Clie nts who ma y re quire  c onse nt of othe rs on the ir be ha lf 

In the  ve ry ra re  c irc umsta nc e s whe re  a  p a tie nt is no t a b le  to  c o nse nt to  HIV te sting  a nd  the  life  o f 

the  p a tie nt o r tha t o f o the rs d e p e nd s o n kno wle d g e  o f the  HIV sta tus o f the  p a tie nt, the  

a tte nd ing  c linic ia n o r ne xt o f kin ma y d e c id e , o n b e ha lf o f the  p a tie nt, tha t the  b lo o d  o f the  

p a tie nt b e  te ste d  fo r HIV. But a s so o n a s the  c lie nt is a b le  to  und e rsta nd , the y sho uld  re c e ive  

c o unse lling . It is imp o rta nt fo r the  se rvic e  p ro vid e r to  g ive  a d e q ua te  c o unse lling  to  the  ne xt o f kin. 

If a  p a tie nt is unc o nsc io us a nd  the  ne xt o f kin a sks the  c linic ia n to  te st the  p a tie nt, c linic ia ns must 

use  the ir o wn d isc re tio n. The  mo st se nio r c linic ia n in the  institutio n sho uld  b e  the  o ne  to  ta ke  

re sp o nsib ility fo r the  ultima te  d e c isio n re g a rd ing  te sting  suc h a  p a tie nt. The  ne xt o f kin sho uld  b e  

c o unse lle d  a nd  sup p o rte d  to  und e rsta nd  the  te st re sults a nd  c o p e  with the  imp a c t. 
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4.7 Pa tie nts with c a rdina l symptoms a nd sig ns of HIV/ AIDS23

HIV testing for clinical purposes is aimed to assist the attending clinician to manage 

patients. The clinician usually requests the test and the results are linked to the name of 

the client. Hence, this type of testing has similarities with VCT. 

 

The  c linic ia n ma y d e c id e  to  c o nd uc t the  te st witho ut the  p a tie nt’ s c o nse nt if the  ma na g e me nt o f 

the  p a tie nt d e p e nd s o n the  te st re sults. Kno wing  the  HIV re sults ma y he lp  the  c linic ia n p re sc rib e  

the  rig ht me d ic a tio n a nd  g ive  p ro p hyla xis a g a inst o p p o rtunistic  infe c tio ns. Up o n g e tting  the  

re sults, the  c linic ia n c a n d e c id e  ho w to  a p p ro a c h the  p a tie nt with the  re sults a nd  ho w to  p ro vid e  

c o unse lling . 

Ideally rather than testing the patient without consent the clinician should refer the 

patient for VCT. Where this is not possible but the clinician feels the patient should be 

tested for HIV to guide clinical decision-making, the clinician should go ahead and test 

the patient as stated above. At the earliest opportunity, however, the clinician should 

refer the client for counselling and the full package of VCT. To facilitate this process all 

clinical facilities should have access to VCT facilities on site or in close proximity. 

                                                 
23 Cardinal symptoms and signs of HIV disease include Kaposi’s sarcoma, cryptococcal meningitis, 
oesophageal candidiasis, and in patients below 50 years of age, herpes zoster or oral thrush. 
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Cha p te r 5. Qua lity a ssura nc e  

To  e nsure  tha t VC T site s o ffe r the ir c lie nts q ua lity VC T se rvic e s, p ro fe ssio na l c o unse llo rs, we ll-

tra ine d  HIV te sting  p e rso nne l a nd  a p p ro p ria te  HIV te sting  kits with g o o d  infra struc ture  a re  

ne e d e d . The se  the re fo re  re q uire  a n e ffe c tive  ma na g e me nt a nd  q ua lity c o ntro l syste m with 

c o ntinuo us mo nito ring  a nd  e va lua tio n. 

Quality as it applies to VCT. The Ministry of Health defines quality as ‘doing the right 

thing right, right away’. Quality assurance can therefore be defined as the process of 

ensuring that performance is done according to the set standards. These guidelines 

form the national standards for VCT services in Uganda. 

To ensure that VCT sites offer their clients quality VCT services, professional 

counsellors, well-trained HIV testing personnel and appropriate HIV testing kits with 

good infrastructure are needed. These therefore require effective quality control 

mechanisms with continuous monitoring and evaluation. Quality assurance measures 

for VCT need to be applied at all levels—national, district and site. These measures 

should fit into the overall national quality assurance programme for HIV/AIDS care 

and support. The national quality assurance programme details the responsibilities for 

implementing quality assurance at all levels. 

Accreditation of VCT sites: 

 NGO and private clinics and labs that want to provide VCT sites should be 

accredited by MoH  once they meet the criteria in section 1.2, which covers VCT 

in the private sector 

 The accrediting authority should be the STD/AIDS control programme of MoH; 

accreditation should be based on DDHS recommendation. 

 Accreditation of VCT centres not meeting the criteria in section 1.2 should be 

withdrawn. 

5.1 Qua lity c ontrol of c ounse lling  

To  e nsure  q ua lity in p ro vid ing  se rvic e s, the  c o unse lling  e nviro nme nt sho uld  b e  frie nd ly a nd  

a c c e ssib le  with we ll-tra ine d  c o unse llo rs. To o ls to  e va lua te  the  q ua lity o f c o unse lling  sho uld  

inc lud e  se lf-e va lua tio n, myste ry c lie nts, sit-in se ssio ns, c o unse llo rs’  me e ting s, fe llo wship s, e xit 

inte rvie ws, sug g e stio n b o xe s, c o mmunity a sse ssme nt a nd  re g ula r sup p o rt sup e rvisio n. 

Counselling environment. The environmental setting for counselling should be 

comfortable for the client and the counsellor. For details see section 1.5 on 

infrastructure. 

Counselling standards. To maintain providing high-quality VCT service, the following 

standards of counselling should be adhered to. 

In the counselling process, counsellors should . . . 

 Observe the VCT protocol as described in chapter 2. 

 Be able to adjust to and respect the social, cultural, religious educational 

differences and developmental stage of the client. 

 Not impose their own views or opinions but respect and follow the client’s 

agenda or priorities; however, counsellors should use their discretion to help the 
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client consider the implications of their issues and concerns so that the client can 

make decisions that are appropriate for their situation. 

 Maintain positive attitudes towards all clients at all times. 

 Use effective communication skills to help clients make appropriate decisions 

relevant to the prevailing situation. 

 Provide proper guidance for the client to face realistic options and act 

accordingly. 

Ethical values in VCT. Ethics is defined as a professional code of conduct. In VCT ethics 

focuses on the relationship between a service provider and the client. Counsellors must 

know and practise universal counselling principles of respect for the client, 

confidentiality and personal behaviour that is beyond reproach. 

In the ethics of HIV/AIDS counselling and testing, counsellors need to observe the 

following points: 

 Be properly trained as stipulated in section 1.7. 

 Always observe and maintain confidentiality about the client. 

 Never coerce a client into making decisions; allow clients to make decisions at 

their own free will after counselling. 

 Always respect the client’s ideas, interests and informed consent in making their 

own decisions. 

 Treat clients with respect; never belittle, demoralize, ridicule or shout at them. 

 Do not copy or remove confidential information relating to clients. 

 Do not indulge in self-advertisement. 

 Refer clients appropriately. 

 Do not prescribe medications to clients if you are a non-medical counsellor. 

 Do not demand, expect or accept material gain from the client in return for 

counselling services. This does not refer to official user fees charged at the VCT 

centre. 

 Do not enter into any business transactions with or on behalf of the client. 

 Do not develop sexual relationships with clients. 

 Dress in a manner that commands respect and promotes professionalism. 

 Promote good interstaff relationship: 

o avoid ill talk of one another and of other staff 

o consult one another’s opinion on issues of concern 

o avoid accusations and confrontations 

Record keeping. The counsellor should maintain proper records, ensuring the following: 

 Session forms should be correctly filled in. 

 Information on the forms should be consistent with the client’s submissions and 

comprehensive enough to enable any other person to follow them up. 

 Record forms and any other written documents must be filed and stored 

properly. 

 Only counsellors and other staff directly involved in the care of the client should 

have access to records bearing the client’s name. Every service provider is bound 

to keep confidentiality. 

 Information on session forms must be entered correctly into the information 

management system. 
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5.1.1  VCT c o o rdinatio n and supe rviso rs 

To  e nsure  q ua lity, VCT se rvic e s sho uld  b e  c o o rd ina te d  a nd  sup e rvise d . The re  sho uld  b e  na tio na l 

a nd  d istric t VCT c o o rd ina to rs a s we ll a s site  sup e rviso rs. 

Sup e rviso rs a re  ke y in ma inta ining  the  q ua lity o f VCT se rvic e s. Distric t VC T c o o rd ina to rs a nd  site  

sup e rviso rs sho uld  b e  c o unse llo rs who  ha ve  b e e n tra ine d  in VCT sup e rviso ry skills b y a  re c o g nize d  

tra ining  institutio n. The ir ro le s a nd  re sp o nsib ilitie s sho uld  b e  c le a rly sp e lle d  o ut. 

C OORDINATION OF VC T AT THE DISTRICT LEVEL 

 Each district should have a VCT district coordinator based at the DDHS office. 

 The district VCT coordinator should be selected from the district health team by 

the DDHS. 

 The person should have good know-how of VCT service delivery and preferably 

be a trained counsellor. 

 The person should have the following roles: 

o Collect and submit regular management information systems (MIS) reports 

(see section 6.1). 

o Supervise all VCT sites and services in the district. 

o Function as the link with headquarters on matters of VCT services. 

o Plan and mobilize resources. 

o Plan and organize training and capacity building for VCT. 

o Collaborate and network with VCT partners in the district. 

o Regularly update district stakeholders on VCT. 

o Participate in the strategic planning on HIV/AIDS and ensure integration of 

VCT. 

National and district VCT coordinators, health subdistrict and site VCT supervisors 

should be counsellors who have been trained in VCT supervision by a recognized 

training institution. 

VCT supervisors from all levels should plan regular support supervision programmes 

as follows (see Supervisory checklist form in the appendix): 

 

o national and district VCT coordinators—quarterly 

o health sub-district VCT supervisors—monthly 

o VCT site supervisors—every 2 weeks 

Standard methods of providing support supervision should be applied. The 

supervisory atmosphere should allow the staff to feel free to express their concerns and 

share the difficulties they encounter in their VCT work. Staff should be encouraged to 

identify opportunities for improving performance. 

During support supervision, VCT supervisors should carry out the following: 

 Compare current performance to set standards, identify and address gaps as well 

as report issues that require attention by local or central management. 

 Provide on-the-job training and support to VCT service providers. 

 Assess and support the process of community mobilization. 

 Assess and support the quality of counselling and filing of VCT data. 
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 Review and support the process of data management. 

 Assess the state of storage. 

 Give presentations on selected topics at the post-test club. 

 Ensure timely submission of requisitions and timely delivery of supplies to avoid 

stock-outs. 

 Document supervisory activities using a checklist. 

5.2 Qua lity c ontrol of HIV te sting  

Ensuring  tha t the  q ua lity o f HIV te sting  is hig h re q uire s a c c ura te  te sting  ma te ria ls tha t a re  we ll 

sto re d , ha ve  no t e xp ire d  a nd  a re  ha nd le d  b y q ua lifie d  la b o ra to ry p e rso nne l a s d e fine d  b y the  

Allie d  He a lth Pro fe ssio na l Co unc il. Go o d  tra ining  a nd  sup e rvisio n o f the  la b o ra to ry sta ff a s we ll a s 

g o o d  a d ministra tio n o f re c o rd s in the  la b o ra to ry a re  ke y to  q ua lity HIV te sting . 

Eve ry la b o ra to ry c o nd uc ting  HIV te sting  sho uld  b e  linke d  to  a  hig he r-le ve l la b o ra to ry, whic h 

sho uld  b e  e q uip p e d  with mo re  a d va nc e d  HIV te sting  te c hniq ue s fo r q ua lity a ssura nc e , tra ining  

a nd  sup e rvisio n. Fo r e xte rna l q ua lity c o ntro l, 3% o f p o sitive  a nd  3% o f ne g a tive  sa mp le s sho uld  b e  

re ta ine d  a nd  se nt to  a  hig he r-le ve l la b o ra to ry. Whe re  q ua lity c o ntro l re sults d iffe r fro m the  re sults 

issue d  to  the  c lie nt, the y sho uld  b e  use d  to  id e ntify we a kne sse s a nd  stre ng the n the  p e rfo rma nc e  

o f the  la b o ra to ry. Qua lity c o ntro l te sting  sho uld  b e  p a id  fo r b y the  use r la b o ra to ry. To  b e  a b le  to  

c he c k fo r so urc e s o f e rro r, sa mp le s sho uld  b e  ke p t fo r a  minimum o f 3 mo nths. 

5.2.1  Supe rvisio n o f labo rato ry wo rk 

To  sup e rvise  the  HIV te sting  p ro c e ss, a  se nio r la b o ra to ry te c hno lo g ist sho uld  c a rry o ut the  

fo llo wing : 

• Ob se rve  the  p ro c e ss a nd  q ua lity o f p e rfo rma nc e  o f the  la b o ra to ry te st a c c o rd ing  to  se t 

sta nd a rd  o p e ra ting  p ro c e d ure s. 

• Exa mine  a nd  sup p o rt the  p ro c e ss a nd  q ua lity o f p ro c e ssing  b lo o d  sa mp le s. 

• Exa mine  the  p ro c e ss o f re c o rd ing  a nd  re p o rting  HIV te st re sults. 

• Asse ss the  sta te  o f sto ra g e  a nd  o f re q uisitio ning  sup p lie s. 

• Ensure  time ly sub missio n o f q ua lity-a ssura nc e  sa mp le s to  the  q ua lity-a ssura nc e  c e ntre . 

• Asse ss if the  e q uip me nt is func tio ning  sa tisfa c to rily a nd  d e te rmine  the  ne e d  fo r ma inta ining  

o r re p la c ing  it. 

• Do c ume nt sup e rviso ry a c tivitie s using  a  c he c klist. 

• Asse ss huma n re so urc e  ne e d s fo r la b  VC T se rvic e  p ro visio n a nd  g ive  re c o mme nd a tio ns to  

the  se rvic e  ma na g e r. 

• Ensure  tha t a n institutio na l p o lic y o n a c c id e nta l e xp o sure  e xists a nd  is we ll kno wn to  a ll sta ff. 

5.2.2 Lo c al validatio n o f HIV te st kits 

Va lid a tio n o f a ll HIV te sting  kits is a  must in Ug a nd a . All HIV te st kits use d  in the  c o untry fo r va rio us 

p urp o se s inc lud ing  re se a rc h sho uld  b e  va lid a te d  b e fo re  the y a re  imp o rte d , o n the ir a rriva l a nd  

d uring  the ir use , a s a  q ua lity c o ntro l p ro c e ss. A ne w b a tc h o f te st kits sho uld  b e  te ste d  a lo ng sid e  

the  e xisting  b a tc h, using  re ta ine d  sa mp le s o f kno wn p o sitivity a nd  ne g a tivity. 
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The  Ce ntra l Pub lic  He a lth La b o ra to ry (C PHL), whic h func tio ns a s the  na tio na l he a lth re fe re nc e  

la b o ra to ry (NHRL)24 sho uld  d o  the  va lid a tio n. All se lle rs o f HIV te st kits sho uld  ha ve  a  c e rtific a te  o f 

a p p ro va l fro m NHRL fo r e a c h typ e  o f kit b e ing  so ld . 

While  the  c a p a c ity o f CPHL is b e ing  stre ng the ne d  the  func tio n o f NHRL is sup p o rte d  b y re fe re nc e  

la b o ra to rie s. 

Re fe re nc e  la b o ra to rie s sho uld  . . . 

• ha ve  a t le a st o ne  sta ff me mb e r a t the  le ve l o f a  re g iste re d  me d ic a l la b o ra to ry te c hno lo g ist 

• b e  d o ing  HIV ELISA a nd  We ste rn Blo t a s p a rt o f the ir te st me tho d s 

• b e  te sting  a  minimum o f 5000 sp e c ime ns a  ye a r 

• ha ve  the  te c hnic a l c a p a c ity to  c o nd uc t re se a rc h o n HIV 

Exa mp le s o f re fe re nc e  la b o ra to rie s: JCRC, Na ka se ro  Blo o d  Tra nsfusio n Se rvic e s a nd  UVRI. 

Diffe re nt fo rums sho uld  b e  se t up  to  sha re  info rma tio n a nd  e xp e rie nc e s o f the  p e rfo rma nc e  o f 

VC T se rvic e s na tio na lly a nd  a ll VCT se rvic e  p ro vid e rs sho uld  re g ula rly a tte nd  the se  fo rums. 

5.3 Da ta  ma na g e me nt 

All d a ta  o b ta ina b le  fro m VCT se rvic e s suc h a s the  numb e r o f c lie nts c o unse lle d , numb e r te ste d , 

d isc o rd a nc y ra te s, a nd  the  numb e r o f ne g a tive  a nd  o f p o sitive  c lie nts sho uld  b e  c o lle c te d  a nd  

a na lyse d  in a  time ly ma nne r, a s it p ro vid e s use ful info rma tio n fo r imp ro ving  the  se rvic e . 

 

                                                 
24 This function is currently being carried out by a number of existing labs, but MoH aims to 
strengthen CPHL and enable it to carry out this function. 
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Cha p te r 6. Mo nito ring  a nd  e va lua tio n 

Mo nito ring  a nd  e va lua tio n o f VC T se rvic e s sho uld  b e  d o ne  in line  with the  Ug a nd a  Na tio na l 

Stra te g y fo r M&E o f HIV/ AIDS.25

6.1 Monitoring  

Manag e me nt info rmatio n syste ms (MIS): During  the  p la nning  p ha se , a  syste m sho uld  b e  

e sta b lishe d  fo r ro utine  MIS, to  c o nsist o f c lie nt na me , a d d re ss, a g e , se x a nd  b rie f risk-a sse ssme nt 

d a ta . Ro utine  MIS fo rms sho uld  b e  a d juste d  to  inc o rp o ra te  ke y VC T d a ta . Any spe c ia l info rma tio n 

d e sire d  fro m VC T c lie nts sho uld  b e  c o lle c te d  d uring  sp e c ia l e va lua tio ns tha t a re  we ll ma na g e d  

a nd  time  limite d .26

Inputs and o utputs: Mo nito ring  sho uld  ke e p  tra c k o f p ro g ra mme  inp uts a s we ll a s o utp uts. This 

info rma tio n sho uld  b e  ma d e  a va ila b le  to  p ro g ra mme  ma na g e rs a t the  site  a nd  a t d istric t a nd  

na tio na l le ve ls to  b e  use d  in the  p la nning  c yc le  o f VCT p ro g ra mme s. This info rma tio n is a lso  vita l 

o n a  d a y-to -d a y b a sis in fo re c a sting  a nd  p la nning  c o mmo d itie s. 

6.1.1 Initial asse ssme nt 

Be fo re  sta rting  a  VC T site  it is re c o mme nd e d  tha t a n initia l a sse ssme nt b e  c a rrie d  o ut to  

d e te rmine  the  suita b ility o f lo c a tio n, sp a c e , infra struc ture  a nd  p e rso nne l, a nd  the  tra ining  ne e d s 

o f the  p ro vid e rs. Pro g ra mme  p la nne rs a nd  ma na g e rs sho uld  c o nsid e r the  o utc o me  o f the se  

a sse ssme nts to  d e te rmine  wha t the  re so urc e  ne e d s a re  fo r se tting  up  the  p ro g ra mme . 

Initial assessments should have two components: 

ASSESSMENT OF VC T-RELATED SERVICES 

An assessment should be carried out on a selected sample of VCT-related health 

facilities including NGOs and private practitioners in the district. For each site the 

assessment should include the following: 

Exit interviews of a sample of clients attending the following HIV/AIDS-related 

services at the facility: TB, STD, FP, ANC and HIV/AIDS care and support clinic if 

available. The aim is to obtain an idea of the services received and client satisfaction. 

 In-depth interviews with the facility manager and with providers of the specific 

services listed above. The aim is to assess current constraints and opportunities 

as well as their views on how VCT services should best be delivered. 

 An observation of service delivery sessions of a sample of the above services. 

 A review of the nature and quality of records. 

 A review of the state of supplies for the above key services. 

C OMMUNITY ASSESSMENT 

Community members’ knowledge, attitudes and practices regarding HIV and VCT 

should be assessed. This will inform the programme of community knowledge of the 

                                                 
25 Uganda AIDS Commission and Ministry of Health, 2000. 

26 See sample of this form in the appendix. 
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benefits of VCT and the proportion of community members who have ever been tested. 

It will also provide information about their views and feelings regarding the 

introduction of VCT. Where resources permit this could be carried out as a quantitative 

survey on a statistically representative sample of community members. Qualitative 

methods could also be used. 

For example, participatory rural appraisal (PRA) methods have been used to determine 

community views, perceptions and attitudes to HIV/AIDS and VCT in the district. 

Community members can be recruited to assist in gathering information using semi-

structured interviews and focus group discussions. After such an assessment a 

community action plan can be developed and shared with stakeholders. See 

community mobilization, section 1.1. 

6.1.2 Input indic ato rs 

It is imp o rta nt tha t p ro g ra mme  inp uts a re  c le a rly d o c ume nte d . 

 Meetings held with district authorities and local NGOs to establish VCT sites in 

the district 

 Equipment procured 

 Counsellors, counselling assistants (health centre level III) and community 

counselling aides trained 

 Laboratory personnel trained in HIV testing 

 Amount of money provided for operational costs of each site 

 Quantity of supplies procured (including test kits) 

 Counselling and laboratory personnel who have received refresher training 

 Support supervisory visits 

6.1.3 Output indic ato rs 

To  ha ve  sta tistic a l me a ning , the  numb e rs o f c lie nts re c e iving  VCT sho uld  b e  b a se d  o n we ll-

d e fine d  d e no mina to rs. 

VCT service indicators. To have statistical meaning, the numbers of clients receiving 

VCT should be based on well-defined denominators, for example 

 Number of clients who received pre-test counselling out of the target population 

 Number who received HIV testing out of those who received pre-test counselling 

 Number who received post-test counselling out of those who received HIV 

testing 

Other VCT service outputs: 

 Number of couples who come in together for counselling 

 Number referred (to where and for what) 

 Socio-demographic, health-related and HIV risk profiles of clients 

Level of integration. Monitoring the level of integration of VCT with TB, STD and FP 

services is an important programme indicator. Proportions of STD, TB and FP clients 

receiving VCT should be periodically analysed to determine the trend. 

Other indicators 

 Radio programmes broadcast on VCT (not site specific) 

50 Ug a nd a  na tio na l p o lic y imp le me nta tio n g uid e line s fo r VC T 



 

 TV broadcasts on VCT (not site specific) 

 Newspaper inserts produced or feature stories published (not site specific) 

 Billboards displayed, posters and leaflets distributed (not site specific) 

 Sites submitting quarterly returns to the DDHS on time (not site specific) 

 Local video or film shows 

 Sensitization meetings with local council leaders 

 Sensitization meetings with religious leaders and workers 

Post-test club indicators: Centres with facilities for PTC should keep a record of the 

number of registered members (new and cumulative) and the number of members 

attending specific PTC services and activities. Centres with no PTC facilities should 

refer clients to other sites with these facilities and report the number referred for PTC. 

6.1.4  Info rmatio n flo w 

Info rma tio n sho uld  flo w fro m the  g ra ssro o ts up wa rd : fro m the  VC T c e ntre  to  the  he a lth sub -d istric t, 

the  d istric t d ire c to r o f he a lth se rvic e s, the  Ministry o f He a lth, a nd  ultima te ly to  the  Ug a nd a  AIDS 

Co mmissio n. 

Ultimately VCT data in a given district from all types of facilities (MoH, NGO, private) 

should be submitted quarterly to DDHS. Service statistics should be used to monitor 

how local and central programme management in particular is implemented. VCT 

monitoring data should be aggregated without client identifiers. VCT reporting 

should, however, be disaggregated by gender, age and marital status. 

Counsellors and laboratory staff at VCT centres should collect and keep raw service 

data in registers and client forms. Data management staff should enter these data in 

computers. Where the facility does not have staff or computer for entering the data, the 

data can be entered on a laptop computer by a visiting data management staff member 

from the district or photocopied registers and forms can be sent to the district for entry. 

Entered data can either be emailed or sent on a diskette to the DDHS office, where they 

are analysed and feedback is sent to the VCT site. Data for the district are merged and 

used for district-level coordination and planning. Merged district data are then sent to 

the national level, where there should be a VCT evaluation officer. Similarly merged 

national data should be sent to the district for information and motivation. At the 

district level VCT data management should be carried out by officers of the health 

management information system, trained in computer management of the system. 

6.2 Eva lua tion 

Syste ma tic  e va lua tio n o f the  VC T p ro g ra mme  in a  g ive n lo c a tio n sho uld  b e  und e rta ke n. This 

c o uld  c o nsist o f a  c lie nt’ s surve y o f kno wle d g e , a ttitud e s a nd  p ra c tic e s (KAP) a s we ll a s the  

c lie nt’ s inte ntio n to  c ha ng e  b e ha vio ur. Suc h a n e va lua tio n c o uld  b e  c a rrie d  o ut re g ula rly fo r a  

limite d  p e rio d , fo r e xa mp le , fo r 1 mo nth e ve ry 2 ye a rs. In a d d itio n, a d  ho c  q ua lita tive  e va lua tio ns 

c o uld  b e  c a rrie d  o ut to  a sse ss the  p ro c e ss o f se rvic e  d e live ry—fo r e xa mp le  b y using  q ua lita tive  

na rra tio n o f the  c o nte nt o f a  c o unse llo r’ s c o unse lling  using  a  re c o rd  tha t lists p ro b le ms the  c lie nt 

p re se nts, o p tio ns d isc usse d , a nd  d e c isio ns the  c lie nt to o k. Also , a n e xte rna l a g e nt c o uld  b e  

c o ntra c te d  o c c a sio na lly to  c a rry o ut a n e va lua tio n o f the  q ua lity o f c a re . To o ls suc h a s a  

c he c klist o f c o unse lling  c o nte nt c o uld  b e  use d  to  o b se rve  c o unse lling  se ssio ns. C lie nt e xit 

inte rvie ws a nd  myste ry c lie nts c o uld  a lso  b e  use d  to  a sse ss c lie nt sa tisfa c tio n. 
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The objectives of evaluation of VCT services are . . . 

o to determine the extent to which the VCT service has achieved its objectives 

in coverage and in impact on behaviour and on care and support, as assessed 

by the indicators 

o to perform a SWOT (strengths, weaknesses, opportunities, and threats) 

analysis of the VCT service 

o to assess acceptability and affordability of the service 

o to assess the availability and sustainability of the service 

o to recommend refinements in the service 

6.2.1 Pro c e ss e valuatio n 

Process evaluation uses information such as service delivery data, supervisory reports, 

client satisfaction, providers’ views and quality-assurance data. It is important to elicit 

client feedback. Three useful methodologies for process evaluation are explained 

below. 

C LIENT EXIT INTERVIEWS 

It is recommended that a self-administered questionnaire be provided to every 10th 

client leaving the services. A client exit interview form (see appendix) should be brief, 

taking not more than 5 minutes to complete. The form can be given out by the 

receptionist to clients as they exit. Willing clients are asked to fill out this form 

anonymously and deposit it in a suggestion box to be collected at the end of the day. A 

staff member not directly involved in service delivery should assist clients who cannot 

read to complete the form. Clients must be told that their suggestions will be used to 

help improve the services. Client exit interviews focus on the following key issues: 

 Do clients receive the services they come for? 

 Do they receive information related to the services they receive? 

 What do they like best about the facility? 

 What do they like least about the facility? 

 What are their suggestions for improving services? 

The exit interview method has the advantage of reflecting what the patient has learned 

as opposed to what the provider has said. Both the provider and clients may also 

consider exit interviews more acceptable than observations, which see below. A 

disadvantage, however, is that the patient may not always recall everything the 

provider did during the consultation. 

MYSTERY CLIENT SURVEYS 

Mystery clients are hired either by the service or by an evaluation agent. It is 

imperative that the mystery clients reflect the usual clientele of the VCT services being 

evaluated. When deploying mystery clients, try to ensure that they visit a wide variety 

of VCT services and that they are a fair mix of male and female, old and young, single 

persons and those who pose as couples. They are trained to act out typical scenarios 

that include credible reasons for seeking VCT. After the session each mystery client fills 

in a form detailing the experience. The form is then submitted to the supervisor of the 

evaluation. For ethical reasons mystery clients are hired to go through the process only 
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up to the end of the pre-test counselling; thereafter they decline the test. Hence they 

cannot be used to evaluate the entire VCT process. 

O BSERVATION OF COUNSELLING  SESSIONS 

Observations are carried out by an experienced counsellor or a counsellor supervisor 

who sits in a counselling session to observe the quality of counselling. Before the 

supervisor sits in, the counsellor explains to the client that another counsellor is 

coming to sit in to observe what is taking place and that the observation will be used to 

improve the service. If the client accepts, the supervisor comes in and attends the 

session. The supervisor uses a checklist (see Observed practice form in appendix) to 

record and score the session and then discusses it with the counsellor afterwards. 

Observations are difficult to implement because 1) some providers object to being 

observed, 2) the very process of being observed may cause providers to alter their 

behaviour, 3) being present for enough cases may be logistically difficult, and 4) it 

intrudes upon the privacy of the patient. Every method of evaluation has bias 

associated with it. However, observations have been used in several domains of public 

health including STD, FP, child survival and essential drugs. Their advantage is that 

what people actually do is assessed instead of what people say they do. 

6.2.2 Impac t e valuatio n 

At each district indicators of VCT impact should be developed that focus on client 

behaviour and on care and support issues. Ideally a survey should measure baseline 

levels of these indicators before VCT services start. However, because of the urgent 

demand for VCT services many of these services have been started before a systematic 

baseline survey could be carried out. It is therefore recommended that districts carry 

out cross-sectional surveys using these indicators in evaluations to be carried out once 

every 2 years. 

6.3 Spe c ific  re se a rc h studie s 

At d istric t a nd  na tio na l le ve ls VC T sta ke ho ld e rs sho uld  d e ve lo p  a  VCT re se a rc h a g e nd a . In 

a d d itio n to  e va lua ting  p ro g ra mme  imp a c t a nd  p ro c e ss, sp e c ific  re se a rc h stud ie s sho uld  b e  

c a rrie d  o ut to  a nswe r re se a rc h q ue stio ns re g a rd ing  VCT. Fo r e xa mp le , o p e ra tio ns re se a rc h c o uld  

b e  c a rrie d  o ut to  te st the  fe a sib ility o f ne w VC T p ro to c o ls, suc h a s ra p id  te st p ro to c o l, o r to  

e xa mine  p ro vid e r a nd  c lie nt a c c e p ta nc e  o f ne w se rvic e s, suc h a s TB p ro p hyla xis. Stud ie s c o uld  

b e  d e sig ne d  to  te st the  imp a c t o f inte rve ntio ns suc h a s tra ining  o f c o unse llo rs a b o ut FP. Co st 

a na lyse s sho uld  b e  c o nd uc te d  to  d e te rmine  c o st e ffe c tive ne ss o f VCT a nd  c o st p e r c lie nt se rve d . 

At district and national levels VCT stakeholders should develop a VCT research 

agenda and circulate it widely among interested research organizations. The agenda 

should focus on research questions the VCT management team wishes to answer to 

refine delivery of its services. Study proposals should be developed and reviewed by 

the National Council for Science and Technology before a study begins. Adequate 

funds for research should be available to enable quality and ethical collection of data as 

well as analysis and dissemination of the results. 

As a means to ensure quality VCT services, operational research should be done 

according to need, to assess the set VCT standards. 
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Possible areas of such research should include 

o continued viability and implications of the proposed testing algorithms and 

VCT protocol 

o assessment of client satisfaction with VCT services 

o assessment of knowledge, attitudes and practices (KAP) of the health 

workers and the public on VCT policy and implementation guidelines 

Where possible data collection forms should be standardized for use nationwide, to 

compile comparable data that are easy to analyse. 
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APPENDIX—FORMS 

Re fe rra l fo rm 

Referral form no. ____________ 

Client’s name _______________________________________________________________ 

D.O.B. ________________________________  Client test no. _________________________ 

Address (place of residence) ___________________________________________________ 

L.C. 1 _________________________________  Zone ________________________________ 

Place referred to (tick all that apply): 

1. Care and support (name of organization_____________________________________) 

2. STD (name of organization_________________________________________________) 

3. TB (name of organization___________________________________________________) 

4. FP (name of organization___________________________________________________) 

5. VCT (name of organization_________________________________________________) 

6. Other service _______________ (name of organization__________________________) 

 

Referred by __________________________________________________________________ 

Title __________________________________  Code no. _____________________________ 

Date ______________________________ 

___________________________________ 

Official stamp and signature 

DETACH HERE AND SEND BACK TO REFERRING CENTRE………………………………………………….. 

 

Referral form no. ____________ 

Client’s name _______________________________________________________________ 

Client received by ____________________________________________________________ 

Title ______________________________________________ 

Name of receiving centre ____________________________ 

Date received ______________________________________ 

 

___________________________________ 

Official stamp and signature 
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Clie nt c o nse nt fo rm 

 

This is to certify that I came to this testing service to have an HIV test and I hereby 
request the service to draw blood and test it. 
 
I agree to confirm that the number on the blood sample is the same as on the client 
card. 
 
I accept to give a blood sample to confirm my HIV infection status. 
 
I understand that taking an HIV test is purely voluntary. It is my choice to receive the 
results. 
 
 
Client signature or thumb print 
 
______________________________________________ 
 
 
Witness signature (counsellor) 
 
______________________________________________ 
 
 
Date: _________________________________________ 
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La b o ra to ry re sults fo rm 

 

 

LABORATORY HIV TEST RESULTS 

Confide ntia l 

Name of site__________________________________________________________________ 

Name of client__________________________ Age of client _________ Sex of client______ 

Client number ___________________ Date tested__________________ 

 

HIV te st re sults 

Reactive (positive) _______ 

Not reactive (negative)27________ 

Indeterminate28 _______________ 

 

 

 

Name and title of issuing officer________________________________________________ 

 

Signature_____________________________________Date___________________________ 

                                                 
27 Please note that HIV negative results indicate that the person tested had no antibodies to HIV on the 

day they took the test. Persons who have recently been exposed to HIV may test antibody negative for 
up to 3 months from the time they were last exposed to risk. This is called the window period. Clients 
who have tested HIV negative should see their counsellor again to discuss their risk and the possibility 
of retesting after the window period. Also note that clients who have tested HIV negative are not 
immune to becoming infected with HIV if they do not protect themselves. 

28 Indeterminate results are neither positive nor negative. Clients with indeterminate results should see 

their counsellor for repeat testing after 3 months. In the meantime these clients should either abstain 
from sex or practise safer sex. 
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La b o ra to ry re q ue st fo rm fo r HIV a nd  syp hilis 

te sting  

LABORATORY REQUEST FORM 

 

Name of site _________________________________________________________________ 

Client number _________________________  Age of client _________ Sex of client______ 

Date tested __________________ 

 

Tests requested (please tick): 

HIV antibody test _______ 

Syphilis antibody test ________ 

Other test (specify) __________________________________________  

Other test (specify) __________________________________________  

Other test (specify) __________________________________________  

Name and title of requesting officer _____________________________________________ 

 

Signature ____________________________________  Date _____________________ _____ 

 

_____________________________________________________________________________ 

 

LABORATO RY REPORT (p le a se  tic k) 

 

HIV antibody test: reactive ______  non-reactive ______  indeterminate ______ 

Syphilis antibody test: reactive ______  non-reactive _______ 

Other test (specify) ________________result__________________________ 

Other test (specify) ________________result__________________________ 

Other test (specify) ________________result__________________________ 

 

Name and title of laboratory officer______________________________________________ 

 

Signature_____________________________Date___________________________  
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Sup e rviso ry c he c klist 

Date …….….  Day of week…… …………..Name of site………………….. 
Time of visit: morning / afternoon 
Name of supervisor…………………….   Designation of supervisor…………………….. 
Institution of origin of supervisor…………………………. 

To be completed by supervisors during bimonthly supervisory visits to sites. Visit should be 

made on day of week when most services are being provided. 

A. Timetable of services at this centre 

Tick days on which these services are provided 

Service Mon Tue Wed Thur Fri Sat 

VCT       

CS       

STD       

TB       

FP       

Comments……………………………………………………………………………… 

B. Observation of service delivery on the day of supervisory visit 

Service Are providers present in the clinic? Are clients receiving services? 

VCT Yes        No Yes        No 

CS Yes        No Yes        No 

STD Yes        No Yes        No 

TB Yes        No Yes        No 

FP Yes        No Yes        No 

Comments……………………………………………………………………………… 

C. Examination of clinic records 

Service Are clinic records for previous clinic 
day available? 

Are clinic records being used on current 
day? 

VCT Yes        No Yes        No 

CS Yes        No Yes        No 

STD Yes        No Yes        No 

TB Yes        No Yes        No 

FP Yes        No Yes        No 

Comments……………………………………………………………………………… 

D. IEC materials 

Service Are posters currently on 
display? 

Are leaflets being 
distributed? 

Is a video being shown? 

VCT Yes        No Yes        No Yes        No 

CS Yes        No Yes        No Yes        No 

STD Yes        No Yes        No Yes        No 

TB Yes        No Yes        No Yes        No 

FP Yes        No Yes        No Yes        No 

Integrated Yes        No Yes        No Yes        No 

Comments……………………………………………………………………………… 
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E. Supplies and drugs stocks 

Service Are there any stock-outs at the time of the visit? 

VCT Yes        No 

CS Yes        No 

STD Yes        No 

TB Yes        No 

FP Yes        No 

If the answer is yes to any of the above please indicate the item(s) that are out of stock: 

------------------------------------------------------------------------------------------------------------ 

F. Staff changes 

Service Number of new providers who have 
joined since last visit 

Number of providers who have left 
since last visit 

VCT   

CS   

STD   

TB   

FP   

Comments…………………………………………………………………………….. 

G. What other issues have the service managers and providers presented today? If 
no issues are mentioned spontaneously please probe? 

---------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------- 

H. What suggestions have been made to address these issues? 

---------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------- 
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MIS fo rm 
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Clie nt e xit inte rvie w 

Date __________ Venue ______________ Site _____________ No. ____ Sex: M ___ F ___ 

We are conducting a survey with users of our health centre to find out what you think 

about our services. This will help us improve quality for future clients. Your answers 

are strictly confidential and we thank you for your participation and honesty. 

1. How long did you wait to see the counsellor? 
[   ] less than 30 min   [   ] 30 min–1 hour   [   ] 1–2 hours   [   ] more than 2 hours 

 
2. How did the counsellor welcome you? 

[   ] warm   [   ] neutral   [   ] cold 
 
3. Did the counsellor explain to you what to expect in the session? 

[   ] yes   [   ] no 
 
4. Did the counsellor help you to feel free to talk about all your concerns and personal 
issues? 

[   ] yes   [   ] no 
 
5. Did you feel the counsellor listened to you? 
[   ] yes   [   ] no 
 
6. Did you feel the counsellor understood your concerns and personal issues? 

[   ] yes   [   ] no 
 
7. Did you feel your personal issues would remain safe between you and the 
counsellor? 

[   ] yes   [   ] no 
 
Did the counsellor discuss the following issues with you? 
 
8. Risk behaviour?   [   ] yes   [   ] no 
 
9. Disclosure to partner?   [   ] yes   [   ] no 
 
10. Condom use?   [   ] yes   [   ] no 
 
11. Was the counsellor comfortable discussing these issues with you? 

[   ] yes   [   ] no 
 
12. Was condom use demonstrated? 

[   ] yes   [   ] no 
 
13. Did you have a blood sample taken today? 
[   ] yes   [   ] no 
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14. How many times did the counsellor prick your finger to take the sample? 
[   ] once   [   ] twice   [   ] 3 times   [   ] more than 3 times   [   ] not applicable 
 
15. Did you feel comfortable when your sample was taken? 
[   ] yes   [   ] no   [   ] not applicable 
 
16. Did you feel the counsellor was confident in their job? 
[   ] yes   [   ] no 
 
17. Was the counsellor respectful towards you? 
[   ] yes   [   ] no   [   ] not sure 
 
18. Was the counsellor genuine towards you? 
[   ] yes   [   ] no   [   ] not sure 
 
19. Was the counsellor non-judgemental towards you? 
[   ] yes   [   ] no   [   ] not sure 
 
20. Did you have privacy during the counselling session? 
[   ] yes ] no 
 
21. Did you have enough time with the counsellor? 
[   ] too long   [   ] just right   [   ] too short 
 
22. Did you feel that you received all the information you needed to know? 
[   ] yes   [   ] no 
 
23. Was the counselling room in a convenient place? 
[   ] yes   [   ] no 
 
24. How was the attitude of the other staff at the health centre? 
[   ] very good   [   ] fair   [   ] poor 
 
25. Will you recommend the service to others? 
[   ] yes   [   ] no   If no, why not? _______________________________________________ 
 
____________________________________________________________________________ 
 
26. Overall, what do you think about the service you received today? 
[   ] very good   [   ] fair   [   ] poor 

 

27. Are there any other special comments you wish to make? 

____________________________________________________________________________ 

____________________________________________________________________________ 

Thank you very much for your patience and time. 
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Ob se rve d  p ra c tic e  fo rm 

Date: ____________ Venue: __________________ Observer: ___________________ 

Please score as follows: 0 = not done, 1 = not achieved, 2 = attempted but with little 

success, 3 = achieved, N/A = not applicable 

Aspects of service being assessed Score Comments 

Explained what to expect   

Applied SOLER   

Applied counselling skills, such as 

reflecting 

  

Client spoke more than counsellor   

Performed a risk assessment   

Condom discussed and demonstrated   

Helped client attain risk-reduction 

plan 

  

Finger-pricking done adequately   

Client understood meaning of test 

result 

  

Gave results comfortably   

Discussed disclosure of test results   

Client determined an action plan   

Dealt with client’s emotional reaction   

Dealt with own emotional reaction   

Gave adequate time to the client   

Discussed referral options with client   

Assessed availability of social support   

Conducted client-centred session   

 

Observer: ___________________________________ Session date: __/___/___ 

 

Session: Start time: ____: ____  Stop time: ___: ___ 
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