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AFAP HIV/AIDS POLICY

Definitions of HIV and AIDS 

HIV stands for Human Immunodeficiency Virus, a retrovirus that is transmitted through the transfer of blood, semen, vaginal fluids and breast milk. Within these bodily fluids, HIV is present as both free virus particles and virus within infected immune cells. The virus typically gradually destroys the body’s autoimmune system by attacking CD4 T helper cells, leading to AIDS (Acquired Immunodeficiency Syndrome) a condition where the body is attacked by opportunistic infections leading to death in most cases.

Healthy adults normally have CD4 T cell counts in a range of 1,000 to 1,200.  In HIV infected people the HIV virus acts to gradually reduce the CD4 count. Commonly when the count falls below 200 individuals are prone to opportunistic infections. A diagnosis of AIDS is made when an individual has had an AIDS defining illness (an opportunistic infection or malignancy caused by impaired immune function) or has fewer than 200 CD4+T cells.  
Immediately after infection there is an incubation period of two to four weeks which is asymptomatic. Many but not all people suffer a flu like illness during the acute infection phase which follows incubation, with fevers, headache, enlarged lymph nodes and a general malaise, and can last about four weeks. It is during this period when individuals are very infectious, and usually do not know that they have HIV. It is common for people to remain asymptomatic during the acute infection phase too. Following this second phase there is a latency period which is also asymptomatic where the infectiousness and viral load (amount of virus, usually measured in the blood) reduce and the CD4 cells recover somewhat before gradually declining. This latency stage can last anywhere from a few weeks to twenty years, but most commonly is five to eight years. Gradually during the latency phase the viral load will increase and the CD4 counts will decrease until the fourth stage of AIDS is reached. During these latter stages the infectiousness of the individual increases again.

Modes of Transmission

The four major routes of transmission are:

1.
Unprotected sexual intercourse (vaginal or anal), 

2.
Contaminated and shared needles such as used in injecting drug use,

3.
Breast milk, and transmission from an infected mother to her baby at birth.

4.
Transfusions of infected blood. Screening of blood products for HIV has largely eliminated transmission through blood transfusions or infected blood products at least in the developed world.
There is no evidence that the virus is spread by contact with saliva.  There is also no evidence that HIV is spread through sweat, tears, urine, or faeces. Neither is HIV spread by mosquitoes or other insects.
HIV is not spread through casual contact, such as the sharing of food utensils, towels, and bedding, swimming pools, telephones, or toilet seats.

HIV in the world

UNAIDS figures show that an estimated 33 million people are living with HIV. In 2007 there were 2.7 million new infections. HIV cases exist in every country of the world. In low prevalence countries infections are largely confined to specific vulnerable populations (also known as Most At Risk Populations (MARPs) such as sex workers and their clients, intravenous drug users and men who have sex with men. However there are many countries, especially in Africa, where there are generalized epidemics which affect the general population and where infection rates are much higher.

It is estimated that worldwide less than 10% of those infected with the HIV virus are aware of their infection. 
HIV Treatment

There is no cure for HIV at present although work on a vaccine continues. However, treatments are available now which substantially control the virus and slow down damage to the immune system, allowing infected people to live a relatively normal and productive life, and with a life expectancy considerably longer than just a few years ago. HIV can now be considered as a chronic rather than a terminal disease. HIV regimes normally comprise a ‘cocktail’ of two or three drugs which interfere with the replication of the virus in different ways. There are often unpleasant side effects of treatment and the long term effects of both HIV infection and treatments are still largely unknown, although a higher incidence of cardiovascular problems and certain cancers has been noted. Typically HIV patients will eventually develop resistance to any drug therapy, although strict adherence to the regime will delay resistance to a large extent. When resistance occurs the regime should be changed. Typically second line treatments are far more expensive and generic versions are generally not available, unlike most first line regimes.

Treatments for opportunistic infections that arise in AIDS patients are also available. 

Many individuals infected with HIV are also co-infected with Hepatitis C (especially those with an intravenous drug usage background) and many people in developing countries are co-infected with TB. In some countries this is complicated by the emergence of drug resistant TB. Generally treatments for both TB and Hepatitis C exist.

While a large range of treatments is available to treat HIV in developed countries, this is not so in developing countries. In the last few years the number of people receiving medication who need it has increased considerably but still remains generally at unacceptably low levels (estimated at around 30%). For effective treatment the consistent monitoring of both CD4 counts and viral load is necessary. Viral load testing is not available in many countries.  

Effective treatment prior to and during birth can reduce the transmission from mother to child to 1-2%.

In the case of exposure to the HIV virus, PEP (Post Exposure Prophylaxis), a drug regime administered for a month after exposure, if started immediately reduces the likelihood of infection occurring to extremely low levels. 
HIV within the organisation

There should be no mandatory testing of new or existing employees (it is a violation of human rights).  Knowing that an applicant is HIV positive is not a valid reason for the rejection of their application for a position within the organisation.  

It is unnecessary to have employees who are carriers of the virus, eating, living or working in different places to other employees, or being treated differently in the workplace in any other way.  HIV+ employees who either do not yet require treatment or who are receiving treatment do not normally need a reduction in their working activities. Some flexibility in working hours may be required to attend doctors’ appointments and in dealing with associated health issues such as treatment side effects.  They should be given support when necessary.

HIV testing should be available to any individual who requests this service.  It should only be done for employees who give their full and voluntary consent.  Confidentiality must be guaranteed.  Adequate pre-test counseling must be given to prepare the person for either a positive or negative result.  Post-test counseling should also be provided, whether the result is positive or negative.  They should have the assurance that all results, including the fact that the test was performed, will be kept confidential.

GIPA and the organisation

The term GIPA is used to define the concept of the greater involvement of PLHIV (People Living with HIV) at all levels of strategy, policy making and implementation of HIV and AIDS programs and interventions.
It was enunciated at a 1994 meeting in Paris when 42 countries signed the GIPA Declaration. It is endorsed by the United Nations. GIPA has been a cornerstone of successful HIV interventions in many countries around the world.

There should therefore be a GIPA involvement in all HIV projects of the organisation. The organisation is encouraged to employ PLHIV not only in HIV programs but also in other positions in the organisation, especially recognizing the need for income generation of PLHIV in circumstances where they might find it more difficult to find employment than non HIV+ people. 
The organisation and treatment

In all developed countries and increasingly in developing countries ARV (antiretroviral) treatment, and where necessary opportunistic infection treatment, is provided by the government or through some other mechanism at no or little cost to the patient. HIV+ employees should be supported by the organisation to gain access to such schemes. Where there is no such availability the organisation will attempt to take all reasonable steps to obtain appropriate treatment for its HIV+ employees. The organisation will also do what it can to assist HIV+ employees with non reimbursed costs they incur for associated testing such as CD4 and viral load.   
Dealing with HIV exposure 

There is negligible risk of infection for employees who deal generally with people who are HIV infected. Although the risk is also very small in providing medical or clinical services to HIV infected people, the risk can be further reduced by attention to standard infection guidelines.

When body fluids are handled, gloves should be worn to avoid direct contact.  Hand washing after caring for an HIV infected person is a routine hygienic procedure that should be emphasized.  Open cuts may increase the risk of  transmission, so workers with cuts in exposed areas of the body, should avoid direct contact with body fluids.

Exposure to the HIV virus

Most exposures to employees will occur through needle sticks or cuts from other sharp instruments contaminated with HIV infected blood or through contact of the eye, nose, or mouth or skin with HIV infected blood.  The risk of infection varies with the type of exposure and factors such as:

· The amount of blood involved in the exposure

· The amount of virus in the patients blood at the time of exposure (viral load)
· Whether post exposure treatment (PEP) was taken

What an employee should do if exposed to the blood of a HIV+ patient

1)
Immediately following an exposure to blood:

· Needlesticks and cuts should be washed with soap and water 

· Splashes to the nose, mouth, or skin should be flushed with water 

· Eyes should be irrigated with clean water, saline, or sterile irrigants 

2)
Report the exposure to the project manager (if not available, the nearest medical contact).  

Prompt reporting is essential because, in some cases, HIV post exposure treatment (PEP) may be recommended and it should be started as soon as possible preferably within 1-2 hours. This will be dealt with by the local HIV Clinic or Hospital Emergency rooms.
3)
In addition to HIV, discuss the possible risks of acquiring Hepatitis B and Hepatitis C with project manager.  

Employees should have already received a Hepatitis B vaccine.

Treatment available for employees after occupational exposure to HIV

1) Where a significant risk of infection as a result of exposure to HIV has occurred Post Exposure Prophylaxis (PEP) should be considered. 
2)
If the HIV status of someone’s blood is not known, decisions regarding PEP should be based on the exposure risk, and if the source is a person who is at high risk of being HIV positive.  Follow up testing should be available to all workers concerned about HIV infection.

3)
Treatment should be started promptly, preferably within 1-2 hours, after the exposure but may be administered up to 72 hours after exposure.  

4)
The course is of four weeks duration and will consist of a ‘cocktail’ of two or three drugs usually twice a day. It is important to ensure that no doses are missed. There may be some side effects associated with the treatment such as diarrhoea or nausea. 

5)
The nearest HIV Clinic or hospital emergency department only will be able to administer PEP, and the exact combination of drugs and whether to recommend PEP should be at the recommendation of a qualified HIV practitioner.

6)
Any costs incurred by the employee in seeking medical advice and treatment for any exposure to HIV that has occurred during work on behalf of the organisation will be covered by the organisation.  
Follow up after an exposure

1)
If PEP is taken "baseline" blood tests will be done to check current status for HIV, hepatitis B and C. Blood tests for HIV are repeated at these times after the exposure:

· At 6 weeks,

· At 3 months, and

· At 6 months.

This is longer than the usual 3-month 'window period' for HIV testing because PEP may prolong the time to detection of infection.

2)
If antiretroviral drugs are taken, checks should be done for drug toxicity, including a complete blood count and kidney and liver function test just before starting treatment and 2 weeks after starting treatment.
3)
Any sudden or severe flu symptoms or illnesses should be reported.
4)
Contact the project manager if there are any questions or problems during the follow-up period.
General policies on HIV
AFAP supports the policies of UNAIDS on HIV as listed in their published AIDS Policies and briefs at: http://www.unaids.org/en/PolicyAndPractice/UNAIDSPoliciesAndBriefs/default.asp 

AFAP also supports the objectives of and contents of the AusAID HIV strategies.
NGO Code of Good Practice 

AFAP as part of this Policy supports and shall encourage partner NGOs to support the Code of Good Practice for NGOs Responding to HIV/AIDS. This code was developed in 2004 by a consortium of international NGOs and led by the International Red Cross and Red Crescent Society, and supported by signatories of major HIV NGOs around the world.  (This Code is available from AFAP upon request or from various websites).
Adopted by the AFAP Board on 27th November 1999 (Cross Cutting Policies)

Confirmed again by the AFAP Board on 23rd August 2001

Adopted by the AFAP Board on 10th December 2008
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