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Abstract

Introduction

HIV counseling and testing during labour can be emotional, but is
important because it allows mothers and babies to receive PMTCT
prophylaxis if previous identification of HIV infection has not occurred.
The study explores how HIV testing and counseling during early labour
affects women.

Methodology

This was a qualitative exploratory study to understand women’s experiences
during early labor. From September to October 2009, we conducted 10 in-
depth interviews with women who tested for HIV during eatly labour. We
recruited women who tested > 3 months previously and those who had
never tested for HIV from the postpartum ward of Bwaila Hospital. Data
were analyzed manually using the life story approach in order to examine
and analyse subjective experiences of women and their constructions
of the social world. Transcripts were read multiple times to understand
meanings which participants attached to their experiences. We coded data
according to emerging themes and subthemes.

Results

Ten women 20-35 years were interviewed. Fight women had unknown
HIV status while two had known HIV results but re-tested to update
their status. Four women were found HIV-positive while 6 were HIV-
negative. The primary theme was that women appreciated and accepted
HIV testing and counseling. Testing was accepted as a necessary step to
protect the infant from HIV infection. Counseling was viewed as helpful
for acceptance of HIV status. One key subtheme was that HIV positive
women experienced disappointment about their HIV diagnosis, though
this was outweighed by the knowledge that one could protect her infant.
All women viewed the short time to complete the counseling and testing
procedures as favourable.

Conclusion

Labour testing is acceptable and should be promoted to enhance PMTCT
services by identifying HIV positive women with unknown status.
Counseling helps women to accept being found with HIV and seek

appropriate services.

Introduction

HIV testing of pregnant women has traditionally been
conducted during antenatal care (ANC) so as to detect HIV
early in pregnancy when important treatment regimens
can be implemented."” However, some socio-cultural or
economic factors prevent women from seeking testing
during pregnancy*and sometimes ANC facilities experience
bottlenecks that limit availability of HIV testing. Thus many
women who present to labour wards are unaware of their
HIV status either because they did not receive ANC” or they
did not receive HIV testing during ANC." Provision of HIV
testing in labour provides an opportunity to reach susceptible
women and infants."¢

Although eatly labour ward testing identifies HIV positive
mothers and facilitates HIV prophylaxis™® ethical issues
about the emotional impact of receiving an HIV positive
result exist. The extent to which a woman in labour can give
informed consent is questioned.” The understanding of the
difference between routine testing and mandatory testing
in these women is also questioned. The women may be

concerned that refusal to take an HIV test may affect their
health care delivery. Women with unknown HIV status in
labour represent a vulnerable group in a vulnerable situation.
They are in a physically and emotionally demanding situation
of labour with their focus on anticipated delivery and pain
alleviation."” A woman who hears that she is HIV infected
when she is in labour or first bonding with her baby may
forever link the receipt of news of HIV status with the
arrival of the baby."" However, these concerns may be less
salient for women in early labour when pain is not severe and
delivery is still many hours away.

We explored experiences of women offered HIV counseling
and testing during eatly labour and sought to understand
how they were affected by news about their HIV test results.

Methods

This was a qualitative exploratory design using in-depth
interview approach. The study was conducted within
the PMTCT program operating at Bwaila hospital in
coordination with the University of North Carolina (UNC)
Project in Lilongwe, Malawi. Bwaila Hospital offers 24 hour
HIV counseling and testing in the labour ward. Government
and UNC trained nurses and counselors provide the HIV
counseling and testing. All pregnant women in eatly labour
with unknown HIV status presenting to the labour ward are
offered voluntary HIV testing and counseling unless they
chose to decline testing. Harly labour is when the cervix
begins to efface and dilate, and contractions are still relatively
mild. The HIV testing was done using the Unigold method
and the opt-out counseling method was used. Women were
encouraged to ask questions at any time during the counseling
and testing sessions.

From September to October 2009, we conducted 10 in-
depth individual interviews (IDI) with women who accepted
HIV testing in the labour ward. The labour ward counselors
identified eligible women and informed study staff. Study
staff recruited interested patients after they delivered, in the
postpartum ward. A nurse and social scientist interviewed
women in the confidentiality of the private study room,
immediately after they were discharged from the postpartum
ward.

The interviewers used a guide containing open-ended
questions and structured, closed-ended questions. The
questions focused on the reasons for testing, emotional
experiences of takingan HIV test duringlabour and its effects
on labour and delivery, and perceptions about appropriate
timing for HIV testing. Interviews were conducted in
Chichewa and audio-recorded. The interviewers transcribed
and translated the recordings into English. The quality
of the transcription and translations was checked by the
investigators.

We analysed data using life story approach. This is a form
of qualitative research that seeks to examine and analyse
subjective experiences of individuals and their constructions
of the social world.” This approach gathers, analyses and
interprets the stories people tell about their lives. Each
sentence was read multiple times to obtain meanings.
We coded data according to meanings emerging from the
responses we got from the participants. Categories and
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concepts were generated from the codes. Summaries and
memos were created for each code, category and concept.
Major and minor themes were identified.

The National Health Sciences Research Committee of the
National Research Council of Malawi and the Office of
Human Research Ethics of the University of North Carolina
at Chapel Hill approved the study. All respondents provided
written informed consent prior to participation. Participants
were not given any compensation for participating. No
identifiers were used for participants.

Results

Participant characteristics

In total, ten women participated in the study. The mean
age was 28. Six women were married, and four were single.
Eight women attended primary school, one had no formal
schooling, and one had a college education. All were
housewives by occupation. Eight women presented to labour
ward with unknown HIV status. Two women were retesting
to confirm their status. Four women had an HIV positive
result, and six had an HIV negative result. All women opted
to receive their test results as soon as they were available.

Experience of receiving HIV testing during early
labour

An overarching theme was that women described testing
during labour as a good experience. There were many
different reasons for this. Many reported that HIV testing
was beneficial because it could help protect their babies from
HIV infection. One woman said: “when you are tested and
told the results, if you are HIV positive they help you to take
preventive measures to avoid transmission to the baby and
follow right procedures.” Another woman expressed feeling
a similar motivation even before testing: “I didn’t have fear
[to test] because I wanted to protect my baby”. Others valued
learning their own HIV status. One stated simply “it helps
one to know their status, and another reflected “I was happy
that I do not have HIV.”

In spite of this overarching theme, HIV-negative women
were less affected by their results than HIV-positive women.
Many HIV-positive women expressed an element of surprise
or disappointment. One woman stated: “I was very much
concerned because it [testing HIV-positive| is the thing
which I was not expecting...” Another one noted “I was
concerned [about learning my HIV-positive result] because
during antenatal [care] testing was not compulsory, so I
had no interest to get tested by then.” For these women,
the disappointment was often tempered with the desire to
protect the infant: “I was disappointed when I was told my
test result but then I was determined because I wanted to
protect my baby”. Another stated: “test results did not affect
me, I was just thinking of delivering the baby”

Another minor theme was that women who had knowledge
of labour ward testing prior to labour were more accepting
than those who knew nothing. Specifically, many women
who tested during antenatal visits were prepared to re-
test during labour. One woman said; “there was nothing
up-setting because 1 was expecting it that when 3 months
elapses after the first test, I have to retest.” Another woman
explained, “No, I was not worried because I test routinely so
I know my status.”

Timing of test results was another topic that was discussed
extensively. Within the Bwaila setting, women had a

positive perception about time interval between testing and
counseling. They reported that counseling and testing took
less than 30 minutes, which they viewed favourably. They
reported that counselors had performed the testing and
counseling procedures in the early phase of labour, when
labour pains were not severe, and this timing was appreciated.
Participants elaborated that they had been eager to receive
their test results. They preferred receiving test results as soon
as they were available, and disliked the idea of withholding
results until delivery. Women felt they would be emotionally
disturbed or stressed if results were not disclosed before
delivery, and this stress would also affect their concentration
on delivery.

Experience with Counseling during early labour

A key theme was that women found the information
provided to be adequate. The information included benefits
of testing, how to live a healthy life if HIV-positive, how
to prevent re-infection of HIV, and how to protect oneself
from contracting HIV if found HIV-negative. Women
stressed the additional information helped them to make
an informed choice of testing. For example, one woman
explained that “the counselor told me about the advantages
and disadvantages for testing during pregnancy” Another
stated: “I was told to continue following instructions that
we should continue to be faithful and also encourage our
friends [husbands] to go for HIV testing;

Another theme was that the counseling provided helpful
emotional support. Women reported that counseling helped
them to test without fear because they understood the
importance of testing. One woman stated that counseling
helped her feel comfortable with routine testing. “Right now
I feel that every 3 months is a good time to go for HIV
testing so that you know your HIV status, despite being
HIV negative or positive and 1 will continue going for the
HIV test.” The participants reported that counseling had
emotionally prepared them to receive the positive result. For
example, one remarked “the counsellor told me to be stable
and not to be disappointed about the positive outcome.”

Women also reported being satisfied with confidentiality and
privacy of patient information. Women reported that patient
admission files were being handled and reviewed by health
workers in the labour ward only. Furthermore they expressed
that in spite of the busy setting there was privacy. “The time
the counselor was taking my specimen I was alone, even
when she was disposing the specimen kits, there was no
one who came in.” Additionally, women were satisfied with
record-keeping, “When I went to delivery room, the nurse
attending to me she took my file to see what was written on
it. I did not see her discuss with anyone”.

Discussion

While labour may not be the ideal time to learn one’s
HIV status, labour ward HIV counseling and testing was
well accepted and viewed positively by women who tested
during early labour. Women expressed that HIV testing was
important in order to be able to provide PMTCT services
to the infant. They considered the counseling they received
to have helped them prepare for and cope with their HIV
test results. And there was no evidence that HIV counseling
and testing was too upsetting to be performed during early
labour.

These findings are consistent with acceptability of HIV
testing among women in labour in other settings. Of the
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women who were approached for HIV counseling and
testing in the labour ward in Nigetia, 99.8% accepted it.”?
Similarly, 88.3% of women accepted HIV counseling and
testing during labour in Cameroon.' Acceptability to rapid
HIV counseling and testing was at 98% in a study conducted
in a labor ward in India."” In a study in the United States,
labour ward testing was also found to be acceptable.” Our
study adds a qualitative dimension to these findings and
explains why HIV counseling and testing was acceptable.

Women’s preference to learn their HIV status, while in early
labour and before they delivered, was similar to findings
in Zambia and India'*. In those studies, failure to know
the results prior to delivery was associated with lack of
concentration on delivery.

Women viewed testing during the early phase of labour as
possible because of its association with less pain. The study
in Zambia also found that women eligible for voluntary
counseling and testing during labour were not offered the
service because they were in too much pain.' Pain may prevent
mothers from engaging in meaningful communication with
the health providers, making it difficult to understand health
information and to give true informed consent.® Thus, it is
recommended that HIV counseling and testing be performed
eatly in the labour process to ensure that afterwards women
can adequately focus on the birthing process.

Women perceived the short time for completing testing and
counseling procedures positively because it allowed them to
access required services while in the eatly stage of labour.
This finding is similar to a finding in Zambia on labour ward
testing. About 71% eligible women were tested during the
carly stage of labour.! Testing women in the early phase of
labour provided a window of opportunity for midwives to
complete testing and administer treatment before delivery
was imminent."'®"” Those results and ours suggest that
timing of testing has implications for women’s access to
PMTCT services during labour.

Pregnancy and birth are times that can involve a wide range
of emotions that encompass normal and abnormal stress
responses.” Approximately 10 to15% of women develop
postnatal depression, and approximately 2% develop post-
traumatic stress disorder after birth.'"” We found that HIV
testing during labour involved emotional stress for some.
Women showed different emotional reactions after learning
their HIV status. HIV- positive women were disappointed,
while women who were HIV-negative were relieved and
happy with their results. Some of the women were shocked
with their positive result which led to dejection as they were
not expecting it. We did not find any evidence of post-
traumatic stress disorder from testing or from having a
positive result, because all our participants were interviewed
within the hospital, when they had not yet digested the
impact of a positive result. Follow-up to explore long-term
outcomes of women who learned their HIV-positive status
during labour is warranted.

Counseling can play an important role in PMTCT uptake.
HIV testing of pregnant women during labor and delivery is
one of the last opportunities to prevent mother-to-child HIV
transmission, especially in women who do not have access to
antenatal care and HIV testing services eatly in pregnancy.”
In Malawi, a good proportion of rural women present to
the hospital labour wards without any prior antenatal care.
The idea of focusing on women in labour is that there is still
a window of interventions to prevent HIV transmission to

the infant.'

Our findings are timely in light of Malawi’s current policy
environment. In 2011 Malawi introduced Option B+, a
policy which provides free, immediate lifelong antiretroviral
therapy to all HIV-positive pregnant and lactating women.”
Labour ward testing ensures that women who are missed
during antenatal care can still access Option B+ services.'™"”
Additionally, Malawi is considering the introduction of
maternal waiting homes for women in the early stages of
labour. These services are designed to promote uptake of
facility delivery.”! but could also provide an opportunity for
HIV counseling and testing during early labour.

Our study had both strengths and weakness. To our
knowledge, this is first study in Malawi that describes
experiences of women receiving HIV counseling and testing
in the labour ward. It provides insight to understand women’s
personal perceptions and concerns during the laboru time
period. However, the timing of the interviews and relatively
small number of participants may have affected some of our
findings. We interviewed women in the postpartum ward
soon after giving birth, when they had not yet experienced
the effects of testing beyond that, especially in the home.
Thus, we do not show any experiences beyond the hospital.
Considering the short time for counseling and testing, we
were not able to assess comprehension of counseling
information among women.

Conclusion

Although labour ward HIV testing can be an emotional
and stressful experience, patients felt it was important,
acceptable, and worthwhile. Counseling is key to removing
fear and motivator for accepting HIV testing during labour.
Counseling and testing can be feasible during early stage of
labour and if it is done within a short time. The acceptability
of HIV counseling and testing in the labour ward in Malawi
has important implications for implementation elsewhere in
Malawi and other resource- constrained settings.
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