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Abstract:

Introduction: Antenatal HIV counseling is an opportunity to educate HIV negative women to remain
protected from infection. However, it needs to be optimized to achieve the desired effect. Objective: To
evaluate the effect of reinforcement of key messages during the antenatal HIV counseling. Method: In a
PPTCT clinic 202 pregnant women who had already received pretest HIV counseling were assessed for
retention in knowledge in four key domains of HIV knowledge using an 8 point scoring system (Non-
Intervention group Score B). In another 200 newly recruited pregnant women, intervention was interactive
group counseling, assessment (Intervention group Score A), personal reinforcement session and
reassessment during post counseling (Intervention group Score B). Impact of intervention was determined
by comparing the scores between and within groups using factorial and repeated measures ANOVA
respectively. Results: Non-Intervention group Score B was 4.4 (SD+ 1.7), compared to 6.5 (SD+ 1.6) in
Intervention group, where more than 80% answered all questions correctly in each domain. Women in
Intervention group had a mean Score of more than 6/8 even when they returned beyond 3 weeks for post
test counseling. Despite the intervention, educated women retained the knowledge better than uneducated
counterparts. Conclusion: Intervention of key messages reinforcement improved comprehension and
retention in knowledge, and sensitized participants for prompt collection of reports. Women with less
education would require customized key messages delivery to help them comprehend the information. The
8 point scoring system used in this study can serve as in-house quality check for antenatal counseling in
PPTCT clinics.
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Introduction:

Mother to Child Transmission of HIV is the most
common route of HIV transmission to children and
contributes to 3.8% of all new HIV infections in India.
Regular antenatal (ANC) HIV screening is offered to
all pregnant women in a bid to achieve Elimination of
Mother to Child Transmission of HIV.

HIV prevalence among pregnant women in India
isaslow as 0.24% and hence majority of the pregnant
women test negative in HIV screening.”! However,
pregnant women continue to be at risk of acquiring
HIV during pregnancy " or later in life. While much of
the emphasis is on women who test HIV positive,
effective pre and post test counseling in other
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pregnant women is envisaged to provide them
comprehensive knowledge of HIV/AIDS, routes of
transmission, HIV prevention strategies including
condom use and partner testing, benefits of
screening and facilitate them to make an informed
decision to screen for HIV."® Thus, HIV screening with
effective pre and post test counseling of pregnant
women is an opportunity to educate them regarding
HIV/AIDS

More than 95% of pregnant women undergo HIV
screening and avail PPTCT (Prevention of Parent to
Child Transmission of HIV) counseling services in
Gujarat. However, only 28.5% women of
reproductive age group have comprehensive
knowledge regarding HIV in the state.”” Thus, it is
important to assess the effectiveness of pre and post
test counseling in influencing pregnant women's HIV
related knowledge and behaviour. Repeated
counseling sessions have been reported to have
sustained effect on reduction of self reported high
risk behaviour among serodiscordant couples.”
settings with high turnout of pregnant women,
manpower and time constraints may force the health
system to provide less importance to counseling of
pregnant women who test HIV negative. Hence, it
becomes important to optimize the quality of pre and
post test counseling sessions, which are regularly
conducted during routine antenatal HIV screening.

In

This study aimed at assessing the effectiveness of
existing methods of pretest counseling in imparting
HIV related information to pregnant women. The
study also determined how adding an intervention, in
the form of interactive group counseling followed by
individual counseling with key messages
reinforcement improved the comprehension and
retention of knowledge regarding HIV among
pregnant women.

Method:

The study was conducted in the PPTCT clinic
attached to the antenatal clinic Government Medical
College, Surat, a tertiary care hospital in South
Gujarat, which receives pregnant women from urban
and rural areas of South Gujarat. Routine activities in
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the PPTCT clinic include pre test group counseling,
registration and blood collection for HIV screening
and other routine antenatal blood tests. The
screening test result is provided from the next day
onwards in the PPTCT clinic itself, followed by
individual posttest counseling.

In the first phase of the study, the PPTCT
counselors were informally interviewed regarding
HIV screening uptake by the pregnant women. The
impact of counseling was planned to be assessed in
two aspects: a) Knowledge regarding HIV, using an 8
point scoring system, (Table 1) and b) Number of
days after which the pregnant women returned to
collect their report and post test counseling. The 8
point scoring system (maximum score achievable is
8) was designed to assess whether the key messages
in four broad topics viz., Routes of transmission of
HIV, myths about HIV, methods to prevent HIV and
benefits of HIV screening in pregnancy were
communicated to and comprehended by pregnant
women effectively. The instrument was face validated
before use.

In second phase, over five days, a total of 202
beneficiaries who had already received pre test
counseling through existing techniques and had
returned to PPTCT clinic for post test counseling
were interviewed (here after referred to as Non-
Intervention group). They were recruited
consecutively, after written informed consent. Their
demographic profile and educational status were
collected. The score they achieved in the 8 point
scoring system was recorded as “Non- Intervention
group Score B”.

In third phase, 200 new PPTCT clinic attendees
were recruited in a similar manner after written
informed consent (hereafter designated as
Intervention group). Steps of intervention included:

a. Group counseling with the investigator
addressing the participants in groups of 7-10 in
local language with aid of a PowerPoint
presentation. PowerPoint presentation consisted
of pictorial and written description about HIV,
routes of transmission, misconceptions,




Healthline Journal Volume 12 Issue 3 (July-September 2021)

Table 1 : Scoring system to assess the knowledge of the pregnant women

1. By touching
3. Through insect bites

A. Can you name some routes of HIV transmission that you know of?
(0.5 points for each for correct answer, total = 2)
1. Sexual route 2. Mother to Child (pregnancy and lactation)
3. Unsafe blood transfusion 4. Unsafe injection practice

B. Do you think HIV spreads by the following routes?

(0.5 points for each for correct answer, total =2)
2. By having food together
4. By using common toilets

1. Use of condoms

C. How do you prevent acquiring HIV? (1 point for mentioning each, total = 2)

2. Having an uninfected sexual partner and knowing partner’s HIV status

Maximum score = 8 (2 in each domain)

What is the need of HIV screening in pregnancy? (1 point for each, total =2)
1. To know HIV status of self and start treatment if required
2. To prevent mother to child transmission of HIV

prevention and need of HIV screening in
pregnancy. The participants were invited to
interact with the investigator.

. Personal interview to collect their demographic
profile and educational status. Knowledge of
participants immediately after the pretest
counseling was assessed using the 8 point scoring
system and documented as “Intervention group
Score A”. Evaluation using 8 point scoring system
was done by an independent investigator who
was notinvolved in the counseling.

Personalized key message reinforcement by
showing the participants the PowerPoint
presentation again and asking them to repeat the
key messages that were displayed, as they
understood them. They were assisted and
encouraged by the researcher to get the key
messages right, in case of any difficulties. The
participants were encouraged to collect their
reports the next day onwards.

. When the participants returned for their reports,
they were interviewed and retention of
knowledge was assessed using the same 8 point
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scoring system and documented as “Intervention
group Score B”. The number of days after which
they returned for the post test counseling was
also recorded. They were then given the test
reportwith posttest counseling.

It was hypothesized that knowledge regarding
HIV would be influenced by the Intervention.
Additionally, the educational level of the participants
and the gap between the pre and post test counseling
could also have an effect on the retention of
knowledge. In order to test these hypotheses, Score B
of Non- Intervention group was compared with Score
B of Intervention group, with Intervention as main
effect and education and time gap between pre and
post test counseling as interaction effects, using
factorial ANOVA. Further, Score A of Intervention
group was compared with Score B of the same group,
with educational level and time gap between pre and
post test counseling as interaction effects, using
repeated measures ANOVA.

Privacy was ensured during the individual
counseling. Time taken for each activity was also
recorded.
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Table 2 : Educational profile and gap between pre and post test counseling in
Non-intervention and Intervention group

Non- Intervention
. intervention N Total
Variables o group (%)
group (%) n=202 n=402
n=200 -

[lliterate 27 (13.4) 28 (14.0) 55 (13.7)
Educationa] | Primary school 93 (46.0) 88 (44.0) 181 (45.0)
level Secondary school 64 (31.7) 67 (33.5) 131 (32.6)

Higher secondary and above 18 (8.9) 17 (8.5) 35 (8.7)
Gap 1 week 57 (28.2) 156(78.0) 213 (52.9)

between pre

and post test 2 weeks 34 (16.8) 20 (10.0) 54 (13.4)
counseling | 3 weeks or more 111 (55.0) 24 (12.0) 135 (33.5)

In the Non-Intervention group, the score at the time of post test counseling (Score B) was
4.4 (SD+ 1.7), compared to 6.5 (SD+ 1.6) in Intervention group.

Table 3 : Score B in participants who returned for post test counseling in
Non- Intervention and Intervention groups

Score B (Mean+ SD)

Gap between pre and

post test counselling Non- Intervention Intervention group
group (N=202) (N=200)
1 week 4+15 6.5+1.6
2 weeks 39+13 6.2+1.5
3 weeks or more 3215 6.1+1.7
F=7.755,p=0.001 F=0.988, p=0.374

Results:

Majority of the participants had primary school
education in both the groups. There was no
significant difference in proportions of different
educational levels (Table 2) among the participants
in the two groups (Chi Square=0.244, df=3, p=0.97).

Informal interview of PPTCT counsellors
revealed that while there was nearly no refusal for
HIV screening among pregnant women, there was a
delay in them returning to collect their report. This
was evidenced by the fact that in the Non-
intervention group, the majority of participants
returned for post test counselling three weeks or

m40::

later. In the intervention group, however, the
majority of participants returned within a week for
posttest counselling. (Table 2)

In the Non-Intervention group, the score at the
time of post test counseling (Score B) was 4.4 (SD+
1.7),compared to 6.5 (SD+ 1.6) in Intervention group.

There was a significant difference between the
mean Score B of the two groups (F=134.354,
p=0.000) which was not affected by the interaction of
the Intervention with Educational level (F= 0.293,
p=0.830) or with gap between pre and post test
counseling (F= 0.080, p=0.924). Thus, the retention
of knowledge was higher in intervention group than
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Figure 1: Scores of participants with different educational status in
Non- Intervention and Intervention groups.
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Table 4 :

Participants answering all the questions correctly in four key domains at
various points of assessment

Intervention Group
Non- Group Score B (after
. Intervention Score A, reinforcement
Domain . . . .
Group (immediately | sessions, during
Score B after post test
intervention) counselling)

Routes of transmission of HIV 101 (50%) 134 (67%) 164 (82%)

Reject myths about HIV

99 (49%) 148 (74%) 160 (80%)
Measures for prevention of HIV infection 67 (33%) 132 (66%) 176 (88%)
Benefits of HIV testing 71 (35%) 140 (70%) 184 (92%)

the Non-intervention group, regardless of the
educational level of participants or gap between pre
and posttest counseling.

week or two. On other hand, in Intervention group,
the mean score B of those who returned in one week,
two weeks and three weeks or later, did not differ

In Non-Intervention group, post hoc test of one significantly (Table 3).

way ANOVA showed that, the retention in knowledge In Intervention group, it was observed that the

(Score B) was significantly lower among participants
who came three weeks or beyond for post test
counseling, compared to those who came within a

HE: % B

mean score B (6.5+1.6) was higher than mean Score A
(4.5 1.8), (F= 163.92, p=0.000) and this was not
affected by the interaction terms- educational level
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(F=2.031, p=0.111) or gap between pre and post test
counseling (F= 1.664, p=0.192). Thus, an increase in
mean score was seen in participants of all
educational groups and regardless of the gap
between pre and post test counseling. However, score
B was higher among those with a higher level of
education (F=7.073,p=0.000). (Figure 1)

The percentage of participants answering all the
questions correctly in four key domains at various
levels of assessmentis given in Table 4.

Discussion:

The first of the four prongs of Prevention of
Parent to child transmission is primary prevention of
HIV among women of reproductive age group. [6]
WHO notes that in usual research constrained
settings, much of the focus during antenatal HIV
counseling sessions is on those who test HIV
positive.” Acceptance of HIV screening by pregnant
women is influenced by several factors such as the
effective health education and communication they
receive. * Interestingly, while the uptake of HIV
screening among pregnant women ranges between
65%-100% in India, ” there exists a missed
opportunity, to capacitate HIV negative women to
remain HIV uninfected during pregnancy and later in
life.

In this study, the educational tool was designed in
a PowerPoint presentation, with pictorial and
written descriptions along with the narrative by the
investigators. The intervention was designed in such
a manner that the participants had an opportunity to
interact with the researcher at three different points
- firstly, as a part of interactive session during the
group counseling, secondly, during the individual
reinforcement session and thirdly, during post test
counseling. While the group counseling lasted for 8-
10 minutes, the average extra time required for the
knowledge assessment, individual counseling and
reinforcement of messages was 5-6 minutes per
participant. On the second visit, post test counseling
for HIV negative women with re assessment lasted
for about 5-8 minutes. The time given to the pregnant
women to clear their queries can be a constraint in
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resource limited settings”, but our experience in this
study showed that in the presence of two counsellors
and one lab technician, careful planning and
integration of other antenatal services, such as other
routine blood tests with HIV screening can be done to
avoid delays in a centre that caters to nearly 140-150
clients per day.

In a study from Tamil Nadu, the authors opined
that group counseling achieved “small gains” in HIV
knowledge. " In a study assessing the counseling
services for pregnant women in tertiary hospitals of
Delhi, it was noted that 58% of HIV negative women
who received group pre test counseling felt that it
was useful. In the mean time, 94% felt that individual
counseling was useful but only 57% of HIV negative
clients had received it. " In this study it was noted
that during the group counseling, very few women
came up with questions. However, during the
individual counseling and reinforcement that
followed, 25% of the women discussed their doubts
and apprehensions regarding HIV. In the intervention
group, there was an increase in scores from a mean of
4.5/8 immediately after the group counseling to
6.5/8 after reinforcement session (assessed on a
later date when the participants returned for post
test counseling). Thus the individual counseling
sessions with reinforcement of key messages
improved the comprehension and retention of
knowledge.

Further, it was noted that women with less
education did not comprehend the messages given in
group counseling as good as the other participants,
evidenced by their lower Score A, assessed
immediately after the group counseling. After they
received the reinforcement session, their knowledge
assessed through score B when they returned for
post test counseling had increased significantly, but
remained lower than other educational levels.

Reinforcement sessions with individual
counseling ensured that higher proportions of
participants comprehended the information, and
could recollect the information when they came for
posttestcounseling atvarying points in time. In other

studies in India, 48-62% of pregnant women did not
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know any means of preventing mother to child

2 In this study, it was noticed

transmission of HIV.
that most participants in Non- intervention group
could not satisfactorily explain how HIV screening
could “help their baby”. In the intervention group, the
benefits of HIV screening were stressed upon during
the group counseling and individual reinforcement
sessions. The proportion of women confidently
explaining the benefits of HIV screening rose from
70% immediately after group counseling to 92%
after having received the individual counseling and
reinforcement sessions. Among these participants,
nearly 78% collected the reports and attended the
post test counseling within one week. Moreover,
regardless of when they returned for post test
counseling, the participants had a mean score B of
more than 6/8. This was unlike the Non-intervention
group, where more than half the participants
returned 3 weeks later or beyond to receive their test
reports and post test counseling. The mean score B
was lower (3.2/8) in such participants.

Though couple counseling for HIV is considered
acceptable,"**" counseling and HIV screening of male
partners have not been widely adopted as a strategy
in regular antenatal screening in India. In this study
also, the researchers felt that much more emphasis
and reinforcement on partner testing would be
required to actually translate knowledge to action.

[t is important to promote condoms as measures
to prevent HIV and not merely as contraceptives
among heterosexual couples." In this study, after
reinforcement sessions, 88% participants could
name consistent condom use and partner testing as
means to protect them from HIV.

In this study, other factors that may have an
influence on knowledge of HIV such as parity, years of
marital life or access to social and mass media were
not considered, because this tertiary care hospital
receives a heterogeneous group of antenatal women,
and hence studying too many different factors could
not have helped in decision making. Limitation of the
study was that the behavioural change in these
participants could not be assessed or documented.
Such studies are warranted in future.
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Conclusion:

The 8 point scoring system used in the study
evaluated whether the clients understood the key
messages provided by the counsellor and retained
them. The benefits of meaningful counselling were
not evidenced in pregnant women receiving
counselling through existing methods. The
intervention of key messages reinforcement, which
took an extra time of 5-6 minutes per participant,
improved the comprehension and retention in
knowledge in the Intervention group. Nevertheless,
even in the Intervention group, comprehension was
lower among those with less education.
Reinforcement sessions must concentrate on partner
testing, condom promotion and allying fears about
HIV transmission. It is important to gauge the quality
of counseling activities that are provided through
PPTCT units and periodically measure its efficacy
through suchin house evaluation strategies.
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