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Dear Readers,

This is the fourth edition of our ASK Notebook. We decided to
produce it as a follow-up to the 3rd Edition which was obviously
put to good use. We hope you are finding ASK a valuable part of
your HIV and AIDS community programming. We want to remind
you to keep on sending us your feedback – especially on any topics
you would like us to cover.

This issue focuses on the prevention of mother-to-child transmission
of HIV and malaria and HIV co-infection. Given the extent to which
pregnant mothers in southern Africa cope with five or more
parasites alongside another significant infectious disease, the time
has come to pay more serious attention to the implications of co-
infection and the prevention of mother-to-child transmission of
HIV. Malaria poses a great threat to human life on its own, but
when coupled with HIV, this hazard is even more devastating,
especially for pregnant mothers. Because the immune system has
been weakened by HIV, pregnant mothers who are HIV positive
are less able to control malaria infection. Malaria is a viral disease
that is spread by mosquitoes: and it causes headaches, fatigue,
high fever, nausea and – in some cases – death.  These factors
make it a very important topic for community-based volunteers,
as the health sector needs them to reach out to people in the
community, and encourage them to protect themselves against
malaria infection, especially if they are HIV positive.

In Prevention of Mother- to-child Transmission (PMTCT) and ART
– What You Need to Know (Chapter 1), we share basic facts and
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information on PMTCT to help you mobilise your community. In
ARVs and Pregnancy – Important Elements on ART (Chapter 4) we
highlight important issues in ensuring that antiretroviral (ARV)
drugs taken during pregnancy are effective both in treating maternal
HIV infection and in reducing the risk of MTCT. A Positive Voice
(Chapter 8) – contains the testimony of an HIV positive mother
who has successfully delivered an HIV negative daughter. We also
feature Guidelines for Health Workers and Community Care Givers
on Infant and Child Feeding in the context of HIV and AIDS (Chapter
9), a very useful resource for communities. As usual, we have
among our regular columns: ASK our Community Mobilisers
(Chapter 10) – and we thank you for your useful and stimulating
questions. Keep them coming in. Then there is our How “ART
Literate” are You Quiz (Chapter 11), which we know many of you
like to use to test your families’ and friends’ knowledge on HIV
and ART issues.

We hope you enjoy this issue of ASK. See you next time!

ASK Editor
SAfAIDS
17 Beveridge Road, Avondale,
Harare,
Zimbabwe
+263 4 336193/4
ask@safaids.org.zw
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ARV Prophylaxis – short-term use of antiretroviral drugs to reduce
risk of HIV transmission from mother to infant

ARV Treatment – long-term use of antiretroviral drugs to prevent
MTCT

Exclusive Breast feeding – the mother gives her infant only breast
milk except for drops or syrups consisting of vitamins, mineral
supplements, or medicines. The exclusively breastfed child receives
no food or drink, other than breast milk – not even water

Malaria Prophylaxis – prevents malaria and associated anaemia
which, because of other complications, increase the risk of HIV
transmission to the baby

MTCT – this stands for mother-to-child transmission and refers to the
process by which infants become infected with HIV from their mothers.
This can occur during pregnancy, labour and birth – or after birth,
during breast feeding

PMTCT – this stands for the prevention of mother-to-child transmission.
There are a number of measures that can be taken to reduce the risk
of MTCT

Vector Control – involves reducing the mosquito population by killing
mosquito larvae or adult mosquitoes through the destruction of
breeding sites or the use of insecticides

Viral load – amount of viral particles in the blood per millilitre (ml)
of blood; HIV viral load is a measure of the progression to AIDS
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In Africa, the number of children
who have contracted HIV through
mother-to-child transmission
(MTCT), continues to increase.
Transmission of HIV from mother
to child can take place during
pregnancy, labour and delivery, or
after birth, through breast feeding.
Without treatment, 20-30% of babies
of infected mothers get HIV.  However,
HIV positive women can still have children
and, with the correct treatment, the risk of transmitting HIV to the
infant can be greatly reduced.  Medical advice should therefore be
sought before the mother becomes pregnant to establish her own
and the father’s HIV status, so they can work out ways of minimising
the risk of HIV transmission to the infant, if any of them is HIV positive.

2.1 How do babies get HIV?
A baby’s exposure to HIV infection occurs as follows:

During pregnancy
In most cases, HIV does not cross the placenta from the HIV positive
mother to the foetus. The placenta actually acts as a shield, protecting
the foetus from HIV and other diseases. However, this protective
barrier can break down leading to HIV crossing the placenta and
infecting the foetus.

How HIV Infects a Foetus During Pregnancy
• If the mother gets a viral, bacterial or parasitic (especially malaria)

infection during pregnancy
• If the mother acquires HIV during pregnancy and develops high

viral loads during that time
• If the mother has severe immune deficiency associated with AIDS
• Maternal malnutrition during pregnancy can contribute to MTCT



2

During labour and at delivery
Infants of HIV positive mothers are at greater risk of HIV infection
during birth than during pregnancy.  About 10-20% of infections
occur during childbirth, if no steps are taken to prevent transmission.
Infants who acquire HIV during labour and delivery do so by
swallowing or aspirating maternal blood or cervical secretions.

Factors Associated with High Risk of MTCT during
Labour and Delivery

• The presence of untreated STIs or other infections
• Long duration of exposure following rupture of membranes, 

often as a result of ARM (artificial rupture of the membranes)
• Invasive delivery techniques that increase the baby’s contact 

with maternal blood.  Delivery by voluntary caesarian section 
conducted in sanitary conditions, by a trained medical practitioner,
poses the least risk of HIV transmission to the infant

During breast feeding
Although the viral concentration in breast milk is significantly lower
than in blood, HIV is still present in breast milk so there is a risk of
MTCT through breast feeding. Of the babies born to HIV infected
mothers, about 15% will be infected through sustained breast feeding
for up to 24 months.

Factors that Contribute to Babies being Infected during
Breast Feeding

• Breast health – mastitis, cracked nipples, bloody nipples
• Pattern of breast feeding – when circumstances prevent exclusive

and safe formula feeding
• Breast feeding duration – the longer breast feeding is continued,

the more the baby is exposed to the virus
• Maternal viral load – the higher the mother’s HIV viral load, the

greater the chances of transmission to the infant
• Time at which maternal infection occurs – the risk of MTCT 

through breast feeding is believed to double if the mother 
becomes infected during the breast feeding period
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2.2 How can we prevent HIV infection of new born 
babies?

The surest way of protecting your baby from HIV infection is to protect
yourself.  HIV prevention programmes for adults provide advice and
support on how to prevent HIV infection, including information on
safer sex and family planning. However, if you find out that you are
HIV positive, you can still do a lot to protect your baby from infection.
MTCT prevention programmes will provide you with all the information
you will need to make informed decisions about protecting your baby
from HIV infection and giving yourself the necessary care and support
throughout your pregnancy.

Comprehensive Antenatal
Services

Reduces the incidence and
severity of diseases such as
malaria, TB and reproductive
tract infections

Improves birth outcomes by
reducing the risk of still births,
low birth weight and premature
babies, regardless of the
mother’s HIV status

Improved nutritional status of
the mother reduces progression
of HIV in positive patients
through improved immunity

Safe Delivery

To shorten the delivery time and
reduce the baby’s exposure to,
or time of contact with, maternal
blood and body fluids, a
caesarean section can be
performed

Based on a health worker’s
assessment of the mother’s
health, nutritional state and viral
load, vaginal delivery may be an
option

Prescription of ART for the
mother and baby during
pregnancy and delivery can
reduce the risk of transmission.
It is advisable to consult your
health worker on what
medication is suitable for you
during pregnancy, labour and
after birth.
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2.3  Support for safe infant 
       feeding
Breast feeding plays a central role in child
health, nutrition and survival, in addition
to having important emotional and
psychological benefits, and contributing
to child spacing efforts.  However, with
the emergence of HIV and AIDS,

counselling on infant feeding has become
critical to providing mothers with advice
and information on how to reduce the risk

of transmitting HIV through breast feeding. Supplementary
feeding/formula feeding is not an option for many mothers as the
price of formula may be prohibitively high, or the woman may not
have access to clean water.  There is also a lot of stigma associated
with non-breast feeding which may dissuade HIV positive women
from choosing not to breast feed.  Understanding the culture and
practices related to breast feeding is critical in reducing postnatal
transmission of HIV.

Supplementary Feeding should be AFASS:

A- accessible

F- feasible

A- affordable

S- safe

S- sustainable

Adapted from the Zimbabwe Ministry of Health and Child Welfare
National AIDS and TB Unit (2002), Prevention of Mother-to-Child
Transmission of HIV in Zimbabwe, Training Manual for Health Workers,
Harare
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Voluntary Counselling and Testing (VCT) is an HIV prevention
intervention normally initiated and entered into by the client of their
own free will. It provides the opportunity for clients to confidentially
explore and understand their risk of infection and to learn their HIV
status.

VCT is an entry point for preventing mother-to-child transmission
(PMTCT) of HIV. Pregnant women and women intending to become
pregnant, are strongly advised to find out their HIV status as early as
possible, so they can receive support and advice on how best to
protect their infant from HIV infection, if they are HIV positive
themselves. If they are HIV negative, they can be advised on how to
maintain their negative status.

Pre-test Counselling

• A counsellor will explain the
HIV testing procedure to the
client, in preparation for her
test

• The counsellor will also answer
any questions and address any
concerns the client may have

• The client may be unsure about
taking an HIV test and, if so,
should receive further
counselling

Post-test Counselling

• If the client’s HIV test is positive
she will receive post-test
counselling

• Involvement of peer
counsellors – women who are
themselves HIV infected and
are able to share their own
experiences, fears and
successes – will be very
valuable

• Continued support, care and
advice to enable her to manage
not just her pregnancy but the
remainder of her life
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The Role of the Counsellor in VCT
The Counsellor plays a crucial role in voluntary counselling and testing,
especially for a prospective parent. The counsellor will do the following:

• Share knowledge and information on HIV and AIDS and PMTCT
• Explain the importance of knowing one’s status to help in

decision making with regard to the following:
• Planning pregnancy
• Delivery options
• Starting Antiretroviral Therapy (ART)
• Infant feeding
• Preventing re-infection or spread of infection

• Assist parents in understanding their role in PMTCT

3.1 How does VCT Benefit Pregnant Women
•   Early counselling and treatment gives parents the opportunity

to make informed decisions on how
best to manage their pregnancy
•   Provides advice on appropriate   
     treatment and follow-up for a

child born to an HIV positive
mother
•   Enables parents to make
 informed decisions regarding
the continuation of the

pregnancy and about future
   fertility

•  Allows the implementation of
  strategies to prevent transmission to the child

•  Helps women take suitable precautions 
       to help prevent transmission to sexual partners

• Women diagnosed as HIV positive can be supported through
disclosure and can enable their partners to be counselled and
tested

• Women found to be HIV negative can be guided through the
appropriate HIV prevention measures and risk reduction
strategies. It is important to involve partners in prevention efforts.
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Important Issues in Counselling HIV-Positive
Pregnant Women

• Effects of HIV infection on pregnancy
• Risk of mother-to-child transmission during pregnancy, delivery

and breast feeding
• Treatment options during pregnancy
• Infant feeding options: disadvantages and advantages of

breast feeding
• Disclosure of results to male partners and/or to other relevant

family or community members
• The importance of follow-up of both mother and child
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The use of antiretroviral (ARV)
drugs during pregnancy results in
a decrease in viral replication and
viral load in the mother, thus they
are effective both for treating
maternal HIV infection and in
reducing the risk of MTCT.  ARVs can
also be administered to the infant as
a prophylaxis to prevent infection during
and after exposure to the virus. There
are several antiretroviral regimens which
reduce the risk of MTCT in both breast
feeding and non-breast feeding women but
nevirapine is the most commonly used.

REMEMBER, TREATMENT IS NOT TO BE
CONFUSED WITH PROPHYLAXIS….

ARV treatment – Long-term use of antiretroviral drugs to treat
the mother’s HIV condition and to prevent PMTCT by reducing
the viral load.
ARV prophylaxis – Short-term use of antiretroviral drugs to reduce risk
of HIV transmission from mother to infant during pregnancy and birth.

Nevirapine
Nevirapine is a long-acting antiretroviral agent which causes a rapid
drop in viral load. A single dose of nevirapine given during labour,
followed by a single dose to babies, 48-72 hours after birth, was found
to decrease the likelihood of babies contracting HIV, by 50 percent.



9

How is Nevirapine Ideal for PMTCT…
        •   It is a single-dose drug and is simple to use
    •   It is affordable
  •   Mothers can take the medication themselves if delivering 
      at home
•   Mothers can still breast feed

Nevirapine Side Effects
Nevirapine causes no serious side effects with just a single dose. However,
prolonged use of nevirapine has been known to lead to rare but serious
toxic effects, including severe liver damage and skin reactions.
Sometimes, treatment is delayed until after the first three months to
avoid any risk to the foetus. However, when a woman is severely ill, the
benefits of prompt treatment outweigh any potential risks to the foetus.

KEY MESSAGE: Pregnant women receiving ARV therapy require
ongoing care and monitoring within the local HIV and AIDS programme.
When co-infection with TB or malaria exists, additional drug therapy
and clinical management are required to minimise the side effects.

Antiretroviral Prophylaxis Regimens for PMTCT
Women who do not need treatment, or who do not have access to
treatment, should still be offered prophylaxis to prevent MTCT. This
is in accordance with national protocols.

The first choice prophylactic regimen is zidovudine (ZDV), started
28 weeks into pregnancy or as soon as possible thereafter, with single-
dose nevirapine (NVP) at the onset of labour for the mother.  For the
infant, a single dose of NVP is administered at birth, plus one week
of ZDV.

Adapted from the Zimbabwe Ministry of Health and Child Welfare National AIDS and
TB Unit, Prevention of Mother-to-Child Transmission of HIV in Zimbabwe, Training
Manual for Health Workers
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HIV-related treatment, care and support must be provided during
both the antenatal and postpartum periods (before and after birth).
All HIV-exposed infants should be followed-up for diagnosis of HIV,
prophylaxis of opportunistic infection, treatment, care and support.
All prophylactic regimens are administered through the mouth.
Paediatric formulations are needed for all infant regimens. Efforts
must be made to monitor side effects and to support maternal and
infant adherence.

KEY MESSAGE: Pregnancy itself does not seem to have an effect on
progression of HIV and AIDS in women.  However, HIV positive women
are more likely to experience pregnancy-related complications
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Community-based volunteers and caregivers are critical in the prevention
of mother-to-child transmission of HIV at community level. A
community-based volunteer (CBV) can be described as a community
member who provides home-based care and support to people living
with HIV (PLHIV). Community-based volunteers are key players in
prevention efforts at community level. They play a critical role in HIV
management, through focusing their efforts on preparation, monitoring
and support of clients, especially those on ART. Community-based
volunteers also play an important role in linking clients to appropriate
health services and acting as health-care advocates but without taking
over the role of the clinical care team.
Community-based volunteers can do the following in support of

efforts to provide a comprehensive approach to PMTCT

Prevention of Primary (Maternal) HIV Infection

• Promote safe, responsible sexual practices; encourage women to seek
family planning advice and provide appropriate prevention methods
to support HIV-negative women in remaining negative. The best way
to protect a baby from HIV infection is to prevent HIV infection of
the mother

• Encourage clients to go for regular check-ups so as to seek early
diagnosis and treatment of sexually transmitted infections (STIs). The
presence of untreated STIs greatly increases the risk of HIV infection

• Promote and encourage voluntary counselling and testing (VCT)
among community members.  It is vital that people know their HIV
status so they can take appropriate measures. VCT also helps to
identify those who can benefit from PMTCT programmes
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Prevention of unintended pregnancies among HIV-
infected women

• Promote safer sex practices and family planning.  Women, whether
HIV positive or negative, should be encouraged to plan their
pregnancies properly so they can effectively safeguard their babies
from infection

• Provide suitable counselling, advice and prevention methods for
HIV positive women in support of their efforts to prevent
transmission to their partners and infants

Prevention of HIV transmission from HIV infected
women to their infants

• Provide appropriate antiretroviral prophylaxis and treatment to
HIV positive mothers and their infants

• Promote safer delivery practices. A caesarean section can be
performed to shorten the delivery time and reduce the baby’s
exposure to, or time of contact with, maternal blood and body
fluids.  A vaginal delivery may also be an option but this decision
should be based on a health worker’s assessment of the mother’s
health, nutritional state and viral load

• Reducing the incidence and severity of diseases, such as malaria,
TB and reproductive tract infections, will reduce the risk of MTCT

• Improving the nutritional status of the mother helps improve
immunity and can reduce the progression of HIV, thereby reducing
risk of MTCT

• Educate and support mothers and pregnant women with regard
to safer infant-feeding practices.  Supplementary feeding/formula
feeding, is not always possible as the price of formula may be
prohibitively high, or clean water may be inaccessible.  There is
also much stigma against non-breast feeding. CBVs should help
mothers to find a feeding strategy that suits both their cultural
preferences and their resources

•   Promote and educate the community on HIV-related treatment,
care and support services for women

continued page 13
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•   Encourage early diagnosis, care and
    support for the HIV-infected infant
    or child
•   Promote linkages  to community-
    based services for comprehensive
    family care
•   Promote non-discrimination and
    non-stigmatisation within the

     community and encourage
    tolerance of all people, regardless
  of their HIV status

IMPORTANT POINTS TO NOTE FOR CBVs…….
• Educate the community through providing accurate information

on MTCT and ways of reducing the risk of transmission of HIV
from mother to child

• Educate health workers to understand the views of communities
and to be sensitive to cultural differences

• Encourage post-test counselling for pregnant mothers as this helps
them to make informed decisions on safer infant feeding

• Encourage HIV positive women who choose to breast feed, to do
so exclusively and for no longer than six months

• Encourage women who are HIV negative to practice safe sex in
order to prevent infection

• Educate mothers who use formula on the need for proper and
safe use of the formula
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Ways of Reducing Risk of MTCT
• HIV testing and counselling
• Antiretroviral therapy
• Elective caesarean section where safe and feasible
• Safer delivery practices
• Counselling on infant feeding, for safer feeding practices

KEY MESSAGE: Every effort should be made to reduce HIV
transmission within the general community.  Members of the
community should be well-informed about safer sex and prevention
strategies and must have access to appropriate prevention methods
in order to effectively protect themselves.  Knowing your HIV status
is an important step in protecting yourself and others around you,
including your infant, if you are pregnant or want to become
pregnant.  If you are HIV positive, health care workers will be able
to give you all the advice, information and support you require to
live positively and reduce the risk of transmitting the virus to
others.

Adapted from the Ethiopia Federal Ministry of Health: Disease Control and Prevention
Department (2005), Prevention of Mother to Child Transmission of HIV: Reference
Manual
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HIV and malaria are amongst the most serious diseases in southern
Africa, as they constitute two of the leading causes of death in the
region.  Each poses a serious threat to human life on its own, but
when co-infection with both diseases occurs, the hazard becomes
greater.

TB and malaria impact each other in the body, in two ways:

• HIV can increase the risk of malaria infection and the severity
of the malaria
HIV lowers the immunity of an HIV positive person, reducing the
body’s defence against disease and, therefore, increasing the risk
of that person becoming infected with malaria. Malarial immunity
can develop in an HIV negative person living in a malaria zone,
due to regular contact with malaria.  This immunity lowers the
risk of malaria infection and if malaria does occur, the disease is
usually less severe.  However, in an HIV positive person, HIV erodes
any malarial immunity that a person may have developed. The
person therefore becomes more susceptible to malaria, and the
malaria is likely to be more symptomatic than in an HIV negative
person.

For people who have not come into contact with malaria before and
who have no malarial immunity, whether HIV negative or positive,
the risks of malarial infection are the same. However, there is an
increased risk of the development of severe or fatal malaria in an HIV
positive person.

• Malaria infection in an HIV positive person can increase their
HIV viral load
When a person is infected with malaria, their immune cells recognise
a threat to the body and try to fight the infection by cell replication.
However, it is these very cells which are attacked by the HIV and
so, by their self replication, in order to fight the malaria, the HIV
viral load is inadvertently increased.  When an HIV positive person’s
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viral load increases for whatever reason, HIV may progress more
quickly and the likelihood of transmitting HIV to others also
increases. However, the viral load increase associated with malaria
is reversible with treatment, and usually lasts up to about 10
weeks.

Effect of HIV and malaria co-infection in pregnant women
If a pregnant woman is HIV positive, her body is less able to control
malaria infection.  This can have adverse effects on her baby and can
result in the baby being underweight at birth, being born prematurely,
suffering from infant anaemia or succumbing to infant mortality.
The maternal HIV viral load may double if an HIV positive pregnant
woman gets malaria and this increases the chance of HIV being
transmitted to the baby.

Impact of co-infection on treatment of both diseases
If patients are taking ARVs, their response to malaria treatment may
be less effective than normal and a combination of malaria drugs
may be better.  However, HIV and malaria drugs may interact and
cause problems, including toxicity, so medical advice must be sought
before a pregnant HIV positive women is put on anti-malaria treament.
It is important to inform the doctor of any drugs one is taking before
having other drugs prescribed.

What can I do?
• Avoid being bitten by mosquitoes by using mosquito nets and

repellents and taking anti-malarial drugs
• If you are pregnant and HIV positive, consult your doctor to protect

yourself and your baby from malaria
• Make sure that your doctor knows that you are HIV positive so

that the drugs prescribed are the correct ones and you can avoid
any negative drug interactions

• If you suspect you might have malaria, seek medical attention as
soon as possible – the faster you can get anti-malarial medication,
the better

Common symptoms of malaria
The incubation period for malaria can vary widely, but symptoms
usually appear between 9 and 40 days of infection.  Some cases have
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been recorded of persons who did not show symptoms of malaria
for as long as 8 to 10 months after being infected. Some symptoms
may be similar to others you experience with HIV but it is important
to be sure that you don’t have malaria, so get a malaria test as soon
as possible.

Common symptoms:
• High fever
• Flu-like symptoms
• Headache
• Aching or painful joints and muscles
• Backache and neck pain
• Chills
• Sweating (particularly during sleep)
• Dizziness
• Tiredness/lethargy/fatigue
• Loss of appetite
• Abdominal pains, nausea and vomiting
• Dry cough
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My name is Tatu and I am 35 years
old. I am a nurse at Kilimanjaro
Christian Medical Centre (KCMC)
in Tanzania.

I am not sure when I contracted
HIV. When I became pregnant in
2004, I went to the antenatal clinic
at KCMC. I was given a blood test
and discovered that I was HIV
positive.

I was very shocked when I learned my HIV status and I felt scared for
my health and the health of my baby. But the counsellors at KCMC’s
Prevention of Mother-To-Child Transmission (PMTCT) clinic, which the
Elizabeth Glaser Paediatric AIDS Foundation supports, gave me hope.
They told me there were things I could do to prevent my baby from
contracting HIV.

I took a dose of nevirapine during my pregnancy, to reduce the risk
of transmitting HIV to my baby. I delivered my daughter, whom I
named Faith, through cesarean section and she received a dose of
nevirapine after she was born. I was lucky to have access to clean
water so I could feed Faith with formula rather than breast milk. This
further reduced her risk of contracting HIV.

Faith is now over two years old and she is HIV-negative. She is a
happy, healthy child, and my health is also good. I am so glad to be
working at KCMC, where I counsel women who are going through
what I went through and encourage them to participate in the PMTCT
programme.

Faith and I have a bright future ahead of us. I would like to continue
my studies and I am planning the same thing for Faith when she gets
older. I am grateful to the Elizabeth Glaser Paediatric AIDS Foundation

Tatu Msangi
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for everything they have done for me, my daughter, and all the other
women and children who need help to save their lives.

Adapted from the Elizabeth Glasier Paediatrics AIDS Foundation
(EGPAF) Website

I have been inspired by what I have read. What action will I take?

What role can I play in strategies for prevention of mother-to-child
transmission in my community?

With whom shall I share this information on prevention of mother-
to-child transmission?
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Mother-to-child transmission of HIV continues to hamper responses
to the rapid and devastating advances of the HIV epidemic in southern
Africa. Against this backdrop, the government of the Kingdom of
Lesotho has taken a step further, in committing itself to equipping
health workers and community-based caregivers with the information,
knowledge and skills for supporting the best feeding programme for
a child of up to five years of age. Through the support of UNICEF, the
Ministry of Health in the Kingdom of Lesotho and Christian Health
Association of Lesotho (CHAL), produced the guidelines on infant and
child feeding in the context of HIV. These guidelines provide health
workers and community-based caregivers with the relevant information
for counselling mothers in the community.

The guidelines which provide ‘how
to’ directions for community-based
caregivers and health workers as
they work with the community,
clearly outline the important
information on prevention of
mother-to-child transmission of HIV.
The guidelines give details on the
management and support for sound
infant and young children’s feeding
practices, as part of the primary
health care programme in the
Kingdom of Lesotho. A guide for
mothers to feed babies the right
way, is explained with the FADU
concept.
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F.A.D.U Principle
Frequency of feeding; a small child needs to eat at least five (5) times
a day
Adequacy of the measure (quantity); a small child has a small stomach,
about a tea cup size
Density of the feed is important to provide needed calories: adding
oil, peanut paste, increases the density
Utilisation ability of the body: some foods are more easily utilised than
others. Conditions such as diarrhoea and worms reduce utilisation. Treat
these conditions and increase F or A or D to make up for reduced U

The guidelines further elucidate the feeding options for children of
HIV positive mothers. In this section, it is stressed that for either a
community-based caregiver or health worker to counsel a positive
mother on feeding options, they ought to have been trained in
counselling techniques. Using the provided formats in the annexes
of the guidelines, a health worker or a community-based volunteer
needs to conduct a cost-analysis for each feeding option in their area.
Through a diagrammatic presentation, the guidelines explain the
different breast feeding options and give the advantages and
disadvantage of each. Furthermore, the options for mothers who
choose not to breast feed are also clearly explained. Sources of
replacement feeding are listed, as well as the various elements that
need to be considered when intending to adopt replacement feeding
as an option. Hygiene is also emphasised as an important element in
replacement feeding.

Lastly, the resource addresses the concerns of HIV positive mothers
with regard to complications caused by culture and other factors.
One of these issues is that most women are expected by the in-laws
and the community at large to breast feed their babies, and also that
exclusive replacement feeding is not an affordable option for most
families. The resource then deals with ways of addressing these
concerns which include the formation of breast feeding support
groups, learning more about the local situation, and follow-up care
and support for HIV positive mothers and their children.

For more information, please contact the Government of Lesotho
Ministry of Health and Social Welfare, Nutrition Unit.
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We receive many questions from community members and people
living with HIV, about their HIV, PMTCT and AIDS treatment-related
concerns. Today, we share with you, four letters we received on some
commonly asked questions about ART.

Letter 1- What options do I have?

Dear Editor,
I am a young woman, who was diagnosed with HIV two years ago.
Before I was diagnosed with HIV, I was dating a man I had met at
school. I fell pregnant. I am due to deliver within the next two months
and I am confused about how I will feed the baby. Please help!
Anonymous

Dear Anonymous,
Thank you very much for sharing this with us. Mothers with HIV
infection have various options when deciding on a feeding regime
that is best for their infants. Various options, including either
replacement feeding or breast feeding, are available. For more
information regarding the best feeding regime for your baby, please
seek advice from a healthcare worker., All healthcare workers play an
important role in guiding the decision-making process by providing
infant feeding counselling, in accordance with national guidelines,.
In addition to supporting women in their infant feeding decisions,
referral to trained infant feeding counsellors for continued support
during the first two years of child growth and development, is needed.

Letter 2- Being ostracised for my HIV positive
baby!

Dear Editor,
I would like to thank you for this informative publication. I am a
woman aged 28. Three years ago, I met this amazing guy and we got
married a year ago, after we found out I was pregnant. Everything

9. Ask Our Community
Mobilisers
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was so perfect until my baby was born this year. My baby was sick
so the doctors had to run some tests. They found out that my baby
was HIV positive. We were shocked and scared. We do not know what
to do now. My family thinks it is not possible as it is just a baby and
so they say the baby was bewitched. I do not know what to think any
more. Please Editor, give us some advice.
Confused

Dear Confused,
Thank you for sharing your concerns with us. From the information
that you gave us, you have not told us if you and your husband were
also tested for HIV. You do not have to feel confused as it is likely
that your baby was infected during pregnancy, delivery or breast
feeding, if you are HIV positive. If you have not taken an HIV test, you
are encouraged to do so, together with your husband. It is important
to get proper treatment and advive on living positively. You will need
to get more advice from the health workers on the appropriate feeding
options which are best for your baby. The doctor will also advise you
on when and how you can begin to administer antiretroviral drugs
to the baby.

Letter 3 – Informing HIV positive mothers about
malaria

Dear Editor,
My name is Tebele. I am an HIV positive mother living in a malaria
prone district. Thank you for giving us more information on the
connection between HIV and malaria and their co-infection of the
body. We have had a visit from one health worker who came to give
us more knowledge and skills on prevention of malaria, especially for
those who are HIV positive. Once again, thank you very much for
providing us with this important information.

Dear Tebele,
Thank you very much for sharing this with us. We hope this information
will help you to protect yourself against malaria and to combat it.
You can get more information from your nearest health centre.
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Letter 4 – Compassionate ‘burnout’

Dear Editor,
I am a community-based volunteer working in two communities in
my area. I sometimes feel ‘burnt-out’ but cannot stop visiting or
following up on some of the HIV positive pregnant women in my
community. If I take too many off days, I will lose track of the follow-
up that I had planned. Please do help before I make a bad decision.
MSM

Dear MSM,
We are very glad for the invaluable support that you are giving to the
communities you serve as a community-based volunteer. ‘Burnout’
is a very common problem but it can be dealt with. Listed below are
some tips to help prevent burnout:

• Get support from a peer support group
• Search out a mentor – someone who can confidentially support

you, listen to you, and guide you
• Take a course on a subject relevant to your work (or take a 

refresher course on a previously studied subject)
• Take structured breaks during work hours
• Make time for yourself and your family
• Exercise, eat properly and get enough rest

For more information on how to overcome burnout, you can share
experiences with other community-based volunteers and hear how
they are coping with fatigue or ‘burnout’.
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1. Which one of the following statements is true:
a. Pregnant women should never be tested for HIV and this should

only be done after delivery
b. Women planning to get pregnant or who are already pregnant,

should get tested as soon as possible
c. Women who have not been tested for HIV before getting

pregnant, should never be tested

2. Which one of the following statements is not true for HIV
positive pregnant women

a. Advice on a healthy diet as well as special interventions for
sexually-transmitted diseases or other infections, should be part
of the prenatal care of HIV infected women

b. Health care providers should watch for symptoms of AIDS and
pregnancy-related complications to do with HIV infection when
performing check-ups on HIV positive pregnant women

c. Pregnant women who are HIV positive should refuse to eat

3. Which one of the  following statements about HIV positive
pregnant women is true. In order to prevent HIV from
infecting a baby in the womb:

a. The mother should refuse to eat
b. An HIV-infected pregnant woman should be offered drugs for

fighting HIV, to help protect her health and prevent HIV from
passing to the unborn baby

c. The mother should exercise after every two weeks

4. Which one of the following statements is true:
A woman who is HIV-infected can pass HIV to her baby
during:

a. Breast feeding
b. Sexual intercourse
c. Smoking

10. HOW “ART LITERATE” ARE YOU?
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5. Which of the following statements is not  true?
a. An HIV positive woman who chooses to breast feed should

exclusively breast feed for up to six months
b. An HIV positive woman who chooses to use replacement feeding,

eg. formula, should be counselled on its safe and appropriate
use

c. A woman who is HIV positive should both breast feed and
replacement feed

6. Which one of the following drugs is often used to prevent
prenatal transmission of HIV:

a. Paracetamol
b. Zidovudine
c. Efivarenz

7. Which one of the following statements about the effect of
malaria on HIV is true?

a. Malaria decreases the severity of HIV
b. Acute malarial infection increases the HIV viral load
c. Mosquitoes are responsible for the spread of both malaria and

HIV

8. Which one of the following statements is true?
Pregnant women infected with both malaria and HIV are
not at high risk of:

a. Increase in viral load
b. Delivering a low birth-weight infant, and delivering prematurely
c. Losing their husbands

9. Which one of the following statements is true?
The negative interactions between malarial and HIV infections
are most apparent in:

a. Children
b. Pregnant women
c. Non-pregnant women
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10.Which one of the following statements is true?
HIV positive patients who develop malaria should receive:

a. Paracetamol
b. Standard antimalarial treatment regimens
c. Sympathy

Calculate your score on the above questions. If you have scored
less than seven, then you need to learn more about ART.

If you have scored between seven and ten, you are ART Literate
and we encourage you to become a community ART mobiliser for
your community.

1. b. True: Women planning a pregnancy or who are pregnant,
should get tested for HIV as soon as possible.  If they are found
to be HIV positive, then counselling and medical advise should
be sought as soon as possible, in order for them to learn how
best to minimise the risk of the infant contracting HIV.

2. c. Not true: Pregnant women who are HIV positive should refuse
to eat.  People who are HIV positive have a higher daily energy
requirement than HIV negative people.  Therefore, maintaining
a nutritious and healthy diet, particularly during pregnancy when
the body requires an even greater energy intake, can help HIV
positive people to stay healthy for longer.

3. b. True: An HIV-infected pregnant woman should be offered
drugs that fight HIV, to help protect her health and prevent HIV
from passing to the unborn baby.  These ARVs reduce the viral
load of the mother and so the risk of HIV transmission to the
infant is also reduced.

4. a. True: Breast feeding.  An HIV-infected woman can pass HIV
to her baby during breast feeding but there are a number of
ways of reducing the risk so medical advice should be sought.
It should be noted that unprotected sexual intercourse
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can lead to the transmission of HIV to the woman’s partner and
HIV positive people are strongly advised not to smoke.

5. c. Not True: A woman who is HIV positive should both breast
feed and replacement feed for six months. Women who have
access to clean water and can administer formula safely, are
sometimes advised to formula feed their infants exclusively.
However, when formula is not an option, mothers should
exclusively breast feed their infants – using a mixture of breast
milk and formula can increase the risk of HIV transmission to
the infant.

6. b. Zidovudine.  Zidovudine is an ARV drug commonly used for
preventing prenatal transmission of HIV

7. b. True: Acute malarial infection increases the HIV viral load.
Acute malaria leads to the replication of cells important to the
immune system.  These same cells are affected by the HIV virus,
thus the HIV viral load increases with acute malarial infection.

8. c. Losing their husbands. Pregnant women infected with both
malaria and HIV are not at high risk of losing their husbands.
They are at a high risk of delivering a low birth-weight infant or
one prone to anaemia, or of delivering prematurely

9. b. Pregnant women.  The negative interactions between malarial
and HIV infections are most apparent in pregnant women as
HIV infection reduces the pregnant woman’s ability to control
malaria which can impact negatively on the infant.

10. c. Standard anti-malarial treatment regimens.  HIV positive
patients who develop malaria should receive anti-malarial
treatment but should have it prescribed by a medical practitioner
as certain anti-malarial drugs are more effective than others in
treating malaria in situations of co-infection with HIV.
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This space is for YOU. You may wish to note down your personal
learning points, ideas and thoughts, questions and action points
about issues raised in this notebook and antiretroviral treatment in
general.

My Learning Points: What am I learning through this notebook and
my work?
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My Ideas and Thoughts: What are the new ideas I want to try? What
am I worried about?

My Questions: What? Who? When? Where? How?

My ART Action Points: What I would like to do? What I would like to
see taking place? What I will do?

What I need to do
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