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Who are these adolescents? 

• The World Health Organization (WHO) defines 
an adolescent as any person between ages 10 
and 19 

• 1 in 5 people in the world are adolescents:  
–  1.2 billion people are aged 10 to 19 

– 85% of them live in developing countries 

• Adolescents make up 30% of the population in SA 

• AIDS is the #1 killer of adolescents in Africa 
and #2 worldwide. 
 

WHO (2009); UNICEF( 2011); UNAIDS (2013). 



Adolescent HIV: at a glance 

• According to data from 2012: 

– 2.1 million adolescents are infected with HIV  

– 82% in sub-Saharan Africa, and 58% were females 

– 64% of the 250,000 new HIV infections among 
older adolescents were among girls  

– 120,000 adolescents died of AIDS  

• Globally, AIDS-related deaths increased by 
50% in adolescents  compared to the 30% 
decline in all other age groups from 2005 to 
2012.  

 Idele at al (2014); UNAIDS, (2013); WHO (2013) 



HIV in adolescence: A growing 
concern 

 

• HIV-related deaths in adolescents have more 
than tripled since 2000: in the year 2000 HIV was 
not even among the top 10 causes of death.  

– WHO (2012) 

• WHO: Young people need to be better equipped 
to manage their HIV infection and take ownership 
of their health care  

– Dr Elizabeth Mason, Director of WHO Maternal, Newborn, Child and 
Adolescent Health Department 

 

 



Adolescents living with HIV 

• An inhomogeneous group, consisting of 
perinatally infected adolescents as well as non-
perinatally infected adolescents. 

– HIV Incidence: high in females aged 15 – 24 years 

– Greater background HIV  prevalence in adolescents 
due to longer survival for children initiated on ART 

• Clinical characteristics and needs may be very 
different 

• Implications for prevention of transmission 

Agwu & Fairlie (2013); Shisana et al. (2013) 



Specific issues in 
adolescence  

•Timing of infection – 
viral dynamics, 
exposure to ART 

•Effects of 
infection/ART on 
developing organs 

•Developmental 
stage: autonomy, 
risk-taking 

•Family structure and 
stability; orphanhood  

•Peer pressure 

Developmental 
outcomes are 
altered 

•Behavioural issues 

•Mental health 
problems 

•Sexual maturity 

•Possible learning 
difficulties 

•Stigma which may be 
detrimental to 
identity development 

May impact on 
behaviours in 
adolescence 

•Adherence 

•Disclosure 

•Substance use, 
violence 

•Sexual behaviour, 
risk-taking 

Secondary 
transmission 

A complex set of issues in HIV+ 
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Results from the National Youth Risk 
Behaviour Surveys 

• At least 18.5% of adolescents attempted suicide 

• Sexual risk behaviour: 
– 36.3% had ever had penetrative sex 

– 12.0% first had sex before 14 yrs old 

– Among those who have ever had sex, 58.0% had  

     ≥1 sexual partner(s) in the past 3 months 

• Condoms were the most frequently reported 
form of contraception used, at 46.8%. The second 
highest response was “no method used” (17.5%). 

• Prevalence  for consistent condom use was 32.9% 

 
YRBS (2011); Shilubane et al. (2013). 



Teen pregnancy 
• Nationally, 18.0% of sexually active learners reported 

that they had either been pregnant or made someone 
pregnant 

• Nationally, 14.0% of learners who reported ever 
having had sex reported having a child/ children 

• Of learners who had ever had sex, 8.4% reported 
having had an abortion 

– 39.4% took place at a hospital/clinic 

– 27.0% reported using a traditional doctor/healer 

– 11.4% reported ‘another place’ and  

– 8.0% reported that they did not know where the abortion 
took place. 

SA YRBS 2011 



Substance Abuse 
• Drug use in South Africa is twice the world norm. 

• United Nations World Drug Report recently named South 

Africa as one of the drug capitals of the world 

– abuse of alcohol and usage of dagga  

• Drug abuse could pose a bigger threat to the country’s future 

than the Aids pandemic. 

• Studies show that the average age of drug dependency in 

South Africa to be 12 years old, and dropping. (CDA – Bayever 2009) 

• 1 in 2 schoolchildren admits to having experimented with 

drugs. 

• By the age of 18 more than 60% of teenagers has become 

drunk. 30% had used school time or work time to drink.   (The 

Lancet medical journal, 2009) 

 



Demands placed upon the healthcare 
provider treating ALHIV 

• Knowledge and understanding of adolescent 
health, health concerns and development 

• Specific knowledge on the management of 
adolescent health concerns in the context of HIV 

• The ability to deal with psychosocial and mental 
health issues of adolescents 

• Communication skills to engage with adolescent 
clients  

 

 



Companion resources 



PART A: 
Clinical 

management 
of adolescents 
living with HIV 

 

PART B: 
Management 

of the 
psychosocial 

wellbeing and 
mental health 



PART A: CLINICAL MANAGEMENT OF 
ADOLESCENTS LIVING WITH HIV 
 

SECTION 1: AN INTRODUCTION TO 
WORKING WITH ADOLESCENTS  
 
SECTION 2: CONSULTATION, SCREENING 
AND HISTORY-TAKING  
 
SECTION 3: CONTINUUM OF CARE: HCT 
AND ART 
 
SECTION 4: MANAGEMENT OF 
OPPORTUNISTIC INFECTIONS AND OTHER 
HIV-RELATED CONDITIONS  
 
SECTION 5: SEXUAL AND REPRODUCTIVE 
HEALTH  
 



Understanding adolescents 

• 4 fundamental developmental tasks of 
adolescence: “Identity vs Role confusion” 

– Formation of a personal, integrated identity 

– Formation of a school/occupational identity 

– Formation of a sexual identity 

– Pondering the roles they will play in the adult 
world 

Erikson, Erik H. (1968) Identity, Youth and Crisis. New York: Norton. 



Adolescent development 
• Physical: characterized by dramatic physical changes incl. 

appearance of secondary sexual characteristics (menarche, night 
emissions); rapid growth in height; voice changes; sexual 
relationships and interest. 

• Emotional: infusion of hormones; erratic moods; impulsivity; 
feeling ‘indestructible’ (won’t happen to me); peer group central 
(and highly influential); idealistic thinking; individuating and 
identity key developmental milestone to achieve. 

• Behavioural: self-consciousness; sensitivity and concern over 
one's own body changes (and excruciating comparisons between 
oneself and one's peers); strong need for peer approval; high 
risk taking behaviours; role confusion and definition central. 

• NOT adults, NOT children – vacillate between both. 



Adolescent health and development 



Important skills for adolescent care 

• A different approach 
for the consultation 

• Communication skills 
around sex and 
sexual reproductive 
health 

• Managing dynamics: 
caregiver, adolescent, 
healthcare provider 



Management challenges for ALHIV 

• Important challenges for HIV management in 
adolescents 
– Evolving need for counselling, education and support 

– Challenges with adherence – this potentially leads to 
virological failure and ART resistance 

– Disclosure – multi-faceted effects on adherence and 
retention in care 

– Potential for comorbidities and long term side effects 
of ART (especially if perinatally infected) 

– Management of adolescent health issues in the 
context of HIV – SRH, mental health, etc. 

 



Adolescent virological failure 



Adolescents and Sexuality 

• Adolescence is a time of experimentation, of 
challenging authority, and of self-discovery. 

• Development of a sexual identity is considered 
to be one of the primary developmental tasks 
of adolescence. 

• Physical, psychological and cognitive 
development all occur alongside sexual 
development as part of normal maturation. 

 



Contraception for adolescents 

Recommended contraceptive methods for adolescents   

 Abstinence (including secondary abstinence) 

 Delay sexual debut, or 

 Barrier method (strong reinforcement of condom use) with: 
o highly effective contraception: 

- combined hormonal contraception 
- progestogen-only injection 
- Cu IUD 
- LNG-IUS 
- progestogen-only implant 

 

 Emergency contraception to be promoted and accessible in the event of 
unprotected intercourse, method misuse or failure. Emergency contraception 
includes Cu IUD insertion  and emergency contraception pills (within 120 hours 
after unprotected sex- the sooner, the more effective) 

 

 

NDOH (2013). National Contraception Clinical Guidelines.  



Abstinence as an option 

• Abstinence is the only contraceptive method 
guaranteed to be 100% effective, as well as 
preventing  STIs, 

                                 BUT 
• Abstinence-only approaches have been shown to 

be ineffective 
 
• “Abstinence-plus” methods of sexual health 

education have been found to delay sexual debut 
and increase condom use amongst youth 

Oringanje C et al (2009), NDOH (2013). 



Contraceptive options in young HIV + 
women 

• WHO: 

WHO (2014) 

MEC= Medical Eligibility Criteria for Contraception 





 
Gender-based violence, sexual assault 

and sexual abuse 
 



PART B: MANAGEMENT OF THE 
PSYCHOSOCIAL WELLBEING AND 
MENTAL HEALTH 
 

 

 

 

SECTION 6: PSYCHOSOCIAL WELLBEING 

• Psychosocial support and communication 

• Adherence 

• Disclosure 

• Transition 

• Support groups for adolescents 
 

SECTION 7: MENTAL HEALTH 

• Management of common mental health 
conditions in adolescents living with HIV 

 



Effective support: communication and 
the relationship 

• See the adolescent as a an individual 

• Respecting confidentiality 

• Respecting privacy 

• Involve the client in the care process 

• Show respect 

• Be encouraging and patience 

• Displaying patience and encouraging clients to 
speak for themselves 

• Involve parents/caregivers when appropriate 

 

 



Adherence 

• Adolescence is increased risk period for poor 
adherence - poor adherence in adolescents not 
restricted to HIV 

• Adherence is the single most challenging aspect 
of successful HIV care 

• Non-adherence may be caused by any 
combination of structural, patient-related, 
provider-related, medication-related, disease 
related and psychologically-related factors 

• Adherence is not stagnant and requires 
continuous reassessment 



Predictors of poor adherence 

• Poor clinician/patient 
relationship 

• Lack of understanding 
• Low literacy – creative 

counselling needed 
• Medication side effects 
• Lack of reliable access to 

primary healthcare 
• Domestic violence 
• Religious and traditional 

beliefs 
• Stock outs 

 

• Discrimination 
• Mental Illness and 

common mental health 
difficulties 

• Supporting other sick 
family members 

• Active drug and alcohol 
use 

• Mobile lifestyle 
• Travel away for holidays 
• Inadequate water 
• Knowledge of HIV 
• Housing 
• Undiagnosed OI 





Disclosure 

• Strong link between Adherence and Disclosure 

– Disclosure of the HIV diagnosis is necessary as children age 

– Establish whether the adolescent has been disclosed to? 

• Disclosure may:  

– Improve  adherence to treatment 

– Improve clinical outcomes 

– Encourage adolescents to take more responsibility and 
participate in their healthcare 

– Improve access to support 

– Improve retention in care 

 WHO (2011), Arrivé et al. (2012), Vreeman et al (2013). 









Identifying adolescents at risk of 
suicide 

• Important screening 
questions to ask: 

– Do you ever have 
thoughts of hurting or 
killing yourself?  

– Are you currently 
thinking of killing 
yourself?  

– Have you ever tried to 
kill yourself?  



Management of an adolescent suicide 
• Explore the suicidal statements further as well as their reasons for wanting to 

die 

– Review the risk: is this person low, medium or high risk? 

• Be kind, empathetic and non-judgemental when assessing the risk for suicide 
but also objective. 

– If the patient suffers from mental illness or is currently engaging in substance 
abuse, this automatically increases their risk! 

– If you have access to a psychologist or mental health professional, please refer 
the patient for further screening and intervention 

• Contract a safety plan  

– Which could include drawing up a suicide contract with the suicidal adolescent 

– Discuss your legal requirement as a healthcare provider to break confidentiality to 
parents or other support services  

• Make a relevant referral 

– Psychologist or other mental health professional 

– NGO or CBO 

– Hospitalisation if the patient is high risk 

 

 









THANK YOU 
  

Wits RHI 
 

Hillbrow Health Precinct  
22 Esselen Street,  

Hillbrow, Johannesburg 
Tel: 011 358 5500   

Email: rhicomms@wrhi.ac.za 


