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Children worldwide
are affected by HIV
-whether or not
they, or members
of their families,
are infected with
the virus.
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HO estimates that over one million
children are infected with HIV worldwide.
Infants can be infected with HIV during pregnancy.
birth or breastfeeding. More rarely. children can
be infected by contaminated
blood products or
non-sterile equipment, or through sexual abuse
involving vaginal or anal penetrative sex.
More than half the children with HIV infection
in developing countries die before they are 12
months old. However they can live beyond their
first year with good preventive health care and a
supportive environment.
This issue provides
guidelines on clinical diagnosis of children with
HIV infection (see page 4) and on infant feeding
and HIV (see page 2).
The lives of many more children who do not
have HIV themselves are affected when family
members have AIDS. Families face increased poverty and stress because adults have to leave their
paid employment or are too sick to farm their
land. Women may be ill themselves. as well as
caring for other sick family members and looking
after young children. Girls in particular often
become carers for sick relatives and younger
brothers and sisters. Sometimes children have to
leave school and look for work.
WHO estimates that more than five million
children will have lost their mother or both
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Breastfeeding
is still best for
women with
HIV, if safe
alternatives
are not
available.

HIV and safe infant feeding -AIDS Aaion discussesthe key
issues for women and their health workers.
H

IV can be passed from a mother
to an infant during pregnancy,
childbirth or breastfeeding. However,
worldwide the majority (two thirds) of
infants born to mothers with HIV do
not become infected with the virus.
It is also important to remember
that most babies breastfed by mothers
who are infected with HIV do not
become infected through breastmilk.
However, the virus has been found in
the breastmilk of women with HIV.
Breastfeeding when the mother has
HIV infection, or drinking infected
breastmilk (donated and unscreenedl
untreated) does increase the risk to
babies, but it is not known by how
much. It is not easily possible to find
out if a baby has HIV infection until he
or she is between 12 and 18 months
old (see page 4). It is therefore difficult
to show that a baby has been infected
during breastfeeding, rather than in
the womb or during birth.
Some factors are known to increase the risk of transmission during
breastfeeding. If the woman has only

Breastfeeding

benefits

Breastmilk is the most nutritious
food for babies, and is very easily
digested. For the first 4-6 months,
an infant needs only breastmilk, and
no other food or liquids.
Breastfeeding helps to prevent
common infections, and reduces
the risk of death, because:
0 breastmilk contains substances
that protect infants against
infection; and
D it is hygienic and avoids babies
being exposed to unsafe water and
food.
Breastmilk is thought to contain
a substance that helps to protect
babies against HIV.
'.! Exclusive breastfeeding is an
important method of child spacing,
because it helps to delay return of
fertility.
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been recently infected, or if she has
AIDS-related illnesses, she may have
more virus in her body fluids, including
breastmilk. The risk to the baby is
greater if his or her mother is:
.infected
with HIV through blood
transfusions during or shortly after
childbirth; or
.infected
during unsafe sex with an
infected partner when pregnant or
breastfeeding; or
.develops AIDS-related illnesses
during pregnancy or breastfeeding.

Weighing up pros and cons
Health experts are worried that
women may be wrongly advised, or
decide themselves, not to breastfeed
because of fear about HIV. Breastfeeding is one of the most important ways
that a mother can help her infant stay
healthy. Infants who are not breastfed
are up to 14 times more likely to die
of common childhood illnesses than
exclusively breastfed infants, especially
in low income communities.
Health workers should continue to
strongly promote breastfeeding. This
is especially important in places where
infectious diseases and malnutrition
are the main cause of infant deaths,
and where poor hygiene and lack of
money mean that it is difficult to find
safe alternatives to breastmilk.
For many HIV-positive women, the
risk of their babies dying if not
breastfed will be much greater than
the risk of passing on HIV. Where the
risks of artificial feeding can be minimised, individual HIV-positive women
should have access to counselling to
help them decide whether or not to
breastfeed, and be supported in safe
use of alternative methods.

Advice to all women (whether or
not they know their HIV status)
Health workers should discuss breastfeeding and its benefits with all pregnant women. It is also important to
talk about HIV and STDs and how to
prevent them. Women (and their part-
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ners) need to know that having safer
sex, or abstaining from intercourse,
are important during pregnancy and
breastfeeding. If the woman wishes, talk
with her sexual partner as well. Make
sure that the couple has access to condoms, and knows how to use them.

If a woman's HIV status is unknown
Most women do not know their HIV
status, and in many places are probably
not infected with HIV. They should be
encouraged and supported to breastfeed.
A woman may be more likely to be
HIV-positive if she has illnesses or
symptoms often associated with AIDS,
or if her sexual partner is HIV-positive
or has an AIDS-related illness. In most
communities HIV counselling and testing services are not available. However, if such a service is available, a
woman may want counselling about
the H IV test.
Good counselling is essential, because it helps a woman to consider if
she has been at risk of infection, prepare for finding out her HIV status,
and to decide whether to have a test,
without pressure. Knowing her status
may help her make the decision about
whether or not to breastfeed, as well
as affecting other choices about her life.
The risk of infection before or during pregnancy, or during breastfeeding,
should never be used as a reason to
persuade a woman to have an HIV
test, or to carry out a test without her
consent. Testing without counselling
and informed consent is not ethical.
If a woman is HIV-positive
Health workers should discuss the implications of being HIV-positive, and
help a woman to make an informed
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choice. Find out what the woman
already knows about HIV infection and
breastfeeding, clarify any misunderstandings, and explain the possible
risks and benefits. Reassure her that,
whatever choice she makes, she is not
to blame if her baby becomes ill.
It is important to help the woman
decide if the chance of passing HIV to
her baby via breastfeeding is greater
than the risks associated with artificial
feeding. She needs to be able to assess
whether her circumstances allow her
to use other feeding methods safely.
However, alternatives may not be
easily available or a woman may decide
that the benefits of breastfeeding outweigh the possible risk of transmission
of HIV. Some women are deciding to
breastfeed at first, but to stop if they
become ill.
Issues to consider include:
.What
does the woman feel about
the risk -would
she worry and feel
guilty about possible infection, or
would she prefer to give her child (and
herself) all the other benefits of
breastfeeding?
.Is
she afraid of being asked difficult
questions about why she is not breastfeeding, and of losing confidentiality
about her HIV status?
.Does
she have a good support
network to help her prepare and give
alternative feeds?
.Can
she easily obtain affordable
animal or formula milk?
.Does
she have access to clean
water? Can she afford fuel or electricity for sterilising feeding utensils?
Decisions about infant feeding affect
the whole family. and joint counselling
with other family members may be
helpful if the woman agrees. Whether
breastfeeding or not, women need support and advice to help them care for
themselves and their babies in the best
possible way.
Nicoll A and colleagues, Feb 1995.
Infant feeding policy and practice in
the presence of HIV- I infection. AIDS,
vol 9, no 2, pplO7-121.
WHO, 1994. HIV and infant feeding:
essential issues for decision makers
(draft policy guidelines).
Dialogue on Diarrhoea no. 44 covers
how to express breastmilk (see back

W

omen with HIV have a right to
make their own decisions
about pregnancy, childbirth and
breastfeeding. They need access to
counselling about the risks and
benefits of different options, and
implications in the long term.
In Tanzania almost all women
breastfeed their babies. This means
that most mothers continue to breastfeed even if they have AIDS-related
illnesses, and the risk of HIV transmission is high. Because of this risk,
and because she may be less able to
breastfeed, it is important for the
mother to decide herself about other
feeding methods, and when it would
be best for her to stop breastfeeding.
Some women decide to wean their
infants and introduce them to weaning
foods before becoming ill.
In 1989 Wakati decided to stop
breastfeeding early because her baby
was not feeding well, and she was worried about HIV infection. Her husband
had just died and she was very ill. She
learnt about preparing supplementary
foods for the baby and taught her
mother how to do it. The baby was
fed with a nutritious mixture of powdered maize, finger-millet and beans,

Alternatives

~
~
~
Positive input: Wakati is an active
member of the Tanzanian support

group, WAMATA.
with water, milk and fruit or vegetable
juices.
To Wakati's surprise her own and
the baby's health improved almost immediately. Today, nearly six years on,
both mother and child are doing well
and Wakati has become a committed
peer educator and counsellor.
Theresa Kaijage, WAMATA, PO
Box 33279, Dar es Salaam, Tanzania.

tc breastfeeding

Alternative infant feeding methods
require access to a plentiful and clean
supply of water to reduce risk of diseases such as diarrhoea. If a baby is
not being breastfed, a clean cup or
spoon should be used since bottles
and teats are difficult to clean.
Infant formula is the most common alternative. However it is
expensive, and hygienic preparation
and feeding can be difficult in many
households. To feed an infant for the
first six months, 44 tins of 500g are
needed.
Animal milk, such as cow or
buffalo milk, can also be given. It
should be diluted and sweetened
(one cup of water, three cups of milk,
four level teaspoonfuls of sugar), and
brought to the boil to reduce the
amount of curd and kill harmful germs.

Breastmilk can be expressed

by the mother and made safe for the
infant by heating it to boiling point,
or by pasteurising it -heating
to
62.SoC for 30 minutes. In some
places, self-help groups for HIVpositive women, or support from
health workers, have succeeded in
enabling mothers to express and
treat their milk. Continuing to express
enough breastmilk over a long period
may be difficult. Supplementing
expressed breastmilk with formula
milk and introducing solid foods
earlier than usual should be considered.
In some places it may be acceptable for another woman to breastfeed the baby. This option is not
advised where this woman might be,
or become, HIV-positive herself.

page for details).
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For a child diagnosed with HIV or AIDS, good care and support
help to improve length and quality of life.
A

small number of infants with HIV
survive frequent infections as an
infant, then become healthier, living
for over six years. However, globally
about four in every ten infants with
HIV do not live more than 12 months,
and over half die by the age of two,
most commonly from dehydration,
pneumonia, tuberculosis and
malnutrition.
Good care and support
can increase length and quality of life.
Even if the mother has HIV, her
child's illnesses may not be due to the
virus. Malnutrition,
malaria and anaemia can be similar to HIV symptoms
especially if the baby is not breastfed.
Congenital syphilis can also resemble
HIV infection, with swollen glands and
skin rashes.

Diagnosis dilemmas
Health workers need to weigh up the
value and disadvantages of diagnosing
HIV in a baby or child. HIV can be diagnosed by laboratory testing and/or on
the basis of clinical signs (see 'Recognition of symptoms' box).
Diagnosis on the basis of clinical
signs is less accurate than HIV testing.
However, clinical diagnosis is often
used because laboratory testing is

expensive and often unavailable. Also,
for children under 18 months a positive HIV-antibody test is not reliable.
All babies whose mothers have HIV
are born with their mother's antibodies, which remain until 12-18
months. If a child is infected with HIV,
his or her own antibodies cannot be
detected until after this time.
The main advantage of diagnosing
HIV in a child is that opportunistic
infections such as pneumonia can be
identified and treated quickly, and
health workers can detect at an early
stage childhood infections which are
potentially serious, such as persistent
diarrhoea.
However, treatment of childhood
illnesses is almost always the same
whether or not a child has HIV. If a
health worker suspects that illnesses
are related to HIV, the child should
receive close monitoring, good nutrition and appropriate immunisation. It
is important to explain to the family
that the child will not necessarily die
early and that with good care and
early treatment of illnesses he or she
can survive for a long time.
HIV infection in a child often means
that the mother, and her sexual part-

ner, may have HIV, but be unaware of
the fact. Health workers need to consider the implications of the child's
diagnosis for the parents. Whatever
the diagnosis method used, the
mother (and, with her permission,
other family members) need counselling, care and support. The mother
may prefer not to know either her
own HIV status or that of her child
(see letter on page 8).
Older children who may have HIV
need special consideration. They may
be coping with illness in the family or
the distress of sexual abuse as well as
the issue of their HIV status.

Common symptoms
Birth to six months
A few babies with HIV are small at
birth and do not thrive. Most develop
symptoms around three or four months
such as: severe bacterial infections
(pneumonia, severe skin infections or
rashes,and meningitis); swollen lymph
glands; enlarged liver and spleen;
failure to thrive; and fungal infections,
especially persistent oral thrush.

Six to fifteen months
In children with HIV, growth faltering,
often with illnesses like malaria, diarrhoea or ear infections, is common.
Growth faltering can be detected by
recording changes in weight and length
on the child's growth chart. Recent
studies suggest that stunting (reduced
rate of growth) occurs earlier than
wasting (weight loss) in HIV-infected
babies. Persistent diarrhoea, when a
child has liquid stools (three or more
daily) for 14 days or more, and respiratory infections may be frequent.
Treatment with standard antibiotics is
often unsuccessful.
Tuberculosis is more difficult to
diagnose in children than in adults and
can produce different symptoms, such
as fever without a cough, or swollen
glands in the neck and shoulders. A
child with a cough for more than one
month, recurrent bouts of fever, poor
weight gain or loss of weight, should
be suspected to have TB and treated
appropriately.

Over fifteen months
Pneumonia is a common HIV-related

AIDS ACTION

infection and needs prompt treatment.
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Common symptoms in HIV-infected
children include: any conditions listed

Published

by AHRTAG

in the UK

WHO has developed guidelines for
recognising HIV infection in children.
These may be used where a health
worker suspects HIV infection and
where testing is not available or affordable, or where the child is too young
for the test to be accurate. These guidelines may be helpful for clinical management of the child and to alert the
health worker to possible needs of
the mother for counselling and care.

Cardinal findings
0 pneumocystis carinii pneumonia
(PCP)
0 lymphoid interstitial pneumonitis
(an unusual form of viral
pneumonia)
0 fungal infection in throat and
mouth (candidiasis or thrush)
0 Kaposi sarcoma (skin cancer, rare
in children)

Associated findings
0 oral thrush when the child is not
being treated with antibiotics
0 failure to thrive (lack of weight
gain)
0 fever (continuous or intermittent
for more than I month)
0 diarrhoea (persistent or
intermittent for more than 14 days)
0 generalized lymphadenopathy,
(swollen lymph glands)

A diagnosis of symptomatic HIV
infection is made if the following are
i present:
-any cardinal finding

Characteristic
findings
0 recurrent bacterial and/or viral
infections (such as respiratory:
and skin infections and

0 skin rashes

-two
or more characteristic
findings
-one characteristic finding plus two
or more associated findings
-three
or more associated findings

meningitis)
0 tuberculosis, of the lung or of
other organs
0 shingles (herpes zoster)
0 cytomegalovirus infection

plus any epidemiological
risk
factors
-two
associated findings plus
laboratory evidence of HIV
infection in the child.

0 neurological problems. such as
slowness in developing skills in
sitting, crawling and talking, fits,
microcephaly (reduced head
growth)

above; a general itchy rash; swollen
glands around the jaw or in other
parts of the body; and chronic cough.
Some children are slow to develop
skills such as walking and talking.

Key points for care
Most HIV related illness is caused by
common infections which can be
prevented, or treated at home or a
health centre. However, they often
last longer than in HIV-negative children, and are more difficult to cure
with standard treatments.
.Maintain
good nutrition. This
includes giving advice on both
breastfeeding (see page 2) and other
feeding, including feeding a child with
poor appetite.
.Treat
common childhood infections
as early as possible.
.Immunise
as usual, except for
babies with advanced clinical HIV
symptoms, who should not be given
tuberculosis vaccine (BCG).
.Emphasise
early diagnosis and treatment of suspected TB for all family
members (including immunising babies
unless HIV illness is suspected).
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.Give
oral rehydration therapy
(CRT) to prevent dehydration during
diarrhoea. Antibiotics for other
infections can worsen diarrhoea.
.Monitoring
growth regularly.
.Treat
the child as normal, ensuring
for example that he or she plays with
other children.
.Give
comfort when in pain and
distress, and relieve pain, with aspirin
for example.
Drs Denis Tindyebwa and
Lawrence Marum, Makerere
University Medical School, PO Box
7072, Kampala, Uganda.
Guidelines for the clinical management
of HIV infection in children are
available in English (French in
preparation) for SwF13 (SwF9.10 in
developing countries) from WHO/DST,
CH- 1211 Geneva 27, Switzerland
(order no 1930046).
Correction: AIDS Action apologisesfor
linking syphilis specificallywith eye infections in babies (All about STDs,no. 26,
page 2) and hopes that the information
in the box clarifies how STDs can affect
infants.

Epidemiological

risk factors

0 mother has tested positive for
HIV
0 history of transfusion of
unscreened blood or blood
"or;!£'.!
products
0 sexual abuse involving~~---~~
penetrative i
sexual intercourse :,1:)
0 use of contaminated syringes and
needles or a history of scarification, ear piercing or circumcision
using non-sterile instruments

STD infection

in infants

As well as HIV, some other sexually
transmitted infections can be
passed to the infant during pregnancy or delivery. In infants with
HIV, these infections may be more
difficult to treat. If these infections
are suspected in babies, both parents will need health education
about STDs and treatment.

Chlamydia and gonorrhoea
cause serious eye infections with
pus (known as conjunctivitis or ophthalmia neonaturum) developing
within a month after birth. Infections caused by gonorrhoea can
lead to permanent damage or blindness if untreated.
Syphilis causes serious conditions
in babies and children, such as skin
rashes and sores, swollen glands,
and long term damage to the nervous and skeletal systems (affecting
joints, hearing and sight, for
example).
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A few scientistshave claimed that HIV does not causeAIDS,or that AIDS does not exist,in spite of
convincingevidenceshowing that HIV is responsiblefor the life-threatening illnessesknown as 'AIDS'.
How

do we know that

HIV exists?

weakened.

Many of these illnesses -

About 15 years ago, researchers
recognised that a growing number of
adults had severely damaged immune
systems and were vulnerable to rare
infections and cancers as well as common illnesses. In 1983, a new virus was
isolated -now called the Human
Immunodeficiency Virus.
Researchers believed that this new
virus was responsible for destroying
the immune system. However, it was
difficult to prove this, especially since
some people do not become sick until
many years after they are infected. Recent evidence shows that the virus
does not remain dormant in the body,
but constantly reproduces itself, infecting billions of cells. The immune system
fights back -for ten years or longer in
some people. However, it is not yet
clear how HIV eventually weakens the
immune system.

TB, skin rashes and diarrhoea -have
always been common, especially
among children and malnourished
adults in low income communities.
Some, such as unusual skin cancers
and pneumonias, were rarely seen in
humans before the late I 970s.
During the last ten years, patterns
of disease have changed, so that:
.more
people, including babies and
children, have multiple chronic
illnesses, and successful treatment is
often difficult
.more
middle-aged and young adults
are dying from TB and other
illnesses, which before affected
mainly the elderly or malnourished
.rare
illnesses linked with immune
deficiency are becoming more
common.

How do we know AIDS exists?
AIDS (Acquired Immune Deficiency
Syndrome) is the name given to the
collection of illnesses which occur
when the body's defence system is

Before the 1980s, illness and deaths
among people in their 20s. 30s and 40s
were uncommon. Studies are now
showing that higher mortality rates

How are these illnesses and deaths
linked with HIV infection?

occur where many people have HIV

Estimated number of HIV-infected

adults alive in late 1994

,

~.

WHO estimates that 13-15 million people are living with HIV or AIDS.
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antibodies in their blood. (The most
widely used test for HIV does not
react to the virus itself, but to specific
antibodies developed by the immune
system in response to HIV.)
A study in Uganda found that people
between the ages of I 3 and 44 years
who tested HIV-antibody-positive
were up to 60 times more likely to die
during the next two years than young
people and adults who tested HIVnegative. Being HIV-positive was the
only factor that could be related to
the greatly increased mortality rate.

Are HIV/AIDS statistics correct?
Research into the epidemiology of HIV
and AIDS has been difficult. Early HIV
tests were less accurate, sometimes
giving a positive result if the person
had malaria, and infection levels sometimes may have appeared higher than
they really were.
Although tests themselves now
produce accurate results, many of the
statistics are incomplete. Numbers of
people with HIV are measured through
anonymous surveillance of blood donations, and at STD and antenatal clinics.
This can give a biased picture.
In many countries, people with
AIDS are unable to visit a health
centre or hospital, or seek other types
of care. Stigma and fear of discrimination discourage treatment seeking.
Clinical case definitions are used to
record numbers of people with AIDS,
which are not always accurate if HIV
testing is unavailable.
WHO's figures are based on the
most reliable reports. However, for
the reasons above, the numbers are
widely considered to be underestimates (see diagram).
Mulder D and colleagues, 23 April
1994. Two year HIV-I associated
mortality in a Ugandan rural
population,
British Medical Journal, vol
343, ppI021-3.
Nicoll A and Brown P, 15 January 1994.
HIV: beyond reasonable doubt, New
Scientist, vol 141, no 1908, pp24-28.
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This training exercise can help health workers to understand the
risk of Hl~ and how it might feel to be infected themselves.
3 After you have touched one person
ask everyone to open their eyes and
ask them if they know who has HIV.
Remind them that it is not possible to tell
who has HIV by looking at them. What did
they feel while you walked around them?
4 The game begins. Explain that participants can walk around and talk to
each other, and, if they choose to,
shake hands. Each person can shake
hands with up to a maximum of three
people for a group of 10-15 or four
people for a group of 16-25. The person who 'has HIV' has to scratch the
palm of everyone they shake hands
with. These people should then
scratch the palm of every hand they
shake.

I Ask the participants to stand in a
circle. Then shake one person's hand,
explaining that during this game a handshake means having unprotected
sexual intercourse. Scratching the other
person lightly on the palm while shaking their hand means that their body
has been exposed to HIV. Demonstrate
this to the person you are shaking hands
with and ask them to pass it round the
circle. Remind participants that, as with
al/ viruses, being exposed to HIV does not
always mean that a person becomes infeded. However, there is a strong chance
that exposure leads to infection.

2 Ask everyone to close their eyes
and explain that you are going to walk
around the circle several times, and
touch one person on the shoulder. Say
that for the rest of the exercise this
person 'has HIV infection'. The person
who is touched should not tell anyone
in the group.
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5 When the handshaking stops ask
people to form a circle again. Ask all of
those who had their palm scratched
and the person whose shoulder was
touched to step into the centre of the
circle. Anyone who has not had their
palm scratched can sit down in an
outer circle. Ask if there was anyone
who chose not to shake hands.
6 Ask people in the inner circle to sit
down and remind them that in the
game their body has been exposed to
HIV but they do not yet know if they
are infected. Ask what it feels like to
know that they might be infeaed? Would
they tell anyone? Who? What support
would they want? Would they continue to
have unproteaed sexual intercourse?
What do the people in the outer circle
think of those in the inner cirde? Would
they continue to have unproteaed sex?

7 Remind people of the differences between HIV infection and AIDS, about
how HIV testing works, and about the
need for pre- and post-test counselling. Ask what people feel about having
an HIV-antibody test. Why might they
decide to have counsellingand be tested
or not?

AIDS

ACTION

8 Ask people in the inner circle to imagine that they have chosen to have
the test. Make sure they know the
facts about local counselling and testing services, such as how many days or
weeks people wait for their results.
Hand out one card with either POSITIVE or NEGATIVEon it to each person,
but ask them not to look at it yet. How
do they feel while waiting for their results?

9 Ask each person to read their card.
Those who have NEGATIVE
ones can
join the outer circle. What do the
people who have had a negative result
feel? Discusswhether it would be possible
to reduce their risk, and how they might
do this. What support would they need?
I 0 Ask the people in the inner circle
with POSITIVEcards what they are feeling. Would they tell anyone? Who?
Would they change their behaviour? How
easy or difficult would this be? What
could they do and what support might
they need?

I I After this discussion, finish by reminding everyone that this was only a
training exercise. People often experience strong emotional reactions to
this exercise. Ask everyone to say
what they felt about the game in a few
words. Tell participants where they
can get more confidential information
or counselling if they wish.
Note: Developed by the Family
Planning Association in Australia, this
exercise (often called 'Wildfire') is
being used very widely with health
workers and educators.
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A woman came to my office last
month with her one-year-old daughter.
The child was not gaining weight and
had had recurrent respiratory
infections for three months, with signs of
malnutrition
and swollen lymph glands.
She did not respond to antibiotics and
became weaker. After testing for TB,
we started treatment. She began to
gain weight and is now playing with
other children in the hospital.
I suspected HIV infection when I
first saw the child, and carefully explained the situation to her mother. I
suggested that counselling about HIV
and the test might be helpful. After
Rroper counselling, her mother agreed
that both she and her child should be

tested.
It usually takes two to three weeks
for results to return from the laboratory, which is over 200km away. This
month there was a technical problem
and we had to wait for five weeks for
the results. Both mother and daughter
had tested HIV-positive.
This situation has made me think
again about the benefits of HIV testing.
The mother experienced enormous
anxiety while waiting for the test

results. and is now facing a very difficult future. Her joy at seeing her
daughter healthy and happy could be
spoilt by worry and a lack of hope. It is
very difficult for her to keep up the
courage and enthusiasm to look after
herself and her family, and work for
her daughter's future.
How can knowing her HIV status
help the mother? It will not necessarily
help her to change her behaviour. Antiviral treatment and prophylaxis are
not available in many countries.
I believe health workers should
think twice before suggesting that
someone has pre-test counselling.
However good the counselling, even
mentioning the test means that the
person may feel under pressure.
Wouldn't it be better to strengthen
health education on AIDS and offer
anonymous testing with counselling to
people who request it themselves?
Dr J Garay, Hospital Medical
Officer, Matabeleland South,
Zimbabwe.
Editors note: This letter highlights
important and much debated issuesreaders are invited to share their
thoughts and experiences.
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