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1.
Background

In light of an increase in the prevalence of HIV/AIDS in the Republic of The Gambia, attention is currently being directed at its impact on vulnerable groups, including babies.  A Technical Working Group has been formed, and among its Terms of Reference is to develop a comprehensive national programme for the prevention and reduction of parent-to-child transmission of HIV (PTCT).  A situation analysis specific to The Gambia to guide the process of development was considered to be a necessary initial step.  This Desk Review is the first phase of the situation analysis.

1.1
Objectives of the Situation Analysis

The objectives of the full situation analysis, as given in the Terms of Reference for a consultant developed by the Technical Working Group, include:

· assess present policies affecting the prevention of PTCT;

· assess the feasibility of integrating the prevention of PTCT into existing Maternal-Child Health (MCH) and reproductive health programmes;

· identify gaps within the health services where additional provisions need to be made;

· identify process, output and impact indicators for the prevention of PTCT;

· identify and assess a minimum care package for parents infected with HIV.

This Desk Review will especially address the first three points above, with some input to the latter two.  The Technical Working Group intends to fill the gaps identified through interviews and fieldwork, as necessary.

The Desk Review will include looking at existing documents relevant for PTCT:

· policy documents

· evaluation reports on clinical services

· publications and reports on clinical trials and operational research

2
Desk Review of the Situation as Regards PTCT in The Gambia

The content of the Desk Review was guided by the Rapid Assessment Guide on Vertical Transmission of HIV developed by UNICEF and UNAIDS in 1998.  The Technical Working Group refined the areas to be covered, and made suggestions for reference documents.  The full list of documents consulted is given in Annex 1.  Key documents are summarised in the Annotated Bibliography (Annex 2).

2.1
HIV Epidemiology

The extent and type of HIV infection among pregnant women and the trend in rates have obvious implications for the design of a programme to prevent PTCT.  The diagnosis of AIDS was first made in The Gambia in May 1986.  Since that time, HIV prevalence in the country has increased significantly.  A national population-based survey in 1988 revealed a prevalence of 0.1% for HIV-1 and 1.7% for HIV-2.  In 1993/95, HIV-1 prevalence among antenatal mothers had increased to 0.5% with HIV-2 at 1.2%. Since that time, the Department of State for Health, in collaboration with the Medical Research Council (MRC), has set up an HIV/AIDS sentinel surveillance system to gather regular information on the extent and trends of HIV/AIDS prevalence in the country.  The most recent (2000/01) sentinel surveillance revealed a prevalence of HIV-1 at 1.2% and HIV-2 at 0.9%.  HIV-1 is now the predominant virus driving the epidemic.

Even with this increase, The Gambia has low HIV prevalence rates compared with many other countries in West Africa; however, there is concern that the number of newly infected patients is increasing yearly. Geographic disparities in prevalence range from 3% in a rural site to 1% in an urban setting.  In total, approximately 8,000 persons living in The Gambia are currently infected with HIV-1.

Significant risk factors for HIV-1 infection among women include having had more than one sexual partner; having received gifts or money for sex; positive syphilis serology; death of the last baby; and travels abroad by the husband.  Risk factors for HIV-2 infection included having had more than one sexual partner and a positive syphilis serology (National AIDS Control Programme [NACP] and MRC, 1999).

While more precise figures for infection among pregnant women at each potential intervention site would be useful, it appears that the epidemiological information available is sufficient for planning purposes for PTCT.

2.2.
Information on PTCT

As well as information on HIV/AIDS epidemiology in general, specific information on PTCT rates is also useful for planning an intervention.   One long-term study (NACP and MRC, 1999) found that 25% of babies born to HIV-1 infected mothers became infected, but only 4% of babies born to HIV-2 infected mothers did.  20% of infected babies became infected after delivery, presumably through breastfeeding.  The risk of infection was significantly increased when the mother had immune damage, when the mother had a high HIV viral load, or when the birth occurred during the wet season.  Later information from the MRC indicates that viral load is the most important determinant.

The same study (NACP and MRC, 1999) showed that maternal HIV-1 infection had a significant adverse effect on child survival to 18 months, but maternal HIV-2 infection did not.  The major factor determining death among children born to HIV-1 infected mothers was whether the infant was infected.  Six out of 17 HIV-1 infected children died before 18 months.

The figures from this study, which are consistent with findings from similar parts of the world, give adequate information for planning.  Approximately 60,000 babies will be born in The Gambia in 2002.  With HIV-1 prevalence of 1.2% and 25% transmission rate, approximately 180 babies will be born HIV-1 positive each year.  The number of infected babies that will be born to HIV-2-positive mothers with a prevalence of 0.9% and transmission of 4% is about 22, for a total of about 202.  While these numbers are currently small, the fact that prevalence is increasing does not leave room for complacency in confronting the problem. PTCT is increasingly becoming a cause for concern for child health and survival.

3
Policy Environment

A programme to prevent PTCT cannot be planned and implemented independently of existing relevant policies and strategies, such as ones for HIV/AIDS in general, reproductive health, nutrition, etc.  Where policy gaps exist, consideration needs to be given as to how and when they will be filled.  The Gambia has several documents in place setting out the Government’s positions in related areas, as described below.

 The NACP Policies and Guidelines on HIV and AIDS (1995), lists six major component areas: prevention of transmission through sexual intercourse; prevention of transmission through blood; care and social support for HIV-infected persons; programme planning and management; programme monitoring and evaluation; and AIDS/HIV/Sexually transmitted infections (STIs) epidemiological surveillance.  Probably because this policy has not been revised recently, it does not list prevention of PTCT as an issue.

The objectives of the policy guidelines include ensuring that the basic human rights of every person in The Gambia are upheld, to ensure that HIV-infected persons and persons with AIDS are provided with adequate medical and social care including counselling, and to ensure that access to social and economic opportunities remain open to HIV-infected persons and person with AIDS.  The policy sets out guidelines for the protection of human rights for people living with HIV/AIDS, including rights to health care, employment, free movement, etc.

The National Health Policy 1994-2000, the basis of health initiatives and programmes in The Gambia over the past five years, is currently under review.  The main aim of this policy is to improve the health status of the Gambian people through the reduction of the high infant and maternal mortality currently being experienced in the country.  To achieve this aim, disease prevention and protection programmes have been prioritised.  Among the areas of concentration is control of endemic disease, including STIs and AIDS.  Both the National Health Policy and the Health Action Plan 1999-2003 prioritise maternal and child health care.

The National Reproductive Health Policy (2001) mentions reproductive tract infections, including STIs/HIV/AIDS management, as both components of reproductive health and as one of the reproductive health priorities.  It specifically mentions the provision of drugs to prevent PTCT during pregnancy and childbirth, along with more general related provisions for care for HIV-positive people, creating awareness on HIV/AIDS to improve sexual relationships between couples and etc.

The Gambian Government adopted its first National Population Policy in 1992, and revised it in 1996.  The overall goal is to improve the quality of life and raise the standard of living of all Gambians.  Strategies relate to reproductive/sexual health and family planning, among others.  The targets are to reduce maternal mortality, total fertility and the infant mortality rate.  HIV/AIDS and PTCT are not specifically mentioned.

A National Family Planning Policy also exists, with the aim to promote the health and welfare of all Gambians and to enhance the status of women.  The policy mentions that service provision by trained staff should include medical advice on the management of STIs.

The National Policy for the Advancement of Women has as an objective to improve the quality and to increase access to health care services for women and children, but does not mention HIV/AIDS, prevention of PTCT or STIs specifically.

The National Youth Policy, 1998-2000, identifies as a priority area in its plan of action youth health, and the first level of activities outlined focus on vulnerable groups including girl children and young women, and young men and women living with HIV/AIDS.  STIs are one of the health programmes to be tailored specifically towards meeting the needs of young men and women.

The National Nutrition Policy focuses on priority areas that include breastfeeding, and caring for the nutritionally vulnerable.

These policies provide a framework for designing action to prevent PTCT, with varying amounts of information on how to structure interventions to fit in with existing programmes.  While beyond the scope of the Desk Review and Situation Analysis, it would be desirable in the near future to have a document setting out the national policy on PTCT, with specific material in this document for easy reference by planners and managers.  Co-ordination between agencies to ensure consistency in information related to PTCT in all policies being developed or revised is also important.

4
Availability of Clinical Services at all levels
The coverage and quality of MCH services is one of the most important considerations for planning PTCT interventions.  Where coverage is low, services inadequate and health providers over-worked, special care must be given in introducing prevention of PTCT.  In some settings it may not be possible without major improvements in antenatal care (ANC) or other services, perhaps including additional staff and supplies or equipment.

Many studies exist on the availability and quality of MCH services relevant to PTCT in The Gambia.  Some of this material may appear contradictory, but it may be that conditions vary considerably and the information is time- and place-specific.  Most research appears to indicate that services are adequate in terms of what is planned, and in the proportion of the population served, but that quality in the actual delivery of care is generally not satisfactory.  In particular, the lack of supplies and equipment and limited health worker time for adequate ANC care is of concern.

4.1
Availability and coverage of services

ANC:  ANC services are available both through fixed clinics and mobile trekking clinics.  The focus of these clinics is on screening for high-risk pregnancies, making appropriate referrals, and providing preventative and minor curative services.  The prescribed content for ANC care is described in the Table.

Table 1:
Gambian Government Maternal and Child Health Care Guidelines for what should occur during antenatal clinics

	Exams Performed
	First Visit
	Subsequent Visits

	Personal and obstetric history
	X
	

	Health education
	X
	X

	Delivery referral
	X
	X

	Height
	X
	

	Blood pressure
	X
	X

	Check for oedema
	X
	X

	Haemoglobin testing
	X
	only if indicated

	Palpation of abdomen
	X
	X

	Auscultation of abdomen
	X
	X

	Urinalysis
	X
	only if indicated

	Tetanus toxoid immunisation
	According to schedule
	according to schedule

	Syphilis test (referred to nearest lab)
	Only once
	


Women are encouraged to present early (in the first trimester) and to attend clinics monthly until delivery.  A one-time fee of 5 dalasi (approximately US$0.25) is paid at the initial visit and entitles the woman to a health card and access to monthly antenatal clinics.  Additional charges apply for delivery and overnight admissions.

According to the Multiple Indicator Cluster Survey (MICS) (Government of The Gambia, 2000), virtually all women in The Gambia receive some type of ANC.  Overall, about 91% receive care from skilled personnel, and 5% from traditional birth attendants.  Of the number who receive care, about 6.1% had a first visit in the first trimester, 56.7% in the second trimester and 37.2% in the third trimester.  The average number of visits is 3.0 for rural women, and 5.3 for urban women.   These figures are generally good for introducing PTCT interventions, provided that HIV test results can be returned quickly, and the antiretroviral (ARV) regimen to be used does not require commencement in early pregnancy.

4.2
Delivery care

 Skilled personnel delivered about 55% of births occurring in the year before the MICS.  This is considerably higher than the proportion found in the 1990 Gambia Contraceptive Prevalence and Fertility Determinants Survey (44%).  However, 33.9% of mothers who deliver in health facilities are discharged on the day of delivery (M’Boge et al, 1999), giving little time for a post-natal ARV dose, advice and support on infant feeding and other issues relevant to PTCT.  There is supposed to be a Government-trained TBA in every village of at least 400 people to assist with deliveries, and presumably provide some follow-up and support.  

4.3
Post-partum care

Women delivering in health facilities are asked to return for a postpartum visit, usually within four to six weeks of delivery.  During this visit, the woman is meant to be examined and the neonate registered and immunised.  In a study in one area, nearly all women said that they attended a MCH clinic within 30 days of delivery (Telfer et al., undated).  In the Safe Motherhood Needs Assessment (M’Boge et al., 1999) 90.3% of women reported to the clinic when the baby was 1-6 weeks old, usually for immunisation.

4.4
Family planning

Current use of contraception was 9% of married or in-union women in the MICS, with large geographic differences.  Adolescents are far less likely to use contraception than older women.  89.8% of facilities surveyed in the Safe Motherhood Needs Assessment (M’Boge et al., 1999) were providing family planning services, and about 54-81% had contraceptives in stock.  No information was available on advice regarding dual protection, relevant to prevention of HIV/AIDS in general, and to PTCT.

4.5
STIs

STI treatment was available in 76% of health facilities covered by the Safe Motherhood Needs Assessment (M’Boge et al., 1999).  A Treatment Manual for health workers has been developed, using the syndromic approach.  It deals with treatment of STIs in general, and has a section on STIs in pregnancy.  The minimum care package for STI in pregnancy described includes syphilis screening for all pregnant women in ANC, syndromic management of symptomatic STIs in pregnancy, tetracycline eye ointment prophylaxis for new-borns after delivery, Voluntary Counselling and Testing (VCT) for HIV, and partner management.

4.6
Quality of Care

Various reports have documented the shortcomings of MCH care in The Gambia, despite the relatively high coverage noted above.  Clinics are generally crowded and often understaffed, which can result in women waiting several hours before they have the requisite exams. The evaluation of the MCH and family planning programme (Department of State for Health and Social Welfare, 2000) found that there was a lack of basic equipment, drugs and consumables, including equipment for essential obstetric care.  32% of health facilities did not have access to a functioning blood pressure machine, 34% did not have a haemoglobin meter, and 17% ran short of iron tablets.  The Safe Motherhood Needs Assessment (M’Boge et al., 1999) found that only 18.6% of facilities had protective clothing for midwives, while 1.7% had HIV test kits, and none had syphilis test kits.

Most physical infrastructure was generally deficient, with only 48.3% of facilities with examination rooms with privacy.  There was a shortage of staff both in numbers and skills, and especially categories required to provide essential obstetric care.

In a study in Farafenni, up to five different people may be involved in taking weight, blood pressure, health history, hemoglobin, urine, physical exam, and tetanus toxoid examination (Telfer et al., undated), leading to discontinuity in care.  The involvement of many different staff in ANC care sometimes has implications for confidentiality in prevention of PTCT.  While iron folate is routine for all pregnant women, because they often attend late in pregnancy, it is not sufficient to correct anaemia.  Women frequently receive less than the recommended numbers of folate tablets due to shortages and the perception among local health workers that women do not take the pills.  Health education and information to the women also appeared to be poor.  Despite these problems, 98% of the women in this study reported having had their weight and blood pressure assessed and abdomen palpated and auscultated during a visit. 

In the Safe Motherhood Needs Assessment (M’Boge et al., 1999), antenatal care was found to be reasonable, but urine testing was inadequate and syphilis testing nil.  Advice to ANC clients was found inadequate as indicated by the clients’ inadequate knowledge on warning/danger signs during pregnancy.  The time spent with the health worker was short, but waiting time was also short (15 minutes or less).  (Note:  casual observations at health facilities and communications from health managers indicates that the short waiting period reported in this study is the exception in the country, rather than the rule.)

As regards post-natal care, while children were immunised during the first visit, in Farafenni, only 30% of the women reported being examined, and only about 20% received information on breastfeeding or family planning (Telfer et al., undated).  21% reported for post-natal care before 6 weeks.  46.7% of post-natal clients were visited by health personnel and 89.7% by a TBA within one week of delivery.  However, few women received adequate basic post-natal services. 

Greenfield (1999) looked at the quality of case management for STI patients in five public sector clinics in the Foni region of the Gambia.  Antenatal syphilis screening was not available in three of the five clinics, and two clinics with a functioning laboratory were not routinely screening ANC patients.  However, 63% of health care providers took a satisfactory history and examination of STI patients, and all knew how to counsel STI patients about condom use and partner referral.  Only 23% of providers correctly treated and managed STI patients. 

A study carried out in Greater Banjul area showed that while pharmacy workers had substantial knowledge on STI treatment, ineffective and inadequate regimens were often prescribed for common conditions.

Partly for reasons related to perceived quality, not all Gambians attend health services.  Clients reported not seeking care for illness/injury in general (not just MCH services) because the service was too far, too expensive, long waiting time, no privacy, lack of medical supplies, no faith in healing power and/or unfriendly staff (Republic of The Gambia, 1999-2000). In the Safe Motherhood Needs Assessment (M’Boge et al., 1999), reasons women gave for not using ANC, delivery, post-natal care and family planning services were lack of trust, high fees, too busy with household chores and lack of support by their husbands.  At the same time, the MCH evaluation (Department of State for Health and Social Welfare, 2000) found that the community perception of maternal health care is that there has been an improvement in the past 10 years. 

The large amount of information on availability, utilisation and quality of reproductive health services through surveys and other research reveals means that data are available in general on which to base PTCT intervention planning.   However, the somewhat low quality of care documented is a cause of concern.  Specific information on the initial facilities where PTCT services are likely to begin will still be necessary for more detailed planning, especially for patient flow, budgeting and supply purposes.  Facilities without an adequate quality will need to be strengthened to a minimal standard before PTCT activities are added.

5
Health Information System and Reproductive Health Indicators
Reproductive health indicators reflect the quality of health services, as well as the underlying health status and practices of the population, all of which must be taken into account when planning PTCT interventions.  The structure and scope of the existing health information system is important for deciding the possibilities of routinely collecting data on the process and impact of PTCT services.

The 1990 Maternal Mortality Survey revealed that the maternal mortality ratio (MMR) was 1,050 per 100,000 live births, high even for developing countries, with the highest ratios in women below 20 years and above 40 years.  The major causes of death mentioned were eclampsia, anaemia, antepartum haemorrhage, post-partum haemorrhage and heart failure. Obstructed labour and sepsis are also believed to play a part.  Anaemia is very common in The Gambia, with 73% of pregnant women moderately anaemic and 5% severely anaemic (Department of State for Health and Social Welfare, 2000).  The MMR may have improved somewhat more recently.  A 1998 study in a rural area of Gambia found a rate of 424 per 100,000 live births (Walraven et al., 2000). 

The national total fertility rate (TFR) was 6.0 in 1993.  A more recent study (Ratcliffe, 2000) found that the TFR was 12 for men and 6.8 for women, but that married men desired 15.2 children for themselves, and 7.3 for each wife.

Much maternal morbidity and mortality is partly related to the early age of marriage.  The law gives 16 years, but the a study on teenage pregnancy and early marriage in 1993 females gave the ideal age for first sex at 11.9 years, marriage at 15.5 years and first baby at 16.9 years (Adolescent Reproductive Health Survey, 1998).  

There is no hard data and widely ranging opinions on whether the widespread practice of female genital mutilation contributes greatly to women’s health problems in The Gambia.  However, this practice is generally considered to increase the likelihood of tears at first delivery, with possible implications for PTCT.

Abortion is illegal except on medical grounds, but appears to be widespread, with accompanying health implications for women.  Complications of incomplete abortions may contribute significantly to maternal mortality in young women, but there is no research on its extent or impact.

The Infant Mortality Rate (IMR) and Under-Five Mortality Rate (U5MR) declined from 217 and 290 per 1,000 respectively in 1973 to 167 and 260 per 1,000 respectively in 1983.  By 1993 infant deaths were reduced by about half (i.e. from 167 to 84 per 1,000 live births) and U5MR from 260 to 129 per 1,000.  In 1998, the infant mortality rate was estimated at 64 deaths per 1,000 live births and the U5MR at 82 per 1,000.  Infant survival is highest in Banjul and Kanifing areas and lowest in the eastern part of the country (Government of The Gambia and UNICEF, 2001).  However, the MICS suggested that IMR and U5MR have increased to 98 and 141 per 1,000 respectively.  The reasons are unclear, but could partly be related to the increasing prevalence of HIV.

The MICS found that almost two in ten children under five are underweight and 4% are classified as severely underweight.  19% of children are stunted or too short for their age and 8% are wasted or too thin for their height.  The proportion of children stunted has decreased from 21 to 17% and 23 to 19% wasted since the 1996 MICS.  Iodine deficiency disorders, vitamin A deficiency and underweight are other nutritional problems.

A nation-wide study of STIs was carried out among 807 pregnant Gambian women attending ANC for the first time in five health facilities in 1994 (Bello, 1996).  The prevalence of definite STIs in this population was 40.6% and for definite plus possible STIs, 76.1%. STIs studied included HIV-1 and -2, syphilis, chancroid, gonorrhoea, chlamydia, trichomoniasis, herpes genitalis, candidiasis and bacterial vaginosis.   The author of this study observed that there was reasonable commitment to STI control in The Gambia, but that there was need for it to be continued and strengthened at the highest levels.  Jolas followed by Fulas have the highest prevalence rates of all STIs, while Wollof followed by Mandinka have the lowest.  The respondents’ answers both to the past and present histories of STI symptoms (18 and 11% respectively) do not correlate with the presence of STIs in those who have them.

A study by the MRC found that 9.4% of women had evidence of previous syphilis infection and 5.3% had evidence of current syphilis infection.

As regards the health information system, the Safe Motherhood Needs Assessment (M’Boge et al., 1999) found poor record-keeping and lack of an integrated system, as well as inadequate maternal and perinatal mortality reporting.

The high infant, child and maternal mortality rates, as well as the high rates of malnutrition and STIs, indicate that there are many competing and underlying health problems that cannot be ignored in planning PTCT.  If well implemented, PTCT interventions may have a positive impact on mortality rates by encouraging good MCH practices and early detection of problems.  The existing information provides adequate general baseline information.

Much more detailed information, including a review of existing records and forms, and patient and information flow, will be needed for planning how to capture data on PTCT services.  Other countries have modified the information collected in ANC, maternity and MCH log books, and incorporated extra spaces for coded information on women’s and child’s health cards to collect as much data as possible through existing routine systems.   In this way, the data can be available periodically for review by local, regional and national managers.

6
Voluntary Testing and Counselling Services
Evidence-based interventions to prevent PTCT rely on knowing the HIV-status of pregnant women.  Thus, accessible and acceptable VCT services for women and their partners are a basic pre-requisite for launching a PTCT programme.  To date, despite the existence of guidelines, there is little experience with VCT in The Gambia.

The 1995 NACP Guidelines state that informed consent with pre-test counselling should be carried out, and given that condition, HIV testing can be performed at any institution which has been licensed to do so.  The standard algorithm as of 1995 was two ELISAs run on two different tests to confirm HIV status, with supplementary testing if the two tests are discordant.  Infected persons are encouraged to inform their sexual partners, but if they do not wish to, a medical practitioner can only take this step after securing approval from the National AIDS Committee.

VCT services are currently available in three major sites in The Gambia:  Brikama Health Centre, Royal Victoria Hospital and the MRC.  The Gambia Family Association has just initiated a VCT programme in Banjul. Sibanor, Bansang Provincial, Ahmadiyya Hospital, Serrekunda, Bakau Medical Centre and private practices also test.  VCT in conjunction with PTCT is only available at Brikama and the MRC in Banjul.

The experience with VCT in The Gambia to date is thus limited. Greenfield (1999) reported a lack of confidence about pre-test counselling of patients in clinics in the Foni region, with 68% of providers saying they would not explain HIV testing to STI patients.

The uptake for testing at the Reproductive Health Clinic at Brikama Health Centre, newly opened in June 2000, has been very small to date (148 for all of 2001), but slowly growing.  The majority of tests were requested on the basis of an HIV-related illness, but the centre is now beginning to more actively promote VCT for pregnant women as part of its PTCT programme. 

HIV counsellors have been trained at the MRC, originally to work there, but more recently a few groups of counsellors have been trained for other health facilities.  The training course lasts two weeks, then participants practice their skills for two weeks.  The course content was developed at the MRC, and includes infant feeding counselling.

In order to be able to rapidly expand VCT services and integrate them into MCH for prevention of PTCT, the lessons learned in the existing sites must be documented, including the reasons for acceptance or declining of testing offered.  Some information on the quality of counselling, given the relatively brief training provided, for example, at MRC, would also be helpful.

7
HIV Care Package
With few HIV-positive individuals identified to date, there is little experience in what the actual package of care as delivered is likely to be.  The HIV Treatment Guidelines (Department of State for Health, 2000) describes in detail the package of care that is supposed to be available for asymptomatic and symptomatic patients.  However, the package has not been widely implemented to date.

At the MRC in Banjul, any HIV-positive person can receive care, whether referred or attending directly.  The national treatment guidelines are generally followed.  HIV-positive women with babies who practice exclusive breastfeeding for the first few months are provided with foods for weaning the baby.  The MRC has been conducting a study on viral load that provides HIV-positive people with two ARVs, but only 14 patients have been enrolled.

The Reproductive Health Clinic at Brikama Health Centre offers care at community level to chronically ill patients, including persons living with HIV/AIDS.  Care is provided by project staff and trained home care volunteers in the target community.  Care for people living with HIV/AIDS (PLHAs) includes a socio-economic arm with a support group for PLHA through income generating activities and a micro-financing scheme. 

In planning the PTCT programme, a minimum package of care, based on existing guidelines and experience, will need to be specified.  The MRC’s local experience in the provision of ARVs for treatment, and the increasing availability of treatment therapies for women and their families identified through PTCT programmes in low-income countries should be taken into account, with the expectation that eventually it will be possible to incorporate it into Gambia’s programme.

7.1
Availability of Drugs

Many drug regimens are available and recognised as effective for the prevention of PTCT.  Nevirapine (NVP) is becoming the most widely-used one, because of its low cost and ease of administration, but it is only effective against HIV-1.  It is available to The Gambia at no cost from the manufacturer, provided the application procedure is properly followed.

NVP and Zidovudine (AZT) are currently available for prevention of PTCT only at the MRC-Banjul and at Brikama Health Centre.  Women are usually offered a single dose of NVP at the onset of labour and for their infants after birth if they are HIV-1 positive.  Women who are HIV-2 positive are given AZT from 36 weeks of pregnancy.

Sufficient knowledge exists on drug regimens for a definitive policy to be made on which drug(s) to be used in PTCT in The Gambia.

8
Breastfeeding/Infant Feeding Practices

Attitudes and practices toward exclusive breastfeeding and alternative feeding practices are important in order to give guidance for counselling of HIV-positive women.  HIV can be transmitted through breast-milk, and the risk is increased if the mother is newly infected or symptomatic with AIDS.  The Gambia generally promotes and protects breastfeeding through its policies and services.  However, there are still hindrances to women’s optimal practise.  Some of the most detailed information on infant feeding comes from studies carried out some time ago, which showed a surprising acceptance of formula in one part of the country.  More recent work has shown that feeding practices can be improved through local interventions.  

The National Nutrition Agency has developed a comprehensive National Nutrition Policy (2000-2004) with several key areas of intervention, including the protection, promotion and support of breastfeeding.

Nationally, 36% of children aged less than three months are exclusively breastfed according to the MICS, a somewhat low figure.  Urban-rural differentials are not significant.  At age 6-9 months, 36% of children are receiving breast milk and solid or semi-solid foods.  By age 20-23 months, 54% are continuing to breastfeed.  Many women, especially in rural communities, do not initiate breastfeeding soon after delivery.  They hesitate to give colostrum, the early milk, to their babies for fear that it is harmful.  As a result, pre-lacteal feeds are common.

A study conducted in Lower River Division in 1994 (Semega-Janneh et al., 2001) found that negative beliefs about colostrum prevailed, although only 11.4% of mothers did not give it to their babies.  Babies who were not fed colostrum were instead given warm water with or without sugar (and sometimes salt, cow’s milk or formula milk as pre-lacteal feeds) until their mother’s milk turned white.  Eight percent of mothers used wet nurses to breastfeed their babies in the first few days.

In the same study, exclusive breastfeeding was a concept that was neither known nor practised.  Mothers considered infant formula or evaporated milk to be good for the infant during its first months.  Warm sugary water and pap (gruel) were also mentioned by many women as appropriate foods, with a few naming gripe water, custard and even sardines.

27% of mothers had bottle-fed their infants at some point in the first year, but the infants were never exclusively bottle-fed.  Mothers (and some fathers) considered bottle-feeding a good practice so that they could leave their babies behind when they went out to be fed by others, and it was also considered good for those unable to produce enough milk.  Status was attached to bottle-feeding, and there was support for it in the community.  Bottle-feeding was considered essential and part of the modernisation process.  However, at the time of the study, none of the local shops sold bottles or formula.

The importance of husbands and elders with regard to infant feeding practices is confirmed in another study in The Gambia, where many of the mothers said their husbands and their own mothers had more influence on breastfeeding duration than they had themselves  (Semega-Janneh, 1990).

In conjunction with the studies described above, the Baby Friendly Community Initiative was started in 1993 by the Nutrition Unit of the Department of State for Health, and involved 12 rural communities in the Lower River Division.  Activities included training local volunteers, community level discussions and information, education and communication.  As a result of the project, exclusive breastfeeding became universal, and duration increased considerably, so that 99.5% of mothers fed only breastmilk at four months of age (Semega-Janneh, 1998).

Protecting the mothers of breastfeeding infants against infection is an important part of PTCT activities.  In a study among Jolas in another part of The Gambia, some men said that they would use condoms when their wives were breastfeeding, because of the usual constraint on sexual relations during that time (Enel, 1995).  However, family planning workers were said to be often short of condom supplies and therefore not very generous with them.  They also thought the workers would gossip, and experienced some moralising or mockery at the clinic.

There appears to be a great deal of information on infant feeding practices in the Lower River Division, but it is not known how widely it may still apply.  This important gap probably needs to be filled through rapid formative research, using tools already used in other countries, adapted for The Gambia.

8.1
Accessibility of Alternative Infant Feeding

Clean water and reasonable sanitation are pre-requisites when considering the possibility of replacement feeding.  According to the MICS, 84% of the population of The Gambia has access to safe drinking water – 95% in urban areas and 77% in rural areas.  86% of the population lives in households with sanitary means of excreta disposal, including pit latrines.

Nevertheless, 22% of under-five children had diarrhoea in the two weeks preceding the MICS.  The peak of diarrhoea prevalence occurs in the weaning period, among children age 6-23 months. 

The general sanitary situation in The Gambia indicates that replacement feeding may be a safe option for some infants of HIV-positive women on this basis.  However, when the specific health facilities in which PTCT interventions are likely to begin are identified, it would be useful to look at water and sanitation coverage, and diarrhoea rates in those sites.  It would also be necessary to check the price and availability of replacement feeding options.

9
Laboratory Services

The general experience in PTCT programmes is that the availability of acceptable and reliable same-day (or even same-hour) HIV testing services increases the uptake of the services by pregnant women to whom testing is offered.  At the moment, such testing does not appear to be available in The Gambia.  Good facilities are also necessary for basic ANC tests, such as haemoglobin and syphilis.

According to the STI treatment manual, HIV testing is only available at Level B (hospital) services.  Screening for syphilis is supposed to be available in ANC at all health facilities.

HIV testing in The Gambia is meant to be performed in the context of VCT.  A positive result on a first test requires confirmation with a second test before reporting a positive result.  Rapid tests can be used for a first test, but ELISA must be used for confirmation.  At the MRC, two different ELISAs are used; rapid tests are only used for screening blood samples.  Results from confirmatory tests sent to the MRC take about one week. 

Testing of infants born to HIV-positive women is done at the MRC with PCR at six weeks, and/or with ELISA at 15 months for those receiving care there.

Both the Safe Motherhood Needs Assessment and the MCH Evaluation found very limited availability of STI and HIV tests (see section 4).  This situation may worsen with the current lack of outside support for provision of tests.

In finalising operational plans for PTCT, it would be important to know what is being done to increase availability of STI testing and HIV test kits, precisely which kits are to be made available, and whether there are over-riding constraints to reviewing the existing HIV algorithm to permit the use of only rapid tests for PTCT. 

10
Knowledge and Attitudes of Health workers on PTCT

PTCT interventions generally involve training of health workers.  In order to determine the optimal content of such training, baseline information on knowledge and attitudes of health workers on HIV/AIDS in general, and specifically on PTCT, is necessary.  Some studies have been carried out recently in The Gambia which address this issue, although only one went into great depth. They show generally good awareness of HIV/AIDS, but highlight limited knowledge of PTCT and reluctance to deal with HIV issues with clients.

In a survey carried out by Hands on Care (2001), 98% of health workers believed AIDS existed in The Gambia, but only 82% thought it was a problem in their area of service.  Knowledge on transmission and prevention was fair, but only 56% of health workers mentioned childbirth and only 31% mentioned breast-feeding as a way of transmission.  In contrast, blood and injections were mentioned by 88% and 93% respectively, and sexual transmission was mentioned by 78%.  60% of health workers had never had specific training in HIV-related issues.

In the same survey, health workers said they feel insecure when it comes to dealing with PLHAs.  53% feel they should use additional protection when delivering a woman with HIV, 22% feel afraid and only 10% feel that this would not be a problem, and they would act as normal.  The risk of infection through blood and needle stick injuries was recognised by 81% and 88% of all respondents.  In addition, 86% of all health workers felt that family members caring for PLHAs are at risk of HIV infection.

Health workers mentioned counselling, economic and community support as important aspects of care.  However, 64% of health workers felt that care to PLHAs should be given at hospital level, and only 25% feel that home care plays a role in the long-term care of PLHAs.

Fewer health workers than community members would go for VCT (76%).  In comparison, 90% would send a symptomatic patient for VCT, but only 35% would send an asymptomatic patient for VCT.

Only 44% of health workers interviewed had received some training in counselling, but all of them said they would be willing to do both pre- and post-test counselling.  All health workers mentioned that both their life style and professional performance has changed since they learned about HIV/AIDS.

Other studies have shown that health workers have problems in dealing with HIV/AIDS.  In the Safe Motherhood Needs Assessment (M’Boge et al., 1999), only 13.2% of women attending ANC reported that the health worker talked to her about STIs or HIV/AIDS.  In another group of health workers, the idea of patients being tested for HIV was thought to be appropriate, but testing for health workers was vehemently refused (Flessenkamper, 2000).

Although only the WEC study went into a great deal of depth on health workers’ knowledge and attitudes, it probably provides sufficient baseline information to proceed with planning without further studies for the time being.

10.1
Knowledge, Attitudes and Practices of Community Members on HIV and VCT

One of the reasons why acceptance of PTCT interventions has been low in some sites in different countries has been recognised to be inadequate information and sensitisation for the surrounding communities.  Knowing the existing knowledge, attitudes and practices on the subject is essential for planning communication interventions.  There have been several relevant surveys on HIV/AIDS, VCT and PTCT, both nationally and for particular areas of the country. 

In a national study on HIV/AIDS knowledge, Bello (1996) found that 86% of women attending ANC had heard of AIDS, and of these, 78% knew that AIDS is acquired by sexual intercourse, 17% said by needles and syringes, 11% said by blood transfusion, and 8% said from mother to baby.  On how to prevent AIDS, 68% mentioned “stick to your partner”, 18% said abstain from sex, while 17% said use condoms.  Only 50% of the respondents knew about condoms and of this number, only 43% had seen a condom, and 12% ever used one.

According to the MICS (Government of The Gambia, 2000), nationally 34% of women aged 15-19 knew all three of the main ways to prevent HIV transmission (having only one uninfected sex partner, using a condom every time, and abstaining from sex).  In the same survey, 25% correctly identified three misconceptions about HIV transmission – that HIV can be transmitted through supernatural means, that it can be transmitted through mosquito bites, and that a healthy-looking person cannot be infected.  25% of women of reproductive age know a place to get tested for AIDS and about 7% said they had been tested.

Surveys in different areas of the country have also found generally high levels of awareness, but different perceptions about HIV/AIDS. In the Sibanor area (Enel, 1995), AIDS is not seen as an immediate threat to health and STIs are not always well understood, despite their frequent occurrence.  In the Foni Region, young people knew that condom use and sticking to one partner were key protective behaviours, but most young men felt that they could not abstain (Miles, 1998).

In Brikama and Kombo Districts, Flessenkamper (2000) found that most focus group discussion participants seemed to have comprehensive knowledge of HIV/AIDS.  However, interviews with individuals revealed important gaps concerning transmission and prevention.  In the same areas, the concept of HIV counselling and testing was generally accepted.  Despite the fear of discrimination or expulsion from home in case of a positive result, the majority of participants stated their intention to notify their partners in order to induce behaviour change.  Traditional taboos that inhibit discussing sexual matters, the severe stigma associated with HIV/AIDS along with partial denial of the existence of AIDS were identified as areas that needed to be addressed in the future.

In Brikama, a positive attitude towards testing was found, with 93.2% of respondents saying they would like to know their own status.  89.5% would discuss testing with their husbands beforehand, while 42% said they would go alone.  91.2% would share results with their husbands after testing.  About half of respondents said they would disclose a positive status to parents, 17.5% to a family member of the same age, and 14% to health staff.  22.4% of women did not know any way to protect themselves from HIV.  There was extremely poor knowledge of PTCT and options to reduce it in this group of pregnant women.

In a study in Western Division (Hands On Care et al., 2001), 98% of men and 93% of women had heard about AIDS, but only 84% believed it exists in The Gambia.  80% of all men and 64% of all women know that the disease can be sexually transmitted, and 77% of men and 55.3% of women were able to mention at least one message for prevention.  However, there were still misconceptions about the disease and fear and stigma are important characteristics in the communities.  Only 67% of men and 58% of women said they would visit a PLHA, and only 19% of men and 9% of women would be prepared to share a cup or a bowl with a PLHA.  Between 55-60% of participants feared that they would be isolated if someone found out that they were HIV-positive, and 41% of men and 46% of women respondents feared divorce in these circumstances.  Community members felt very strongly that people should go for voluntary counselling and testing, with 88% indicating that they would go for an HIV test.  Those interviewed said that the test facility should be close to home, and most would prefer to be counselled by same–sex counsellors. 

PLHAs interviewed around Brikama showed good knowledge on transmission and prevention.  54% mentioned abstinence and faithfulness and 82.1% the use of condoms for prevention of further infections.  Only 6% did not know a source of condoms.  Most (61%) had been tested for HIV due to clinical suspicion and only 29% requested an HIV test not on clinical grounds.  29% felt they were not well informed about the test and 32% did not feel that the results were adequately explained to them.  However, 92% feel it was an advantage to them to get tested.

61% shared their HIV status at least with one family member or friends but only two shared it with their spouse.  Fear of consequences such as stigma or divorce are the main reasons mentioned for not sharing the results with spouses.

A significant proportion of respondents (86%) in the 1998 Adolescent Reproductive Health Survey reported that they had heard of HIV/AIDS mainly through radio (22%), friends (39%) and television (20%), but approximately 18% of those who had heard about AIDS did not believe in its existence.  Of the majority who did believe in the existence of the disease, 71% responded that it could be transmitted through sexual intercourse; about 12 % said through blood transfusion and 8% PTCT.


According to the MICS (Government of The Gambia, 2000), knowledge about PTCT varies regionally, with women in urban areas registering more awareness (64%) than in rural areas (50%).  Knowledge tends to increase with levels of education.  Of women who have at least secondary school education, 78% have general knowledge of PTCT, as compared to women with at least primary school education (61%) and those with no education (49%).  Of the women that reported knowledge about PTCT, more express awareness of transmission through pregnancy (54%) than through delivery (48%) or through breastfeeding (43%).

There is a wealth of information available on knowledge and attitudes to HIV/AIDS, and to a lesser extent on VCT.  Further formative research could most usefully be carried out around potential PTCT sites, and be focused specifically on PTCT, and even more specifically on discrepancies between stated willingness to go for VCT and actual acceptance, community attitudes towards HIV-positive people and how to involve men.  

11
STI Health Seeking Behaviour

Since STIs can increase the chances of a woman contracting HIV, in or outside pregnancy, prevention and control needs to be part of ANC.  Strengthening this aspect of MCH care should normally form part of the PTCT package.  STIs are common health conditions in The Gambia, but according to various studies Gambians, especially females, often do not seek care for them.

Nearly every interviewee in a survey in Sibanor (Enel, 1995) had heard about gonorrhea and syphilis and knew that they are transmitted through sexual intercourse.  Some women reported having been treated by the MRC, but did not fully understand their condition, and sexual partners and co-wives were not treated.  Participants said they are not systematically made aware of STIs in the sexual networks they are involved in, and therefore they are not always treated.  Interviewees did not seem to know about the health consequences of STIs for reproductive life.

In a qualitative study among young men and women in the Foni Region (Miles, 1998), reasons for not seeking treatment for STIs included: shame, lack of money, distance to health facilities, lack of knowledge in the recognition of STIs, negative perceptions of existing health services (fear of clinic staff, unavailability of drugs, ineffective treatment).  Young people recognised that health centre treatment should be accessed first, but in fact they as frequently sought traditional treatment (marabouts, herbalists, traditional healers and spiritual and animist approaches.)  After self-referrals to either medical or traditional treatment, young people said they would then seek advice from parents, friends and/or elders.  Although early treatment was thought to be important, cases of long intervals between recognising symptoms and seeking treatment were reported, often related to barriers of seeking care.  Youth knew possible consequences of non-treatment could be death and suffering, childbearing problems, and erectile dysfunction.

Among 343 people reported having symptoms of STIs in rural areas of the country, 20 people sought treatment from more than one care provider (Shaw et al., undated[b]).  Many people said they would not discuss such a problem with anyone (42%), while others said they would consult a doctor or nurse (34%) or a herbalist (14%).  Women were much more likely not to have consulted anyone, and less likely to attend a doctor, nurse or pharmacist than men.  Men and people over 30 years old were significantly more likely to attend these providers.  Possible explanations for these health-seeking behaviours included stigma, and dependence of women on men for the permission or financial resources to seek help.

Walraven and others (2001) found that 53% of rural women reported reproductive-organ symptoms to a gynaecologist, including some symptoms of STIs, but less than half had sought health care for them, unless their complaint was trying to conceive without success or current genital ulcers or sores.  The most frequently reported reasons for not seeking health care were “didn’t think it would help”, “too expensive”, “problem not serious enough” and “afraid/embarrassed”.

The Stepping Stones project is designed to address the existence of STIs including HIV/AIDS at the community level.  This project, supported by the Department of State for Health and other agencies has been successfully piloted in the Fonis, Western Division and the Central River Division and is planned for expansion into other areas of the country.

There appears to be adequate information on the prevalence of STIs, health seeking behaviour, and adequacy of treatment at health facility level to aid in planning PTCT interventions.

12
Community Involvement

There is little information on community involvement in HIV/AIDS or PTCT initiatives at the local level.   The NACP has been involved in public sensitisation and education and reaching youth through peer-to-peer education and counselling.

A World Bank funded programme, HIV/AIDS Rapid Response Project (HARRP) has recently been initiated to further address the HIV/AIDS situation in the country, including through community involvement and support to NGOs .

Another initiative is Stepping Stones, a community level, Participatory Learning and Action (PLA) programme, originally developed in Uganda for HIV prevention.  The Government and various other agencies have collaborated on this project to adapt the programme into an infertility prevention framework in order to discuss sensitive subjects such as infidelity and risk with communities in rural areas.  The programme is being implemented in some villages, with apparent success (Jawo et al., undated).

Community involvement seems to be an area where information gaps exist.  Finding out more about the community involvement methods envisioned in the HARRP, and also in Stepping Stones, may assist in planning for prevention of PTCT.

12.1 Participatory Approaches in Community Mobilisation

As mentioned earlier, ensuring that communities have adequate information on PTCT and are sensitised to participate in services is essential to success.  The Gambia has included information, education and communication (IEC) in its national AIDS programmes, and there is also some non-governmental organisation experience in specific areas.

The overall goal of IEC within the NACP is to encourage positive behaviour among the public in order to prevent and control the spread of HIV/AIDS and STIs. HIV information and education campaigns targeting the general public were started in the 1980s.  Messages were broadcast via TV and radio using phone-in and talk-in programmes and short spots, as well as mini-dramas.  Billboards and posters were also used.  Peer advisors and key group members have been used to reach high-risk groups.  Trained educators also visited villages.

IEC is integrated into national MCH/FP programme activities at all levels, but the MCH evaluation (Department of State for Health and Social Welfare, 2000) a few years ago found that it had not lived up to expectations.

The community sensitisation aspect of the Reproductive Health Clinic at Brikama Health Centre comprises an extensive IEC programme in a target community using a participatory approach.  The objective of the intervention is awareness-creation of HIV-related issues, the destigmatisation of HIV and the creation of an enabling environment for PLHAs.  Village sensitisation meetings, training for community leaders, traditional healers and traditional communicators and other stakeholders at village level are key aspects of the programme. The community was actively involved in all activities and choose all participants for the various activities.  Home care volunteers and peer health educators are the link between the project and the community.  A message development workshop on IEC for VCT was recently held, and messages for community members, pregnant mothers and high risk groups were developed.

A recent study found that a PLA approach and infertility prevention focus is an acceptable way to discuss STI and HIV prevention issues with uneducated rural populations in The Gambia.  By working with pre-existing age sex groups it is possible to address issues which are not usually discussed openly (Jawo et al, undated).

While information exists on broad IEC approaches related to HIV/AIDS, it would be useful to obtain more details on the exact messages, methods and channels used, and the effectiveness of these.

12.2
Community Services for PLHAs

One of the criticisms of early efforts at prevention of PTCT was that little consideration was given to follow-up and support for HIV-positive women after delivery.  Programmes being planned now must be sure to include at least a minimal level of on-going services to clients.  To date, there appear to be only a few initiatives for supporting PLHAs in The Gambia.

The Association of People Living with AIDS was formed to provide support and encouragement.  This organisation is active in the dissemination of information on the disease and its impact on individual lives.

A support group for PLHAs, the Nganiya Killing Society (A Society with One Mind), has been formed at Brikama Health Centre.  As at the end of 2001, it had 16 registered members and about 13 who attended meetings regularly.  More recently, a sub-group of women with small babies also meets to discuss their particular problems.  The group has income-generating activities, and a micro-financing scheme.

The Santa Yalla Support Society was the first PLHA support organisation in The Gambia under the MRC, and is also active in villages around Brikama Health Centre.

Near Brikama Health Centre, PLHAs were interviewed about their main concerns.  Responses included imminent death, ill health, child care, family issues, lack of treatment and financial matters.  In ranking their needs in order of importance, 71% said medicine, followed by employment or income (68%), child care (36%) and community acceptance (32%).  68% felt that home visits could alleviate some of their problems.  The results from focus group discussions were similar; participants identified depression and anxiety about the illness, economic and health needs and stigma in the community as responses, with finances ranking the highest.

Further information on the scope and effectiveness of the Association of People Living with AIDS, and whether local groups exist linked or close to the likely initial sites for prevention of PTCT activities would be useful.

13
Communication Channels

As noted previously, communication planning is an important part of making prevention of PTCT successful.  Limited information exists on the channels through which Gambians receive information on HIV/AIDS. 

A significant proportion of respondents (86%) in the 1998 Adolescent Reproductive Health Survey reported that they had heard of HIV/AIDS mainly through radio (22%), friends (39%) and television (20%). 

Flessenkamper (2000) found that radio was the main source of information in Brikama and Kombo Districts.  Additional access to television was associated with improved knowledge on the subject.  Health centres were also mentioned, as well as talking at “chatting places”, especially by young men, despite a general feeling that the subject is taboo in conversation.  In the same area, posters, newspapers and the school only played minor roles in communication, and religious leaders or gatherings were not mentioned at all.

Additional information on local communication channels around the areas where the PTCT programme will be initiated would be useful.

14
Information gaps identified

As shown above, a great deal of information exists on some aspects of HIV/AIDS related to PTCT in The Gambia.  However, some gaps remain to be filled which have been identified in the sections above, including: facility-specific information for planning in the initial implementation sites; information on integrating PTCT into the national health information system and what other data collection mechanisms may be necessary; information on the quality of counselling, and reasons for decline of testing; formative research on infant feeding options and community attitudes toward PTCT and HIV-positive people around potential sites; community involvement from other initiatives (e.g. HARRP); details of experience to date on IEC and related communication issues; and possibilities for widening the care package to include long-term treatment where possible.

Additional areas where gaps exist that did not fit easily into one particular section of the Desk Review include:

1. The status of services for care and protection of orphans and vulnerable children

2. More information on community-level initiatives related to HIV/AIDS 

3. The role and practices of the private sector in HIV-related services, infant feeding and communication

Information on area 1 may be available from UNICEF and through Government agencies and NGOs, but specific reports were not made available for this document.  Data for area 2 are probably only available on a local level that would have involved more time collecting than was possible in this review.  Responsible officials in NACP may be able to indicate some sources.   Area 3 was not specifically considered in the outline prepared for the Desk Review.  This information will probably be difficult to obtain, but consultation with professional bodies may be helpful.
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This treatment manual was developed to assist health workers, especially at primary care level, to offer effective and comprehensive health care to people infected with STIs/HIV or affected by HIV.  The contents includes care for people living with HIV/AIDS; HIV and TB; home-based care; referral system in HIV care; HIV in children; essential drugs for HIV care; HIV and the health worker.  It provides the basis for the kind of care and support that should be made available for HIV-positive pregnant women and their families identified through the PTCT programme, and can serve as a basis for part of the health worker training on PTCT that will no doubt be necessary.

Department of State for Health and Social Welfare. Evaluation of the Maternal and Child Health and Family Planning Programme (MCH/FP) (1990-2000), Final Report.  December, 2000.

This report represents the first evaluation of the MCH/FP programme.  It was an attempt to determine the status of progress of implementation of MCH/FP interventions, with an analysis of achievements, the constraints encountered and the lessons learned.  The document contains important information for planning PTCT interventions, including good background informatiion, an assessment of major strategies and interventions, and specific sections on family planning and STIs, and child health.  Although the information is mostly generalised, it is detailled enough to help in visualising the constraints likely to be encountered in implementation of PTCT.

Flessenkamper Sabine.  Knowledge of HIV/AIDS and attitude towards HIV testing and caring for people with HIV/AIDS.  A pilot study using focus group discussions and interviews in Brikama and Kombo District, The Gambia.  Submitted in partial fulfilment as a requirement of the University of London for the award of Master of Science in Control of Infections Diseases, supervised by Heiner Grosskurth, London, August 2000.

This thesis presents the results of interviews and focus group discussions on HIV/AIDS in two districts.  It contains detailled information on villagers’ knowledge and attitudes, and is essential information for planning PTCT interventions.  What will be needed is an assessment of how widely applicable the findings from this study are to other parts of The Gambia.  The questionnaires and focus group discussion guides could probably be adapted for formative research purposes in other areas.

Government of The Gambia in Collaboration with UNICEF.  The Gambia Multiple Indicators Cluster Survey Report, 2000.

This report gives results from a nationally representative survey of households, women and children.  Aspects relevant for PTCT include data on water and sanitation coverage; breastfeeding practices; knowledge and attitudes on HIV/AIDS; coverage of antenatal care and assistance at delivery.  Some information on sub-national variations is given.

Government of The Gambia and UNICEF.  The Situation of Children and Women in The Gambia.  Banjul, November 2001.

This document summarises and analyses available information on the situation of children and women, and thus is a good source of references on issues related to PTCT.  
Relevant topics covered include infant and child mortality; perinatal stage; infancy and early childhood; under-five malnutrition; adolescent health; causes of maternal mortality; and access to and use of health care.

Greenfield, Joanne.  A Pilot Study of the Quality of STI Care in Five Health Centres in Western Division, The Gambia.  Dissertation Paper for the MSc Control of Infectious Diseases, London School of Hygiene and Tropical Medicine.  Submitted September 1999.

This study looks at the quality of case management for STI patients in five public sector clinics in the Foni Region of the Gambia, West Africa.  Its aim is to assist the STI control programme in the identification of problems and potential solutions for supporting clinic personnel in providing appropriate case management for STI patients, but is also useful for planning prevention of PTCT.  It found that some aspects of STI care were adequate (e.g. all clinics assessed had necessary equipment for examination), but in others were lacking (e.g. antenatal syphilis screening was not available in three out of five clinics).  Health workers had a good knowledge of messages for STI patients, but showed a lack of confidence in pre-test counselling.  However, only about 23% of providers correctly treated and managed STI patients.

Hands on Care, WEC International in collaboration with CRS, The Gambia.  Knowledge, Attitude and Practice on HIV/AIDS:  Results of a baseline survey.  May, 2001.

This survey was undertaken in Western Division as a baseline of a comprehensive HIV Care programme.  It looked at knowledge, attitudes and practices concerning HIV/AIDS among community members, health workers and people living with HIV/AIDS, through interviews and focus group discussions.  Some of the questions related to PTCT, and much of the rest of the information will be useful for planning communication initiatives.

M’Boge R, P Mwalali, M Fatajo, Oryem-Ebanyat Florence A.  Safe Motherhood Needs Assessment, The Gambia (Final Copy).  Family Health Division, Deparment of State for Health, Social Welfare and Women’s Affairs in collaboration with World Health Organistion, August, 1999.

The major purpose of this assessment was to provide policy-makers, health care managers and providers with baseline information necessary for the formulation and implementation of the Safe Motherhood programme.  It gives information on policies and staffing of the programme at all levels.  The most important information for PTCT is data on service utilisation; quality of care; physical infrastructure; and equipment, drugs and supplies.

National AIDS Control Programme and Medical Research Council Laboratories.  Lessons from The Gambian Study on Mother-to-Child Infection with the AIDS Virus:  Report on a one-day Workshop held at the Atlantic Hotel, Banjul on 7th December 1998.  March, 1999.

This document includes information and discussion from the findings on a large-scale five-year study of pregnant women.  The objectives were to determine the prevalence and risk factors for HIV and syphilis infections in pregnant women in The Gambia, to describe the rates of parent-to-child transmission and to identify risk factors.  This document, together with current sentinel surveillance reports, provides most of the available information on the PTCT situation in the country.

Semega-Janneh Isatou Jallow, Bohler Erik, Holm Halvor, Matheson Ingrid and Holmboe-Ottesen Gerd.  Promoting breastfeeding in rural Gambia:  combining traditional and modern knowledge.  Health Policy and Planning:  16(2):199-205, 2001.

This article documents infant feeding practices in 12 rural communities in Lower River Division based on interviews and focus group discussions.  The information on sub-optimal breastfeeding practices and the role of family members in infant feeding decisions provides useful data for planning PTCT and communication interventions.

Telfer Michelle L, Rowley Jane T, Walraven Gijs EL.  Experiences of mothers with antenatal, delivery and postpartum care in rural Gambia.  Undated (2002?).

This document provides information from a community-based study of 623 women in the Farafenni area, who were asked about health care utilisation.  The information on the care sought and received provides good data for planning for PTCT.

2
2

