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CHAPTER 1: INTRODUCTION  

 

The adult HIV prevalence in India is estimated to be 0.26 % (0.22%ï0.32%) in 2015 

translating into 2.1 million people living with HIV/AIDS (PLHIV) in 2015. This is third 

highest burden in the world. On the other hand, India is highest Tuberculosis (TB) burden 

country in the world with an estimated 2.2 million new TB cases occurring annually. While 

TB is commonest opportunistic infection (OI) in HIV-infected individuals, HIV infection is 

an important risk factor for acquiring TB infection and its progression to active TB. HIV/TB 

together is a fatal combination with extremely high death rates (15 to 18%) reported among 

HIV-infected TB cases notified under Revised National TB Control Programme (RNTCP). 

Overall, TB is estimated to cause about 25% of all deaths among PLHIV in India. Though 

only 5% of incident TB patients are HIV-infected, in absolute terms it means more than 

100,000 cases annually and ranks   second in the world and accounts for about 10% of the 

global burden of HIV-associated TB. Early detection of HIV/TB cases and prompt provision 

of Anti-Retroviral Treatment (ART) and Anti-TB Treatment (ATT) are key interventions to 

reduce mortality rates significantly. Globally, it has been estimated that less than half of all 

TB patients with HIV receive an HIV test; hence, HIV testing in TB settings needs to be 

scaled up. Ministry of Health and Family Welfare, Government of India, recognized 

magnitude of HIV/TB co-infection and realized the need of collaboration of both NACP and 

RNTCP programmes for better management of TB/HIV co-infection and the two 

programmes jointly implementing well-planned HIV/TB collaborative activities across the 

country. The current National Framework for HIV/TB Collaborative Activities, November 

2013 aims to significantly reduce the morbidity and mortality due to HIV/TB co-infection 

through prevention, early detection and prompt management of both HIV and TB.  

 NACP-RNTCP Coordination Mechanisms and Activities at Various Levels: 

It is important to ensure robust and coordinated efforts between these two national 

programmes at all levels to achieve sustained and successful outcomes. Coordination has 

been ensured by forming national and state TB/HIV coordination committees; national and 

state technical working groups; and district coordination committees (DCCs). The in-charge 

of SA-ICTC should regularly participate in monthly HIV/TB coordination meetings at the 

district level, which will help to bridge identified implementation gaps and support 
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continuous improvement towards uniform efficient implementation of HIV/TB 

collaborative activities.  

A ófour-pronged strategyô has been envisaged to ensure strong collaboration and 

coordination between the NACP and RNTCP. It entails prevention, early detection of 

HIV/TB, prompt treatment and management of TB/HIV cases.  

1.1 Prevention of TB-HIV  

3 Iôs strategy for reduction in the burden of TB among PLHIV includes the following: 

1. Intensified case finding (ICF) 

2. Isoniazid preventive therapy (IPT)  

3. Infection control for tuberculosis (IC)    

1.1.1 Intensified Case Finding (ICF): 

WHO recommended óFour symptom screeningô of TB is highly sensitive to identify a 

presumptive TB cases. If a patient does not have any of these four symptoms; TB can 

be confidently ruled-out in 98 out of 100 cases. Thus all individuals accessing HIV 

Counselling and Testing Services (HCTS)  as well as HIV care services through 

confirmatory or screening sites of HIV testing facilities, ART, Link ART, Link ART 

Plus, Care support centres and Targeted interventions should be screened for TB.  

All people living with HIV (PLHIV) should be regularly screened for TB using clinical 

symptom based algorithm consisting of current cough, fever, weight loss or night 

sweats at the time of initial presentation for HIV care and at every visit to a health 

facility or contact with a healthcare worker afterwards. Similarly, children living with 

HIV who have any of the following symptoms - poor weight gain, fever or current 

cough or contact history with TB case-may have TB and should be evaluated for TB 

and other conditions. 

 

Individuals who have symptoms or signs suggestive of TB, irrespective of their HIV 

status, should be referred to RNTCP diagnostic and treatment facility. For this purpose, 

NACP and RNTCP promote the establishment co-located facilities. 
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Presumptive Pulmonary TB refers to a person with any of the symptoms and signs 

suggestive of TB including:- 

  

 -Cough for > 2 weeks 

 -Haemoptysis  

 -Fever >2 weeks 

 -Significant weight loss. 

 -Any pulmonary abnormality in chest radiograph 

   

Note: In addition , contacts of microbiologically confirmed TB patients, PLHIV , Diabetics, 

Malnourished, cancer patients,  patients on immuno- suppressants or steroids should be 

regularly screened for sign and symptoms of TB 

 

Presumptive Paediatric TB refers to children with  

 - Persistent fever and / or cough for more than 2 weeks 

 - Loss of weight*/no weight gain  

   and/or  

 - History of contact with infectious TB case**. 

*History of unexplained weight loss or no weight gain in past 3 months ; loss of weight is 

defined as loss of >5% body weight as compared to highest weight recorded in last 3 

months. 

**In a symptomatic child contact with a person with any form of active TB within last 2 

years may be significant. 

 

  Presumptive TB cases are those who have cough of two weeks, or more, with or 

without other symptoms suggestive of TB in adults and adolescents and/or fever and/or 

cough of recent onset lasting for >2 weeks, recent unexplained loss of weight and 

history of exposure to an infectious TB patient (smear positive) in children. In people 

living with HIV, cough of any duration is suggestive of TB. 
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1.1.2 Isoniazid preventive therapy (IPT) for PLHIV at ART centre /Link ART -

Plus and Link ART Centres 

IPT is one of the 3Is that are globally recommended for prevention of incident TB 

among PLHIVs. Isoniazid is the most effective Bactericidal Anti TB drug available 

currently. While it protects against progression of latent TB infection to active disease 

i.e. reactivation, it also prevents TB re-infection post the exposure to an open case of 

TB. This is provided at ART centre/Link ART-plus and LACs. 

(For details plz refer to Operational Manual for Isoniazid preventive therapy, June 

2016 at link below: 

http://naco.gov.in/NACO/Quick_Links/Publication/Basic_Services/Training_Modules_

on_HIV-TB_Training/Operational_Manual_IPT/ ) 

1.1.3 Infection Control for TB: 

When patients remain undiagnosed and untreated for tuberculosis, there is risk of 

transmission of tuberculosis infection at health care facilities. Early diagnosis and 

prompt treatment of TB will rapidly make TB patients non-infectious and ultimately 

will break the chain of transmission. 

Ensuring appropriate Administrative, Environmental and Personal Protective Measures 

as recommended in the Airborne Infection Control Guidelines is of utmost importance 

in reducing the risk of transmission of TB at HIV TB care settings.  

1.2   Early detection 

Early detection of TB and HIV is crucial. The programme identifies the following 

important strategies to ensure diagnosis of HIV and TB at all service delivery facilities: 

1. Provider Initiated Testing and counselling (PITC) for HIV for all TB and 

presumptive TB cases  

2. Rapid diagnostics for detection of TB and DR-TB in PLHIV 

 

India is successfully implementing the Intensified TB HIV case finding activities, which 

emphasize HIV testing of all presumptive and confirmed TB cases and, TB screening of all 

individuals impending for HCTS and for all PLHIV at HIV care settings and prompt 

treatment for persons affected with HIV/TB.  

http://naco.gov.in/NACO/Quick_Links/Publication/Basic_Services/Training_Modules_on_HIV-TB_Training/Operational_Manual_IPT/
http://naco.gov.in/NACO/Quick_Links/Publication/Basic_Services/Training_Modules_on_HIV-TB_Training/Operational_Manual_IPT/
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Chapter 2: PROVIDER INITIATED HIV  TESTING AND COUNSELLING  

(PITC) FOR PRESUMPTIVE TB CASES AND TB PATIENTS 

 

2.1: HIV Testing and Counselling  

HIV/AIDS counseling /education  is a confidential dialogue between  a client and a 

counsellor aimed at providing information on HIV/AIDS and bringing about behavior 

change in the client. It is also aimed at enabling the individual to take a decision 

regarding HIV testing and to understand implications of the test results. Individuals can 

access HCTS in two ways: 

1. Self- initiated: Individuals who self-perceive their risk and need for HIV testing 

and thus voluntarily approach for HIV Counselling and Testing Services (HCTS).  

2. Provider-initiated: Individuals referred by a health-care provider for HIV testing.  

In case of provider-initiated HCTS, the individual must receive pre-test counselling 

about HIV testing to make an informed choice, with an option to ñopt-outò. The process 

of informed consent and information related to testing should be documented in the 

counselling register. Health-care providers should offer HCTS in a confidential manner, 

without stigma or discrimination. The HIV screening test may be done in the outpatient 

department (OPD)/ inpatient department (IPD)/ emergency settings or at a general 

laboratory. If the individual is found reactive for HIV at screening, such individuals 

should be referred to a SA-ICTC with a Linkage form (Annexure 1) for confirmation 

of the HIV diagnosis. All individuals found HIV positive at SA-ICTC should be 

promptly linked to an ART centre. 

 

NACP also recommends the establishment of provider-initiated HIV screening at all 

designated STI / RTI clinics (DSRCs) and designated microscopy centres (DMCs) 

under the RNTCP. 
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Box 1: Provider-initiated HCTS may be offered to the following priority populations: 
 

a) All pregnant women 
b) Babies born to HIV-positive women  
c) Untested children of women living with HIV (WLHIV)   
d) Children presenting with suboptimal growth or severe acute malnutrition, delay in 

developmental milestones, oral thrush, severe pneumonia and sepsis 
e) Patients who present with signs and symptoms suggestive of HIV/AIDS in any health-care 

setting including emergency  
f) Individuals who faced sexual assault 
g) Before initiating PEP and as a follow-up testing 
h) Patients with TB or presumptive TB, Kala-azar, hepatitis B or  C, or STI/RTI 
i) STI/RTI clinic attendees 
j) Sexual partners/spouses of PLHIV  
k) Any other situation where the health-care provider feels HIV testing is essential 

 

In PITC, health care worker or counselor provides basic information on HIV, the testing 

process, clinical and prevention benefits of testing and potential risk of discrimination. The 

clients are also informed about their ñright to refuseò the offer of HIV testing and that 

declining the test will not affect their access to other services. Individuals are also informed 

about follow-up services, and only then they are offered the test. The health worker should 

clearly ask each client ñdo you agree to get tested for HIV or not?ò and that she/he is free 

to ñopt outò i.e. choose not to get tested. If a client does not ñopt outò then he/she is tested 

for HIV followed by provision of post-test counseling. The content of pre and post-test 

information for WBFPT is discussed in details in Annexure- 13.  

2.3: Procedure at the DMC for presumptive TB cases and TB patients:  

1. All  diagnosed and presumptive TB cases attending the designated microscopy 

centre (DMC) would be assessed for HIV status by the DMC laboratory 

technician (LT). If HIV testing facility is available at same facility LT will refer 

presumptive and diagnosed TB cases for HIV testing at the facility. For those 

DMCs where there is no co-located facility for HIV testing, LT will  conduct HIV 

screening test using Whole Blood Finger Prick Test (WBFPT) as per  NACO HIV 

counselling testing services guidelines .  

2. DMC LT after taking the first sputum sample will  ensure following steps: 

a. If  the patient is known to be HIV positive (e.g. referred in from ART 

centres), the information regarding the HIV status will  be immediately 
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noted in the RNTC P laboratory register (Annexure 2). In case of 

presumptive TB whose HIV status is HIV negative and has been tested 

within the past six months, the same will  be recorded in laboratory register 

and will  not be referred further for any confirmation as per national 

policy. 

b. In case of presumptive TB case or TB patient whose HIV status is not 

known or HIV negative (with test result beyond six months), and the 

health facility does not have co-located SA-ICTC/F-ICTC ,LT at DMC 

would conduct HIV screening test to bridge the gap in knowing the HIV 

status. Individual should be counseled about the need for getting tested 

for HIV and if an individual gives consent for HIV test then it will be 

recorded in Counselling register at HCTS screening facility (Annexure 3). If 

the test result is negative then it should be recorded in RNTCP 

laboratory  register and RNTCP request form  for  examination of 

biological specimen for TB (Annexure 4) and if the test results  is screened 

positive for HIV then the individual will be referred to SA-ICTC for 

confirmation of the HIV with the linkage  form in  triplicate (Annexure 1) 

c. In cases where only the sputum samples reach to the DMC (in absentia  of  

patient), due to  the on-going nature of  this process, the patient will be 

called later on and will be offered HIV test .  However, HIV testing should 

be offered to all  diagnosed and presumptive TB cases whose sputum was 

collected at the collection points if the collection centre is having HIV 

screening facility.  At  the time of  transportation of  the  sputum 

specimens,  the HIV  test  result  should  be documented  in  the RNTCP 

request form  for examination of biological specimen for TB, which 

wil l  then be updated into the laboratory register  by the DMC LT. 

3. LT is designated staff for conducting HIV screening test at DMC, otherwise any 

paramedical staff designated for HIV screening (PHN/LHV/ANM/MPW-male/ 

pharmacist) in the health facility will ensure each individual screened for HIV  will 

be given pre-test counselling with informed consent documented in registers 

(Annexed at 2 & 3), perform post ïtest counselling by maintaining confidentiality 

at each step. 
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Test results:  

If an individual found non-reactive on HIV screening, the laboratory report 

(Annexed at 5) duly signed by the medical officer should be given to the individual 

during post-test counselling, on the same day. HIV screening site will provide HIV 

status ( Negative & opt out ) to the individual and if the screening test is positive 

then the patient will be refer to the HIV confirmatory site (e.g. SA-ICTC) for the 

confirmation of HIV diagnosis along with  date of HIV screening test and PID 

number .The counselor at the HIV testing confirmatory site ( SA-ICTC) will provide 

the feedback regarding HIV status (Positive/Negative/Indeterminate/Opted out) is to 

be recorded in the linkage  form and in registers maintained at HIV testing facilities. 

DMC LT will  update the laboratory and Counselling register based on the 

feedback on the linkage form.  

2.4: Procedure at the HIV testing Confirmatory site (SA-ICTC):  

1. All individuals coming to the ICTCs/F-ICTCs will  be offered counselling and testing 

as per the norms and standard operating procedures of the National AIDS Control 

Programme (NACP). The counselor at the HIV testing confirmatory site (SA-ICTC) will 

provide HIV test results in lab report (Annexure-6) along with the post test counselling. 

2. All  referrals will  be recorded in the counselling register.  

3. All Presumptive or diagnosed TB cases that are known  HIV  positive as  evidenced  

by  the HCTS records  and reports and patients tested  HIV  negative within  last  6 

months wil l  not  be re-tested.  Patients who had an indeterminate result beyond 28 days 

wil l  be offered the test. 

4. For patients with HIV positive results at confirmatory site (SA-ICTC), the counselor will 

link the patient to the nearest ART centre available in the district/state. This will  be done 

by giving same referral and l inkage form (Annexure-1). The patient will  be given 

the contact details of the district programme managers for any assistance needed.  

The counsellor will  document the HIV status, date of HIV testing and PID number in 

linkage form as a feedback to LT of DMC. The counsellor will  also assist the DMC 

LT to update the laboratory register with information on HIV status. 
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Chapter 3:WHOLE BLOOD FINGER PRICK TEST FOR HIV SCREENING OF 

PRESUMPTIVE TB CASES AND TB PATIENTS : 

 

National HIV counselling Testing services Guidelines 2016 includes HIV testing services 

principally at:  

(a) Facility-based services and  

(b) Community-based services (CBS). 

(a) Facility -based HCTS (screening or confirmation) are offered to individuals 

accessing health-care facilities functioning as per the OPD timings of the institution 

where the HCTS facility is located. However, SACS should ensure that at least HIV 

screening test services are available after normal work hours. 

(b) Community-based screening (CBS) is an important approach to enhance the 

outreach and coverage of priority populations and for improving early diagnosis of people 

who seldom use clinical services, including men and adolescents in high-prevalence 

settings and high risk groups (HRG) populations. To improve HCTS access and coverage, 

community-based HIV screening is carried out through various approaches. 

Intensified TB case finding  is integrated and offered at all HIV testing facilities 

(screening and confirmatory sites both) irrespective of their test results and to all 

populations receiving HIV care services, Intensified TB case finding in clinical and 

outreach settings will facilitate early detection of HIV-associated TB and linkage to 

treatment.  

It is envisaged by NACP as per the revised National HIV counselling Testing services 

Guidelines 2016, to increase the access of at-risk populations to HCTS in a cost-effective 

manner, NACO in addition to establishing SA-ICTC at the CHC and higher levels, has 

evolved a strategy with the RCH programme for integrating HIV screening at all primary 

health centres (PHCs) and high-delivery points across India and all DMCs under HIV-TB 

Collaborative activities. They are labeled as facility integrated counselling and testing 

centres (F-ICTCs) and should be appropriately linked to the nearest SA-ICTC. HIV 

screening at all F-ICTCs will be implemented through their existing staff with due 

sensitization, orientation, guidance, monitoring and supervision by the linked SA-ICTC. 
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This mechanism of taking HCTS closer to the people may increase the uptake of services 

while reducing transportation costs and waiting times for those seeking services. Further, 

integrating HCTS into the general health system will ensure sustainability, cost-

effectiveness and facilitate the mainstreaming of HCTS. It is envisaged by the NACP 

guideline that all DMC will have a co-located HIV testing facility and will  promote 

establishment of HIV screening centres using whole blood finger prick test (WBFPT) at 

RNTCP DMC facilities not having co-located HCTS. This will help in coverage of all 

presumptive TB cases and TB patients with HIV testing services and ensure early 

detection of TB/HIV patients and linkages to HIV care and support services. 

The DMC facility without a co-located SA-ICTC/F-ICTC will use whole blood finger-

prick test kits for HIV screening, which is easy to perform and provides results within 30 

minutes.  Need-based quantities of these test kits will  be supplied on a regular basis by the 

district HIV/AIDS nodal officer through the linked SA-ICTC.  

These test kits need to be stored between 2°C and 8 °C in the refrigerator available at the 

health facility. The temperature track indicator (TTI) should be monitored and recorded in 

temperature log book (Annexure 7) regularly, for any change in colour, by the staff in-

charge of HIV screening. Kits that show a change in colour in the TTI should not be used 

and promptly replaced through the linked SA-ICTC. The generated bio-waste should be 

disposed of as per the infection control guidelines.  

 

 

3.1: HIV Screening Strategy 

Whole blood finger prick test for HIV  (WBFPT) 

Considering importance of HIV testing of TB patients, Presumptive TB cases and the gap in 

coverage due to lack of co-located HIV and TB testing facilities, all diagnosed and 

presumptive TB cases will be offered  HIV screening test using WBFPT at DMCôs. The aim is 

to detect HIV infection early among diagnosed and presumptive TB cases to enable linkage to 

care, support and treatment thereby reduce mortality and morbidity.  

A screening test used, especially for a disease with low incidence, must have very good 

specificity as well as sensitivity. The rapid HIV test kits using whole blood, used by NACP 

have very high sensitivity and specificity (both close to 99%). The fact that whole blood rather 

http://en.wikipedia.org/wiki/Incidence_(epidemiology)
http://en.wikipedia.org/wiki/Specificity_(tests)
http://en.wikipedia.org/wiki/Sensitivity_(tests)
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than serum can be used in these tests and very high sensitivity makes them suitable for use as 

screening test. 

It can be used at facilities with limited resources or expertise below the stand-alone ICTC 

level. It can be easily used by paramedical health worker after minimal capacity building. The 

laboratory technician at RNTCP DMC would perform the test and the institutional health care 

provider (pharmacist, staff nurse, ANM etc.) would be trained for provision of pre-test 

counselling. All patients who are found reactive with WBFPT would be referred to nearest 

stand-alone ICTC for comprehensive pre and post-test counselling and confirmation of HIV 

status as per NACO HCTS guidelines. 

 

Who can perform the WBFPT? 

 A trained laboratory technician, staff nurse, medical officer or any trained health care provider 

can perform screening test at a health facility. 

 

3.2: Procedure at DMC: 

 

The Lab Technician will  be performing the screening test for HIV at RNTCP DMC. Details of 

procedure are described below under the following headings: 

¶ Rapid Tests 

¶ Collection of blood by finger prick technique for the screening HIV rapid tests 

¶ Performance of screening test for diagnosis of HIV 

¶ Doôs and Donôts of testing 

¶ Quality control 

 

1. Rapid tests  

Rapid tests are in vitro qualitative tests for the detection of antibodies to Human 

Immunodeficiency Viruses (HIV) types 1 and 2. Rapid card testing OR whole blood finger 

prick test for HIV is used for screening of HIV infection. This is to be confirmed by two other 

rapid tests if reactive. The individual will be referred to SA-ICTC for confirmation of HIV 

through linkage form (Annexure 1).  
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Individual will be registered in lab register and F-ICTC register (Annexed at 2 & 3) and 23 

digit PID no. will be given. Pre test counseling as per National HIV counselling Testing 

services Guidelines 2016 is done (Annexure 13) and the presumptive and diagnosed TB cases 

are offered HIV test. If an individual consents to undergo the test, than signature or thumb 

impression is to taken in column no. 11 of F-ICTC register and prick is done (Annexure 3).  

Collection of blood by finger prick technique for the screening HIV rapid tests is 

described below: 

 

In case of HIV testing, pre-test counseling and obtaining informed consent of an individual is 

absolutely essential before collecting the sample.  

Blood is to be collected by finger prick technique for performing the screening HIV rapid 

tests. This is to be done at DMC by LT and in field by ANMs or any other trained healthcare 

provider. 

Step wise procedure: 

1. Gloves should be worn and sterilized /disposable lancets/needles must be used.  

2. Ask the individual to sit comfortably and lower the arm (the finger should be 

lower than the elbow) from which the sample is to be taken.  

3. Choose the fingertip of the middle or ring finger for adults. (This is applicable 

to all above 1 year of age).  

4. Clean finger tip with alcohol; allow to air dry. Do not touch the area 

5. Gently squeeze and release the area to be pricked until it is red 

6. Position the hand palm side up .Place the lancet/ needle away from centre on 

the fingertip. Firmly press the lancet/needle against the skin and puncture the 

skin. Dispose of the lancet/needle in a safe way into the sharps discard jar 

containing 1%sodium hypochlorite (Figure:5). 

7. Wipe away the first drop of blood with a sterile gauze pad and then throw the 

gauze in the discard jar containing 1% sodium hypochlorite solution (or Figure 

6 discard the gauze and gloves in to the waste bucket with the yellow bag) 

8. Holding the finger lower than the elbow, apply gentle intermittent pressure to 

the base of the punctured finger a few times  
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9. Following the directions of the kit, apply a full drop to the specimen pad in the  

rapid card  directly so that the specimen pad is adequately soaked or use the 

disposable pipette provided by the manufacturer to transfer the required amount 

of sample from the fingertip onto the specimen pad on the rapid card 

10. Once the required amount of specimen has been collected, pressure must be 

applied gently at the puncture site with a gauze to ensure that there is no further 

bleeding from the site 

11. Continue the test procedure as per the given SOP / process outlined in the kit 

insert. 

Donôts of Finger Puncture 

¶ Do not puncture the side or the tip of the finger  

¶ Do not puncture parallel to the grooves of the fingerprint 

¶ Do not puncture the index finger 

¶ Do not puncture the little finger 

¶ Do not puncture the fingers of child less than 12 months of age 

  

Figure 1: Recommended site and direction of 

finger puncture 
Figure 2: Select the site to be pricked 
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Figure3: Clean the finger with alcohol. Work  

from the middle out to reduce contamination.  

Allow the area to dry. 

 

 

 

 

 

               

 

 

 

Figure 4: Prick finger as shown 

Figure 5: Discard Lancet in puncture 

proof jar containing 1% sodium 

hypocloride solotion 

Figure 6: Discard the gauze and gloves in 

to the waste bucket with yellow bag 
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Performance of Rapid tests for diagnosis of HIV: 

Rapid HIV detection test kits include all necessary reagents and require no other specialized 

equipment .These tests typically require 20 to 30 minutes( or as specified in the kit insert) to 

obtain a result  and results are interpreted visually after the time from the beginning of the 

testing process as specified in the kit insert 

These rapid cards have HIV antigens immobilized on a porous membrane. The whole blood 

specimen is put on the sample pad and flows through the membrane during the performance of 

test and the antibodies if present in the patient specimen are absorbed on to the coated antigen. 

A dot or a line visibly forms on the membrane in the result area when the antigen and antibody 

is present in the specimen combine. Tests in addition have an inbuilt procedural control dot or 

line. The exact process of test performance , time after which the result is to be read and 

interpretation of the test depends on the manufacturerôs instructions in the kit insert that are 

specific to the particular rapid test. A visual line/dot at both the test and control sites indicates 

a positive test result, a line/dot only at the control location indicates a negative test result, and 

the absence of a line at the control site means the test is invalid. 

Test procedure  

1. Bring the test kit to room temperature. 

2. Lay out the test strips on a white paper towel on a clean flat surface, take the test 

device out of the protective wrapper and label with the pregnant woman details. 

3. Wear gloves and perform fingerpick as explained. 

4. Draw up the required amount of whole blood specimen from the finger tip using one of 

the disposable pipettes supplied (use only the pipette supplied and do not reuse). After 

obtaining the required amount of blood, press the pricked area with clean gauze to stop 

the bleeding and ask the patient to meanwhile continue pressing with the gauze until 

bleeding stops. Proceed with the testing process 

5. Holding the pipette vertically over the sample pad, add specimen (as per amount 

specified) carefully and allow to absorb.  Ensure air bubbles are not introduced into the 

sample port 

6. Discard the pipette into the discard jar with 1% sodium hypochlorite after dropping the 

required amount of specimen onto the rapid card 
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7. Complete the next steps of adding any more reagents (if required ) as specified in the 

kit insert of the rapid card 

8. Set timer for the time as specified in the kit insert.  Allow the specified time  for the 

reaction to occur 

9. Read test results immediately after the time as specified in the kit insert 

10. Record test result in the patient result form as reactive (if dot/band appears) or 

negative. 

11. Refer the patient to nearest SA- ICTC centre for confirmation if the screening test is 

reactive(by filling the Linkage Form Annexure 1) 

 

 

Some illustrative examples (figures 7, 8 and 9) are shown below 

Reactive 

2 lines of any intensity appear in 

 both the control and patient areas.  

Non-reactive 

1 line appears in the control area 

and no line in the patient area.  

 Figure 7  

                      

                                Reactive / Positive                   Non-Reactive 

Figure 8 


