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ABSTRACT
Background: The most important component of PMTCT program is HIV Counseling and Testing (HCT).

A high quality of HCT is essential for success. In Ethiopia PMTCT services began in 2003, but only
0.8% of HIV infections among births to HIV positive women was averted in 2005/6 through PMTCT

Obijective: the aim of this study was to assess the quality of antenatal-linked HIV counseling and
testing as an intervention for PMTCT at ten public Health Centers in Addis Ababa City.

Methodology: a cross sectional study was conducted at purposively selected 10 health centers in
Addis Ababa from April to May 2008. Methods included structured observations of counseling
sessions, interviews of 10 PMTCT site coordinators, 9 counselors and 422 exit clients. Data on client
satisfaction, counselors’ communicative skills, duration and content of pre- and post test counseling
was collected using a structured questionnaire adapted from UNAIDS tools. SPSS version 15.0 was

used to enter, clean, and analyze the data. Descriptive and analytic statistics were computed.

Result: 6 of the 10 health centers had an HCT uptake rate of 90 to 100% of those counseled, and 8 of
the health centers had a client return rate of 90% to 100% to collect the test results. A total of 66 (31
pre- and 35 post test) counseling sessions were observed. The mean duration of pretest counseling
was 5.37 minutes (+3.34) and that of post test was 3.0 minutes (+ 2.24). In 25.8% of the sessions, the
mothers were not given the chance to freely consent or dissent for blood test. During the post test
sessions, in 42.9% of the session the clients’ understanding of the meaning of their test results was not
explored. At exit interview, 21.3% of the clients didn’t know why they were offered HCT particularly
during their pregnancy time. The odds of knowing why HCT is offered during pregnancy was higher
among those residents of Addis Ababa and clients who spent 5-15 min on discussion with their
counselors [OR = 4.48, 95% ClI: 1.84, 10.9 and OR=2.1, 95%CIl: 1.03, 4.24 resp.]. Generally, 89.8%

of the clients reported being satisfied with the pre-and/or post-testing counseling discussions.

Conclusion: The communicative skill of the counselors was generally ‘satisfactory’. The majority of
pre- and post-test sessions included the basic information on HIV transmission/prevention and
PMTCT. However the discussions were unusually too brief, rudimentary and lacking depth and
coverage. Nearly a quarter of the exit clients didn’t understand why they were offered HCT
particularly during their pregnancy time; however, the vast majority of the women interviewed were

satisfied with the counselling and counsellors interactions.

Key words: PMTCT, HIV, HCT, Quality, Counselors’ skills, Satisfaction: Addis Ababa
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I. INTRODUCTION

1.1. Background

HIV/AIDS is the worst pandemic in human history. Never before did a single disease has such global
crisis and significance in terms of its threatening impact on social, economical, political security, and

life expectancy of individuals and communities (1).

According to estimates from the UNAIDS/WHO, AIDS Epidemic update (Dec. 2007), in 2007 the
total number of people living with HIV stands at 33.2 million (2). Among these, 15.4 million are
women and 2.5 million are children under 15. In 2007, a total of 2.5 million (2.1 million adults and
420 000 under 15 children) new HIV infections and a total of 2.1 million deaths occurred due to
AIDS. Every day, over 6800 persons become infected with HIV and over 5700 persons die from

AIDS, mostly because of inadequate access to HIV prevention and treatment services.

Sub-Saharan Africa remains the most seriously affected Region, with AIDS remaining the leading
cause of death there. About 68% of adults and nearly 90% of children infected with HIV live in this
region, and 76% AIDS deaths in 2007 occurred there. In sub-Saharan Africa, almost 61% of adults
living with HIV in 2007 were women. It is estimated that 1.7 million [1.4 million-2.4 million] people
were newly infected with HIV in 2007, bringing to 22.5 million the total number of people living with

the virus.

Each year, over half a million newborns are infected with HIV in sub-Saharan Africa through mother-
to-child transmission (MTCT). Programs for the prevention of MTCT of HIV include antenatal HIV
testing and counseling, avoiding unintended pregnancy, provision of appropriate antiretroviral (ARV)
regimen for mothers and newborns, and support for safer infant feeding options and practices.
However, in spite of efforts to scale up, only about 11% of pregnant women living with HIV received
antiretroviral drugs for PMTCT globally in 2005, ranging from 77% and 29% in Eastern Europe and
Latin America to 3% and 2% in western Africa and southern Asia (3). As a consequence, more than
1400 children under the age of 15 continue to be infected with HIV every day in resource-constrained
settings, and children account for more than 10% of all new infections. Without care and treatment, more

than half of these children will die before their second birthday.
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According to calibrated single point estimates (2007), the national adult HIV prevalence is reported to
be 2.1% (7.7% in urban and 0.9% in rural areas) (4). 977,394 Ethiopians are living with HIVV/AIDS
(41% males, 59% females); an estimated 75,420 HIV-positive pregnant women were anticipated in
2007. Highest prevalence occurs in the 15-24 age group and the prevalence is higher among females
than males in both urban and rural areas. Prevalence appears to have leveled off in urban areas, but

continues to rise in rural areas, where 85% of the population lives.

The Government of the Federal Democratic Republic of Ethiopia is committed to reduce the spread of
HIV/AIDS and address the consequences of the epidemic in the population. The national HIV/AIDS
policy was enacted in 1998; and in 2001, the National HIVV/AIDS Council declared HIV a national
emergency. The National HIV/AIDS strategic framework calls for a multi-sectoral response,
guaranteeing rights of all people living with HIV/AIDS, and facilitating the supply and use of
antiretroviral drugs. Ethiopia has adopted the WHO/UNICEF/UNAIDS 4-pronged PMTCT strategy
as a key entry point to HIV care for women, men and families (4). Prevention of mother-to-child-
transmission services began in 2003, but suffers from low utilization of antenatal care and delivery
services; and only 0.8% of HIV infections among births to HIV positive mothers were averted in
2005/6 through PMTCT programs (5).

Since most existing interventions to prevent MTCT of HIV have not been fully implemented in
Ethiopia, like other resource-constrained countries, there are still many unanswered operational
questions related to preventive strategies of MTCT of HIV (6, 7). The poor quality of counseling in the
PMTCT program will reduce the effectiveness of the program and the mere HIV testing averts little
MTCT. It is only after the client receives quality counseling and care from a well trained and
competent counselor with good counseling and interpersonal communication skills that the client will
make a good decision and adhere to the information given to prevent MTCT. However, there is no data
on quality of HIV Counseling and Testing for PMTCT in Ethiopia to improve the service. This study is
therefore, essential to provide baseline information intending to fill this gap and to help program
coordinators and policy makers, discern new opportunities to scale up and improve the service to avert
MTCT.

y |
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1.2. Literature Review
1.2.1. Mother-to-Child Transmission

Mother to child transmission is the most common mode of HIV transmission in children which can be

vertically transmitted from HIV positive pregnant woman to her unborn baby during pregnancy, labor
and delivery or through breastfeeding after delivery. During 2002, UNAIDS estimated that worldwide
through Mother to Child Transmission approximately 800,000 children acquired HIV infection
including 720,000 in Sub-Saharan Africa (8).

Mother-to-child transmission of HIV occurs only rarely in early pregnancy. Without specific
interventions to reduce the risk of transmission, estimated rates of MTCT, or vertical transmission
range from 14% to 25% in Europe and America and from 13% to 42% in developing countries (9).
The difference in risk between populations is largely attributable to the characteristics of the
population studied as they relate to HIV infection and to the prevalence of factors influencing the
likelihood of transmission. In particular, the additional risk posed by breastfeeding explains a large
part of the estimated differences (10, 11).

Transmission of HIV through breastfeeding has been well documented. According to the limited data
available in the early 1990s, the estimated additional risk of transmission from breast milk, above that
of transmission during pregnancy and delivery, among women with established HIV infection, was
approximately 15% when breastfeeding continued for 2 years or more (12). The risk of transmission
through breastfeeding among women with recent infection (acquired postpartum) was nearly twice as
high. More recent and more reliable data, including the results of a randomized clinical trial in

Nairobi, confirm these initial findings (13).

The United Nations strategic approach to the prevention of transmission of HIV to infants and young
children has four areas (11, 12):
1. Primary prevention of HIV infection in women
2. Prevention of unintended pregnancy among HIV-infected women
3. Interventions to reduce transmission from HIV-infected pregnant and lactating women to their children
4. Care and support of women, children, and families infected/affected by HIV/AIDS. A significant and

sustainable impact will be achieved only when all four areas are in place and functioning.

y |
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1.2.2.  Voluntary Counseling and HIV Testing as Part of PMTCT Strategy

HIV counseling has been defined as a confidential dialogue between a person and a care provider
aimed at enabling the person to cope with stress and make personal decisions related to HIV/AIDS.
The counseling process includes an evaluation of personal risk of HIV transmission and facilitation of

preventive behavior (14).

The World Health Organization (WHO) is promoting the pre-test initiative, which calls for HIV
voluntary counseling as an entry point for access to care and prevention (15). Although globally HCT
services have been identified as an important strategy in managing HIV transmission from Mother to
Child, HCT in PMTCT has not been seen as a priority in HIV care and prevention programs in many

developing countries and has therefore not been widely available.

According to the WHO in 2003 the number of sites offering HCT in PMTCT services was 37,513 in
the World, 13,214 in Sub-Saharan Africa (16); and it was 173 for Ethiopia in 2006 (5). The
percentage of pregnant women offered HIV Counseling and Testing (HCT) in PMTCT services in
2003 was 8% for the World, 5% for Sub-Saharan Africa; and the Annual report for Ethiopian Fiscal
year 1998 EC indicated that a total of 52,428 pregnant women were tested for HIV.

1.2.3.  HIV Counseling and Testing During Antenatal Care

There are 2 approaches to HIV testing in the ANC (including labour & delivery) settings. Each provides
easily understood information to the client about HIV and the risks and benefits of testing. The

approaches differ in how patients agree to test for HIV (17). The differences are summarized as follows:

Opt-in - After the client has received information about HIV and testing, she is given the choice of

refusing or consenting to an HIV test. This option is presented in a neutral, supportive manner.

Opt-out - HIV testing, in combination with information on HIV, is offered as a routine part of a
standard package of care. The woman is given the opportunity to decline the test should she
choose to do so. The opt-out approach emphasizes that HIV testing is an expected part of ANC.
However, testing is still voluntary under the opt out approach — the woman has a right to refuse
testing. The provider should identify the problem and solve issues that are preventing a woman

from accepting testing.
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Compared with other approaches, routine provider-initiated HIV counseling and testing using the opt-
out approach for all pregnant women has resulted in greater acceptability, increased opportunity to
prevent MTCT, and minimized stigma (4). Irrespective of the approach used, all information about
HIV testing must be kept confidential and testing should be voluntary. The pregnant woman should be
given the results of a rapid HIV test within one hour whenever possible. Knowledge of HIV status is a
very important step in providing appropriate recommendations and treatment for HIV-positive women
and their partners when/if indicated. The client is given pre-test information in a group or individually
on HIV/AIDS and PMTCT and is told that her routine antenatal laboratory tests will include an HIV
test. The provider also must inform the client that she has the right to say “no” (to opt out), and this

decision by no means affects the services she will get from the health facility.

Pregnant women will require the same information as other people in pre- and post-test counseling

sessions, but additional areas will need to be explored (18).

Pre-Test Counseling Sessions: The purpose of the pre-test session in all PMTCT settings is to
provide the client or couple with adequate information to make an informed decision about HIV
testing (19). Messages include the basics about HIV, benefits of testing and explanation of HIV
testing procedures. In ANC settings, the pre-test session also includes information on partner testing,
risk-reduction and encouragement to seek continuous healthcare. The pre-test session should take
approximately 10-20 minutes for the group or individual sessions in the ANC setting. The Ethiopian
FMoH Guidelines for PMTCT of HIV also recommends pre-test counseling session to last 5-15

minutes (4).

Post-Test Counseling Sessions: The purpose of the post-test session is to provide the woman or
couple with the HIV test result; to help her understand the meaning of the result; to encourage
disclosure and partner testing; to offer counselling and prevention education including risk-reduction
messages as well as support and referrals to services (19). For those who test HIV-positive, the post-
test session should also provide a summary of PMTCT interventions including ARV prophylaxis,
safer birth, and infant feeding options. All HIV test results, whether positive or negative, must be
given in person, conducted in private and tailored to the woman’s or couple’s HIV status. The
healthcare worker should provide all of the essential information during this post-test counselling

session, since this session may be the only post-test counselling session for a woman with limited
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access to healthcare services. The post-test session for the woman or couple who tests HIV-negative
typically lasts about 5-10 minutes, and for the HIVV-positive generally takes 15-30 minutes or longer,

depending on the need for support.

1.2.4. Quality of VCT Services

WHO representative to India defined quality VCT services as the provision of professional client-
centered counseling and testing services, in an easily accessible, non-threatening, non-discriminating
environment; where clients are treated equally with dignity and respect, their information kept
confidential, and through an ongoing processes of pretest, post test and follow up counseling clients
are facilitated to understand their personal situation, realize their abilities and are empowered to make
appropriate choices; based on standard protocols for prevention, treatment and care of sexually

transmitted infections including HIV, opportunistic infections, MTCT and referrals (20).

Quality entails different aspects from the perspectives of the clients, the counselors and the VCT
coordinators. The dimensions of quality include: technical competences, access to services,
effectiveness, interpersonal relations (interaction between the provider and the client), continuity of
the service on an ongoing basis, safety (related to service delivery), and amenities (physical

appearance and comfort) and support for the counselors) (21, 22).

Evaluation of counseling quality has been divided into common elements — competence (counseling
quality) and content—which are important for all counseling sessions, and additional content elements
which are important when counseling in specific circumstances and when specific interventions, such
as MTCT and TBPT interventions, are available (18).

1. Competency-based elements
a. Interpersonal relationship: Interpersonal interactions are influenced by gender, cultural and
socioeconomic factors. Other factors such as workload, resources and referral opportunities
will also be important. These factors should be taken into account when setting standards.
= Good client reception, greeting and introduction;
= Rapport, respect, interest and empathy;
= Engagement of the client in conversation, active listening (verbal and non-verbal);

= Emotional warmth and support, etc
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b. Gathering information

The use of an appropriate balance of open and closed questions;

The appropriate use of silence to allow for self-expression, dealing with impact,
thinking through implications;

The clarification about client expectations and information heard to avoid premature
conclusions;

Summarizing the main issues discussed.

c. Giving information

Acceptable knowledge about HIV on the part of the counselor;
Counselor’s ability to provide simple and clear information about HIV-related issues;
Repetition and reinforcement of important information;

Checking for understanding/misunderstandings; and summarizing the information.

d. Dealing with special circumstances

Sensitivity to and accommodation of language difficulties;

Talking about sensitive issues, appropriate to the culture, educational level and beliefs
(spiritual and traditional) of the client;

Appropriate management of the client’s distress or emotional reactions;

Flexibility to involve partner or significant other, when appropriate or requested, etc

2. Content-based elements — include pre-test, post-test, HIV diagnostic procedure counseling, and

for special services/interventions: TBPT, MTCT

Three Guiding Principles for Testing and Counselling for PMTCT

1.

Confidentiality — Maintaining confidentiality is the responsibility of all healthcare workers and is
essential for establishing and maintaining client trust. A private space should be used for all
discussions of HIV-related matters, particularly HIV test results. Healthcare workers should reassure

the client that only those who are directly involved in her care will have access to her records (19).

. Informed Consent — is the process during which clients receive clear and accurate information about
HIV testing in order to make an informed decision about whether to accept or decline testing. In
the context of PMTCT, written informed consent is not required; consent may be verbal. Prior to

obtaining informed consent, the client must understand the purpose and benefits of the test, and the
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testing and counselling process, including their right to refuse testing (opt-out). The healthcare

worker must respect the client’s testing decision.

3. Post-test support and services: The HIV test result should always be offered in person. Along with

the result, appropriate post-test information, counseling or referral should be offered (18).

Setting up VCT and ensuring a quality that will create demand is a considerable challenge. In
counseling, perhaps more than any other area of service provision, service quality determines
outcomes. Poor quality counseling can result in misunderstanding and even resistance to behavior
change (23). Counselors need adequate training and ongoing support and supervision to ensure that
they give good quality counseling and can cope with their work load. However, according to a study
done in 2006 to assess quality of VCT in Addis Ababa, 83.1% of the counselors had never been given

an ongoing training (24).

A study was done in South Africa on purposively selected three PMTCT centers to assess quality of
counseling of mothers (25). The result revealed that those three sites were rated very well, with high
rates of acceptance of counseling and HIV testing. However, whilst the general quality of
communication skills was very good, there were several gaps in the content of VCT sessions across all
three sites that could have serious implications for the effectiveness of the program. Only 12 of 34
mothers were informed of the risks of HIV transmission in the womb, during delivery and by
breastfeeding. Poor counseling and lack of encouragement to disclose could affect adherence to infant
feeding advice and to drug therapy. Lack of adherence to ARV seriously compromises the
effectiveness of many PMTCT programs. The authors concluded that the quality of infant feeding
counseling provided through the PMTCT program was poor at all the three sites. Even though the
counselors had good communication skills, they were observed to lack confidence to take mothers
through a logical process of assessing home circumstances and presenting the risks of different infant

feeding options.

In a study done to assess quality and quantity of antenatal HIV counseling in a PMTCT programme in
Kenya, excellent social and communicative skills of the counselors were observed. However,
minimum time was spent on individual pre- and post-test counseling, making it highly doubtful that
the goals of HCT were reached (26).
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Poor infant feeding counseling is a finding across many PMTCT programs. In Zambia, in only half of
the sessions observed did health workers “satisfactorily” discussed MTCT with HIV positive mothers,
and infant feeding options were discussed with mothers in one-third of the sessions (27). Across
Zambia, out of 42 providers, only 10 counselors inquired whether the mother had money to buy
formula, and only six asked whether the clients had access to adequate supplies of water and fuel (28).
Inadequate knowledge of MTCT was widespread amongst mothers, even after counseling. Even at
many very poor rural PMTCT sites in South Africa, a majority of HIV-positive women were opting
for free formula milk (29). Given the inadequate assessment of risks, the limited information provided
to women regarding safe formula feeding and the low level of knowledge regarding MTCT amongst

mothers, it is likely that opting not to breastfeed is endangering many infants.

Another study was conducted in South Africa in 2004 to evaluate the quality of counseling provided
to mothers in three PMTCT Pilot Sites, in which 22 counselors, 14 lay staff and 8 nurses, were
observed with a mean of four observations per counselor (30). Sixty exit interviews were also
conducted. The mean duration of the counseling sessions was 18 minutes. Introductory group
session’s topics were fairly consistent across the sites and included what HIV is, how HIV is
transmitted during pregnancy, and what the PMTCT program is including a discussion of nevirapine
and feeding options. Generally, overall communication skills of the counselors with the mothers were
good across all three sites. In all cases, the counselors used a warm tone of voice and language that the
mother understood. In over 80% of observations, the mothers were given time to respond and an
opportunity to ask questions. However, in only one-third (32%) of cases were inaccurate beliefs of the
mothers corrected.

In a study conducted in Thailand to evaluate VCT in the national PMTCT program in 2000, 13 group
counseling and 27 individual pre-test counseling sessions were observed (31). The individual
counseling sessions lasted between 5-30 minutes (mean 16 minutes) and the group counseling
sessions between 10-60 minutes (mean 21 minutes). HIV transmission and risk behavior discussed in
96% sessions, misconceptions corrected in 55%, information concerning the HIV test given in 59%,
information about HIV in pregnancy and the risk of MTCT discussed in 70%, implications of a
positive result for her baby in 26%; implications of a positive result for future children in 22%,

implications of a positive result for decisions about infant feeding in 26%, explaining that testing is
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voluntary 85%, and understanding checked for 48% of the cases. Even though the majority of sessions
included basic information on HIVV and PMTCT, there was less coverage of the benefits of VCT and

in particular the benefits of partner testing.

In a study done in Kenya to assess the quality of counseling services delivered to PMTCT clients in
2003, 68% of the participants received less than 5 minutes of post-test counseling, and only 10.7%
had more than 10 minutes of post-test counseling (32). MTCT/PMTCT knowledge was inadequate as
clients could not recall information given during counseling. Privacy in counseling rooms was
considered good by most clients (97%). Almost all clients (96%) waited for services for longer than

90 minutes (< 90 minutes is regarded as the acceptable waiting time).

Post-test counseling is meant to assist clients in disclosing positive HIV status. The standard
requirement for counseling is a maximum of 5 clients per counselor per day and a counseling time of
about 5-10 minutes for a woman or couple who tests HIV-negative, and for the HIV-positive
generally takes 15-30 minutes or longer, depending on the need for support. However, the short time
spent on this counseling for most clients confirms inadequate facilitation of this important task (19,
32). Findings indicated that inadequate information was passed to clients during counseling. This
could be due to the fact that counselors were overwhelmed with large numbers of clients, so they

ignored the prescribed counseling protocols.

Several key factors may contribute to the poor and inconsistent utilization of maternal health care
services for PMTCT. The poor quality of counseling in the PMTCT program will reduce the
effectiveness of the program and the mere HIV testing averts little MTCT (25). It is only after the
client receives quality counseling and care from a well trained and competent counselor with good
counseling and interpersonal communication skills that the client will make a good decision and

adhere to the information given to prevent MTCT.

Assessing the quality of HCT in PMTCT programs is therefore very important. In Ethiopia, however,
there is no such data so far to our knowledge. This study is therefore, essential to provide baseline
information intending to fill the gap and to help program coordinators and policy makers, discern new

opportunities to scale up and improve the service to avert MTCT.
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1.3. Statement of Problem

Across the sub-Saharan Region, women bear a disproportionate part of the AIDS burden: not only are
they more likely than men to be infected with HIV, but in most countries they are also more likely to
be the ones caring for people infected with HIV (33). UNICEF estimated that about 1.8 million HIV-
infected women are pregnant every year; and they deliver roughly 600,000 to 700,000 HIV-infected
infants annually (34). Accordingly, about 200,000 to 350,000 infants are infected by HIV through
breastfeeding each year; and there are 2.5 million under 15 years of age children infected with HIV
globally (2). Mother to child transmission of HIV is the major source of HIV infection in children (35).
The PMTCT of HIV program aims at reducing MTCT of HIV during pregnancy, childbirth and during

breast-feeding.

Fortunately, the risk of perinatal transmission of HIV is below 2% with antiretroviral treatments, safe
delivery and safe infant-feeding; in the absence of these critical interventions, the risk ranges from 20-
45% (36). But because low-income countries often lack the infrastructure to deliver even relatively

modest interventions, progress in expanding access has been slow.

The most important component of the PMTCT program is voluntary counseling and testing for HIV
and counseling for infant feeding. VCT, when incorporated into antenatal care, will offer
organizational convenience and can be expected to lead to the efficient use of resources. There is
increasing evidence that VCT reduces reported risk behavior and prevents new infections. And a high
quality of VCT is essential for success: done well, it will result in significant reductions in child
mortality through decreased postnatal HIV transmission and improved infant feeding practices; done
badly, it could lead to deaths from diarrhoea and other infections, increased drug resistance, and the

spread of poor infant feeding practices into the general population (37).

Measuring the quality of HCT in PMTCT programs is therefore, very important. There is little
published information on this subject in Ethiopia, especially in the context of scaling up this program
in high-prevalence areas. This study, therefore, tries to assess the quality of antenatal linked HIV
counseling and testing in terms of counselors’ competence/skills, content of discussion/topics and
duration of pre- and post test counseling provided to pregnant mothers through the program to prevent
mother-to-child transmission of HIV at selected PMTCT sites in Addis Ababa City.
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2.1. General Objectives

To assess the quality of antenatal linked HIV counseling and testing in public health

facilities in Addis Ababa City Administration.

2.2. Specific Objectives

1.

2.

To find out the content/topics covered during pre- and post-test counseling sessions
To determine duration of pre- and post-test counseling sessions
To determine counselors’ functioning skills

To determine the clients’ satisfaction/or acceptance of HCT within ANC setting
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I11. METHODS

3.1. Study Area and Setting
The study was conducted in Addis Ababa. Addis Ababa is the Capital City of Ethiopia with an
area of 540 km? and a total population of about 3 Million, of which 51% are females. It has 10
sub-cities and 99 kebeles. There are totally 36 hospitals in the metropolis, of which 5 are owned
by the Addis Ababa Health Bureau; 27 health centers, of which 24 are owned by the City
Administration; 32 health posts and more than 500 private health institutions providing health
services including ANC and Delivery. Regarding the health professionals, currently there are a
total of 4527 professionals out of which 2322 are practicing in the public sector. The potential

health service coverage of Addis Ababa with regard to the geographical accessibility is 100%.

Addis Ababa is reported to have one of the highest concentrations of HIV/AIDS cases in the
country. The Region’s HIV prevalence estimate for 2005 was 11.7%, with incidence rate of 1.4
and hosted a total of 7,995 HIV positive pregnant and 179,381 children orphaned (4). According
to the Addis Ababa HIV/AIDS Prevention and Control Office (AAHAPCO), in 2007 there were
35 PMTCT service rendering health institutions in the metropolis -- 26 health centers (of which
24 are under the Addis Ababa Health Bureau), 6 hospital (5 public and 1 private) and 3 clinics.

3.2. Study Design
This study is a facility based cross sectional study applying both qualitative (observation) and

quantitative methods.

3.3. Source and Study Population

3.3.1. Source population:
a. All pregnant women in Addis Ababa City.

b. All PMTCT counselors in Addis Ababa City, and
c. All PMTCT site coordinators in Addis Ababa City.
3.3.2. Study population:
a. All ANC clients who underwent HCT for PMTCT during the study period.
b. All coordinators of the selected PMTCT sites, and
c. All PMTCT counselors who were giving HCT service during study period.

y |
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3.4. Sample Size
3.4.1. For exit interview of antenatal (PMTCT) clients:
For the exit interview of the pregnant women regarding the service in the PMTCT sites,
it was based on the following assumptions for a single population proportion,

n= Z1.0 /2 X P (1-P),
d2

Where:

n= the maximum sample size

Z3-al, = Confidence level; taking 95 %

P= Proportion of ANC attendees who utilize (undergo) HCT service; available data from
27 government health institutions in Addis Ababa in 1998 EC shows this proportion
to be 48% in 11 months (Addis Ababa Regional Health Bureau).

d= margin of tolerable sampling error; taking d = 0.05
Thus it gives n = (1.96)* x 0.48 (1- 0.48)

(0.05) 2

~ 384

Considering 10% non-response rate, it would give a final sample size of 422.

3.4.2. For the Observational study of the content of pre- and post-test counseling:
This was carried out according to the UNAIDS Best Practice Collection Key Material.

It recommends an observation of three to five counseling sessions selected at random
when only one or two counselors exist. Accordingly, four sessions (pre- and post test)

counseling were observed at each counseling site.

3.4.3. For PMTCT Site Coordinators:
All the coordinators of the selected PMTCT sites were included

3.5. Sampling Procedure
Ten health centers (one from each sub-city) were selected based on their antenatal client flow
purposively, as it was difficult to include all the centers carrying out antenatal HIV counseling
and testing. In the case of equal client flow, one health center was selected using a simple
random sampling method. The sample size was assigned to each of the health centers more or less

equally as the number of clients flow was nearly same across the health centers (see annex 10.3).
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3.6. Inclusion and Exclusion Criteria

3.6.1.

3.6.2.

The inclusion criteria were:
Pregnant women who consented to participate in the study

Pregnant women who can communicate with the data collectors without language
barrier.
Pregnant women attending the health centers for ANC/PMTCT service in public sector

during the data collection period.

The exclusion criteria included:
Those who may be too sick to be interviewed or to respond

Those clients refused to give their consent to participate in the study

Those clients who cannot communicate with the data collectors by no means.

3.7. Data Collection Procedure

3.7.1.

3.7.2.

Measurements/tools
All questionnaires and check lists were adapted from the UNAIDS Best Practice

Collection KEY Material (UNAIDS/00.09E (English original May 2000)) for evaluating
quality of ANC-linked HCT for prevention of MTCT. It was based upon the expected
content of counseling sessions found in this tool. This UNAIDS Best Practice Collection
tool is a check list that suggests minimum contents and quality of pre- and post-test
counseling. Some questions which were not relevant to our setting were modified or
deleted and more relevant questions were added and final adjustment was made after
pretest was carried out to fit to our local situation. The tool has three parts: questionnaire
for exit PMTCT client interview; questionnaire for PMTCT site coordinators and
counselors interview; and check list for observation of counseling sessions for the topics

and duration covered, and counselors’ communicative skills/counseling quality.

Data Collection Technique and Data Collectors

a. Key Informants Interviews: - interview was conducted with the officials (10
PMTCT coordinators) and 9 counselors of the selected PMTCT sites who were on

counseling activity during the time of data collection.
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b. Observation: - professional PMTCT counselor nurses observed the HCT service
delivery for the quality of service during the pre- and post-test counseling sessions at
the selected health centers. Performance bias due to the presence of an observer was

minimized by the observer being unobtrusive and sitting through multiple sessions.

c. Exit Interviews: - all clients attending the selected PMTCT centers during the
specified data collection period were interviewed at exit points after pretest and/or
post test counseling. Diploma holder nurses with basic knowledge on the topic under
study and previous data collection experiences were recruited as data collectors. They
were not assigned to collect the data from where they were working as staffs of the
health centers.

3.8. Data Quality Control

The quality of the data was assured by:

= Using standardized UNAIDS Best Practice Collection tools

= Translating the English questionnaire into Amharic and then back to English by another
person. Some discrepancies found were corrected before data collection.

= All the data collectors were diploma nurses (for interviews) plus those who had taken
PMTCT training previously (for observation of counseling sessions)

= Training was given both to data collectors and supervisors. The training focused on
obtaining consent, maintaining neutrality, privacy issues, personal relation and ethics in
social research.

= Pretest was carried out before the actual data collection period on 5% of the sample size in
other health centers. Some defects/confusions found were corrected before the actual data
collection time

= Data cleaning and entry was done by the principal investigator daily.
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3.9. Variables
3.9.1. Independent Variable:
= Sociodemographic characteristics of the PMTCT clients: age, religion, marital
status, level of education, etc
= Waiting time to get the service

= Duration of counseling

3.9.2. Dependent Variables:
= Content of the counseling session: PMTCT/MTCT related issues, HIV related

issues, breaking the news, infant feeding options, etc
= Counselors’ communicative skills

= Clients’ satisfaction/acceptance of HCT in ANC setting

3.10. Definitions of Terms
= Client satisfaction: the state of being pleased or contented by clients about the overall
services they received or the specific attributes of the interpersonal relationships, technical

competencies, and outcomes of the care.

= Confidentiality: is a situation in which you trust someone not to tell secret or private

information to anyone else.

» Counseling duration was considered as the time taken for all counseling sessions.
Standard counseling protocols prescribed an average of 25 - 30 minutes service time and a
maximum of 5 clients per counselor per day (32).

= Counseling: is a confidential dialogue between a client and a counselor.

= HIV testing: is the obtaining of a bodily sample for the specific purpose or performing a

medical test or a number of medical tests to determine the HIV status of a person.

= Mother to child transmission: a transmission of HIV from infected mothers to unborn

babies which may occur during pregnancy, delivery or during breastfeeding.

= Post-test counseling: is the counseling provided when an individual receives his or her
HIV test results as well as giving moral support immediately after the client has received
the result.
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= Pre-test counseling: is the counseling given to an individual before an HIV test is
performed to make sure that the individual has sufficient information to make an informed

decision about having an HIV test.

= Privacy in counseling rooms involves also maintaining confidentiality so that information
regarding HIV status remains between the client and the counselor. For adequate privacy
in counseling rooms, the door and walls need to be closed to the roof. Only the counselor

and the client are expected in the room, and sessions may not be interrupted

» VCT counselor: a person who has received special training in client centered HIV

counseling and who has a background in health or social sciences

= Voluntary counseling and testing: a process by which an individual undergoes
counseling to enable him/her to make an informed decision about being tested for HIV,

assess his/her personal risk for HIV and develop a risk reduction strategy.

= Waiting time was considered as the time from when the client arrived at the health center

through the services until the exit. Standard waiting time is 90 minutes (32).

3.11. Data Processing / Analysis

The collected data were cleaned, checked for quality, coded and analyzed using SPSS version
15.0 computer program. Using monovariate and bivariate analysis, associations between
given variables and socio-demographic characteristics were sought using appropriate

statistical test at a p- value of a 0.05 significance level.

Quality of the PMTCT program was analyzed by the durations of the counseling session,
topics covered in the pre- and post-test counseling sessions, clients’ satisfaction, and

counselors’ functioning skills/competence.

= Content of the counseling session was assessed by individual counseling sessions:
HIV-Related Issues, PMTCT/MTCT-Related Issues, and Breaking the News

= Clients’ satisfaction was assessed by using information obtained about the overall
satisfaction by the service and also with specific attributes to the interpersonal

relationships and the outcome of the care
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3.12.

3.13.

= Counselors’ skill was assessed for functions (counseling skills in terms of
interpersonal relationship, information-gathering, information-giving, and counseling

in special circumstances).

Ethical Consideration

Before commencing data collection, ethical clearance was approved at three levels: the
Ethical Clearance Committee of the Faculty of Medicine, the Ethical Clearance Committee of
the School of Public Health and the Ethical Committee of the Addis Ababa Health Bureau
approved the study. Then, the selected health facilities were communicated with legal and

formal letter from the concerned bodies to proceed with the study.

After explaining the objectives of the study in detail, informed verbal consent was sought
from all study participants (the PMTCT coordinator, PMTCT counselors and counselee, and
the exit clients). All the participants were reassured of the anonymity, and personal identifiers
were not used. Then, after obtaining informed consent from every participant, the data
collectors continued the job by giving due respect to the norms, values, beliefs, culture, and

ensuring the confidentiality of the data they collected.

Dissemination of the Result

After the data were analyzed and conclusions and recommendations were drawn, hard copies
as well as soft copies of the result were submitted to the School of Public Health, AAU; and
to the EPHA-CDC in order to make it available to those who need it. Extra hard and soft
copies were also submitted to the EPHA for presentation on annual conference and for

possible publication.
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V. RESULT

This study tried to assess the quality of PMTCT services given in ten public health centers. The data
was collected from key informants (10 PMTCT site coordinators and 9 PMTCT counselors), 422 exit

clients and by observation of the counseling sessions at the health centers.

4.1. OPERATIONAL ASPECT OF THE PMTCT SITES (Interview with Key Informants)

Ten PMTCT coordinators at 10 health centers were interviewed. All the coordinators responded to the
questionnaire. All the surveyed PMTCT sites were health centers. Regarding trained human power
working on PMTCT, the maximum number of trained human power found in the health centers was
six (only in one health center) and the minimum number was one (only in one health center). Three
health centers had two trained PMTCT counselors, the rest 5 health centers had 3 or more trained
counselors. Some of the PMTCT site coordinators reported that they had shortage of trained human
power and that the problem affected the performance and/or quality of the services. They added also
that other additional health workers need to be trained and refreshment courses be given to those who
were already trained. All except two health centers had an appointment system for their clients. Again
all the health centers had a referral system for a better service. The health centers refer their clients to

Hospitals, ART Centers, and to Care and Support Groups for a better management.

According to the responses of the PMTCT coordinators, all of the health centers offer both pretest and
post test-counseling services for the pregnant women. In addition, seven of them also reported that
they offer an ongoing counseling for their clients. The types of the counseling the health centers offer
were group and individual (pre-test) counseling. All the health centers offered group pre test
information by HIV positive mothers or by health professionals and later individual pre- and post test
counseling delivered by PMTCT trained nurses. Nine of the health centers had a separate room for

individual counseling.

Regarding the uptake rates, 3 of the health centers reported to have an HCT uptake rate of 100% (all
ANC clients underwent HCT), other 3 health centers were in the range of 90 to 99%, and the rest 4
had an uptake of 60% to 89%. Regarding the ANC clients’ return rates to collect their blood test
results, 3 health centers reported a return rate of 100%, 5 of the health centers reported a return rate of
90% - 99% and the rest 2 health centers reported a return rate of 70% - 89% (Table 1).
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Table 1. Operational aspect of the PMTCT sites and services, May 2008, A.A, Ethiopia

Health centers (PMTCT sites)

Variables Number %%
No. of counselors currently found in the HC
One counselor 1 10.0
Two counselors 3 30.0
Three counselors 3 30.0
~More than three counselors 3 30.0
Have appointment system?
Yes 8 80.0
~ No 2 20.0
Counseling services offered
Pre, post and ongoing counseling 7 70.0
_ Preand post test counselingonly 3 30
Type of counseling
group only (pretest) 1 10.0
individual only 0 0.0
~ Both group and individual (pretest) 9 90.0
Have separate room for counseling?
Yes 9 90.0
uptake of HCT by the pregnant
100% 3 30.0
90-99% 3 30.0
70-89% 3 30.0
60-69% 1 10.0
Return rate to collect HIV test results
100% 3 30.0
90-99% 5 50.0
70-89% 2 20.0

Regarding interview with counselors working on PMTCT at the time of survey, nine of the counselors
responded to the questionnaire (figure 1). All the interviewed PMTCT counselors were found to be

nurses, and all were appointed to become PMTCT counselors by their heads.

Seven of the nine PMTCT counselors had taken the basic VCT counseling courses, and all had
attended the additional PMTCT training. Only three of them had taken refreshment training in the past
five years. Eight of them believed that they need further training. Regarding specific areas of further
training, 6 of them would like to get in-service training on ‘HIV and PMTCT’; the rest three required

an in-service training on ‘counseling of HIV, PMTCT and Group Counseling’ (not tabulated here).
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Figure 1 Charactristics of the counselors observed on job during the survey, May
2008, A.A., Ethiopia

4.2. OBSERVATION OF COUNSELING SESSIONS

Nine counselors were also observed in nine health centers on their job. This method of evaluating the
content and quality of counseling sessions was acceptable to both the counselors and the counselees.
The total number of individual counseling sessions observed was 66 (31 pre- and 35 post test
observations), out of which 4 (11.4%) of the post test counseling sessions observed were with HIV
positive mothers. The mean duration of pretest counseling sessions was 5.37 minutes (+3.34) and that
of post test sessions was 3.0 minutes (+ 2.24). All the health centers were observed offering group pre
test information by either HIV positive mothers or by health professionals, and later individual pre-
and post test counseling offered by trained nurses, except in one heath center in which individual

pretest counseling was not done.

4.2.1. Observation for Counselors’ Communicative Skills with the Mothers

In all cases, the counselors used a language that the mothers understood. In 16 (45.7%) of the
observations, the counselors greeted and introduced themselves to the clients at the beginning of the

sessions (table 2). In 40 (60.6%) of the sessions, the mothers were actively and supportively
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listened/attended to. During gathering information from the mothers, the counselors used closed and
open ended questions as appropriate in 32 (48.5%) of the sessions, only in 22 (33.3%) of the sessions
clarification was sought for unclear questions or responses of the clients, and in 28 (42.4%) of the

cases information gathered was summarized/repeated at the end.

Regarding giving information, in 52 (78.8%) of the sessions, the counselors gave clear and simple
information to the clients, in 42 (63.6%) of the sessions, the counselees were given time to think and
an opportunity to ask for unclear issues. In 36 (54.5%) of the sessions, misunderstandings or incorrect
beliefs of the clients were assessed and corrected; and information given was appropriately

summarized at the end of the discussion only in 14 (21.2%) of the sessions.

Table 2 Counselors’ Communicative skills, May 2008, A.A., Ethiopia (n=66 sessions)

Yes No
FUNCTION SKILLS # % # %
. . Introduces self (n=35) 16 45.7 19 543
Interpersonal relationship | . . .
Listens actively and supportively
(non-verbal and verbal) 40 60.6 16 394
~ Uses open and closed questions -
Gathering information as appropriate 32 48.5 34 515
Seeks clarification 22 33.3 44  66.7
Summarizes appropriately 28 42.4 38 576
""" Clear and simple 52 78.8 14 212
Giving information Gives time to respond 42 63.6 24 36.4
Checks for (mis)understanding 36 54.5 30 455
Summarizes appropriately 14 21.2 52 78.8

4.2.2. Observation for the Contents of Individual Pre-test Counseling

Regarding observation of pre-test counseling sessions, 31 sessions/cases were observed while
counseling was in progress (Table 3). Of the 31 pre-test counseling sessions observed, in 23 (74.2%)
of the sessions assessment of personal risks of HIV exposure was discussed; in 29 (93.5%) of the
sessions, mothers’ capacity to cope up with positive results (in case their test results turn positive) was
assessed; however, only with 2 (6.5%) cases potential needs and possible supports available in the

community explored. In 28 (90.0%) of the sessions clients were allowed time to think through issues
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and for answering questions; in 27 (87.1%) of the sessions, clarification of the understanding about
the information given during pre-test session was checked; but only in 23 (74.2%) of the sessions
were the clients given chance to freely consent or dissent for blood test, and follow up arrangements
was made with 24 (77.4%) of the clients.

Table 3 check list for the pre-test individual counseling session for PMTCT, May 2008, A.A,,
Ethiopia (n=31)

Have any of the following occurred during the pretest counseling sessions?

Yes No

HIV-related issues # % ¥ %
Assessment of personal risk of HIV exposure and how to avoid it

(e.g. safer sex) 23 74.2 8 258
Capacity to cope with a positive result 29 935 2 65
Potential needs and possible support 2 6.5 29 935
Time to think through issues and for answering questions 28 90.0 3 10.0
Clarification of understanding about information given 27 87.1 4 129
Informed consent/dissent given freely 23 74.2 8 258
Follow-up arrangements after counseling session 24 77.4 7 226
MTCT-related issues
Implications of a +ve result for the baby and for future children 24 774 7 226
Implications of a +ve result for decisions about infant feeding 16 51.6 15 484
Desirability of getting partner/ father involved 27 87.1 4 129
Check for understanding 8 25.8 23 74.2
Previous ARV use 0 0 31 100

In more than three-quarter (77.4%) of the sessions, the implication of positive results for the current
pregnancy and future children (the possibility of MTCT) was discussed; and in 16 (51.6%) of the
cases implication of the positive result for their infants’ feeding options (i.e., that the mothers should
decide in time about their infant’s feeding options) was discussed. In the majority of the sessions
(87.1%), desirability of getting the clients’ partners/husbands in the subsequent follow up counseling
was advised; in only 8 (25.8%) of sessions was understanding of the clients about MTCT issues

checked. And in none of the cases or sessions was previous ARV use or HIV status checked.
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4.2.3. Observation for the Contents of Individual Post-test Counseling (both HIV negative and positive

mothers)

All clients who had undergone HIV blood test were given post test individual counseling and all the
post-test counseling sessions were observed. Accordingly, in all the 35 post test cases, the test results
were given to the clients simply and clearly in a state of neutral tone; and in 29 (82.9%) of the cases,
there was a pause to let clients respond or express any emotions before continuing (Table 4). In 20
(57.1%) of the cases, discussion about the meaning of the results was held; in 24 (68.6%) of the cases,
clients’ understanding of their results was checked; and only in 9 (25.7%) of the cases was personal,
family and social implications of the results discussed. In 28 (80%) of the sessions, about discordance
and referral of partners for testing was counseled; and 25 (71.4%) of the cases were appointed for next
follow up counseling.

However, only 13 (37.1%) of the cases were counseled to adopt safer sex practices (specific risk
reduction strategies for staying free of STIs and HIV for the future) and to be re-tested after 3 months,
if there is a recent risk of exposure. Fourteen (40%) of the cases were given information on family
planning services, and in 5 (14.3%) of the cases, immediate plans and intentions of the mothers was
assessed.

Table 4 check list for the post-test individual counseling session for PMTCT, May 2008, A.A.,
Ethiopia (n=35)

Have any of the following occurred during the posttest counseling . Y& | No
sessions? (n=35) # % # %
Results given simply and clearly 35 100 0 O
Time allowed for result to sink in 29 829 6 17.1
Discussion of the meaning of the result for the client 20 571 15 429
Checking for understanding 24 68.6 11 314
Discussion of personal family and social implications 9 257 26 74.3
Desirability of getting the father involved in counseling 28 80.0 7 200
Next appointment made 25 714 10 28.6
Information about safer sex and using condoms to prevent 13 371

transmission of HIV and STls ' 22 629
Information on family planning 14 40.0 21 60.0
Immediate plans, intentions and actions reviewed 5 143 30 85.7
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4.2.4. Observation for the Contents of Individual Post Test Counseling (for HIV positive mothers)

Regarding the four HIV positive clients’ counseling, all the four were informed that HIV can pass to
the fetus during pregnancy, during delivery and by breast feeding (table 5). Three of the four positive
mothers were also advised that the risk of HIV transmission is very minimal if the infant is
exclusively breast fed, and the need for early cessation of breast feeding at about 4-6 months. In three
of the HIV positive cases, the options of not breast feeding and using replacement feeding was
discussed and reached on an agreement. Three of the 4 clients decided to exclusively breastfeed and
the other one opted for formula feed. Three mothers made informed decision with the help of
counsellors; the other one was offered an option (to feed replacement feeding). Two of the four
positive mothers were given information on future family planning; and only with one mother was
support services in the community explored/discussed. Only one case was told about the role of
ARVs. Unfortunately, none of the four positive mothers was counseled on drug adherence and the

need to be taken regularly, about child care, and about previous ARV use.

There was no difference on infant feeding counseling between HIV positive and negative status
women (p>0.05). The mean duration of counseling for HIV positive clients was 5.5 minutes while it

was 2.8 minutes for those clients who tested HIV negative.

Table 5. Check list for HIV positive individuals’ post-test counseling for PMTCT, May 2008, A.A.,
Ethiopia (n=4)

Z
o

Contents of Individual Post Test Counseling
Explained that HIV can pass to the foetus during pregnancy
Explained that HIV can pass to the infant during the birth process
Explained that HIV can be passed in breast milk
Indicated that the risk is very small if baby is breastfed exclusively
Explained need to stop breastfeeding at about 4-6 months
Discussed option of not breastfeeding and using replacement feeding
Checked mother understands risk of HIV through breast milk
Explored mother's understanding of exclusive breast feeding
Gave information on future family planning
Support services in the community explored/discussed
Told about the role of ARVs
Counseled on drug adherence and the need to be taken regularly
Counseled about child care
Counseled about previous ARV use
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4.3. EXxit INTERVIEWS WITH MOTHERS
4.3.1. Socio Demographic Characteristics

In the exit interview, 422 antenatal care clients from 10 health centers (one health center from each
kifle-ketema) were interviewed at exit points. Accordingly, almost all (95.0%) were residents of
Addis Ababa city (Table 6). Majority, (54.0%) of them were in the age group of 16-24, followed by
age group of 25-34, which accounted for 178(42.2%) and the rest (3.8%) were in the age group of 35-
40. The mean age of the respondents was 24.6 [+4.67] years (the youngest being 16 and the oldest
40). Nearly 2/3(63.7%) of the respondents were Orthodox Christian by religion followed by Muslim
(25.9%). Protestants accounted for 42(10.0%) and Catholics 2(0.2 %). About 1/3(34.0%) of the clients
were Amhara by ethnicity, followed by Gurage (29.5%) and Oromo (20.7%). Silte and Tigres
accounted for 30 (7.0%) and 20 (4.8%) respectively, and other ethnic groups accounted for 17(4.0%).
Majority of the respondents (88.1%) were married, 34(8.1%) single, 13(3.1%) cohabiting and 3(0.7%)

divorced.

Concerning the educational back ground, about half of mothers (50.4%) were in grades 7-12 (or
10+2), and college or university levels accounted only for 12 (2.9%). Nearly 1/3 (29.9%) were in the
grade levels of 1-6, and the rest were either illiterate (14.5%) or only able to read/write (2.3%).
Occupationally, 238(56.5%) were housewives, 53(12.6%) were employed in different private
agencies, 40(9.5%) were merchants, and 31(7.4%) were unemployed/jobless. Government employees,
daily laborers and students accounted for 20(4.7%), 18(4.3%), and 12(2.9%) respectively; and others
9 (2.1%).

More than half (55.3%) were first gravid, 186 (44.2%) were gravida 2 to 5 and the rest 2 were above
gravida 5. One hundred ninety six (46.4%) of the clients were in their 3 trimester, 180(42.7%) in 2"
and the rest 46 (10.9%) were in the 1% trimester. Majority 352(83.4%) of the clients were 1% visit

clients, 64(15.2%) were 2" visit and the rest 6(1.4%) were 3" visit who came for different services.

Sehool 0f Public #M/M, AAU, 2008. M Theoie Egj Husseln lsmatl Sl’lﬂfl// 7/

o7

~




Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Table 6 Socio-demographic characteristics of PMTCT attendees, May 2008, A.A, Ethiopia

Socio-demographic variables of the PMTCT clients No %
) Addis Ababa 401 95.0
Place of residence (n=422) )
Out of Addis Ababa 21 5.0
16-24 228 54.0
Age (completed years) (n=422) 25-34 178 42.2
35-40 16 3.8
Orthodox 268 63.7
- Muslim 109 25.9
Religion (n=421) Protestant 42 10.0
Catholic 2 0.4
Amhara 143 34.0
Gurage 124 295
- Oromo 87 20.7
Ethnicity (n=421 Tigre 30 70
Siltie 20 4.8
Others 17 4.0
Married 371 88.1
Marital status (n=421) Single 34 8.1
Cohabiting 13 3.1
Divorced 3 0.7
College level 12 2.9
Grade 7-12 212 504
Educational Status/level (n=421) Grade 1-6 126 29.9
Read and write 10 2.3
lliterate 61 145
Housewife 238 56.5
Private 53 12.6
Merchant 40 9.5
Occupation (n=421) Jobless 31 7.4
Daily laborer 20 4.7
Gov’t employee 18 4.3
Student 12 2.9
Others 9 2.1
o One 233 55.3
Gravidity (n=421) Two to five 186 44.2
Above five 2 0.5
Third trimester 196 46.4
Current Gestational age (n=422) Second trimester 180 42.7
First trimester 46 10.9
First visit 352 83.4
No. of visits during current pregnancy Second visit 64 15.2
Third visit 6 1.4
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4.3.2. Clients’ Reasons for Coming to the Health Centers

Majority, 283 (67.5%) of the clients specifically came to the health centers to get ANC (antenatal
care) services, 46 (11.0%) came both for ANC and PMTCT (prevention of mother to child
transmission of HIV) services, 34 (8.1%) for HIV testing and 17 (4.0%) to discuss about receiving
treatment to protect their babies/fetus, and the rest 39((9.3%) came for different reasons, among which

were for treatment of illnesses, for vaccination, and some were referral cases (figure 2).

67.5
70

60
46

50 39
34
40

30 17

20

10

ANC ANC and HIV Testing Discuss on Others
PMTCT PMTCT

Fig. 2. Clients’ Specific Reasons for Coming to the Health Centers, May 2008,
A.A., Ethiopia, (n=419)

Of the 422 pregnant mothers, 393 (93.12%) were either counseled or simply requested to have HIV
blood test, 390 (92.4%) had discussed about receiving their test results, and 319 (75.6%) were also
counseled about issues associated with having been tested some time ago; but only 288 (68.4%) of the
422 clients were counseled about HIV/AIDS and 133 (31.5%) were not counseled on HIV/AIDS
(Table 7). Of those 393 clients who were requested to have blood test, only 266 (67.7%) were
counseled about HIV/AIDS and 366 (93.1%) were also counseled about receiving their test results
(not tabulated here).

Concerning MTCT/PMTCT, in 314 (74.6%) of the sessions the discussion was held. With regard to
the infants’ health and feeding options, only 245 (58.1%) clients were counseled about the health of

their babies and only 178 (42.3%) of the mothers were counseled about infant feeding options.
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Table 7. Counseling offered to PMTCT clients as reported by the clients at exit interview, May 2008,

A.A, Ethiopia (n=422)

Clients Received Counseling

Major Counseling Topics Yes No Total

No. % No. % No. %
About having an HIV test 393 931 29 6.9 422 100
About receiving the test result 390 924 32 7.6 422 100
Issues gssomated with having been tested 319 756 103 24.4 422 100
some time ago
About HIV 288 68.4 133 31.6 421 100
About MTCT/PMTCT 314 74.6 107 254 421 100
About the health of the baby 245 58.1 177 41.9 422 100
About the child's feeding options 178 423 243 57.6 421 100

Among those 178 clients counseled about infant feeding options, 151 (84.8%) of the clients decided to

exclusively breastfeed their newborns for the first 4-6 months, 9 (5.0%) decided to give exclusively

replacement feeding to their newborns, 8 (4.5%) decided to give mixed feeding, while the rest

11(6.2 %) had not yet decided as to what to feed their infants (figure 3).

Clients' infant feeding decisions
200 -
84.8
150 -
P
(8]
$ 100 -
S
S
I 50 - 5.0
0 A 1 1 1
Exclusively breast Exclusively Mixed feeding Not yet decided
feeding replacement
feeding
Figure 3. Infant feeding decisions among mothers counseled about infant feeding options,
May 2008, A.A., Ethiopia
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4.3.3. Clients Comprehension Level of the Information

Regarding comprehension/understanding levels of the PMTCT counseling topics among the clients,
261 (62.0%) of the respondents said that they had understood well the counseling on HIV/AIDS, 27
(6.4%) had discussed on the topic, but the discussion was not clear enough to understand, and 133
(31.6%) said that they had not discussed the topic at all (Fig 4). Among the points the clients reported
to have gained new knowledge as a result of the counseling on HIVV/AIDS were that HIV can pass
from a positive mother to the fetus during pregnancy, delivery process and by breast feeding; the need
for HIV testing during pregnancy; the need for partners testing; and counseling on how to live with

the virus if | they have turned positive; about HIV transmission and prevention.

Of the 314 clients counseled about issues related to mother to child transmission and prevention of
HIV, 287 (68.2%) reported to have comprehended the information, 27 (6.4%) had discussed about the
issue, but could not grasp the information, and 107 (25.4%) did not discuss about PMTCT at all. The
main points the clients reported to have grasped were that HIV can pass from mother to their children;
the need for HIV testing during pregnancy; and that it is possible to protect the children or to

minimize the chance of transmission by use of drugs if the mothers are positive.

Concerning infant feeding options, 110(26.1%) reported to have benefited from the counseling,
68(16.2%) didn’t understand well the discussion, and the rest 243(57.7%) reported that there was no
such discussion at all. Among the information the clients reported to have grasped from the
counseling were that it is possible to protect or decrease the chance of transmission of HIV from a
positive mother through drugs given to the mother and the infant, and that an HIV positive mother

may breastfeed her infant exclusively.
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PMTCT Clients Comprehension Level of Major Counseling Topics
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Fig. 4. Level of major counseling topics comprehended by the PMTCT
clients as reported at exit interview, May 2008, A.A, Ethiopia (n=421)

Almost all (99.5%) the clients believed that HCT during pregnancy was necessary for the mother;
however, only 332(78.7%) of them correctly answered that HCT is offered during pregnancy for the
purpose of PMTCT, the rest (21.3%) did not know the main reason why they were offered HCT at the
health centers particularly when they were pregnant. Among the answers given by the clients were:
‘HCT is offered during pregnancy to safeguard health workers/birth attendants from HIV infection’,
‘to let the mother know her status’, ‘to let the mother start ARV if positive’, and few clients said: ‘I

was requested to give blood sample, I don’t know why’.

Associations were sought between knowledge why HCT is emphasized during pregnancy by different
socio demographic characteristics of VCT clients and total time spent on counseling/discussion with
the counselors (Table 8). Compared to being a resident out of Addis Ababa, the likelihood of knowing
why HCT is needed during pregnancy was found to be higher among those inhabitants of Addis
Ababa [AOR = 3.25, 95% CI: 1.2, 8.7]. The odds of knowing why HCT is offered during pregnancy
was also higher among those who attended school to the level of grades 1-6 [AOR = 2.58, 95% ClI:
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1.27, 5.24] and among those in grades 7-12 (or 10+2) [AOR = 2.74, 95% CI: 1.43, 5.23] respectively
compared to those who were illiterate. With respect to gestational age, third trimester clients were
more knowledgeable about antenatal HCT compared to first trimester [AOR = 2.56, 95% CI: 1.22,
5.36]. Similarly, clients who spent 5-15 min on discussion with their counselors were also more likely
to know why they were offered HCT at the health centers during pregnancy [COR = 2.1, 95%CI:

1.03, 4.24]. The difference was not, however, statistically different when adjusted.

Table 8. Association between knowledge why HCT is emphasized/given during pregnancy and
clients’ variable, May 2008, A.A., Ethiopia

Why HCT is emphasized/given Odds Ratio (95% CI)
during pregnancy
variables For PMTCT Don’t know  Total Crude Adjusted
A A 322 (80.3%) 79(19.7%) 401 4.48[1.8,10.9]* 3.25[1.2,8.7]*
Residence  OQutof AL A 10 (47.6%) 11 (52.4%) 21 1.00
Total 332 (78.7%) 90 (21.3%) 422
Illiterate 37 (60.7%) 24 (39.3%) 61 1.00

Read / write 9 (90.0%) 1 (10.0%) 10 5.8[0.7,49.1] 4.48[0.52,38.3]
Educational  Grade 1-6 103 (81.7%) 23 (18.3%) 126 2.9[1.47,5.76]* 2.58[1.27,5.24]*

Stas Grade 7-12 174 (82.1%) 38 (17.9%) 212 297[1.59,5.53]* 2.74[1.43,5.23]*
College 9 (75.0%) 3 (25.0%) 12 1.9[0.48,7.9] 1.76[0.42,7.42]
Total 332 (78.9%) 89 (21.1%) 421
1% trimester 30 (65.2%) 16 (34.8%) 46 1.00

nd H 0 0
Gestationa] 2 Trimester 142(78.9%) 38 (211%) 150 1.99[09940] 2.0[0.96, 4.17]

age 3 Trimester 160 (81.6%) 36 (18.4%) 196 2.37[1.17,4.8]* 2.56 [1.22,5.36]*
Total 332 (78.7%) 90 (21.3%) 422

<5 min 28 (66.7%) 14 (33.3%) 42 1.00
. 0 0, *
Surationof 50 15Min 230 (80.7%)  55(19.3%) g5 2.1[1.034.24]* 171[0.81,3.65]
counseling > 15 min 74 (77.9%) 21 (22.1%) o5 1.76[0.79,3.94] 1.67[0.71, 3.91]
Total 332(78.7%) 90 (21.3%) 422
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Clients’ benefit level from the discussion they made with their counselors was compared with
comprehension level of some of the major discussion topics, gestational age and duration of the
counseling (Table 9). Accordingly, clients who were counseled for 5-15 minutes and clients who
were in their second trimester were about 4 and 6 times more likely to perceive being benefited from
the counseling sessions than those counseled for less than 5 minutes (p=0.014 and p=0.028
respectively). Clients who did not understand well the discussion on HIV rejected being benefited

from the counseling (p = 0.000) compared to those who understood the discussion well.

Table 9. Association between the Counseling Topics and Times Variables for Counseling with

Clients’ Perception of Benefit from the Counseling they Received, May 2008, A.A.,

Ethiopia
_ Benefltgd from the Odds Ratio (95% Cl)
Variables counseling
Yes (%) No (%) Crude Adjusted P
<5min 29 (69.0) 13 (31) 1.00
Duration of 5-15min 268 (94) 17 (6.0) 7.07 (3.12,16.0)*  4.33[1.35,13.87]* 0.014
Counseling _>15 min 91(958)  4(4.2) 10.2(3.08,33.73)* 3.39[0.78, 14.79] 0.105
Total 388 (91.9) 34 (8.1)
1% trimester 39 (84.8) 7(15.2) 1.00
) 2" trimester 171 (95) 9(5.0) 3.41(1.197,9.72)* 6.140[1.23,31.02]* 0.028
Gestational age )
3" trimester 178 (90.8) 18 (9.2) 1.78(0.69, 4.54) 1.291 [0.34,5.078] 0.714
o 8OL) @1
Well understood 255 (97.7) 6(2.3) 1.00
About HIV Not understood 7 (25.9) 20 (74.1) 0.008 (0.003, 0.03)* 0.005 [0.001, 0.03]* 0.000
counseling  Not counseled 125 (94) 8 (6.0) 0.368 (0.13, 1.08) 0.542[0.164,1.791] 0.315
ol WTOLY) @D
Well understood 275 (95.8) 12 (4.2) 0.44 (0.1, 1.98) 0.506[0.096,2.66] 0.421
AbOUI\t/I_FI)_l(\:/l:II:CT Not understood 7 (259) 20 (741) 0.007 (0001, 003)* N/A
or
counseling Notcounseled ~ 105(98.1) ~ 2(1.9) 1.00
Total 387 (91.9) 34 (8.1)
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4.3.4. Clients Satisfaction with PMTCT Service

Majority (61.6%) of the clients were served same day without an appointment, 147(34.8%) were
appointed for up to a week, and the rest (3.6%) were appointed for 2 to 3 weeks to get the service
(table 10). The vast majority (86.7%) of the clients stayed in the health centers up to 1.5 hours to get
the service they wanted, 41(9.7%) waited 1.5 to 3 hours, and the rest 15(3.6%) waited for the service

more than 3 hours in the health centers. Average waiting time was 39.75 minutes (SD=60.5).

A bit greater than two third (67.5%) of the clients spent 5 to 15 minutes both on pre- and post test
discussions altogether. Forty-two (10.0%) clients spent a time less than 5 minutes both for pre and
post test discussion, and 95 (22.5%) discussed for more than 15 minutes in the pre- and post test
sessions altogether with the counselors. The mean duration of counseling was 14 minutes (SD = 12)

for both the pre- and post-test sessions altogether.

Table 10. Time spent by the PMTCT clients to get the services, May 2008, AA, Ethiopia

Frequency

Time variables No. %

Served same day 260 61.6

. . . 1-7 days 147 34.8

First Appointment to get service 5 dzys ) Lo
_15-22 days LA 17

< 1.5 hour 366 86.7

Waiting time to get service 1.5to 3 hour 41 9.7
- >3hours 15 3.6

Time spent with the counselor <5min . 42 10.0

(pre— and post-test sessions altogether) Sto 15_m|n 285 67.5

> 15 min 95 22.5

Concerning clients’ satisfaction with the services, 348 (82.5%) of the clients said that the counseling
room’s privacy was maintained, and 357(98.9%) of the clients were counseled by the same counselor
both in the pre-test and post-test sessions (Table 11). Three hundred eighty nine (92.2%) felt
comfortable with the counselors’ client handling/respect; 386 (91.5%) were satisfied with technical
competence of the counselors; and if they were given an option to see another counselor, 324 (76.8%)

would not like to see another counselor at that time.

Most (91.9%) of the clients believed that they benefited from the counseling discussions; generally

379(89.8%) of the clients reported being satisfied with the pretest and/or post test counseling
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discussions; and 388(92.2%) of them would recommend the health centers to their relatives or friends

who would like to use the service.

Table 11. Clients’ satisfaction with the PMTCT sites services, May 2008, A.A, Ethiopia

Yes No Total
Satisfaction Issues No. % No. %

Was there enough privacy during the counseling? 348 825 74 175 422

Did you see same counselor before and after the test? 357 98.9 4 11 361

Felt comfortable with counselor's respect/handling 389 922 33 7.8 422

Satisfied with technical competence of the counselor? 386 915 36 85 422

Do you want to see another counselor just this time? 98 23.2 324 76.8 422
Generally have you benefited any from the pre- and/or post-test

counseling? 388 919 34 81 422

Generally are you satisfied with the pre-and/or post-test
counseling discussions? 379 89.8 43 10.2 422
Do you recommend this health center to others? 388 92.2 33 7.8 421

On logistic regression, clients in the age group of 25-34 were less likely to be satisfied with the
counseling service [AOR = 0.436 95% CI: 0.215, 0.887] than those aged 16-24 (Table 12). Residence

place and marital status did not show significant difference with being satisfied in the counseling service.

As opposed to first trimester gestational age, the odds of being satisfied in the pre- and post-test
counseling was higher among 2™ and 3™ trimester clients [COR = 2.493, 95% Cl: 1.023, 6.078 and
COR = 2.405, 95% CI: 1.003, 5.77 respectively]; and clients who waited for 1.5 to 3 hours were less
likely to be satisfies with the counseling service [COR = 0.472, 95% CI: 0.237, 0.943]. Both the

gestational age and waiting time differences were not, however, statistically different when adjusted.

with regard to duration of counseling, clients counseled for 5-15 min and for more than 15 minutes were
about 8 and 11 time more likely to be satisfied with the counseling service respectively than those
counseled for less than 5 minutes [AOR = 8.132, 95% CI: 3.501, 18.892 and AOR = 11.06, 95% CI:
3.331, 36.737 respectively]. Satisfaction with the counseling was not associated with being appointed for

the service or with other socio demographic variables (not tabulated here).
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Table 12. Comparison of clients’ reported satisfaction with the counseling service by socio demographic characteristics and time
variables, May 2008, A.A., Ethiopia (n=422).

Satisfaction with the Counseling Odds Ratio

Variables Yes No Crude OR (95% CI) Adjusted OR (95% CI)
16-24 years 210 (92.1%) 18 (7.9%) 1.00 1.00
Age Group 25-34 years 154 (86.5%) 24 (13.5%) 0.550 (0.228, 1.049) 0.436 (0.215, 0.887)*
35-40 years 15 (93.8%) 1 (6.3%) 1.286 (0.1610, 10.29) 1.148 (0.132, 9.999)
Residence address Addis A. 359 (89.5%) 42 (10.5%) 1.00 1.00
Out of AA. 20 (95.2%) 1 (4.8%) 2.340 (0.306, 17.88) 2.224 (0.251, 19.667)
G 3 (97.1%) L @9%) I oo
Married 330 (88.9%) 41 (11.1%) 0.24 [0.032, 1.83] 0.254 [0.031,2.100]
Marital status (n=421) -y, ceq 3 (100.0%) 0 (.0%) - -
Cohabiting 12 (92.3%) 1 (7.7%) 0.36 [0.021,6.28] 0.246 [0.012, 4.933]
T Tre—— 57 (60.4%) S (19.6%) I oo
Gestational age
2nd trimester 164 (91.1%) 16 (8.9%) 2.493 (1.023, 6.078)* 2.058 (0.774, 5.470)
3rd trimester 178 (90.8%) 18 (9.2%) 2.405 (1.003, 5.770)* 1.966 (0.737, 5.247)
U 10 90 min =50 G0.2%) S 00 I T R
Waiting time
1.5 to 3 hour 35 (85.4%) 6 (14.6%) 0.472 (0.237, 0.943)* 0.928 (0.32, 2.691)
> 3 hours 14 (93.3%) 1 (6.7%) 0.620 (0.201, 1.915) 2.886 (0.324, 25.687)
<5 min 27 (64.3%) 15 (35.7%) 100 100
Duration of counseling )
5-15 min 263 (92.3%) 22 (7.7%) 6.641 (3.086, 14.29)* 8.13 (3.501, 18.892)*
> 15 min 89 (93.7%) 6 (6.3%) 8.241 (2.912, 23.317)* 11.06 (3.331, 36.737)*
Appointed for other day Yes 15 (9.3%) 147 (90.7%) 1.00 1.00
No 28 (10.8%) 232 (89.2%) 1.18 (0.611, 2.29) 0.954 (0.433, 2.100)
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V.DISCUSSION

This study is among the first attempts to evaluate the quality of ANC-linked HCT service as an
intervention for PMTCT. But it may not have appropriate comparison due to the lack of similar

studies with similar objectives using similar methods and target population in our country.

According to the reports of PMTCT coordinators of the health centers, all sites offered pre-test
counseling, either as group or individually, and individual post-test counseling after blood test.
Majority (6 out of 10) of the health centers had an HCT uptake rate of 90-100% by ANC attendees.
And more than three quarter (8 out of 10) of the health centers had a post test client return rate of 90-
100% (for their results). This is in line with the findings of a retrospective study done in Addis Ababa
among ANC attendees in five government health centers from 2002-2006 (38), which indicated that
overall PMTCT utilization rate was 92.6% among PMTCT counseled ANC attendees. This may be as

a result of an opt-out strategy being carried out throughout the country currently.

Availability of separate room for counseling is one of the minimum prerequisites in establishing HCT
services. The counseling room should provide audiovisual privacy; conversations between clients and
counselors should not be seen or overheard by others (22, 41), and the Addis Ababa Administrative
Health Bureau also specifically recommends a separate room for counseling which is at least 9 m?
wide (39). In this study, however, one of the health centers had no a separate room dedicated for
counseling to maintain privacy. This violates client rights to confidentiality during counseling, in that
counseling information should remain between the counselor and counselee only. Moreover, the
clients may become reluctant to openly/freely discuss personal issues, and may not be benefited from

the service as expected.

More than half of the surveyed health centers had three or more trained PMTCT counselors; and all
the counselors found in the health centers were nurses in their backgrounds before they become
counselors. This may be an advantage since relatively nurses are expected to have better knowledge of
health matters than non-health background counselors, and as a result, they would be more confident

and skilled/experienced in counseling their clients better.
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Poor quality counseling can result in misunderstanding and even resistance to behavior change.
Counselors need adequate training and ongoing support and supervision to ensure that they give good
quality counseling and can cope with their work load (23); but this study indicated that 2 of the 9
counselors had not taken the basic VCT training, 6 of the 9 also never had a refreshment training, and
all, but one counselor believed that they would need further refreshment training to be equipped with
recent information about HIV and PMTCT, and how to conduct group counseling. Some PMTCT
coordinators also shared the counselors’ idea and believed the compromise of the quality of their
services as a result of shortage of trained human power and lack of refreshment training for their
counselors. This finding may seem to be better than the finding of a study done in 2006 in Addis
Ababa which indicated that 83.1% of the general VCT counselors had never been given an ongoing
training (24). The lack of training, particularly an ongoing training and technical support of counselors
working for the PMTCT program, could lead to burnout of counselors or to a decline in the quality of
counseling services with time (25). Furthermore, it could be an important contributory factor in the
low coverage of ARV among HIV positive pregnant women if seropositive women do not receive

adequate ongoing counseling to reinforce the importance of adherence.

Observation of the counseling sessions was acceptable to both the counselors and antenatal attendees.
The pre-test counseling topics were fairly consistent across the sites and commonly addressed topics
included about HIV/AIDS transmission/preventions, MTCT, benefits of testing and insisting on blood
test. Most of the surveyed health centers, however, provided only rudimentary information hastily,
which do not enable the clients to make informed decision/consent. Moreover, we observed that
counselors were taking blood samples for HIV test from clients without prior consent and pretest
counseling. Pre-test counseling is vital for pregnant women to ensure that they understand the
implications of a negative or positive test result for themselves, their partners and any future children.
It is also an opportunity to provide prevention information, and individual pre-test counseling helps
patients to explore personal HIV risk behaviors and related issues, and concerns as well as for
clarification of information provided in group sessions (17, 43). Entirely eliminating pre-test
counseling or providing insufficient information minimizes the opportunities for ensuring informed
consent and potentially makes receiving a positive test result more difficult to deal with (44). The

national PMTCT guideline also recommends that the client should be given pre-test information on
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HIV/AIDS and PMTCT, and that the provider must inform the client that she has the right to say “no”

(to opt out) and this decision by no means affects the services she will get from the health facility (4).

The communication skill of the counselors was assessed for introductory/interpersonal relationship,
gathering information from the clients, and giving information to the clients. The counselors’
communicative skill with clients may be considered “satisfactory” generally. For instance, the
counselors greeted the clients and introduced themselves in 45.7% of the sessions, and 60.6% of the
cases were attentively listened to. This finding of skill of interpersonal relationship was lower than
that found in a study done in Thailand in 2000 and South Africa in 2004 (31, 30), in which 56% of the
cases were greeted in the former and >95% cases were attentively and supportively listened to in the
latter study. The lower results of the current study may be due to the fact that the health centers had

shortage of trained human power as indicated by the PMTCT coordinators.

It is clear that a client will make a good decision and adhere to the information given to prevent
MTCT only after the client receives quality counseling and care from a competent counselor with
good counseling and interpersonal communication skills (25). Accordingly, during giving information
to the clients, in a bit greater than % of the sessions, the counselors gave simple and clear information
to the clients in this study and a bit less than 2/3 of the clients were given time to absorb the
information given or to respond/express themselves. However, only in less than a quarter (21.2%) of
the cases main issues discussed during giving information were summarized for the mothers. These

findings are more or less comparable to the finding of a study done in Thailand (31).

As found in a similar study in Thailand (31), the majority of pre test sessions included the basic
information on HIV transmission/prevention and PMTCT. However, in this study the discussions
were rudimentary and lacked depth and coverage in many of the counseling sessions. Many of the
counselors were making hustle. In none of the sessions was previous ARV use, or previous HIV status
of the women checked. Moreover, a quarter of the clients were not asked to freely consent or dissent
HIV testing. This finding is similar to the study done in South Africa (30). This may negatively affect

overall ANC utilization by the mothers and an ongoing counseling if the rights of women are violated.

y |
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In this study, counseling session observations revealed that % (25.8%) of the clients were counseled
for less than 5.0 min. The mean duration of pre-test counseling sessions was 5.94 minutes. A mean of
5.94 minutes may seem to comply with the national PMTCT Guideline that recommends individual
pre-test sessions to last 5-15 minutes (4); however, it is noteworthy that 25.8% of the clients received
a pre-test counseling that lasted only for 1-4 minutes. This may be the result of shortage of human
power allocated for the service so that the counselors ignored the prescribed counseling protocols.
Inadequate counseling time may lead to a decline in the quality of counseling services with time and
eventually contribute to low coverage and adherence of ARVs among HIV positive pregnant women

if seropositive women do not receive adequate counseling.

Quality VCT services act as a link connecting prevention, care and treatment programs as clients learn
their status and look for their future plans. The poor quality of counseling in the PMTCT program will
reduce the effectiveness of the program and the mere HIV testing averts little MTCT (25). Generally,
this study pointed out that inadequate information was passed to clients during the pre-test
counselling. For instance, there was less (51.6%) coverage of the implications of an HIV positive test
result for decisions about infant’s feeding; another quarter of the clients were not checked whether
they had understood the information they were given on MTCT, and only with 6.5% of the cases was
potential needs of the women and possible supports in the community explored/assessed. These
results, however, are better than that obtained from a similar study done in Thailand (31).

Even though the basic topics were covered in the post-test sessions too, there were significant
shortcomings in the comprehensiveness/depth of the information given, coverage of the clients, and in
the time allotted for the post test counseling. For instance, discussion of the meaning of the results;
personal, family and social implications of the results; and information on safer sex were covered only
by 57.1%, 25.7% and 37.1% of the sessions respectively (irrespective of the clients’ HIV status), and
the duration of post test counseling was unusually short. Counseling is believed to enable people
assess their personal risks for HIV and develop a risk reduction strategy, helps people to adhere to
advice and treatment, and contribute to positive living and acceptance of the HIV results or status and
is meant to assist clients in disclosing positive HIV status (15, 32). However, the short time spent on
this counseling for most of the clients confirms the inadequate facilitation of this important task. This

study pointed out that 68.6% of the post-test counseled mothers received a counseling that lasted less
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than 5 minutes (mean = 3 min, and 31.4% of the sessions being completed within only 1 minute) as
opposed to a similar study done in Thailand (31), that lasted between 5-75 minutes, with a mean of 14
minutes. This finding is, however similar to the study done in Kenya (32) and could be due to the fact
that the counselors were overwhelmed with large numbers of clients, and that they ignored the
prescribed counseling protocols. It is evident that it is difficult to equip the counselees with the

relevant and necessary information in such a short period of counseling.

Even though too brief, the post test observation of 4 HIV positive mothers revealed that the mothers
were counseled on PMTCT and risks associated with breast feeding. But, none of the four positive
mothers were counseled on child care, about previous ARV use, about drug adherence and the need
for the drugs to be taken regularly; and only one case was informed on the role of ARVs and its
regimen. Similarly, a study done in South Africa indicated that inadequate knowledge about MTCT
was passed to mothers during the post-test counseling (29). Poor quality counseling and the limited
information provided to positive women is likely to result in misunderstanding, poor adherence to the
information given to prevent MTCT, poor infant feeding practices, and even resistance to behavior
change (23, 25, 27, 29).

In spite of their positive status, only 2 of the 4 (50%) of the positive mothers received information on
future contraceptive options. Three of the four positive mothers were also informed that the risk of
HIV transmission is very minimal if the infant is exclusively breast fed, and the need for early
cessation of breast feeding at about 4-6 months. Similar poor findings were recorded in Zambia (27)
in that only in one-third of the sessions infant feeding options were discussed with HIV positive
mothers. In breast feeding population, up to 20% of infants born to HIV infected mothers may acquire
HIV through breast feeding (42). Poor counseling on infant feeding especially for HIV positive
mothers will lead to poor infant feeding practices that are important causes of HIV transmission from
mother to infant. The current study showed no difference in infant feeding counseling between HIV

positive and negative status (p>0.05).

Exit point interviews with the mothers revealed that 93.1% of the clients were addressed or urged
about having an HIV blood test. However, only 68.4 % of the pregnant mothers were counseled about

HIV/AIDS. This indicates that a significant number of the clients were simply ordered to give blood
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sample for the test without the clients” informed consent and without being counseled about the topic.
This initial experience may negatively influence subsequent attendance as the mere HIV testing averts
little MTCT (25, 32). Majority (90.6%) of those counseled about HIVV/AIDS, however, reported to

have comprehended the information. This is in line with the results of a study done in Thailand (31).

Almost % (74.6%) of the clients reported to have been counseled about issues associated with
MTCT/PMTC, but only less than half (42.4%) of the clients were counseled on infant feeding options.
Of those clients who reported having been counseled on infant feeding options, only 61.8% reported
to have comprehended/understood the counseling. A similar finding was observed in Kenya (32).
MTCT/PMTCT knowledge was inadequate as clients could not recall information given during
counseling. This study indicated that there was statistically significant association between clients’
comprehension level of major discussion topics and a counseling duration that lasted for 5 minutes or
more (P = 0.000). This may indicate that the counseling time was inadequate for the clients to grasp

the information.

HCT is a critical component of PMTCT programs and has been a recommended practice in overall
HIV/AIDS prevention and care programs, with a high level of scientific evidence. Even though almost
all the clients believed that HCT was helpful for the mother during pregnancy, only 78.7% correctly
understood the purpose why HCT is needed particularly during pregnancy. This may be because of
the short counseling time spent on counseling, as evidenced by association of longer (5-15 min)
counseling time and correct knowledge why pregnant mothers undergo HCT particularly during their
pregnancy time (p < 0.05); or it may due to the hustle the counselors were making against time with
the clients load. Knowledge why pregnant mothers undergo HCT during pregnancy was also found to
be higher among residents of A.A, those who attended school up to grade 12, and among those clients
who were in their 3" trimester (p < 0.05). This may be due to the fact that these groups of clients

relatively have access to information as a result of their schooling or repeated ANC attendance.

Even though the majority of the clients were served the same day without an appointment, a
significant number (38.4%) of the clients reported to have been appointed to come back other days for
the service. This is likely to discourage potential clients from utilizing the services, resulting in low

uptake since this initial experience negatively influences subsequent attendance (32).
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Recall bias is a limitation of reporting on waiting time and could lead to misclassification bias. Ninety
minutes is regarded as the acceptable waiting time (32). The vast majority (86.7%) of the clients
stayed in the health centers up to 1.5 hours, which is regarded as acceptable waiting time to get the
services they wanted, and average waiting time was 39.75 minutes (+ 60.5). This is much better than
the finding obtained from a study done in Kenya (32), in which only 3.9% waited less than 90
minutes. This may encourage the clients to utilize the service and eventually improve the service out

come.

Assessing client satisfaction helps to identify service gaps which once addressed will improve the
quality of services and hence utilization. Clients’ satisfaction may be considered to be one of the
desired outcomes of care. An expression of satisfaction or dissatisfaction is also the client’s judgment
on the quality of care in all its aspects, but particularly pertaining to the interpersonal process.
However, it should be remembered that, unless special precautions are taken, clients may be reluctant
to reveal their opinions for fear of alienating their attendants (40). Concerning clients’ satisfaction
with the services in this study, 92.2% felt comfortable with the counselors’ client handling/respect;
91.5% were satisfied with technical competence of the counselors; and 91.9% of the clients believed
that they had benefited from the counseling discussions. Generally, 89.8% of the clients reported
being satisfied with the pretest and/or post testing counseling discussions. This finding is similar to
that done in Thailand (31). Satisfaction with the service was associated with the duration of

counseling.

Even though the overall quality of the counseling services in terms of content of the counseling,
duration of the counseling and counselors’ competence (interpersonal relationships, gathering and
giving information) of the surveyed health centers was more or less comparable to different studies

done elsewnhere, there still remains a lot to be improved to avert MTCT of HIV.
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VI. STRENGTHS AND LIMITATIONS OF THE STUDY

6.1. Strengths of the Study

1. To our knowledge, this study is the first of its type to assess the quality of ANC-linked HCT
services as an intervention for PMTCT in the nation.

2. The study used (adapted) standardized UNAIDS Best Practice Collection Key Material to
evaluate the quality of ANC-linked HCT.

3. Multiple methods were employed in the study: key informants (PMTCT site coordinators and
PMTCT counselors), observation of counseling sessions by PMTCT trained data collector

nurses, and exit interviews of the PMTCT clients.

6.2. Limitations of the Study

1. Generalizability is may be limited by the small number of observations, esp. with the
counseling of HIV positive cases.

2. Even though the observers were made unobtrusive and sit through multiple sessions,
performance bias may be present. (Counselors may deviate from their actual practice in

observed sessions because of the presence of the observer.)
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VII. CONCLUSION

All the health centers offered pre-test and post test counseling, either as group or individually. Most of
the health centers had a separate room for counseling and mostly, the counseling and testing was
performed on the day they come without further appointments. The uptake of HCT and a return rate to
collect their test results among the ANC client was very high. Majority of the surveyed health centers
had more than two trained PMTCT counselors; however, most of the counselors complained that they
lacked refreshment training. Some of the site coordinators also shared this idea and urged training of

additional counselors and refreshment courses for those who are on job to improve the service quality.

Overall, counselor’s communicative skill (introductory/interpersonal relationship, gathering
information from the clients, and giving information to the clients) was generally “satisfactory”. The
majority of pre test sessions included the basic information on HIV transmission and prevention and
PMTCT. However, this study revealed that the discussions were rudimentary and lacking in depth and
coverage in many of the counseling sessions. Many of the counselors were making hustle and failed to
cover all the clients and topics. Moreover, a health centers was observed providing only group pre-test
counseling and the clients were not given chance to express their ideas, to consent or to decline the

blood testing.

All clients who had undergone HIV blood test had also undergone post test individual counseling.
However, even though the basic topics were covered, there were significant shortcomings in the
comprehensiveness/depth of the information given, coverage of the clients, and in the time allotted for

the counseling session.
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Even though too brief counseling, the post test observation of 4 HIV positive mothers also revealed
that the mothers were counseled on PMTCT and risks associated with breast feeding. Unfortunately,
none of the four positive mothers were counseled on child care, about previous ARV use, about drug
adherence and the need for the drugs to be taken regularly; and only one case was informed about the
role of ARVSs and its regimen. In spite of their positive status, only 2 of the 4 positive mothers (i.e.,
50%) received information on contraception, or were engaged in discussion about future contraceptive

options.

Exit interview revealed that the basic topics were covered in most of the pre-and/or post test sessions,
and majority of those counseled comprehended the information; however, nearly a quarter of the
clients didn’t understand why they were offered HCT particularly during their pregnancy time. The
vast majority (86.7%) of the clients stayed in the health centers up to 1.5 hours, which is regarded as
acceptable waiting time to get the services they wanted. Most of the exit clients also indicated to have
spent unreasonably short counseling sessions, however, the vast majority of the women interviewed
were satisfied with the counselling and counsellor interactions, and believed to have gained new

things they didn’t know.
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VIII. RECOMMENDATIONS

Better management and supervision of the PMTCT program is needed by the administrative health
bureau, with ongoing mentoring, performance evaluation and development of the skills of the
counselors. This is likely to include, as a minimum, dedicated site coordinators, and specific plans for
mentoring and maintaining counseling quality, and developing a check list for antenatal health

education.

The counselors need to adhere to the guidelines of counseling and be committed and devote time to
pre and post counseling sessions to equip the clients with the necessary and relevant information to
make the women fully understand prevention of HIV transmission and to enable use of the

interventions available to prevent mother-to-child transmission.

The administrative health bureau should facilitate ongoing (refreshment) training for the counselors to
equip them with recent information. As well additional health workers should be trained to share the

burden of the work.
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10.1. Conceptual frame work of Quality HIV Counseling and Testing

Counselors’ skills
M Interpersonal relationship
i1 Gathering information
i Giving information
i Special circumstances

Quality counseling

Topics covered and Duration
M HIV-related issues
M MTCT-related issues
i Breaking the news
M feeding options for HIV
\ positive pregnant /

Outcome
M v MTCT
M M uptake of VCT
¥ Misconceptions corrected
M Adherence to the given
information, etc

/Operational aspect \ Client satisfaction

M Service time B

M type of services

M privacy during
counseling

M referral of clients for

\ better service /
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Large Group/Small Group/Individual/Couple Pre-Test
10.2. HIV Testing and Counseling (HTC) protocol | session

Discuss:

= Benefits of testing

= Testing process

= Discordance and partner HIV testing

= Risk reduction

PMTCT, support services, and antenatal care

in ANC Settings in Ethiopia

A 4

Provider routinely offers HIV test

vy
Pttt > HIV test performed*
v i v
HIV Test Declined: | A l
Offer individual counselling E HIV-negative Post-test Counselling: HIV-positive Post-test Counselling:
Address barriers to testing | Provide HIV test result Provide HIV test result and support
Discuss: - Discuss: Discuss:
= Risk reduction : = Partner HIV testing and disclosure = CD4 count and screening for Ols and
= Exclusive breastfeeding | = Risk reduction = ARV prophylaxis/treatment using CD4 or clinical criteria
= Antenatal and postnatal care and safe T = Antenatal and postnatal care and safe = Exclusive breastfeeding for 6 months and safe
delivery | delivery breastfeeding practices
= Infant care ' = Exclusive breastfeeding = Partner HIV testing and disclosure
Re-offer HIV test or develop plan to return for ! = Infant follow up and care = Risk reduction
HIV test | Provide referral/take home information = Antenatal and postnatal care and safe delivery
Provide referral/take home information = Treatment and support services for client and family
| = |Infant follow up and importance of early infant
diagnosis
! < Provide referral/take home information
i Subsequent Healthcare Visits: ! ! S EEERERARaNARREANEERRATEERT T
| Review messages and referrals ! : : Subsequent Healthcare Visits: l
| Reoffer HIV test Je— L e Subsequent Healthcare Visitsr ;
i ' . : Review post-test counselling and referrals :
*Follow national rapid testing algorithm/guidelines. Rapid testing with same day results is highly recommended b
Source: MoH. (2007). Guidelines for Prevention of Mother-to-Child Transmission of HIV in Ethiopia
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10.3. Schematic Presentation of Sampling

Addis Ababa City Administrative Health Bureau

——
A
\4 l l l \ 4 \ 4 A 4 A 4
Addis Ketema Akaki Kality Arada Bole Gulele Kirkos Kolfe Keraniyo Lideta Nefasi_lk lafto Yeka_
Sub-city Sub-city Sub-city Sub-city Sub-city Sub-city Sub-city Sub-city Sub-city Sub-city
1. Addis Ketema H.C| 1. Akaki H.C 1. Arada H.C] 1. Woreda 17 H.C 1. Shiromeda H.C 1. Kirkos HC 1. Kolfe H.Q 1. Lideta H.C 1. Woreda 19 H.Q 1. EntotoN; H.C
2. Woreda 7 H.C] 2. Kality H.C 2. Gulele H.C 2. Selam H.C 2. Kazanchis H.C 2. T-Haimanot H.C 2. Woreda 23 H.( 2. Kotebe H.C
3. Woreda 13 H.C 3. Woreda 18 H. 3. Beletchaw H.C 3. YekaH.C
4. Woreda 24 H.C 4. Woreda 28 HC
Addis Ketema H.C Kality H.C Gulele H.C Woreda 17 H.C Selam H.C Kirkos H.C Kolfe H.C Woreda 24 H.C Woreda 19 H.Cl  |Entoto N; H.C
42 clients 42 clients 43 clients 42 clients 42 clients 42 clients 42 clients 43 clients 42 clients 42 clients
Total 422 clients for exit
interview
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10.4. Questionnaire

Addis Ababa University
School of Public Health
Department of community health

10.3.1. Questionnaire for PMTCT/VCT coordinators on logistic consideration of VCT
service

M 01 Kifle-ketema ------------=---=--—--
M 02 Name of PMTCT center -------------------

Checked by investigator: signature-------------------- date ----------------

General information for PMTCT /VCT coordinators

Good morning! This self administered questionnaire was prepared on behalf of MoH and
Addis Ababa University, to assist the government in improving its capacity in obtaining
information on the quality of VCT for intervention of PMTCT among the pregnant. Your facility
was selected in this study just by chance. You will find some questions asking you about VCT
services provided at your health institution for PMTCT of HIV. The information you provide us
will be completely confidential and will not be shared with anyone else without your
consent. No one else working in this facility or involved in this study wil know what
information you gave us. The information you provide us is extremely important and valuable
as it will help the governmental and nongovernmental organizations or facilities involved in
interventions for prevention of mother to child transmission of HIV to improve formulation of
the policy and the delivery of PMTCT services. We will share the results of this evaluation with

you after the data are analyzed

Consent form
| undersigned have been informed that the interview is conducted to gather

information about HIV counseling and testing services. | also agree about the

confidentiality of the response to be at the highest possible level
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

No. Questions Code of classification Code
M 03 | What is the type of the PMTCT site? | 1. Free standing
2. Health center
3. Antenatal clinic
4. Others (specify)
M 04 | What HCT services do you offer? 1. Pre-test counseling
2. Post test counseling
3. Ongoing counseling
4. HIV testing
5. Others (specify)
MO5 |Is there a separate room for| 1. Yes
counseling? 2. No
M 06 | Is group pretest counseling carried | 1. Yes
out? 2. No
M 07 | What is the uptake rate of HCT by
the antenatal women attending
the service? (you can answer in
range)
M 08 | What is the return rate to collect
HIV test results by the antenatal
women attending the service?
(you can answer in range)
M 09 | What is the average time interval
between taking blood and the
results available?
M 010 | Do you have appointment| 1. Yes
system? 2. No~> ifnogotoqll0
M 011 | If yes, what happens if someone | 1. Asked to make a future
comes without an appointment? appointment
2. Always be seen same day
3. Usually be seen same day
4. Others (specify)
M 012 | Do you refer your clients for better | 1. Yes
service (treatment and care)? 2. No
M 013 | If yes where do you refer to? (specify) )
M 014 | How many trained counselors who can work on PMTCT do you have in
the health center?
M 015 | Additional comments (if any)
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Addis Ababa University
School of Public Health
Department of community health

10.3.2. Questionnaire for Counselors

C 01 Kifle-ketema
C 02 Name of PMTCT/HCT center --------------—--

Checked by investigator: signature-------------------- date ----------------

General information for HCT / PMTCT Counselors

This self administered questionnaire was prepared on behalf of MoH and Addis
Ababa University, to assist the government in improving its capacity in obtaining
information on the quality of VCT for intervention of PMTCT among the pregnant.
Your facility was selected in this study just by chance. You will find some questions
asking you about VCT services provided at your health institution for PMTCT of HIV.
The information you provide us will be completely confidential will not be shared with
anyone else without your consent. No one else working in this facility or involved in
this study will know what information you gave us. The information you provide us is
extremely important and valuable as it wil help the governmental and
nongovernmental organizations or facilities involved in interventions for prevention of
mother to child transmission of HIV to improve formulation of the policy and the

delivery of PMTCT services.

Consent form
| undersigned have been informed that the interview is conducted to gather

information about HIV counseling and testing services. | also agree about the

confidentiality of the response to be at the highest possible level
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

No. | Question Code of classification Code
C 03 | What is your background? 1. Nurse
2. Doctor
3. Health officer
4. Social worker
5. PLWHA
6. Others (specify) ------------------
co4 How did you become a|l. Appointed by the head
counselor? 2. Self motivated
3. Others (specify)-------------------
C05 |Did you take the basic VCT| 1. yes
counseling course? 2. no
C06 |In addition to the basic VCT| 1. yes
counseling, did you take PMTCT | 2. no
counseling course?
C 07 | How many courses of counseling
have you attended after the —mmmeee- —-mmmmees -
basic one?
List the types of the courses as e mmmmmnen -
well —-mmmmoees ——mmoeee-
C08 |Have you had a follow up/an|1l. Yes
ongoing in-service training in the | 2. No 2ifno, goto q 11
past?
C09 |If yes, when did you have the | 1. Within the last 12 months
last follow up training? 2. Within the last 2 to 5 years
3. More than 5 years back
4. Don’t remember
C 010 | Do you think you need further | 1. Yes
training? 2. No
C 011 | If yes, on which specific area? 1. HiVv and PMTC (including
ZDV)
2. Counseling for HIV infection
3. Group counseling
4. Counseling in the ANC
5. Others (specify)
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

10.3.3. Guide for the Observant of Antenatal Consultation Observations

Observation of Antenatal Consultation

OBSERVER: OBTAIN PERMISSION FROM BOTH THE CLIENT AND THE PROVIDER BEFORE OBSERVING THE
CONSULTATION.

BE AS DISCREET AS POSSIBLE DURING THE ASSESSMENT, AND DO NOT TAKE PART IN THE INTERACTION IN
ANY WAY. MAKE SURE THAT THE SERVICE PROVIDER KNOWS THAT YOU ARE NOT THERE TO EVALUATE
HIM/HER AND THAT YOU ARE NOT AN “EXPERT” TO CONSULT DURING THE SESSION.

TRY TO SIT BEHIND THE CLIENT, BUT IN A POSITION NOT DIRECTLY IN FRONT OF THE PROVIDER. DO NOT MAKE
EYE CONTACT WITH THE PROVIDER DURING THE CONSULTATION.

FOR EACH OF THE ITEMS, TICK THE ANSWER THAT MOST APPROPRIATELY REFLECTS YOUR ASSESSMENT OF
WHAT HAPPENED DURING THE INTERACTION.

READ TO PROVIDER (BEFORE CLIENT ENTERS): Hello. | am representing the MoH and Addis Ababa
University. We are working to assist the government in improving its capacity in obtaining information on
the quality of VCT for intervention of PMTCT among the pregnant. As part of this activity, we are carrying
out a survey of selected facilities. | would like to observe your consultation with this client to better
understand how antenatal HIV counseling is provided in this facility.

This information will remain completely confidential. This is not a supervisory visit. You may choose to stop
the observation at any time. Do you have any questions for me? May | be present at this consultation?

Date
Interviewer’s Signature (indicates Provider’s wilingness to participate)
O 01 [Permission received from Provider YES i 1
[N Lo T 2|=>»STOP

READ TO CLIENT Hello. | am representing MoH and AAU. We are working to assist the government in
improving its capacity in obtaining information on the quality of VCT for intervention of PMTCT among the
pregnant. As part of this activity, we are carrying out a survey of selected facilities | would like to observe
your consultation with this Provider in order to better understand how counseling are provided at this
facility.

This information will remain completely confidential and will not affect the level of care you receive here
now or in the future.

You may tell me to stop the observation at any time if you feel uncomfortable.
Do you have any questions for me? May | stay?
Date

Interviewer’s Signature (indicates Client’s wilingness to participate)

O 02 [Permission received from Client Y S i 1/=>103
NO oo 2|=»STOP
O 03 |Record beginning time Record finishing time
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N Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

10.3.3.1. Check list for Observational study of pre-test content

FOR EACH OF THE ITEMS, TICK “v”* OR “ %” THAT MOST APPROPRIATELY REFLECTS
YOUR ASSESSMENT OF WHAT HAPPENED DURING THE INTERACTION.

GROUP EDUCATION TOPICS
1. HIV-related issues Yes | No

O 04| The value of getting partner/father involved
0 05| Knowledge about HIV and Transmission

O 06| Misconceptions about HIV Transmission

O 07| The HIV testing process

O 08| The “window period”

The meaning and possible implications of HIV-positive and HIV-negative
results
O 010| Potential needs and available Support

2. MTCT-related issues Yes | No

009

O 011 | Full information about HIV in pregnancy & risk of transmission to the
infant

O 012 | Possible benefits of knowing HIV status and interventions available if
positive

O 013 | Testing is not mandatory and antenatal care and other services will not
be denied if she decides not to be tested

O 014 | ARV therapy for MTCT is not a cure/treatment for mother

O 015 | The need to attend maternity services regularly

O 016 | Known adverse effects and drug interactions
INDIVIDUAL COUNSELING TOPICS

1HIV-related issues Yes | No
O 17 | Assessment of personal risk of HIV exposure and how to avoid it (e.qg.
safer sex)

O 18 | Capacity to cope with a positive result
O 19 | Potential needs and possible support

O 20 | Clarification of understanding about information given
O 21 | Time to think through issues and for answering questions
022 | Informed consent/dissent given freely

O 23 | Follow-up arrangements after counseling session

2. MTCT-related issues Yes | No
O 24 | Implications of a positive result for the baby and for future children
O 25 | Implications of a positive result for decisions about infant feeding
0 26 Implications of a positive result for the relationship with the baby’s
father

O 27 | Desirability of getting partner/ father involved

O 28 | Previous ARV use

O 29 | Check for understanding
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10.3.3.2. Check List for Observational Study of Post Test INDIVIDUAL COUNSELING
Content

FOR EACH OF THE ITEMS, TICK *“v”” OR *“ %” THAT MOST APPROPRIATELY REFLECTS
YOUR ASSESSMENT OF WHAT HAPPENED DURING THE INTERACTION.

1. Breaking the news Yes |No
O 30 | Results given simply and clearly ‘
031 Time allowed for result to sink in

O 32 Checking for understanding

033 Discussion of the meaning of the result for the client

O 34 Discussion of personal, family and social implications

035 Who to tell, and how to tell them

O 36 Managing immediate emotional reactions

0O 37 Checking for immediate follow-up support outside the clinic

O 38 Immediate plans, intentions and actions reviewed

2. MTCT-related issues

Explanation of the delivery processes (e.g. maintaining
confidentiality through ARV administration in labour)

Implications of the positive result for the baby and for future
children

Implications of the positive result for decisions about infant feeding
041 (e.g. benefits and risks of breastfeeding) and information on
feeding options

042 Information on family planning

043 Previous ARV use

O 44 Explanation of the ARV regimen and the role of ARVs

The need for medicines to be taken regularly and according to the
Regimen

3. HIV-related issues

Implications of sharing the positive result for the relationship with the
baby’s father, and the family

O 47 | Desirability of getting the father involved in counseling and follow-up
Information about safer sex and using condoms to prevent
transmission of HIV and STIs

Information about care of the child (including nutritional advice,
seeking early treatment for illnesses)

O 50 | Information on support services in the community

O 51 | Check for understanding

O 52 | Next appointment made (possibly with partner)

0O 39

040

0 45

O 46

O 48

O 49
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10.3.3.3. Check list for feeding options for HIV positive pregnant women

FOR EACH OF THE ITEMS, TICK “v”* OR “ %” THAT MOST APPROPRIATELY REFLECTS
YOUR ASSESSMENT OF WHAT HAPPENED DURING THE INTERACTION.

Have any of the following occurred during the discussion? (tick each) Yes | No

O 53 Explains that HIV can pass to the foetus during pregnancy

O 54 Explains that HIV can pass to the infant during the birth process

O 55 Explains that HIV can be passed in breast milk

O 56 Indicates that the risk is very small if baby is breastfed exclusively

O 57 Checks mother understands risk of HIV through breast milk

O 58 Explores mother’s understanding of EBF

O 59 Explains need to stop breastfeeding at about 4 — 6 months

O 60 Discusses option of not breastfeeding and using replacement

feeding

o6l Gets agreement about feeding option

O 62 Checks mother’s understanding of her feeding choice

0O 63 Decision achieved by:

0 61.1] 1) only one option offered

061.2 2) Told which option to take

0 61.3 3) mother left to make own decision

0 61.4 4) mother helped to make informed decision

O 64 Decision Taken:

062.1] 1) Exclusive formula Feeding

0 62.20 2) Exclusive Breastfeeding

062.3 3) Undecided/Unknown

4) Others (specify)
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10.3.3.4.

Check List for counselors’ Skills

FOR EACH OF THE ITEMS, TICK “v”* OR “ %” THAT MOST APPROPRIATELY REFLECTS
YOUR ASSESSMENT OF WHAT HAPPENED DURING THE INTERACTION (3* = the best).

Function

Skills

Score

comment

Interpersonal relationship

1 2

3*

= Greets clients

= |ntroduces self

= Listens actively (both verbally and non-verbally)

Gathering

information

= Uses appropriate balance of open and closed
guestions

= Uses silence well to allow for self-expression

= Avoids premature conclusions

= Summarizes main issues discussed

Gathering

information

= Gives information in clear and simple terms

= Gives client time to absorb information and to
respond

= Checks for understanding/ misunderstanding

= Summarizes main issues

Handling s

pecial circumstances

= Accommodates language difficulty

= Prioritizes issues to cope with limited time in short
contacts

= Manages client’s distress

= Flexible in involving partner or significant other
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Addis Ababa University
School of Public Health
Department of Community Health

10.3.4. Questionnaire for Exit Interview of PMTCT Clients

E 01. Kifle-ketema -------===—==o-=eee—-
E 02. Date of interview-----------------
E 03. Name of HCT/PMTCT center --------------—----

Interviewer code---- S B Y =

Checked by investigator: signature-------------------- date ----------------

Time at the beginning of the interview---

General Information for Exit PMTCT Clients
This self administered questionnaire was prepared on behalf of MoH and Addis

Ababa University, to assist the government in improving its capacity in obtaining
information on the quality of VCT for intervention of PMTCT among the pregnant.
You were selected in this study just by chance. You will be asked some questions
about VCT services provided at this health institution for PMTCT of HIV. The
information you provide us will be completely confidential and will not be shared
with anyone else without your consent. No one else working in this facility or involved
in this study will know what information you gave us. The nurses, doctors and other
people will not be told what you said. The information you provide us is extremely
important and valuable as it will help the governmental and nongovernmental
organizations or facilities involved in interventions for prevention of mother to child
transmission of HIV to improve formulation of the policy and the delivery of PMTCT

services.

Consent Form
| undersigned have been informed that the interview is conducted to gather

information about HIV counseling and testing services. | also agree about the

confidentiality of the response to be at the highest possible level
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

No.

Question

Code of classification

Code

E 04.

Place of residence

1.
2.

Addis Ababa
Out of Addis Ababa

E 05.

Age (completed years)

E 06.

Religion

Orthodox

Muslim

Protestant

Catholic

Others (specify)-----------------

E 07.

What is your marital status?

Married

Single

Widowed

Separated

Others (specify)------------------

E 08.

The highest level of education you

completed

lliterate

Read and write
Grade 1-6
Grade 7-12
College

No response

E 09.

Occupation

Jobless

Student

Day laborer

Gov employee
Merchant

Csw

Housewife

Others (specify)------------

E 10.

Ethnicity

g ONdMNPRPONOOOORLONMPEPOOOGORMONDPEPOREONDERORMODNPR

Amhara

Oromo

Tigre

Gurage

Other (specify) --------------

E11.

Your gestational age (in

completed weeks)

E12.

Gravidity
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TN Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Question Yes | No [Code
E 13. | Have you talked to your counselor today about:
E 14. a) Having an HIV test?
E 15. b) receiving test results
E 16. c) Issues associated with having been tested some time ago?
E17. d) The health of your baby?
E 18. | Did you come specifically to discuss testing for HIV?
E 19. | Did you come specifically to discuss receiving treatment to protect your
baby from HIV?
E 20. | Generally are you benefited from the pre- and/or post test counseling
E 21. | Generally are you satisfied with the pretest and/or post test counseling
E 22. | Are you satisfied with the technical competence of the counselor
E 23. | Did you feel comfortable with your counselors handling of the client?
E 24. | Was there enough privacy during your counseling?
E 25. | Did you see the same counselor before and after the test?
E 26. | Did you want to see a patrticular counselor this time (a specific person)?
E 27. | How long did you wait for your 1st appointment to visit the clinic? Days
E 28. | How long did you wait before someone talked with you in the clinic? ___ minutes
E 29. | How much time did you spend with your counselor today? minutes
E 30. | How many visits have you made to your counselor at this clinic? Visits
E 31. | Would you recommend using this service to a friend or family member? | | |
E 32. | Why?
E 33. | Which of the following counseling topics did you discuss with your counselor? (circle all that
applies)
a) About HIV
b) About MTCT
c) About infant feeding
d) Others (specify)
E 34. | Which of the above counseling topics do you feel understood well/counseled well?
E 35. | What were the bad things about your counseling?
E 36. | What new information did you grasp from the counseling/discussion you made with your
counselor?
E 37. | Tell me why you offered an HIV test when you are pregnhant. What is its benefit?
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

avavs @ AAntenatal Consultation +evAhF

. Kifle-ketema -------======mmmmmmm--
ll.  Name of PMTCT center -------------—-—---

O 017

ta\hF: — e oeetr/hher YLt hedTry 4+ has aaceo (counselor) as hteng (1 &ame

AGt) ownt P oRATFAVT/07 €2 ANV/T D

@ A&hhé 28+ Lh 19 agit tate @Rl (PPe e i oM DL THIGLPL Mavk OHT) €690
?+haha 1 o=

T ATH/E NOTAAET AT LAy /T apru /T ARG ATH/E e AP PaPp@- NP+ Aav/H TNt
ATRAUT Anc S ofSo:

& heoory /0 DI SAME OAF3RA QA P 11C 97 hhoTadsd erF &4t ALt P PANTIE (oget
LH® "oFaas? 097 /0 Atannto:

T AhPI87% hhy ¢rie Aat fowee bt (Observation check lists) eowgee " POE
Noget 1Lh 00 vid AS Q+hhA ARCHL OF 09H a0 ofet +LCI0FAT  0+1 0@ vid +80040
AAV/0 ePrr /T vt Y7 ARt AANARY ‘X7 dAaht OtHOE@ 0F ARC/ér

1€ame hoolQ:t 04T AAThgo- ¢ 9 O -

mSs eara%z: oy LOAAI T HG ARV ©FTTU-t MG  TOPT NASA ANQ

eracht: and AT.LL1@- ¢ PMTCT 19t (@1at9° HIV haGt oL A% A7821TAA& AgPhAhA  AIGAm-CT

P984 1077 PHIV 9°Cavss eohnc Atddnet (PMTCT) w7 QtevAnt avlB aceaNaN 1@-:: AHU 910G

0A2PM9Y, ntovimet PmS LCEPF A8 QU mS AL 10:: (HUP ealt hieamCt 2C PoLLLCTHTT

@.eet  (levhdtA A1EG MG PTLAM@T P9PhhC ARt vid AGPlSt 10 hHY  PULANGND- avlE

TATERIE €6:9° NP 10 QY 3 FIHIC NeP PA9°197 Ahd ALLAC:: (AT LHI® PE ALAST

eFAN:: PTImEeET TPE Ant? Phhs-Fu? avavdht hFadu-?

Date
Interviewer’s Signature (indicates Provider’s willingness to participate)
Permission received from Provider Y S e 1
NO e 2| =»STOP

Al €OmE 2% 0 -
M LATATI. Q) ———— e LOAA:: Hé AHU  ©H1Tut TOSTS A4
A0 e7racat? Qewhd ar? HIV hast o2 A% h78e+tA0&  A”CIHT e mo7 PHIV 9oy
AG PAhC ATAANTT eTet £4F h& AR 2487 H7TE axF  omAAN AddAL UT AA+TTT
NA7878 O+’ m ems LCPPF At e€amE AGHF  ema ¢HIV 9cos  e9hhc A1d90t ¢ Pét
v Om§ AP 97 ATLTWMA Adwmhit 1@ :

hHY eoNAND 028 N TR+ €69 +mld AWP? AhCAP hHU @F AL “FI'T+ PANTT h1A90t
N NFOP o ALALAM: @ (LAT LHP PTE7 AT8EP AT4T eFAh:: P9meeT TPE AA?
oL Fur enJth ATAAU? _

Date

Interviewer’s Signature (indicates Client’s willingness to participate)

Permission received from Client YES oottt 1| =003
NO e 2| =STOP
Record beginning time Record finishing time
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BN Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Check List for observation study of PRE TEST COUNSELING Content

FOR EACH OF THE ITEMS, TICK “v”* OR “ %” THAT MOST APPROPRIATELY REFLECTS
YOUR ASSESSMENT OF WHAT HAPPENED DURING THE INTERACTION.

A. GROUP EDUCATION TOPICS
2. HIV-related issues Yes | No
0018 | PA%Y AQT N@pet “MTe NAAQR PP AT LIOP FLCONT?
0019 | 08 HIV PAF® hapts aAotanse i1 &F @Rt +LCTNIN?
0020 etaat ¢ HIV arnn (oorAnse a1 &F) JCoN?
0021 | ¢ HIV ¢e gcow. o+ oHee +aan? The HIV testing process
0022 | aa “window period” AM&HeS4 TLCHA?
PHIV 29 gocavs. amst (positive AT negative) HFCHPPT AOLL+t Lemt 9°7 TNt
O 023 | joery om0, AITFaRAOT +2CHA?
0 024 | Af0&AAT AATHN LOETT LOCFET Ne+ hed “FMTh ATRMMTFA ATF0P +LCANT
2. MTCT-related issues Yes | No
0025 | HIV 0cis i A8 HIV haot oL AP PootAndt ALD (tevalrt (1 ovl% +OmFA?
0026 | &0t @0 tan@. pPG HIV POSIRTIVE hw'et ALLINFO: 0oUth vhISPT T2 FPA?
0027 | PPPCPC AIP WIRAVIT A0PorCaeC gPRE MAUTT  AGeT  PCTHGT htta WATdNeRE?
ATTITIL TINRA?
0028 | HIV haSt @of A% Ar4etAAG AovhAha P7L0ma@. Pa4-HIV vh°e/ovlyYit ka7t eTI0LG
AAPPE TINRA?
0029 | ACTHS hPTA A1t aPaPAAd ANGALTE TI0RA?
0030 | 04 a&Vutt ewd 4T (SIDE EFFECTS) A¢ drug interactions 1247
B. INDIVIDUAL COUNSELLING TOPICS
1. HIV-related issues Yes | No
0031 | 20007 AHIV ¢ Dam: vs 32T A7&F ehahd A7LPHFFA +80AA7
0032 | ?L® cox. amky (positive result) AT Qepad A0C AeKC PA+T NPt +8EAAA?
0033 | AfncaaT aATHA LOETFT LOE 971 7 AU hTLOHN ATLIOP TRCANT
0034 | ¢tamr em¥ (Information) a+hha ew&k7 AUD1P +ThZA?
0035 | Tf% ataf P howma 04t AATEE ATLFAANNT LH FADIN?
PR JCow@y AemplA 0L AAPAA N1 ATF ATeton?  +ecpat?  (Informed
O 036 consent)
0O 037 hoget 034 AHTAO LE AMA ORET P PFaMANT 1 PmC TRHAIANT?
2. MTCT-related issues Yes | No
O 038 | ? &9° 9°Cave. M-yl positive hoorrt AALS A, POLLT VRO 7 TInt WIRPT FIA2ATAN?
0 039 | 289 °Ccave. m-my:k: positive hwrt AAL, Phav 1) 9°Cm, @y WA T1ARAFA?
PeI° g°Cave. @it positive vt hAL, A0t oC At ATEYE 7 (W1&T) AT AIRILTA
O 040 | paonncpas
0041 | PA%T AQF (AANET) NQLLE TTATE ANLAL AN PP W1 I QP +2CONT?
0042 | N 021 PRZ-HIV @72t (ARV) @mdrpdemdelt (EaC/hasEmzr) +mesat?
0 043 | 0 taat HIVIMTCT ool (thhdy oot h0SET? A914017 Tt +RCANT?
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BN Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

IV. Check List for Observational Study of POST TEST INDIVIDUAL COUNSELING Content

4. Breaking the news Yes | No
O 044 | ? &9 9Co.@. oMt AONT AAKS PAA AN 0771& 1@

Results given simply and clearly

O 045 | PR9° 9°Cavl-@. @myT 9°7rt AT T4 1 HAMT?

(Time allowed for result to sink in)

O 046 | £ &9 9Cox@. omi 9°71+ %817 AUITT Tt TLCANT

O 047 | 29° 9°covs.@. @mst positive g9 negative a7 9°7 TNt ALV
ToLe+@MNIN?

O 048 | £ &%® 9Con. @mt: ALAE AMFALS A“WALAN 97 Wt A28 (9°7 A7 29®amhit)
Tof g+an Fa?

O 049 | £ &® 9Cow @mk? A°TrS A7 & a"11C A7T800+F +Of2+@0F07?

O 050 | N2 P AL ORLAr P Rav- P 0% AemFr acpanc (Manage acisa) +rhza?
O 051 | has @Ne @ +hFdei+ LA@ P LOE A1ANNt aFC/hATTGET +OP 2400 FA7?

O 052 | A 1L APL: 9°7 92 ATRANTS 97 ACI® A7 Lo e +hAdA?

5. MTCT-related issues Yes | No
O 053 | aa oAL 718+ “Hizs? +tam (Aa 097 LE ARV o@y74 Q HiTC AAT h7RIHA
t1A84+7?)

O 054 | eareP HIV Positive @y (Avt &S OL4F N9L0AS AST AL 977 14+
ALODTA A7L9UTFA FOPLLTPA?

O 055| eatee HIV Positive aw? ALY A7&F owmpl A78A0F amA? A7T8AQF § ¢ mit
o4t PPIG & AL Ad1l 9o AL o E +AMTT?

O 056 | ¢atan o o % +amt? Information on family planning

O 057 | hiv g+ eac-HIV evi+ (ARV) oamp/hnoand ey (avgo [hhavganzy)

+a@ PaF?

O 058 | PARV A®ANLS 716/ 7P +INAAT?

O 059 | @Y 1k7 OFHHF Mt v LHI® aaa e AOZALYT T +1AZFA?

6. HIV-related issues Yes | No
O 060 | ha%. A0+s hotaN 2C ANC AGSC P89 9Cav,. @Omid? L NOP h7LPvF

O 061| ?AE? A Q@geks Ohbith “N+HE AddAL OA Pt AT &30P +LCONT?

O 062 | Trd¢ e+MPANT AN P AT+ aa s HIVGS STD? Aehahd h7 o™
AAoanb g +ah LA F?

O 063 | 0 v&r AR A7th0hn (hAeeo101? tevAlrt: hiaver @8 Pay ©f Yng® (L aP@ALTS
® H 1) °hc/avlE TOmFd?

O 064 | 0 WAZaf O T AATPTF LI ATANNET a8 +ahFA?

O 065| aa HIV 18¢F e+11447 o8 Q+thhd o 8E7T A%21T Pt +HRCANT

O 066 | (¥ raa 11 o hre&tembt (htFa haank 2¢) +m¢ +PHAT?
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

V. Check List for FEEDING OPTIONS FOR HIV POSITIVE PREGNANT WOMEN

Have any of the following occurred during the discussion? (tick each) Yes | No
O 067 OCHS 1h HIV haST 02 A% ATANGE AZR7LTA T1A2ATA7?

O 068 Noag 1h HIV haGt 0f A% AFAAG A7R9HA +14243407

0O 069 HIV nm# o+ Aohert haSt 0L A% AFAAE ATL9HFA 11424307

O 070 HIV positive as+ ateadd e o+t AF Qteno- HIV 0 A% ¢ ootané-

AN N HP+HE afr 41024307

O 071 Ot o+ homer+ HIV hhet of A% ataae h7L9HA 1€ame 0t+hha

a8k ATUD1T HTAA?

O 072 “east ot o+t 0F” (exclusively breast feeding) 9 it A7&U%
Y eamE 0Fhha o2 SE7 A% p1 T HTAA?
O 073 PAS. AL9% h4-6 oC AT tmet Ot TIRLT/TISI® ANLAL OAPPE TIARATAN?

O 074 NAGt o ot o aant A%t (fFHDIE AT @ 9™I0TF faawe Q1)
+op etPA?

O 075 | AGHe® A%z 9 owm Q1 ATLPFEAT homaQT AL +2CAA7?

O 076 AGTeP ALY  Aowm Q) Pow @7 9Cem NAFhhd %847 ATK21T HTFAA?

O 077 1AM ALY Aawm Qi @AL AL PLLZNTFD ALt 1@

U) A%7 Aowor 1 97 ol hTSANF AT Ak NF ot 1o

A) a%2 Aewop Q1 977 o AT8/AAF 41129 1@

h) AEZ Aowm QL £LATTFOF L0, ATETOTT ALA takt 1o

@) ALZ AawmQl A% THIRSS DAFAAH 0BA & ATeFICT hTH 1414

O 078 1€amE ALY Aawm A P onh Far 95 & @7

V) 040gh ¢+Ho8/0 Far eaa 0t (Formula feeding)

A) et o+ 0F (exclusive breastfeeding)

h) ALBD T hatoat °/97r AT AT SA0F hA 0T
av) AA (LI0R)
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

VI. Check List for COUNSELORS’ SKILLS
FOR EACH OF THE ITEMS, TICK “v”” OR “x” THAT MOST APPROPRIATELY REFLECTS
YOUR ASSESSMENT OF WHAT HAPPENED DURING THE INTERACTION (3* = the best).
FUNCTION Code SKILLS Yes No
1 2 3% | (Airheer)
O 079 | Interpersonal 0 65.1 | @z ¢4 AatPo-+1?
relationship 0 65.2 | @7 NAZ 190 ava7 0TIPS 01978 v A2 50
PLa OCH 77 F i FOEFFOTF?
O 080 | Gathering O 66.1 | hazaaz vf% dkme® open question (h&+
information TE) TbUINF?
aoLE “Fnaa 0 66.2 | NOINAZ AAX PAVIATT 11C AT8AGCAT 160
M7 Ot e PATF?
O 66.3 | @Az avZ8 0910000 H6P LLTHHT D207
Aatavendd 0.0+ U5
FFPOAANT/TLav&aINT?
O 081 | Giving O 67.1 | h@7AZ e HAm@- el F A1§0 Mz Ot
rTrE e WISV PAAG DOK (T U373 1G0T
0L B oo O 67.2 | @Az 180 m& 0T AT Aeeamt A7 T
1LH FANNT?
O 67.3 | 190 m& &t eHAMTT avZ8 (Fhhd o028/
aPIHAT AT @00 Tt/ Check
ALCONT?
O 67.4 | h@mAz av ¢8 Novdmt Hef L4 T 0207
Natavendd 0.0+ U5
FOPAANT/ LA LTINT?
O 082 | Special O 68.1 | hi®a m& ot A%t OC HIL et 0910t £7%
circumstances o287+ TLCAN?
AR +herd prg | O 68.2 | €194 m&T 14T AR MLFFO: F0rhGA0T?
VA FPF 0 68.3 | M1Fa m& OF AL P7L4.M% BTG O-PLATT
OFI0.@- 033 AGPSNMC HTFAA?
0 68.4 | AtdAL UT AT PABT AQT N@LLE LAT4A?
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Addis Ababa University
School of Public Health
Department of community health

VII. Questionnaire for PMTCT coordinators on logistic consideration of PMTCT
service

M 016 Kifle-ketema ----------=====————----
M 017 Name of PMTCT center ------------———--—-

“NnNe
U A amed oA O+ m- ¢ PMTCT +4¢9° enag vag t1al: gu +29 ¢ -to/m@ (h2M9,

T@OCI PA omed PFHOEM NALAN ANN LLACAT Ohd AT hAST 0L 670/0F ?THANLDY
AF ke 0. (HIV) aehaha At ea-am€ AGHF eoRe107 eHIV °Cox. hS e9°hC A0t
PPt vrd Otomnt oxE AemAAaN 1O WASHT 02 67a/A% eoHAnL®r HIV adhaha
AT &0 me AGHRT R eHIV 9Cow. hG e9°hC A1490T TNt TTITPP 1 AME  ASH
NACTIHS LBP AQLG- L9 @OF 0FC AA 0557 AP PR ONPhC PH1H £8P 9Con TNt
TOCI LMANAN® g E Attt ATANNT P IRAN AP LAHA e RIOTACC ACO®
erm: TKFOP of TRNTERIE SR Ctmle 1@ LA ACAP LFPLP TP AD hTAL QP
ARRLAPIZ AP OLP AN LCOPT I ATAZ LA NTOP owF AQAPII Acwmn
LFLE CLAVTTT TLE oot SFANC

aa HONCP NPLT® AGMATAT I
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

ThhaFazr opp eeH@y €rc ehat (W78 ANZALY+ hh7& QAL avmp £FAA)

No. Question Code of classification

M 018 | egv +2? hetrFa goRaA? 1. ¢07 ¢#a (Free standing
PMTCT Center)

2. ag m.e

3. eacans htta (ANC) hazh

4. aa (£702) _

M 019 |ev %™ e7amFao-  Ph1AINT ARTRT 907 1. &0 ggay. h1a9et (pre

gy PCFEDD test counseling)

2. 28Ul Ca% AT AT

3. +hrde eohhc A1dnet
(ongoing counseling)

4. ? HIV &9° 9°Cave.

5. aa (2902)

M 020 (+ae APhhC A7A°0F  oamiom ¢ TIDA 1. A7

2. P4A9®

?+a? hed (separate room) ha?

M 021 | #&ao 9%Co. A1A0t 024 Ak 1SO0MET aTMA? | 1. A®P7

(group pretest counseling) 2. eam
M 022 | P9°hC AIAI0eE?  APNAD- QIPFDTT P99a0lav% @
0 0
®TC OAUH  hoot A% TCAFE QUSA? L UL -—
M 023 AageavCaoC 2. P0G PI@- LOPF®T hlamet
h % aah %
ahhd OmIFAT AOS99 M PIGAMCT - - - = - - - =
®PC ONAUH haof 07 TCATE LUPGA?
M 024 P L9° Gamg htoaf 034 omk 097 PUA
h Aah [TT
Lh @ 2LCAA? - = - - - =
M 025 FTAPETF  QPmC A7T80m  FLCOATFU? 1. A®7
2. 0> of v¢¢ M 012 ye
M 026 | ama 497 nwt F1420F f4 faC (o 1. ¢mC  AaMA LH A7SH 22404
g 00094 2. UALEL PHEL™ 7 AT1A9NF  P1FA

3. AMHF@- eHL ¢7 ATAANT  L1FA
4. aa (£I02)
M 027 F1AICTT N6 anh ATAA A1ANT 0L AA 1. aA9®7

Fbg0 FahATy? 2. ear

M 028 | @it &P7 Wt e7LAROFQY A9 98t ea0g.2 (A%PaA- hospital, care and
support center /group, ART center, etc)

M 029 |a+%e ot 0huvr 2h AOPMTCT aeg eee (PHIV hch 1494t ¢o0m) aao®PF
aerC 074 LUS A7

M 030 +tenT16 AlEERT At ROANGNT

Thank you !
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Addis Ababa University
School of Public Health

Department of community health

VIIIl. Questionnaire for PMTCT/VCT Counselors

0 PMTCT/VCT &ché @g ha@Zhac BN A aamed

C 012 Kifle-ketema ------===mmmmmmmmmmm-
C 013 Name of PMTCT center --------=--=mmnmm--

T a0e

ey PN omed eopraa. (+oxart ¢ PMTCT +% oae akey + 07 4 ¢ PMTCT/VCT
Ahe O MOINAC 1@l gY +RP e m@ NADML T@II PA oum@E PHHOE@ (A&N
AQQ  eLGCAt Oha Ar? WASH of 87a/df fenandor AT A . (HIV) aAdhana
AT §A_m& AGHT eoRZ10% CHIV 9Cox. A¢ ¢9°hC A140TT Tt uvdd Qtemht o E
AN 1@< nhSHE of e70/aF eenansor HIV Achahd AY€a_me AGHTF 0 9IRLA
eHIV 9cow. he e9hc Ar1a9at (PMTCT)  A'n&Pw 1 €ame AS+ OACTHS LBP QL4
L9 oAt aFC A 0T AP PoRLD APhC PIHMH PR Lo Tt TOII PeNNAN@
o % a0 tT ATANT LIRAN AP PAHA ANk LFONAII ACOH® PTNad TKOP o F
TRPLRY k. GRI® PP TOII LA ACOP LRI TP A hTLLQPD. ARRLAPI I NPT ORI
M PCOPT T ATAR POHA TTae g hRPAPII Acwma LPRET LAUTTT TLE ovfo
[ Y e

aa FONCP NPLT® AGTaMAGTAT - -
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

No. | Question Code of classification
1.1¢ca
2. ehtc /ahg
NOTAAC 0L ATME how? P
3.¢m5 a7
C014 | n&+ 97 1047 (Whatis your
4. 9W0&P A1A0F (T
background?) g
5. hdgca pc PoRC
6.00 (£7106) ————————— -
Nmhs Aows MM AC 1. 0nag 744 0P A0S +9C e
C 015 2. 0¢t AFran+
e +av - ?
3. saCM
L FPDT PhThST T hooT
- - 1. AP
C 016 | (basic vcT counseling 5 epg
course/training) oanfea? |
hav( 3 R@- PATNSTT pCOT
C 017 (basic counseling) 1. A?7
ten94 A © PMTCT PATTNS 1T 2. AP
PCOTFT OALPA?
hem e peo- ¢ Ay + peot
0teeie 9 avt s v oy |
C018 | eA g+ hcoatr
(counseling courses) |
ONLPA?
¢-+hJre (ongoing) 1. nen
NOTAATT AAMS Ohe AL APh )
€019 OREE S hathihatane > 02 Tek C 010 e
thtaPa?
1. a4+ 12 oot onv
C 020 a\G APT hvt e thFder 2. 044+ h 2-5 9ot
NAMs P @AS%+ o 10C7? 3. 15 qevgt+ 04t
4. hAOJF@-0g°
c o2l NCag AP+ +efle ChATMST T 1. A®
hCoF PownaATt LeMAPIA? | 2. APDLATIIC
1. aHIV x5 PMTCT (ZVD? aec)
2. aHIV Infection aAomgh+
C 022 G- APT Wt e hdas o | 3. 09T hozaara (Group counseling)
he+5E HeeT o eo®addr+? | 4. ?ACHH (ANC) ho 2007
5. 6ot (610000
TS AOTSRT T gnRAT
CO023 | __ o ______
Thank you !
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

Addis Ababa University
School of Public Health
Department of community health

IX. Questionnaire for Exit Interview of PMTCT Clients

A1 GO-mE ASHF O Daw eHIV fCow. AT e9MC A1490F A+A+4 1 €A-€T ?RLT FA-IRAN
EO01. Kifle-ketema ----------------------
E 02. Date of interview-----------------
E 03. Name of the Health Centre (HCT/PMTCT center) -------------------

Interviewer’s name: -

Checked by investigator: signature-------------------- date ----------------
Time at the beginning of the interview-------------- time at the end ------
Mg LOPATTII a9} LAAAII H& AHY e+17Tut 0§ PO

TBAECS OAGN ANO LOCAE Ohd ARG HIV nhSt of 670/aF A74%2+AAe AdhAha
A &0 —me AGHTF o107 PHIV 9o, AG e9°hc A1490t7 ¢ Pét LLET Ot+amht+ o
AN 1@ ACAP AHU PA PAAON Ao md QAN AF 10D QU AT SA-mE  AGAHT
poRer@ HIV gCom. hG e9°hC A14°0t 0&PRTIT T AL Ctamit T ATETPR 1 €OME
AGT OACING LHBP GLLA L9 OAT ¢ hA 0%¢7T ATDP P 9RL O°hC eJ1H P &I° 9Cav.
YOS (QHY PA PAAD PHU @S ANLT PICI. hG PPNC A1AClNtT it RLE w4t
LFN HTL ACOP hATMGP DC PLLLTMIT ORLLT @RI hhC LGHT hm@dFAuv::

PrNNAN® a2 E P avia+T ATANNT LOTRAN AP LAHA Ok LFOTACC ACO® ? ot
TFoP o F RNTERIE €20 CTale 1O LA ACAP L4PLP NP A AHY @F TNLP LU
AN 0F PoHe T Q@ ACO ONMFT 0T AL TO ORI ALP @ ARTAPII 1 COEM  af
CBPEPT LRAFCEP AL T ARTAPII AT8L @RI ALLLAPII APPT OLP M LCAPLT Tt
A1A& PO T g E ARLIAPI I Acwma LPLET PLAVRTT TP oot SFANII ONFA-
PANL PONMT TP v F AE NN Pl QLY ATANT AL ATk s+ 0Pt
ATRAN LL8/AZI  PoUMeET TLE Abet?

NP0 -PPANY AoM+q L PLE 1 P?
1. a9

2. hLLAUI® > Ao

AdM G AU oL PA-PNN AT7TT1007 ZC
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

No. Question

Code of classification Code

EQ4. |Posp 0

4

3. A-A

EOQ05. |4 ® a7+ 10?2 (Pomdo ALt QavH1)

E06. |¢e 5@ YooK +thie 1 P+7?

hCHr&ha
TCHO T T
n-fAh
am A g°

o (R108)——————————-

EOQ7. [¢20NF vi

fa1qF
f1a+

ap ¢ erat

P 4. I
A L1700

E08. |etovCt LZ2%

e AT

TMANS g & P PHFA

A 1-65 hea eLsat
n7-125 oe 10+2 eeclat
hag PLLaF

EQ09. | a¢® 127 1072

e ?AT9
+9%,

eP7 AT
a0t tems

108
Ot+T A8é

e L+ homt
ma/erae/

E 10| ¢e+7To e AQA 1 PTH7?

O WNRPONOUORAWNRERPORARWNRODMWONRPORMWNRERPWNE

AT
AT
+48
&b

ana (R148) ————-—

E 11, ev al9ns a7+ 04 yo0? | oC
E 12 ev acans a?+§ w7rqH4s®t+ 10?2 | & RTINS
E 13.|H¢ haohe® pc aa HIV e Con. +oge+Pa? AP A

E 14_(ne 289 9Cox. omt®7 OGAambNA/hAmPOA NATMEP 2C +OLL+PA? | APT ?AP

+of e TPAT?

E 15.|H¢ hHy &t 89 9Can. AATRLASAATIRLAP ha heP IC | hPT A9

E 16.|Hé aa AP A1 vid tanhlPA?

h®7 AP

A WNPEP

- 19 AMOONT Y

E 17. | a® a®T vt AFPT h1&T AomINF 1o fant/P onrh?
- aaBa e P 4 oit ot NF aemat (Exclusively breast feeding)

aoRag P 4 ot ¢m o+t 0F (Exclusively replacement feeding)
. 200 (P ot hS eaa ot+t) Mixed
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Assessment of Quality of ANC-Linked HIV Counseling and Testing for Intervention of PMTCT

E18. |Heé an 870/082 a8 hhohe® oC +0fRt+PALT1 2L PA? Bz
E19. |Hé AHU m§ aNg PaunA+ PGS 9A9] 97187 ) a?
1/7¢ HIV 29 9Car. ATl
2/ HIV o2 a%/o70 hr8etaaent vhos Aokt
3/ a ANC CHECK UP (acams htta)
4/ 6 (e20%)
E20. |naAmPaL hhhs® oC n&irt Phhc/oget 799 AUTENFAUv NAD-| AP P AP
L9G n7?
E2l. |0AmPaL hhThms® oC 0L4LTT Phnc/oeet JnENFAv MA@ $ICA? | AP P AP
E22. |Qhome® ea® NPt Lh+PA? AP P AP
E23. | PAMe® am+798 tasfpt 10C7 AP P AP
E24. | A A9ME OF4T A0 Aaito- 10C7? AP AP
E25. | h9Con. &1 i 0BA A heP aFo- §Fo? AP a9
E26. | ¢hhc A1490t 2 NP0+ heEd ANF NTHPC Awee+ PaTaA? AP P AP
E27. | Av? QHUT A%T A ATME (01T LLAIN? AP P AP
E 28. | ¢S httd 1h 29.Ama@. PHIV 9°Covs.s f9°hC A1MNINT ANLAL 10. | AP AP
NA@. 29°Gx/LH0N?
E29. | AU a& L A1A%NT AT Paa e emC AT ¢7 4LE? _ o
+7
E30. |AHY a& AN PoUSPTT A® ATPITT 7 PUA LH LEANPT? - _
_RbP
E31. |ha"me® pc noget ganst/ean'st Lh a7t L&P LUPTA? _ _
_ Le9
E32. |atv a8 ane aa HIV acwget+ a7+ L @ptPA? _ o
LH
E33. |Atexvar AfLaNTF LAT?T 1€0-mE ALTPT @RI HoRPy OLHY 9°Co%- | hPT A
ALE A7 Lo Lot ie?
E34. |a™m? _ _ _
E35. | hhc? b holhtat oar O9FF@ ChO T4 & AL TOLLAPA?
1/ aa HIV
2/ aa MTCT
3/ aa va'r haorA
a4/ aa (R0
E36. | hhhc® ohr 74 100 9t 0 L7 LS P@eet vt AN PR 1 o?
E37. |hhhc? 74 AgLA® (ovre 1 @) 9%t 10 9187 1 @7 e
E 38. | namPAe (generally) hao-ge-t/hPhhs ePaov-t A@-bt JoIL7T 107 .
E39. | ahcans 1u® ¢HIV ¢29% 9Ca. A9y ATLTWNLAN/RTLULA LANGAT: :
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