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Opening notes by Mr. Bauyrzhan S. Baiserkin, 
Director General, Kazakh Scientific Center of Dermatology  
and Infectious Diseases 
 

In recent years, Kazakhstan has made significant 
progress in preventing mother-to-child transmission of 
HIV. Meanwhile, HIV registration among children has 
been steadily decreasing. With proper management 
of pregnancy and childbirth, HIV infection of the child 
can be avoided. Wide HIV testing coverage of pregnant 
women by primary health care organizations allows 
timely diagnosis and child health preservation. The HIV 

incidence among children has decreased significantly, but, unfortunately, has not disappeared 
completely. Professionals, alongside parents of a child with HIV-positive status, need to be 
prepared for differences in child development and be able to ensure his or her long and 
happy life.

In Kazakhstan, children with HIV have full access to highly active anti-retroviral therapy. 
Every year, more effective and safe forms of HIV treatment drugs are registered in the country, 
including those suitable for children and adolescents. HIV treatment is a difficult and lifelong 
process, and it’s vital to follow a medication regimen and child nutrition recommendations. 
AIDS professionals have learned to cope successfully with this task.

As children grow up, we face other problems: psychosocial support for families involved in 
HIV epidemics; psychological integration for children with HIV in modern society; and psycho-
emotional preparation for a child with an incurable chronic disease entering adult life. This 
guide, created with the support of UNICEF experts, is highly relevant for modern Kazakhstan. 
According to the results of 2018, 448 children under the age of 14 are registered with HIV. 
Each should receive not only high-quality HIV treatment but qualified psychosocial support 
by a team of professionals throughout their entire childhood and adolescence.
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Opening notes by Mr. Yuri Oksamitnyi, Representative 
of the United Nations Children’s Fund (UNICEF) in Kazakhstan 

HIV/AIDS remains a major global public 
health problem. To date, it has claimed more 
than 35 million lives. One of the important goals 
of the international community in sustainable 
development by 2030 is the commitment to end 
the AIDS epidemic as a threat to public health.

Children and adolescents are particularly 
vulnerable to HIV infection. Worldwide, about 
120,000 children under the age of 14 have 

been recorded as dying from AIDS-related causes. Meanwhile, among new HIV infections 
worldwide in 2017, 250,000 were among adolescents aged 15 to 19. According to projections 
published in the UNICEF statistical update “Children, HIV and AIDS: The World in 2030,” 
at the current rate of infection, there will be 3.5 million  new cases of  HIV  among  
adolescents by 2030.

HIV infection affects key aspects of adolescent life: physical, psychological, social,  and 
spiritual. In this age group, clinical and social problems arising due to behavioural patterns 
make adolescents more vulnerable to HIV, impeding their access to treatment and care 
programmes. Often, HIV-positive adolescents experience fear of stigma and discrimination 
that affect their families as well. Many adolescents are unaware that they have HIV, while 
some taking treatment do not adhere to the prescribed schemes. Aspects beyond purely 
medical needs are becoming increasingly important for adolescents, without which HIV/
AIDS prevention activities cannot be complete or sustainable.
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To accelerate progress in HIV prevention with children and adolescents, more 
effective policies are needed, alongside the development and introduction of innovative 
technologies in the service delivery system. In coming years, UNICEF plans to expand 
programmes aimed at psychosocial support for HIV-positive adolescents considering the 
achievement of the “last mile” (well-being for the most vulnerable and marginalized) as a 
priority. Counselling and social support can help adolescents and their caregivers maintain 
adherence to treatment, preventing the development of mental health problems, and 
improving their quality of life.

The first step in these important efforts has been the development of guidelines 
and standards for psychosocial support for children and adolescents living with HIV.  
New standards have been developed jointly by the Ministry of Health of the Republic 
of Kazakhstan and UNICEF, to ensure the right of adolescents with chronic disease to 
psychosocial well-being. They regulate the activities of service providers and caregivers 
and reach out to children and adolescents from the time they are first diagnosed with HIV 
to their transition to adult service. National standards contain individual service packages 
to meet the psychological, educational, cognitive, social, and emotional needs of HIV-
positive children and adolescents. Through the implementation of new standards, we 
aim for a holistic assessment and practice model oriented to the child, while maintaining 
communication with families. We focus on status disclosure, adherence to treatment,  
sexual health, facilitating adolescent access to HIV testing, integrated servicing, and 
supportive dialogue with HIV-positive adolescents as equal partners.

These guidelines clearly demonstrate that progress in HIV response is possible at  every 
level—from families and communities to cities and entire countries.
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Abbreviations and glossary  
RK Republic of Kazakhstan

HIV Human Immunodeficiency Virus

HIV infection A disease developed as a result of long-term HIV persistence in the 
human body  

HIV status The presence or absence of HIV infection in the human body   

PLH People living with HIV

UN United Nations

NGO Non-governmental organizations

AIDS centre centre for AIDS prevention and control

CDT Cross-disciplinary team

Adherence The ability of clients to take anti-retroviral drugs at  the recommended 
time, dose and dietary regimen 

Stigma  Prejudice and negative attitude towards some people living with HIV  

Stigmatization  Shaming, placing of stigma, social labeling 

Discrimination  Intentional infringement of the rights and interests of individuals or 
social groups compared to others 

Self-help group A group of people united by a common life problem or situation, who 
gather on a regular basis for experience sharing and mutual moral 
support, with a trained leader from among the group members

Support group A group of people united by a common life problem or situation, who 
gather on a regular basis for experience sharing and mutual moral 
support, where their leader is a professional—psychologist, social 
worker or doctor 

Custody and guardianship A form of family upbringing for children left without parental care 

Transition  Targeted and scheduled relocation of adolescents and young adults 
with chronic physical or mental conditions from a child-oriented health 
care system to adult-oriented 
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Case management Assessment of family situation; development of plans; facilitation of 
services; management and follow-up of activities with the family; 
assessment of family needs for additional services, and continuous 
monitoring and further services1  

Child needs assessment According to the guidance of the international group of UNICEF and 
other partners (Save the Children, and USAID), the case management 
process focuses on the needs of a child and his2  family to ensure his best 
interests, through strengthening resilience to child and family-related 
risks. It includes the process of interviewing by a responsible officer, the 
holistic assessment of a child’s situation within the family, and multiple 
factors that affect child and family well-being. It is conducted prior to 
enrolling a child/adolescent with  chronic disease in a psychosocial  
supervision programme run by an AIDS centre/PHC organization.

Child/Adolescent/Family Psychosocial supervision services for the child/adolescent and 
family should be provided in accordance with the established case 
management process as per the nine-step algorithm, with active child 
involvement and family empowerment in ensuring child’s rights and 
interests.

 Supervision Plan

1 Inter agency guidelines for case management & child protection, the role of case management in the protection 
of children: a guide for policy & programme managers and caseworkers january 2014, UNICEF, Global Child 
Protection Working Group

2 Translator’s note: Words importing singular or one gender shall include plural or the other gender.
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Introduction
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Through an effective HIV/AIDS prevention policy, Kazakhstan has 
recently seen a significant decrease in HIV incidence and mother-to-child 
HIV transmission. Nonetheless, there are aspects that go beyond purely 
medical needs of adolescents, without which HIV/AIDS prevention cannot 
be considered comprehensive or sustainable. One such is the psychosocial 
supervision of HIV-positive children and adolescents.

Many children in Kazakhstan enter adolescence unaware of their 
status and are recommended not to disclose it to others. Living in secrecy 
and shame creates risk of HIV status denial, refusal to take medicine, 
and losing self-faith and faith in a positive future. Adolescence is a time 
when children begin to acquire a sense of autonomy and a desire to 
develop their personal identity. For adolescents growing up with HIV, 
their status is closely linked to their self-perception, since HIV has always 
been a part of them. Secrecy creates stigma and a negative attitude 
towards HIV, making it shameful. These negative associations can be 
recognized by adolescents, leading to deep self-stigma, contributing to 
a greater sense of isolation (especially from peers) and resulting in poor 
engagement with clinical care.

This guide intends to ensure that children living with chronic 
disease attain psychosocial well-being. It contains basic standards of 
psychosocial supervision for service providers and caregivers, covering 
children and adolescents from the time they are first diagnosed with HIV 
to their transition into adult care service. National standards overstep the 
medical needs of adolescents and contain individual service packages to 
meet their psychological, educational, cognitive, social, and emotional 
needs. They offer a holistic model of assessment and practical work 
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focused on the child and communication with families, and emphasize 
such important aspects as status disclosure, adherence to treatment, and 
supportive dialogue with HIV-positive adolescents as equal partners.

In Kazakhstan, the child’s right to health is guaranteed by the state. It 
is  possible to gain total control over HIV infection, using effective lifelong 
treatment. But “health”, as defined by WHO, is complete physical, mental, 
and social well-being; it is not merely the absence of disease or infirmity. 

At international and national level, there are various designated 
instruments in place on the rights of the child. The main one at 
international level is the Convention on the Rights of the Child (New York, 
November 20, 1989) containing fifty-four articles. The rights incorporated 
therein apply to each and every child.

The general principles and rules of the Convention are reflected in 
Kazakhstan’s Constitution, Criminal Code, Criminal Procedure Code and 
Penal Enforcement Code, as well as civil, family and other branches of law.

The rights of the child in Kazakhstan are also governed by the Codes 
“On Public Health and Health Care”, and “On Marriage and Family”, as well 
as by the Laws “On State Youth Policy”, “On Education”, “On the Rights 
of the Child”, “On Ratification of the Convention on the Protection of 
Children and Cooperation in Foreign Adoption”, and “On Social, Medical 
and Educational Corrective Support for Children with Disabilities”.
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CHAPTER 1 

PRINCIPLES OF WORKING WITH CHILDREN AND 
ADOLESCENTS WITH HIV AND THEIR FAMILIES
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1. 
MEDICAL, PSYCHOLOGICAL AND SOCIAL IMPLICATIONS 
OF HIV INFECTION IN CHILDREN AND ADOLESCENTS

Any chronic disease affects a patient’s physical and mental 
condition. First, negative emotions arise: fear, anxiety, pain, 
suffering, anger, and guilt, which manifest differently at various 
stages of the disease and its treatment. An adult is not always able to 
handle such experiences; it is even more difficult for children. In the 
case of HIV infection in a child, the situation is further complicated by 
the vast majority of parents keeping a child’s real diagnosis hidden, 
inventing alternatives which, unlike HIV infection, are not associated 
with social stigma or discrimination. 

In such cases, a professional working with the HIV-infected 
child should find out from his parents whether the child is aware of 
his HIV status and try to understand what is known to him. An HIV-
infected child may experience fear and anxiety associated with the 
need for hospitalization and forced separation from close ones, lack 
of information about the disease and its implications, appointment of 
medical procedures, as well as intimidation by hospital environments, 
and doctors.

Embarking on work with a family where HIV or chronic disease 
is touched upon, we must pay attention to the child’s psycho-
emotional state, his reaction to the diagnosis, and his understanding 
and knowledge of the diagnosis, and its effect on his health. Based 
on this, disclosure is part of long-term work with people living with 
HIV (PLH).
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2. 
PRINCIPLES OF COMPREHENSIVE CARE FOR 
CHILDREN WITH HIV AND THEIR FAMILIES. 
PARENTAL ROLE AND SUPPORT 

However, with the passing of time, keeping HIV status secret 
becomes more difficult. If parents are not able to come to terms 
with the child’s disease, if they desire in their hearts that the disease 
never exists, if they overprotect the child and prevent him from 
communicating with his peers, then he grows up excluded from 
society, mistrustful, displeased with himself, and feeling alienated. 
Often, parents have a completely natural feeling of pity for their child. 
However, an HIV-infected child needs empathy and understanding, 
not pity. The sick child should not be expected to complete tasks 
with which he cannot cope but, at the same time, the child should be 
given reasonable chores to complete, allowing him to take an active 
part in family life.

2.1 
Parental denial, poor parental adherence to HIV 
treatment and follow-up affecting child adherence

The level of stigma and discrimination in society towards PLH 
remains quite high, and this is relevant to children too. Some 
families keep the status of their child in strict confidence for fear of a 
negative reaction within their social environment or an unexpected 
reaction from other family members. Parents are afraid that their 
child, having learned about his HIV status, will not be able to keep 
it a secret. Often, parents do not want to deprive their children of 
what they perceive as a carefree childhood, and try to keep him 
away from information about the disease for as long as possible, 
fearing that knowledge may lead to depression or worsening of the 
child’s mental health. Some parents, giving medicine to the child, 
prefer not to say why he is taking it.
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Very often, parents remind the child of his disease without naming 
it. They may express concern for the child’s health, with constant 
reminders, which can cause a feeling of hopelessness and trigger 
a child’s neurotic fixation on the disease. It is also unreasonable 
to assure the child that everything is all right and that his disease 
makes no difference, as this can hamper communication with the 
child and deliverance of medical supervision and treatment, which 
are much-needed.

Children are vulnerable and sensitive to maltreatment and family 
woe. It is favourable to raise children under good psychological 
conditions, to ensure a stable mental and physical state.

UNICEF employs the following indicators of children’s well-being: 
material well-being, health and security, education, family and peer 
relations, behaviour and risks, and well-being self-perception by 
adolescents and children.

The well-being of a child with HIV supposes that involved adults 
create a favourable psychological climate and a comfortable and 
friendly environment. What can an HIV-infected child’s parents or their 
substitutes do to ensure his well-balanced emotional state? What kind 
of support can they offer? In the HIV-infected child’s case, there is an 
objective reality—the disease present in the child. This aspect is worth 
accepting. Secondly, family members or their substitutes require the 
will to take action, exerting effort, patience and mental strength to 
secure the life expectancy and quality of life of the child with HIV.
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The following problems can be grouped broadly:

1. Medical problems directly related to HIV:

• Lifelong clinical and laboratory examination by an infectious disease 
doctor in specialized facilities (AIDS centres or infectious diseases offices 
in central district hospitals);

• Lifelong anti-retroviral therapy and high-level adherence with associated 
possible medical issues (such as side effects of drugs, or drug interactions); 
and

• In the case of HIV infection in women, a more serious approach is required 
to pregnancy planning, given preventive measures. 

2. Problems closely related to special and general medical services:

• Difficulty in accessing health professionals due to lack of documents or 
funds to travel to an AIDS centre or relevant medical facility;

• Inconvenient work schedules at AIDS centres (time out of school for clinic 
appointments and periods of ill health);

• Inability to engage in normal cultural or community activities (where 
medication may need to be explained) through fear of revealing the child 
has HIV

• Lack of dedicated professionals capable of providing comprehensive 
health care to patients, including infectious disease doctors;

• Special limitations in receiving health care by mothers raising young 
children on their own: in the absence of other people caring for the child, 
it is very difficult for a woman to gain testing at an AIDS centre, or to 
come for ARV drugs, and receive inpatient care;

• Difficulty of accessing health professionals in connection with parents’ 
own psychological problems, especially when they have HIV status—for 
fear of disclosure or self-stigmatization;

• High risk of intolerant attitude of health personnel towards PLH beyond 
specialized facilities (up to and including denial of health care) due to 
positive HIV status; and
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• Inclusion of HIV infection on the list of medical  contraindications 
to receive services at rehabilitation centres for children and 
adolescents with disabilities (at PHC level in the regions).

3.  Non-medical problems:

• Psychological problems associated with accepting HIV status, or 
disclosing HIV status to the child;

• Parents’ fear of employment being jeopardized if a child’s HIV status 
is disclosed;

• Legal problems—such as failure to implement statutory benefits in 
the regions;

• Those with HIV infection being refused permission to adopt a child 
or take him into their custody (guardianship) or fostering; and

• Material difficulties associated with bottle feeding of a child born 
to an HIV-infected mother with breast milk substitutes (to prevent 
mother-to-child transmission).

4. Problems not directly related to HIV 
infection but impeding medical care:

• Parents in a difficult life situation being unable to meet vital needs 
(such as housing, food or security);

• Parental use of psychoactive substances and alcohol, with related 
difficulties; and

• Problems for mothers raising children on their own, including 
difficulty of working when there is a lack of help from relatives or 
the chance to enroll a child in pre-school facilities (meaning that 
a mother cannot provide for herself and her child). For school-age 
children, arranging their leisure activities becomes a problem while 
the mother is at work (so that the child may miss out on attending 
classes, clubs, or child development centres). 



20

2.2 

Families interacting with health care: 
from distrust to partnership

Any medical and social care for the child or adolescent living with HIV 
is provided through their parents/caregivers and family environment. 
The child needs support from his close environment. In turn, adults who 
raise the child with HIV often need professional advice and support. 
A psychologist and other CDT members can help adults understand 
the reasons for changes in child behaviour. They can  strengthen the 
emotional bond between parents and child, explaining the importance 
of the child knowing about the special aspects of his health, and advising 
how to approach this topic.

In addition to psychosocial problems, several issues arise that affect 
legal, medical and other areas. Ignoring these issues leads to decreasing 
adherence of HIV patients to therapeutic and preventive measures, and 
loss of control over the disease, bringing increased risk of death (due to 
AIDS development).

In most cases, the first reaction of parents/guardians to HIV infection 
is denial. This is natural for people in a state of shock, as a self-defense 
reaction. The denial period can last up to several weeks; parents may 
avoid visits to health professionals and refuse treatment. At this point, 
it is important not to damage relations with parents, but there is also 
no need to support their attitude. 

The next reaction usually experienced is anger. This can lead to 
conflict with AIDS centre staff, aggression towards health workers, and 
resentment of other family members. During this period, relations with 
AIDS centre staff can be strained and communication hampered, due 
to parents’ opposition. This is a perfectly normal response, and staff 
should expect this reaction, supporting families through it. Depression 
can be another step in accepting the diagnosis. It is important to timely 
detect depressive conditions in family members and provide necessary 
psycho-emotional support. Supporting families through these periods—
which may take a long time—will eventually lead to acceptance of HIV. 
This is a huge achievement; the family can be effectively reached, and 
the child’s complete well-being secured. 
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3. 
HOLISTIC APPROACH TO CHILD 
TREATMENT AND CARE

HIV infection is a chronic disease without means for cure as yet and 
requiring lifelong/continuous medical supervision. WHO recommends 
an integrated approach to treatment and care, covering the entire 
spectrum of patient-related health needs, which are likely to change 
throughout a patient’s life. The principle underlying this approach can 
be described as “treating the person, not the disease”.

The arrangement of care for HIV-infected children involves many 
tasks, including psychological, social, counselling, rehabilitation and 
information assistance to HIV-infected children and their families. 
People raising an HIV-infected child need continual medical, social 
and psychological support. Psychological assistance is provided, as a 
rule, in the form of individual/group counselling, as well as individual, 
family or group psychotherapy. Alongside professional support, effective 
assistance and crisis recovery, peer assistance from other parents of HIV-
positive children or adolescents can be extremely valuable. Trained as 
volunteers or peer mentors for other children and adolescents with HIV, 
such support may be channeled via self-help groups, to help children 
and families affected by HIV.
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3.1 

Assessing child and family needs

The HIV-infected child in the family raises many questions with 
parents regarding psychological and legal aspects of receiving 
social assistance. An important component in ensuring quality of 
life for a child with HIV is access to anti-retroviral therapy (ART). 
All children are initially guaranteed access to ART but there are 
equally important psychological, pedagogical and socio-economic 
problems which require timely resolution. A cross-disciplinary 
team of professionals should be working to ensure proper care and 
comprehensive supervision of children with chronic disease (such 
as HIV, tuberculosis or hepatitis), reinforcing children’s sustainable 
psychosocial development, resilience and social inclusion.

In light of problematic family situations, we must consider the 
needs and requirements of the child and his inner circle. In helping 
resolve life problems, professionals can work more rationally to 
improve the success of treatment of HIV or other chronic disease 
(such as tuberculosis or hepatitis).

 Work with families is based on the following principles: 

• Always acting in the best interests of the child (which are to remain with 
his biological family).

• The rights of the child are unconditional (while the rights of parents are 
conditional).

• Children should be removed from their family only for their protection.
• The child can be injured both by violence and neglect. Both factors are 

considered in ensuring their protection, and may lead to separation from 
the blood family (with placement within a substitute family/environment).

• Most families do not want to harm their children, but may make poor decisions 
due to fear and stigma.

• Most families are able to independently solve their problems.
• Parents need to be involved in finding solutions and taking part in work to 

support the child’s interests.  
• Each family has its own strengths.
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Work with families who have a child with chronic disease comprises 
two case management stages. Case management is a process of integrated 
assessment, planning, assistance and support in obtaining services that meet 
a child’s needs for healthy growth, development and safety. Communication 
with the child’s parents and family is essential, through  joint discussion, to 
locate available resources. It must be remembered that some families may 
not be ready to co-operate, or may be difficult to make contact with3.  

Stage 1 includes the assessment of the child’s needs, environmental safety, 
risk influencing factors, and comprehensive family assessment.

Stage 2 includes a set of integrated services for the child with chronic 
disease and his family, covering psychological counselling, a cycle of individual 
sessions with parents and child, and supervision for receiving social protection 
and education (including extra classes). Services are provided by a CDT of PHC 
professionals and by a centre supporting children with chronic disease, following 
the family and child supervision plan. Each service is tailored to the specific 
needs of the child.

Child assessment determines whether the child is meeting the 
developmental markers we would expect for their age (physical, 
social, cognitive development and developmental disorders).  If they 
are not, the assessment helps establish why.

Safety assessment determines the level of immediate risk of 
serious harm to children at the time of assessment.

Risk assessment analyzes factors contributing to child abuse or 
reducing its likelihood, as well as forecasting unmet basic vital needs 
for the future.

Comprehensive family assessment analyzes the family situation, 
environment and relations between members, as well as parents’ 
cognitive, emotional and psychosocial level, and adaptive skills. The 
assessment  studies parents’ personal characteristics, revealing any 
bad habits (including alcohol abuse) or social deprivation. It identifies 
family strengths and members’ ability to maintain stable conditions and 
relationships with the child or adolescent, within the family and beyond.

3   INTER AGENCY GUIDELINES FOR CASE MANAGEMENT & CHILD PROTECTION, THE ROLE OF CASE MANAGEMENT 
IN THE PROTECTION OF CHILDREN: A GUIDE FOR POLICY & PROGRAMME MANAGERS AND CASEWORKERS 
JANUARY 2014, UNICEF, Global Child Protection Working Group
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Assessing child and family needs provides a clear understanding of 
the situation and can be used to guide supervised planning of services for 
the family and child. 

Arranging child and family assessment. The assessment is undertaken 
by the professional team in charge of counselling the child and his family, 
and should take no more than a month. One trained professional will lead; 
ideally a psychologist or social worker. The assessment should involve 
conversations with all professionals involved in the child’s care, and 
should examine all aspects of the child’s life, including within his family. 
It should encompass the child’s access to health care, education, and social 
protection, including protection from deprivation and violence, as well as 
social inclusion. Assessments should be revisited every year or two, as a 
child’s life changes. See Annex A for the assessment survey.

3.2 

Prioritizing needs and developing a plan for integrated 
social and psychological supervision services for children 
with chronic disease and their families. Case management.

Case management is delivered comprehensively at cross-disciplinary 
level, with the participation of various professionals within the health 
organization and other departments (e.g., social protection, education, 
internal affairs, Akimat (mayor’s office), or NGO)4. 

In-depth assessment can apply the tool in Picture 1, which allows 
for parallel planning of integrated services, with the involvement of 
various professionals across the fields of health, education, social 
protection, and juvenile justice (depending on the identified family 
and child needs). 

The picture shows the main aspects and their components in the 
child’s life, which should be considered while working with a child 
living with HIV, and with his family. Child needs are understood 
according to their context:

4     Integrating Case Management for Vulnerable Children, UNICEF, February 2017
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- Family

- Community

- Culture/Faith

- Ethnic background

- Economic situation

- Policy

A focused work plan requires complete understanding of needs, to 
encompass future actions and potential outcomes. An effective plan 
should be specific, measurable, achievable, realistic and time-bound.

With allowance for a child’s age, a variety of psychotherapeutic 
techniques are recommended, to help build rapport through “child-friendly 
methods”—drawing, storytelling, creativity and games.

Given the physical and psychological age, interests and needs of each 
child, an individual plan is developed for working with the child and his 
family. A list of topics to be discussed with an adolescent is given further 
in the relevant standard.

Principles for successful assessment include:

• remaining child-centered;

• taking action to really MEET WITH THE CHILD;

• understanding what to expect from the child and his opportunities, 
by being familiar with the stages of child development;

• understanding the child’s social and physical environment;

• ensuring that the child being assessed is not disadvantaged or 
discriminated because of specific disability or nationality (do your 
best to overcome such adverse conditions);

• involving parents as much as possible in the assessment, planning 
and provision of social assistance and other services aimed at a 
child’s successful integration, inclusion and acquisition of self-
service and planning skills;
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• identifying the strengths of the child and his family, taking a 
positive approach to these strengths, to help guide the action plan;

• co-operating with other government agencies and professionals, 
for an inter-agency approach;

• considering child and family assessment as a continuous process, 
not a single event, to gain a better idea of the child’s needs when 
taking action to change his situation; and

• basing observations on evidence—so that opinions and actions 
can be justified, and general assumptions and prejudices can be 
avoided.

The assessment

When undertaking an assessment, consider all areas of the child’s life. 
The Triangle of Needs is a useful guide in determining needs for health, 
early child development, education, social protection, and housing.

Individual holistic needs assessment

Every child should have an individual needs assessment once 
they are registered with an AIDS centre, to provide a context for their 
physical, mental and emotional development, and gauge the impact 
of HIV, or other factors. This should happen within three months of a 
child being registered. Where the child is an infant, the assessment 
will focus on his parents.

The assessment of needs should be carried out by a designated 
case manager (most likely a psychologist or social worker). It is their 
responsibility to:  

• conduct needs assessment;
• highlight the needs of the child and/or family;
• create an Action Plan that prioritizes needs (some will need 

addressing immediately, while others may wait); and
• list actions to address unmet needs.
Assessment is a tool to help professionals look at all areas of a 

child’s life. It reminds us to ask questions and gain a full picture of 
the child’s life. The person undertaking the assessment should keep a 
record of findings, to be stored within the child’s notes/records.
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Picture 1.  Child well-being assessment tool.

Action plan

The findings of the assessment will highlight different needs for 
different children. Some might be basic, and others more complicated. 
The Action Plan is a simple tool to plan what happens next, looking at how 
some needs might be addressed and by whom. Actions can be activities, 
training, interventions or referrals. They will be undertaken by different 
members of the CDT or outside organizations, but the designated person 
will monitor, to ensure no aspect is neglected.  

An Action Plan needs to have:

• clearly set out issues;

• at least one action for each issue;

• dates for actions being accomplished; and 

• review dates. 

Sometimes, an action may not be possible or may not have the 
outcome hoped for. The Action Plan keeps track, facilitating the finding 
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of alternatives. As has been said before, people are complicated and there isn’t 
one easy solution for all.

The Action Plan should be taken to CDT meetings and shared with the clinical 
team, so that roles can be designated. Where cases are more complicated, action 
plans should be reviewed by the team more regularly.

Assessment outcomes and Action Plans can be discussed in supervision, 
either to share the assessor’s findings or to ask for support in finding solutions. 

Most children and families are likely to receive simple actions, such as HIV 
education, ART education, supporting a child to attend groups, or psychological 
support (things regularly undertaken by members of the clinical team). 

Within 7-10 days of the assessment visit and in-depth assessment by 
a social worker, and a team of PHC/AIDS centre professionals (infectious 
disease doctor, nurse, GP, and other professionals from state organizations 
or NGOs) an individual FAMILY AND CHILD SUPERVISION PLAN should be 
developed.

The Action Plan should encompass the needs of each family member and may 
tackle access to education, such as the need to place a child in a kindergarten, 
an early development centre, pre-school, or supplementary education. It can 
include extra classes with a tutor in school curricula, as well as exam preparation 
or attendance of an emotional support group. It can also encourage development 
of parenting skills. The latter can take the form of promoting a healthy lifestyle 
and enhancing positive parenting skills (to encompass commitment to a specific 
treatment for the child with chronic disease) but may also cover employment, 
supplementary education, managing acute and chronic conditions, or a job search 
strategy. In addition, the plan may cover professional development, increased 
motivation for family members in need of assistance, or rehabilitation from 
psycho-emotional trauma resulting from violence, neglect, or loss of close family 
members.

Family plan objectives and services should be developed in close 
collaboration with the child, his parents/guardians and other partners and/
or organizations that may contribute to its implementation. 

Objectives agreed with the child/family should be justified and achievable. 
To achieve intended outcomes, a reasonable time scale is necessary. Planned 
actions should reflect the abilities of the child/family, alongside resources 
available to fund these actions.
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The plan needs to be signed by the child’s parents/guardians, as well as by 
professionals involved in the initial assessment, alongside a nurse, social worker 
and GP involved in implementation, quality monitoring and co-ordination of 
activities.

Interventions defined by the CDT aim to enhance the child’s family resilience 
and determine long-term prospects. If necessary, psychotherapy can be used 
for  family conferences, couples counselling, or group sessions. It is important 
to provide all possible assistance and care for children, planning the provision of 
services with further relevant referral (training, specialized medical care, social 
protection, housing, legal advice, medical, or behavioural). Co-ordination of 
services is also essential, especially during the transition period, with monitoring 
and evaluation upon assistance completion. 

Step 1. The initial child needs assessment by the AIDS 
centre/PHC organization highlights risks to the child.

Step 2. Assigning a high-risk case manager

Within a day, the AIDS centre chief medical officer or co-ordinator should 
appoint a professional to guide the family and child/adolescent throughout the 
implementation of the family plan, monitoring the quality of services provided 
and delivering consultation. The AIDS centre chief officer or chief medical officer 

5     UNIVERSAL PROGRESSIVE PATRONAGE FOR PREGNANT WOMEN AND YOUNG CHILDREN AT PRIMARY HEALTH 
CARE LEVEL. UNICEF, Republican Centre for Health Care Development (RCHCD) of the Ministry of Health of 
the Republic of Kazakhstan, Union of Medical Colleges of Kazakhstan. 2018.

Children at risk of harm

Children at risk of harm, whether emotional, physical, sexual or neglect, have 
different needs from those managing HIV. 

The initial assessment may raise issues of concern for the child’s welfare and 
safety. In these cases, the case manager needs to report his concerns immediately 
to the supervisor/manager. At this point, the UNICEF in Kazakhstan toolkit should 
be implemented (“Case Management Algorithm at PHC Level”)5. 
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will take charge of high-risk case management, while a case manager will be 
appointed by the chief officer or chief medical officer.

Step 3. Visiting and in-depth (follow-up) assessment 
of the family by a social worker

In-depth assessment applies to cases where there is moderate or high risk 
of social vulnerability and is undertaken by a social worker during his family 
visit, based on the initial assessment of the AIDS centre or PHC. The sharing of 
the initial assessment is facilitated and ensured by the CDT facilitator (the chief 
medical officer, community GP, or centre co-ordinator).

 After receiving information from the co-ordinator, within 3-7 days, the social 
worker will conduct an in-depth, comprehensive assessment as per the approved 
forms (Triangle of Needs in Picture 1, family eco-map, child eco-map and others). 

Step 4. Guidelines for effective family supervision planning
Early pilots of case management have shown that many employees lack 

understanding of how to develop a clear plan, failing to involve family members in 
shaping goals and services, which has adversely affected the quality of interventions.

Based on lessons learned, experts and partners have designed the following 
guidelines for plan developing:

1. After assessing family vulnerability and identifying its needs, make an 
individual family plan.

2. State clear and simple family goals and actions, in close co-operation with 
the child, his parents/guardians and other partners and/or organizations.

3. A child’s participation depends on his age and development level but 
restricted mobility, lack of speech or mental disorders are no obstacle to 
participation in planning, which is essential.

4. Include services offered by polyclinics and other organizations, based on 
the needs of the family and child. For example, where speech development 
is needed, engage a speech development professional. 

5. Plan deadlines based on the needs of the child/adolescent.
6. Apply shorter deadlines where a threat to safety is perceived, to ensure that 

services and protection are applied in a suitably timely manner. Threats 
may be identified as slight, moderate or high, with shorter deadlines as 
required.
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7. Do not plan unreasonably ambitious actions which are beyond the 
abilities or resources of a child/family.

8. Call upon the support of other organizations: NGOs, crisis centres, 
the Akimat, employment centres, the migration police, or a child 
development centre.

9. Plan with other professionals (name, organization, contact details) 
depending on their competence to implement services for the 
identified child/adolescent and family.

10. Where other professionals are involved, create an inter-agency 
commission for assessing child and family needs and planning 
activities, remembering that the individual plan must remain flexible.

11.  Make a monitoring plan, to allow re-assessment, changing goals and 
actions.

Step 5. Plan approval
The draft plan should be submitted for discussion and adoption by a board. 

If moderate risk, a chief nurse, a GP, a social worker and, if needed, other 
professionals should be involved. If high risk, a head of department, as well as a 
deputy chief medical officer or chief medical officer should be involved, alongside 
professionals from other sectors and NGOs. The plan should be implemented 
within three days. If the family requires urgent action, an emergency board 
meeting should be held.

Step 6. Case management and liaison with other sectors and NGOs
The AIDS centre/PHC must have a database of state and non-governmental 

organizations to protect the interests and rights of the child, listing the services 
they provide, with addresses and contact details of responsible persons. When 
determining the organizations for family and child psychosocial supervision, 
family support resources should be mapped within the local community, referring  
relevant organizations for integrated continuous support. 

These organizations should be accessible during out-of-hours and in 
emergencies. If there is risk of child abuse, violence, neglect, abandonment or 
other factors threatening the child’s health and safety, urgent action should be 
taken. A social worker may work with a patronage nurse and doctor to plan a set 
of preventive measures. The aim is to avoid or eliminate negative consequences, 
working in discussion with parents or guardians, and informing the guardianship 
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Step 7. Plan review
Individual plans for active patronage and family development are subject to 

periodic review. This  enables adjustment of activities, as well as the setting of 
new goals and objectives, and deadlines, involving other professionals. A case may 
be officially closed if a child’s living conditions have become stable and safe. Each 
Action Plan should be reviewed every three months by the CDT. If changes are 
needed, the lead person should conduct another assessment of needs with the 
child and their family. 

Step 8. Monitoring
Regular monitoring enables a social worker to quickly respond to changes in 

child/family needs and, accordingly, review service provision. The social worker must 
ensure continuous monitoring of: 1) child/family status; 2) plan implementation; and 
3) progress in child/family development.

Step 9. Transfer to adult services
Transfer is a process of preparing adolescents for moving to adult services. Before 

the transfer, the CDT involved in planning and implementing services should review 
the progress of the plan, to ascertain needs met, partially met, and unmet. 

The impact of services provided should be considered and unprovided services 
identified. Following needs assessment, the range of family support services provided 
should be summarized, alongside relevant outcomes.

In reviewing the implementation of the plan, the inter-agency team may decide 
to close the case, based on the following criteria:

• The family is in a situation of relative stability, e.g. the child’s health has 
improved, adherence to taking drugs and visiting professionals is stable and 
permanent, housing problems are resolved, and parents are employed;

• The parents have developed abilities to care for the child and to create 
conditions for his optimal development;

• The child’s basic needs are met;
• The family’s material situation has improved; and
• Family relationships have improved.

authorities of the local education department. Co-operation may be with the 
Department of Interior, crisis centres, family-type organizations, or juvenile 
adaptation centres (contact details, address, position). Family information may 
be shared with the relevant interagency co-operation points.
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Timeline
• The child is registered with an AIDS centre. 
• A staff member is designated to undertake an assessment within two 

months of registration.
• The child and family assessment is undertaken within three months of 

being registered at the AIDS centre.
• Once assessment is completed, within 7-10 working days, a draft Action 

Plan is produced and presented to the CDT for comment and delegation 
of duties.

• Where there are areas of concern or risk factors (not relating to child abuse) 
with a child or their family, the Action Plan is reviewed every month by 
the CDT.

Picture 2. 9-step case management

Family visiting, risk identification, initial assessment
Patronage nurse 

 Case manager appointment
Chief Medical officer/Senior social worker

Family visiting & follow-up assessment
Social worker/Case Manager

Family plan drafting
Social worker/Case Manager

 Family plan approval
Board

Case management & working with other 
sectors & NGO to provide services
Social worker/Case Manager

Family plan review
Social worker/Case Manager
Chief Medical officer/Senior social worker

Case closing & Monitoring
Chief Medical officer/Senior social worker 
Social worker/Case Manager

Monitoring
Social worker/Case Manager

1

2

3

4

5

6

7

8

9
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The list of potential family needs 
identifiable by the PHC/AIDS centre officer 
to share with the social worker

NEEDS

SOCIAL LEGAL

Temporary housing;
Assistance in housing repair;
Assistance in housing rent;
Assistance in employment;
Awarding social benefits;
Awarding retirement pension;
Awarding disability pension;
Awarding loss-of - breadwinner pension;
Humanitarian aid (such as food, soap and 
detergents, and clothing);
Material assistance;
Assistance in microlending;
Crisis centre services for victims of violence;
Shelter services;
Services at family and child support centres;
Rehabilitation centres;
Disability determination services; and
Assistance in fuel supply in the winter period 
(coal or firewood).

Legal assistance in obtaining a passport;
Support in residence registration;
Legal counselling on entitlement to social 
services in the state social security system;
Lawyer services;
Assistance in collecting necessary documents 
for awarding pensions, benefits, custody/ 
guardianship, adoption, or assistance in 
submitting materials to the court;
Search for and restoration of family ties;
Protection of property interests for incapable 
citizens; and
Legal assistance to protect and respect the 
rights of minors.

Feedback and comments of family members (including disagreement):
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NEEDS

PSYCHOLOGICAL AND 
EDUCATIONAL HEALTH

Moral and psychological support;
Psychologist services;
Assistance in restoring parent-child 
relationships;
Counselling via the Psychological-Medical 
Pedagogical Commission;
Services of early intervention centres;
Child support and rehabilitation services via 
day care centres;
Support for the integration of persons with 
severe or multiple disabilities into specialized 
institutions;
Strengthening school-parent relationships;
Organization and conduct of sessions in 
mutual support groups and communication 
clubs; and
Social and education counselling.

Local hospital services;
High-quality medical care;
Health-resort treatment;
Psychotherapist services;
Financial assistance to buy medicines;
Counselling within health care organizations 
where there is risk of a child being abandoned;
Services (such as shelters for mothers); and
Preventive discussions to promote a healthy 
lifestyle and family planning.

Feedback and comments of family members (including disagreement):
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The list of potential child and family 
vulnerability risk factors

№ Risks for children/ 
adolescents

In-depth assessment Services to be involved

1

Lack of contact with parents/
guardians

Discussions, individual and/
or group sessions (the goal 
is to find the reason for 
misunderstanding)

CDT, psychologists, and 
NGOs

2

Lack of minimum living 
conditions

Find out why parents lack 
skills to care for children with 
special needs; and 
Identfy a lack of funds or 
opportunities (identify 
aspirations)

CDT discussions on a child’s 
needs, involving NGOs 
for legal assistance in 
enrollment in government 
housing programmes or 
local Akimat, to provide 
social assistance (ideally, 
with social worker 
involvement)

3

Lack of family income 
(due to  caregivers being 
reluctant to work, or unable 
to work permanently) 

Discussions to be held 
by a social worker with 
an explanation of state 
employment programmes

Law enforcement agencies, 
guardianship services,
social services, and NGOs

4

Lack of hot meals (due to 
low parental awareness of 
healthy eating or lack of 
material resources)

Conduct discussions with 
caregivers about healthy 
eating; and 
Enrolment into pre-school 
or school, helping with 
registration to gain access 
to guaranteed basic services 
(education, health care and 
social protection sectors)

CDT, and NGOs
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5

Adherence deterioration (due 
to lack of permanent storage, 
or a designated person to 
control ART taking etc.)

Work with parents to 
strengthen their motivation in 
partnering with professionals, 
to ensure the child’s access to 
health care, education, social 
protection, and protection 
during migration from one 
country to another; and
Work with the child to 
promote status disclosure, and 
peer-to-peer discussions.

CDT, and NGOs

6

Non-attendance at education 
organizations without valid 
reason

Ensuring access to educational 
services, discussing how to 
improve self-esteem and the 
child’s perception of their 
environment, while arranging 
home schooling (as is 
advisable in relation to health 
conditions).

CDT, NGOs, and government 
agencies

7

Signs of anxiety in the child Monitoring and observation 
of the family; frequent visits 
to the family by the CDT and 
social services (finding out 
about the family’s lifestyle 
from neighbors – such as 
whether there are frequent 
arguments, crying children, or 
drunk friends of caregivers)

CDT, guardianship services, 
local police, or the social 
teacher at the local school
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3.3 

Annual health care plan review to track progress 
and arising issues, and re-assess needs. 

Parents of children with HIV should receive continuous 
psychological assistance, social protection and support at medical 
facilities, as well as at state institutions of public social services, and 
public organizations.

After developing a plan with each family, the CDT (doctor, nurse, 
psychologist, social worker, or peer consultant) should individually 
deal with each case, tracking implementation and progress across 
each aspect. Outcomes should be included in the individual plan at 
least once a quarter. At least once annually, general progress should 
be analyzed, to enable re-assessment of child and family needs and 
development of a new plan aligned to the latest assessment. A sample 
re-assessment and plan review is shown in Annex B.   
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CHAPTER  2

SERVICE STANDARDS FOR CHILDREN AND 
ADOLESCENTS WITH HIV  AND  THEIR FAMILIES. 
PEDIATRICIAN PERFORMANCE INDICATORS
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Standards cover issues arising after a child has been diagnosed with HIV, 
continuing through to his transition to adult care. Caring for children and young 
people living with HIV goes beyond their medical needs. Their attitudes toward 
HIV diagnosis and treatment may be influenced by parents/caregivers, as well as 
attitudes and beliefs within the family, the financial situation, living conditions, 
social situation and stigma around HIV. Therefore, each of these standards covers 
work with parents/guardians, and with children.

These standards are designed to identify, recognize and meet child 
needs beyond medical care, including the preparation of a suitable 
individual service package that serves psychological, cognitive, social, 
emotional and educational needs.

The standards are intended for application by:

• Service providers in Kazakhstan who are in any way involved 
in medical care for children and young people living with HIV—
from antenatal care to transition to adult care.

• Parents/guardians, families and children, giving understanding 
of the services they can expect from their service providers, 
the period of free-of-charge services, and the cost of services 
when extending the service cycle.

Prior to commencing work with the child and his parents, it 
is recommended that written consent be gained from parents/
guardians to educate the child/adolescent in HIV infection, its ways 
of transmission, and sexual health. A sample form of consent is given 
in Annex C.
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STANDARD  1. 
PROVIDING SUPPORT AND 
SERVICES TO CHILDREN WITH 
HIV, AND TO  FAMILIES, TO 
ENSURE ADHERENCE

Children and adolescents with HIV taking 
ART should be provided with customized 
services that help maintain high-level 
adherence to the prescribed treatment. 
Services are best provided by CDT members 
with necessary experience, involving NGO 
staff and peer counsellors. As a rule, upon 

reaching adolescence, children suffering from chronic disease cease taking 
medicines regularly. We should expect a decrease in adherence, taking 
preventive measures in advance, to reinforce and strengthen a child’s 
adherence before puberty.

When delivering care to an adolescent with HIV, a lead officer should 
be selected from the CDT to co-ordinate families on ART awareness and 
understanding and to support other team members in these efforts.

Before initiating therapy, family assessment (parents/guardians and the 
child separately) should identify beliefs about ART/treatment and other 
issues in the child’s or family’s life that may affect adherence (such as a 
caregiver/parent with positive HIV status and poor adherence). According 
to this assessment, a child psychosocial supervision plan can be developed 
with the child and caregiver, which includes issues for subsequent discussion 
(prior to and at the beginning of treatment, as well as further follow-up on 
an annual basis, or more often, if needed). The plan can be developed at a 
medical facility or at the child’s home and should include contact details of 
family members/caregivers. If there is a local NGO or peer support group, 
they should be involved to enhance adherence from the start.

Each parent/guardian and child should have a clear understanding of 
what HIV is, what kind of treatment they are prescribed and its expected 
impact. For each family, special interactive training sessions should be 
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developed to build  comprehensive understanding. At each doctor’s 
appointment, adherence to prescribed treatment should be re-assessed. 
If a child or family members have difficulty with adherence, then they 
should be offered help both within and outside the medical facility.

Re-assessment and plan review are recommended at least once a 
year (or more often, if needed). At certain stages, more intensive support, 
re-assessment and plan review will be required. These stages tend to 
be:  

• On beginning a child’s treatment;
• When changing medicines—especially from liquid to tablet and 

combined forms;
• In adolescence, when chronically ill children may experience 

difficulty in taking prescribed medications; and
• When transferring from pediatric service to adult care.
Provision should be made for unforeseen crises (including those 

related to drug treatment): such as parental illness, side effects of 
medication, social issues, housing problems, or relocation.

Child protection and ART. We must protect children from morbidity 
and mortality associated with both HIV infection and coexistent 
disease/conditions. If parents/guardians refuse child ART, professionals 
should examine the situation and try to eliminate obstacles. Where all 
approaches have been used to no avail (the child still does not receive 
ART or the ART administration regimen is non-compliant or ineffective, 
leading to no increase in CD4 and no decrease in the viral load) the team 
should contact judicial bodies and child custody agencies, in the best 
interest of the child’s health.

Where the parents or guardians refuse ART, refer to the “Code of 
Nation’s Health” regarding harming a child’s health. The interests and 
health of the child are above all.
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INDICATORS

1) Online Excel report, where each patient is assigned a number (to 
ensure confidentiality) and completed by a responsible officer with:

• Date of family assessment
• Share of families with children having undergone initial needs 

assessment
• Share of families with children having undergone in-depth needs 

assessment
• Share of families with child psychosocial supervision plans  
• Progress achieved (with dates)
• Number and percentage of child and family psychosocial 

supervision plans 
• Number  and  percentage  of closed child and family  psychosocial 

supervision plans 
• Viral load
• Share of children with HIV taking ART 
• Share of adolescents with HIV taking ART

2) After six months of implementing Standard, AIDS centre 
professionals should demonstrate which interactive methods 
they have used in explaining HIV and its treatment to families 
(attaching relevant photos to reports).

3) Quantitative indicators: families that have undergone a 
comprehensive assessment, have family and adolescent 
supervision plans,  and where implementation is monitored.  
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STANDARD 2. 
HIV EDUCATION AND DISCLOSURE

Discussion of positive HIV status should 
be part of a child’s HIV education. From 
the moment of registering the child for 
regular medical check-up, parents should be 
interviewed about HIV disclosure to the child. 
Disclosing HIV to the child will help him more 
easily adapt to life in adolescence. A child’s 
awareness of his positive HIV status will 
set the stage for his broader understanding 
and easier acceptance of the status as part 
of his life. When disclosing the status, each 
child should be approached individually. 
Consideration should be given to his age, 

cognitive skills and psychological condition. The process of disclosure takes 
a certain amount of time and is carried out jointly with the child’s family. 
The age when the child first hears about his positive HIV status and relevant 
education can affect his adherence and self-esteem, and minimize self-
stigmatizing behaviour.

The lead officer working with the child’s family should assess child                    
and family needs arising from HIV. Assessment of children’s readiness to be 
told about their HIV status should start at the age of six years. It is important 
to focus on the child’s personal need for this information, considering his 
ability to understand and accept. Most children need to be informed about 
their HIV status by the time they reach the age of nine years. 

• Assessment results should be included in the individual family       
and adolescent psychosocial supervision plan, which describes                         
care and support services helping a child to expand his knowledge 
and understanding of his health and HIV issues.

• The disclosure plan should be regularly reviewed (and updated if 
necessary), to avoid interference or delay, since this can adversely 
affect a child’s condition.
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• The child’s need for and right to information about his health is of 
paramount importance. If a parent/guardian is unwilling to discuss HIV 
issues with their child, the reasons should be explored and addressed 
sensitively. Professional confidence in a child’s need for and right 
to know about his disease is very important. Medical professionals 
have extensive experience in proper communication which should  be 
utilized to persuade parents/guardians.

• Children and adolescents should be part of continuous awareness  
building efforts regarding their health, according to their  developmen-
tal level and need for information. It is important to keep such efforts 
on track by building a child’s understanding of HIV and including 
information on HIV transmission and sexual health.

• Whenever possible, NGOs and specialized social agencies on HIV          
should be involved, to ensure and improve the child’s understanding                               
of HIV issues.

• The child’s health record should include clear and updated notes 
describing the child’s understanding of the disease before and after 
the interview (when he was informed of his HIV status) along with the 
interview plan and lead officer’s name.

• Each family and adolescent psychosocial supervision plan must contain 
a clear education algorithm with psychosocial supervision services and 
their elaboration level. During interviews, record all topics covered for 
future referrral, to encourage expansion and deepening of a child’s 
knowledge as he grows older. 

• All parents/guardians should be offered help and advice on how to talk 
to their children about their health and HIV.

• Outside the medical facility, a child’s HIV status may be shared with other 
health care providers solely with the consent of his parents/guardians 
or a child’s own consent, if he has reached the appropriate age and 
this does not contradict his interests. There are no provisions requiring 
other institutions, such as kindergartens or schools, to be automatically 
informed that the child has HIV.
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• CDT members should actively support families who have decided to 
inform professionals (including school employees) and provide them 
with up-to-date information about HIV.

• A child’s HIV status should not be shared with other professionals 
without prior permission of family members (or the child, when he 
is able to give such permission) except in extreme cases which may 
result in harm to the child if his HIV status is kept confidential (see 
Standard 8: Protecting children from harm).

As part of these Standards, each hospital should check its patients for 
their HIV status awareness. 

INDICATORS

Quantitative data:
1. Audit on the number of children aware and unaware of their status, 

their age at the date of Standards implementation.
2. Return to the above data after 6, 12 and 18 months to assess how 

much the situation has changed, to reveal successful experience of 
centres, which others can adopt.

3. Number of families trained and training hours.
4. Number of active child and family psychosocial supervision plans.
5. Number of closed child and family psychosocial supervision plans.

Qualitative data:
• For each child with HIV—understanding of their disease 

(knowing its name, mode of transmission, and explanation of 
why treatment is necessary).

• Centres can track the progress and effectiveness of child care 
plans.

• Brief description of child’s HIV disclosure and education plan 
(how they evaluate their experience). 

• Photos of interactive resources used by professionals. 



47#unicefkazakhstan

STANDARD 3. 
SEXUAL HEALTH OF CHILDREN 
WITH HIV. REFERRAL AND SUPPORT 
OF REPRODUCTIVE HEALTH

Children and adolescents living 
with HIV should be provided with care 
services that promote and maintain their 
sexual health. Sexual health, further HIV 
transmission prevention and reproductive 
health should be initiated in children’s 
polyclinics (counselling offices) according 
to the child’s age, level of development, 
and, if possible, prior to his sexual activity. 

Sexual development in children is divided into stages:
1. Primary school age, from 7 to 11, which involves the sex-

role stage of psychosexual development, whereby the 
child assesses the ongoing process purely at a belief level.

2. Younger adolescence, from 11 to 12 (with fluctuations 
of two years in either direction) sees most children 
enter puberty, with sex hormones sharpening the 
emotional side of communication between the sexes.

3. Adolescence, from 12 to 18, is the time of greatest 
physical, cognitive and psychosocial development.

It is important to provide adolescents with honest, accessible, 
comprehensive and accurate information about HIV and other sexually 
transmitted infections (STIs) including circumstances that increase the 
risk of contracting an STI through unprotected sex, and how to prevent 
this. 

Straight talking is essential, to give adolescents complete knowledge 
of HIV infection, sex and contraception. Discussion should cover:

• puberty (such as development of mammary glands, and 
menstruation);

• contraception, with emphasis on condoms as a means to prevent 
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the spread of HIV and STIs, as well as unwanted pregnancy, showing 
what a condom looks like and how to use it, as well as consequences 
of integrity damage;

• specific STIs, including HIV; and
• prevention of destructive behaviour in adolescents.
To prevent infection of a partner with HIV and child reinfection with HIV 

and other STIs through sexual contact, it is necessary to focus adolescents on:
• making responsible decisions about having sex;
• mutual loyalty with sexual partners;
• mutual respect and responsibility for own and partner’s health;
• using a condom every time they have sex; and
• preparedness for family life and, even, the birth of a child, by 

addressing domestic, financial, nutrition and employment issues.

Sexual health education and child needs assessment should be part of the  
child’s education programme and HIV disclosure process. Such education is provided 
by professionals with appropriate training background. CDT members   may seek 
support from colleagues (such as urologists, andrologists, sexopathologists, 
gynecologists, or endocrinologists) so that the education of adolescents becomes 
a collaborative process.

Young people should be provided with the opportunity to discuss sexual health 
issues without the presence of their parent/guardian, but with their written consent. 
As part of sexual health education, the following should be considered: 

• understanding puberty;
• ways of HIV transmission;
• ways to prevent further transmission, including treatment as a preventive 

measure, and how an undetectable viral load can stop subsequent HIV 
transmission; and 

• disclosing positive HIV status to other people.
Adolescents with HIV need to be gently but plainly informed of their legal 

liability in case of HIV transmission (Form 275/y: List of confidential interviews 
with people with HIV, AIDS). This requires a clear adolescent-friendly statement. 
Each AIDS centre should collaborate with local health institutions to develop 
clear plans for referral of patients by dedicated professionals (if needed, to ensure 
sexual and reproductive health).
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If possible, it is in the best interests of adolescents to use the services 
of sexual health professionals and outreach volunteers and include       
them in the CDT.

INDICATORS
• Mini session minutes: topics, attending adolescents and their age, re-

attending adolescents, and adolescents attending with their friends.
• Map of services (list of organizations and professionals) available to 

adolescents.

STANDARD 4. 
REMOVING HIV-RELATED 
STIGMA AND SELF-STIGMA. 

Stigma in Latin means «a sign, a blot, 
an open wound» and comes from the Greek 
«prick», «burn» and «stamp». In ancient 
times, there was a custom to stigmatize 
slaves and criminals by burning a stigma on 
their bodies. From the second half of the 19th 
century, the word «stigma» began to be used 
in a figurative sense as «a marking, brand or 
label.» In medieval medicine, «stigma» was 
synonymous with «symptom».

Manifestation of «stigmatization» has 
two components: a certain negative portrait 
is unreasonably attributed to a group of 

people; and, if a particular person belongs to this group (according to his 
main feature) then the corresponding portrait is attributed to him too.

Stigmatization is closely associated with oppression, including 
interiorized oppression. Stigma is defined as “a sharp social disapproval 
resulting from imaginary or actual individual characteristics, beliefs or 
behaviours that contradict economic, political, cultural or social norms.” 

Stigma is characterized by real or perceived individual characteristics, 
beliefs, or behaviours—such as mental illness, physical impairment, disease, 
gender identity, skin colour, education, national or ethnic identity, ideology, 
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6       H. Stuart, “Stigma and Work”, Healthcare Papers, vol. 5, no. 2, pp. 100–111, 2004. MODULE 11: OVERCOMING 
STIGMA AND DISCRIMINATION. ISSA, UNICEF ECAR. 2016

or religion (or lack of), as well as fear, bias or discrimination. In its most extreme 
forms, stigma (social rejection) leads to exclusion from social functioning, 
causing guilt, shame, inferiority and desire to disguise6. 

When discussing social stigmatization, we must understand that not every 
negative attitude towards PLH is due to stigmatization. For example, at work, 
employees may mistreat someone because he is a bad employee and does not 
cope with his duties, or creates conflict within the team, which has nothing 
to do with stigma. The negative attitude to such a person is explained by his 
personal qualities, not by the signs attributed to the group.

The effects of stigma are serious and severe. The HIV-infected person 
and his relatives may experience strong moral and psychological stress, 
being subjected to insults, unreasonable deprivations and restrictions, or 
infringement of their rights. As a result, HIV-infected people and their families 
may feel «unlike everyone else» or «bad». They may feel constantly guilty, 
feeling forced to deny or hide the disease for fear of «revelation».

In such conditions, it becomes frightening, making it difficult to seek help 
from professionals. Alienation from acquaintances, colleagues, friends, and 
society is liable to grow, leading to deterioration in quality of life and social 
maladjustment. 

Self-stigmatization is the result of inner personal emotions, making the 
person feel they carry undesirable qualities. Self-stigma can manifest as a 
sense of inferiority and helplessness, and may lead to loss of control over 
one’s own life and the impossibility of making social contacts. The emergence 
of self-stigma is provoked by the attitude and actions of the environment, 
while enhancing external stigma, since the protective actions taken by PLH 
often involve avoidance or withdrawal (including an unwillingness to receive 
medical care or be treated).

 Eliminating stigma and self-stigma 
• Make stigma part of the child’s education programme, helping 

them understand where HIV stigma comes from, that many 
different groups in society are stigmatized, and that this is 
mostly due to misinformation and misunderstanding about HIV.

• Raise awareness of how people can internalize stigma, and how 
to overcome fears and prejudices.
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• As in any fight, allies are important, so seek out social organizations 
that unite people with similar problems, as a source of moral and 
psychological support.

• Talk about problems with others. Sharing information about 
the disease can be useful, preventing a feeling of alienation, 
and helping others understand you and your problems, ridding 
them of prejudices. Such communication is facilitated by personal 
sympathy.

•  Avoid perceiving yourself as having the «greatest misfortune». 
Patients and their families should understand that other families 
are also suffering, while believing they are an exception. Try 
to meet such families and discuss your problems together. This 
encourages a feeling of unity and empathy, and belief that 
difficulties can be overcome.

STOP STIGMA.  KEY ACTIVITIES.
1. Providing/receiving true information about HIV transmission.
2. Awareness of the myths and social norms that lead 

to stigmatization and their dispelling.
3. Demonstration of tolerant attitudes towards PLH as an «accepted» behaviour model.
4. Involvement of community leaders and religious leaders 

in stigma/discrimination elimination.
5. Joint training to address stigma and self-stigma issues.
6. Raising awareness through the media.
7. Counselling and support for families, including children.
8. Development and adoption of anti-discrimination policies and legislation.

Fighting prejudice, stigma and self-stigma is a long process with slow-
paced change, but change does occur, so the sooner action is taken, the 
better for patients and their families.  
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Stigma and self-stigma 
elimination

Process indicators Outcome indicators 

Training workshops for 
adolescent PLH and their family 
members to identify and combat 
stigma and self-stigma.

1. Curriculum development.
2. Measures taken to engage 

participants.
3. Number of participants (boys 

and girls, urban and rural 
residents).

1. Improving the understanding 
of workshop participants of 
such negative phenomena 
as stigma and self-stigma.

2. Number of PLH and their 
family members involved 
in combating stigma and 
discrimination.

Training for the public, including 
media campaigns, studying the 
effect of HIV on stigma and self-
stigma, as well as development 
of a tolerant attitude towards 
PLH.

1. Adaptation of UNICEF training 
module ‘Dealing with stigma’.

2. Dates of training, meetings 
or other contacts with media 
representatives.

3. Attendance at training, incl. 
repeated attendance.

4. Development of publications, 
broadcasts and other 
information resources on 
stigma and self-stigma.

1. Raising public awareness 
of such phenomena as PLH 
stigma and self-stigma.

2. Development of a tolerant 
attitude towards PLH.

INDICATORS
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STANDARD 5. 
TRANSITION OF CHILDREN 
WITH HIV TO THE ADULT AND 
ADOLESCENT SERVICE SYSTEM

For some adolescents, the transition 
from pediatric to adult care can be a difficult 
process, which can lead to being «lost» 
to follow-up, ceasing ART. This transition 
should be a planned as an individual process 
that takes a certain period of time, to ensure 
that a young person is fully prepared and has 
self-service and self-organization skills and 
knowledge.

It is necessary to talk with every 
adolescent over the age of fourteen about his transition, which 
should be provided for in his care plan, with dates and activities for 
the transition to the «adult» clinic (doctor). Pediatric services should 
collaborate with colleagues in adult care to ensure that the young 
person has met with his doctor several times. This support is needed 
to establish a new relationship, and it will allow the doctor to gain 
more information about the adolescent from the pediatric team. 

In cases when the number of adolescent patients at a clinic exceeds 
a certain limit, the centre for adolescents should allocate a certain 
time exclusively for adolescents. A doctor serving an adult population 
should also visit such a clinic to meet with the adolescent and attend 
his counselling. The medical facility may also invite a professional from 
the sexual health service to meet adolescents and teach them about 
sexual and reproductive health. The clinic might be decorated to make 
it inviting to adolescents, with posters and brochures, snacks, and youth 
magazines (removing children’s toys). This should help the development 
of support groups and peer services.
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The transition plan based on the adolescent and family needs 
assessment should include:

• parental support to develop autonomy and self-care skills 
until the transition to adult care;

• a CDT member showing an adolescent the centre for adults, 
so that he knows the way to the clinic and what goes on 
inside; and

• joint work with the adolescent on self-organization in 
obtaining ART and care services, making sure that the 
adolescent has full understanding of ART, and strategies 
for maintaining adherence.

Prior to the transition to the adult clinic, it is necessary to prepare a 
comprehensive extract of the In-depth Assessment from the pediatric 
facility with:

• the age at which the child was informed about his HIV status;
• education that the adolescent has received regarding HIV 

and sexual health as well; and
• any problems with adherence or reasons for missing doctors’ 

appointments.

INDICATORS:

1. Number of documented plans for the transition of children to the 
adult facility.

2. Joint adolescent management by a pediatrician and a doctor 
serving the adult population for a year after the transition to the 
adult clinic.

3. Number of young people with HIV attending the clinic on their 
own.
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STANDARD 6. 
COMPETENCES OF THE 
DESIGNATED CROSS-
DISCIPLINARY PEDIATRIC 
TEAM IN PROVIDING SERVICES 
TO CHILDREN WITH HIV

It is necessary to monitor care services 
for children and adolescents living with HIV, 
to ensure they are provided by competently 
certified doctors, including a pediatrician 
with HIV experience.

All CDT professionals caring for children 
and adolescents living with HIV should:

• be aware of relevant information in this rapidly developing area, 
including ART development and research in new treatments;

• have relevant experience and background in child protection;
• regularly attend and participate in local and national 

conferences, events and trainings; and
• Map resources available to children with chronic disease every 

six months.
CDT involvement is necessary to provide comprehensive care for 

infants, children and adolescents living with HIV and support for their 
families. Issues relating to children living with HIV and their families 
requiring special attention include support for adherence, training for 
parents/guardians in status disclosure to children living with HIV and 
other children in the family, understanding of stigma issues, and transition 
to adult care.

Access to services and support of social services and NGOs should 
be ensured, and collaboration should be organized in such a way that 
families in need of additional support can acquire it easily.

The CDT should comprise professionals who jointly provide 
comprehensive support to all family members. The following 
professionals are members of the psychosocial supervision team for 
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the family of an HIV positive child: a doctor (pediatric infectious 
disease doctor or pediatrician at an AIDS centre/children’s clinic); a 
psychologist; a social worker/nurse and, whenever possible, an NGO 
representative.

1. Doctor. Since HIV status in a family relates to medical aspects, a 
doctor should be involved on the team to supervise the child in a particular 
family. The doctor should have complete information on the child’s health 
and can make medical decisions as necessary. The doctor’s opinion should 
be authoritative for most parents and children, since he prescribes the 
child’s treatment. HIV-infected adults and children should regularly visit 
their doctor to discuss any change to their health. The doctor is the only CDT 
member whom the PLH cannot avoid or ignore, unlike the psychologist or 
social worker. A doctor who fully supports the idea of disclosing a positive 
HIV status to a child should maintain constant communication with parents 
in a reasoned manner, influencing their attitude toward this process.  

Doctors who treat HIV-positive children often become hostages to 
situations, caught between parents hiding the real diagnosis from their 
child and the need to deliver effective treatment. A doctor can work 
more effectively when possessing full information about a child’s health, 
treatment regimens and required medical procedures. This is facilitated by 
being able to speak openly with the child and his parents, without fear of 
accidentally revealing an unknown status to the child. Doctors cannot offer 
the best solutions when forced to hide the truth from children about their 
disease. For instance, it will be difficult to explain ARV to a child whose 
parents refuse to discuss how long treatment will last.  Wishing to preserve 
a patient’s health and life, doctors need to know that children understand 
their disease, avoiding wasting energy on choosing the «right» words to 
avoid accidental disclosure. They want to devote their time wholly to the 
patient, rather than supporting parents’ false myths about the disease or 
giving incomplete answers to children’s questions. Both the doctor and 
patient benefit from an atmosphere of trust and honesty.



57#unicefkazakhstan

2. Social worker/Nurse. The role of the social worker/nurse in the 
process of psychosocial supervision of the HIV-positive child is significant. 
A social worker is a professionally trained person who, with other team 
members, can make a comprehensive assessment of cases and develop 
an optimal joint plan for providing the family with integrated medical, 
social and psychological services. He can also co-ordinate activities and 
services provided to clients by all CDT members. 

For effective case management by CDT, it is important to include 
resource mapping.

MAPPING RESOURCES (SERVICES OR PROGRAMMES) IN 
THE COMMUNITY TO ENSURE PSYCHOSOCIAL SUPERVISION 
OF FAMILIES WITH CHILDREN AND ADOLESCENTS

Families (especially those with weak commitment in supporting a 
child or adolescent with a chronic disease) are often unaware of the 
content, benefits, and location of services to which they are entitled. 
In addition, they may not know what is required of them in terms of 
documentation in order to access such services. A lack of information 
is a significant obstacle, preventing many families from receiving the 
services secured for them in legislation7. 

To provide support to supervised families, professionals should have 
knowledge of services in the local community and keep up-to-date on 
service scope and proposed interventions, eligibility criteria and referral 
procedures.

An effective method is to create maps of available resources together 
with colleagues, reviewing every six months, to keep them updated.

 Information will then be available as needed, to refer families to 
relevant services. All programmes and services for children, parents 
and families should be logged, including coverage of medical services, 
child care, pre-school education, social welfare, child protection, 
early assessment and intervention, safety, protection and prevention 
from injury at home (poisoning, suffocation or falls), protection from 

7       UNICEF. Universal Progressive Patronage Services. Module 15: Working with other sectors. 2017
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violence and neglect, employment, and the rights of the child. Services 
may be provided by the public sector, local government, civil society 
organizations, NGOs, or religious and community organizations. 
It will be helpful to make a map or directory of local services and 
programmes, with relevant and updated contact details along with 
referral procedures.

SERVICES TO INCLUDE IN INTEGRATED SERVICING

 Health
Maintain a good relationship with local health care providers to help 

families access local medical facilities, for preventive and other primary 
health care services, including vaccination, child check-ups, care for pregnant 
women, reproductive services for mothers, development monitoring and 
screening, and referral to secondary  and  tertiary  medical facilities.

Education
Parents may not be aware of pre-school institutions, parental 

education services, family literacy and skills training programmes, adult 
education and employment services that they can turn to. Your role is to 
be aware of such services, informing parents and helping them enroll 
their children in the right programmes and institutions. Parents who 
know how to develop their children usually feel inspired, and strive to 
improve their own working skills, to find better employment. To some 
extent, you can play an intermediary role in guiding and supporting 
parents.

 Early childhood assessment and intervention
You should refer potentially eligible children for assessment and  receipt 

of relevant services. Early childhood assessment and intervention services 
are provided to children with disabilities, developmental difficulties, 
malnutrition, chronic disease, and atypical behaviour. Formal assessments 
and interventions can be provided by various sectors or institutions, and 
depend on the child’s needs. A child with mild or moderate hearing loss, 
without other problems, may primarily contact a hearing expert, while a child 
with cerebral palsy may need the help of several professionals. Intervention 
services should be customized, and may be intensive.
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 Social and legal protection
Such services often involve procedural guarantees, money transfers, 

material support and counselling for eligible families. You should visit a 
centre for social work or similar services, meeting in person to discuss 
patronage services and to establish strong relationships. When you  identify 
a family in need of social and legal protection, you should refer them; if 
necessary,  accompany them when visiting a centre for social   work. Such 
referral can also be made at the family’s request.

 Child protection
You will often be the first person to identify a child being abused or 

neglected, hungry or unprovided with medical services, or in an unsafe 
or unhygienic situation. When you identify a child, mother, or family at 
risk, or having a special need, you must refer them to relevant authorities 
or professionals. It is critical that you follow the established referral and 
reporting mechanisms. The Child Abuse Module can provide you with 
additional information and advice. It is important for you to monitor such 
referrals, to ensure quick consideration of each case.

 Housing and material aid
Some families live in very poor conditions, in unsafe or poor-quality 

homes. Although home visiting programmes cannot provide housing,  
you can build strong relationships with community offices that can            
help such families. You must help families access these services and 
improve their current living conditions. You can organize a community   to 
repair poor-quality houses. Mutual collaboration and community support 
help raise the spirits and confidence of families living in poverty8. 

Where the non-governmental sector is not represented within the    
CDT, a nurse may deal with organizational matters. She may help in patient 
assessment, remind patients of repeated visits, monitor adherence, advise 
on a healthy lifestyle and proper nutrition, and may expand her scope for 
supervising a child living with HIV.

8        UNICEF. Inequities in Early Childhood Development: What the data says. Evidence from Multiple Indicator 
Cluster Surveys, 2012
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In addition, the social worker/nurse can conduct short interviews 
to collect additional data and offer longer-term counselling to parents, 
guardians, relatives and the child. The social worker/nurse must have basic 
counselling skills, as are necessary in preparing the child and parents for 
disclosure. He can visit the family at home, where parents and children feel 
more at ease than in the organization represented by the social worker/
nurse. During such counselling sessions, he can observe relationships 
within the family, as well as the behaviour of the child or parents (all of 
which are less noticeable in a different environment). This information is 
extremely important for a psychologist, to inform long-term work with the 
child and his parents. 

If parents come to the organization with the child, the social worker/
nurse and psychologist should separately provide counselling to the child 
and parents. This makes good use of specialized time, and brings variety 
to the interiews, helping the family and child stay focused.  

Where the patient is unable to come to the doctor for examination 
or refuses to come to an AIDS centre, the CDT may visit the family at its 
place of residence to conduct medical examination, and to discuss the 
need to contact an AIDS centre in a timely manner. The CDT should work 
with each family to develop a plan of action, with each member having a 
specific responsibility.

3. Psychologist. Psychosocial supervision of the child with HIV is a complex 
process requiring the mandatory inclusion of a trained counselling psychologist 
within the CDT. He has the necessary knowledge, skills and practical experience 
in working with HIV-positive families and children, in particular in the provision               
of long-term psychology services.

The psychologist plays an important role within the team, providing not only 
advice in the process of disclosing to a child their status, but also preparing and 
advising parents/guardians for disclosure. Various methods and techniques are 
available, applicable to the individual needs of clients. 
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Together, the team will conduct joint monitoring and follow-up of 
the plan implementation, including comprehensive case assessment, 
developing a long-term plan of social and psychological services to suit 
the needs of the family. The responsible team co-ordinator will be a doctor, 
but a psychologist or social worker or nurse may manage the case.

It should be noted that the CDT may differ in its composition, depending 
on the specific case. However, the psychologist and social worker/nurse must 
be included. In more complex situations, when long-term management is 
necessary, a relevant team of professionals should meet the client’s needs. 
For example, a psychiatrist or psychotherapist may be involved. 

In selecting team members, practical experience, appropriate 
professional training, and place of residence (if it is necessary to visit the 
client at home) should be considered.

The team’s role is to comprehensively assess case management with       
the goal of developing, together with parents, a long-term plan of social  
and psychological services as part of disclosing HIV-positive status to the 
child, while offering further support.

The long-term plan of social and psychological services provides 
that each professional member of the CDT will perform certain actions 
within the time specified by the plan, and will monitor the achievement 
of specific outcomes, in particular, disclosing to the child his HIV status. 
Besides having high-level competence, the professionals should display 
mutual compatibility with each other and with clients, aiming for 
harmonious teamwork.
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INDICATORS:

1. Creating the CDT to an approved staffing standard, with clearly 
defined roles/functions, goals and objectives for each CDT member.

2. Mapping of available resources.
3. Reporting on training and conferences attended by CDT professionals: 

conference name, participants, and events attended. Ensuring that 
they master new knowledge, and that all team members have equal 
opportunities in this regard.

4. Reflecting on team composition, positions taken and work done.
5. Reporting on CDT members involved in planning and delivery. 
6. Evaluation protocol of the plan of social and psychological services 

delivery to a family, such as monitoring implementation and progress 
at least every six months.

7. Reporting on co-operating parties, such as NGOs, adult services, 
sexual health services, with a description of such co-operation (joint 
work and plans for the next six months/year).
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STANDARD 7. 
INVOLVING CHILDREN AND THEIR 
FAMILIES, AS WELL AS EXPERTS OF 
NGOS AND GENERAL EDUCATION 
SCHOOLS, IN JOINT PROVISION 
OF INTEGRATED SERVICES

Children and adolescents living with 
HIV, and their parents/guardians should 
be able to participate in decision-making 
regarding their health care services. They 
should be able to participate in the design, 
planning and delivery of medical services 
they receive. Where possible, support 

should be provided to families in liaising with NGOs that provide     
care and services for children and families with HIV. A general 
education school occupies a significant part of a child’s life, and 
sometimes families may want to share information about their child’s 
positive HIV status with school staff, or it may happen by chance. 
In both cases, such families may require assistance from the expert 
medical care team to minimize negative consequences for the child 
and his family.

Families are advised to inform their physicians, patronage nurses 
and dentists about the HIV status of their child, so that the HIV team 
can work with the mentioned medical staff on how to best treat the               
child.

Families should be able to participate in their own development 
and share their opinion about decisions regarding their lives. Patients 
and their families should be encouraged to give feedback and 
suggestions, and attend meetings, CDT meetings, and discussions of 
their case. Families need to see changes implemented in response to 
their feedback.

Centres providing care and support for children with HIV and their 
families should be aware of the services offered by local NGOs and 
provide information to families, so that they can access these services 
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if desired. There should be specific referral pathways, with contacts and an agreed 
support procedure, to help families gain access. Families may initially want to avoid 
interaction with external organizations, but work to establish interaction should 
continue, being carried out systematically at regular intervals, with CDT offers of 
support.

Schools  attended  by children with HIV should take action to combat  
HIV-related stigma. Information campaigns are recommended to be carried 
out separately for teaching staff and students, during classroom hours, and 
through such activities as topic-specific spelling tests, debates, quizzes, and 
forums. Without disclosing the fact that a child with HIV attends the school, it 
is recommended to inform students about how HIV can be transmitted (or not) 
to encourage tolerance towards PLH. Information campaigns in schools are 
recommended to be held at least once annually, with the active participation 
of the school nurse.

Although schools do not need to know if a child has HIV infection, some families 
may want to inform the school, as there may be additional medical reasons to do 
so. Occasionally, disclosure may occur without the family’s consent. Clinics should 
have a protocol (dedicated guiding tool) to inform on what can be done to help 
families share this information with schools or manage accidental disclosures. All 
CDT members should be aware of this protocol, and families should be know that 
it exists. Where the family wants to inform the school, support should be offered.

If parents plan to report HIV infection to families of children who do not have 
the condition, the help of family support professionals will be required to ensure 
communication with non-HIV professionals, to promote good knowledge and 
understanding of HIV issues and confidentiality.

INDICATORS:

1. An annual report on the confidential survey of service users, to see what kind 
of assistance they have received, and to collate suggestions for improving 
services. The report should include:

• key assessment topics;
• planned changes in response to feedback from service users, 

including timeframes; and
• actual changes made and reasons for failing to implement changes. 

2. A report on co-operation with local NGOs: what was done and what is 
planned.
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3. A protocol of communication with the school, stating how many employees 
know about the protocol, and including a protocol acknowledgement form, 
including for new employees.

4. An NGO service map, indicating the services provided, how many events have 
been held.

STANDARD 8. 
PEER SUPPORT FOR CHILDREN 
AND ADOLESCENTS WITH HIV

The organization of self-help groups 
among adolescents helps them to accept 
the diagnosis and adapt to life with HIV 
status. Peer to peer work is the best support 
that an adolescent with HIV can be offered, 
since they understand each other better  
and can find key words that help reach out 
and calm the person.

Self-help groups are not organized 
independently. It is recommended to first 
create support groups under the guidance 

of an adult trained in working with adolescents, usually a psychologist. 
It can then be transformed into a self-help group. Adolescent self-help 
groups on a peer-to-peer basis, especially after disclosing HIV status, 
have a pronounced positive effect. Recommended topics for discussion 
include living with HIV, accepting the diagnosis, talking with friends 
about the status, and the importance and necessity of compliance with 
the treatment regimen (adherence).

Seeing adolescents with the same positive HIV status, they feel 
support and self-confidence in knowing they are not alone in having 
HIV. Children with HIV themselves noted that, when they saw other 
adolescents with positive HIV status, it was easier for them to accept 
their own diagnosis. Psychological support in self-help groups has a very 
positive effect on PLH’s acceptance of their status.  
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As already mentioned, we consider adolescents primarily as 
personalities. In adolescence, besides HIV status, there are other 
equally important (and sometimes even more concern-raising) topics. 
If we fail to pay attention to this, it may affect the perception and 
solution of other issues, including those related to HIV.

It is recommended that psychological training be conducted in 
self-help groups to increase adolescent self-esteem, and improve 
communication skills and cognitive processes, and that entertaining 
games be used to enhance a positive attitude. During these training 
exercises, the topic of HIV can be introduced.

HIV awareness among adolescents also affects adherence                  
to ART and contributes to a more responsible attitude towards 
their health. As a rule, after  training, adolescents are more careful 
about their health, and their adherence to ARV increases. As this 
is an HIV support group, it is essential that HIV is mentioned by 
name at every meeting to normalize this. For many children, this 
will be the one place where HIV is spoken about openly. This does 
not mean that each group has to focus solely on HIV, as it is good 
to explore other topics and issues relevant to young people’s lives, 
but always ensure there is an acknowledgement of why they are 
together, and do not shy away from difficult HIV-related topics. 

Given their age, information on life with HIV is recommended to be 
communicated via games and interactive activities. Prepare cards with 
tasks (with both true and false statements) on HIV and divide adolescents 
into teams to hold competitions. The winner is the team that quickly and 
correctly solves problems and can better justify their answers.

Adolescents living with HIV need a lot of motivation and psychological 
support. An adolescent (young man) living with HIV can communicate with 
peers online, but face-to-face meetings are recommended at least once 
a year. To motivate for a positive mood and plan the future, individually 
and in group format, it is effective to apply a collage technique about 
“My Future”, using clippings from magazines. The more adolescents 
are involved, the more they will gain a positive attitude and emotional 
reinforcement for the future. 
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Individually, it is recommended to teach the child to express his 
thoughts about his future in the form of short essays. After writing 
an essay, he should read in different positions (sitting on a chair; 
standing, looking in a mirror, or standing on a chair, to give a tribune 
effect). Subsequently, during the survey, adolescents noted that when 
they repeatedly read the essay, they believed more ardently that their 
imagined future could come true. For motivation, various techniques 
from ART and Gestalt therapy can be used.

After disclosure, during repeated visits, it is recommended to 
frequently pronounce the word «HIV». Also, within a family where 
the status of the child is fully disclosed to all family members, it is 
recommended for them to sometimes talk about HIV and pronounce 
the diagnosis out loud. The more often the child hears his diagnosis, the 
calmer he will react and will experience less discomfort when hearing 
it outside his home.

INDICATORS:

1. Support and/or self-help groups. 
2. An educational programme for the group.
3. An evaluation of the quality of group work (regular meetings, and 

topics discussed).
4. Number of young people attending the group, and the regularity of 

each participant’s attendance, including in-person and online.
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STANDARD 9. 
PROTECTING CHILDREN WITH HIV. 
INTEGRATED CASE MANAGEMENT.

The presence of HIV infection in the child 
can serve as a basis neither for refusal to 
admit him to pre-school or primary school, 
nor exclusion. Children living with HIV 
may attend regular kindergartens, study in 
ordinary schools, engage in sports clubs and 
groups on a common basis, and join other 

children at ordinary resorts and summer camps.
A child with HIV should be in mainstream education. HIV presents no 

risk to other children. Where the child has other health complications, 
the decision to attend kindergarten or secondary school is decided by his 
parents, along with his supervising doctor. The optimal form of education 
at early, pre-school and school age is determined by the child’s general 
state of health and psychomotor, speech and physical development. If it 
is difficult for the HIV-positive child to go to school for health reasons, 
then his parents, together with the attending doctor and experts of 
the education authority, may decide on his temporary or permanent 
homeschooling.

When choosing a future profession, HIV-positive adolescents should 
not be constrained by their diagnosis. Globally, someone with a chronic 
health condition that needs regular medication cannot serve with the 
frontline military. This is because there is no guarantee that medicine 
will be available (and is not specific to HIV). Currently, in Kazakhstan, a 
person with HIV cannot serve in some professions relating to medicine or 
military service. However, in the future, this situation is likely to change. 
In many countries, PLH are surgeons and dentists, having regular checks 
to confirm they have an undetectable viral load. It is likely that practice 
will change in Kazakhstan in the future, so it is important to explain this 
to children, so they may believe in following their dreams.
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Safeguarding and child protection
Like all children, those with HIV need special attention to protect 

against potential harm and ensure their well-being. Protection means 
safeguarding the child from the risks of deliberate and non-accidental 
harm, including violence and abuse. Child abuse is serious physical or 
emotional harm caused by adult actions or inaction. Child safety includes 
all activities that can be implemented to protect him from harm and 
improve his well-being.

 Children may be harmed within the family or within a public 
institution by those who know them well, and far less often by strangers.

The main categories of factors causing harm to the child are:
• physical abuse, including intentional harming by beating, 

burning, shaking, poisoning or strangling;
• prolonged and persistent emotional abuse, which harms a 

child’s emotional development, and is typical of all other forms 
of violence;

• sexual abuse, which is the involvement or coercion of a child 
to participate in sexual activities (not limited to touching him) 
including demonstration of sex scenes in his presence; and

• neglect (an inability to meet basic child needs in food, warmth 
and clothing, as well as an inability to supervise or protect, or 
meet a child’s medical needs).

Some parents are more likely to put their child at risk of harm.
Remember the following considerations:
• parent without support/social isolation;
• low self-esteem;
• use of drugs or alcohol;
• mental health problems;
• cruel temper;
• conflict with the law;
• unrealistic expectations from the child;
• alcohol abuse experience; and
• poor attachment to the child.
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Be wary of speculating or generalizing, relying on your personal 
opinion about families with children prone to chronic disease. The level 
of family income is not a direct linkage to risk of violence for a child, 
but may indirectly affect the lack of proper care and provision of the 
child’s best interests in a particular situation. The practice of working 
with families at PHC level under Universal Progressive Patronage shows 
that the majority of low-income families do not subject children to ill-
treatment, and many children are abused in families that appear to be 
prosperous9. 

Home visitors and responsible officers of education, investigation 
and medical institutions should be aware of the risks to which children 
are exposed by their families, and by others. Professionals working with 
children should know and recognize signs of abuse. Good practice is to 
have an open discussion with a child’s family members about suspected 
abuse.

However, it is not recommended to discuss with parents in the 
following cases:

-  suspicion of sexual abuse;
- suspicion of multiple or planned/organized abuse; or
- if it is suspected that parents may harm the child (or the employee/

other people). 

Employees working with children should 
quickly ensure their safety.

Children can tell when they are being abused in the project office, in 
a car or bus, on the street, at school and in other places but much less 
often at home. Wherever this conversation takes place, the following 
rules should be followed. 

DO:
• Give the child attention and time.
• Allow the child to tell everything in his own words (do not 

interrupt him when recalling important events).
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• Keep a detailed record of the information received: time, place, 
people present, and what the child looked like and what he said.

• Keep this record, since it may subsequently be attached to the file.
• Take the story seriously and tell the child that you will listen to 

him and try to help.
• Tell the child that you are happy that he has told you about this 

and that you support him. Stay unbiased, calm and neutral.
• Value a child’s courage not to be afraid to talk to you.
• Reassure the child that you will do everything in your power to 

keep him safe.
• Assure the child that  he bears no guilt in the incident, and that the 

offender is the only one responsible for what happened.
• Try to be honest about your own position: explain to whom you 

have to report this and why.
• Fully inform the child about what you are going to do and what 

will happen next.
• Ask the child to avoid repeating what he has said to anyone until 

the circumstances are clarified. 

DON’T:
• Make promises you cannot fulfill (for example, promise not to tell anyone)!
• “Pester” the child with a lot of questions. Investigation is not your function.
• Doubt that the child is telling you the truth or allow doubts that may             

prevent you from reporting your concerns.
• Make guesses or assumptions about what happened.
• Contact the suspect or inform him about the statement.
• Say something that can make the child feel responsible for what happened.
• Express strong feelings during the conversation, such as anger.
• Make negative comments or judgments about the alleged perpetrator.
• Panic. You may feel the urge to act immediately, but hasty actions can be 

harmful. 
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If, while working with the child, you notice that he is upset about something 
or has bruises or injuries, ask for their reason. Talk to the child face-to-face or 
with a social worker/psychologist. If the conversation takes place in the family, 
ask permission from the parents to talk with the child alone. If the parents are 
against this conversation, you may arrange a meeting at the child’s school.

Your plans to supervise the child and family should include:
• Help parents or, if the child cannot live with his parents, plan for 

activities to help the child keep in touch with his parents.
• In some cases, parents should be supported by professionals to 

strengthen their role in the development, socialization and protection 
of the rights and interests of their child, and be advised on how to 
build trusting communication with their child.

• A plan to ensure the child’s safety (made as a result of a specific risk 
assessment).

• Measures to meet the child’s ongoing needs relating to his 
development, so that he has the best opportunities to gain success 
in education, with emotional, cognitive and physical development.

Do not make plans alone! As with the assessment, you should collaborate 
with other professionals and, of course, with parents.

You should arrange a meeting with everyone interested in ensuring                          
proper parenting, and discuss plans for social assistance.

It is possible to involve relevant persons who know the child or can 
contribute to meeting the child’s needs. As far as possible, involve parents, 
except when action plans aim to protect the child from his parents, in cases 
of detection  or suspicion of violence10. 

Article 137 of the Criminal Code of the Republic of Kazakhstan contains                    
a sanction for non-performance or improper performance of duties on raising               
a minor by a parent or other person entrusted with these duties, as well as by a 
teacher or other employee of an education, fostering, medical or other institution 
obligated to supervise the minor.
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 Algorithm of actions in a case of suspected child abuse:
1. Document evidence and circumstances that cause you concern. 
2. Report information to the PHC organization at the place of registration, to 

arrange for home visits by a patronage nurse and social worker, to assess and 
identify needs.

3. Report information and discuss red flags with a child protection professional 
(regional guardianship authorities).

4. Initiate a commission consideration of the case, with child risk assessment.
5. When establishing evidence of violence, contact the police/guardianship 

bodies within the first 24 hours. There is no need to inform the parent suspected 
of violence, with the exception of suspicion of child/adolescent suicide.

6. The decision on removing the child from the family, placing him in custody 
of relatives or a public institution is taken by the competent authorities 
(guardianship and custody). 

INDICATORS:

1. Case log, which briefly describes the situation related to violence/abuse 
and briefly lists the close environment of the child or adolescent.

2. Developing an action plan for each professional involved in the analysis                
of the given case (psychologist, social worker, lawyer, and doctor).

3. The protocol of conduct and actions of centre staff (confidentiality, 
monitoring, response, and referral) in cases of abuse.

4. Contact details of guardianship and custody professionals, addresses 
of family and child referral organizations to support in a case of abuse 
(description of organizations, managers, co-ordinators, contact details,             
and opening hours).

5. Order of appointment of a CDT member responsible for abuse case 
management (with appropriate scope, and 24/7 case acceptance).

6. Case monitoring reports (quarterly and annually).
7. Reports on case management by the CDT (minutes of case review 

meetings, comprehensive assessment of child needs, and the child            
and family supervision plan).
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8. Number of registered cases.
9. Number of plans to supervise the child and family where abuse was 

identified and confirmed (quarterly and annually).

STANDARD 10. 
STAFF SUPERVISION AND SUPPORT

Working with children living with HIV 
and their families is a serious and complex 
process. Therefore, it is vital to provide 
employees with high quality and structured 
support with allocated time for supervision, 
where they can discuss work difficulties and 
gain support from experienced colleagues in 
finding solutions.

Supervision is the time allotted for 
staff members to share their successes 
and difficulties, receiving support from a 
professional (experienced supervisor) in the 

search for possible professional solutions, in organizing their workload 
and preventing professional burnout. The supervisor can be a staff 
member or a hired professional from the head national institution. 

• Each CDT professional should be given an hour of supervision 
every three months to prevent professional burnout syndrome.

• Supervision records should be kept by the supervisor in a 
confidential manner.

• Supervision can take place individually or in a group, either 
online or in person. After the supervisor has made a supervision 
record, it is given to the supervisee, so that both parties can 
confirm content accuracy and correctness against signature. 

• Conflicts between the supervisor and the supervisee should be 
resolved by the senior manager.
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• Group supervision for the CDT is to be held at least every three 
months, to discuss difficult situations and cases. CDT members 
should be trained locally. During these meetings, the whole team 
will analyze a child’s health record and care plan, to try to find a 
solution to support the family, drawing on team experience and 
knowledge, and exploring possibilities involving local assistance 
from outside (NGOs, and services not directly engaged in HIV). 

CONTINUOUS PROFESSIONAL 
DE VELOPMENT OF CDT MEMBERS

At least two hours per week should be allocated for training. The whole 
team must be present (centre co-ordinator, nurses, infectious diseases doctor, 
GP, chief nurse, and social worker). The most effective form of training is case 
presentation (a difficult case that cannot be resolved or, on the contrary, a 
successfully resolved case).

Usually, this involves a short presentation of 3-4 slides, with the case 
description, eco-map, a clear statement of the problem and issues to be 
discussed. It is important that all CDT members take part and that everyone 
can express their opinion openly, as this strengthens teamwork. The case-
presenting participant should be well prepared for the appropriate module.

Discussion should be kept within the narrow circle of CDT members, with 
any shared child and family information kept confidential. 

Supportive supervision to provide quality services 
to families with HIV-positive children

The practice of psychosocial supervision of families with children has 
shown that supportive supervision is the driving power for improving 
the quality of integrated services. Supporting supervision must be built 
and promoted from the very beginning and at all levels (at facility level, 
regional level and national level).

The key point of the new approach is to avoid traditional supervision 
methods, which are characterized by strict verticality (where the superior 
checks the inferior), or irregularity (usually carried out during the 
preparation of a meeting), and with emphasis on external supervision 
(mainly external audit), focusig on identifying the guilty for punishment, 
or a supervisor’s lack of knowledge and skills. 
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Supporting supervision is a continuous process of improving the quality 
of service delivery, which is not limited to the supervisor’s visit. It should 
involve every employee and operate at facility level, on an ongoing basis.

The goal of supportive supervision is to help professionals working 
with families in their professional growth and achieve effective outcomes 
through direct observation of their activities, discussion, practical support 
and training.

Tasks of supporting supervision include: 
1. Improving knowledge and consolidation of practical skills;
2. Improving work organization; and
3. Preventing emotional burnout.

Levels of supportive supervision

Supporting supervision is a three-level system: self-supervision/peer 
supervision, internal supervision and external supervision11. 

The first level and backbone of supporting supervision is self-
supervision and peer supervision. Self or peer supervision means that 
each employee independently and/or with the help of his colleagues 
and with the support of an internal supervisor, assesses the quality 
performance of professional standards, outlines specific tasks and 
deadlines, and assesses and monitors his own competence level and 
communication skills.

The second level is internal supervision. The task of the internal 
supervisor is to help each employee perform his duties in the best possible 
way through mentoring and performance management. The chief nurse, 
community doctor, head of department, deputy chief medical officer, and 
chief medical officer supervise reports, each at their own level.

Ideally, the internal supervisor is an employee who has experience 
in working with families in difficult life situations. The head of facility, 
in consultation with the team of professionals, on the basis of election, 
may appoint the supervisor through the redistribution of his workload 
among the staff.
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The head, together with Human Resources, determines the supervisor’s 
functions and scope, with redistributed duties. The main responsibilities of 
the employee appointed as supervisor are:

1. Review and revision of quality standards of services provided by 
employees of the organization;

2. Supervision and mentoring of new joiners for three months;
3. Direct observation of household patronage (up to three families 

weekly, for about three hours per week);
4. Individual counselling on drafting a professional development plan 

with an employee, using reflection and self-assessment (two sessions 
per week);

5. Group sessions for employees as a result of self-assessment and 
direct observation by the supervisor to improve the quality of services 
provided to the population in accordance with service standards (two 
sessions per month);

6. Groups (from 4 to 7 people) of practical training for clinical case study 
with presentation by each employee on a rotational basis (twice a 
month for 40 minutes);

7. Group sessions on emotional support for sustainable resilience  (stress 
resistance) of employees and prevention of emotional burnout, with 
the involvement of partner organizations and psychologists (1.5 
hours per week); and

8. Drafting and submission of a report on supervision activities im-
plemented among staff and management (two hours quarterly).

The standard procedures for internal supervision at organizational 
level are:

• Approval of the order of CEO on internal supervision, with its 
goals, objectives and supervisor competencies; 

• Description of the supervision scope, total hours and services;
• A budget plan for supervisor services in accordance with the 

addendum “On Supervision” to the employment contract with 
fixed one-year term; 
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• Determination of compensation to the employee’s basic salary for 
the additional burden of supervising (proportional to workload, 
regarding number of households served by employees);

• Supervisor training (with special training for at least 40 hours in 
supervision principles and methods and approaches to working 
with families based on case management), so that each appointed 
supervisor receives at least twenty hours of training in “Internal 
Supporting Supervision” and eighteen hours in “Case Management”;

• Conclusion of a contract with the supervisor or signing of an 
addendum to the existing supervision contract in accordance with 
the work plan for a specific period. Terms can vary from six months 
to a year, depending on organizational needs and a supervisor’s 
capabilities. The head of a facility should discuss with the supervisor 
and establish the term of the addendum on internal supervision 
(from six months to 1 year with potential extension for an additional 
year), taking into account the rotation of employees performing 
supervisor functions within the organization, to ensure continuity/
sustainability;

• Provision of a workplace/room and necessary facilities (office 
equipment, computer, printer, table, chair, and communication tools) 
to facilitate a supervisor’s work within the organization; and

• Approval of forms for a supervisor’s work.

Supervisor documentation:

• Form of consent from the supervisor regarding confidentiality of 
information collected in the course of supervision and mentoring (self-
assessment, individual counselling and group discussions);

• Questionnaire for assessing employee training needs;
• Form of evaluation of professional competence of employees by ranking 

on a 10-point scale;
• Self-assessment form of a supervisor’s professional competencies;
• Focus group form, to collect data from employees on the main problems 

relating to their work;
• Form of direct observation by the supervisor, together with an employee 
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(patronage nurse or social worker) who provides family services 
at home or at the office site;

• Minutes of group case discussion (in free form, with the 
description of participants and case, and recommendations to 
the supervision plan);

• Work plan of the supervisor with a breakdown by events, and 
deadlines;

• Quarterly report on implemented supervision activities;
• Form for supervisor evaluation by employees (feedback);
• Form of assessment of employee strengths, weaknesses, 

opportunities and barriers (SWOT analysis);
• Employee’s professional development plan; and
• Schedule of continuous employee training broken down by type 

of training, and hours (on employee training and professional 
development activities: practical training, participation in 
a conference, a round table, writing a report for a speech, a 
presentation, or training delivery).

The third level is external supervision. Nominees for external 
supervisors are approved at city, regional and national level. Experienced 
trainers, university and college teachers trained in psychosocial supervision 
of families with children and adolescents living with chronic disease and 
supportive supervision, as well as doctors and social workers with practical 
experience in working with families can become external supervisors.

External supervisors are high-level experts with practical experience in 
organizing the implementation of psychosocial supervision of families, and 
solving complex cases. External supervisors provide support in training, as 
well as planning and co-ordinating the implementation process, organizing 
monitoring, developing internal supervision, and holding master classes. 
External supervisors work under contracts which should reflect the date 
of visit, goals, objectives and expected outcomes, conditions for the visit 
and remuneration of the external supervisor.
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Supervision approach
When having a supporting supervision visit or performing internal 

supervision by an AIDS centre/PHC organization, it is important to:
1. Remember the main approaches in the organization of 

psychosocial supervision of families with children and 
adolescents living with chronic disease:

• Risk-oriented approach (i.e., moving from the mechanical principle of 
“discovered and referred” to the flexible system of “identified the risk and 
initiated actions to reduce it by increasing child and family capabilities 
and reducing vulnerabilities”).

• Existing mechanisms for intra-industry linkages of referral and feedback 
(the patronage nurse knows whom, when, where and how to refer to 
and support the family during the referral, and keeps track of ultimate 
risk elimination).

• Establishment strong inter-sectoral co-operation and case management 
(development of the social sphere and close co-operation with education, 
social protection, and NGOs).

• Development of professional competence (patronage nurse’s personal 
qualities, communication skills and professional approach).

• Equity and equality approach (barriers to access services, for example, 
cost, transport, cultural and interpersonal barriers are identified and 
eliminated).

• Appropriate service management (good management capacity at all 
levels).

2. Use a unified approach to patronage nurse performance review 
(supervisor tools). Use a single review system:

0 points - no technology or dangerous practice
1 point - technology is started but requires significant improvement
2 points - technology is applied but requires some improvement
3 points - technology is fully implemented in accordance with the 

standard of comparing information from different sources
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3. Recognize achievements by the supervised employee or 
institution.

4. Identify problems and analyze their root causes.
5. In the course of the visit, provide maximum practical 

support for emerging situations (demonstrate skills, conduct                        
a practice session, or solve clinical situations together).

6. Help the supervisee and the team to make the right decision 
without imposing your own opinion.

7. Document the visit (fill in supervision forms and list in the 
action plan responsible persons, deadlines, and possible 
risks).

8. Monitor the implementation of decisions made, ensuring 
continuity in the implementation of decisions between all 
interested structures.

Supervisor documentation12:
1. Form of consent of the supervisor to maintain confidentiality of 

information collected in the course of supervision and mentoring 
(self-assessment, individual counselling and group discussions);

2. Questionnaire for assessing an employee’s training needs;
3. Form of evaluation of professional competence of employees by 

ranking on a 10-point scale;
4. Self-assessment form of a supervisor’s professional competencies;
5. Form for a focus group to collect data from employees about main 

problems in their work;
6. Form of direct observation by the supervisor, together with an 

employee (patronage nurse, or social worker) who provides family 
services at home or at the office site;

7. Minutes of group case discussion (in free form, with the description of 
participants and case, and recommendations to the supervision plan);

8. Work plan of the supervisor with a breakdown by events, and 
deadlines; and

9. Quarterly report on implemented supervision activities.
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INDICATORS 

1. A system of supervision is agreed at institutional level, including recruiting 
supervisors, or training staff to supervise, to ensure record keeping and 
clear guides on what staff can expect from supervision.

2. Supervision records, kept with strict confidentiality. 
3. Minutes of CDT meetings, clearly kept.
4. After Standards implementation, staff annually complete a short online 

survey to indicated whether the supervision and CTD had any impact on 
their work, and, if so, detailing what/how?

5. Sample survey:
1. Monthly discussions and meetings with the supervisor. What topics were 

discussed?
2. What recommendations were given to staff in overcoming obstacles in 

providing services to families and children?
3. Which supervision methods were used during the month: 

a. direct observation of family and child/adolescent services;
b. clinical case study (case presentation and discussion) in the group;
c. individual employee counselling;
d. review of documentation, supervision plans, or needs assessment;
e. group meetings of the supervisor with employees;
f. peer-to-peer training; and
g. employee self-assessment form.
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CONCLUDING REMARKS

HIV infection and other chronic disease can affect anyone, 
irrespective of  age, nationality, gender or social status. Adolescence is 
a special stage of human development, and a time of internal conflict. 
Emotions are heightened, and individual personality traits come to 
the fore, which can bring external conflict. We see the foundations 
of conscious behaviour, with orientation of moral ideas and social 
attitudes. Speaking of HIV infection and adolescents, we refer to an 
adolescent living with HIV. They are a person with their own views, 
needs and requirements, who happens to have an HIV diagnosis.

We are each different in our own way. Accordingly, each 
adolescent needs his own approach. It is impossible to apply one 
method to all, and always expect a positive outcome. Psychosocial 
supervision is built on an adolescent’s needs. Psychosocial 
supervision is provided to the whole family, where a special role 
is given to parents and to the adolescent himself. The proposed 
Standards enable us to streamline and clearly plan work with the 
adolescent and his family.
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Annex А

Child Well-being Assessment Form

All information is strictly confidential For official use 
only

Child’s full name Age Address of 
residence at the 
time of survey

Surveyor’s full name Date of 
survey 

Position, and 
employer

№ 
п/п

Assessment standard Yes/No √ Note

1 Well-being Assessment

1.1 Family 
Two-parent

Single-parent (please specify who)

Guardian (please specify who)

Other people involved in child-raising (please specify who) 

Placed in state care (please specify where)

Does the family have a person with whom the child shares his 
problems? (please specify who)

Is there any warmth in communication between parents and 
child (if with one of the parents or the guardian please specify 
with whom) 

1.2 Living conditions

Home ownership:
Apartment
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House

Rented accommodation (please specify what kind)

Other (please specify what)

Personal room

Personal spot in a shared room  

Personal warm/winter clothes

Personal school supplies

Required textbooks

Personal toys/books

Personal or shared TV 

Personal or shared computer 

Internet access

Writing desk

Bed

Drawer for personal belongings 

Room for personal hygiene (inside the home, or outhouse)

Are personal hygiene products available? 
(e.g. soap, shampoo, or sanitary towels)

Toilet (inside the home, or outhouse)

Laundry 

Room (place) for cooking and eating 

Place for cooking is equipped with:

- stove 

- refrigerator 

- table and chairs 
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- drawers or cupboards for food storage

Child is willingly home and comfortable 

Child tries to quickly leave home under any pretext
 (more often stays with relatives or friends, or stays outdoors)

CDT member’s assessment of place of residence: 

- above average

- good

- adequate

- below adequate

1.3 Income

Permanent job

Salary 

Pension/allowance

Part-time job

Own business

Social assistance

Help of relatives or friends

Other (please specify what)

1.4 Welfare level according to parents
We have to deny ourselves everything 

We have barely enough for food 

We have enough for food and clothes, but hardly anything else  

We do well

We deny ourselves nothing



89#unicefkazakhstan

1.2  Nutrition 
Three meals daily, with hot meals 

Snacks 

Hot meals at school or pre-school only

Once a day

Twice a day

ARV 

Place of storage (please specify)

Who controls ARV administration (please specify)

According to what clocks/watches is the time of 
administration determined (please specify: 
child’s watches, shared clock at home, or parents’ watches)

1.3 Socialization 
Arranged, child attends:

- kindergarten or nursery 

- school 
(please specify: secondary school, boarding school or other)

- college 

Not arranged: 

- due to age

- due to the concomitant disease (please specify the reason: 
learning-disabled, difficult to get to school, or quickly becomes 
tired) 

- no conditions for education (please specify the reason: no 
documents, irresponsible parents, no desire to go to school, or 
other reasons) 

likes to go to school/college/kindergarten

easy to study
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understands teachers’ explanation

understands what is written in textbooks

can ask the teacher to explain any unclear topic

has friends at school/college/kindergarten 

participates in extracurricular activities

attends clubs (please specify which) 

willingly attends extra classes

does not like to go to school/college/kindergarten

Reason: 

- just does not want to go

- due to difficult relationships with teachers

- costs involved

- due to the poor attitude of children at the school/ college/
kindergarten

- no clothes

- no shoes

- due to household duties

- difficult to get to school

- running errands for teachers or other school staff 

- afraid to go to school

- other (please specify)

Service availability: 

1.4 External anxiety signs 
Child’s behaviour in the presence of AIDS centre staff (CDT):

- willingly comes in contact with other people

- reaction to external sounds and voices (e.g. winces if adults 
raise their voice)
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- freely answers questions? 
(or answers with an eye on his guardian)

- tries to leave the room when certain family members are 
present (please specify which)

Adolescent knows where to turn if he/she is ill, which health 
organization to go to (please specify where)

Adolescent knows where to turn if he/she is in a difficult 
situation (e.g. violence on the part of others)

Annex В

Sample family assessment and action plan 
Family composition:

Mother: born April 16, 1977

Partner: born March 26, 1974

Son: born January 15, 1997, School No.2, Grade 9

Son: born April 2, 2007, Kindergarten No. 2

Daughter: born February 25, 2009

Grandmother (mother’s): retired

Place of residence: city of Hotimsk, ____ Street

Sections Family strengths Family difficulties

Living conditions Previously, the family maintained 
the area around the house in 
good order.

The condition of the common and surrounding 
area is unsatisfactory, needing thorough 
cleaning. The yard is highly cluttered and 
littered. There are unpleasant smells in the 
house. The family is failing to deal with 
maintenance or improvement and do not 
respond to communications. Fire safety rules 
are being violated (cracks in the heating 
furnace, and dilapidated wiring).
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Financial and material 
status

Before maternity leave, the 
mother worked for a long time at 
the Agricultural Production Co-
operative “3 International”. She 
is currently job-seeking, being 
willing to work, and regularly 
receives alimony from her first 
husband.

The family is experiencing significant financial 
difficulties that are systematic. The family’s 
financial resources consist of alimony for 
her eldest child (616 thousand rubles). Her 
new partner has never worked and has been 
imprisoned several times. In 2011, he was 
treated at a medical-labour centre for alcohol 
addiction. The mother has been without work 
for the past month and no money planning or 
accounting is in place. The basic needs of the 
children are unmet. Money is spent on alcohol, 
but not on living essentials for the family.

Social contacts and 
opportunities for 
assistance

The grandmother contributes 
money, while the older brother 
has agreed to plant and cultivate 
a vegetable garden (if the mother 
gives up drinking).

There are no regular friends. Relationships with 
other people are unstable and irregular, and 
existing contacts are negative. The family lives 
in the grandmother’s house, as the mother 
lacks her own housing. The grandmother is 
also alcohol abusive.

Health and medical 
care

The family lives in the district 
area (near the Central District 
Hospital), where medical care is 
easily accessible.

Visits to the doctor when children are unwell 
do not take place promptly. There is minimal 
attention to health and physical care for the 
children, as well as poor diet, malnutrition, and 
poor hygiene practices.

Alcohol consumption The mother is not aggressive 
constitutionally and 
communicates well with her 
children when not drinking.

The mother and her new partner have been 
drinking for a long time. In 2011, the partner 
was treated at a medical-labour centre. The 
mother is registered with the narcologist at 
the Central District Hospital, where she has 
completed four coding therapies to treat 
alcohol addiction.

Emotional stability of 
parents

- The partner is prone to mood swings. He 
is unpredictable and indiscriminate in his 
words. He speaks aggressively to the children 
and mother, using abusive language. He 
systematically humiliates the mother with 
offensive expressions and degrading treatment. 
He is responsible for minor property damage 
(kicking the door and breaking glass in a 
window).



93#unicefkazakhstan

Parenting skills and 
relationship between 
the mother and her 
partner

The mother has experience of 
positive interaction with her 
children. She loves them and 
seeks to establish emotional 
intimacy. She has authority over 
them, which she uses wisely, 
setting  rules and enforcing them. 
By their behaviour, the children 
demonstrate affection to and 
affinity with their mother.

The daily routine is kept to a minimum. 
The mother and her partner use corporal 
punishment for certain actions in the form 
of slaps and cuffs (they hit with a hand and a 
towel). The partner demonstrates emotional 
detachment, irritability and hostility towards 
the older boy. Communication with him is 
negative, using offensive words and phrases. 
The children completely disobey him. The 
mother has conflicting feelings towards 
parenthood: sometimes she feels joy from 
raising children, while sometimes she is 
indifferent and demonstrates irritability and 
dissatisfaction. Her attitude toward parenthood 
often depends on her mood.

Conditions for 
personal development 
of children

The younger son attends 
Kindergarten No. 2 and the 
mother is going to enroll her 
daughter in the same.
The mother does not divide 
children into most and least 
favourite. In conflict situations 
between her partner and 
her older son, she is always 
supportive of her son.

There are very few items for pre-school 
children’s games and playing space is 
extremely limited. The mother is not involved 
with her younger children, and does not make 
time to play with them. Her communication 
with the children is limited. She does not read 
to the children out loud, allowing them to 
watch TV without limit (the younger children’s 
speech development is delayed). She shows 
minimal interest in her older son’s studies, 
often assigning him with babysitter duties 
when the mother drinks.

Parental interactions - There are constant conflicts and quarrels, with 
the adults abusing alcohol. Often, there is an 
aggressive action on the part of the partner 
(slamming the door, breaking glass, threats, or 
leaving the family). He previously physically 
abused the mother, who remains afraid. The 
partner does not take on any household duties. 
All duties lie with the mother, but she does not 
cope well, because of her alcohol addiction.
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Parental history of 
violence and unmet 
needs

The mother was raised in a large family. When 
she was aged two, her father died. After that, 
her mother began to abuse alcohol and often 
change partners. At the age of 19, she married 
and, at the age of 20, gave birth to her first son, 
but then divorced. In 2006, she moved in with 
her partner and gave birth to his two children.
Her partner was brought up in a large family, 
where his father abused alcohol and beat his 
mother. In adolescence, the partner often used 
to be involved in fights, perpetrating acts of 
violence against other people, injuring and 
stealing. He has been imprisoned several times.

Parental personality 
features

The mother is able to process 
the material in various forms of 
delivery. She understands what is 
said and read, and communicates 
easily and confidently. She is 
willing to give information about 
herself, and understands her 
personal weaknesses. She actively 
seeks help, and speaks positively 
speaks about herself.

The partner is not able to live independently, 
since he has no means of support. He does 
not recognize his weaknesses. He puts his 
needs first and refuses to co-operate with 
professionals.
The mother, when she abuses alcohol, 
systematically neglects the interests of 
her children in favour of her own, which 
has a negative effect on the children, both 
emotionally and physically.

Educational Psychologist, AIDS centre
April 03, 2012
Municipal educational institution ‘Hotimsky Regional Social and Pedagogical Centre’ 
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AIDS CENTRE: EDUC ATIONAL PSYCHOLOGIST’S 
PL AN OF WORK WITH THE FAMILY  

Date: April 03, 2012

Goal: 
Increase the family’s functional abilities, and help create a favourable atmosphere in the 
family for the successful upbringing and development of children.

Psychologist counselling
First counselling. Building a co-operative relationship
Goal: 
explain to the mother the counselling objectives and need for family assessment, and help 
build motivation to solve problems.
Expected outcome: the mother will be ready to participate in the family assessment, and 
be motivated to solve existing problems.

Second counselling: Communicating comprehensive family and risk assessment results to 
the mother. 
Goal: 
communicate family strengths and the urgency of existing problems.
Expected outcome: the parent will have realistic ideas about the development of 
her children, interpersonal relationships in the family, conditions for the personal 
development of her children, alcohol addiction, and her and her partner’s personal 
features.

Third counselling. Analyzing the mother’s attitude to the problems identified.
Goal: 
find out the mother’s idea of the problems and jointly find ways to solve them.
Expected outcome: the mother will participate in solving her own problems and the problems 
of her children, realizing that she has problems.

Fourth counselling. Identifying the level of parenting skills development.
Goal:  
determine the level of development of parenting abilities and their relation to the child, 
and the mother’s attitudes and ideas about parenting.
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Expected outcome: the mother becomes aware that the problems identified in the children 
are closely related to her problems.

Fifth counselling. Awareness of alcohol addiction.
Goal:  
to know the mother’s behavioural, emotional, physical, intellectual, and social problems, 
while finding out her strengths, and analyzing her feelings and experiences.
Expected outcome: the mother becomes aware of her alcohol addiction, and outlines 
possible ways to solve the problem.

Sixth counselling: Developing a plan of action with the mother for solving the problems 
identified.
Goal: 
determine the desired results (picture of the future) using various approaches to achieve 
them.
Expected outcome:  the mother acts according to the plan.

№ Topic Goal Deadline 

1 Introduction Communicate the session goals and objectives, 
establish contact, and build rapport

2
Guided imagery exercise Mother's awareness of the feelings of her 

children, which they experience when she 
abuses alcohol.

3
Child aged 2 to 5 Introduce the mother to the child’s physical 

characteristics of development, behavioural 
features and needs.

4

Child’s mental development in 
adolescence and youth

Introduce the mother to the mental 
development of her older son.
Conduct a comparative analysis of the child’s 
personal development in normal conditions 
and in conditions of unmet vital needs.
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5

Family and affection in a child’s 
life

Show the importance of family in a child’s 
life, the importance of the mother’s role in 
his development; and clarify the meaning of 
affection for child development.

6

Abuse, addiction, dependence, and 
alcohol abuse risk factors

Introduce the basic concepts: alcoholism, 
addiction, abuse, propensity, and dependence. 
Introduce the structural criteria of dependence, 
and the reasons that lie in the structure of 
alcohol dependence.

7
My drinkography Work out with the mother her history of alcohol 

dependence.

8
Five offences brought about 
during my alcohol abuse

Analyze the causes (offences) contributing to 
the desire to drink alcohol.

9

Five offences caused by me to 
my close ones during my alcohol 
abuse 

Self-analysis by the mother with the goal of 
assessing herself and her life from a moral 
point of view; promoting liberation from guilt 
in front of her loved ones.

10 Five negative qualities acquired 
by me during my alcohol abuse

Continued self-analysis by the mother of her 
behaviour during her alcohol abuse.

11
Five serious consequences of my 
alcohol abuse, and a letter to the 
children

Facilitate the realization of the meaningless of 
life in a state of alcohol intoxication. Offer to 
write a letter to her children. 

Expected outcome
The mother realizes that she should take care of herself and her children. She will figure out 
her feelings for her children and for her partner, and will think about her own development 
and quality of life. 
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Municipal Educational Institution ‘Hotimsky Regional Social and Pedagogical Centre’
Plan of work with the family  
Date: April 05, 2012
Family composition:
Mother: born April 16, 1977
Partner: born March 26. 1974
Son: born January 15, 1997, School No.2, Grade 9
Son: born April 02, 2007, Kindergarten No. 2
Daughter: born February 25, 2009
Grandmother (mother’s): retired
Place of residence: city of Hotimsk, ____ Street

Tasks Actions
1. The house and outside area will be clean 
and tidy and the house renovated. All fire safety 
violations will be tackled (cracks in the heating 
furnace plastered up, and wiring  replaced).

The grandmother will give money for installation 
and wiring replacement, using an electrician from the 
Republican Centre for Social Services. The partner will 
plaster up the cracks in the heating furnace. In April, the 
mother and partner will redecorate the house and clean 
up the yard.
The head of Kindergarten No. 2 will file a petition with 
Hotimsky Housing & Utilities to provide the family with a 
room in a dormitory.

2. The mother will plan a budget and spend 
money wisely. She will establish paternity for 
her two children.

The mother will go with her partner to the registrar 
and file an application to establish paternity of her two 
children. After the establishment of paternity, she will go 
to court and file for child support. The social teacher of 
School No. 2 will hold a series of counselling sessions on 
budget planning. After receiving child support, the family 
will be visited by Kindergarten No.  2, School No. 2, and 
staff from the AIDS centre.

3. The mother will start going to church. The mother, together with her neighbour, will go to church 
for Palm Sunday and Easter.

4. The children will be clean and tidy and 
the mother will follow all the doctor’s 
recommendations and daily regimen according 
to the age of her children.

The mother will enroll her daughter at kindergarten 
and take her children to the city bathhouse once a week. 
If the children show signs of illness, the mother will 
promptly respond. The kindergarten nurse will monitor the 
children's health every day. The kindergarten diet nurse 
will provide advice on balanced nutrition for children. The 
kindergarten nurse will hold a series of discussions on 
hygiene, as well as preservation of health and prevention 
of illness.
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5. The mother will not abuse alcohol. The mother will visit the narcologist of the Central 
District Hospital, and the local AIDS centre educational 
psychologist twice a week, for counselling and individual 
sessions to develop self-awareness, and understanding 
of the effects of drinking alcohol. The educational 
psychologist will lead the mother to a realization that the 
problems identified in the children are closely related to 
the problem of her alcohol dependence. 

6. The mother will show her children love, 
warmth and a positive attitude, taking into 
account their personal and age-specific 
features. She will see the joy of parenthood 
and will cease using offensive words and 
expressions to her children.

The mother will visit the local AIDS centre educational 
psychologist twice weekly for counselling and individual 
sessions. She will attend such  events as concerts and 
contests held at Kindergarten No.2.
The kindergarten teachers will involve the mother in joint 
activities with her children.

7. The mother will take an interest in the life, 
school and personal development of her older 
son, and will be happy to spend time with her 
younger children, reading to them aloud, telling 
stories and playing. 

The mother will visit the local AIDS centre educational 
psychologist twice weekly for counselling and 
individual sessions. She will discuss the success of her 
children with the kindergarten teachers, who will offer  
recommendations to the mother.

8. The mother will learn how to settle conflicts 
with her partner, and will no longer tolerate his 
emotional abuse and degrading treatment.

The mother will attend individual classes with the local 
AIDS centre educational psychologist, to help raise her  
self-esteem. Once a week, the district police officer of the 
District Interior Office will visit the family and, twice a 
month, the inspector of the Juvenile Liaison Service will 
visit. Through preventive discussions with the partner and 
mother about the need to undergo coding therapy, it is 
hoped to prevent family and domestic quarrels.

9. The mother will gain employment. The head of Kindergarten No.2 will submit a petition 
to the Department for Labour, Employment & Social 
Protection, recommending the mother’s employment. 
Twice a week, she will apply to various organizations for 
employment.

_________________________________________________________________
AIDS Centre’s Educational Psychologist ______________________________
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Annex С

Consent
to HIV status disclosure and training activities
I (parent/guardian)__________________________________________________________
Child’s parent/guardian_______________________________________________________
Hereby give my consent to the disclosure and psychosocial supervision of my child.                                       
When disclosing the status and further psychosocial supervision after disclosure, I give my 
consent to the employee to discuss HIV, ways of its transmission, ART adherence, stigma/
discrimination and sexual health.

Date __________________                                         Signature_________________________
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Date ✔ Comments

Child knows they have HIV

HIV EDUCATION

Basic HIV knowledge

How medicine works

Routes of transmission

Stigma

Sharing your HIV status with others

Sex education

PREPARING TO MANAGE YOUR OWN HEALTH

Conversation about confidentiality of their medical information and 
their rights

Young person has been regularly seen alone by clinic team

Sexual health discussions and literature received

Discussion about adherence (without parent present):
• Do they ever struggle? 
• What helps? 
• What they should do if they are struggling when in adult service.

Visit adult clinic with a member of the paediatric team

Meet adult staff – reception, nurses, psychologists, and doctors

Shown by adult staff how to make or change appointments, where 
they would arrive, and how the clinic runs

Joint clinical appointments for one year with adult and paediatric 
doctors present

Annex D

TRANSITION  LIST
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