
HIV TESTING AND PREVENTION 
FOR WOMEN OF REPRODUCTIVE AGE

by

Anne Maarit Bergenstrom

Thesis submitted to the Royal Free and 
University College Medical School (University College London) 

for the degree of Doctor of Philosophy 
February 2002



ProQuest Number: U643240

All rights reserved

INFORMATION TO ALL USERS 
The quality of this reproduction is dependent upon the quality of the copy submitted.

In the unlikely event that the author did not send a complete manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,

a note will indicate the deletion.

uest.

ProQuest U643240

Published by ProQuest LLC(2016). Copyright of the Dissertation is held by the Author.

All rights reserved.
This work is protected against unauthorized copying under Title 17, United States Code.

Microform Edition © ProQuest LLC.

ProQuest LLC 
789 East Eisenhower Parkway 

P.O. Box 1346 
Ann Arbor, Ml 48106-1346



ABSTRACT

Voluntary counselling and HIV testing (VCT) policies for women in the UK 

have predominantly targeted antenatal clinic (ANC) attenders. VCT is not 

actively offered in termination of pregnancy assessment clinics (TOPCs) or 

family planning clinics (FPCs), despite threefold HIV seroprevalence in the 

former and reported preference for pre-pregnancy testing by antenatal 

women. In light of increasing seroprevalence among women, this cross- 

sectional study examined VCT for HIV among ANC, TOPC and FPC 

attenders with a structured questionnaire. The findings were compared for 

possible differences between the three groups. Independent predictors of HIV 

testing intention in each group were determined by multivariate analyses 

adopting the Health Belief Model as a theoretical framework.

Knowledge of testing procedures, vertical transmission and therapeutic 

interventions was low. HIV risk disclosure was highest among TOPC women. 

While 67% of all women endorsed universal HIV test offer, actual test 

intention was lower in ANCs (36%), FPCs (10%) and TOPCs (18%; X^= 

44.832, p= .0001). Predictors of testing intention were: reported partner test 

intention, worry about past risks (TOPC & FPC groups), reassurance from 

testing, prior HIV testing, endorsement of universal HIV test offer, comfort in 

discussing sensitive life-style information with health staff, not minding to think 

about HIV during clinic attendance and clinic attended (ANC). Of all 

predictors, only partner HIV testing intention emerged as a predictor in all 

three cohorts, although its frequency was low. These findings suggest that 

possible expansion of VCT service in TOPCs and FPCs may not increase test 

uptake unless the above predictors are appreciated in policy planning and 

service provision. Operations research to enhance the acceptability of VCT 

services by incorporating the present findings is required. Based on a critical 

examination of the limitations of the present study, further research is 

recommended to develop a specific theoretical model to explain HIV testing 

decisions.
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CHAPTER 1.

Introduction

1.1 The challenge of HIV prevention for women of reproductive age

Since the first diagnosed cases of HIV/AIDS in the early 1980’s (CDC, 1981) 

there have been encouraging advances in the medical treatment for this 

devastating disease (Hogg et al., 1998). However, despite ongoing work on a 

prophylactic vaccine to prevent HIV infection (Keefer et al., 1998) and to 

improve the efficacy of antiretroviral combination therapies to increase the life 

span of the infected individuals (Hammer, 1996), HIV remains a life limiting 

disease. As of December 1999, 14.8 million women were living with HIV/AIDS 

and 6.2 million women had already died because of HIV/AIDS (UNAIDS, 

1999). In 1999 alone an estimated 2.3 million women became infected with 

HIV (UNAIDS, 1999). Approximately 3000 new HIV infections occur in women 

aged 14 to 24 years each day globally (UNAIDS, 1997) and women now 

account for over 40% of the HIV positive persons world-wide (Hynie, 1998). In 

Europe alone, there have been 36,205 female AIDS cases by 1998 

(ENAADS, 1998). As heterosexual intercourse emerges as the main mode of 

acquiring HIV, women’s risk for HIV continues to rise. Over 80% of the HIV 

positive women are of reproductive age (Cazein et al., 1998). As long as there 

is no cure for this disease HIV prevention strategies will need to play a crucial 

role on the public health agenda. Whilst targeted HIV prevention campaigns 

have been introduced for a range of populations (Choi & Coates, 1994) since 

the beginning of the epidemic, primary HIV prevention strategies and policies 

have overlooked certain populations, such as women attending family 

planning and termination assessment clinics. In antenatal clinics HIV 

“prevention” polices and strategies have mostly taken the form of voluntary 

named HIV testing programmes based on anonymous unlinked HIV 

screening for epidemiological purposes. The antenatal population has been 

considered a “low risk” group for acquiring HIV (PHLS, 1998), and primary 

HIV prevention strategies in the UK have mainly been targeted at other
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populations, considered to be at “high risk" of HIV, such as gay men and 

injecting drug users (Coates et al., 1996).

Preventive behaviour, according to an early definition by KasI & Cobb (1966) 

includes “any activity undertaken by a person believing himself to be healthy, 

for the purpose of preventing disease or detecting it in an asymptomatic 

state". From the behavioural medicine point of view prevention strategies fall 

into primary, secondary and tertiary (Kirscht, 1983). The aim of primary 

prevention is to prevent the onset of disease, or injury, in the first instance. 

The primary preventative strategies may thus be targeted at an individual, a 

community or society at large. An example of primary prevention is HIV 

awareness campaigns, including promotion of condom use, and behavioural 

approaches such as interventions aimed at reducing high-risk practices such 

as sharing of needles for injecting drug use. Secondary prevention, on the 

other hand, aims to detect an illness, or occult physical state, potentially 

leading to illness, and to introduce prophylactic treatments where appropriate. 

Antenatal screening, including HIV testing in pregnancy, falls within this 

category. Finally, tertiary prevention measures have the objective of 

minimising the impact of an already diagnosed condition, whether chronic or 

terminal. Tertiary prevention may therefore involve actions such as 

psychological and clinical management of advanced conditions, pain 

management and physiotherapy.

Current HIV prevention approaches can broadly be categorised into 

biomedical approaches and behavioural approaches (Gibney, 1999). 

Biomedical means include the use of condoms as a barrier method and the 

treatment of other sexually transmitted diseases (STD’s), as well as indirect 

measures, such as prevention of contamination of blood supply from HIV. 

Other biomedical approaches currently being developed include physical 

barriers, microbicides and vaccines as well as post-exposure prophylactic 

treatment (Gibney, 1999). Behavioural interventions, on the other hand, aim 

to reduce certain high-risk behaviours, such as unprotected sexual 

intercourse and needle sharing (Gibney, 1999). The predominantly 

biomedical technique of HIV testing can also be used as an HIV prevention
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tool when combined with counselling about HIV prevention methods. 

Frequently, HIV prevention interventions rely on a combination of both 

biomedical and behavioural approaches. Nevertheless, HIV prevention is a 

complex area, which needs to account both for individual, societal and 

cultural factors (Mann, 1991). Furthermore, evaluation of the effectiveness of 

HIV prevention interventions is complicated (Hart, 1996). While early literature 

provided only moderate support for the effectiveness of HIV counselling and 

testing on high-risk behaviours (Higgins et al., 1991), a subsequent review of 

77 HIV prevention interventions found a long-term impact of approximately 

quarter of the interventions (Choi & Coates, 1994). HIV prevention 

interventions targeted at women are sparse (Choi & Coates, 1994). One such 

study reported only a limited effect of voluntary HIV counselling and testing 

for women at risk of HIV (Ickovics et al., 1994).

To an extent policies and practices of voluntary counselling and HIV testing in 

pregnancy in most Western countries have been guided by the aim of 

preventing vertical transmission of HIV. The debate around antenatal HIV 

testing has been fuelled by the emergence of reports of certain interventions 

during pregnancy, labour or post partum, which may reduce or prevent HIV 

passing from mother to baby (Hudson et al, 1999; Johnstone, 1996). One of 

the cited advantages for detecting an HIV positive serostatus during 

pregnancy is that this allows the woman to consider one or more therapeutic 

interventions for herself and her baby (DoH & The Royal College of Midwives,

1998). The official guidance by The UK Royal College of Obstetricians and 

Gynaecologists (RCOG, 1996) stated that the principal objective for voluntary 

antenatal HIV testing in the UK was that of “reduction of the chances of 

vertical transmission to the baby” and to “enable the woman to receive 

appropriate monitoring of her own health, and potentially to benefit from the 

available medical intervention” (RCOG, 1996). In these terms HIV testing 

during pregnancy can be seen as a process of secondary prevention of HIV 

infection. Studies evaluating antenatal HIV testing programmes frequently 

describe variables relating to the prevalence of HIV, exposure category or 

women's reproductive decision making as well as the economic evaluation of 

antenatal HIV testing (Postma et al., 1999; Briggs et al., 1996). Frequent
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outcome measures in the available literature on the efficacy of HIV testing 

and counselling in pregnancy include HIV test uptake rate (Simpson et al.,

1999) or pregnancy termination rate (Sherr, 1996).

Over the last decade the issue of voluntary HIV counselling and testing during 

pregnancy has raised much debate. In the beginning of the epidemic effective 

medical interventions for HIV positive individuals were few and consequently 

raised questions regarding the value of an HIV test. For example the only 

“therapeutic intervention" available for HIV positive pregnant women was that 

of pregnancy termination. More recently the potential to reduce vertical HIV 

transmission and to offer timely medical intervention for pre-symptomatic 

women during early disease has radically altered the debate about the value 

of antenatal HIV testing (Hudson et al., 1999). However, training of obstetric 

and midwifery staff on HIV testing issues and counselling skills, as well as 

provision of additional staff required for “specialised” HIV counselling, 

demand additional financial resources, particularly if a model of ‘universal’ 

HIV testing is advocated (DoH, 1999). Therefore some have questioned the 

feasibility of “universal” voluntary named HIV testing in pregnancy, particularly 

in areas of low HIV seroprevalence (Chrystie, 1995).

Another debate relating to HIV testing during pregnancy has been that of 

“uptake rate” of HIV testing by pregnant women. In the UK many antenatal 

units have reported relatively low uptake rates of HIV testing, ranging from 

3.4% to 51.2% (Gibb et al., 1998) compared with those reported at other 

European centres at the time of this study. For example, in 1994 73% of 

pregnant women tested for HIV in France (Rey et al., 1998) and in 1995 

87.3% of the pregnant women interviewed about HIV testing said they had 

tested for HIV before or during their pregnancy (Vayssière et al., 1999). In 

Sweden the acceptance rate of HIV testing during pregnancy has exceeded 

97% (Larsson et al., 1990). The low uptake rates in the UK have in turn been 

linked to low antenatal HIV diagnosis rates (Tookey et al., 1998). For 

example, the total HIV diagnosis rate of maternal infections of vertically 

infected children in the UK has also remained low at 11 % compared with 

7.5% before pregnancy in 1996 (Intercollegiate Working Party, 1998). These
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data have resulted in cost-benefit calculations relating to the feasibility of 

“universal” (or “selective”) antenatal HIV testing programmes (Postma et al., 

1999; Dunn et al., 1995). However, economic analyses predominantly 

emphasise HIV test uptake rates and diagnosis rates, sometimes failing to 

take into account that close to 99% of pregnant women will be negative for 

HIV, but nevertheless could benefit from HIV preventative counselling during 

pregnancy.

In addition to the potential benefits of offering HIV testing to pregnant women 

there may well be benefits for providing them with HIV information and 

education for a number of reasons. Firstly; pregnant women may seroconvert 

during pregnancy. Seroconversion rates in endemic areas have reached over 

2% (Qolohle, 1995) and the possibility of women acquiring HIV during 

pregnancy cannot be ruled out in non-endemic areas, such as Europe. 

Secondly; there is some evidence which suggests that high frequency of 

unprotected intercourse in HIV positive women during pregnancy may be 

associated with an increased risk of vertical transmission of HIV-1 (Matheson 

et al., 1996; Lallemant et al., 1994; Bulterys et al., 1993). The results of a 

cohort study in New York (Matheson et al., 1996) found an HIV-1 vertical 

transmission rate of 39.0% among HIV positive women reporting high 

frequency of unprotected intercourse compared with 9.1% among women 

who reported no unprotected sexual intercourse during pregnancy. The effect 

was present even following adjustment for a number of potential confounding 

variables, although the reasons for this association remain speculative 

(Bulterys & Goedert, 1996). Bearing in mind that unprotected sexual 

intercourse and multiple sexual partners may be markers of other risk factors, 

such as intravenous drug use (IDU), which could affect the process of 

mother-to-child HIV transmission, the exact role of unprotected sexual 

intercourse during pregnancy in HIV positive women and mother-to-child HIV 

transmission would seem to require further investigation. Finally, there may 

be some pregnant women who have not yet heard of HIV/AIDS, even though 

such knowledge clearly is necessary in order to enable the individual to avoid 

behaviours that may place them at risk of HIV. Finally, from a public health 

point of view it would be short-sighted, if not unethical, not to inform pregnant
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women about HIV/AIDS, while informing them about other health hazards 

such as smoking or drug abuse during pregnancy. The recent guidelines by 

the Department of Health and The Royal College of Midwives (1998) note that 

pregnant women “have a right to know if there are steps they can take to 

protect their own health and that of their babies”.

In recent years much discussion has surrounded the “failure” of antenatal HIV 

testing policies in London (MacDonagh et al., 1996) as the majority of HIV 

positive women deliver undiagnosed and therefore do not “benefit” from the 

available interventions, which could reduce vertical transmission. 

Nevertheless, increasing uptake rates of HIV testing during pregnancy may 

not necessarily mean that the rates of vertical HIV transmission will be 

reduced because some HIV positive women, who are already aware of their 

positive serostatus, actively plan a pregnancy (Greco et al., 1999; Sherr, 

1996). Some of these women may choose to keep their HIV serostatus to 

themselves and consequently choose not to be tested for HIV. Others may 

suspect themselves to have been at risk of HIV and may choose not to be 

tested for HIV. The moderately low uptake rate of antenatal HIV testing in 

London, ranging from 3% to 51% in units with a policy of “universal” offer of 

HIV testing (Gibb et al., 1998), would suggest that up to 50% of women 

choose not to have the HIV test. Estimating exact refusal rates is complex as 

there may be discrepancy of the number of women who opted to be tested 

and the number of laboratory tests performed (Dalzell et al., 1995). 

Nevertheless, it is debatable whether a woman’s “right not to know” should 

take precedence over the well-being of her unborn child and subsequently of 

an infant who has an independent right to optimal care (Hudson et al., 1999). 

It is evident, however, that while these women may not “benefit” from the 

existing therapeutic interventions they could benefit from other information, 

such as the proposed association between high frequency of unprotected 

sexual behaviour during pregnancy and an increased risk of vertical 

transmission of HIV (Matheson et al., 1996).

The potential of medical interventions in reducing vertical HIV transmission is 

contingent upon at least three factors, first; that the HIV seropositive status is
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known and accepted by the woman, and known to the obstetric staff either 

prior to or during pregnancy, second; that the HIV positive pregnant woman 

consents to the proposed medical treatment and finally, that she adheres to 

the prescribed medication regimen. On the other hand if all pregnant women 

were briefed about the issue of safer sexual behaviour during pregnancy, 

those wishing not to disclose their HIV positive status may be enabled to take 

alternative measures to reduce the risk of vertical HIV transmission, even in 

the absence of therapeutic interventions. Such women may even be able to 

reduce the risk of vertical transmission by avoidance of breastfeeding and 

possibly by avoidance of unprotected intercourse during pregnancy.

For many women of reproductive age a general practitioner is a regular 

contact within the primary health care system. Unlike some other European 

countries, in the United Kingdom general practitioners and midwives provide 

much of the antenatal care, which is community based. The beliefs and 

professional practices of obstetricians and G P's towards HIV infection and 

prevention are of importance as these health care professionals have the 

potential to reach out with HIV related information to a large proportion of 

women. Yet a study by Sherr et al. (1992) showed that only a minority of G P's 

(3.7%) discussed HIV issues with every pregnant woman and some never did 

(22.0%). According to the WHO guidelines on HIV counselling information on 

HIV testing and prevention are integral to education and communication on 

the issue of HIV. Yet in the early 1990’s only 11% of the GP's felt able to 

conduct pre- and post-test counselling (Sherr et al., 1992). It has been 

suggested that some doctors may be deterred from offering patients HIV 

testing due to the “mystique” that surrounds counselling patients prior to HIV 

testing (Bor et al., 1991). Although an early study indicated that 93% of a 

sample of antenatal clinic attenders in a London hospital did not consider it 

necessary to discuss HIV issues with a “specialist HIV counsellor” (Desmond 

& Morgan, 1994) some women may prefer to obtain HIV related information 

from their GP or midwife, rather than approaching other health care sectors, 

such as anonymous HIV testing sites.
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In the United States the key role of the primary health care professionals in 

delivering HIV prevention information to the general population has been 

acknowledged widely. Accordingly in the United States a national objective for 

the year 2000 has been set so that 75% of primary care providers should 

conduct “routine age-appropriate HIV risk-reduction counselling" (DHHS, 

1991). However, it has been reported that in the early 1990’s the USA 

obstetrician-gynaecologists assessed women’s risk for HIV and provided 

preventive HIV counselling much less frequently than recommended by the 

national guidelines (Boekeloo et al., 1993). Despite that surveys of physician 

attitudes point to considerable support for HIV testing in pregnancy a 

considerable percentage of practitioners in the USA do not offer HIV 

counselling or testing for pregnant women (Segal, 1996). A survey of obstetric 

health care providers in California showed that 75% of the 180 respondents 

spent less than 5 minutes for HIV pre-test counselling with pregnant women 

(Phillips et al., 1997). Information on the extent to which obstetric staff discuss 

HIV prevention matters with pregnant women in the UK is currently lacking.

In London, the first health care professional to raise the issue of antenatal 

HIV testing is usually a midwife or a doctor (Beardsell et al., 1994). However, 

practical issues surround the provision of antenatal HIV testing and 

counselling. There has been evidence that midwives do not always perceive 

themselves as competent in providing HIV counselling (Grellier, 1997; 

Meadows et al., 1992). The nature and quality of HIV “counselling” in 

pregnancy has also been of concern. The Department of Health (1992,1994) 

guidelines refer to “HIV discussion”, although “HIV counselling” is also a 

frequently utilised term. The exact meanings and differences between these 

two concepts in practise remain unclear to many. What exactly constitutes 

effective counselling has raised considerable debate (Aggleton, 1996). In fact, 

some may share the personal view of one midwife interviewed about 

antenatal HIV testing:

‘It’s not counselling; midwives Just give information...everyone 
else is counselled so why should pregnant women not be?” 

(Beardsell et al., 1994).
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Substituting the term and/or practice of “HIV counselling” in pregnancy with 

“HIV discussion” has implications for the provision of HIV related preventative 

material. If midwives are merely expected briefly to discuss issues relating to 

the HIV test, it is doubtful whether time is allocated for general discussion on 

how to avoid HIV infection during and after pregnancy and this raises 

questions about whether women are receiving optimal care. While brief HIV 

discussion may be sufficient for increasing the uptake of HIV testing in 

pregnancy, it is likely to overlook the issues surrounding HIV prevention and 

preparation for a possible positive HIV diagnosis. Furthermore, it is debatable 

whether a brief HIV discussion suffices in allowing the woman to make an 

informed decision about HIV testing for herself. Nevertheless, the importance 

of patient participation in decision-making regarding medical procedures for 

themselves cannot be overestimated (Craig et al., 1996) and in the UK, the 

General Medical Council rejects HIV testing in the absence of informed 

consent from the patient (GMC, 1993). On the other hand extensive and 

specialised “HIV counselling” is costly, perceived as inappropriately intrusive 

and may been seen as “taking over the dynamics of the antenatal clinic” 

(Chrystie, 1995). Thus a careful balance is needed in order to implement an 

optimal approach to HIV testing, counselling and prevention in pregnancy.

Worldwide antenatal clinic attenders have been subject to numerous 

anonymous HIV screening programmes (Sherr, 1996). The rationale for the 

widespread use of anonymous HIV serosurveys has been that of 

epidemiological surveillance of HIV infection, so that appropriate HIV 

prevention programmes may then be targeted towards “at risk” populations. 

Such targeted HIV prevention interventions, with varying success, have been 

designed and implemented for “at risk” populations, including gay men 

(Coates et al., 1996; Kelly, 1992), injecting drug users (Paone et al., 1995), 

prisoners (Goldberg et al., 1998), adolescents (Kim et al., 1997; Fisher et al., 

1996), STD clinic attenders (Boyer et al., 1997)), and commercial sex workers 

(Carr et al., 1996). The UK HIV serosurveillance programmes in pregnancy 

have rarely resulted in targeted HIV prevention programmes for expectant 

mothers. In practice HIV “prevention” has taken the form of HIV informational
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leaflet provision, followed by the offer of an HIV test in “high prevalence 

areas", such as London.

HIV informational leaflets distributed at antenatal clinics generally cover basic 

information on HIV infection and transmission, medical interventions, HIV 

testing, the effect of HIV on pregnancy and vice versa, as well as information 

about vertical HIV transmission and available measures to reduce it (Sherr 

&Hedge, 1990). Such educational leaflets have certain advantages, provided 

that they have an average, or above average, readability score. Health 

promotion leaflets can be produced, duplicated and updated at moderate 

ease (Ewies & Simnett, 1992). As leaflets can be disseminated to the clinic 

attenders prior to their clinic appointment they enable individuals to read and 

re-read the informational material at their own pace (EwIes & Simnett, 1992). 

A practice of displaying leaflets at clinics, or mailing them to each clinic 

attender, may potentially avoid the problem of “perceived discrimination", 

sometimes the result of targeted approaches such as selective HIV testing 

and counselling, whereby only women considered “at risk" are approached.

Health promotion leaflets however have certain disadvantages. Frequently 

they have poor readability scores (Ley, 1989). Leaflets also require accurate 

translation in a range of languages in multicultural cities such as London. The 

availability and provision of translated materials could be enhanced if 

European countries exchanged available leaflets so to avoid multiple 

translations and thus unnecessary use of resources (Narimani et al., 1996), 

although such resource exchange would require close collaboration between 

countries. Nevertheless, the actual impact of leaflets remains controversial. 

There is evidence to suggest that on average people recall little of what they 

have read, partly because of low readability of the leaflets (Ley, 1989). The 

actual impact of the leaflet also depends on other factors, such as the extent 

to which the leaflet raises the reader’s interest, whether he/she reads, 

comprehends, believes and recalls the informational content (Sherr & Hedge, 

1990). Some individuals may also perceive that an HIV specific leaflet may be 

of little relevance to them personally or that such leaflets are aimed at others 

“at risk". Bearing in mind the limitations of leaflets at their best leaflets can be
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considered a form of “passive” health education and should not be a 

substitute for more active forms of face-to-face HIV counselling (Sherr & 

Hedge, 1990) or HIV discussion, whatever approach adopted by a particular 

clinic.

Good communication skills, both verbal and non-verbal, are fundamental to 

successful health promotion (Ewies & Simnett, 1992). Both HIV “discussion” 

and “counselling” procedures rely on good communication skills. Effective 

communication can have an impact on patient satisfaction, well-being and 

even adherence to medical advice and treatment (Ley et al., 1982) while poor 

communication may negatively impact on the same outcomes of the doctor 

patient interaction. In general, the quality of the doctor-patient communication 

depends on both the communicator and the recipient, and the impact of 

communication of health issues may be influenced by communication 

barriers. Frequent barriers to communication range from social and cultural 

differences, attitude of the doctor and the patient, difficulties in understanding 

or memory, insufficient emphasis given to communication and contradictory 

health messages (EwIes & Simnett, 1992). Bearing in mind the limitations of 

both face-to-face communication and written health messages, 

communication on HIV issues may benefit from a combined use of both 

approaches to communication.

Few studies discuss partners of pregnant women, and HIV prevention 

strategies for heterosexual men are sparse. In recent times partners of 

pregnant women have been encouraged to attend antenatal visits. Given that 

both family planning and maintenance of sexual health require the co

operation of each partner, it would seem that HIV discussion during antenatal 

care would be a good opportunity for involving partners of pregnant women. 

Nevertheless, many antenatal clinics lack resources for partner counselling 

and HIV testing and therefore refer partners to alternative clinic settings, such 

as GUM clinics.

The fact remains that some 1 in 400 births in London are to HIV positive 

women every year and there has been an observed five fold increase in the
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prevalence of HIV in this population between 1988 and 1995 (Nicoll et al, 

1998). Some districts report that as many as 1 in 170 women are HIV positive 

(Nicoll et al., ibid). In London alone the prevalence of HIV infection in 

pregnant women has increased from 0.11% to 0.17% between 1990 and 

1994 (PHLS, 1995). A similar trend is observed in most other European 

countries (ENAADS, 1997). Therefore, it would seem timely to complement 

existing antenatal HIV screening policies and procedures with primary HIV 

prevention interventions for this population. Alternative health service sectors, 

which are utilised by women of reproductive age, could also be evaluated for 

their suitability in terms of HIV service provision. In the UK women of 

reproductive age are likely to attend one or more such health care settings, 

including “well woman” clinics, family planning clinics, termination assessment 

clinics, STD clinics and GP surgeries. Nevertheless, with the exception of 

STD clinics, the potential for these clinics in providing HIV testing and 

prevention for women of reproductive age has been overlooked in the UK.

A series of studies, which have compared HIV seroprevalence rates in 

women, who carry to term, and those who have their pregnancies terminated, 

have found that the seroprevalence rates are considerably higher in the latter 

group. Such data have been reported from various countries (Abeni et al., 

1997; DoH & PHLS., 1998; Obadia et al., 1994; Johnstone et al., 1994; 

Lindgren et al., 1993; Goldberg et al., 1992). Nevertheless, HIV testing 

polices and procedures have predominantly targeted women who carry to 

term, even though they are less likely to be HIV positive. Hence, from an 

epidemiological point of view, termination of pregnancy assessment clinics 

(TOPCs) would seem an equally appropriate site for HIV testing and 

counselling provision (Bergenstrom & Sherr, 1999).

In conclusion, this chapter has attempted to discuss the HIV testing and 

prevention needs of women of reproductive age. The next chapter of this 

thesis aims to review the literature on HIV/AIDS, as relevant to women, from 

a psychological perspective, complemented by biomedical literature, where 

relevant. Following the review of current literature results of the three studies 

will be described and discussed.
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CHAPTER 2.

Literature Review

2.1 Outline of the literature review

The second chapter, the literature review, begins with a review of women’s 

vulnerability to HIV/AIDS, followed by definition of HIV/AIDS, modes of 

horisontal and vertical transmission, epidemiology on HIV/AIDS and 

interventions to reduce mother-to-child transmission of HIV. The second 

section examines prevention and screening for illness in general and HIV 

screening in particular, including HIV screening, voluntary counselling and 

HIV testing and evidence on the psychological impact of a positive and a 

negative HIV test. This is followed by a review of general antenatal screening 

and antenatal HIV screening in particular, including the rationale for antenatal 

HIV testing, rates of antenatal HIV testing and the role of counselling. The 

advantages and disadvantages and efficacy of voluntary antenatal 

counselling and HIV testing as an HIV prevention intervention, as well as the 

psychological impact of HIV testing during pregnancy and evidence on uptake 

of antenatal HIV testing are also discussed. Literature is then reviewed on 

HIV prevention in general and during pregnancy in particular followed by a 

review of studies on HIV screening and prevalence among women requesting 

pregnancy terminations and family planning clinic attenders. Psychological 

theories on health behaviour and behaviour change are then reviewed 

followed by rationale for the research studies, aims and objectives.

The availability of studies, evidence and literature on HIV testing and 

prevention has increased rapidly from the time the literature review was 

conducted in 1996 and 1997 and at present in 2001. More studies have been 

conducted in the area of HIV prevention, voluntary counselling and HIV 

testing and psychological and clinical aspects of HIV. Many of the findings of 

the early studies were indicative and required confirmatory evidence. The 

literature review in this thesis was originally written with reference to studies
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conducted by 1997 and has subsequently been updated with reference made 

to relevant studies conducted between 1997-2001.

2.1.1 Women’s vulnerability to HIV/AIDS

Several factors render women especially vulnerable for HIV infection. These 

include physiological, socio-economic, psychosocial, cultural and legal 

factors. At a biological level women are at a disadvantage as HIV is more 

likely to be transmitted from men to women, than vice versa, due to the 

greater exposed surface area of the female genital tract (Gorna, 1996) and 

because sperm contains more HIV virus than vaginal secretions (WHO,

2000). Women who are subject to coerced sex are also more vulnerable due 

to an increased risk of microlesions (WHO, 2000). Though much research 

has focused on how HIV is transmitted, less is known how the virus is 

transmitted through vaginal sex, the most frequent mode of infection for 

women. It has been estimated that four fifths of HIV positive women have 

acquired the virus via heterosexual transmission, while a minority become 

infected due to blood transfusion or injecting drug use (UNAIDS, 1997), 

although the predominant transmission mode is likely to vary within a country 

and between countries.

Socio-economic reasons also contribute to the high risk of HIV for women, 

who in many countries still experience relative lack of economic opportunities 

and consequently experience financial or material dependence on men. 

Women around the world frequently lack equal economic and social status to 

men, are less likely to receive education and less able to maintain control 

over their personal, economic and social life. In general women have lower 

levels of literacy (UNDP, 1998; Henshall Momsen, 1991), which decreases 

their opportunities to access information on how to increase control over their 

own health (Erben, 1990). Women predominantly acquire the virus from an 

HIV positive male sexual partner (UNAIDS, 1997) and surveys of discordant 

couples have shown increased efficiency of HIV transmission from male to 

female by a factor of 8:1 (Bartlett, 1998). For many women their only known 

risk factor was being in a relationship in which they had little control over their
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own bodies or their partner’s sexual behaviour (Ehrhardt, 1994). 50-80% of 

HIV infected women in Africa have reported having had only one lifetime 

sexual partner (Reid, 1992). Some women may never have the choice of 

monogamy, but have to exchange sex in order to provide money, housing or 

food for themselves and their children (WHO, 2000). Women frequently 

experience psychosocial barriers to sexual decision-making (Raj et al., 1999), 

for example when negotiating “safer sex”, the use of contraceptives, family 

size and spacing of children (Friedman, 1994).

Adolescent girls are at increased risk of acquiring HIV due to socio-economic 

and physiological reasons (UNDP, 1998). They are likely to be less 

knowledgeable about reproductive issues, have less experience and fewer 

resources to protect themselves from STD’s, including HIV. Reproductive 

health care services for adolescents, which would meet the multiple health 

needs including contraception, sexual education and pregnancy terminations 

are sparse in many regions and adolescents frequently lack information about 

the availability of such services or how to access them (UNDP, 1998). 

Cultural factors are also closely tied to attitudes towards women and sexuality 

(Raj et al., 1999). In most societies a woman’s predominant role is one of a 

primary caretaker for her own offspring and the extended family. Many 

women face difficulty in refusing sex or requesting condom use and may not 

be expected to discuss of make decisions about sexuality. Many cultures 

accept the fact that both unmarried and married men have multiple sexual 

partners, including sex workers (WHO, 2000), hence rendering their females 

partners vulnerable for HIV. Furthermore, in some cultures women are 

expected to have sexual relations, and to marry, older men who are more 

likely to be HIV infected (WHO, 2000).

At legal level women may be more likely to experience HIV/AIDS related 

discrimination compared with men (Green, 1995). For example one country 

has reported a practice by which female sex workers, if diagnosed HIV 

positive, are quarantined and imprisoned, often for longer than their legal 

sentences, while no such practice is in place for, mostly male, HIV positive 

blood donors (Erben, 1990). Also, 13 states in America have laws on
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compulsory HIV testing of convicted sex workers, most of whom are women 

(Erben, 1990). In New York City HIV testing of all pregnant women is 

advocated by law (Cooper, 1997). Despite the higher HIV seroprevalence in 

men, no such laws on compulsory HIV testing for men have been drafted.

Although women face unique risk factors to acquiring HIV, the number of 

scientific studies relating to women and HIV is considerably smaller compared 

to studies that address HIV infection in men. For example, a review of studies 

on psychosocial impact of HIV infection, consisting of an overall sample of 

nearly 2500 individuals, only 0.5% (n=13) subjects were women (Sherr, 

1996). Despite relatively low incidence of HIV infections in women in Europe, 

pregnant women have been disproportional subjected to anonymous HIV 

screening programmes (Sherr, 1996). Possible reasons for this may be that 

pregnant women have been seen as a good, although not perfect, sentinel 

group for HIV screening, given that pregnancy by definition occurs in the 

sexually active and because blood testing during pregnancy is accepted as 

routine.

2.1.2 Definition of HIV & AIDS

Human Immunodeficiency Virus (HIV) is the virus aetiologically responsible 

for Acquired Immunodeficiency Syndrome (AIDS) (Hurley, 1989). The 

definition of AIDS has evolved over time. In 1987 the CDC defined the four 

stages of the HIV disease as:

1 ) Group I: Acute infection or seroconversion

2) Group II: Asymptomatic disease

3) Group III: Persistent Generalised Lymphadenopathy (PGL)

4) Group IV: a listing of 23 opportunistic infections, which may be present
when the immune system is damaged.

The HIV classification system, which provides uniform criteria for categorising 

HIV related conditions, was revised in 1992 (MMWR, 1992). In the revised 

system, persons with HIV infection are categorised on the basis of CD4+ T- 

lymphocyte counts and clinical conditions associated with HIV infection.
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When combined, the three ranges of CD4+ T cell categories and three clinical 

categories (Asymptomatic, acute HIV or PGL; Symptomatic; AIDS-indicator 

conditions) result in nine mutually exclusive categories. This classification is 

currently in use for categorising conditions among HIV infected adolescents 

and adults.

2.1.3 Modes of HIV transmission

HIV is transmitted by the following mechanisms; a) sexual contact with an 

infected person or artificial insemination; b) exposure to HIV through 

contaminated blood and/or blood products including contaminated 

instruments; c) organ and tissue transplantation; d) from mother-to-child 

before, during or after delivery (Bartlett, 1998).

2.1.4 Global epidemiology of HIV/AIDS

For some 16 years, when the first cases of HIV infection were diagnosed 

mortality due to this relatively new virus has been steadily increasing. By 

December 2000 an estimated 37.2 million adults and 2.7 million children were 

living with HIV/AIDS, including some 17.6 million HIV infections in women 

(UNAIDS, 2001). An estimated four in five HIV infected women now live in 

sub-Saharan Africa (UNAIDS, 2000). According to the World Bank over 90% 

of all adults and children infected with HIV/AIDS live in a developing country: 

62% in Sub-Saharan Africa, 24% in Asia and 7% in Latin America or the 

Caribbean (The World Bank, 1998). Over half of all new HIV infections occur 

in persons under the age of 25 (UNAIDS, 2000), close to half of all new HIV 

infections are in women and the risk of HIV for women is rising. The primary 

mode of acquiring an HIV infection for women is sexual activity with an HIV 

positive male partner (Raj et al., 1999). Since approximately 80% of HIV 

positive women are in their reproductive years (Holman, 1992), the rate of 

paediatric HIV cases is expected to increase parallel to that of HIV infections 

in women.
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2.1.5 The United Kingdom epidemiology of Hi V/A iDS

At the time of the study there had been a total of 37,875 reported HIV 

infections in the United Kingdom (PHLS, 1999). Although most cases of 

HIV/AIDS have been among homosexual men, 4,024 women had been 

infected with HIV by March 1999 in the UK (PHLS, 1999) and this group now 

has a higher predicted rate of new HIV infections than any other population 

group in the UK (CDR, 1996). The majority of the reported female HIV 

infections are concentrated in London and are in women aged 20-44 (PHLS,

1999). 1,090 women have died of AIDS and 836 women have been 

diagnosed with AIDS related symptoms (PHLS, 1999). The exposure 

category for majority of the HIV infected women has been sex between men 

and women’ (75%). Other exposure categories for HIV positive females 

include IDU (16.9%), blood factor (0.1%), blood/tissue transfer (1.2%), mother 

to infant (2.8%), and other/undetermined (4.0%). In much of the cases the 

exposure to presumed heterosexually infected partner has occurred abroad, 

predominantly in Africa.

2.1.6 HIV seroprevalence in pregnancy

Recent data indicate a sharp (77%) increase in the HIV seroprevalence in 

pregnancy during 1986-1993 (Law et al., 1998). HIV seroprevalence rates in 

pregnancy are generally higher in inner cities, compared with rural areas, 

although the rates vary widely within and between European countries and 

are subject to the assessment method utilised (Cazein et al., 1998). In 

England and Wales, HIV seroprevalence in pregnant women attending 

antenatal clinics has been monitored by the unlinked anonymous HIV 

prevalence programme since 1990 (DoH & PHLS, 1998). Data on HIV 

seroprevalence in pregnant women are collated from 1) national surveys of 

infant dried blood spots (Guthrie cards for metabolic screening), 2) bloods 

taken for antenatal antibody testing for Rubella, Hepatitis and Syphilis 3) 

blood grouping survey for women at the time of pregnancy terminations in 

London. Table 2.1. below shows seroprevalence data from pregnant women 

attending antenatal clinics (DoH & PHLS, 1997;1996:1995).
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Table 2.1 Prevalence of HIV-1 infection in pregnant women in antenatal 
clinics (data at the end of 1995, 1996 and 1997; DoH & PHLS)'

London and the South East England and Wales 
(outside the South East)

Number
HIV-1

infected

% HIV-1 
infected

Prevalence 
range (%)

Number
HIV-1

infected

% HIV-1 
infected

Prevalence 
range (%)

1997 195 0.19 0.00-0.51 56 0.02 0.00-0.10
1996 200 0.19 0.00-0.61 43 0.0016 0.00-0.069
1995 192 0.18 0.00-0.59 25 0.0096 0.00-0.090

* Data derived from Infant dried blood spots

In 1989 the Royal College of Obstetricians and Gynaecologists (RCOG) 

founded a National Study on HIV in Pregnancy with the aim of monitoring HIV 

infections in pregnant women and pregnancy outcomes in the UK and Wales 

and collating with data from the British Paediatric Surveillance Unit. The 

National Study of HIV in Pregnancy relies upon voluntary reporting of all 

pregnancies in HIV positive women by the relevant health care sectors. At the 

time of data collection, June 1999, 1,327 pregnancies had been reported in 

1,035 women. The outcome of the 1,327 pregnancies was 878 live births, 302 

elective terminations, 68 spontaneous abortions, 10 ectopic pregnancies, 5 

stillbirths and one case of maternal death in pregnancy. A further 37 women 

were expected to continue to term while the outcome was unknown for 24 

pregnancies. The associated source of infection for the 740 cases that were 

reported in the Thames Regions was ‘exposure abroad' (72%), ‘intravenous 

drug use' (18%) and ‘other’ (10%). The parallel running paediatric reporting 

scheme has confirmed a total of 1,627 babies born to HIV positive mothers by 

April 1999.

2.1.7 Medical impact of HIV infection on pregnancy and vice versa

The potential adverse impact of HIV infection on pregnancy outcome has 

caused some concern because of the possible association of pregnancy with 

an increase in the frequency, or severity of certain infectious diseases 

(Landers et al., 1997) and a decline in some immune responses (Burns et al., 

1998). Consequently there has been some concern that pregnancy in an HIV
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positive woman may accelerate the progression of the disease (Mandelbrot & 

Henrion, 1993). Although there appears to be a current consensus that 

pregnancy does not have a major adverse effect on HIV disease progression 

(Johnstone, 1996; Hocke et al., 1995; Selwyn, 1989), others have questioned 

these study conclusions due to methodological reasons (French & 

Broclehurst, 1998). Thus findings on the impact of maternal HIV infection on 

pregnancy outcome are inconclusive currently. The meta-analysis by French 

& Broclehurst (1998) concluded that large-scale observational studies, 

combined with long-term follow-up, are necessary to enhance the 

understanding of the issue.

Similarly, the consensus on the effect of HIV infection on pregnancy outcome, 

such as preterm delivery, premature rupture of membranes or low birth weight 

also remains divided. Some authors have found no adverse effects (ECS 

and the Swiss HIV Pregnancy Cohort, 1997; Johnstone, 1996; Newell et al.,

1990), while a recent review of the literature and a meta-analysis (Broclehurst 

& French, 1998) noted an association between adverse maternal outcomes 

and pregnancy, albeit a weak one, in HIV positive women, including an 

increased risk of infant mortality in developing countries. D’Ubaldo et al. 

(1998) reported a 67% increase in the rate of spontaneous abortions in HIV 

positive pregnant women compared with a control group. In summary, the 

general consensus on the exact impact of HIV infection on pregnancy, and 

vice versa, would seem to suggest that further large-scale investigations with 

long-term follow-up are required. Such studies are of relevance to clinical 

practice as an understanding about the impact of HIV on pregnancy, and vice 

versa, may enhance women’s expectations about pregnancy in the presence 

of HIV infection.

2.1.8 Vertical HIV transmission

The issue of vertical HIV transmission has raised much concern. The risk of 

mother-to-baby transmission of HIV varies geographically, ranging from an 

estimated 15% to 20% in Europe, 15% to 30% in The United States to 21% to 

43% in less-developed countries (Working Group on Mother-To-lnfant
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Transmission of HIV, 1995). The probability of vertical HIV transmission 

increases in a linear manner with decreasing maternal CD4 account (ECS, 

1996), and therefore is likely to be higher around seroconversion and at later 

stages of disease progression. Most perinatal HIV-1 transmission is likely to 

occur during labour and delivery (Mock et al., 1999; Newell, 1998) whilst 

breast-feeding related HIV transmission has been found to depend on 

variation in maternal infectivity, resulting in higher average transmission in the 

early stages of breast-feeding compared with later stages (Dunn et al., 1998). 

Nevertheless knowledge on the optimal timing of cessation of breast-feeding 

among HIV positive women is currently lacking and requires further research. 

Consequently health care staff, in particular in resource limited countries 

where few HIV positive women have access to formula feeding, are struggling 

with the dilemma on what advice to give HIV positive women regarding the 

optimal weaning period. Counselling on infant feeding is an important part of 

post-test HIV counselling for women and as such requires further 

investigation to inform policy and practice.

2.1.9 Interventions to reduce vertical transmission of HIV

Despite recent advances in the development of therapeutic interventions to 

reduce the mother-to-baby transmission of HIV, the scientific approach is 

predominantly biomedical and fewer studies have examined the 

psychological, social and cultural aspects of these therapeutic interventions. 

In summary the therapeutic interventions, which have a potential to reduce 

mother-to-baby HIV transmission, include zidovudine in pregnancy, labour 

and neonatal period (Shaffer et al., 1999; Wiktor et al., 1999; Connor et al., 

1994), elective caesarean section (Hudson, 1999; The International Perinatal 

HIV Group, 1999; Towers et al., 1998; Dunn et al., 1994; Villari et al., 1993), 

vaginal lavage (Biggar et al, 1996), avoidance of invasive procedures during 

pregnancy and delivery (European Collaborative Study, 1991 and 1994a), 

avoidance of breast-feeding (Dunn et al, 1992), vitamin A (Nduati et al.,1995; 

Semba et al., 1994) and semen washing (Semprini,1996). Table 2.2 

summarises the evidence regarding the various therapeutic interventions and 

their proposed role of reducing the risk of vertical HIV transmission. The
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interventions are subsequently discussed in turn. Only studies, which had 

been published by the time of study design, are included in the table as the 

existing evidence at the time was relied upon during questionnaire design. 

More recent intervention trials are discussed at a later stage.

Table 2.2 Summary of studies examining the impact of therapeutic 
interventions in the reduction of vertical HIV transmission

Intervention Study Outcome

Zidovudine (AZT) Connor et al. (1994); ACTG076 effective
Bottlefeeding Dunn et al. (1992) 

Simpson et al. (1997)
effective
effective

Caesarean section Duliege et al. (1995)
Peckham & Gibb (1995)
Mayaux et al. (1995)
ECS (1994a)
Minkoff & Mofenson (1994)
Dunn et al. (1994)
Villari et al. (1993) meta-analysis 
Mandelbrot at al. (1998)

ineffective
insufficient evidence
ineffective
effective
effective
effective
effective
ineffective

Vaginal lavage Biggar et al. (1996) insufficient evidence
Protease inhibitors Minkoff & Augenbraun (1997) insufficient evidence
Vitamin A Semba et al. (1994) 

Nduati et al. (1995)
insufficient evidence 
insufficient evidence

- Antiretroviral therapy

The results of ACTG 076, a zidovudine (AZT) trial, indicated that vertical 

transmission of HIV can be reduced from 25.5%, in the placebo group, to 

8.3% in the zidovudine treated group (Connor et al., 1994). The randomised 

double-blind trial was conducted in 43 American and French centres involving 

zidovudine naive women in their 14 to 34 weeks of pregnancy. In spite of the 

encouraging results the ACTG 076 trial remained controversial because of 

concern about the strict inclusion criteria in the study and the potential 

adverse long-term effects to the mother and the infant. For the mother, 

exposure to zidovudine may result in resistance during later stages of the HIV 

disease, and for the infant the main concern has been the possible long-term 

effects of the medication. The long-term effects of zidovudine on the 

development of the infant are currently unknown (Sperling et al., 1996), a fact 

that raises ethical concerns, as 80% to 85% of infants born to HIV positive 

mothers may be exposed to the adverse effects without having been infected.
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In a recent trial in which AZT was administered to mice, an increase was 

observed in tumours both in the females and their offspring (Johnson, 1997), 

suggesting the need for further investigation.

Since the publication of the ACTG 076 trial results numerous studies have 

investigated the efficacy of zidovudine in various settings and more recently 

various studies have assessed the impact of a short course of zidovudine in 

reducing the risk of vertical HIV transmission in countries where standard 

zidovudine therapy is not feasible for financial reasons (Shaffer et al., 1999; 

Wiktor et al., 1999; CDC, 1998). A trial of a short-course regimen of 

zidovudine in Thailand noted 50% reduction in vertical HIV transmission rate 

in non-breastfeeding populations (Shaffer et al., 1999). Similar treatment 

outcome was reported from Cote d’Ivoire (Wiktor et al., 1999). Results of a 

HIVNET 012 trial in Uganda (Guay et al., 1999) showed that administration of 

a single dose of nevirapine to the mother at the onset of labour, and a single 

dose to the newborn within three days of birth decreased vertical HIV 

transmission rate by 47% during the first 14-16 weeks in a breastfeeding 

population. Finally, preliminary results of the Perinatal Transmission (PETRA) 

trial, a multi-centre randomised double-blind placebo-controlled study of the 

efficacy of three short-course regimens of AZT and 3TC in preventing mother- 

to-child transmission of HIV in Uganda, Tanzania and South-Africa (UNAIDS, 

2000) indicated that the rate of vertical HIV transmission fell from 19% to 

9.2% and 12.6% at six weeks following delivery. Given that the treatment was 

most effective in women who can avoid breastfeeding, developing safe and 

accessible replacement feeding methods is essential.

The relative cost-effectiveness of the available interventions, including 

nevirapine regimen, compared with other interventions, such as voluntary 

counselling and HIV testing and management of other STD’s, has not been 

demonstrated. Regardless of the potential of the new short-course 

antiretroviral regimens in preventing neonatal HIV cases primary prevention of 

HIV among women or reproductive age should not be overlooked and HIV 

VCT services should be available to enable women to make an informed 

decision regarding which interventions, if any, to have.
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The standard treatment of HIV positive individuals consists of “highly active 

antiretroviral therapy” (HAART) (Carpenter et al., 1998). Current discussion 

increasingly addresses alternative therapeutic strategies following the 

development of new antiretroviral agents, allowing for combination therapy 

(Minkoff & Augenbraun, 1997). However, choosing the optimal combination 

therapy for an individual, let alone a pregnant woman, is becoming complex 

given the numerous possible drug combinations. Many of the newer 

antiretroviral drugs have not been tested for safety in human pregnancies 

although several clinical trials are ongoing (ECS, 1998). The lack of studies 

on the short-term and long-term impact of antiretroviral agents on women in 

the context of reproduction currently requires research, including assessment 

of the psychological issues, such as compliance and side effects.

The optimal timing and combination of antiretroviral therapies for HIV positive 

women is complex and controversial (Walmsley, 1996) and is likely to remain 

so as new antiretroviral therapies are developed. The daily use of the 

medications, side effects and possible long-term effects may cause additional 

stress for HIV positive women. Pregnancy may raise further concerns about 

the effects on the baby bearing in mind that most data has been derived from 

animal pregnancies. Furthermore, little is known about the psychosocial 

impact of antiretroviral therapy in HIV positive women. The notable exception 

has been the issue of adherence to therapeutic regimes due to its key role in 

the efficacy of the treatment in decreasing vertical HIV transmission. Thus, 

the emphasis of the scientific studies has been predominantly biomedical, 

even though psychosocial studies have potential to complement existing 

knowledge base and enhance optimal patient care.

Results of a recent survey of HIV positive women in London found that 

medical interventions aimed at reducing the risk of mother-to-child 

transmission caused moderate concern among the women (Sherr et al.

2000). Anxiety surrounding the interventions was high for each intervention 

studied, with AZT provoking highest level of anxiety combined with lowest 

level of reassurance (Sherr et al., 2000). In summary, the available data from 

psychological studies suggests that many HIV positive women are uninformed
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about the available interventions, unsure about whether to have one or more 

of these and experience considerable anxiety about different treatments.

- Avoidance of breast-feeding

Since the presence of HIV was established in breast milk in 1985 (Thiry et al.,

1985) a range of studies have indicted higher rates of HIV transmission in 

breast fed babies, compared to formula fed babies. The risk of transmission 

appears to double with breast-feeding (Dunn et al., 1992). It is therefore 

current practice to recommend formula feeding in the UK (RCOG, 1996), 

although breast-feeding is appropriate in countries with high infant mortality 

linked to gastro-intestinal infection (WHO/UNICEF, 1992). However, recent 

data from a South African study suggests that exclusive breast-feeding may 

not, after all, protect HIV infected infants against childhood illnesses or failure 

to thrive. Nor did breast-feeding delay progression of AIDS in the infants, 

suggesting that further research is required (Bobat et al., 1997).

The medical literature on the role of breast-feeding in HIV vertical 

transmission has tended to overlook the psychological benefits of breast

feeding. Given that breast-feeding by HIV positive women is considered as 

risky in terms of mother-to-child transmission of HIV, bottle-feeding is 

currently recommended as an alternative in countries with access to clean 

water (WHO/UNICEF, 1992). In addition to scarce studies on the 

psychological benefits of breast-feeding in HIV positive mothers, little 

attention has been given to differences in cultural infant feeding practices. In 

London 73% of pregnant women have acquired HIV infection “abroad” 

(National Study of HIV in Pregnancy, 1999), mostly in sub-Saharan African 

countries, where breast-feeding is a norm. Confidentiality and disclosure are 

concerns for many HIV positive African women (McMunn et al., 1997) and 

bottle-feeding, instead of breast-feeding, may raise questions within the family 

and the community, if disclosure of the positive serostatus has not taken 

place. Bottle-feeding may also raise mixed feelings in non-ethnic minority 

women, as since the beginning of the century (Howarth, 1905) breast-feeding 

has been advocated as the optimal feeding practice in the UK, given its
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special properties to meet the nutritional needs of infants (Royal College of 

Midwives, 1991). Further research on the perceived and actual advantages 

and disadvantages of breast-feeding and bottle-feeding by HIV positive 

women, from the psychosocial perspective, would be informative.

- Caesarean section

An estimated two thirds of mother-to-child transmission of HIV takes place 

near delivery which led to a prediction that the rate of vertical transmission 

could be reduced by performing an elective caesarean section, a procedure 

found to reduce other mother-to-child viral infections (Minkoff & Mofenson, 

1994). Many studies have since aimed to confirm the possible protective 

effect of caesarean section. These range from an early study, which showed 

a 50% reduction in HIV vertical transmission (ECS, 1994), to studies where 

no such effect was found (Mayaux et al., 1995). Recent studies have 

indicated a protective effect of caesarean section (Mandelbrot et al., 1998; 

Kind et al., 1998; ECS, 1996; Tovo et al., 1996). Two meta-analyses have 

also indicated a beneficial effect (Dunn et al., 1994; Villari et al., 1993). More 

recently results of a meta-analysis of 15 prospective cohort studies also 

indicated that an elective caesarean section, independently of the effects of 

treatment with zidovudine, appears to reduce vertical transmission of HIV by 

50% (The International Perinatal HIV Group, 1999). Finally, the results of a 

recent randomised clinical trial conducted in Europe also suggested that an 

elective caesarean section significantly decreases the risk of mother-to-child 

transmission of HIV-1 (The European Mode of Delivery Collaboration, 1999). 

In summary, available evidence has resulted in HIV positive pregnant women 

being advised about the possible benefits of an elective caesarean section, 

although women should also be informed about possible medical risks and 

complications which may arise (Hudson, 1999). The obstetric risks relate to 

the use of anaesthetics, the operation itself and the risk of post-operative 

complications (Bulterys et al., 1996; Semprini, 1995).

Given the greater maternal morbidity and mortality associated with caesarean 

sections the rising rate of this delivery practice, is causing considerable
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debate among health care professionals, illustrated by the announcement of 

a national conference organised by the RCOG, the Royal College of Midwives 

and the National Childbirth Trust in late 1999. Nevertheless the debate tends 

to centre the medical, rather than psychosocial aspects, of the procedure, 

despite the availability of much psychological literature (Hillan, 1991). In 

addition to a heightened risk of maternal morbidity and mortality associated 

with the procedure, caesarean section has been associated with a wide range 

of psychological sequlae (Mutryn, 1993). They range from mothers reports of 

disappointment, fear, anger and lowered self-esteem following the operation 

(Affonso & Stichler, 1980; Cranley et al., 1983; Ma rut & Mercer, 1979). Some 

have observed a prolonged process of maternal-infant attachment in women 

delivered by a caesarean section (Hillan, 1992). A literature review of the 

psychological impact of caesarean section concluded that the nature of 

psychosocial effects, when indicated, is largely negative (Mutryn, 1993), 

although others have pointed out that much of the research into the effects of 

caesarean section have been conducted in North America, and given the 

descriptive nature of the studies, further research is required (Hillan, 1992).

- Vaginal lavage

As HIV has not been detected in most samples of cord blood (Simonon et al., 

1994) it has been postulated that vertical transmission may take place during 

delivery. This prediction is also supported by the evidence that first born twins 

are at greater risk of becoming infected compared to the second born twins 

(Duliege et al., 1995). The possibility that birth canal exposure may be a risk 

factor led to a trial to investigate the effect of birth canal washing on the rate 

of vertical transmission. The results indicated that, although there was no 

significant impact of the intervention on the transmission rates between the 

experimental and control group, the vertical transmission was reduced in the 

experimental group (25% versus 39%) when the membranes were ruptured 

four hours prior to the delivery (Biggar et al., 1996).
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- Avoidance of invasive procedures during pregnancy and delivery

Given that HIV infected maternal blood is a potential source of infection in the 

neonate, invasive procedures, such as amniocentesis, fetal blood sampling 

and chorionic villi sampling, may increase the risk of vertical transmission due 

to mixing of the fetal blood and maternal vaginal secretions (Minkoff & 

Mofenson, 1994; Ehrnst et al, 1991). It has been suggested, however, that 

the risk of transmission is higher only in centres with infrequent adoption of 

such procedures (ECS, 1992,1994).

- Vitamin A

Vitamin A deficiency in the pregnant woman has also been suggested to be a 

risk factor for an increased risk of vertical transmission of HIV although the 

evidence seems insufficient to suggest a strong association (Nduati et al., 

1995; Semba et al., 1994). In the light of a possible association between a 

severe vitamin A deficiency and an increased risk of mother-to-child 

transmission vitamin A supplementation to HIV positive women during 

pregnancy could reduce the risk of vertical HIV transmission in the infant. 

Nevertheless, in the absence of conclusive evidence, vitamin A 

supplementation in pregnancy should be carefully examined in the light of 

risks associated with excessive intake of vitamin A, including teratogenicity 

(Azais-Braesco & Pascal, 2000).

- Semen washing

The majority of the interventions, aimed at reducing vertical transmission of 

HIV, are only available to HIV positive mothers. For many HIV discordant 

couples, where the man is HIV positive and the woman seronegative, the 

issue of reproduction produces a great dilemma given the risk of HIV 

transmission both to the woman and the baby. Nevertheless, the wish for 

parenthood becomes a concern for many HIV discordant couples who seek 

reproductive counselling and assistance (Sonnenberg-Schwan, 1999). The 

risk of transmitting HIV from the infected male partner can be reduced with
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the technique of semen washing, which involves the removal of HIV infected 

cells from semen, combined with artificial insemination in the woman 

(Semprini et al., 1992). By 1998 there have been 167 live births following 

artificial insemination with processed sperm and none of the mothers or 

babies have seroconverted (Sonnenberg- Schwan et al., 1998). The potential 

adverse psychological impact, including fear of HIV transmission, worry and 

anxiety while waiting for the test results, has received limited attention among 

studies examining the effectiveness of semen washing among serodiscordant 

couples. Furthermore, ethical consideration, including a theoretical risk of 

transmission to HIV negative women, would merit further debate.

2.1.10 Interventions or prevention?

The existing interventions to reduce mother-to-child HIV transmission have 

been successful to a varying extent, yet the issue of preventing vertical 

transmission of HIV is complex and other factors, such as the availability of 

treatments, adherence, short- term and long-term effects and adverse side- 

effects, as detailed above, need to be taken into account. As none of the 

existing interventions, except perhaps semen washing, is successful in 

avoiding horizontal HIV transmission to the woman, and because the 

therapeutic interventions only offer partial protection from vertical HIV 

transmission, it can be argued that the key to preventing mother-to-child HIV 

transmission remains to be that of preventing the woman from becoming HIV 

infected in the first instance. It is in this context that HIV prevention and 

testing is discussed in the subsequent section.

2.2 Prevention and screening for illness

2.2.1 Primary, secondary and tertiary prevention

Many of the “modern” illnesses, such as cardiovascular disease, cancer, and 

more recently HIV, that account for much of the morbidity and mortality in 

many societies, are seen as due to specific underlying risk factors that can be 

modified to prevent disease, disability and even death. It has been argued
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that once the risk factors responsible for an illness are known, preventative 

effort can be taken to reduce the negative social and economic impact of a 

particular disease on the individual and society (Locker, 1991). Preventive 

health care has also become more salient in the time of the new GP 

contracts, which have made funding contingent on screening targets 

(Johnston, 1994). There are three traditional approaches to prevention at 

different levels. Primary prevention aims to prevent the onset of illness taking 

place at an individual, community or societal level. Secondary prevention 

seeks to detect the illness, or a state potentially leading to illness, at an early 

stage and to intervene with curative medical treatment while tertiary 

prevention aims to minimise the impact of an already existing chronic or 

perhaps terminal condition.

2.2.2 Screening as a means to prevention

Screening, as a means of prevention, has been defined as an “active early 

diagnosis of risk factors for disease as a prelude to intervention” (Locker,

1991). Most screening tests, including the HIV test, fall within the category of 

secondary screening. Screening can take place in various forms, including 

mass screening (eg. PKU), screening as routine (eg. Rubella), screening as 

part of ordinary medical care (blood or urine samples) and finally selective 

screening, targeted at so called groups of “high risk” (eg. sickle cell screening 

for individuals of African origin). Multiphasic screening takes place when the 

individual is simultaneously screened for various diseases or risk factors. The 

main psychological issues involved in screening include errors in screening, 

information and communication of screening (written/verbal), uptake of 

screening and the impact of the screening process (Johnston, 1994). 

Laboratory tests are prone to human errors, which may result in either false 

positive or false negative test results (Gale & Walker, 1991). The process of 

doctor-patient communication about screening can impact on the uptake 

(Conner & Norman, 1991). The manner of communication and the approach 

to provision of test results may also influence the psychological impact on the 

individual as well as adherence patterns to health protective behaviours and 

additional health care where required.
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2.2.3 Limitations of screening

Screening for illness has a number of limitations. At one extreme, if there is 

no definite cure for the particular condition it can be argued that screening will 

have a zero impact on the overall mortality from the disease. For example 

one study assessing the outcome of a multiphasic screening programme 

found no differences in the morbidity or mortality of the screened group and 

the control group which did not undergo screening (Stoate, 1989). There is 

well-documented evidence for negative psychological and behavioural 

outcomes of screening for various illnesses. Revealing previously unknown 

conditions to the individual has been associated with negative feelings 

ranging from anxiety, depression (Bloom & Monterossa, 1981), low self

esteem (Marteau, 1989), disrupted social relationships to absenteeism from 

work (Haynes et al., 1978). Some evidence also supports the adverse 

behavioural consequences following a negative screening result sometimes 

reinforcing a sense of invulnerability (Weinstein, 1984) and even an unhealthy 

life style (Tijmstra & Bieleman, 1987).

2.3 HIV screening

2.3.1 The HIV test

The HIV antibody test became commercially available in 1985. The most 

widely used technique used to detect the presence of antibodies to HIV is 

enzyme-linked- immunosorbent assay test (ELISA). The sensitivities and 

specificities of the ELISA test range from 95% to 99%. In case of a positive 

test result the ELISA test is repeated, and if the result again is positive, the 

test is confirmed by a Western Blot assay (MacGregor, 1991). Evidence 

suggests that the possibility of a false-positive test result is extremely unlikely, 

when both ELISA tests and the Western Blot assay indicate the presence of 

antibodies (Burke et al., 1988). Nevertheless, even more recently there has 

been a report of a case where misdiagnosis may have occurred in the 

absence of a confirmatory test (Riling, 1999).
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New developments in the field of HIV diagnostic methods have emerged in 

recent years, which can be anticipated to provide a greater range of HIV 

screening services. The so-called “simple/rapid tests” produce a result in 

approximately 10 minutes with demonstrated specificities ranging from 99.8% 

to 100% (Saville et al., 1997). Rapid voluntary HIV testing during labour has 

been proposed as an option for women who present to the hospital at the 

onset of labour (Minkoff & O’Sullivan, 1998). A cost-effectiveness analysis of 

voluntary intrapartum rapid HIV testing (Grobman & Garcia, 1999) indicated 

that a significant number of paediatric HIV cases could be prevented if 

women, who receive no antenatal care, were offered voluntary intrapartum 

rapid HIV testing. However, the ethics of rapid HIV testing during labour are 

questionable. Few would disagree with the view that true informed consent 

cannot be acquired during labour. Provision of HIV positive results during 

labour is far from a desirable moment and patient autonomy for making 

informed decisions about antiretroviral regimens for herself and the neonate 

is undermined. The occurrence of false-positive results is a further 

complication. In the light of the limitations rapid HIV testing during labour does 

not appear to be a solution currently and research would be required to 

assess the perceptions of women towards intrapartum HIV testing.

Until recently antibodies to HIV have been detected from serum specimens 

while advances have been made in terms of using non-blood based methods 

such as use of oral fluid or urine samples in detection of HIV antibodies 

(Emmons, 1997). Use of oral fluid has several advantages over the use of 

serum, including low cost, ease and safety of collection and increased 

acceptance by patients due to the non-invasive method of sample collection 

(Emmons, 1997). The combination of simple/rapid HIV tests with easier 

sample collection enables “home-testing” for HIV to occur. The concept of 

home-testing refers to two separate systems, first involving collection of the 

sample at home by the individual who mails the sample to a testing facility for 

diagnosis. The second system enables the individual to perform an HIV test 

with a self-test kit without external advice or assistance. HIV testing outside a 

traditional health care setting raises concerns about the ethics of self- 

diagnosis by patients for an illness that is associated with negative
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psychological outcomes. There is a need to conduct research into potential 

benefits and adverse consequences of home-testing for HIV, including the 

psychosocial ramifications following the use of home test kits.

2.3.2 Voluntary HIV counselling and testing (VCT)

Voluntary HIV counselling and testing (VCT) is defined to be “the process by 

which an individual undergoes counselling enabling him or her to make an 

informed choice about being tested for HIV” (UNAIDS, 2000). The approach 

to VCT may be adapted according to the individual needs and it can also take 

place for couples, families or in a group setting.

Voluntary HIV counselling and testing (VCT) serves multiple roles within the 

HIV prevention and care measures. First of all VCT can be viewed as an 

entry point to HIV education by enabling individuals to acquire accurate 

information about the virus, transmission and the antibody test in a supportive 

environment in which to come to a decision about HIV testing. VCT also 

enables HIV prevention methods to be addressed, so that those who test HIV 

negative may receive counselling regarding how to retain their seronegative 

HIV status and those who test HIV positive may be encouraged to modify 

their behaviours to reduce the risk of transmission to others. Finally, VCT 

enables initiation of medical and psychological care and social support for 

those individuals who are diagnosed HIV positive. For women VCT, before or 

during pregnancy, serves as an entry point for prevention of both horizontal 

and vertical HIV transmission.

The protocol for VCT, published in 1985 (Miller et al., 1985; Miller & Green,

1986) remains little changed. Like interventions appropriate for malaria, TB 

(DOTS), childhood diarrhoea (CRT) and symptomatic management of STDs, 

the approach was based on pragmatic demands of the new technology for 

antibody testing at the time and pushed by public health imperatives to meet 

recognition of growing demand for an intervention (Miller et al., 1986). While 

the “voluntary” and “counselling” elements in VCT were founded after 

recognition of serious adverse psychological impact of testing (then named
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HTLV III), a critical concern was to ensure informed consent for testing, in 

recognition of the serious socio-cultural and socio-economic consequences of 

being diagnosed HIV positive (Miller et al., 1986).

Demands of development of new techniques, such as rapid tests, and 

availability of new prevention protocols in mother-to-child transmission of HIV, 

including nevirapine, and the scope of the epidemic means new models of 

ethical VCT must be urgently researched. There is also a demand for 

application of evidence-based research and linking VCT to theory in order to 

maximise the efficacy of VCT.

2.3.3 The psychological impact of a positive HIV test result

The implications of HIV testing on psychological health have been poorly 

documented (Sherr, 1997). More research exists on the psychological 

consequences of a positive test result as compared with a negative test result 

in persons who have undergone HIV testing. It is generally maintained that 

the experience of HIV testing can cause negative emotions, such as anxiety 

and worry, whatever the test result. A positive HIV diagnosis has been linked 

to increased suicide ideation and attempts (Starace & Sherr, 1999), with a 

bimodal distribution of emotional trauma at the point of initial HIV diagnosis 

and at the emergence of AIDS defining symptoms (Sherr, 1995). Interviews of 

23 HIV seropositive women found that some women expressed regret about 

knowing their HIV status (Beevor & Catalan, 1993). Other possible negative 

ramifications of an HIV positive diagnosis include rejection, stigmatisation, 

social and financial discrimination (De Cock & Johnson, 1998). For women 

there appears to be an increased risk of domestic violence (Temmerman et 

al., 1995). Those diagnosed with HIV have come to know their illness status 

in various ways. Some may have approached an HIV testing clinic while 

others may have become aware of the HIV status during “routine” medical 

care. While some may have perceived themselves to be at high risk of HIV, 

others have remained unaware of when and how they became in contact with 

the virus. Accordingly the psychological impact of a positive HIV diagnosis 

may vary from one individual to another and ongoing counselling and support
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should be tailored accordingly to match the individual needs to maximise 

optimal psychosocial care and support.

2.3.4 The psychological impact of a negative HIV test result

A psychological assessment of physically asymptomatic individuals “at risk of 

HIV” who came forward for HIV screening suggested a marked reduction in 

distress after disclosure of a negative HIV test result (Perry et al., 1990). 

However there is evidence to suggest that a negative test result is not a 

sufficient condition for producing behaviour change. For example, Norton et 

al. (1997) reported that some individuals repeatedly return for one or more 

HIV tests following a previously negative HIV test result (Norton et al., 1997). 

The study by Norton et al. (1997) found that repeat HIV testers reported 

different sexual risk behaviours, which suggests that post HIV test counselling 

and prevention advice they had received following an earlier HIV test had had 

a limited impact on sexual risk behaviours. Thus, a negative HIV test result 

may offer “false reassurance” (Meadows et al., 1990), a perception, which 

may influence future health behaviours and motivation to seek a further HIV 

test. Empirical research on the psychological and behavioural effects of 

voluntary counselling and HIV testing for women is sparse, although available 

evidence suggests only limited impact (Ickovics et al., 1994). These included 

“intrusive thoughts about AIDS” and an “elevated estimated chance of 

acquiring HIV” in HIV tested women compared with a control group, although 

these indices did not persist at a three month follow-up (Ickovics et al., 1994). 

The same study found little evidence for changes in “high-risk” sexual 

behaviours in HIV tested women and untested women. HIV prevention 

interventions in general and attempts made to increase the uptake of HIV 

testing specifically are likely to benefit from investigation into the 

psychological ramifications following a negative HIV test result.

49



2.4 General antenatal screening

2.4.1 Antenatal screening tests

Of all preventative medical procedures the UK has observed a very high 

uptake of antenatal care and screening during pregnancy is generally 

perceived as an integral part of antenatal care by women (Richards & Green, 

1993). In general antenatal screening programmes have the objective of 

providing reproductive choice and to reduce both maternal and infant 

morbidity and mortality (Karnon et al., 1996). Various routine screening tests 

may be simple and non-invasive observations, such as measurement of 

weight, height or blood pressure. In addition a blood sample may be obtained, 

with the woman’s informed consent, and tested for haemoglobin, blood group 

and antibodies, such as rubella, syphilis or hepatitis. Some women may be 

offered haemoglobinopathy screening for sickle cell or thalassemia, 

particularly if the woman is unaware of her carrier status and/or is born in an 

area where these inherited conditions are prevalent (eg. In the Mediterranean 

and parts of Africa and Asia). In general these blood tests are offered to the 

woman at the first antenatal visit, as may be HIV testing. Some blood tests 

such as those for Down’s syndrome and neural tube defects are only valid 

after the first trimester.

2.4.2 The psychological impact o f general antenatal screening

It has been argued that pregnant women and medical professionals “embark” 

on antenatal screening for different reasons (Farrant, 1985). For the woman 

the test serves to reassure that “all is well with the baby” while doctors aim to 

detect abnormalities before they are clinically obvious. Nevertheless, 

antenatal screening tests, including alpha-fetoprotein (AFP) screening, 

amniocentesis and ultrasound, all have been reported to have a clear 

psychological impact on the expectant mother. For example, a positive serum 

screening test result has been argued to reduce woman’s emotional 

wellbeing, by causing anxiety (Statham & Green, 1993), worry and fear 

(Santalahti et al., 1996), regarding fetal abnormality. The occurrence of a
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false positive test result is associated with high levels of anxiety and negative 

feelings are not uncommon even following a final reassuring confirmatory test 

(Santalahti et al., 1996). It is generally maintained that a positive test result is 

associated with anxiety and that a negative test result is associated with a 

feeling of reassurance (Marteau, 1995; 1989). However, some studies have 

found little evidence for a negative psychological sequleae following maternal 

serum screening for women (Goel et al., 1998). Furthermore, the results of a 

review of antenatal screening tests have shown that the impact of the testing 

process, and results, varies between individuals though tests appear to have 

the potential for either creating or alleviating anxiety (Green, 1990). 

Nevertheless, for many, reassurance is the main reason for having antenatal 

screening tests (Santalahti et al., 1998; Roelofsen et al., 1993). Roelofsen 

(1993) also found that women who had experienced problems during 

previous pregnancies felt stronger need for reassurance during subsequent 

pregnancy. Women undergoing antenatal screening tend to belong to one of 

the two groups, on one hand there are women who do not perceive a 

personal risk, and on the other hand women who know they belong to a

certain high risk category (Green, 1990). Such perceptions will invariably have

an effect on the levels of stress and anxiety experienced by the woman 

undergoing screening. Coping style has also been proposed to mediate the 

level of anxiety (van Zuuren, 1993). For example information seeking 

“monitors” have been found to experience greater anxiety compared with 

information avoiding “blunters” (Miller, 1987). Van Zuuren (1993) also found 

that emotional costs of antenatal screening were even greater for “high” 

versus “low” monitors.

2.5 Antenatal HIV testing

2.5.1 The rationale for antenatal HIV testing

Given the potential benefits of the currently available medical interventions for 

the HIV positive pregnant woman, and the concern over rising incidence of 

obstetric and paediatric HIV cases in the United Kingdom, there has been an 

increase in unlinked anonymous serosurveys of pregnant women for HIV in
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order to establish a picture of the background regional and national 

seroprevalence. Such epidemiological studies have over time resulted in 

efforts to implement voluntary named HIV screening in several established 

antenatal clinics, which are considered to belong to areas of high HIV 

prevalence.

In 1992 and 1994 The Department of Health issued recommendations on 

antenatal HIV testing (DoH, 1992; 1994). These policy guidelines encourage 

the HIV test to be offered to all pregnant women in areas of high, or 

suspected high, HIV prevalence. HIV testing is encouraged to be available in 

areas considered to have a low HIV prevalence to those pregnant women 

who request it and to women identified at high risk. The rationale for HIV 

testing of pregnant women is an extension of the general advice stated by the 

Department of Health, that it is now on balance better to be aware of HIV 

seropositivity. Knowledge of HIV seropositivity allows the woman to opt for 

one or more interventions, which have the potential to reduce the chances of 

vertical transmission to the baby. It also enables the woman to receive 

appropriate monitoring of her own health and potentially to benefit in a timely 

fashion from the available medical treatments (DoH, 1992; 1994). The RCOG 

considers the principal objective of antenatal HIV testing to be that of 

reducing the transmission of HIV from mother to child, while acknowledging 

“clear benefits” to both infected mothers and babies (RCOG, 1996). The 

current recommendation of an Intercollegiate Working Group is that the test 

should be recommended to all pregnant women in high-risk areas 

(Intercollegiate Working Party, 1999).

In summary, the rationale for HIV antenatal testing policies and practices has 

two main objectives:

1 ) Epidemiological surveillance of an infectious disease

2) Prevention of vertical transmission for the baby and appropriate

medical management for the mother and the baby.

Prevention of HIV among women of reproductive age may be seen as an 

additional benefit.
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In the context of a strong ‘push’ to increase the uptake of antenatal HIV 

testing the potential negative psychological, social, financial and legal 

implications of an HIV positive serodiagnosis during pregnancy should not be 

overlooked. Ongoing studies of the adverse impact of a seropositive HIV 

diagnosis, as experienced by pregnant women, would be informative.

Some have argued that in general antenatal screening is “provider-driven” 

and that there is a continuous danger that clinic attenders are persuaded to 

accept screening tests (Thornton, 1994; Gregg, 1993), thus undermining their 

right for informed consent and refusal. In recent years many antenatal 

screening tests have been offered to women as routine, with high uptake by 

women, with the exception of HIV testing (Smith et al., 1996). In the early 

1990’s availability of therapeutic options, in case of a positive HIV test result, 

were limited (Smith et al., 1996) and HIV was surrounded by stigma and 

discrimination. In a sense policy makers and obstetric practitioners have 

regarded antenatal HIV testing as “different” compared with other antenatal 

tests. The low uptake rates of antenatal HIV testing in the UK suggests that 

pregnant women also view the HIV test differently, compared with other 

antenatal screening tests. Since the availability of a diagnostic test for HIV, 

many pregnant women are faced with an additional decision about whether to 

have the HIV test during pregnancy.

2.5.2 The extent of antenatal HIV testing globally

HIV screening of pregnant women, using maternal blood, or indirectly using 

cord or fetal blood, has been widespread (Sherr, 1991). In 1991-92 one in five 

pregnant women were tested for HIV in Australia (Elford et al., 1995). In 

Sweden 25% of the population had been tested for HIV as early as 1989 

(Blaxhult et al., 1993) and by 1996 9.5 million HIV tests had been carried out 

for a population of 8.5 million (Danziger, 1998). Recently a review of 13 

studies, mostly in Africa, evaluated the acceptability of voluntary HIV 

counselling and testing by pregnant women in the context of clinical trials to 

reduce mother-to-child transmission of HIV in developing countries (Cartoux 

et al., 1998). Of the 62 studies on voluntary HIV testing in the United States
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as many as 25 related to antenatal HIV testing programmes (Irwin et al., 

1996). One hospital in British Columbia, Canada, noted an increase in the 

rate of antenatal HIV testing from 55% in 1995 to 76% in 1996 (Patrick et al., 

1998). In Thailand routine HIV testing of 24,856 pregnant women, with 100% 

uptake, resulted in a HIV prevalence rate of 0.36% (Phuapradit et al., 1995). 

By 1994 at least 57 anonymous unlinked HIV serosurveys had been 

conducted across Europe, of which 38% were directly, or indirectly, assessing 

the prevalence of HIV in women (Sherr, 1997). Although epidemiological HIV 

surveillance studies are cited as a means to allocating resources, or 

preventive measures, to be directed to the population in need, few studies 

mention primary prevention of HIV for this female population.

2.5.3 The extent of antenatal HIV testing in the United Kingdom

An ongoing unlinked anonymous HIV seroprevalence monitoring programme 

in England and Wales provides yearly updates on the HIV-1 epidemiology 

including regional information on the incidence of HIV-1 infection in 

pregnancy in the United Kingdom. In addition a number of maternity units 

have a policy of universal voluntary named antenatal HIV testing (Tookey et 

al., 1998).

In 1996, 13 out of 33, maternity units in the London area had a universal 

policy of named antenatal HIV testing, whereby all pregnant women were 

systematically offered an HIV test. 14 other units had a selective HIV testing 

policy, whereby women considered at risk were offered an HIV test. In the 

remaining six clinics HIV testing was available on request (MacDonagh et al., 

1996). Voluntary named HIV testing programmes have been evaluated with 

respect to test uptake and detection rates as well as for problems in setting 

up the service (Hawken et al., 1994; Chrystie et al., 1995), knowledge of HIV 

testing among pregnant women (Desmond & Morgan, 1994) and audit of 

documentation and record (Dalzell et al., 1995).
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2 .5.4 The role of counselling for H IV  testing in pregnancy

Both pre- and post-test counselling form an integral part in the voluntary HIV 

testing procedure (Miller et al., 1990). The main objective of pre-HIV test 

counselling is to “provide individuals who are considering being tested with 

information on the technical aspects of screening and the potential personal, 

medical, social, psychological and legal implications of being diagnosed either 

HIV positive or negative” (WHO, 1990). While pre-test counselling enables 

pregnant women, and their partners, to make an informed decision whether to 

have the HIV test, post-test counselling is central to the provision of medical 

and psychosocial care of HIV positive individuals and enables risk-reduction 

counselling for HIV negative individuals to take place (WHO, 2000).

Pre-test counselling for pregnant women consists of two main elements; the 

provision of information to the woman and informed consent (accept or 

decline test) by the woman. To enable a pregnant woman to make an 

informed decision about whether to have an HIV test the health care 

professional should inform the woman about several issues concerning 

antenatal HIV testing. These include information about HIV/AIDS and the HIV 

test, modes of HIV transmission, including vertical transmission, advantages 

and disadvantages of testing for HIV, the test procedure, treatment options 

during pregnancy, the option of pregnancy termination, results provision, 

disclosure to partner, coping mechanisms in case of a positive test result, 

confidentiality, the right to decline testing and additional avenues for 

information and support (DoH & The RCOM, 1998). The pre-test counselling 

session also includes an assessment of individual risk factors for HIV 

infection as well as advice on safer behaviours and HIV prevention methods. 

The test decision must be the choice of the individual whose confidentiality 

needs to be assured.

The approach to post-test counselling depends on the test result and 

individual client need for advice and support. Post-test counselling consists of 

both the provision of the result and supporting the client in adjusting to the 

new information. Immediate emotional support, and sometimes crisis
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counselling, follows the provision of a positive test result. HIV prevention 

methods are discussed to assist in preventing transmission from taking place 

in HIV negative, or untested, partner(s). Post-test counselling provides an 

important opportunity for risk-reduction counselling of HIV negative 

individuals. Where relevant the individual should be provided advice about 

follow-up avenues for emotional, social and legal support.

2.5.5 Advantages and disadvantages of voluntary counselling and HIV 
testing In pregnancy

Voluntary counselling and HIV testing before or during pregnancy has a 

number of potential benefits and adverse implications to the woman. The 

potential benefits include early treatment and psychosocial support for herself 

and appropriate treatment and follow-up for her child(ren) (Saba, 1997; 

Minkoff & Willoughby, 1997). Counselling and HIV testing may facilitate the 

woman’s decision making about her current pregnancy and future fertility and 

also allows for decisions to be made regarding uptake of interventions for 

prevention of mother-to-child transmission of HIV. Finally knowledge of 

positive serostatus may reduce the risk of transmission to sexual partners and 

knowledge of positive serostatus may encourage sexual partners to come 

forward to HIV counselling and testing. Women diagnosed HIV negative can 

also benefit from information about HIV risk reduction methods.

Despite the potential benefits of HIV counselling and testing in pregnancy, 

there are also reports of adverse consequences for the women following HIV 

counselling and testing. These include an increased risk of violence, 

stigmatisation and discrimination within the family, community or by health 

care workers and higher levels of anxiety and negative psychological 

sequelae (Starace & Sherr, 1999; van der Straten et al., 1995; Sherr, 1995; 

Colebunders & Ndumbe, 1993).

2.5.6 The efficacy of VCT as an HIV prevention Intervention

Until recently there was no conclusive evidence about the efficacy of risk- 

reduction counselling to prevent HIV and other STDs and the complexity of
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the voluntary HIV counselling and testing process and the many possible 

outcomes have hampered efforts to evaluate the effectiveness of the 

procedure on prevention of HIV. While early studies provided only moderate 

support for voluntary HIV counselling and testing on changing risk behaviours 

among 'high-risk' populations (Ickovics et al., 1994; Higgins et al., 1991) other 

studies have found that counselling interventions have the potential to 

increase condom use and to prevent new STDs (Kamb et al., 1998; De Zoysa 

et al., 1995; Allen et al., 1992), to reduce unprotected sexual intercourse with 

non-primary partners (The Voluntary HIV-1 Counselling and Testing Efficacy 

Study, 2000) and among serodiscordant couples (Allen et al., 1992; Kamenga 

et al., 1991). A study of female FPC and gynaecology clinic attenders found 

no significant changes in condom use, number of sexual partners or self- 

reported rate of STDs at a 4-month follow-up after being tested for HIV 

(Wilson et al., 1996). Danziger (1998) has reported that many new HIV 

infections are acquired from persons who are already aware of their HIV 

positive serostatus. In summary, recent consensus appears to be that the 

procedure can be a highly cost-effective HIV prevention intervention in 

developing country settings (The Voluntary HIV-1 Counselling and Testing 

Efficacy Study, 2000).

Studies on the ‘effectiveness’ of voluntary counselling and HIV testing in 

pregnancy are scarce. Before the availability of zidovudine the role of VCT 

was predominantly studied in terms of its impact on reproductive decision 

making of pregnant women by comparing the incidence of pregnancy among 

women diagnosed HIV positive and those diagnosed HIV negative. The 

available studies have indicated similar pregnancy rates among seropositive 

and seronegative women (Sunderland et al., 1996; Cowan et al., 1990; Kiragu 

et al., 1990; Selwyn et al., 1989). Since zidovudine, and other antiretroviral 

agents, have become widely available in the industrialised countries voluntary 

HIV counselling and testing plays an important role in implementation of 

mother-to-child transmission interventions. The use of zidovudine to prevent 

mother-to-child transmission is on the increase in Europe and in conjunction 

with formula-feeding the rate of vertical transmission is decreasing (The 

European Collaborative Study, 1998). Nevertheless the actual success of
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these interventions is strongly dependent on the uptake of antenatal HIV 

screening. The challenge currently no longer rests in demonstrating the 

efficacy of the voluntary HIV counselling and testing intervention per se, but in 

understanding individual factors associated with acceptability of VCT, 

predictors of intention and uptake, factors associated with return rate for test 

results and the psychological and social ramifications of VCT, including the 

impact of positive and negative serodiagnosis on individuals and disclosure.

2.5.7 The psychological impact of HIV testing during pregnancy

Although the psychological impact of a positive HIV test result has been 

reported in various populations, few studies have been published regarding 

pregnant women (Sherr et al., 1996) and the psychological ramifications 

following HIV testing during pregnancy are currently understudied. The focus 

of much research on women and HIV testing has been on reproductive 

decision-making, rather than on the psychological issues, such as 

psychological impact or behavioural change following HIV counselling and 

testing (Ickovics et al., 1994).

Studies which have examined the psychological ramifications of a positive 

HIV serodiagnosis among pregnant women have reported feelings of betrayal 

and anger in those women who contracted the virus from their partners 

(Buckingham & Rehm, 1987; Evans, 1987). The HIV diagnosis may lead to 

isolation and lack of social support (Rickert, 1989). Some women will also 

face issues surrounding fertility and reproduction and may be burdened by 

decisions relating to childbearing. It would be expected that an HIV positive 

diagnosis during pregnancy would cause more widespread psychological 

trauma for the woman given the potentially fatal nature of the infection for the 

mother and the possibility of vertical transmission of HIV. In this sense the 

HIV test is unlike any other antenatal test (Sherr, 1997). Available evidence 

suggests that women who are diagnosed HIV positive for the first time during 

antenatal care experience anxiety, depression, personal isolation and fear of 

abandonment coupled with encounters of health care discrimination (Lester et 

al., 1995). Catalan et al., (1996) reported considerable level of psychological
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morbidity in seropositive women, compared with seronegative women, 

including sexual problems and difficulties in social adjustment. Other burdens 

following an HIV positive diagnosis may involve loss of economic resources, 

such as income, housing and insurance (Lo et al, 1989). In addition to the 

emotional impact of an HIV positive result, there may be wider consequences 

for the families concerned. HIV infection in one or more family members has 

been associated with bereavement, secrecy and changes to the existing 

family structure (Melvin & Sherr, 1995). Furthermore, there is some evidence 

to suggest that HIV infected and/or affected children face an increased risk of 

permanent separation from their mothers (Blanche et al., 1996). Early 

separation may occur due to hospitalisation, maternal mortality, incarceration 

related to drug use and sometimes abandonment.

Although the great majority of pregnant women in the UK will be HIV negative, 

HIV screening during pregnancy nevertheless may have a psychological 

impact for many antenatal clinic attenders. Although a Scottish study 

indicated that a policy of offering HIV testing to all pregnant women was not 

perceived intrusive, nor did it appear to increase women’s anxiety, worry 

about having an HIV positive baby was an issue for many (Simpson et al., 

1999; Simpson et al., 1998). A qualitative interview of pregnant women in 

Scotland found that although the majority of the women were in favour of the 

HIV test offer during pregnancy, they did not necessarily wish to accept the 

test personally (Boyd et al., 1999). The majority of HIV positive women are 

concentrated in greater London, many of who are from ethnic minority 

background. There would appear to be a need to research the psychological 

impact of HIV testing in pregnancy among this multi-cultural clientele in their 

own languages as few studies on the issue of antenatal HIV testing have had 

provision for questionnaire translations or focus group discussions for non- 

English speaking clinic attenders.

2.5.8 HIV test uptake rate

The acceptability of HIV testing appears to vary within and between clinic 

settings (Irwin et al., 1996). In the United States the acceptability of antenatal
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HIV testing ranged from 3%-100% (Irwin et al., 1996). Acceptability of 

antenatal HIV testing was found to be associated with factors such as 

concern for the infant’s health, perception and acceptance of personal HIV 

risk, confidentiality protections, framing of counselling and testing as “routine”, 

and the provider belief that the HIV test benefits the individual.

Cartoux et al. (1998) noted a median overall acceptability of 69% of voluntary 

antenatal HIV counselling and testing in a review of 13 studies from 

developing nations. In Cote D’Ivoire and Burkina Faso 92.4% of pregnant 

women consented to HIV testing, although fewer women returned for results 

(58.4% and 81.8%) (Cartoux et al., 1998). In Thailand a 100% uptake of 

antenatal HIV testing was achieved, although the authors noted that such 

uptake rate would be difficult to achieve in most societies (Phuapradit et al., 

1995).

Several studies carried out in the UK have aimed to determine factors which 

could be associated with HIV test intentions or uptake by antenatal women 

(Simpson et al., 1999; Simpson et al., 1998; Gibb et al., 1998; Jones et al., 

1998; Duffy et al., 1998; Sherr et al., 1996; Mercey et al., 1996; Meadows & 

Catalan, 1994; Meadows et al., 1994; Meadows et al., 1993; Barbacci et al., 

1991; Meadows et al., 1990; Jenkinson & Meadows, 1990).

Table 2.3 below shows factors and variables, which have been studied in the 

context of their association, or predictive value, of antenatal HIV testing 

intentions or uptake in the UK.
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Table 2.3 Variables found to be associated, and those not found to be
associated, with antenatal HIV testing intentions and uptake

Author(s) Year Variables found associated with 
intention or HIV test uptake

Variables not found to be 
associated with HIV test 
Intention or uptake

Jenkinson 
& Meadows

1990 Uptake rate higher if:
- Afro-Caribbean compared with 
Caucasian or Asian
Uptake lower if:
- Married or in a stable relationship

Meadows 
et al.

1990 Factors associated with uptake rate: 
Individual characteristics of both the 
midwife and the ANC attenders, 
such as age, ethnicity, knowledge of 
and attitudes to HIV and antibody 
testing, as well as counselling 
approach of the midwife 
Individual midwife consulted (3%- 
82% uptake range)

Barbacci et 
al.

1991 When HIV testing offered routinely to 
women, irrespective of risk behaviour, 
the proportion of all patients tested 
increased from 31% to 76%
(HIV positive women least likely to 
accept HIV test offer)

Meadows 
et al.

1993 Predictors of antenatal HIV testing 
intention:

Perceived benefit of the HIV test to 
the woman (strongest predictor) 
Younger age and being single 
Perceived risk of HIV infection 
Perceived benefit of the test to the 
partner and benefit the midwife 
Poor knowledge of the sexual 
routes of HIV transmission

Intention did not correlate with: 
Perceived benefit to 
research 
Anxiety score 
Number of previous 
pregnancies

Meadows 
et al.

1994 More likely to accept an HIV test offer if: 
Single and not in a stable 
relationship 
Mediterranean origin 

Less likely to accept an HIV test offer if: 
Caucasian 
Married

Intention did not correlate with 
any other variable including: 

Age, religion, length of 
gestation at ‘booking’, self 
described ethnicity, marital 
status
Risk factors (eg history of 
drug use or blood 
transfusion)
Reaction to pregnancy and 
whether it was planned or 
unplanned

Meadows & 
Catalan

1994 Reasons for declining the HIV test:: 
Assumption of no past risk 
Being in a stable relationship 
Not wanting to think about HIV while 
pregnant
Not wanting to know if HIV positive 

Reasons for accepting the test:
Concern about health of the baby 
Fear for own health

Following not found to be 
associated:

Demographic variables 
(age, marital status, country 
of origin)
Knowledge of vertical 
transmission
Perceived likelihood of HIV 
Whether had discussed HIV 
testing with the partner 
Anxiety score
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Author(s) Year Variables found associated with 
intention or HIV test uptake

Variables not found to be 
associated with HIV test 
Intention or uptake

Sherr et al. 1996 More previous pregnancies
HIV risk) measured with objective or
subjective indicators
Higher worry and resentment
among test consenters, lower
reassurance about HIV test among
non-consenters

Age, social class, country of 
origin, duration of current 
pregnancy
Knowledge of HIV and 
AIDS
Beliefs about benefits or 
drawbacks about HIV 
testing

Mercey et 
al.

1996 Predictors of HIV antenatal testing 
uptake (univariate analysis)

Caucasian or Mediterranean origin 
Fewer previous live births 
More than one life time sexual 
partner
Previous HIV testing 

Predictors (multivariate analysis) 
Fewer previous live births 
Ethnic origin

Univariate analysis:
Previous termination or 
miscarriage 
Maternal age

Simpson et 
al.

1998 Independent predictors of antenatal HIV 
testing uptake:

Being directly offered the test 
The midwife seen 
Being unmarried 
Previous HIV test(s)
Younger age

Duffy et al. 1998 More likely to test if:
Attended a hospital clinic
Non-Caucasian
Had thought about HlV testing
previously
Seen by a particular midwife

Knowledge of HIV

Jones et al. 1998 If pre-test discussion lasted more 
than 5 minutes
If seen by a midwife qualified under
5 or over 10 years ago
Seen by a midwife from black ethnic
groups

Dennison 
et al.

1998 Significant rise in uptake over a 
three-month study period

Demographics 
Perceived risk 
Having read an HIV leaflet

Gibb et al. 1998 Strongest predictor of uptake:
Maternity unit attended 

Uptake significantly higher if:
Discussion on HIV transmission had 
taken place
Disclosed risk factors for HIV

Length of gestation 
W oman’s fluency in English 
Whether seen alone or not 
Booked in a hospital clinic 
or community based clinic

Simpson et 
al.

1999 Predictors of uptake:
Being offered the HIV test 
Midwife seen (most positive attitude 
towards HIV testing) (uptake ranged 
15%-48%).
Having first baby
Living in area of social deprivation
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An early study (Barbacci, 1991) indicated that those women who are most 

likely to be HIV infected are the least likely to accept the offer of an HIV test. 

Conversely reasons for declining the HIV test offer were assumption of no 

past risk, a stable relationship and not wanting to know one’s HIV serostatus 

(Meadows et al., 1994). The reasons for accepting the HIV test include 

concern about risk to baby and for a woman’s own health and perception of 

personal risk (Meadows & Catalan, 1994).

For ANC attenders, while some studies have found demographic variables, 

such as younger age to predict antenatal HIV testing intention or uptake 

(Simpson et al., 1998; Meadows et al., 1993) no age related association was 

reported by Mercey et al., (1996), Sherr et al., (1996), Meadows et al., (1994) 

or Meadows & Catalan (1994). Also, while being single and not in a stable 

relationship was associated with antenatal HIV testing intention is some 

studies (Simpson et al., 1998; Meadows et al., 1994) this was not the case in 

a study by Meadows & Catalan (1994).

Evidence concerning ethnicity is also inconsistent. Some have reported 

higher uptake rates among non-Caucasian women (Duffy et al., 1998), 

women of Afro-Caribbean (Jenkinson & Meadows, 1990) or Mediterranean 

(Meadows et al., 1996) origin compared with Caucasian or Asian women 

while, others have found Caucasian origin to be a strong predictor of 

antenatal HIV test uptake (Mercey et al., 1996). Ethnicity or country of birth 

was not found to be associated with intention or test uptake by Sherr et al. 

(1996), Meadows & Catalan (1994) or Meadows et al. (1994).

On examining fertility history, Simpson et al. (1999) found having a first baby 

to be a strong predictor of antenatal HIV test uptake. The number of previous 

pregnancies was also a predictor of test uptake in a study by Mercey et al. 

(1996) and found to be associated with HIV test intention by Sherr et al. 

(1996), but not in a study by Meadows et al. (1993). Other reproductive 

variables examined, such as length of gestation (Gibb et al., 1998; Sherr et 

al., 1996; Meadows et al., 1994), previous termination or miscarriage (Mercey 

et al., 1996) or reaction to pregnancy and whether it was planned or

63



unplanned (Meadows et al., 1994) have not been found to be associated with

antenatal HIV testing intentions or uptake.

Evidence on the association of HIV knowledge and HIV test intention and 

uptake is also inconsistent. Knowledge of HIV and AIDS (Duffy et al., 1998; 

Sherr et al., 1996) or knowledge of vertical HIV transmission have not been 

found to be associated (Meadows & Catalan, 1994), while Meadows et al.

(1993) found low knowledge of sexual routes of transmission to be associated 

with HIV test intention.

The association between HIV risk disclosure and HIV testing intention and 

uptake is also unclear. While Gibb et al. (1998) and Sherr et al. (1996) found 

significantly higher antenatal HIV testing intention or uptake rates by women 

who disclosed HIV risks no such correlation was found by Meadows et al.,

(1994). Perceived risk of HIV infection was a predictor of antenatal HIV 

testing intention in a study by Meadows et al., (1993) but not found to be 

associated in a study by Meadows & Catalan (1994).

Women who had thought about HIV testing previously (Duffy et al., 1998) or 

had already tested for HIV (Simpson et al., 1998; Mercey et al., 1996) have 

been found to be significantly more likely to test for HIV during pregnancy. 

The only study where partner involvement in HIV discussion was examined 

found that whether a woman had discussed HIV testing with her partner or 

not was not associated with decision to test for HIV (Meadows & Catalan, 

1994). The role of partner HIV testing intention or uptake has not been 

studied and most previous studies have overlooked the impact of partners’ 

HIV testing attitudes and practices on uptake of HIV testing among pregnant 

women.

An early study by Meadows et al. (1990) indicated that the individual midwife 

consulted was linked to variation in uptake rate ranging from 3% to 82%. The 

midwife seen has been found to be a strong predictor in subsequent studies 

by Simpson et al., (1999), Duffy et al. (1998), Simpson et al. (1998) and 

Jones et al. (1998). Also, attending a maternity unit that has a routine
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antenatal HIV testing policy appears to be a strong predictor of antenatal HIV 

test uptake (Gibb et al., 1998) as does being directly offered the HIV test 

(Simpson et al., 1999; 1998; Barbacci et al., 1991). Uptake rate has also 

been found to be significantly higher if the pre-test HIV discussion lasted 

longer than 5 minutes (Jones et al., 1998) and if discussion on HIV 

transmission had taken place (Gibb et al., 1998). The “provider effect" on 

uptake of HIV testing in pregnancy has been particularly pronounced in 

France, where the offer of an HIV test to all pregnant women is now a legal 

requirement for all obstetricians. This has resulted in high HIV test uptake rate 

(> 80%) by women attending antenatal clinics (Vayssière et al., 1999). In the 

UK this raises the possibility that training of midwives may have an impact on 

HIV test uptake by women.

In England and Wales the uptake of antenatal HIV testing has remained 

relatively low (Gibb et al., 1998; Mercey, 1998). The HIV uptake rate during 

pregnancy has ranged from around 10% in London (MacDonagh, 1996) to 

44% in Scotland (Smith, 1996) at the time of present research. Antenatal HIV 

“detection” rates are calculated by aligning the results of the unlinked 

anonymous HIV prevalence screening programmes with the voluntary and 

confidential RCOG reports (National Study of HIV in Pregnancy, 1999). While 

in 1991 only 4.9% of previously undiagnosed HIV infections were identified 

during pregnancy, by 1998 this figure had increased to 23.9% (National Study 

of HIV in Pregnancy, 1999). Nevertheless, the detection rate has remained 

moderate, and some 80% of HIV positive women have no access to 

information about potential therapeutic options during pregnancy. It remains 

to be seen whether a policy of recommending rather than offering the test 

would alter the situation. A recent report by Simpson et al. (1999) suggests 

that an “opt-out", but still voluntary antenatal HIV testing policy, is positively 

endorsed by women and more likely to be effective. The “opt-out” policy 

resulted in an 88% uptake, comparing with a 35% uptake during the previous 

“opt-in" policy in 1996-97 (Simpson et al., 1999). In London, where an “opt-in" 

policy is operational, two studies have reported an uptake rate of 41% among 

pregnant women (Duffy et al., 1998; Mercey et al., 1996).
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it is clear from the results of the reviewed studies that findings on the factors 

and predictors of women’s intention to test for HIV and actual uptake of HIV 

testing are inconsistent. The evidence regarding the strongest predictors of 

uptake of HIV testing among pregnant women is still inconclusive and as such 

requires ongoing investigation in order to increase the acceptability and 

uptake of HIV testing among pregnant women.

2.6 HIV prevention

2.6.1 HIV prevention in general

Despite encouraging advances in the therapeutics to prolong the life span of 

HIV infected individuals, behaviour change remains one of the few effective 

means of preventing new HIV infections (Kelly, 1992). Since the beginning of 

the HIV epidemic a range of prevention strategies have been developed and 

implemented at different levels. HIV prevention strategies have ranged from 

community wide educational input, usually in form of mass media 

interventions, to peer education and face-to-face counselling. Alternatively 

HIV prevention may take the form of needle exchange programmes or 

condom distribution and detection and treatment of STD’s at large. The early 

HIV efforts predominantly targeted the general population after which a shift 

occurred and HIV prevention strategies were designed, implemented and 

evaluated for specific target groups, such as homosexual men, intravenous 

drug users, adolescents, prisoners, ethnic minority individuals from endemic 

areas, refugees and sex workers.

A review of 77 studies of HIV prevention interventions indicated that long term 

behaviour change followed at least 26% of the interventions while other 

studies demonstrated short term impact (Choi & Coates, 1994). However, 

despite the epidemiological evidence that worldwide women are becoming 

infected with HIV as frequently as men, few targeted HIV prevention 

interventions have been designed for them (Wingwood & DiClemente, 1996).
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2.6.2 HIV prevention during pregnancy

Given the relatively low prevalence of HIV infection in pregnant women, and 

the high costs of introducing counselling and testing in antenatal clinics, some 

have disputed the feasibility of HIV testing programmes in antenatal care 

(Chrystie, 1995). However, such arguments on the cost-benefit of HIV 

counselling and testing merely seem to consider the test uptake rate and 

detection rate of HIV positives, as the main outcome measures of the 

success. Little emphasis is placed on the fact that pregnant women, of whom 

the great majority are HIV negative, could benefit from potentially lifesaving 

HIV information if such was available during pregnancy. HIV prevention rarely 

enters the cost-benefit equation, even though prevention of the HIV infection 

may have been the rationale for antenatal HIV testing programmes in the first 

place.

During antenatal care the opportunity is taken to offer advice on a healthy 

lifestyle for the benefit of both the mother and her child. Voluntary HIV 

counselling testing has been seen by many as a means of reducing the 

spread of HIV in the society through increasing HIV awareness among 

women. Therefore health education and risk minimisation are seen as 

forming an important part of the counselling regardless of the nature of the 

test result. The effects of HIV testing and counselling in STD, and HIV testing 

clinics on risk behaviours are widely researched (Higgins, 1991). However, of 

the 66 such studies, the 11 that concerned counselling and testing in 

pregnancy, had predominantly studied merely one aspect of “behaviour 

change”, that of pregnancy termination rate (Sherr, 1996). Thus studies on 

pregnant women have rarely looked at forms of behaviour change, bearing in 

mind that this screened population is unique in being generally low risk, and 

thus may be less likely to be receptive of unsolicited counselling.

2.6.3 The raie of obstetricians, gynaecologists and general practitioners in 
HIV prevention

Obstetricians and gynaecologists have an important role in HIV prevention for 

women of reproductive age. Although national guidelines in USA have stated
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an objective that 75% of primary care providers should carry out “age- 

appropriate HIV prevention counselling” (US Dept of Health and Human 

Services, 1991) obstetricians now regarded as primary care providers report 

providing such counselling much less frequently than recommended 

(Boekeloo et al., 1993). Results of a more recent survey of a random sample 

of obstetricians and family physicians in Minnesota showed that providers 

were more likely to recommend pregnant women to test for syphilis (97%) and 

hepatitis B (99%) than for HIV (43%) (Mills et al., 1998). It seems that 

although most physicians positively endorse antenatal HIV testing their 

reported screening practices appear to differ from their personal beliefs about 

universal HIV testing in pregnancy.

In the UK much of the antenatal care is provided by midwives and general 

practitioners within the primary care setting in the community. As the HIV 

infection prevalence in the women of reproductive age is increasing GPs can 

be expected to have more women requiring HIV information and/or testing in 

the future. Nevertheless in the early 1990's only a minority of G P's (3.7%) 

appeared to discuss HIV issues with every pregnant woman and some (22%) 

‘never’ discussed HIV. Only about 11% of G P's felt able to deliver effective 

pre-and post test counselling (Sherr et al., 1992). It is questionable whether 

HIV prevention is a high priority for GP's particularly given that an average GP 

may only encounter few HIV positive women per year.

Even if all pregnant women were routinely offered an HIV test during the 

current pregnancy this is unlikely to mean that all women undergoing HIV 

screening will remain HIV negative in the future. Available evidence indicates 

that a negative HIV test result alone is not sufficient in producing long-term 

reduction in risky behaviour (Choi & Coates, 1994). WHO has produced 

guidelines for HIV counselling in pregnancy identifying the main issue as “the 

prevention of HIV infection in the child” (WHO, 1990). However this view does 

not take account of the fact that many women risk acquiring the HIV infection 

at the time they become pregnant, or indeed subsequently (Patton, 1994). If 

the premise is that HIV testing during antenatal care will reduce the incidence 

of vertical transmission then HIV preventive advice for the women should be a
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component of HIV counselling and discussion where appropriate. Given the 

low HIV test uptake, HIV risk reduction counselling, and relevant health 

education, should also be available to women who decline the test. Safe 

practices will enable seronegative women to retain that status. HIV 

preventative information is also useful to HIV positive women given the recent 

evidence of a link between moderate, or frequent, unprotected intercourse 

during pregnancy and an increased rate of vertical transmission (Matheson et 

al., 1996; Bulterys et al., 1993). Therefore there would seem to be benefits for 

providing all pregnant women, irrespective of their HIV status, with information 

on HIV infection, transmission and prevention methods.

2.7 HIV screening and prevention for women requesting a 
pregnancy termination

2.7.1 HIV seroprevalence in women attending termination assessment clinics

Several studies have established a higher HIV seroprevalence in women who 

choose to terminate a pregnancy, compared to women who carry to term. 

Table 2.4 provides an overview of published studies in which HIV 

seroprevalence has been compared in women who request an elective 

termination and those who carry to term.

For example, in 1992 in Dundee HIV prevalence in women requesting a 

termination was 0.85%, compared to that of 0.13% among women attending 

antenatal clinics (Goldberg et al., 1992). In 1996 the anonymous HIV 

screening programme established the HIV seroprevalence in women 

attending London termination clinics ranging from 0.36% to 1.5%, compared 

to the seroprevalence rate of 0.19% in antenatal clinic attenders (DoH & 

PHLS, 1996).
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Table 2.4 Comparison of HIV seroprevalence in women at TOPGs and ANCs.

Authors Year Location TOP clinics AN clinics

No
tested

%
positive

No
tested

%
positive

DoH & PHLS 1999 England & Wales 7,368 0.84 103,287 0.25

DoH & PHLS 1998 England & Wales 7,554 0.86 103,901 0.23

DoH & PHLS 1997 England & Wales 7,298 0.55 103,981 0.19

Abeni et al. 1997 Lazio Region, Italy 61,777 0.49 138,359 0.18

DoH & PHLS 1996 England & Wales 7,754 0.64 104,666 0.19

DoH & PHLS 1995 England & Wales 8,222 0.78 104,501 0.18

Obadia et al. 1994
South-Eastern
France 2,298 0.56 7,301 0.22

Johnstone et 
al.

1994 Edinburgh,Scotland, 
UK (1986-1992)

0.60 0.20

Lindgren et al. 1993 Sweden 31,818 0.04 105,555 0.02

Goldberg et 
al.

1992 Dundee, Scotland, 
UK

1,535 0.85 4,693 0.13

Bindels 1991
Amsterdam, The 
Netherlands 719 0.56 7,823 0.10

In a French study women who chose a termination were twice as likely to 

report high risk factors for HIV infection, compared to women who delivered a 

baby (Rey et al., 1995). Despite the higher HIV seroprevalence in this group 

of women no other patient data exists on whether women are aware of their 

higher risk for HIV infection, and it seems likely that many are not. Despite the 

epidemiological evidence of high HIV seroprevalence in this population, in the 

UK HIV testing is not offered in a systematic manner at TOPGs, compared 

with the practice in ANGs. In France the legal requirement of a mandatory 

offer of HIV testing for pregnant women has not yet been extended to women 

attending TOPGs, and currently only 28% of women requesting TOP’s have 

an HIV test, compared with over 70% of women who carry to term (Rey et al.,

1998).
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Recently a group of London physicians suggested that HIV testing services 

for TOPC attenders may be justified given the higher seroprevalence in 

women attending these clinics (Harper et al., 1999). Others maintain that the 

higher HIV seroprevalence in TOPC attenders in the UK can be accounted for 

by a concentration of HIV positive women, who are aware of their positive 

serostatus, in the surveillance population (Mercey & Nicoll, 1998). However, 

data are lacking to support this argument and hence the possibility of some 

HIV positive women going through TOPGs without being able to make 

informed decisions about whether to have interventions cannot be excluded. 

There are likely to be some HIV positive women who are unaware of their 

serostatus. These women may well remain undiagnosed until they develop 

HIV related symptoms or if they have a child who becomes symptomatic, by 

which time the woman may be pregnant again (Gbolade, 1998). It would 

seem that current absence of official policy on VCT for HIV for women 

attending TOPCs represents a missed opportunity for provision of optimal 

medical and psychosocial care, counselling for prevention of horisontal HIV 

transmission for those women who are HIV positive, as well as for prevention 

of vertical HIV transmission.

2.7.2 The incidence of terminations in HIV positive women

In a retrospective case-note review of gynaecological procedures in a sample 

of 184 HIV positive women the most common procedure was a pregnancy 

termination, experienced by 48% of the women (Olaitan et al, 1996). The high 

rate of terminations continued after HIV diagnosis. A French study reported 

an overall decrease in pregnancies, and live births in particular, following HIV 

diagnosis, combined with a considerable increase of elective terminations 

(DeVincenzi et al., 1997). One in five women were not using contraception 

and many of the pregnancies were reported to have been unplanned. 

Reported reasons which may contribute to an HIV positive woman’s decision 

to have an elective pregnancy termination include fear of stigmatisation for 

the child, fear of not being able to care for the child and worry about the 

possibility that pregnancy may lead to disease progression (Hankins et al.,

1998).
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It has been suggested that while women presenting for pregnancy 

terminations may be at high risk of HIV infection (Olaitan et al., 1996) they do 

not appear to find HIV testing as an acceptable option in the context of a 

pregnancy termination (Smith et al., 1996; Smith et al., 1994). Little, however, 

is known about the underlying factors for the low social acceptability of HIV 

testing in the group, or the perceived need for HIV preventative information. 

The near absence of studies in this group of pregnant women currently shows 

a gap in research, which is worrying in the light of the higher HIV 

seroprevalence among these pregnant women compared with ANC 

attenders. Given the existing epidemiological HIV prevalence data (see Table 

2.3) there is an urgent need to address the absence of research among 

TOPC attenders.

2.8 Family planning clinics

2.8.1 HIV seroprevalence and testing in family planning clinics

In general little is known about the HIV seroprevalence rates in women 

attending family planning clinics (FRCs). In Philadelphia 1.1% of FPC 

attenders were identified to carry HIV-1 antibodies (Spence et al., 1991). No 

such studies have been conducted in the United Kingdom, with the exception 

of one Scottish study, in which a 0.026% HIV seroprevalence was reported in 

sample of FPC attenders (Goldberg et al., 1998). However, the family 

planning clinic population is sexually active and there is a report of incidence 

reaching 53% of one or more lifetime STDs (Eversley et al., 1993). Given that 

the presence of both ulcerative and non-ulcerative sexually transmitted 

diseases has been associated with a 2-9 times higher likelihood of HIV 

infection (Laga et al., 1993; Wasserheit, 1992), combined with the general 

trend towards the heterosexual mode of HIV transmission (Tarantola et al.,

1999), some women attending FPCs may be at risk of HIV. Nevertheless, 

FPC attenders are usually considered as a low-risk population group.

It has been suggested that some ethnic minority women may be more 

inclined to attend FPCs or well-woman clinics when they experience
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persistent or unexplained symptoms, instead of approaching STD/GUM 

clinics because these are sometimes perceived as male-oriented or lacking in 

sensitivity to ethnic minority individuals (The Local Government Management 

Board, 1995). Paradoxically, family planning and “well-woman” clinics are the 

very clinics with little specialised expertise in HIV service provision, voluntary 

counselling and HIV testing, diagnosis and treatment.

Sherr et al. (1996) found that 92% (n=152) of women in a sample of pregnant 

women felt that the HIV test should be on offer to women before they become 

pregnant. Same finding has also been reported by Meadows et al. (1993). In 

USA four studies have reported the rate of HIV test acceptance by FPC 

attenders, which was noted to range from 14%-67% (Irwin et al., 1996). One 

study of FPC attenders in Kenya reported an uptake rate of 90% among 

women who received pre-test counselling (Maggwa et al., 1990).

Some argue that FPC attenders can still be considered a low risk population 

for HIV infection (Goldberg et al., 1998) although this could change in the 

future. HIV serosurveillance and behavioural surveys in this group have been 

limited in the UK, even though such surveillance would be useful in projecting 

future HIV service needs of FPCs attenders. FPCs are attended by a varied 

clientele, including men and adolescents, the majority of whom are sexually 

active. These clinics offer therefore an alternative setting for accessing the 

“general population” with HIV educational information. Globally approximately 

half of all new HIV infections occur among young people under the age of 25 

(UNAIDS, 1999). FPCs may be a particularly suitable venue for accessing 

adolescents, who frequently attend for pregnancy related concerns, and who 

may be reluctant to attend a family GP for confidentiality reasons. It is likely to 

be a missed opportunity for not raising HIV for this group of sexually active 

women, some of whom proceed to plan a pregnancy at a later stage.

The issue of integrated sexual health care services has been widely debated 

(Mantell & Weiss, 1998; Fox et al., 1995), while it is generally acknowledged 

that there is lack of consensus as to what and how contraceptive services and 

STD/HIV services should be integrated. It has been argued that FPCs tend to
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promote non-barrier contraception exclusively, sometimes to the extent of 

overlooking the fact that this is ineffective in preventing STD’s including HIV 

(Mantell & Weiss, 1998). Nevertheless, FPCs offer an excellent opportunity 

for STD/HIV prevention in terms of recommending the practice of “dual 

protection”, consisting of condom use combined with oral, or other forms of 

contraception. This window of opportunity ought to be utilised for not only HIV 

prevention but prevention of other STD’s as well. It has been suggested that 

policy makers and health care providers should consider HIV counselling and 

testing provision for FPCs in high HIV seroprevalence areas (Desgrees du 

Lou et al., 1998). The alternative approach would be to integrate family 

planning into reproductive health services (Dehne & Snow, 1999) or 

genitourinary medicine (Carlin et al., 1995). Although the rationale for 

integrating HIV/STD management and family planning services is to ensure a 

more holistic approach to the provision of reproductive health care services 

there is lack of documented experience and empirical evidence of the 

benefits of integrated FP and HIV/STD services (Dehne & Snow, 1999). 

Some authors have gone as far as to argue that HIV counselling and testing 

can and should take place in all settings, which provide health care for 

women (Holman, 1992). In the USA, CDC guidelines recommend that HIV 

testing is to be offered to all women of reproductive age acknowledging that 

many women want to know their HIV status before planning a pregnancy 

(Phillips et al., 1997).

In the UK no published studies have examined the acceptability of HIV testing 

among FPC attenders and HIV testing and prevention issues are poorly 

understood in this client population. Nevertheless, FPCs form an alternative 

site for HIV prevention, with the potential of reaching out to a large proportion 

of the women of reproductive age in the UK.

2.9 Psychological theories of health behaviour and behaviour 
change

Health promotion strategies, many of which are derived from psychological 

theory, are based on an underlying assumption that there is an association 

between individual behavioural or lifestyle factors and certain diseases.
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Health promotion professionals frequently utilise aspects of one or more 

theoretical models that have been put forward to explain determinants of 

individual health seeking behaviour and behaviour change. According to 

social psychological theories of behaviour change, a person’s attitude towards 

a certain action and his/her intention to adopt the action is influenced by a 

variety of factors such as beliefs, motivations, instincts, values and attitudes 

as well as social norms.

The most frequently cited theories of health behaviour and behaviour change 

in the context of HIV prevention include the Health Belief Model (Rosenstock 

et al., 1994; Rosentock, 1966; Becker, 1974), the Theory of Reasoned Action 

(Azjen and Fishbein, 1980), the Stages of Change Model (Prochaska and 

DiClemente, 1984) and the AIDS Risk Reduction Model (Catania et al., 1990).

2.9.1 The Health Belief Model

One of the most prominent theoretical models of behaviour change is the 

Health Belief Model (HBM), originally proposed by Rosenstock (1966), and 

subsequently modified by Becker (1974). The model was derived from 

psychological learning theory and has been applied to predict protective 

individual health behaviour such as immunisation uptake, compliance with 

medical advice and uptake of screening (Naidoo & Wills, 1994; Janz and 

Becker, 1984). Although the model was originally developed to predict 

preventive behaviours such as the lack of public participation in screening 

programmes, it has also been used to predict health behaviour of acutely and 

chronically ill patients. In the context of HIV/AIDS the HBM has been applied 

to attempt to understand individual sexual risk behaviours for HIV 

(Rosenstock et al., 1994). The theory postulates that the likelihood of an 

individual engaging in a certain action is a result of their perceptions of the 

association between a behaviour and illness, their perceived personal 

susceptibility to that illness, the seriousness of the illness and perceived costs 

and benefits involved in engaging in the particular action. The HBM also 

incorporates the concept of self-efficacy (Bandura, 1977) proposing that for 

behaviour change to take place the individual must also believe
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himself/herself to be capable of carrying out the intended behaviour. In 

summary, behaviour change is unlikely unless the individual:

1 ) Perceives an incentive to change;

2) Feels his/ her health may be compromised by certain behaviour;

3) Perceives intended change to be beneficial and anticipates few adverse 

consequences and

4) Feels able to carry out the intended behaviour change.

Perception or personal risk and risk assessment are central to the model. 

These are affected by three of the above factors, namely personal 

experience, the perceived seriousness of the illness and perceived ability to 

control the situation. Nevertheless, in many instances people exhibit 

‘unrealistic optimism’ by believing that negative events such as major 

illnesses are less likely to happen to themselves than others (Weinstein, 

1982). The model also incorporates a number of ‘modifying’ and ‘enabling’ 

factors, including demographic factors (age, gender), attitudinal factors 

(satisfaction with doctor, attitude of partner) and enabling factors (prior 

experience with the action, advice from others). According to a literature 

review of published studies related to the HBM the most influential variable to 

predict health behaviours appears to be perceived barriers to the health 

behaviour (Janz & Becker, 1984). Others have suggested that it is the 

individual perceived ability to succeed in the health seeking behaviour, such 

as using a condom, that influences his or her ability to act on an intention and 

sustain a particular behaviour (Bandura, 1989).

The general limitations identified with the HBM include its lack of weighting for 

different factors as all cues to preventive action receive equal weight (Naidoo 

& Wills, 1994). Furthermore, although individual components of the model 

may be found to be associated with differences in behaviour, when 

considered together they have been found to explain only a small amount or 

variance in explaining a particular behaviour (Stainton Rogers, 1993). The 

HBM also overlooks the potential influence of other factors, such as socio

economic status, cultural factors and public policy environment in influencing
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health seeking and compliance behaviours (FHI/AIDSCAP, 1999). Finally, it 

has been suggested by some (FHI/AIDSCAP, 1999) that the model overlooks 

the influence peer and social norm influences on individual decision making, 

both of which could be issues for HIV/AIDS prevention work targeting 

adolescents.

Despite its general limitations the HBM continues to be applied in studies 

examining individual health seeking behaviour, including screening uptake. In 

view of the HBM an individual would be more inclined to test for HIV if he or 

she perceives oneself to be at risk of HIV, if ‘cues to action' are present (such 

as a recommendation to test for HIV by a doctor) and if the person perceives 

that the benefits of having an HIV test outweigh the costs (Janz & Becker, 

1994). Abraham et al. (1992) examined beliefs of a sample of Scottish 

teenagers and found that the overall pattern of the results raised questions 

about the adequacy of the HBM in predicting HIV preventive intentions. 

Others have also argued that, in the context of HIV prevention aimed at 

adolescents, the utility of the model would be enhanced should adolescent- 

specific factors be incorporated into the model (Brown et al., 1991). 

Montgomery et al. (1989) argued that in the light of the special features of the 

HIV/AIDS epidemic the usefulness of the HBM raises questions and that the 

HIV epidemic requires development of more adequate theoretical 

frameworks. Rosenstock et al. (1994) have argued that in efforts of applying 

the HBM the role of context should be considered and that changes in health 

behaviour can rarely be achieved by concentrating on the belief system 

alone.

The HBM has been applied to examine predictors of uptake of HIV testing 

among pregnant women in a cohort of antenatal clinic attenders in Scotland 

(Simpson et al., 1998). The demographic and situational factors found to 

predict HIV testing uptake included being unmarried, the midwife seen who 

offered the test, being offered the HIV test, having tested for HIV previously 

and being of younger age (Simpson et al., 1998). Despite the interesting 

findings in this study, they are limited to an extent given that different 

predictors of uptake were reported depending on whether women were

77



exposed to an ‘opt-in’ or ‘opt-out’ policy of antenatal HIV testing. Furthermore, 

the power of association in the findings is a concern, as the odds ratios were 

low for many of the predictors, except for the ‘midwife’ variable, suggesting 

that likely changes in decisions to have an HIV test were not greatly 

influenced by several of the variables. Finally, the findings of the Scottish 

study may not be directly generalised to other parts in the UK, given that the 

HIV epidemic in Scotland has mostly been driven by injecting drug use while 

in London antenatal clinics the majority of women diagnosed HIV positive 

during pregnancy have acquired the infection abroad, frequently in developing 

countries where HIV seroprevalence rates are high. Hence the study 

populations are heterogeneous indicating a need for research studies that 

account for geographic and cultural variation.

2.9.2 The Theory of Reasoned Action

The Theory or Reasoned Action was originally developed in the 1960’s and 

subsequently revised by Ajzen & Fishbein (1980). The Theory of Reasoned 

Action differs form the Health Belief Model in that it postulates that peoples’ 

perceptions of other peoples’ attitudes towards a behaviour could act as a 

powerful influence for their own behaviour. The Theory of Reasoned Action is 

based on a premise that human beings are rational and that their behaviour is 

under their personal control. The model links individual beliefs, attitudes, 

intentions and behaviour (Fishbein et al., 1994). According to the model, 

intention to perform a particular behaviour is the best predictor of that 

behaviour taking place and that behaviour and intention is a function of 

attitude towards certain behaviour. Both attitudes and norms influence a 

person’s intention to perform a behaviour. The theory postulates that both 

normative and behavioural beliefs influence individual norms and attitudes 

and these in turn impact on a person’s intention to perform a certain 

behaviour. While normative beliefs refer to a combination of the individual’s 

beliefs regarding other people’s views of a behaviour and the person’s 

willingness to conform to those views, behavioural beliefs refer to a 

combination of the individual’s beliefs regarding the outcomes of a defined 

behaviour and his/her evaluation of potential outcomes (Ajzen & Fishbein,
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1980). Both normative and behavioural beliefs may differ from one population 

to another. In this manner actual behaviour of the individual is likely to be 

affected should behavioural or normative beliefs of the individual change. 

Hence, people do not always behave consistently with their intentions (Ajzen 

& Fishbein, 1980). According to the model, pressure from significant others, 

and the motivation to comply with this, could also cause individuals to behave 

in a manner that they perceive would be acceptable to others. Such peer 

group pressure’ can be a powerful influence on individual behaviour.

In the context of HIV prevention research, the Theory of Reasoned Action has 

been used to explore behaviours among STD clinic attenders, female sex 

workers and injecting drug users. Studies have also applied the theory to 

research on condom use (Wilson et al., 1996; Montano et al., 1993). For 

example, a study of Thai men found that men’s perceptions of peer norms 

were the best predictor of condom use (VanLandingham et al., 1995) while a 

study of female students in the United States showed that attitudinal beliefs 

greatly influenced intention to use condoms (Middlestadt & Fishbein, 1990). 

Kashima et al. (1993) found that, in the presence of a partner agreement to 

use a condom and availability of condoms, intention to use one interacts with 

past behaviour to predict actual behaviour. The Theory of Reasoned Action 

has also been used for designing behavioural change programmes which aim 

to modify intentions, attitudes and norms concerning practice of HIV 

preventive behaviours (Fisher et al., 1995). Fishbein et al. (1994) have argued 

that as long as communication interventions for HIV prevention address both 

behavioural and normative beliefs such interventions can be effective.

The limitations of the Theory of Reasoned Action include its individualistic 

approach, lack of considering the role of structural and environmental factors 

that influence behaviour as well as the linearity of the components in the 

theory (Kippax & Crawford, 1993). The model has also been argued to fail to 

explain why sometimes a change in beliefs or attitudes occurs after behaviour 

change (Naidoo & Wills, 1994). The model is also weak in explaining 

“irrational” decisions that people make regarding their health behaviours and 

why individuals do not always act on their intentions (Sarafino, 1990).
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According to Fishbein (1980) the model is somewhat incomplete as it 

excludes an important factor, that of person’s previous experience with a 

behaviour, even though research suggests that in many instances a person’s 

past history of performing a health behaviour is an important determinant of 

their future practice of that particular behaviour For example, a study of gay 

men and HIV testing found that the sexual risk behaviours of repeat HIV 

testers differed from those who came forward to the testing for the first time 

(Norton et al., 1997). Both the Health Belief Model and the Theory of 

Reasoned Action have further been argued to be limited because they 

assume that individuals consider risks related to different health related 

behaviours in a systematic manner, taking into account which behaviours are 

associated with which illnesses, although evidence suggests that frequently 

people change their behaviours for much more ‘vague’ reasons (Weinstein, 

1988). Furthermore, neither model takes into account that the benefits and 

costs of changing one’s health related behaviours may vary over time 

(Weinstein, 1988) and that other factors, such as a tendency of people to be 

unrealistically optimistic about the likelihood of being affected by a range of 

illnesses (Weinstein, 1984; 1982).

2.9.3 The Stages of Change Model

The Stages of Change Model of behaviour change was developed by 

Prochaska and DiClemente (1984). According to this model, individuals 

progress through a series of stages when trying to change or acquire health 

behaviours. The suggested stages include:

1 ) Pre-contemplation

The person at this stage may or may not be aware of a problem but has 

no intention to change behaviour.

2) Contemplation

The individual recognises the problem and is thinking about changing 

his/her behaviour. He/she is aware of the benefits of change and may be 

seeking relevant information but is not yet ready to change. This stage 

may be brief or last several years.
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3) Preparation for change

At this stage the perceived benefits of changing behaviour seem to 

outweigh the costs. The individual recognises the problem and intends to 

change the behaviour within a month. He/she may have already begun to 

take efforts to change a behaviour, which may nevertheless remain 

inconsistent at this stage.

1) Action

The individual has enacted certain behaviour, such as condom use, in a 

consistent manner for six months. Clear goals, realistic plans, rewards and 

support are typical features of this stage.

5) Maintenance

The new behaviour is maintained for six months or more and the person 

moves into a healthier lifestyle.

In its original format there were four stages in the model and these were 

presented in a linear manner. Subsequently a fifth stage (maintenance) was 

added as well as ten processes, which help to predict and motivate individual 

movement from one stage to another. The stages are no longer considered to 

be linear but rather form a cyclical pattern. According to Prochaska et al. 

(1992) people undergoing behaviour change will go through each stage, albeit 

not necessarily in an orderly way, and that individuals typically go through the 

stages several times before the new healthy behaviour is maintained on a 

permanent basis. The Stages of Change Model differs from other behaviour 

change models in a sense that it attempts to explain how people change 

rather than why people sometimes do not change their behaviours.

The model has been criticised for maintaining that specific behaviour change 

interventions exist, which can be used at each stage (Davidson, 1992), 

although these may not be effective should a person not proceed through the 

stages in a linear manner. It has been argued that the model also is limited 

due to its main focus on the individual rather than environmental or structural 

issues (FHI/AIDSCAP, 1999), which may impact on the individual’s ability to 

enact a behaviour change. The stages have also been criticised to be 

descriptive rather than offering a causative explanation of behaviour.
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Furthermore, the relationship between the stages is somewhat unclear and 

sometimes each of the stages may not be appropriate to explain health 

behaviours and behaviours change in all study populations (Posner & 

Higueras, 1995).

Nevertheless, the Stages of Change Model has been applied to explore a 

range of health related behaviours, including sexual behaviours in the context 

of the HIV epidemic. For example, the GDC has utilised the model to design 

tailored counselling interventions for clients seeking counselling and HIV 

testing at STD clinics, taking into account the particular stage at which the 

client is (GDC, 1994).

2.9.4 AIDS Risk Reduction Model

The AIDS Risk Reduction Model was introduced in 1990 (Catania et al., 

1990) to provide a framework to explain and predict individual behaviour 

change efforts in the context of HIV/AIDS. The model incorporates variables 

from other behaviour change theories including variables from the Health 

Belief Model. The model introduces a three-stage approach that characterises 

individual efforts to change sexual behaviours related to transmission of HIV 

suggesting that during each stage there are specific factors that influence the 

successful completion of the stage. Catania et al., (1990) have proposed 

three stages in the AIDS Risk Reduction Model, which are each in turn 

influenced by specific factors:

2) Recognition and iabeiiing of one’s behaviour as problematic and risky, 

which is influenced by knowledge of factors associated with transmission 

of HIV, belief of personal susceptibility to HIV and undesirability of HIV 

and social norms and networking;

3) Making a commitment to reduce high-risk sexual contacts and to increase 

iow-risk activities. This stage is influenced by perceived costs and benefits 

of the actions, perceived changes in enjoyment, perceived efficacy of the 

response, self-efficacy and knowledge of the health utility and enjoyability
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of a sexual practice as well as social factors such as social support and 

group norms;

4) Taking action; seeking and enacting solutions aimed at reducing high-risk 

activities, a stage further divided into three phases', a) information seeking, 

b) obtaining remedies and c) enacting solutions. The proposed influences 

at this stage include prior experiences with problems and solutions, level 

of self-esteem, social networks and problem-solving choices, resource 

requirements for acquiring help, beliefs and behaviours of the sexual 

partner and the ability to communicate with the partner.

In addition to the above-mentioned influences, the model postulates that 

other internal and external factors play a role in individual movement from one 

stage to another. For example, internal factors such as alcohol or drug use 

may blunt emotional states and individual behaviour and external factors such 

as HIV awareness and education campaigns or personal knowledge of 

someone living with HIV may also be influential.

The AIDS Risk Reduction Model has been applied to examine a range of 

populations in the USA, including attenders of HIV testing and family planning 

clinics, gay and bisexual men and heterosexual of different racial 

backgrounds (Catania et al., 1990). In Zimbabwe results of a survey of urban 

and rural women indicated low levels of perceived personal susceptibility to 

HIV (Bertrand et al., 1992). The model has also been used to examine 

behaviours among injecting drug users (Malow et al., 1993) and HIV positive 

women (Kline & VanLandingham, 1994). It has also been applied to design 

HIV prevention interventions, including an HIV prevention programme for 

inner-city women by Kalichman et al. (1996) who found that a combination of 

communication skills training and self-management maximises the potential 

for risk-reduction related behavioural changes.

The main limitation of the AIDS Risk Reduction Model is its predominant 

emphasis on the individual while giving less emphasis to external factors and 

socio-cultural influences on individual ability to change or maintain safe 

behaviours that reduce the risk of HIV (FHI/AIDSCAP, 1999).
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2.9.5 Summary

In summary, people’s health-related behaviours determine to a large extent 

their susceptibility to many illnesses, including HIV/AIDS. Psychological 

theories of behaviour change have been applied to examine and predict 

factors that are associated with different health related behaviours, as well as 

to design intervention programmes aimed at modifying or changing risky 

behaviours among specific target groups or the general population. In the 

context of HIV prevention work behavioural interventions have been utilised to 

design programmes aimed at reducing sharing needles among injecting drug 

users and increasing condom use. These theories have also been applied to 

promote health-seeking behaviours, including attendance to screening 

programmes. Evidence suggests that theory-driven HIV interventions appear 

to be particularly successful in preventing new HIV infections (Gibney, 1999) 

although, frequently, health prevention practitioners do not rely on a theory- 

based approach because of uncertainty in how to apply the theories in 

designing interventions, because of lack of awareness about the flexibility of 

such models and that they can and should be tailored to the context (Gibney,

1999). Despite the many different psychological models of behaviour change 

many of them incorporate similar variables, particularly those related to 

individual perceptions of risk and vulnerability, perceptions of severity of the 

disease and perceived effectiveness of the behaviour.

In the context of research into counselling and HIV testing for women of 

reproductive age, the HBM, the Theory of Reasoned Action and the Stages of 

Change models could be applied to explain HIV testing decisions. Yet, none 

of the three models were originally developed to be applied to examine and 

explain counselling and HIV testing issues per se. While all these three 

models suffer from lack of ability to include environmental factors, the HBM 

remains the oldest and most widely used theoretical framework to explain 

screening uptake. It also allows for incorporation of a wider range of 

sociopsychological, demographic, structural, risk perception related and other 

variables to explain and predict screening intentions and uptake. In the 

absence of a specific theoretical framework for counselling and HIV testing.
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the HBM will be utilised in this research with the objective of examining 

predictors of HIV testing intentions among women attending different types of 

reproductive health care clinics.

Research studies are frequently designed to inform existing theory, to 

enhance a current theory or to prove a theory. While proof of a specific theory 

requires intervention design such as an experimental or quasi-experimental 

design, the current study is observational in nature and as such does not 

attempt to discover a new theoretical framework. It is restricted to attempting 

to increase and enhance understanding of the HIV testing decisions among 

women of reproductive age by using existing theoretical framework of the 

Health Belief Model.

2.10 Rationale for the studies 

Objective 1 :

To examine HIV testing and prevention issues, in light of underlying principles 
of the Health Belief Model (see Chapter 3. Chart 1.) for women attending 
hospital and community based TOPCs and FPCs, in London

There are now many recognised benefits of early diagnosis of HIV among 

pregnant women (The Intercollegiate Working Party, 1998). Diagnosis of HIV, 

either before or during pregnancy, is a prerequisite in order for the woman to 

be able to choose from one or more of the available interventions which have 

the potential to reduce the chance of mother-to-child transmission of HIV. In 

the UK prevention of mother-to-child transmission policies and procedures 

have almost exclusively targeted women attending ANCs. However, actual 

uptake of antenatal HIV testing, at the time of the study, remained much 

lower than in other European countries (Gibb et al., 1998) suggesting that the 

antenatal HIV testing programme in the UK has not been very successful 

(MacDonagh et al., 1996; Banatvala & Chrystie, 1994). Of all the HIV positive 

women who carry a pregnancy to term only one in four is aware of her 

positive serostatus and consequently some 300 babies are born to HIV 

positive mothers every year in the UK (Department of Health and The Royal
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College of Midwives, 1998). Due to the low uptake of antenatal HIV testing 

many HIV positive women are not able to make informed decisions about 

treatment interventions for themselves or to benefit from interventions aimed 

at reducing the risk of vertical transmission of HIV.

Any strategy on prevention of vertical HIV transmission that is restricted to 

targeting pregnant women in ANCs will be of limited effectiveness and the low 

uptake of antenatal HIV testing suggests that it is timely to examine which 

other health care settings could provide a service for VCT for HIV that may be 

more acceptable to women of reproductive age. In the context of prevention 

of mother-to-child transmission of HIV, clinics offering family planning and 

termination of pregnancy counselling services have the potential to reach 

non-pregnant women and women who are considering a termination of 

current pregnancy but who may subsequently plan another pregnancy. An 

optimal HIV prevention strategy for women of reproductive age would not only 

aim to prevent vertical transmission but more importantly incidence of new 

HIV infections per se, given that prevention of new female HIV infections 

would ultimately reduce the incidence of new paediatric HIV cases. In the 

absence of appropriate HIV counselling and testing policy guidelines aimed at 

women attending a range of reproductive health care clinics many HIV 

positive women will only receive an HIV diagnosis once they become 

pregnant, if at all (Bergenstrom & Sherr, 1999). It is pertinent to ensure that 

more women will have access to VCT for HIV services irrespective of their 

pregnancy status.

Existing data indicate higher reported prevalence of STDs and HIV among 

pregnant women attending TOPCs. Compared with women attending ANCs 

(DoH & PHLS, 1998), these women are rarely counselled for HIV, offered HIV 

testing or tested for HIV. The Intercollegiate Working Party (1998) has 

recommended that effective prevention of mother-to-child transmission of HIV 

in the UK requires all pregnant women to be able to access information on 

HIV and to be offered VCT for HIV. Nevertheless, unlike in France, the UK 

policy guidelines exclusively pertain to pregnant women attending ANCs while 

no reference is made to pregnant women attending TOPCs. The only
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available study on the HIV testing referral patters of TOPC attenders indicates 

almost total non-acceptance of HIV testing by the women (Smith et al., 1996). 

The reasons for the low acceptability of HIV testing among TOPC attenders 

are currently unknown. Most studies on the issue of uptake of HIV testing 

among women are derived from data on ANC attenders and not from 

populations accessing other reproductive health care settings.

The total absence of studies of TOPC attenders demonstrates a gap in 

current research, particularly in light of the threefold HIV seroprevalence 

among TOPC attenders compared with antenatal attenders. Although the 

HBM has been applied to explain uptake of HIV testing among ANC attenders 

there has been no previous study, which would have applied a psychological 

theory to explain HIV testing decisions of pregnant women attending TOPCs. 

In light of TOPCs providing an alternative setting for implementation of VCT 

for HIV services it is necessary to have an understanding of the client 

perspective of HIV testing and prevention in order to inform future policy 

formulation and service provision in TOPCs.

The Intercollegiate Working Party (1998) has also recommended that 

information and HIV testing should be available to women before pregnancy. 

Evidence suggests that ANC attenders show a preference for pre-pregnancy 

HIV testing (Sherr et al., 1996), which could also be a factor contributing to 

the low uptake of antenatal HIV testing. Although FPC attenders have 

traditionally been considered as a Iow-risk group for HIV the presence of 

considerable levels of STDs and other risk behaviours for HIV has been 

established among FPCs (Rad cl iff e et al., 1993). FPCs offer an excellent 

setting where pre-pregnancy counselling and HIV testing could be provided 

since these clinics are attended by both women and men of reproductive age 

who may be at risk of HIV. FPCs provide a unique setting for HIV counselling 

and prevention aimed at reaching male clinic attenders and where primary 

prevention efforts among the general population can be strengthened. The 

present study of FPC attenders was undertaken because of a current gap in 

knowledge about HIV testing and prevention issues among FPC attenders in 

the context of reduction of mother-to-child transmission of HIV, and because
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of the potential of these clinics in implementing HIV counselling and testing 

policies aimed at the general population.

Objective 2:

To determine whether women attending ANCs, TOPCs and FPCs differ in 
terms of population characteristics and issues mentioned in specific objective 
number 1 a) below (page 90)

Frequently, a public health intervention that is operational in one setting, such 

as HIV counselling and testing service in ANCs, may not be equally 

acceptable and effective in another context (such as FPC or TOPC) because 

the populations may differ in terms of demographic profile, fertility history, 

sociopsychological characteristics and endorsement of HIV counselling and 

testing service provision. For example, should TOPC attenders be 

significantly younger, or FPC attenders include more women from ethnic 

minority background, HIV testing may not be equally acceptable in all 

settings, as some studies have reported age (Simpson et al., 1998) and 

ethnicity (Duffy et al., 1998) to be associated with uptake of HIV testing.

It is also important to have a systematic understanding of the relationship of 

these factors with the outcome variable to assess their influence individually 

and collectively on the outcome variable. For example, should perceived 

personal susceptibility to HIV be associated with older age, and both of these 

variables also to be found to be associated with HIV testing intention, an 

analysis would provide misleading results about predictors of testing intention, 

particularly if the three groups differ significantly in terms of age and personal 

susceptibility to HIV is also associated with age. It is, therefore, necessary to 

identify such potential differentiating factors and to adjust for their possible 

interaction and confounding effect in a multivariate analysis while determining 

the best independent predictors of HIV testing intentions (see Objective 3. 

below).



Objective 3:

To find out predictors o f women’s intention to test for HIV (a proxy indicator 
for uptake of HIV testing) in view of the Health Belief Model

Effectiveness of voluntary HIV counselling and testing in preventing mother- 

to-child transmission is dependent upon high uptake rate of HIV testing, high 

return rate for test results, availability and acceptance of, and compliance with 

and interventions aimed at reducing the risk of vertical transmission of HIV. 

Reasons for the low rate of uptake of antenatal HIV testing in the UK are still 

poorly understood and require urgent action to determine which factors 

predict women’s intention to test for HIV and how HIV test uptake rate among 

women at risk of HIV may be increased.

Any attempt to increase the uptake of HIV testing in different reproductive 

health care settings is likely to fail in the absence of a solid understanding of 

what factors predict women’s’ HIV testing intentions. Although studies in 

Scotland have provided information about predictors of HIV testing among 

ANC attenders (Simpson et al., 1999; Simpson et al., 1998), the findings may 

not be generalised to a London context where the majority of HIV positive 

women reside. Furthermore, there is a total absence of studies on predictors 

of HIV testing intentions or uptake among women attending other types of 

reproductive health care clinics, including TOPCs and FPCs.

HIV testing decisions of women are complex but the understanding of the 

predictors of HIV testing intentions can be enhanced by utilisation of 

psychological theory of health behaviour and behaviour change. Several 

psychological theories have been used to predict screening behaviours and 

health behaviours, most popular of which has been the HBM. The rationale 

for choosing the factors for this research from the HBM has been discussed 

in section 2.9. This research aims to determine predictors of HIV testing 

intentions among women of reproductive age in order to address a knowledge 

gap in this area of health psychology using the Health Belief Model as a 

framework to determine best predictors of HIV testing intentions.
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2.11 Objectives of the research studies

The general objectives of the research are to:

1. To examine HIV testing and prevention issues, in the light of underlying 

principles of the Health Belief Model (see Section 3.5, page 97), for 

women attending hospital and community based TOPCs and FPCs in 

London;

2. To determine whether women attending ANCs, TOPCs and FPCs differ in 

terms of population characteristics and issues mentioned in specific 

objective number 1 a) below;

3. To find out predictors of women's intention to test for HIV (a proxy 

indicator for uptake of HIV testing).

The specific objectives of the research are to:

1. Determine:

a) the extent of knowledge of HIV and HIV testing, risk factors and 

disclosure, risk perception, worry and reassurance about HIV testing, 

beliefs and attitudes towards HIV infection, prevention and HIV testing 

service provision, previous HIV testing and expressed intention to test 

for HIV by the woman and her partner and

b) factors associated with risk disclosure and intention to test among 

women attending FPC and TOPCs.

2) Examine whether women attending FPC and TOPCs differ from ANC 

attenders in terms of the demographic and reproductive characteristics, 

worry and anxiety, knowledge of HIV infection, HIV testing and 

interventions, risk factors, HIV testing intention, attitudes towards HIV 

testing and prevention;

3) Find out whether the following factors (identified under the HBM 

framework) predict women’s intention to test for HIV:

• Modifying factors

a) demographic variables (eg. age, ethnicity, parity)
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b) sociopsychological variables (eg. peer and reference group 

pressure, including partners)

c) structural variables (eg. knowledge of HIV, prior HIV testing)

d) perceived threat of HIV

e) cues to action (advice from others, eg. doctors and partners) 

Individual assessments of perceived benefits and barriers to HIV testing 

Individual perceptions

a) perceived susceptibility to HIV

b) perceived seriousness of HIV
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CHAPTER 3. 

Methodology 

3.1 Introduction

The aims of this chapter are to describe the overall study plan and design for 

the research, the specific methodology adopted to conduct the three studies 

with different populations and to provide a description and critique of the 

items included in the research instrument and the methodology adopted. 

Finally the statistical techniques adopted for data analyses will be described.

3.2 Time plan for the research

The research was carried out during September 1996 and June 2000. In 

summary, the original time plan for the research was as follows:

Phase 1. Preparation (June 1996- February 1997)

- Literature review and write up

- Design of the questionnaire and piloting

- Selection and approval from clinics

- Application for approval for studies from local research ethics committees 

(see Appendix 1. for samples of approval letters from local research 

ethics committees)

Phase 2. Data collection (March 1997-November 1998)

- Data collection at ANCs, FPCs and TOPCs

- Data coding and entry into SPSS

- Verification of data

Phase 3. Data analyses, interpretation of results and writing of the 
thesis (January 1999- June 2000)
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- Statistical analyses of data

- Interpretation of the results

- Thesis write-up

Phase 4. First submission of the thesis (July 2000)

3.3 Background to the research

The data collection for this thesis was partially under the European Union 

funded study in 1996 and 1997 (SOC 95 200587 05F202) to audit antenatal 

HIV testing polices and procedures in the UK as well as in other member 

countries of the EU (Hudson & Sherr, 1997). As an adjunct to the above 

study psychological issues relevant to antenatal HIV testing from the 

perspective of pregnant women and obstetric staff were also examined. One 

of the four questionnaires designed for the above studies was adapted for 

use in non antenatal populations covered under the thesis.

The original EU study questionnaires aimed to examine the following issues;

i) to determine the psychological impact of general antenatal screening 

tests and HIV testing for pregnant women (administered prior to the 

consultation);

ii) to re-examine core variables related to antenatal HIV testing, including 

HIV knowledge, attitudes to HIV testing and prevention among women of 

reproductive age, intention to test for HIV etc, following the consultation by 

utilising a shortened version of the above questionnaire;

iii) to monitor the extent and range of HIV discussion/counselling during 

antenatal consultations on a set of chosen items by direct observation. 

The presence or absence of discussion on exposure to HIV risk factors, 

different interventions available to reduce mother-to-child transmission of 

HIV and psychological impact of HIV testing and other antenatal 

screening tests, was recorded with the checklist, to ensure information 

was gathered in a systematic manner during each consultation;

iv) to record the perspective of obstetric staff on a range of issues 

surrounding HIV and HIV testing. This was operationalised by using a
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questionnaire designed to monitor time spent on discussing antenatal 

tests and HIV testing, H|V risk assessment and communication aspects of 

the consultation etc. The short questionnaire was completed by obstetric 

staff, following the antenatal consultations, for each clinic attender.

This thesis details the findings from questionnaire survey data derived from 

women, prior to their consultation, attending three different types of 

reproductive health care clinics (antenatal, family planning and termination 

assessment clinics). All data were collected with the questionnaire originally 

designed to examine women's perspective of HIV testing issues in pregnancy 

(see Appendix 3. for the original ED questionnaire), which was subsequently 

slightly adapted for use in the FP and TOPCs. The adapted questionnaire 

differed so that it omitted all questions relevant only to ANCs (the original 

questionnaire questions 2, 10, 11 a and e, 12 a and d, 12 f, 12 h, 13. 15 c, 

19, 20, 25, 26 32 c and 34). (see Appendix 4. for the adapted questionnaire). 

Detailed inclusion of the constructs underlying the questionnaire is provided 

in section 3.5.

3.4 Sample

3.4.1 Study sites

The ANC clinics approached for data collection purposes were attached to 

the North Middlesex Hospital, the Royal Free Hospital, Homerton Hospital 

and the Whipps Cross Hospital, all in Greater London. The clinics were 

approached formally by sending a letter to a senior staff member seeking 

approval for inclusion of the clinics in the research study. The same approach 

was adopted for TOPC clinics, which included the Town Clinic, the Bowes 

Road Clinic, Wenlock House, the Church Road Clinic and clinics based in the 

North Middlesex Hospital and the Royal Free Hospital. FPCs included were 

the Bridge House Clinic, Merryhills Clinic, Freezywater Clinic, Edmonton 

Central Clinic, Wenlock House, Silver Street Clinic, Bowes Road Clinic, North 

Middlesex Hospital Clinic and the Moorefield Road Clinic. All clinics were 

based in one of the following London Boroughs:
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• London Borough of Camden

• London Borough of Enfield

• London Borough of Waltham Forest

• London Borough of Hackney and

• London Borough of Enfield and Haringey

Following approval from each of the clinics, the senior staff responsible was 

briefed about the aims of the research and the procedure for the data 

collection. The senior staff member was then requested to debrief all other 

relevant staff members.

3.4.2 Ethical committee approval

Once approval for data collection was obtained from each of the clinics, 

ethical approval was sought from the local research ethics committees, and 

obtained as follows;

i) East London and the City Health Authority Research Ethics Committee 

(Ref: 89/10/19);

ii) the Ethical Practices Sub-Committee of the Royal Free Hampstead NHS 

Trust (Ref 177-96);

iii) the Ethics Committee of the Redbridge & Waltham Forest Health 

Authority for the Whipps Cross Hospital antenatal clinic (Ref: LREC 

R&WF, 64);

iv) the Local Research Ethics Committee of the Enfield & Haringey Health 

Authority (Ref: HL/CH- 361) for the North Middlesex Hospital antenatal 

clinic;

v) in termination assessment clinics from the Local Research Ethics 

Committee of the Enfield & Haringey Health Authority (Ref: HL/CH);

vi) and the Ethical Practices Sub-Committee of the Royal Free Hampstead 

NHS Trust (Ref: 177-96);

vii) for interviews in family planning clinics from the Local Research Ethics 

Committee of the Enfield & Haringey Health Authority (Ref: HL/CH).
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Once ethical committee approval was obtained each clinic was informed and 

a time line for data collection was agreed.

3.4.3 Cohort o f termination assessment clinic attenders

Consecutive women attending clinics, which provide a service for pregnancy 

termination assessment and counselling, were approached during May 1997 

and November 1998. During the study period 185 consecutive clients of five 

community gynaecology clinics in London Boroughs of Enfield & Haringey 

and London Borough of Hampstead were approached and invited to take part 

in a research study about “HIV Testing and Prevention”. A total of 141 women 

returned a completed questionnaire, yielding a response rate of 76.2%.

3.4.4 Cohort o f family planning clinic attenders

Of the 160 consecutive women attending nine family planning clinics in 

London Boroughs of Enfield and Haringey during May and June 1997, 145 

women completed the research questionnaire, yielding a response rate of 

90.6%.

3.4.5 Cohort o f antenatal clinic attenders

During the targeted study period (1996-1997) consecutive women attending 

four large maternity units in London Boroughs of Camden, Enfield, Waltham 

Forest and Hackney, were approached and invited to take part in the 

research study. During the data collection period 1195 women were due to 

attend the clinic, either for a “booking” visit (i.e. the initial visit at 

approximately 12 weeks into the pregnancy) or for a follow-up visit later on in 

the pregnancy. Of these 878 eligible women were approached. In total 794 

returned a completed questionnaire, representing a 66.4 % response rate of 

the total clinic population during the study period.
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3.5 Research questionnaire items

The questionnaire utilised in this research was developed following a review 

of available psychological literature on screening behaviours, including 

screening for general antenatal tests and HIV testing. The majority of the 

items adopted in the questionnaire were included as they addressed the 

issues that arose from the literature review or because of their association 

with psychological theory adopted for this research (The Health Belief Model). 

The questionnaire contained items on each of the main elements of the HBM, 

including demographic variables, sociopsychological variables, structural 

variables, risk (perception) related variables, cues to action, and perceived 

benefits and barriers for action (see Chart 1.). These variables were 

subsequently used to determine the best independent predictors of HIV 

testing intentions among women. Where available, validated tests and items 

were used, although at the time of the design of these research instruments 

in 1996 a standardised questionnaire, which would have specifically been 

designed to examine HIV counselling and testing issues among pregnant 

women, or women attending other reproductive health care clinics, from a 

psychological perspective, was not available.

According to the HBM the individual likelihood of preventive action depends 

on the outcome of assessing the threat of the disease and evaluation about 

the advantages and disadvantages of taking preventive action. Therefore the 

research instrument was designed to include all relevant items, which are 

incorporated in the Health Belief Model. A critical description and rationale for 

major variables, derived from the HBM, included in the questionnaire survey 

is provided following an overview of the items in a schematic diagram (see 

Chart 1.).

In addition to these HBM variables a series of variables, difficult to classify 

under specific segments of the HBM, were included in the survey and 

analysis because they were believed to provide important information about 

women’s point of view regarding HIV counselling and testing services or 

because of their potential role in influencing women's HIV testing decisions.
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As seen in Box 1., such variables include belief about right to refuse an HIV 

test offer and level of comfort in discussing sensitive life style issues with 

health care staff. The role of these factors in uptake of HIV testing has not 

previously been studied despite their documented role or importance in VCT 

service delivery (WHO, 1990).

Chart 1. shows intention to test for HIV as an outcome variable and possible 

interaction between independent variables in a flow chart. However, the 

separate statistical analysis has not been conducted to consider such 

interaction between independent variables. Neither have the modifying effects 

of any variable been studied. While treating these variables in the statistical 

model applied in the thesis, all variables have been given equal weight in 

terms of their association with the outcome variable.
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Chart 1. A schematic diagram of the factors studied under the HBM

Perceptions and Modifying Factors

Likelihood 
of Action

Assessments

DEMOGRAPHIC VARIABLES
- Age, sex, race, ethnicity, etc.

- Parity, miscarriage, children, 
relationship status

SOCIOPSYCHOLOGICAL
VARIABLES
- Personality, social class, peer 

and reference group pressure

- Partner HIV testing intention
- Beliefs and knowledge of 

other women and friends 
testing for HIV

- Anxiety
- Partner believes HIV test is a 

‘good idea'

STRUCTURAL VARIABLES
- Knowledge about the disease,
- Prior contact with the disease

- Knowledge of HIV and 
interventions to reduce MTCT

- HIV testing procedures
- Prior HIIV testing experience 

Prior contact with HIV positive 
people

PERCEIVED SERIOUSNESS
AND SUSCEPTIBILITY
- Is HIV a concern for women 

attending this clinic?
- How many women are positive 

in a London clinic?
- Rating on personal chances of 

being HiV positive
- Women can prevent themselves 

from getting infected with HIV
- Rating on personal control over 
staying HIV negative

- Worry about past HIV risk 
factors

CUES TO ACTION

Advice from others and Illness 
of family member or friend 
Doctor’s recommendation to test 
Risk factors for HIV

ASSESSED SUM OF PERCEIVED 
BENEFITS

Reassurance about HIV testing 
Public health benefit of HIV testing 
Reassurance about partner

MINUS
PERCEIVED BARRIERS FOR 

PREVENTIVE ACTION

Worry about HIV testing
Rating on difficulty in discussing with
partner
Worry about insurance 
Anticipated stress while waiting for 
test results
Perception of not being able to cope 
with a positive test result 
Not wanting to know if HIV positive 
Anticipation of affected health care 
HIV not priority “at the moment"
Fear of stigma and discrimination if 
test is positive

PERCEIVED THREAT OF ILLNESS 
OR INJURY

LIKELIHOOD 
OF

PREVENTIVE
ACTION

Intention to 
test for H IV  as 
a surrogate o f 

actual H IV  
testing uptake

Source: Adapted from Sarafino, E.P. (1990). Health Psychology. Biopsychosocial 
Interactions. John Wiley & Sons: Singapore (Figure 6.2, page 190).
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In addition to the variables from the Health Belief Model the following items 

were included in the questionnaire to provide additional information about 

women's point of view about HIV counselling and testing services.

Box 1. Other variables related to women's point of view about HIV counselling 
and testing services

Belief about whether all clinic attenders should be offered an HIV test 
HIV counselling and testing policy preference 
Preferences of discussing HIV with different health care staff 
Test results provision
Intrusiveness of an HIV test offer and HIV pre-test counselling/discussion 
Comfort in discussing HIV, sexual behaviour, HIV testing etc with 
health care staff
Beliefs about whether one’s consent for an HIV test will be acquired 
and about scope for being able to refuse a test offer 
Beliefs about importance of women receiving information about HIV 
prevention methods.

3.5.1 Demographic variables

Demographic variables such as age, relationship status, ethnicity and number 

of previous pregnancies and live children were included in the questionnaires 

as the Health Belief Model maintains these variables are believed to 

contribute to the likelihood of an individual taking preventive action.

- Year of birth

Age of the woman at the time of the survey was calculated for each clinic 

attender from the year of birth.

- Relationship status

Women were asked to indicate their relationship status at the time of 

questionnaire survey. The listed response options were 'married', 'stable 

partnership', 'divorced/separated', 'single' and other'.
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- Number of previous pregnancies and live children

Each woman was asked to indicate the number of times she has been 

pregnant, excluding a current pregnancy, as well as the number of living 

children.

- Experience of miscarriage

Each respondent was asked to note whether they have experienced a 

miscarriage ("yes' vs ‘no’).

- Ethnicity

All participants were asked to self-classify their ethnicity, according to a 

variation of the Office for the Population Censuses and Surveys (OPCS) 

ethnic classification categories (Haskey, 1996). Where statistical analysis of 

responses from women of ethnic minority origin and others were carried out 

the responses of women who classified themselves as ‘Black-African’, ‘Black- 

Caribbean’, ‘Black-Other’, ‘Turkish’, ‘Indian, Pakistani or Bangladeshi’, 

Oriental’, ‘Cypriot’ and ‘Other/Mixed’ were compared with the responses of 

women who classified themselves as ‘White’ or ‘Irish’.

Table 3.1 Self classified ethnic origin and continent of birth for women in 
ANCs (n=794), FPCs (n=145) and TOPCs (n=141)

AN
(n=794) 

n (%)

FP 
(n=145) 

n (%)

TOP 
(n=141) 

n (%)

F/t/X= P

Ethnicity^
Black-African/ Black-Caribbean/ 
Black-Other
White / Irish/Turkish/ Cypriot 
Indian/Pakistani/Bangladeshi 
Other/mixed

223 (28.5) 
441 (56.4) 

53 (6.8) 
65 (8.3)

32 (22.1) 
98 (67.6) 

5 (3.4) 
10 (6.9)

35 (25.4) 
83 (60.1) 

5 (3.6) 
15(10 .9 ) 9.864 ns

Continent of birth^
Europe
The Americas
Africa
Asia/Oceania

562 (73.1) 
37 (4.8) 

113(14.7) 
57 (7.4)

120 (89.0) 
5 (3.7) 
5 (3.7) 
4 (3.0)

92 (75.4) 
5 (4.1) 

14(11 .5 ) 
11 (9.1) 19.290 .004

Missing values:  ̂ AN (n=12) FP (n=0) TOP (n=3),  ̂AN (n=25) FP (n=11) TOP (n=19)
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Although the overall ethnic minority population in the UK has been estimated 

to have been 5.7% (3.2 million) in 1994 (Haskey, 1996), as can be seen in 

Table 3.1, reproductive health care clinics in London are attended by a higher 

than average proportion of women from ethnic minority origin. In London, the 

source of over 70% of female HIV infections diagnosed during pregnancy has 

been associated with ‘infection acquired abroad’ (National Study of HIV in 

Pregnancy, 1999). This finding has implications for research being carried out 

in reproductive health care clinics in London, given that for many women 

English may not be the first language. Therefore ideally research studies 

ought to consider translating interview questionnaires into one or more 

majority languages spoken in the area in order to capture the experiences of 

non-English speaking women in the context of counselling and HIV testing 

services. Nevertheless, although some studies have found differences in 

experiences of, for example, Asian and non-Asian women, in terms of pre- 

and post pregnancy care (Woollett et al., 1995), the importance of 

acknowledging the need to go beyond stereotypical views based on women’s 

ethnicity, and to consider individual and personal circumstances instead, has 

been emphasised (Woollett et al., 1995). The study by Woollett et al. (1995) 

pointed out that in many ways women from Asian origin, the largest ethnic 

minority population in the UK, demonstrate a strong commitment to the 

Western model of maternity care.

While the link between ethnicity and certain health outcomes has been much 

studied (Bhopal et al., 1997), frequently the terminology used related to 

ethnicity is not systematic and sometimes even inappropriate (Bhopal et al., 

1997). One of the main problems identified in using ethnicity as a variable in 

research is that ethnicity does not lend itself easily for measurement given 

that it is a socially constructed phenomenon and has imprecise and fluid 

boundaries (Senior & Bhopal, 1994). For example, although country of birth 

has frequently been used as an index of ethnicity, it is an objective though 

crude measure (Senior & Bhopal, 1994). Nevertheless, there appears to be a 

consensus that ethnicity is a matter of self-perception and, as such, self

classified ethnicity is an acceptable approach for classification, which is the 

principle advocated by the Council of Racial Equality (Heath, 1991).
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Despite ongoing debate about whether there is an association between 

ethnicity and sexual health (Fenton et al., 1997), and the inherent difficulties 

in measuring ethnicity, this variable was included in the research instrument, 

as according to the Health Belief Model, it is argued to be one of the 

demographic variables, which may play a role in individual health seeking 

behaviours. This is also indicated by previous research where ethnicity has 

been found to be associated with uptake of HIV testing by pregnant women 

(Gibb et al., 1998; Meadows et al., 1990). Also, a strong association has been 

identified between antenatal unit prevalence of HIV and proportions of African 

women attending the units in London (Ades et al., 1992), suggesting the need 

to not overlook the possible role of ethnicity in determining individual decision

making about HIV testing, while also acknowledging that the association 

between ethnicity and sexual health is far from clear given that no biological 

reason exists why ethnicity per se should alter the risk of STDs, including HIV 

(Fenton et al., 1997).

For the purpose of this research the Office for the Population Censuses and 

Surveys (OPCS) ethnic classification categories were used as these 

categories have been used in the UK since 1992 in Government surveys for 

estimating the size of the ethnic minority populations.

3.5.2 Sociopsychological variables

Sociopsychological variables in the questionnaire included factors at 

individual level, such as state of anxiety prior to the consultation, and 

variables that address explicit and implicit peer and reference group pressure, 

which, according to the Health Belief Model, are factors implicating an 

individual’s perceived threat of illness.

- Anxiety

Anxiety has been defined as “an unpleasant emotional state or reaction that 

can be distinguished from others, such as anger or grief, by a unique
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combination of experiential qualities and physiological states” (Spielberger & 

Rickman, 1986).

An anxious state of mind is known to influence decision-making ability of an 

individual in general and in terms of HIV testing decisions in particular 

(UNAIDS, 2001). Thus both trait anxiety and state anxiety are important in 

terms of studying HIV testing and counselling. Pregnancy is likely to be a time 

of raised worry and anxiety for many women. It has been suggested that 

undergoing, and waiting for the results, of different antenatal screening tests 

evokes raised levels of anxiety among many pregnant women (Farrant, 1985; 

Marteau et al., 1989), although raised anxiety may not remain high during the 

entire pregnancy. A review of psychological literature has shown that 

antenatal screening tests have the potential to both increase and decrease 

anxiety depending on the woman’s initial perceived risk of abnormality, the 

test technique being used and the quality of communication on screening 

tests by the obstetric staff (Green, 1990). Stevens et al., (1989) has found 

that the anxiety levels around the HIV test of ANC attenders were much 

higher than anxiety about other routine antenatal tests.

The psychological state of the woman during pregnancy has been found to be 

associated with potential adverse outcomes such as prenatal complications 

and mother-neonate interaction (Reading, 1984). In the light of the 

association between anxiety and pregnancy outcome in general and the 

significance of anxiety in relation to HIV testing in particular, the level of 

anxiety was measured for each woman in this study.

Assessment of anxiety in research studies is most frequently carried out by 

using self-report psychometric inventories and questionnaires, while 

projective techniques, such as the Rorschach Inkblot Test and the Thematic 

Apperception Test, have been used extensively in clinical screening of 

anxiety. One of the earliest self-report inventories, the Taylor Manifest Anxiety 

Scale (MAS) (Taylor, 1953) has been widely used in experimental research. 

Similarly, the Anxiety Scale Questionnaire (ASQ), developed by Cattell and 

Scheier (1963), provides a standardised and a fast assessment of anxiety in
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clinical settings. Both MAS and ASQ seem to measure trait anxiety, rather 

than state anxiety. In the 1960s a measure of both state and trait anxiety, the 

Affect Adjective Check List (AACL), was developed by Zuckerman (1960) and 

his associates (Zuckerman & Blase, 1962; Zuckerman & Lubin, 1965). While 

the validity of the state anxiety measure of the AACL is good, validity of the 

measure of the trait anxiety has raised questions (Spielberger & Rickman, 

1986).

The State-Trait Anxiety Inventory (STAI) was developed by Spielberger et al. 

(1970) to provide a reliable self- report scales for assessing both state and 

trait anxiety in research as well as clinical settings. In the framework of the 

state-trait distinction, state, or S-anxiety, has been defined as a “temporal 

cross-section in the emotional stream of life of a person, consisting of 

subjective feelings of tension, apprehension, nervousness, and worry and 

activation of the autonomic nervous system” (Spielberger et al., 1970). The 

trait-anxiety, T-anxiety, was defined in terms of relatively stable individual 

differences in being prone to anxiety, that is differences between individuals 

in their tendency to perceive stressful situations as dangerous or threatening 

(Spielberger & Rickman, 1986).

The STAI was subsequently revised due to difficulties experienced in 

measuring state and trait anxiety with the same items, resulting in the STAI 

Form X, which was further revised in 1979, resulting in the STAI Form Y 

(Spielberger & Rickman, 1986). The STAI consists of two questionnaires of 

20 items each, the first measuring state anxiety, ie. how a person feels at the 

moment, and second measuring trait anxiety, ie. how one feels generally. The 

psychometric properties of both S-anxiety and T-anxiety scales, as well as a 

better balance between anxiety-present and anxiety-absent items, were 

obtained with the STAI Form Y. While some (Allen & Potkay, 1981) have 

argued the state and trait anxiety distinction is “arbitrary and fraught with 

problems”, others (Zuckerman, 1983) have objected to this criticism due to 

availability of consistent findings of a substantial body of research to 

demonstrate the theoretical and empirical utility of the state-trait distinction. 

Psychometric anxiety questionnaires and inventories, such as the STAI, have
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the advantage that they are easily administered and scored and are not time- 

consuming. Given the demonstrated reliability and validity of the STAI it has 

been used extensively in experimental research, including psychology 

research, and clinical practice since its introduction in the 1970s.

Although anxiety per se is not one of the variables featured in the HBM, it was 

considered valuable to assess the level of anxiety in order to compare the 

level of anxiety experienced by the women and to have an insight into the 

psychological state of the women in the different clinics. The self-rated 

anxiety levels have frequently been assessed in previous research on 

antenatal HIV testing (Simpson et al., 1998; Meadows & Catalan, 1994; 

Meadows et al., 1993).

Level of anxiety of the women, as reported by them prior to the consultation, 

in this research was measured by using an adapted version of the 

standardised six-item short-form of the Spielberger State-Trait Anxiety 

Inventory (STAI), (Marteau & Bekker, 1992). The original 40-item STAI has 

proven to be both a reliable and sensitive measure of state anxiety but its 

limitation is its length as the full form is time-consuming to complete. In many 

applied research settings this is a disadvantage as there is limited time to 

complete the questionnaire, particularly as it is frequently used in combination 

with other survey instruments. To overcome this limitation, and the 

unavailability of a standardised short measure. Marteau & Bekker (1992) 

have developed a six-item short-form of the full-length STAI, with the aim of 

developing a reliable and valid tool to be used to measure state anxiety 

among populations in which administration of the full-length STAI is not 

feasible. The short-form STAI was chosen to measure state anxiety among 

women in this research because of existing evidence of it having acceptable 

levels of reliability and validity (Marteau & Bekker, 1992) and because of the 

ease of its administration. In addition this tool was selected because of the 

additional advantage, stemming from its briefness, that it is likely to maximise 

response rates while minimising the number of unanswered questions, thus 

enhancing the reliability and generalisability of the findings. The short-form 

STAI has been found to result in scores similar to those obtained by the full-
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length STAI (Marteau & Bekker, 1992) across population groups reporting 

normal and raised levels of anxiety while remaining sensitive to different 

degrees of anxiety.

Due to an uneven number of ‘positive’ and ‘negative’ statements in the six- 

item STAI, two items were added, including I feel nervous’ and ‘I feel at 

ease’. Each item falls into one of the following categories; ‘anxiety-present’ 

items or ‘anxiety-absent’ items. The response categories were ‘not at all’, 

‘somewhat’, moderately so’ and very much so’, respectively, and individual 

responses to each item contributed between 1 to 4 scores to the total anxiety 

score, which ranged from 8 to 32. A final score of 8 is taken to indicate 

normal levels of anxiety and a score of 32 to indicate high levels of anxiety. 

The total anxiety score derived from the short-form STAI was pro-rated to be 

comparable to the original 20 item scale and then used to compare the 

scores among women who reported HIV risk factors and those who did not, 

between women who expressed an intention to test for HIV and those who 

did not, and between different clinic populations.

- Peer and reference group pressure

The questionnaire included several items aimed at assessing peer and 

reference group pressure. These assessed beliefs about ‘whether many 

women have the HIV test’, knowledge of other women and friends who might 

have tested for HIV and partner’s belief that HIV testing is a “good idea”. In 

addition partner HIV testing intention, as reported by the woman, was 

recorded.

- Partner HIV testing intention

HIV infection in a woman is invariably associated with transmission from an 

HIV positive man, although this contextual factor has not been extensively 

discussed in psychological theories underlying HIV testing decisions. HIV test 

decisions of women are also likely to be influenced by the context within 

which a woman is able or unable to make certain decisions. For example, it
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may be very difficult for a woman to undertake an HIV test and share a test 

result with her partner if he is reluctant to discuss HIV issues or testing. The 

predictive value of variables, other than the mostly individualistic ones 

incorporated in the HBM, in determining HIV testing intentions and uptake, 

has been not been studies extensively in psychological studies on women 

and HIV testing.

Recent evidence suggests that women's worry about partners’ reactions 

towards HIV testing, desire to discuss HIV testing with one’s partner before 

deciding to test and worry about negative outcomes following disclosure of 

serostatus to the partner are challenges to increasing uptake of voluntary 

counselling and testing (Maman et al., 2001). Thus, there appears to be 

emerging evidence about the importance of partners in HIV testing intentions 

and decisions of women.

Despite the above mentioned associations between HIV testing intentions of 

women and partner related factors, few studies have examined the 

association between HIV testing intention of the partner and women’s HIV 

testing intention. Partner intention to test for HIV, as reported by the women, 

was therefore recorded for each respondent, as this was believed to have a 

strong potential to influence women’s HIV testing decisions.

The lack of opportunity to validate women’s reports of their partner HIV 

testing intentions is a limitation of this item, as partners were not administered 

a questionnaire during this research. Therefore, in spite of good amount of 

content validity (expressed by the experts) the predictive validity of this item 

could not be established and future studies could be improved by cross

checking reports by the women and their partners.

3.5.3 Structural variables

- Knowledge of HIV
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Several questions were constructed to assess women's knowledge about HIV 

infection, transmission from mother-to-baby and HIV testing issues. 

Knowledge of HIV and HIV testing procedures is a prerequisite to an informed 

decision whether to undergo the HIV test and correct knowledge about modes 

of HIV transmission and methods of prevention is an essential, although not a 

sufficient, condition for informed decision-making about contemplated 

behaviour change (Prochaska and DiClemente, 1984). Such HIV knowledge 

may also be a factor that affects women's' intention to test for HIV, as 

suggested by the Health Belief Model.

The research questionnaire included 15 multiple-choice HIV knowledge 

questions devised to assess knowledge of HIV testing procedures in general 

(eg. can blood tested for HIV always be traced by name?). In addition, 

specific questions on HIV infection, and in particular, knowledge about HIV 

vertical transmission and potential interventions to reduce this (eg. can HIV 

be passed on from mother to baby during delivery?), were devised to assess 

specific knowledge of issues related to HIV in pregnancy. Only agreed 

answers were included. “Correct” answers were agreed by two professionals; 

a Professor of Obstetrics and a Senior Lecturer in Psychology. Three 

response categories for each question (yes/no/don't know) were generated. 

The adapted questionnaire, used in the TOPCs and FPCs, consisted of 13 

HIV specific knowledge questions assessing knowledge of the following:

Modes of vertical transmission of HIV

interventions which may reduce risk of vertical transmission of HIV

possibility of seroconversion among newborns

chances of vertical transmission in newly infected women

possibility of testing residual blood for HIV

three month window-period

HIV testing procedures and unlinked HIV testing

Responses to the items provided a total knowledge score on HIV, number of 

knowledge gaps (don't know responses) and an error score for each 

respondent. The knowledge gap score and error score allows for
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differentiating between lack of knowledge (eg don’t know answers) and errors 

where the respondent has chosen an incorrect response (eg. antibiotics can 

reduce vertical transmission of HIV).

Each knowledge item included in the research instrument was devised for the 

purpose of this research study as, at the time of the research design, no 

standardised questionnaire existed to measure specific knowledge of HIV and 

HIV testing among women of reproductive age. Accordingly, these specific 

knowledge items would benefit from being tested for internal and test-retest 

reliability. During data analysis, non-response to knowledge items has been 

distinguished from incorrect answers and separate total score has been 

calculated for overall HIV knowledge, number of total errors and knowledge 

gaps. The association, or its absence, of these three total scores has been 

measured with the outcome variable, intention to test for HIV.

The questionnaire distributed to pregnant women in ANCs consisted of 15 

HIV knowledge related questions. At the time that the questionnaire was 

adapted for use in the other two clinic settings (FPCs & TOPCs) two of the 

questions were perceived as “irrelevant” to those study populations. These 

were “if the woman has tested negative for HIV in an earlier pregnancy she 

does not need another HIV test” and “pregnancy causes the health of HIV 

positive women to deteriorate”. These items were omitted from the 

questionnaire completed by women in the other clinics. The omission of the 

two items proved to be a methodological weakness in the use of HIV 

knowledge questions, as during statistical analysis and comparison of all the 

three populations, 13 questions were left to allow comparisons to be drawn 

about the HIV knowledge levels of the three different cohorts. It would have 

been preferable to use all 15 knowledge items, regardless of the clinic 

population, for measuring the level of HIV knowledge among women.

- Prior contact with HIV and HIV testing

The Health Belief Model postulates that perceived seriousness of a disease 

and personal susceptibility to it are likely to influenced by prior contact with
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the disease, persons affected by the disease and previous exposure to health 

related behaviour. For example, meeting people living with HIV/AIDS may 

change individual perceptions about one’s own susceptibility to HIV. 

Therefore, specific items were devised to find out about prior HIV testing 

experience (yes/no/not sure), including number of HIV tests (where 

applicable) and knowledge of persons living with HIV.

3.5.4 Perceived seriousness of HIV and personal susceptibility to HIV

- Perceived seriousness of HIV

Perceived threat of a particular disease, such as HIV, is suggested to be 

influenced by several factors described above, including perceived 

seriousness and susceptibility to the disease. Therefore a new item was 

designed with the aim of examining whether women were aware of the impact 

of the HIV epidemic on pregnant women in London. Each respondent was 

asked to estimate the number of women they believed to be HIV positive in 

the clinic they were attending. The response categories varied from ‘1 in 100’, 

‘1 in 200’, ‘1 in 1,000’, ‘1 in 2,000’, ‘1 in 10,000’ a n d ‘1 in 20,000’. At the time 

of the data collection the “correct” estimate was 1 in 200 (DoH, 1998). In this 

manner the respondents’ estimates allowed for an understanding of women’s 

perceptions of the relevance of the HIV epidemic for pregnant women in 

London. This item was devised for the research and has not been assessed 

for its reliability or validity. The omission of a ‘don’t know’ response category 

proved to be a limitation as, due to its absence, respondents who were 

uncertain may have opted to guess the correct estimate by ticking on any of 

the six response categories.

One other item which was devised to estimate perceived seriousness of HIV 

by the respondents was a rating of the extent to which HIV is perceived as a 

concern for women attending the particular clinic. Women provide the rating 

on a one to five point scale, ranging from 1= not at all to 5=very much so.
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Personal susceptibility to HIV (risk perception) leading to perceived threat 
of HIV

In terms of the Health Belief Model the more at risk of a certain health 

problem an individual perceives oneself to be, the more likely he or she is to 

take preventive action. Risk perception is a core variable in the model and 

therefore three items were included to assess perceived susceptibility to HIV, 

including a rating on personal chances of being HIV positive, ratings on 

perceived level of control over HIV and a worry about risks taken in the past 

which may have exposed oneself to HIV. These rating were given on a one to 

five point scale (1= not at all, not at all likely, 5= very much so, very likely etc).

The item on personal susceptibility to HIV was derived from research into 

individual susceptibility to diseases by Weinstein (1989; 1982). Weinstein 

(1982) found that many people exhibit a tendency for ‘unrealistic optimism' 

about their future health, perceiving their susceptibility to diseases, such as 

STDs, to be less likely to happen to themselves compared with others 

(Weinstein, 1982), a finding which helps to explain why behaviour change 

interventions and communication strategies on HIV/AIDS have proven to be 

of limited effectiveness globally to halt the spread of HIV/AIDS.

The second item on perceived amount of personal control over staying HIV 

negative was derived from past research into the concept of ‘illusion of 

control’ (McKenna, 1993), a theoretical construct referring to the tendency of 

individuals to exaggerate their perceived control over external events. Both 

unrealistic optimism and illusion of control are psychological constructs, which 

lend themselves readily for studying perceived susceptibility to diseases, such 

as HIV. However, the use of verbal probability expressions to examine 

perceived susceptibility to HIV, such as ‘likely’, and ‘uncertain’ in this study, is 

problematic. Literature on medical probability theory has consistently provided 

evidence to suggest that qualitative expressions of probability, such as ‘likely’ 

have different meanings to different people, indicated by a large range of 

numerical values (eg. percentages) assigned to the verbal probability 

expressions by people (Kong et al., 1996). It has even been argued that the 

use of verbal expressions of probability in clinical settings should be
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discouraged altogether (Nakao & Axelrod, 1983). Nevertheless, for the 

purpose of this research the use of verbal specifications of frequency (eg. 

likely' etc) was thought to be preferable to using percentual estimates of 

perceived susceptibility to HIV, given the relative ease of rating one’s risk of 

HIV with a verbal probability expression (eg. ‘likely’ etc.) compared with doing 

so numerically, such as with a percentage. Reliability of the measure to be 

used in future studies could be enhanced by asking respondents to assign 

both numerical and verbal specifications when assessing perceived 

susceptibility to HIV.

3.5.5 Cues to action

The Health Belief Model maintains that ‘cues to action’, such as mass media 

campaigns, advice from significant others, illness in the family member or 

friend among other cues, predict the individual probability of health seeking 

behaviour. Several items were included in the questionnaire to assess the 

influence of such cues to HIV testing. These included disclosure of HIV risk 

factors and a recommendation by a doctor to test for HIV. The research 

questionnaire is limited to the extent that it could have included other cues to 

action including assessment of internal cues to action, such as presence of 

symptoms, and external cues, such as receiving a letter encouraging HIV 

testing, advice from others to test for HIV or illness of family member or a 

friend, exposure to information on HIV in newspaper and from friends, to 

mention a few.

- Risk factors for HIV infection

Although disclosure of risk factors for HIV is not a variable derived from the 

HBM, it was included in the research instrument given that risk disclosure of 

HIV factors is frequently the main indicator for health care professionals in 

offering voluntary counselling and HIV testing to clients at various clinical 

settings, including ANCs. In fact, HIV risk disclosure and risk identification by 

clinicians have been previously researched in antenatal care (Hawken et al., 

1994; Hawken et al., 1995) while perceived susceptibility to HIV by clinic
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attenders appears not to have been included in research studies, despite its 

predictive value in theories of behaviour change, such as the Health Belief 

Model.

Secondly, HIV risk disclosure was included in the instrument as a variable 

because from a public health perspective the ideal situation would be to 

ensure highest uptake of HIV testing among women with risk factors for HIV. 

While perception of personal susceptibility to an illness such as HIV, as 

suggested by the HBM, may be an important factor for HIV testing intentions, 

in clinical settings it would be more effective for women with high level of risk 

factors to test for HIV rather than women with highest perceived susceptibility 

to HIV, in light of previous research on the ‘worried well' (Lupton et al., 1995; 

Miller et al., 1988), referring to a tendency of persons at low risk of HIV to 

come forward to HIV testing. Theoretically it is possible that an HIV testing 

uptake rate of 99.9% could still miss the 0.01% HIV positive cases if these 

women were to decline an offer of HIV testing due to low perceived personal 

susceptibility to HIV despite of potential exposure to HIV. In order to maximise 

the understanding of the predictive value of HIV risk and risk perception in 

HIV testing intentions, both variables were deemed to be of importance to be 

included in the survey questionnaire.

Risk factors for HIV infection were assessed according to an adapted version 

of The Office of the Surgeon General (1986) and the Centres for Disease 

Control (CDC, 1985) established list of HIV risk indicators (McNicoll et al., 

1991). These included risks related to high-risk sexual behaviour (eg. “ever 

been a sexual partner of an HIV positive man”), sexual contact with a man 

who originates from a country or region with high HIV seroprevalence (such 

as sub-Saharan Africa), injecting drug use and other factors, for example a 

history of STDs. Response categories included ‘yes’ ‘no’ and ‘don’t know’. 

Responses from women, who could not rule out a risk (i.e. ‘don’t know’) were 

excluded from the analysis due to small numbers and the difficulty of 

determining whether potential exposure to HIV had in fact taken place or not. 

The alternative method would have involved using forced choice categories 

allowing for ‘yes/no’ responses only, although this might have caused some

114



women to “guess” in case of hesitation. As it is these data are a crude 

representation of women’s subjective perception of risk rather than an 

objective assessment, but nevertheless provide a general HIV risk profile of 

women of reproductive age. Given the small number of ‘don’t know’ 

responses their exclusion is unlikely to have affected the findings.

The methodology of self-reporting of HIV risks has its limitations. Firstly, 

some women may be unwilling to disclose HIV risk behaviours in a clinic 

setting. Research by Hawken et al. (1995) showed that many HIV risk factors 

were undetected during routine clinical history taking, while the combination of 

an interview and questionnaire elicited risk factors not disclosed during 

routine antenatal care (Hawken et al., 1995). Nevertheless, should women 

be unwilling to report HIV risk factors in a research questionnaire, in fact a 

perception of some clinic staff at the initial phase of data collection (personal 

communication) then the actual rate of HIV risk disclosure may be an 

underestimate of the true extent of HIV risk behaviours and factors. 

Unwillingness to report risk behaviours and factors for HIV may arise from the 

stigma attached to the condition or individual inhibition to declare information 

on sexual experiences and life style practices. Self-reports of risk behaviours 

may also be inaccurate if an individual does not accurately recall his or her 

behaviour (Pequegnat et al., 1999).

Acknowledging the possibility of the risk assessment resulting in an 

underestimate of HIV risk factors and behaviours is, in itself, a useful and 

telling indicator of HIV risks among women of reproductive age, and as such 

the value of it should not be underestimated. There is an increasing volume of 

literature that confirms the value of self-reported behaviour in HIV studies. 

Most of these studies have been carried out among high-risk populations 

such as injecting drug users or persons having multipartner sex including sex 

workers or men having sex with men (Boulton, 1994). In the absence of direct 

observations or in depth interviews, an anonymous questionnaire seems to 

be a reliable tool to explore behavioural practices (Pequegnat et al., 1999). 

Evidence suggests that under certain conditions most people will provide 

what they believe to be truthful responses. These include assurance of
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anonymity and confidentiality, emphasising the scientific importance of the 

study and not being asked to report behaviours face-to-face (Pequegnat et 

a!., 1999). Therefore, the use of an anonymous questionnaire was believed to 

be important in order to ensure confidentiality to all study participants while 

enhancing the chances of honest HIV factor disclosure by the women. Ideally 

qualitative methods would have been applied for triangulation and validation 

of the risk factors disclosure. Qualitative studies in the area of HIV /AIDS 

have been particularly useful in examining HIV risk activity related to sexual 

and drug using behaviour (Power, 1998). The reasons for not using qualitative 

methods have been explained elsewhere.

Another limitation of the risk assessment tool used in the questionnaire 

survey is that many women may simply not be aware of the HIV risk factors 

they may have been exposed to unknowingly. Research has shown that for 

many HIV positive women their only risk factor for HIV had been the sexual 

behaviour of their partner (Painter, 2001). Hence women who completed the 

risk assessment part of the questionnaire may have omitted some risk factors 

unintentionally for not having been aware of risk exposure in the first instance. 

Therefore the validity of the reports by women could be strengthened by 

simultaneous assessment of the HIV risk factors and behaviours of their 

partners. Omission of a questionnaire survey to partners, where present, 

proved a limitation of the research in terms of lack of opportunity for more 

accurate assessment of potential exposure to HIV among women.

3.5.6 Individual assessments of perceived benefits and barriers to HIV 
testing

Finally, perceived benefits and barriers to HIV testing would be expected to 

be predictors of individual HIV testing intentions, in terms of the HBM. 

Therefore a series of items were devised to examine individual perceptions of 

benefits and barriers to HIV testing and incorporated in the research 

instrument.

116



- Worry and reassurance about HIV testing

Level of worry and reassurance experienced about HIV testing were 

measured, with four response options, ranging from ‘not at all’, ‘somewhat’, 

‘moderately so’ to ‘very much so’. In addition women noted how much the HIV 

test would reassure them about their partner on a 5-point scale (1= ‘not at all’, 

5= ‘very much so’). In addition each woman rated the level of reassurance 

they would feel about one’s partner, on a one to five point scale (1 = ‘not at 

air, 5= ‘very much so’).

- Decision making factors and perceived benefits and barriers to HIV testing

The questionnaire given to pregnant women in antenatal clinics included 15 

items, some of which could be perceived as potential benefits of or barriers to 

having an HIV test. In other words issues and concerns that women may 

consider when contemplating HIV testing. These included items related to 

perceived benefits (‘my partner thinks it is a good idea” and ‘‘I do not think it is 

relevant to me but I am happy for my blood to be tested for public health 

reasons’) and perceived barriers to HIV testing ( I do not think I could cope 

with a positive result’ and “I fear stigma and discrimination if the test were 

positive”). Women responded by indicating whether these possible benefits 

of, and barriers to, HIV testing were ‘a major consideration’, ‘not a 

consideration’ or something that ‘crosses one’s mind’.

When the questionnaire was adapted for use in the two other clinic settings 

one item; ‘I want the best for my baby’ was omitted, as it was not relevant to 

the other two populations. The subsequent statistical analysis was carried out 

using the remaining 14 items. At this stage comparisons were drawn between 

the proportion of women who considered such benefits and barriers when 

contemplating HIV testing and those who did not, thus merging response 

categories ‘crosses my mind’ and ‘consider a lot’.
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3.5.7 Other issues from women’s point of view about HIV counselling and 
testing service provision

There are some important factors that are known to influence HIV testing 

decisions and that are difficult to classify under the different components of 

the HBM. Such factors have been considered to be minimum prerequisites for 

quality voluntary HIV testing and counselling services. Ability to refuse an HIV 

test without fear of being discriminated from services has been recommended 

as a one such prerequisite of quality HIV testing services (UNAIDS, 2000). 

Similar and other information related to HIV testing services and contextual 

issues of women have been investigated.

A series of items were included in the instrument to examine attitudes and 

beliefs of women toward VCT for HIV service provision in the light of the 

absence of health services research related to acceptability and client 

perspective on HIV VCT in clinics other than ANCs.

- Attitudes and beliefs towards counselling and HIV testing service provision

A variety of attitudinal questions were included to examine women’s beliefs 

about HIV infection, comfort in discussing sensitive issues, such as sexual 

behaviour, and HIV testing with health care staff. The responses were 

provided on a 5-point scale (1= ‘not at all agree’, 5= ‘strongly agree’).

A range of other items were devised to allow for HIV service use appraisal by 

the women, in particular in relation to HIV testing service provision. These 

items examined beliefs about whether the HIV test should be offered to all 

women in the clinic (‘yes’, ‘no’, ‘not sure’), preferred health care professional 

to talk to about HIV infection and testing (‘hospital / family / clinic doctor’, ‘HIV 

specialist’, ‘no preference’) and preferred mode of receiving HIV test results 

(‘during the next appointment’, ‘in a letter’, ‘over the telephone’ or ‘no 

preference’). Response categories ‘specialist HIV midwife’ and ‘midwife’ were 

omitted from the questionnaire adapted for use in the FP and TOP clinics. All 

women were also asked to note their preferred HIV testing policy (‘no 

information on HIV & no test’, ‘no HIV information but have the test if doctor
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believes it is in one’s own and the baby’s interest’, ‘counselling on risk and 

whether to test’ or ‘informational discussion on HIV’). Finally the extent to 

which it is perceived important for the clinic attenders to receive information 

about HIV prevention methods was rated by each respondent. This item was 

rated on a one-to-five scale (1= not at all, 5= very much so). None of the 

attitudinal statements have been validated for reliability or validity.

- Perceived intrusiveness of HIV discussion/ pre-test counselling

The perceived intrusiveness of being offered ‘HIV pre-test discussion’ or HIV 

pre-test counselling’ was measured on a 5-point scale (1= ‘not at all’, 5=’very 

much so’).

- Beliefs about informed consent and right to refuse and HIV test offer

In addition two items examined beliefs about whether consent for an HIV test 

would be requested and about the right to refuse an HIV test. Response 

categories for these items were yes’, ‘no’, and ‘don’t know’.

3.5.8 Intention to test for HIV

The outcome variable in this research survey was intention to test for HIV. 

Ideally record of actual number of women undergoing HIV testing would have 

been obtained. Due to the anonymous nature of the questionnaire it was not 

possible to link individual level data to patient records. Furthermore, prevailing 

ethical standards on confidentiality did not permit such a linking. Therefore 

the closest surrogate to uptake of testing, that of expressed intention to test 

for HIV, was recorded for each woman. The theoretical basis for using 

intention to test has been critically discussed under the section on the Theory 

of Reasoned Action under the literature review. The response categories 

were: ‘yes’, no’, undecided’ and decide to follow individual medical advice’. 

The result on validity of this item, following analysis against uptake of HIV 

testing as recorded by the physicians, has been presented in Table 3.3 (page 

123).
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3.6 Procedure for administering the questionnaire

3.6.1 Administration of the questionnaire instrument

Consecutive clinic attenders were approached and invited to take part in a 

survey of HIV testing and prevention. All women were approached and 

offered to take part in the research study in the following manner:

1. The researcher introduced herself;

2. Each woman was briefed about the broad aims and objectives of the 

research questionnaire and study procedure;

3. Each woman was reassured that her responses would be treated as 

confidential and that taking part in the research study, or declining 

taking part, would not affect her care;

4. Women were informed that they would not need to fill in all information 

items should they feel uncomfortable about the nature of some of the 

questions, and that they were free to stop filling in the questionnaire 

should they be called into the consultation by a doctor;

5. Women were asked to read the patient information sheet attached to 

the questionnaire for more information (see Appendix 2.);

6. Provided that the woman understood the nature of the study and was 

willing to take part she was asked to provide written consent on a 

separate sheet;

7. Those who consented completed the questionnaire, with the 

assistance of the researcher where necessary;

8. Once completed, the anonymous questionnaire was returned to a box 

at the clinic reception area;

9. Each respondent was thanked for her participation.

3.6.2 Exclusion criteria

Exclusion criteria were 1) insufficient English to complete the questionnaire 

and 2) absence of consent and 3) speed of processing through the clinic, 

which resulted in some women passing through the clinic without being 

approached.
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3.7 Reliability and validity of the data

3.7.1 Reliability of the data

Reliability refers to “the degree of consistency or dependability with which an 

instrument measures the attribute it is designed to measure” (Babbie, 1995). 

In other words reliable measures are such measures which remain consistent 

over time and as such yield the same results on each occasion. Reliability in 

a multi-item instrument consists of two components: a) internal consistency 

(ie. consistency of responses across various items in the same instrument) 

and b) stability across repeated use over time. Reliability can be evaluated in 

terms of measures such as Cronbach’s alpha, split-half consistency, and 

Cohen’s kappa.

Test-retest technique is another tool used to measure reliability. It refers to 

the stability of the responses with repeated use of the same instrument. In 

essence, establishment of test-retest reliability involves administration of the 

same questionnaire twice to the same individuals. Test-retest reliability can be 

calculated for an instrument when learning has not taken place by the 

individuals as this would affect the responses at the second time. The scores 

obtained for the responses following administration of the same instrument 

over two occasions are then checked for agreement. For quantitative 

responses the agreement is measured by intraclass correlation and for 

qualitative responses by Cohen’s kappa (Indrayan & Sarmukaddam, 2001). 

The test-retest reliability was not established for the items in this research 

instrument due to the difficulty of establishing contact with the same 

individuals overtime.

Being a cross sectional study in nature and due to the lack of opportunity to 

carry out repeat tests, the assessment of reliability or consistency in this study 

had to be restricted to internal consistency and methods of one time 

measurement. One way to measure internal consistency is to measure the 

“internal association ” between two different ways of measuring the same or a 

similar item. The frequently applied standardised tool for this is Kappa, which
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measures agreement between responses in excess of chance. Two questions 

which have been tested for this are items “please rate your personal chances 

of being infected with HIV” (question number 10) and “I think I am at risk” 

(question number 25b). The percentage agreement is 67%, kappa= 0.24 (SE 

= .03, p< .0001). The agreement for the strength of agreement is “fair” using 

scale suggested by Landis & Koch (1977). Similarly, two other items tested 

were “should all women in this clinic be offered an HIV test” (question 23) and 

“endorsement of HIV counselling and testing offer in the clinic” (question 31). 

The percentage agreement is 72%, kappa= 0.13 (SE = 0.4, p < .0001), 

suggesting “fair” agreement between the two items.

Table 3.2 Reliability of two items by Kappa method

Compared on Kappa P strength of 
agreement

“please rate your personal chances of being 
infected with HIV” (question 10) versus 
“1 think 1 am at risk” (question 25b)

0.24 .0001 “Fair”

“should all women in this clinic be offered an 
HIV test” (question 23) versus “endorsement of 
HIV counselling and testing offer in a clinic” 
(question 31)

0.13 .0001 “Fair”

3.1.2 Validity of the data

Validity refers to the “extent to which the operational definition of a variable 

actually refers to the true theoretical meaning of the variable” (Cozby, 1989). 

In other words, an internally valid instrument measures what it intends to 

measure. In the context of a questionnaire like the one used in this research, 

a valid measure on worry about HIV testing would distinguish between those 

individuals who exhibit low worry about HIV testing versus those who show 

high worry about HIV testing. This means that the score of individuals 

expressing low versus high worry should be sufficiently different. On the other 

hand external validity refers to data that accurately produce valid results 

across different populations.

Frequently used measures of validity include content validity and criterion- 

related validity. Content validity is defined as “the degree to which a measure
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covers a range of meanings included within the concept” (Kidder & Judd, 

1986). Content validity is determined by a question: “will this test measure, or 

has it measured, the matter and behaviour that it is intended to measure?” 

(Guilbert, 1998). Content validity is usually ensured by considered opinion of 

more than one expert to suggest that the items need to be included has been 

included based on the hypotheses under construct and objectives of the 

study. Two experts were asked to examine for checking the question items 

based on the purpose of the thesis. These suggestions were incorporated in 

the thesis.

The criterion-related validity, sometimes referred to as predictive validity, is 

based on some external criterion. Criterion-related validity is usually 

determined by asking to what extent does a response measure what it aims 

to predict. In the absence of a gold standard representing uptake of HIV test 

the physician’s measure of the proportion of women undergoing HIV testing 

has been taken as “truth” to measure the validity of the item.

Table 3.3 Validity of intention to test variable by test of association

% of women expressed 
intention to test

% reported to 
undergo an HIV test 
by the physician

df p value

40 25 .241 1 .66

The result shows that there is no significant difference between these two 

ways of measuring the item “intention to test”, indicating that the predictive 

validity of the item was acceptable. However, the test for validity was 

restricted only for the antenatal women as data from two different sources 

were not available for subjects attending TOP or FP clinics.

It is important to note that intention to test for HIV does not always lead to 

actual uptake of HIV testing and therefore use of the two items, intention to 

test for HIV by the woman and HIV test uptake by the women, as reported by 

the doctors, may overlook the potential gap between intention and action. In 

future studies it would be preferable to use actual data on individual uptake of
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HIV testing or, as a minimum, information on total uptake rate in each clinic. 

This would allow establishing the validity of the HIV test intention item.

3.7.3 Quantitative versus qualitative approach

Both quantitative and qualitative forms of research have roles in fostering the 

development of psychological theory (Strauss & Corbin, 1998). The two 

approaches in social and psychological enquiry have several differences, 

although it is important to acknowledge that frequently the assumptions 

associated with the two approaches overlap. The most basic difference 

between the two approaches lies in the predominant use of either words or 

numbers as the basic unit for analysis. While quantitative form of research 

aims to measure phenomena so that they can be quantified and analysed 

through statistical approaches, qualitative forms of research rely on 

transforming information from written recordings, observations and reports. 

One of the key features of qualitative research is that it tends to be 

associated with emergent research design with the assumption that theory 

can be developed and tested as part of the ongoing process. On the other 

hand, quantitative research tends to be associated with predetermined 

research designs. A third main difference between the two approaches is that 

qualitative research tends to be associated with small-scale studies while 

quantitative research is usually associated with large-scale studies. 

Furthermore, while quantitative research tends to have holistic focus, in other 

words studying specific factors in relation to specific other factors, qualitative 

research is based on the assumption that social realities are “wholes that 

cannot be understood in isolation from their context, nor fragmented for 

separate study of their parts” (Denscombe, 1998). While qualitative research 

emphasises the role of the researcher during data collection, quantitative 

research is usually associated with researcher detachment due to the 

underlying assumption that this will result in “objective” numerical data that 

are not influenced by the presence of a researcher. Finally, given that 

numbers lend themselves for advanced statistical procedures quantitative 

research tends to be associated with analysis in contrast to qualitative
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research that is frequently associated with description of people or events 

(Denscombe, 1998).

Sometimes, researchers adopt a predominately qualitative approach to data 

collection. Qualitative or ‘soft data’ refers to verbal descriptions, which do not 

lend themselves easily to numerical categorisation. The advantages of 

qualitative analysis include richness and detail to the data that are grounded 

in reality due to the focus on naturally occurring events in their natural 

settings. Qualitative analysis also relies on the interpretive skills of the 

researches and therefore opens up the possibility of more than one 

explanation being valid. Frequently it is important to have a human element’ 

in collection of data on psychological and sociological variables, such as 

depression and anxiety. The strong emphasis of the involvement of the 

researcher in generating qualitative data is an advantage due to the 

researcher subject interaction, although the scientific dilemma is that these 

data may be highly subjective and frequently individuals change their 

statement and in many instances the validity and reliability is weakened by 

poor inter-observer consistency. Qualitative research may be limited by the 

possibility of the data being less representative due to relying on an in-depth 

study of a small number of instances, which may not be generalised to other 

similar instances. Creation, analysis and interpretation of the qualitative data 

may be influenced by the identity, background and beliefs of the researcher 

himself or herself and during the process of coding and categorising the field 

notes, transcripts or texts there is a possibility of the words being “taken out of 

context” (Denscombe, 1998). Finally qualitative research alone runs the risk 

of oversimplifying the explanation in the course of identifying themes in the 

data to develop generalisation in case of data that are inconsistent or 

ambiguous.

Quantitative research also has its disadvantages. Firstly, quantitative data are 

only as good as the methods used to collect them and there is a risk that the 

researchers become “obsessed” with the possibilities of the data analysis 

losing sight of the overview of the broader issues involved (Denscombe, 

1998). Large quantities of data, including variables, factors and cases to be
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considered, can be overwhelming and result in too much complexity. Finally, 

quantitative data analysis may not be as scientifically objective as they would 

appear on the surface, given that manipulation of the data can take place 

resulting in showing significance between categories of data where other 

combinations of the data would not show such significances.

In the light of the advantages and disadvantages of the two methods, the 

most commonly applied research methodology today is one of combining 

both methodologies, where qualitative methods are used to understand the 

context, finalise the questionnaire, better design sampling issues before a 

quantitative survey is undertaken, and when the data collection is completed 

triangulation is carried out between the two sets of data to validate the results.

However, this research adopted a predominantly quantitative approach to 

data collection and analysis because of certain inherent limitations in the 

study settings and design. As described in the section on the background to 

the studies carried out in the FP and TOP clinics, the original study of 

antenatal women, funded by the EU, was designed to be entirely quantitative 

in nature. Given the original study design used in ANCs, the same 

methodology had to be adopted in the FP and TOP clinics. Apart from 

reasons related to the EU study, the present research could not incorporate 

qualitative methods as the whole research study in the different clinics had to 

be planned according to the time schedule and daily routine, as well as the 

limited physical space of crowded clinics. It was considered essential to 

respect the desire expressed by the health care staff that the research study 

would minimise the level of disruption to the normal clinic dynamics.

In the view of the theoretical framework, the HBM, underpinning this research, 

quantitative data was necessary in order to allow the kinds of statistical 

analysis necessary to compare differences between groups of subjects and 

relationships between two or more variables, for example to conduct 

multivariate analysis in order to determine best independent predictors for 

women’s intention to test for HIV. Furthermore, given the sensitive nature of 

some of the items included in the questionnaire, such as on disclosure of HIV
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risk factors and sexual behaviour, a questionnaire methodology, with minimal 

researcher involvement, frequently results in greater anonymity and 

confidentiality perceived by the respondents hence encouraging honest 

responses to sensitive questions. The questionnaire survey methodology, as 

the one used in this research, minimises interviewer bias, as research has 

shown that the respondents’ answers are easily influenced by the researchers 

presence (Kidder & Judd, 1986). Furthermore, evidence also suggests that 

responses to attitude questions, such as the ones included in the study 

questionnaire, appear to be more reliable in questionnaires compared with 

interviews as the questionnaire method allows the individual to take his or her 

time to respond instead of being influenced by dynamics of face-to-face 

interviews, including long silences which sometimes result in the individual 

perceiving pressure to respond (Kidder & Judd, 1998).

The use of an entirely quantitative methodology is a limitation in this research, 

and it would be preferable for future studies of this kind to rely on a 

combination of both quantitative and qualitative approaches to data collection 

and analysis in order to benefit from the advantages of both approaches. 

Instead of a self-completed questionnaire, face-to-face interviews could be 

conducted with women (and their partners) attending the different clinics. The 

use of face-to-face interviews would allow for the researcher to notice and 

correct possible misunderstandings by the respondent, to probe inadequate 

responses, to control the order in which the respondent answers the 

questions and in general to control the context of the interview. Most 

importantly, the usual rapport established between the interviewee and the 

researcher during an interview tends to be associated with increased quality 

of data, because personal interviews usually result in high response rates, 

frequently exceeding 90 % (Kidder & Judd, 1998). Alternatively, data 

collection could also take place through key informant interviews or focus 

group discussions.
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3.8 Statistical analyses

The next sections will describe details related to data analysis, including 

missing values and statistical analyses.

3.8.1 Missing vaiues

It is quite common in research studies that part of the desired information 

remains unavailable for the researcher, resulting in ‘missing data’. Missing 

data can occur for reasons beyond the control of the investigator. 

Questionnaire surveys, including the ones used in this study, rarely yield a 

100% response to each questionnaire item. Some of the reasons for non

response in this study may have originated due to:

• the relative length of the questionnaire, particularly the one used in the 

ANCs;

• length of time taken to administer and complete with women with little 

spoken English;

• the dynamics of the clinics, where women were called into a consultation 

while completing the questionnaire;

• possible unwillingness of women to divulge sensitive information, for 

example on HIV risk factors.

Due to instances of non-response the number of respondents per question is 

frequently lower than the actual sample size. However, all statistical analyses 

carried out by a Statistical Package for Social Sciences (SPSS) considers 

missing values by adjusting the percentages. Hence percentages are 

calculated as a percentage of those who replied and not of the whole sample 

size. The total numbers of missing values are detailed below each table in the 

three results chapters, where appropriate. These have been calculated from 

the total sample size. For tables referring to results from bivariate analyses 

missing values are calculated from those who responded to the item on 

outcome variable (eg. intention to test).
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3.8.2 Data analyses

All data were entered into an SPSS database (version 7.1 for Windows). Data 

from the women in TOPCs were initially analysed as a group and further 

comparisons were made between proportions of women according to two 

core variables; intention to test for HIV and HIV risk factor disclosure. 

Similarly data from women in FPCs are first described as a group followed by 

comparison of women according to intention to test for HIV and disclosure of 

HIV risk factors. Statistical analyses were employed to compare and contrast 

the responses of women across three different clinic settings. Statistical tests 

performed included:

• Independent T-tests for parametric variables to compare mean differences 

between two groups;

• Mann-Whitney U tests for non-parametric variables, to compare medians 

between two groups;

• Chi-square tests for categorical data, to measure degree of association 

between different groups on the same variable;

• One-way Analysis of Variance (ANOVA) for parametric variables in order 

to compare same variables across three different clinic populations;

• Kryskal-Wallis tests for non-parametric variables when comparing same 

variables across three samples;

• The Scheffe Procedure for parametric data when performing post-hoc 

comparisons;

• The Bonferroni correction when performing post-hoc comparisons for non- 

parametric data;

• A step-wise forward logistic regression, to determine the significant 

independent predictors of women’s intention to test for HIV.

All the data were examined for distribution and suitable parametric or non- 

parametric tests were chosen according to the distribution pattern of the data. 

An univariate logistic regression was carried out with each independent and 

dependent variable.
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In the multivariate analysis, logistic regression models was conducted for the 

TOPC and FPC groups and finally comparing all the three populations, 

controlling for the type of clinic attended. The multivariate logistic model was 

built to include factors found significant in the univariate analysis, otherwise 

known to be related biologically, or found significant in the literature.

In summary, this chapter has attempted to describe the study design and the 

methodology adopted for the research studies and the questionnaires utilised 

in light of the HBM adopted as a theoretical framework to examine HIV testing 

and prevention among women attending ANCs, FPCs and TOPCs. Following 

description of the research tools, items and constructs, a critical discussion of 

the limitations of these items has been detailed. Finally, handling of the data 

with statistical techniques has been described. Major methodological 

limitations of the research are further discussed in Chapter 7.
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CHAPTER 4. 

Women Attending Termination Assessment Clinics -  
The Forgotten Group in HIV Testing and Prevention Strategies?

4.1 Introduction

HIV prevalence among women requesting elective pregnancy terminations 

has been found to be nearly threefold compared with women who carry to 

term (PHLS, 1998; PHLS, 1997). In England and Wales the most robust data 

on the HIV seroprevalence in this population are derived from The Unlinked 

Anonymous HIV Prevalence Monitoring Programme which since 1993 has 

screened residual blood samples, derived from eight National Health Service 

termination of pregnancy clinics (TOPCs) and one charitable agency. By end 

of 1998, 38,196 such blood samples had been tested for HIV (PHLS, 1998). 

An average of 0.64 % of women in TOPCs were found to be HIV-1 infected 

by 1995, with a centre range from 0.36 to 1.5% (DoH, 1998). A similar pattern 

of HIV seroprevalence has been reported in Scotland, ranging from 0.60 % in 

Edinburgh (Johnstone et al., 1994) to 0.85 % in Dundee (Goldberg et al., 

1992). The higher seroprevalence of HIV in women requesting elective 

terminations, compared with those carrying to term, has been noted in a 

number of international reports (Abeni et al., 1999; Obadia et al., 1994; 

Lindgren et al., 1993; Bindels, 1991).

The reasons for the higher HIV seroprevalence in women undergoing elective 

terminations compared with those who carry to term are complex. It could be 

that the former group is more likely to include women who themselves know 

to be HIV positive and in the event of an unplanned pregnancy opt for a 

termination. For example, Stephenson et al. (1996) studied the effect of HIV 

diagnosis on reproductive experience and found a decline in live births 

together with a rise in the termination rate from 22 %, prior to HIV diagnosis, 

to 44 % following HIV diagnosis. A case note review of gynaecological 

procedures in a cohort of HIV positive women in London revealed that 

termination of pregnancy was the most common procedure (Olaitan et al., 

1996), irrespective of whether HIV diagnosis preceded or followed pregnancy.
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Termination rate was independent of maternal exposure category and did not 

change over the study period between 1990 and 1995.

During the early stages of the HIV epidemic it was frequently believed that 

women diagnosed HIV positive during pregnancy would opt for a termination 

but recent evidence indicates the contrary (Sherr, 1996). For example an 

analysis of trends in pregnancy terminations in women diagnosed HIV 

positive antenatally has shown that 1 in 5 women choose a termination while 

the majority carry to term (Gibb et al., 1997). While recent literature suggests 

that although the majority of HIV positive women carry their pregnancies to 

term the rate of pregnancy terminations by HIV positive women still exceeds 

that found in the general population (Gibb et al., 1997). Although HIV positive 

serostatus does not seem to be a major reason to terminate, HIV infections 

appear to be most prevalent in women who have an elective termination. The 

pattern of higher rate of terminations in these women may not necessarily 

continue in the future as many HIV positive women actively plan a pregnancy 

(Greco et al., 1999) particularly as new information emerges on the medical 

interventions, which have a potential to reduce mother-to-child transmission 

of HIV. A Canadian study reported a decrease in the rate of elective 

pregnancy terminations among HIV positive women after publication of the 

results of zidovudine prophylaxis for vertical transmission of HIV (Hankins et 

al., 1998). It is also possible that more women, who are diagnosed HIV 

positive during the antenatal period, may feel inclined to carry to term for 

similar reasons.

Thus, women requesting terminations appear to be a population at an 

increased risk of HIV (Bergenstrom & Sherr, 1999) in particular as these 

pregnant women frequently disclose a history of other STD’s. For example, 

23% women attending termination of pregnancy clinics in a London sample 

disclosed one or more lifetime STD's (Radcliffe et al., 1993). Furthermore in 

the study by Radcliffe et al. (1993) 21% of the women in TOPCs also 

disclosed one or more other HIV risk behaviours. In a French study (Rey et 

al., 1995) 39% of women attending TOPCs disclosed high-risk factors for HIV, 

compared with 18% of women who continued pregnancy to term. The high
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incidence of STD’s in this group may reflect the documented association 

between both ulcerative and non-ulcerative STD’s and the risk for HIV 

infection. (Laga et al., 1993). STD’s being a marker for potential risk of HIV 

infection it is surprising that only 31% of consultants, according to a study 

carried out in the South Thames Region (Maguire et al., 1996), offered HIV 

testing to women, who were seeking a pregnancy termination, with one or 

more previous STD’s. In the same study other patient characteristics, such as 

injecting drug use, was more frequently used as a basis for an HIV testing 

offer. With the association between STD’s and HIV infection risk many 

authors have accordingly argued for the importance of integrating GUM and 

HIV testing services (Radcliffe et al., 1993).

Compared to widespread HIV testing policies and procedures in antenatal 

clinics (Hudson & Sherr, 1997) women opting for a termination are currently 

unlikely to be offered HIV testing. The lack of a policy for this group may be 

shortsighted as many women who have undergone an elective termination 

subsequently become pregnant and carry to term (Sunderland et al., 1996). 

The lack of policy for this group also overlooks the existing epidemiological 

HIV serosurveillance data, thus undermining the potential for public health 

intervention in these clinics. Currently few women requesting a termination 

undergo HIV testing. The South Thames study reported an HIV testing rate of 

0.16% (17: 10,489) by women seeking a termination (McGuire et al., 1996). 

Only 1% of consultants routinely reported offering HIV counselling to women 

referred for a termination. 5% offered HIV testing to all women requesting a 

termination and two thirds offered it on request. 18% of the consultants in the 

sample reported not offering HIV testing to any woman. A study of GP 

practices showed that of the 2,124 women referred for a termination by GP’s 

in South Thames, 100 (5%) tested for HIV, resulting in 17 (1.7%) seropositive 

test results.

Although women seeking terminations of pregnancy appear to be at an 

increased risk of HIV infection (Bergenstrom & Sherr, 1999; Olaitan et al., 

1996), HIV testing seems unacceptable to them (Smith et al, 1996; Smith et 

al., 1994). In the study by Smith et al. (1994) all 87 women requesting a
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termination of pregnancy declined the HIV test following an active offer by the 

practitioner. However, little is known about the underlying reasons for the 

currently low acceptability of HIV testing by TOPC attenders compared with 

ANCs attenders.

This study was designed to provide data to enhance the understanding about 

HIV counselling and testing among TOPC attenders in light of absence of 

previous studies and the potential of these clinics for increasing uptake of 

VCT for HIV as well and for provision of HIV prevention information for 

women of reproductive age. However, possible implementation of an HIV 

VCT service in these clinics may remain unsuccessful unless factors, which 

influence HIV testing intentions of women (a surrogate for uptake), are clearly 

understood. This study has used the Health Belief Model as a theoretical 

framework to examine possible factors determining HIV testing intentions, as 

discussed in the previous chapter. The present chapter describes the 

distribution of factors under study and their association with intention to test 

by adjusted and unadjusted analyses. As an HIV counselling and testing 

service would mainly benefit women with actual risk behaviour, a bivariate 

analysis has also been carried out to find out factors associated with women 

reporting one or more HIV risks.

The results are described in the following order; firstly the socio-demographic 

and fertility characteristics of the TOPC attenders have been described, 

followed by a description of HIV knowledge, HIV risk factors, risk perception, 

worry and reassurance about HIV testing, beliefs and attitudes towards 

voluntary HIV counselling and testing service provision, previous HIV testing 

experience and current intention to test by the women and their partners. 

After this, follows a univariate analysis of HIV risk and intention to test to 

examine which factors and variables are associated with disclosure of one or 

more HIV risks. Finally the results of the multivariate analysis, with intention to 

test as an outcome variable, are presented. This analysis was designed to 

identify best significant independent predictors of HIV testing intention among 

141 TOPC attenders. The chapter concludes with a summary of the main 

results of interest in terms of the study objectives.
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4.2 Results

Of the 185 consecutive TOPC attenders approached during the study period 

141 women returned a completed questionnaire, yielding a response rate of 

76.2%. The detailed results for the sample are given below.

4.2.1 Demographic variables and fertility history

The mean age of the women in this sample was 25.0 years. The majority 

(n=92; 75%) were born in Europe. 14 women (11.5%) were born in Africa, 11 

(9.1%) in Asia or Oceania and 5 (4.1%) in the Americas. More than half 

(n=83; 60.0%) described their ethnic background as ‘white’ and 35 (24.4%) as 

‘Black-African/Caribbean’ or ‘Black-other’. The rest described themselves as 

‘Indian/Pakistani/Bangladeshi’ (n=5; 3.6%), or ‘other/mixed’ (n=17; 12.3%), 

respectively. The relationship status at the time of the survey varied; 58 

women (42.0%) were single and 44 (31.9%) in a stable relationship. 23 

(16.7%) were married and 8 (5.8%) divorced or separated. 5 (3.6%) described 

their relationship status as ‘other’, which may have included (multiple) casual 

partners.

Women noted a mean of 1.69 (SD=1.67) previous pregnancies (range 0 to 7) 

and the mean number of children was 0.72 (SD= 1.06), with a range of 0 to 4. 

24 women (SD= 0.38) had experienced one or more spontaneous 

miscarriages and 48 (51.1%, SD= 0.50) women had had one or more 

terminations in the past (range: 1-3).
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Table 4.1 Demographic characteristics and fertility history of the women 
attending TOPCs (N=141)

n (% )

Mean age 25.0
Continent of birth’
Europe 92 (75.4)
Africa 14 (11.5)
Asia/Oceania 11 (9.1)
The Americas 5 (4.1)
Ethnic background^
White 83 (60.0)
Black-Afrlcan 21 (15.2)
Black-Carlbbean 10 (7.2)
Black-other 4 (2.9)
Indlan/Pakistani/Bangladeshi 5 (3.6)
Other/mixed 15(10 .9 )
Relationship status^
Married 2 3(16 .7 )
Stable partnership 44 (31.9)
Divorced/separated 8 (5.8)
Single 58 (42.0)
Other 5 (3.6)
Fertility history
Mean number of previous pregnancies (range 0-7) 1.7
Spontaneous miscarriage 2 4(17 .0 )
Elective termination'*

0 46 (48.9)
1 31 (33.0)
2 12(12 .8 )
3 5 (5.3)

Mean number of children (range 0-4) 0.7

Figures In Italics refer to mean

Missing values:  ̂ (n=19),  ̂ (n=3),  ̂ (n=3), (n=47)

4.2.2 HIV knowledge

Knowledge on HIV transmission modes, HIV testing procedures and potential 

therapeutic interventions to reduce the rate of vertical HIV transmission was 

low. Although 78.0% (n=110) women knew that HIV can be transmitted from 

mother to the baby during pregnancy, only 1 in 5 (20.6%) knew that the 

transmission can take place during delivery and a similar proportion of women 

(19.9%) knew that the virus can be transmitted through breast-feeding.

The majority of the women were unaware of the therapeutic interventions, 

which may reduce the risk of mother-to-baby HIV transmission. Just over one 

in ten (n=19, 13.5%) knew vertical HIV transmission can potentially be
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reduced by AZT treatment. The advantages of bottle-feeding were only 

known about by 22 (15.6%) women and 16 (11.3%) appreciated the potential 

of caesarean section in reducing the risk of transmission to the baby.

Table 4.2 HIV knowledge of the sample of 141 women

Question n (%)

Can HIV be passed from a mother to her baby 
During pregnancy 
During breast-feeding 
During delivery

yes
yes
yes

110(78.0) 
29 (20.6) 
28 (19.9)

Can the following reduce risk of infection from mother to
baby

AZT drug treatment Yes 19(13 .5 )
Caesarean section Yes 16(11 .3 )
Bottle feeding Yes 22 (15.6)
Antibiotics no 127(90.1)
Vitamin A yes 3 (2.1)

If a baby tests HIV positive he/she will stay infected ^
Yes 98 (75.4)
No 11 (8.5)
don’t know 21 (16.2)
Yes 79 (62.2)

If a woman has become infected while pregnant she is 
more likely to pass the infection to a baby

No 15(11 .8 )
don’t know 33 (26.0)
Yes 36 (28.8)

HIV test can be carried out from residual blood from No 43 (34.4)
another test ^ don’t know 46 (36.8)
After HIV infection it can take 3 months before Yes 72 (58.1)
antibodies can be detected with a test (i.e. the test No 5 (4.0)
becomes positive) don’t know 47 (37.9)

All women requesting a termination are tested routinely 
for HIV®

Yes
No
don’t know

2 0(15 .7 )  
35 (27.6) 
72 (56.7)

Blood tested for HIV can always be traced by name ®
Yes
No
don’t know

22 (17.6) 
35 (28.0) 
68 (54.4)

Missing values:  ̂ (n=11),  ̂ (n=14),  ̂ (n=16), (n=17),  ̂ (n=14), ® (n=16)

* “Correct” answers, indicated in bold, equal agreement with answers given by two 
independent experts at the time of the design of the questionnaire.

Seventy-two (58.1%) women knew that it can take three months before 

antibodies can be detected with an HIV test. 62.2% appreciated that vertical 

transmission of HIV is more likely if the woman has become HIV positive 

during pregnancy. However, the majority of the women (n=98, 75.4%) 

incorrectly believed that if a baby tests HIV positive he/she will always stay 

infected. There were also inaccuracies concerning knowledge about the HIV 

testing procedure. For example few women (n=36, 28.8%) knew that the HIV

137



test can be carried out from the residual blood from another test and 22 

(17.6%) incorrectly believed that blood tested for HIV can always be traced by 

name. Contrary to the actual practice 20 (15.7%) women believed that all 

women requesting a termination are routinely tested for HIV and another 72 

(56.7%) women did not know whether routine HIV testing is taking place in 

TOPCs.

Analysis of the overall level of HIV knowledge (total possible score = 13), HIV 

knowledge gaps (total possible score = 8) and errors (total possible score = 7) 

revealed a mean of 3.8 (SD = 1.94) correct answers (mode=3), 2.8 (SD = 

1.87) knowledge gaps (mode=1) and a mean of 1.6 (SD = 1.03) errors 

(mode=1).

4.2.3 HIV risk factors and perceptions of personal chances of HIV infection

The level of risk factors for HIV was considerable. Seventy-five potential risk 

factors for HIV were disclosed by 56 (39.8%) of the women (see Table 4.3.). 

These included injecting drug use by the woman (n=1) or by her partner 

(n=4), prior residence in a country where HIV is endemic (n=37) or residence 

in such a country by her partner (n=6), sexual contact with a man known to be 

HIV positive (n=2), gay/bisexual man (n=6), sex for drugs or money (n=1), 

STD’s (n=16) or a blood transfusion prior to 1985 (n=2). Overall 85 (60.3%) 

women disclosed no risk factors for HIV, 39 (27.7%) disclosed one such risk 

factor and 17 (12.1%) disclosed multiple risk factors. Despite considerable 

level of HIV risk disclosure many women did not perceive themselves to be at 

risk of HIV. In total 34 (24.8%) women rated their chances of being HIV 

positive as not at all likely’, 49 (35.8%) as ‘unlikely’ or ‘uncertain’ (n= 47; 34.3 

%). 6 (4.4%) women felt they were ‘likely’ to be HIV positive and one (0.7%) 

felt she is ‘very likely’ to be HIV positive. Furthermore, the majority of women 

(n=116; 85.9 %) perceived high control over staying HIV negative in the 

future. Only 5 (3.7%) perceived that they have ‘little control’ over remaining 

HIV negative and 2 (1.5%) perceived that they have no control’ at all over 

staying negative for HIV.
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Women, who disclosed HIV risk factors were found to be significantly older 

(t=-2.098, p= .038) and to perceive their personal chances of being HIV 

positive as greater (U=1567.000, p= .001) than women who disclosed no risk 

factors for HIV. Women with risk factors also felt significantly more worried 

(t=- 2.441, p= .016) about risks taken in the past, which may have exposed 

them to HIV infection. These women were found to be more knowledgeable 

about HIV infection (t= -2.612, p= .010) and were significantly more likely to 

have already tested for HIV in the past (X^= 7.253, p= .027).

No significant differences emerged in the proportions of women with risks in 

terms of continent of birth (X^= 3.319, p= ns), ethnic origin (X^= 1.574, p=ns), 

mean number of previous pregnancies (U= 1419.000, p= ns) or mean number 

of living children (U= 1690.500, p= ns). Women who disclosed one or more 

risk factors for HIV were not found to give significantly higher ratings on items 

such as the extent to which HIV is a concern for women (t = -.744, p=ns), the 

ability of women in general in being able to prevent HIV (U=1427.000, p=ns) 

or personal control over staying HIV negative (U= 2153.500, p=ns). Neither 

was there a significant difference in the level of anxiety prior to the 

consultation (t = -1.064, p=ns), worry about having an HIV test (t = -1.200, p= 

ns) or perceived reassurance about testing for HIV (t = .542, p= ns).

There were no significant differences between ratings on level of comfort in 

discussing sensitive issues with health care staff, including HIV infection (t= 

.763, p=ns), HIV testing (t= .597, p=ns), sexual behaviour (t= -.886, p=ns) or 

sensitive issues about life style (t= -.304, p=ns). Similarly, ratings on the level 

of intrusiveness, if offered HIV pre-test discussion (t= .448, p=ns) or 

counselling t= .857, p=ns), were not found to differ between the two groups of 

women.

Finally, no significant differences emerged in terms of proportions of women 

endorsing HIV testing to all women attending TOPCs (X^=1.280, p= ns) or in 

terms of women (X^= .016, p= ns) or their partners (X^= .895, p = ns) 

intending to test for HIV.
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Table 4.3 Comparison of women who disclosed HIV risks (n=56) and those
who did not (n=85)

HIV Risks 
Yes (n=56) No(n= 85) t/U/X^ P

n (%) n (%)
HIV risk disclosure ^
No risk 85 (60.3)
One risk 39 (27.7)
Multiple risks 17(12 .1 )
Type of risk
High risk sexual behaviour (self/partner) 8 (1 4 .2 )
IDU (self/partner) 5 (8.9)
Residence in country where HIV
is common (self/partner) 40 (71.4)
Other (STD, blood transfusion) 18(32 .1 )
Mean age 26.2 24.0 -2.098 .038
Continent of birth ^

Europe 56 (78.9) 36 (70.6)
Americas 2 (2.8) 3 (5.9)
Africa 9 (1 2 .7 ) 5 (9.8)

Australasia 4 (5.6) 7(1 3 .7 ) 3.319 .345
Ethnic origin ^

Yes 17(30 .9 ) 35 (42.2)
No 38 (69.1) 48 (57.8) 3.917 .050

Mean number of previous pregnancies 1.5 1.9 1419.000 .330
Mean number of children 0.6 0.8 1690.500 .232
HIV knowledge
Total HIV knowledge score (max 13) 4.27 3.39 -2.612 .010
Gaps in knowledge (max 8) 2.63 2.93 .940 .349
Errors (max 7) 1.52 1.72 1.110 .269
Perceived seriousness of HIV personal
susceptibility *
Is HIV a concern for women attending this 3.51 3.32 -.744 .459
clinic
Worry about risks taken in the past which 3.29 2.75 -2.441 .016
may have exposed to HIV
Women can prevent themselves from HIV 4.53 4.49 1427.000 .960
Personal chances of HIV infection 2.50 2.00 1567.000 .001
Personal control over staying HIV negative 4.35 4.31 2153.500 .817
Anxiety, worry and reassurance
Anxiety prior to consultation (scale 0-32) 21.76 20.33 -1.064 .290
Worry about an HIV test ** 2.64 2.39 -1.200 .233
Reassurance about an HIV test ** 2.75 2.86 .542 .589
Level of comfort in discussing the
following with health care staff

HIV infection 3.48 3.68 .763 .447
Sensitive information about life style 3.15 3.07 -.304 .762
Sexual behaviour 3.35 3.12 -.886 .378
Option of an HIV test 3.34 3.51 .597 .552

Intrusivenes of
HIV pre-test counselling 2.44 2.70 .857 .394
HIV pre-test discussion 2.51 2.63 .448 .655

Figures in italics refer to mean

Missing values for row variables:  ̂ (n=0),  ̂ (n=19),  ̂ (n= 3), * Answers are rated on a scale 1-5 (1=not at 
all, 5=very much so)
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Table 4.3 Comparison of women who disclosed HIV risks (n=56) and
those who did not (n=85)

HIV Risks 
Yes (n=56) No(n= 85) t/U/X^ P

n (%) n (%)

How much would the HIV test
Re-assure about the partner 
Be difficult to talk to partner about 
Make worry about insurance 
Make stressed while waiting for the 
Result

3.40
2.18
2.69

4.00

3.81
2.58
2.68

3.95

1223.000 
1184.500

-.034

1522.000

.090

.085

.973

.984
Should all women attending TOPCs be 
offered an HIV test? ^

Yes
No
Not sure

Is it important for women to receive 
information about HIV prevention

43 (78.2) 
2 (3.6) 

10(18 .2 )

4.81

53 (69.7) 
5 (6.6) 

18(23 .7 )

4.59

1.280

1256.500

.527

.098
Ever had an HIV test

Yes
No
Not sure

19(34 .5 )  
34 (61.8) 

2 (3.6)

15(19 .2 )  
51 (65.4) 
12(15 .4 ) 7.253 .027

Personal intention to have an HIV test ^
Yes
No decision

10(18 .2 )  
45 (81.8)

13(17 .3 )  
62 (82.7) .016 .900

Partner intention to test for HIV ^

Yes
No decision

7 (1 6 .3 )  
36 (83.7)

6 (10.0) 
54 (90.0) .895 .344

Figures in italics refer to mean

Missing values for row variables:  ̂ (n=10),  ̂ (n=8),  ̂ (n=11), ^ (n=38), * Answers are rated on a scale 
1-5 (1=not at all, 5=very much so), ** answers are rated on a scale 1-4 (1=not at all, 4=very much so)

4.2.4 Anxiety, worry and reassurance

The mean anxiety score, prior to the consultation, was 21.0 (SD = 6.16, range 

from 8 to 32). The prorated mean (53.0) obtained from the 8-item short form 

was considerably higher than the levels reported (Marteau & Bekker, 1992) in 

pregnant women generally (37.6).

49.6% of the all women reported some worry about the thought of having an 

HIV test. These women felt either ‘very worried’ (n=34; 26.8%) or ‘moderately 

worried’ (n=29; 22.8%) about the idea having an HIV test. Another 30 (23.6%) 

women felt ‘somewhat worried’ although 34 (26.8%) noted they would not feel 

‘at all worried’ about having an HIV test. Despite the considerable level of 

worry created by the thought of testing for HIV 40 (32.5%) women noted that 

they would feel ‘very much reassured’, moderately reassured’ (n=36, 29.3%)
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or ‘somewhat reassured’ (n=31, 25.2%) about HIV testing. 16 (13.0%) women 

did not feel that having an HIV test would provide any reassurance for them. 

In summary, while 73.2% of women felt ‘worried’ about the idea of having an 

HIV test, 61.8 % would actually find this test reassuring.

4.2.5 Attitudes and beliefs about HIV testing service provision

It is interesting to note that despite the existing national guidelines, which 

specify that obstetric health care staff must acquire woman’s informed 

consent for an HIV test (DoH, 1996; DoH 1994) in this sample 15 women 

(11.7%) did not believe their permission would be asked for before an HIV 

test. Another 27 women (21.1%) were unsure whether their permission would 

be asked for. Furthermore 16 women (12.4%) did not think that they could 

refuse an HIV test and another 22 (17.1%) were unsure whether they could 

decline an HIV test offer. On the other hand 86 women (67.2%) believed that 

their permission would be asked and slightly more women (n=91; 70.5%) 

believed that they could refuse an HIV test.

The majority of the women (n=96; 73.3%) in this sample endorsed a policy of 

offering an HIV test to every TOPC attender. Seven (5.3%) women disagreed 

and 28 (21.4%) women were unsure whether all clinic attenders should be 

offered an HIV test. Women’s preferred HIV testing service approach differed 

so that 52 women (41.9%) wished to receive pre-test HIV counselling on risk 

and on whether to test and 39 women (31.5 %) preferred an informational 

discussion on HIV. Some women (n=15; 12.1%) preferred to receive no 

information about HIV but would have the test if the doctor believed it to be in 

her interest. 11 (18.9%) women neither wished to receive information on HIV 

nor an HIV test offer.
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Table 4.4 Attitudes and beliefs about HIV testing service provision

n %

Should all women attending TOPCs be offered an HIV test?^
Yes 96 73.3
No 7 5.3
Unsure 28 21.4

Preferred HIV service provision^
No information about HIV and no test 11 18.9
No information about HIV and but have the test if the doctor

Believes it is in your interest 15 12.1
Counselling on risk and whether to test 52 41.9
Informational discussion on HIV 39 31.5

Preferred health care professional to talk to about HIV infection 
and testing^

Specialist HIV counsellor 46 35.7
Clinic/hospital doctor 7 5.4
Family doctor 15 11.6
No preference 23 17.8

Preferred way of receiving results'*
Told immediately when available 84 65.5
Told at the next appointment 15 11.7
Over the telephone 6 4.7
In a letter 15 11.7
No preference 8 6.3

Missing values:  ̂ (n=10),  ̂ (n= 24),  ̂(n=50), (n=13)

For many women (n=46; 35.7%) a specialised HIV counsellor was the 

preferred health care professional to talk to about HIV infection and testing. 

Others preferred to discuss these issues with a family doctor (n=15; 11.6%), 

clinic or hospital doctor (n=7; 5.4%). Some women (n=23; 17.8%) showed no 

preference and 22 women (17.1%) explicitly stated that they ‘do not want a 

discussion’. The perceived intrusiveness of being offered ‘HIV pre-test 

discussion’ (mean=2.58; 80=1.46) was found to correlate significantly with 

that of being offered ‘HIV pre-test counselling’ (mean=2.59;SD=1.47) (r= .787, 

p= .0001) showing that women do not seem to differentiate between HIV pre

test discussion and HIV pre-test counselling.

Concerning the provision of HIV test results the majority wished to be told the 

results face-to-face as soon as they become available (n=84; 65.5%), at the 

next appointment (n=15; 11.7%), or by other means (eg. in a letter) (n= 21, 

16.4%). Eight (6.3%) women showed no preference over the issue of results 

provision.
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4.2.6 HIV testing intentions: comparisons between women who expressed
an intention to have an H IV  test (n-23) and those who did not (n=107)

Over half of the women (n=85, 63.9%) had never tested for HIV. 34 women 

(25.6%) reported having had one or more HIV tests previously, ranging from 

one test (n=10; 55.6%), two tests (n=7; 38.9%) to four tests (n=1; 5.6%). 14 

(10.5%) women were unsure whether they had ever been tested for HIV.

Of the 141 women in this sample 23 (17.7%) reported that they intended to 

have an HIV test whilst 45 (34.6%) had decided against HIV testing. 41 

(31.5%) were undecided and 21 women (16.2%) noted they would ‘follow 

individual medical advice’. Reported partner HIV testing intention was low. 13 

(10.5%) partners intended to have an HIV test and 43 (34.7%) partners had 

decided against HIV testing. Nine women (7.3%) noted that their partner was 

undecided about HIV testing, 38 (30.6%) were unaware of their partners’ HIV 

testing intentions and 21 (16.9%) women had no partner at the time of the 

survey.

- Demographic variables: (sociodemographics and fertility history)

As can be seen in Table 4.5 below, women who expressed an intention to 

have an HIV test were significantly more likely to be from ethnic minority 

origin (X  ̂ = 4.230, p=.040) (OR=2.59, 01=0.94-7.25). The two groups of 

women were not found to differ statistically in terms of any other 

sociodemographic or fertility history variable, including age (t= .046, p= ns), 

relationship status (X^ = 4.989, p=ns), continent of birth (X^ = 1.473, p=ns), 

parity (U=959.000, p= ns) or number of children (t= 1.11, p=ns).
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Table 4.5 Sociodemographic and fertility history of women who expressed
intention to test for HIV (n=23) and those who did not (n=107)

Intention to test 
Yes(n=23) No(n=107) t/X^ P

n (%) n (%)
Mean age 24.7(5.7) 24.6 (5.5) .046 .963
Ethnic origin ^

Yes 14(60 .9 ) 39 (37.5)
No 9 (3 9 .1 ) 65 (62.5) 4.230 .040

Continent of birth ^
Europe 15(68 .2 ) 73 (79.3)
Americas 1 (4.5) 4 (4.3)
Africa 3 (1 3 .6 ) 8 (8.7)
Australasia 3 (1 3 .6 ) 7 (7.6) 1.473 .689

Relationship status^
Married 2 (8.7) 19(18 .1 )
Stable partnership 8 (34.8) 34 (32.4)
Single 8 (34.8) 44 (41.9)
Other 5 (2 1 .7 ) 8 (7.6) 4.989 .173

Number of previous pregnancies^
0 4 (1 7 .4 ) 28 (26.2)
> 1 19(82 .6 ) 79 (73.8) .786 .275

Number of children^
0 11 (47.8) 64 (59.8)

> 1 12(52 .2 ) 43 (40.2) 1.11 .291

Figures In italics refer to mean (SD)

Missing values for row variables: \n = 3 ),  ̂ (n=16),  ̂ (n =2 )/ (n=0),  ̂ (n=0). Missing values for column 
variable =11.

- Sociopsychological variables: (peer and reference group pressure etc.)

Women who expressed an intention to test for HIV were significantly more 

likely to report that their partner also intends to have this test (X^= 12.453, p= 

.0001) (OR=44.33, Cl=6.2-409.1). However, no significant difference 

emerged in terms of respondents knowing other women who have had an 

HIV test (X^= .083, p=ns) or considering the possibility that “many women 

have the HIV test” (X^= .951, p=ns) or having many friends who have tested 

for HIV (X^= .369, p=ns). The level of anxiety prior to the consultation was not 

found to differ significantly between the two groups of women (t=.032, p= ns).
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Table 4.6 Comparison of responses of women who intended to test for
HIV (n=23) and those who did not (n=107)

Intention to test 
Yes (n=23) No(n=107) t/X^ P

n (%) n (%)
Partner intention to have an HIV test^

Yes 7 (35.0) 6 (7.3)
No 13(65 .0 ) 76 (92.7) 12.453 .0001

Knows other women who have had an
HIV test^

Yes 9 (3 9 .1 ) 37 (35.9)
No 14 (60.9) 66 (64.1) .083 .773

Many women have the test ^
Consider 13(72 .2 ) 54 (60.0)
Not a consideration 5 (27.8) 36 (40.0) .951 .329

Many of my friends have had it ^
Consider 3 (1 8 .8 ) 21 (25.9)
Not a consideration 13(81 .3 ) 60 (74.1) .369 .543

Anxiety prior to consultation (scale 0-32) 21.3 (6.0) 21.1 (6.3) .046 .964

Figures In italics refer to mean (SD)

Missing values for row variables:  ̂ (n= 28), 
=  1 1 .

■ (n=4),  ̂ (n=22),'’ (n=33). Missing values for column variable

- Structural variables: (HIV knowledge)

The total HIV knowledge score was not found to differ significantly between 

women who expressed an intention to test for HIV and those who did not (t= 

.483, p= ns). Similarly there was no significant difference in the total 

‘knowledge gap’ score (don’t know responses) (t= 0.95, p=ns) or error score 

(t=1.351, p=ns) between the two groups of women. Neither was there a 

significant difference between the two groups of women regarding any 

specific knowledge item, with the exception of women expressing an intention 

to test for HIV being significantly more likely to, incorrectly believe, that all 

women requesting a pregnancy termination are tested for HIV as a matter of 

routine (X^= 7.888, p=.019).
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Table 4.7 Comparison of the HIV knowledge of women who expressed an
intention to test for HIV (n=23) and those who did not (n=107)

Question Intention to test 
Yes (n=23) No(n=107) t/X^ P

n (%) n (%)
HIV knowledge score (max 13) 3.9 5 (2.1) 3.72 (1.9) .483 .630
Knowledge gaps (max 8) 2.9 0 (1.9) 2.86 (1.8) .095 .923
Errors (max 7) 1.90 (1.1) 1.56 (1.0) 1.351 .179
Can HIV be passed from a
mother to her baby

During pregnancy ^ Ticked 17(85 .0 ) 89 (84.8)
Not ticked 3 (1 5 .0 ) 16(15 .2) .001 .978

During breast-feeding ^ Ticked 5 (25.0) 22 (21.0)
Not ticked 15(75 .0 ) 83 (79.0) .163 .687

During delivery ^ Ticked 5 (25.0) 22 (21.0)
Not ticked 15(75 .0 ) 83 (79.0) .163 .687

Don’t know Ticked 2 (1 0 .0 ) 9 (8.6)
Not ticked 18(90 .0 ) 96 (91.4) .043 .836

Can the following reduce risk of
infection from mother to baby

AZT drug treatment ® Ticked 1 (5.0) 17(16 .2 )
Not ticked 19(95 .0 ) 85 (83.8) 1.707 .191

Caesarean section ® Ticked 3 (1 5 .0 ) 12(11 .4 )
Not ticked 17(85 .0 ) 93 (88.6) .203 .652

Bottle feeding ^ Ticked 5 (25.0) 15(14 .3 )
Not ticked 15(75 .0) 90 (85.7) 1.435 .231

Antibiotics ® Ticked 2 (1 0 .0 ) 3 (2.9)
Not ticked 18(90 .0 ) 102 (97.1) 2.232 .135

Vitamin A ® Ticked — 3 (2.9)
Not ticked 20 (100.0) 102 (97.1) .585 .444

Don’t know Ticked 1 (5.0) 17(16 .2 )
Not ticked 19(95 .0 ) 88 (83.8) .099 .753

If a baby tests HIV positive he/she Yes 15(75 .0 ) 78 (75.0)
will stay infected No 2 (1 0 .0 ) 9 (8.7)

don’t know 3(1 5 .0 ) 17(16 .3 ) .053 .974
If a woman has become infected Yes 1 (55.0) 64 (63.4)
while pregnant she is more likely No 2 (1 0 .0 ) 12(11 .9)
to pass the infection to a baby ^ don’t know 7 (35.0) 25 (24.8) .902 .637
HIV test can be carried out from Yes 6 (30.0) 27 (27.0)
residual blood from another test^^ No 6 (30.0) 36 (36.0)

don’t know 8 (40.0) 37 (37.0) .266 .875
After HIV infection it can take 3
months before antibodies can be Yes 12(60 .0 ) 57 (52.6)
detected with a test (i.e. the test No — 5 (5 .1 )
becomes positive) don’t know 8 (40.0) 37 (37.4) 1.057 .589
All women requesting a Yes 7 (35.0) 11 (10.9)
termination are tested routinely for No 5 (25.0) 28 (27.7)
HIV don’t know 8 (40.0) 62 (61.4) 7.888 .019

Yes 3 (1 5 .0 ) 17(17 .0 )
Blood tested for HIV can always No 8 (40.0) 26 (26.0)
be traced by name^® don’t know 9 (45.0) 57 (57.0) 1.629 .443

Figures in italics refer to mean (SD)

Missing values for row variables: \n = 5 ), ^(n=5), ^(n=5), ‘*(n=5), ® (n=14), ®(n=5), ^(n=5), ®(n=5), ®(n=5), 
^°(n=5), (n=6), (n=19), ^^(n=10), '̂‘(n=11), ^^(n=9), (n=10). Missing values for column variable = 11.
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structural variables: (prior contact with HIV positive people and exposure 
to HIV testing)

Women who intended to test for HIV were found to be significantly more likely 

to have tested for HIV previously (X^= 12.480, p= .002). There was no 

significant difference in terms of proportions of women knowing people living 

with HIV (X^= .230, p=ns).

Table 4.8 Comparison of responses of women who intended to test for 
HIV (n=23) and those who did not (n=107)

Intention to test 
Yes (n=23) No(n=107) P

n (%) n (%)
Ever had an HIV test ^

Yes 11 (47.8) 19(17 .9 )
No 8 (34.8) 77 (72.6)
Unsure 4 (1 7 .4 ) 10 (9 .4 ) 12.480 .002

Knows someone living with HIV ^
Yes 6 (2 6 .1 ) 23 (21.5)
No 17(73 .9 ) 84 (78.5) .230 .631

Missing values for row variables:  ̂ (n=1),  ̂(n=0). Missing values for column variable =11.

- Perceived seriousness and susceptibility: (HIV risk perception etc.)

Women, who expressed an intention to have an HIV test were significantly 

more likely to perceive greater personal control over staying HIV negative “in 

the future” (U= 840.500, p= .030) compared with women who did not intend to 

test for HIV. However, those who intended to test for HIV were not found to 

perceive their personal chances of having HIV any higher compared with 

women who did not intend to have an HIV test (11=1076.000, p=ns). Neither 

was there a significant difference between the two groups of women in terms 

of their estimates of the ratio of HIV positive women in London (X^= .809, 

p=ns).
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Table 4.9 Comparison of HIV risk perception between women who
intended to test for HIV (n=23) and those who did not (n=107)

Intention to test 
Yes(n=23) No(n=107) t/U/X^ P

n (%) n (%)
HIV risk assessment
Personal chances of HIV infection * 2.14 (0.9) 2.23 (0.9) 1076.000 .468
Personal control over remaining HIV negative
* 4.59 (1.0) 4.28 (0.9) 840.500 .030
Estimate of HIV positive women in London^

1 in 100 5 (23.8) 16(16 .7)
1 in 200 5 (23.8) 30 (31.3)
1 in 1000 or fewer 11 (52.4) 50 (52.1) .809 .667

Is HIV infection a concern for women
attending this clinic? * 3.50 (1.4) 3.40 (1.3) .300 .765
Worry about risks taken in the past which
may have exposed to HIV * 3.50 (1.7) 2.95 (1.3) 516.000 .154
Women can prevent themselves from HIV* 4.4 7 (1.1) 4.54 (0.9) 714.000 .769

Figures in italics refer to mean (SD)

Missing values for row variables;  ̂ (n=13). Missing values column variable = 11. *  Answers are rated 
on a scale 1-5 (1=not at all, 5=very much so)

Worry about past risks which may have exposed oneself to HIV was not 

found to be significantly higher among those who expressed an intention to 

test for HIV and those who did not (U= 516.000, p=ns). Neither were women, 

who expressed an intention to test for HIV, found to be more likely to view 

HIV as a concern for women clinic attenders (t=.300, p=ns) or to give higher 

ratings on whether women can prevent themselves from HIV (U=714.000, 

p=ns) compared with those who did not intend to test for HIV.

- Perceived seriousness and susceptibility: (HIV risk disclosure)

As can be seen in Table 4.10, when comparing the overall HIV risk factor 

disclosure between women who intended to test for HIV and those who did 

not, the former group was not found to be significantly more likely to disclose 

potential risk factors for HIV compared with women who did not intend to 

have an HIV test (X^= .016, p=ns).
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4.10 Comparison of HIV risk factor disclosure between women who
intended to test for HIV (n=23) and those who did not (n=107)

Intention to test 
Yes(n=23) No(n=107) P

n (%) n (%)
Disclosed HIV risk factors ''

Yes 10(43 .5 ) 45 (42.1)
No 13(56 .5 ) 62 (57.9) .016 .900

Type of risk (grouped)
High risk sexual behaviour (by oneself or partner)^

Yes 2 (8.7) 6 (5.6)
No 21 (91.3) 101 (94.4) .313 .575

IDU (by oneself or partner) ^
Yes 1 (4.3) 4 (3.7)
No 22 (95.7) 103 (96.3) .019 .890

Residence in a country where HIV is common (by
oneself or partner)'^

Yes 7 (30.4) 32 (29.9)
No 16(69 .6 ) 75 (70.1) .003 .960

Other (STD, blood transfusion) ®
Yes 2 (8.7) 16(15 .0 )
No 21 (91.3) 91 (85.0) .621 .431

Specific risk factors
Been an injecting drug user ®

Yes 0 (0.0) 1 (1.0)
No 20 (100.0) 101 (99.0) .198 .657

Lived outside UK for longer than three months in the
last 7 years ^

Yes 6 (3 1 .6 ) 30 (29.7)
No 13(68 .4 ) 71 (70.3) .027 .870

Been a sexual partner of an HIV positive man ®
Yes
No 0 (0.0) 2 (2.2)

Been a sexual partner of a homosexual/bisexual man ® 14(100.0) 88 (97.8) .317 .537
Yes
No 2 (1 1 .1 ) 4 (4.2)

Been a sexual partner of an injecting drug user 16(88 .9 ) 92 (95.8) 1.466 .226
Yes
No 1 (5.9) 3 (3 .1 )

Been a sexual partner of a man with haemophilia^^ 16(94 .1 ) 93 (96.9) .322 .571
Yes
No 0 (0.0) 0 (0.0)

Been a sexual partner of a man who has lived in sub- 18 (100.0) 98(100.0) — —
Saharan Africa or another country where HIV is
common

Yes 2 (1 1 .1 ) 4 (4.0)
No 16(88 .9 ) 96 (96.0) 1.598 .206

Had sex for money or drugs
Yes 0 (0.0) 1 (1.0)
No 20 (100.0) 97 (99.0) .206 .650

Ever had STD
Yes 2 (1 0 .0 ) 14(14 .3)
No 18(90 .0 ) 84 (85.7) .260 .610

Received a blood transfusion before 1985^®
Yes 0 (0.0) 2 (2.2)
No 19 (100.0) 97 (98.0) .390 .532

Missing values for row variables: \n=0),^fn=0),  ̂ (n=0), (n=0),  ̂ (n=0), ® (n=8), ^(n=10), ° (n=26), ®(n=16), 
(n=17), (n=14)/^ (n=12), (n=12),  ̂ (n=12), (n=12). Missing values for column variable =11.
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Perceived benefits and barriers for HIV testing

No statistically significant differences emerged in the proportions of women 

considering any of the listed benefits of or potential barriers to HIV testing or 

other possible considerations when thinking about having an HIV test.

Table 4.11 A comparison of benefits and barriers for HIV testing decisions 
among women who planned to test for HIV (n=23) and those 
who did not (n=107)

Intention to test 
Yes(n=23) No(n=107) P

n (%) n (%)
1 think 1 am at risk

Consider 14 (77.8) 59 (63.4)
Not a consideration 4 (22.2) 34 (36.6) 1.377 .241

1 do not want to make a fuss ^
Consider 6 (37.5) 36 (43.9)
Not a consideration 10(62 .5) 46 (56.1) .224 .636

1 don’t think 1 could cope with a positive result ^
Consider 14(77 .8) 77 (84.6)
Not a consideration 4 (22.2) 14(15 .4 ) .510 .475

1 am worried about my health ^
Consider 12(66 .7 ) 47 (55.3)
Not a consideration 6 (33.3) 38 (44.7) .785 .376

1 do not think 1 have HIV ®
Consider 13(68 .4 ) 60 (69.0)
Not a consideration 6 (3 1 .6 ) 27 (31.0) .002 .963

My doctor recommended the test ®
Consider 8 (44.4) 34 (39.5)

Not a consideration 10(55.6) 52 (60.5) .149 .699
1 do not want to know if 1 was positive ^

Consider 9 (50.0) 53 (61.6)
Not a consideration 9 (50.0) 33 (38.4) .836 .361

My partner thinks it is a good idea *
Consider 7 (4 1 .2 ) 38 (46.3)
Not a consideration 10(58 .8) 44 (53.7) .152 .697

1 fear a positive result may affect my health care ®
Consider 8 (50.0) 47 (58.8)
Not a consideration 8 (50.0) 33 (41.3) .417 .518

1 do not think it is relevant to me but 1 am happy for
my blood to be tested for public health reasons

Consider 13(76 .5) 45 (56.3)
Not a consideration 4 (23.5) 35 (43.8) 2.385 .123

1 don’t want to think about HIV at the moment
Consider 8 (50.0) 43 (51.2)
Not a consideration 8 (50.0) 41 (48.8) .008 .930

1 fear stigma & discrimination if the test was +ve
Consider 12 (70.6) 50 (58.8)
Not a consideration 5 (29.4) 35 (41.2) .823 .364

Missing values for row variables:  ̂ (n=19),  ̂ (n=32),  ̂ (n=21 ), ^ (n=27), ® (n=24), ® (n=26),  ̂ (n=26), ° (n=31 ), 
® (n=34), (n=33), (n=30)/^ (n=28). Missing values for column variable =11.
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4.12 Comparison of beliefs, benefits and barriers to HIV testing among
women who intended to test for HIV ( n=23) and those who did not
(n=107)

Intention to test 
Yes(n=23) No(n=107) t/U P
mean (SD) mean (SD)

How much would the HIV test*
Re-assure about the partner 
Be difficult to talk to partner about 
Make worry about insurance 
Make stressed while waiting for 
the results

3 .69 (1 .5 )  
1 .56(1 .3 ) 
2.80 (1.7)

4 .06 (1 .3 )

3 .59 (1 .4 ) 
2.58 (1.5) 
2.68 (1.4)

3 .99 (1 .4 )

705.500
425.500  

.304

768.000

.791

.006

.762

.847
Worry about HIV test **
Re assurance about HIV test **

2 .40 (1 .1 )
3 .00 (1 .1 )

2 .54 (1 .2 )
2 .83 (1 .0 )

957.000
878.500

.454

.696

Answers rated on a scale 1-5 (1=not at all, 5=very much so), ** answers rated on a 1-4 point scale. 
Missing values for column variable = 11.

HIV test intenders were found to rate it significantly more difficult to talk to 

their partner about HIV testing (U=425.500, p=.006) compared with women 

who did not intend to test for HIV. However, women who expressed an 

intention to test for HIV were not found to be significantly more likely to 

perceive greater reassurance about the partner (U=705.500, p= ns), worry 

about insurance (t= .304, p= ns) or anticipated stress while waiting for the 

results of an HIV test (U= 768.000, p= ns). Neither did the ratings on worry 

(U=957.000, p=ns) or reassurance about HIV test (U=878.500, p=ns) differ 

significantly between the two groups of women.

- Women’s point of view about HIV counselling and testing services

Women who intended to test for HIV were found to be significantly more likely 

to endorse the offer of an HIV test to all TOPC attenders (X^= 4.588, p= .032) 

(OR 4.89, 01 1.0 - 32.1) compared with women who did not express an 

intention to test for HIV. The two groups of women were not found to differ 

statistically in terms of beliefs about whether their consent will be acquired 

before an HIV test (X^= 1.695, p=ns) or whether one can refuse an HIV test 

(X^= 2.345, p=.126).
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4.13 Comparison of beliefs about HIV service provision among women who
intended to test for HIV (n=23) and those who did not (n=107)

Intention to test 
Yes(n=23) No(n=107) t/U/X= P

Should all women in TOPCs be offered 
an HIV test? ^

Yes
No/not sure

21 (91.3) 
2 (8.7)

73 (69.5) 
34 (31.8) 4.588 .032

Do you believe your permission will be 
asked for an HIV test? ^

Yes
No/don’t know

11 (55.0) 
9 (45.0)

72 (69.9) 
31 (30.1) 1.695 .193

Do you believe you can refuse and HIV 
test? ^

Yes
No/don’t know

12(57 .1 ) 
9 (42.9)

76 (73.8) 
27 (26.2) 2.345 .126

Level of comfort in discussing the 
following with a health care 
professional *

HIV infection 3.7 5 (1.3) 3.59 (1.4) .441 .660
Sensitive information about life style 2.88 (1.3) 3.18 (1.3) -.855 .395
Sexual behaviour 3.18 (1.5) 3.27 (1.3) -.260 .795
Option of an HIV test 3.81 (1.3) 3.36 (1.4) 1.187 .238

Intrusiveness of *
HIV pre-test counselling 2.68 (1.5) 2.5 7 (1.5) .323 .747
HIV pre-test discussion 2.42 (1.6) 2.60 (1.4) -.502 .617

Is it important for women to receive 
information about HIV prevention? * 4.6 5 (1.1) 4.68 (0.8) 682.000 .876

Figures In italics refer to mean (SD)

Missing values for row variables:  ̂ (n=0),  ̂ (n=7),  ̂ (n=6). Missing values for column variable =11.  
* Answers are rated on a scale 1-5 (1=not at all, 5=very much so).

No significant differences emerged between the two groups of women in the 

ratings on the perceived level of comfort in discussing HIV infection (t=.441, 

p=ns), sensitive information about life style (t=-.855, p=ns), sexual behaviour 

(t=-.260, p=ns) or the option of an HIV test (t=1.187, p=ns) with a health care 

professional. Neither was there a significant difference in the ratings on 

intrusiveness of being offered HIV pre-test counselling (t=.323, p=ns), HIV 

pre-test discussion (t=-.502, p=ns) or the importance for women to receive 

information about HIV prevention methods (U=682.000, p=ns).

4.2.7 Multivariate analysis: predictors of HIV testing intentions

Initially 20 variables were entered into the equation in the light of the factors 

suggested to be predictors of health seeking behaviours, such as screening 

uptake, in the Health Belief Model. In addition seven variables, which
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emerged as significant from the univariate logistic regression analysis were 

also entered into the equation. The seven variables entered into the equation 

were:

ethnic minority origin
worry about risks taken in the past that may have exposed to HIV
belief on whether all clinic attenders are tested routinely for HIV?
difficulty to talk to partner about HIV testing
ever had an HIV test
partner HIV test intention
should all women be offered an HIV test?

Of the seven variables that emerged significant from the univariate logistic 

regression analysis only three remained significant following a multivariate 

logistic regression analysis.

Table 4.14 Multivariate analyses: statistically significant predictors of
HIV test intentions among women attending TOPCs (n=141)

Factor Regression
coefficient

(b)

SE(b) P Odds
Ratio
(OR)

95% Cl

Reported partner HIV testing 
intention (yes) 2.63 .95 .006 14.0 2.1 -90 .7
Worry about risks taken in the past 
which may have exposed to HIV 
(high worry= score >3 on 1-5 scale) 2.21 .90 .014 9.2 1 .5 -5 3 .5
Ever had an HIV test 

Yes 
Unsure 
No*

2.02
2.58

.99
1.09

.041

.018
7.5
13.2

1.1 -52 .8  
1.6 -112 .6

* Reference category

As seen in Table 4.14 significant independent predictors of intention to test 

among women attending TOPCs were, in order of importance, reported 

partner intention to test for HIV, high worry about risks taken in the past, 

which may have exposed oneself to HIV and previous HIV testing experience. 

The results showed that the most significant predictor of intention to test for 

HIV was reported partner intention to have the HIV test (p< 0.006). The odds 

ratio (0R= 14.0, Cl= 2.1-90.7) derived from the analysis indicated that women 

who reported that their partner intends to test for HIV were 14 times more 

likely to express an intention have the HIV test compared with women who did 

not report a partner HIV testing intention.
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The second strongest independent predictor of intention to test for HIV was 

worry about past HIV risk factors (p<0.014) so that women who reported 

greater worry about past HIV risk factors were nine times more likely (0R= 

9.2, Cl= 1.5-53.5) to intend to have an HIV test compared with women who 

rated their worry about past HIV risks as lower.

Finally, past HIV testing experiences emerged as a significant independent 

predictor of HIV testing intention, so that women who had tested for HIV one 

or more times in the past were seven times more likely (OR=7.5, Cl=1.1-52.8) 

to express an HIV testing intention (p< 0.014) compared with women who had 

never tested for HIV. Furthermore, women who were unsure if they had even 

tested for HIV were 13 times more likely (OR=13.2, Cl=1.6-112.6) to intend to 

have an HIV test (p< 0.018) compared with women who had not had an HIV 

test previously.

Four of the seven variables, which initially emerged as significant from the 

univariate logistic regression analysis, and that were entered into the 

multivariate logistic regression analysis, were not independent predictors of 

intention to test for HIV. These were ethnic minority origin, belief about 

whether all women attending TOPCs should be offered an HIV test, 

knowledge about whether all women attending TOPCs are tested for HIV as a 

matter of routine and perceived level of difficulty to talk to the partner about 

HIV.

Other variables from the HBM, or those previously believed to be predictors of 

HIV testing uptake, which did not emerge as significant predictors of HIV 

testing intention among TOPC attenders in this study included age, HIV risk 

disclosure, knowledge of HIV, perception of personal risk of being HIV 

positive, threat of HIV for women, perceived stress while waiting for the 

results, knowledge of others living with HIV, having friends who have tested 

for HIV or doctor’s recommendation to have the HIV test.

Finally perceived barriers to HIV testing, such as increased worry about 

insurance, perception of not being able to cope with the result, anticipated
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stigma and discrimination if diagnosed positive, were not found to be 

predictors of HIV testing intentions. Neither were perceived benefits of HIV 

testing, such as re-assurance about partner or belief held by partner that HIV 

test is a ‘good idea’, found to be independent predictors of testing intentions. 

When interpreting the findings from the multivariate logistic regression 

analysis it is important to consider the wide variation in the confidence interval 

surrounding the odds ratio implying possibility of low sample size and or 

confounding variables that have not been incorporated in the study.

4.3 Summary of the main results

Given the importance of the TOPCs as potential sites for HIV testing and lack 

of studies on the client perspective of women requesting TOPs towards HIV 

testing and prevention this study was designed to address the lack of data 

about VCT for HIV among women attending TOPCs. A structured self 

reported questionnaire method was used to interview 141 women attending 

five London based TOPCs with the aim of examining characteristics of the 

women, factors associated HIV testing intention (as a proxy for HIV test 

uptake) and best independent predictors of HIV testing intention. Factors 

associated with HIV risks (as disclosed by the women) were also analysed to 

examine whether these women, particularly vulnerable to HIV, intended to 

test for HIV or not.

At the time of the survey TOPCs in London, which did not systematically offer 

voluntary HIV counselling testing services unless requested by the client 

herself, were mainly attended by relatively young women of whom the 

majority were white (60%). 32% were living in a stable relationship (32%) and 

82% were unmarried. The results indicated moderate knowledge of modes of 

vertical HIV transmission, including HIV possibly being transmitted during 

pregnancy (78%), but low knowledge of other mechanisms of potential 

infection, such as transmission though breast-feeding (21%) or during delivery 

(20%). Awareness of different interventions, which have a potential to reduce 

the risk of vertical HIV transmission was also low (11%-16%).
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A considerable proportion of women (40%) disclosed one or more HIV risk 

factors, which may have increased their vulnerability for HIV infection. 

Nevertheless only seven women out of 56 perceived themselves personally to 

be at risk of HIV. Unadjusted analysis showed that HIV risk disclosure was 

associated with older age, higher level of HIV knowledge, greater worry about 

past risk factors, which may have exposed oneself to HIV, a perception of a 

possibility of being HIV positive and having had one or more HIV tests in the 

past.

Despite of high level of HIV risk factor disclosure only one in five women 

(18%) expressed an intention to test for HIV, while 35% had decided against 

HIV testing. 32% were undecided and 16% would follow medical advice. HIV 

testing intention was associated with ethnic minority origin (OR=2.59, Cl= 0.9- 

7.3), perception of having personal control over remaining HIV negative, one 

or more previous HIV tests, ease of discussing HIV testing with the partner, 

reported partner intention to have an HIV test (OR=44.33, Cl= 6.2- 409.1) and 

an endorsement of HIV test offer to all women attending TOPCs. (0R= 4.89, 

01= 1.0 - 32.1) The thought of testing for HIV was associated with a moderate 

level of worry although women also anticipated that the HIV test would 

provide them with reassurance. Over 70% of the women interviewed 

endorsed a policy of universal offer of HIV testing to all TOPC attenders.

The analysis also showed that HIV test intention was not associated with high 

HIV knowledge, perceived chances of being HIV positive, actual disclosure of 

HIV risks nor worry about past HIV risks. Following the multivariate logistic 

regression analyses three variables emerged as significant independent 

predictors of HIV testing intention. These were worry about past risks that 

may have exposed oneself to HIV, having tested for HIV once or more in the 

past and reported partner HIV test intention.

Possible HIV VCT services in TOPCs should consider these factors as key 

when clinic attenders are being counselled for HIV testing. Current pre-test 

HIV counselling for ANC attenders focuses mostly on the benefits of the 

available interventions to reduce mother-to-child transmission with less
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emphasis given to actual risk assessment (Sherr et a!., 2001), despite the fact 

that an effective HIV counselling and testing policy would be one that results 

in increased HIV testing and detection of seropositive women, in other words 

addresses women who disclose established HIV risk factors, rather than 

those at low risk of HIV. It is also clear that HIV counselling should also focus 

on the risk perception rather than increasing HIV knowledge and benefits of 

the interventions alone, as the findings show that high HIV knowledge is not a 

predictor of HIV testing intentions while worry about past HIV risks is. It 

should also take into account that a partner who endorses HIV testing 

increases women’s HIV testing intentions and therefore potential future 

counselling services should consider couple counselling as a possible option. 

Finally, given the low uptake of HIV testing among TOPC attenders and large 

scale endorsement of offer of an HIV test to all clinic attenders, there is a 

need to begin planning and implementation of voluntary HIV counselling and 

testing policies and procedures in TOPCs.
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CHAPTER 5.

Family Planning Clinics - 
An Alternative Setting for HIV Testing and Prevention?

5.1 Introduction

Most European countries have observed a consistent increase in new HIV 

infections among women of reproductive age in recent years (ENAADS, 

1998). Approximately 75% of reported HIV infections in the UK are in women 

aged between 20 and 35 (PHLS, 1997). While VCT for HIV has been 

promoted among ANC attenders, the UK HIV testing policies have overlooked 

non-pregnant female populations who may be at risk of HIV. Whether ANCs 

are the only or most appropriate setting for offering VCT for HIV to women of 

reproductive age is debatable given the low uptake of HIV testing by ANC 

women (Gibb et al., 1998). There is sound evidence of a preference by 

women for pre-pregnancy HIV testing. Sherr et al. (1996) found that 92% of a 

sample of pregnant women believed that an HIV test should be offered to 

women before pregnancy. Family planning clinics (FPCs) provide such an 

opportunity for pre-pregnancy HIV counselling and testing (Bergenstrom et 

al., 1999) since many women seek family planning advice before embarking 

on a pregnancy.

A substantial proportion of FPC attenders have been found to report STD’s 

and other risk factors, which may have placed them at risk of HIV (Radcliffe et 

al., 1993). Radcliffe et al. (1993) found an incidence of 21.1% of one or more 

“life time” STD's in a sample of FPC attenders in London and 18.6% of 

women in the same sample disclosed one or more other HIV risk-behaviours. 

This figure was similar to that of HIV risk behaviours reported by women 

attending GUM and TOPCs, clinic populations, which are generally 

considered at higher risk for HIV than “low-risk” FPC attenders. This latter 

premise may now be questioned given the known incidence of STD’s and HIV 

risk factors among FPC attenders and because STD’s have been established
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as a co-factor for HIV infection (Laga at a!., 1993). It could be argued that to 

reduce the impact of HIV on women of reproductive age HIV testing and 

prevention strategies should exploit this established knowledge on the 

prevalence of STD’s in the FPC populations. These clinics also have an 

additional advantage because they are attended by men who may be at risk 

of HIV infection and therefore HIV testing and prevention efforts could be 

extended to the male clinic attenders (Bergenstrom et al., 1999).

Compared with the number of reports on HIV seroprevalence among ANC 

women, few studies have reported prevalence rates among FPC attenders. 

One study in Glasgow reported the rate of HIV seroprevalence among FPC 

attendees to be low at 0.026% (Goldberg et al., 1998), while considerably 

higher rates of seroprevalence among FPC attenders have been reported 

elsewhere, ranging from 4.9% (Matie at al., 1995) to 12% in parts of Kenya 

(Menya et al., 1996). There are no reports of HIV seroprevalence in FPC 

populations in London although most HIV infections in women are 

concentrated in the Greater London “Thames” Regions (National Study of HIV 

in Pregnancy, 1999). The possibility of a “hidden” HIV epidemic in FPC 

attenders in areas such as London cannot be ruled out given that the 

associated source of diagnosed maternal HIV infections in the Thames 

regions has been “exposure abroad” in 72% of cases (National Study of HIV 

in Pregnancy, 1999) and the fact that London based FPCs are attended by 

women from a variety of countries where HIV is highly prevalent. Yet the fact 

remains that epidemiological serosurveillance in this population is lacking and 

there is no official Government policy for this group of women in the UK.

Currently no published study in the UK has examined HIV testing intentions in 

particular or other voluntary HIV counselling and testing issues in general 

among FPC attenders. This particular study had the objective of determining 

characteristics of the FPC attenders, factors associated with risk disclosure 

and intention to test, as well as determinants of HIV testing intentions. First, 

the results will be detailed for sociodemographic and fertility characteristics of 

the sample, HIV knowledge, risk perception and risk factors, beliefs and 

attitudes towards HIV testing, prevention and voluntary counselling and HIV
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testing services. The results will then be described for unadjusted analysis for 

comparisons of women who disclosed HIV risk factors and those who did not 

as well as groups of women who expressed an intention to test for HIV and 

those who did not. Finally the results of multivariate logistic regression 

analyses, carried out to determine best independent predictors of HIV testing 

intentions among FPC attenders, will be detailed, followed by a summary of 

main results of interest emerging from the analyses.

5.2 Results

One hundred and forty-five of the 160 consecutive attenders who were 

approached to participate in the study at nine London based FPCs returned a 

completed questionnaire, yielding a 90.6% response rate. The 15 (9.4%) non

respondents either declined participation or took the questionnaire but did not 

return it.

5.2.1 Demographic characteristics and fertility history

The mean age of the women was 25.5 years. 120 (90%) were born in Europe 

while a minority were born in the Americas (n=5; 4%), Africa (n=5; 4%) or 

Asia (n=4; 3%). The respondents classified their ethnic background as ‘White’ 

(67.5 %), 'Black-African, Black-Caribbean or Black-Other’ (22.1 %), ‘Asian’ 

(3.4 %) and ‘Other or Mixed’ (6.9 %). 99 women (68.7 %) were either married 

or in a stable relationship and 41 (28.5%) were single at the time of the 

survey.

Between 145 women they had had 106 children, which represents a mean of 

0.84, with a range of 0 to 4 children (SD= 1.22). Thirteen women (9.4%) 

reported having had one or more spontaneous miscarriages and the number 

of reported elective terminations ranged from 0 (80.4%) to 3 (3.1%).
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Table 5.1 Demographic characteristics and fertility history of the
women attending the nine family planning clinics (n=145)

n (%  )

Mean age 25.5
Continent of birth^

Europe 120 (89.6)
Africa 5 (3.7)
The Americas 5 (3.7)
Asia/Oceania 4 (3.0)

Ethnic background^
Black-African 7 (4.8)
Black-Caribbean 22 (15 .2 )
Black-other 3 (2.1)
White 98 (67.5)
Indian/Pakistani/Bangladeshi 5 (3.4)
Other/mixed 9 (6.9)

Relationship status^
Married 32 (22.2)
Stable partnership 67 (46.5)
Divorced / separated 3 (2.1)
Single 41 (28.5)
Other 1 (0.7)

Reproductive history
Mean number of previous pregnancies (range 0-6) 1.2
Spontaneous miscarriage (one or more) 13 (9 .0 )
Elective termination'^

0 78 (80.4)
1 15(15 .5 )
2 or 3 4 (4.0)

Mean number of children (range 0-4) 0.8

Figures in italics refer to mean. Missing values:  ̂ (n=11),  ̂ (n=1),  ̂ (n=1), ^ (n=48)

5.2.2 Anxiety, worry and reassurance

Prior to the consultation the mean total anxiety score was 15.5 (SD = 4.78, 

range 8-28) on the short-form of the Spielberger STAI, which is comparable to 

that of reported in other non-pregnant samples (Marteau & Bekker, 1992). 

While 64.3% of women reported some level of worry about having an HIV test 

88.1% also perceived the HIV test would provide them with reassurance.

5.2.3 HIV knowledge

There were a number of inaccuracies in women’s knowledge of HIV infection 

and testing. While most women (77.2 %) knew about vertical transmission of 

HIV during pregnancy, only some one in six (17.9 %) were aware that HIV 

could be transmitted to the baby during breast-feeding. Ignorance of potential
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interventions to reduce vertical transmission was equally high, with 63.0 % 

(n=85) unaware of any such interventions and relatively few being aware that 

zidovudine (AZT) (23.4%), bottle-feeding (11.7%) and caesarean section 

(2.1%) could each reduce vertical transmission. Five women (3.7%) 

erroneously believed that antibiotics could reduce vertical transmission.

Table 5.2 Knowledge of HIV infection and testing of the sample (n=145)

Question n (%)
Can HIV be passed from a mother to her baby 

During pregnancy 
During breast-feeding 
During delivery

yes
yes
yes

112(77.2) 
26 (17.9) 
30 (20.7)

Can the following reduce risk of infection from mother to baby 
AZT drug treatment 
Caesarean section 
Bottle feeding 
Antibiotics 
Vitamin A

yes
yes
yes
no
yes

34 (23.4) 
3 (2.1) 

17(11.7) 
131 (96.3) 

2 (1.4)

If a baby tests HIV positive he/she will stay infected ^

yes
no
don’t know

99 (73.3) 
16(11.0) 
20 (14.8)

If a woman has become infected while pregnant she is more likely 
to pass the infection to a baby ^

yes
no
don’t know

80 (59.3) 
12(8 .9 ) 

43 (31.9)

HIV test can be carried out from residual blood from another test^

yes
no
don’t know

35 (26.3) 
52 (39.1) 
46 (34.6)

After HIV infection it can take 3 months before antibodies can be 
detected with a test (i.e. the test becomes positive)

yes
no
don’t know

66 (50.4) 
3 (2.3) 

62 (47.3)

All women requesting a termination are tested routinely for HIV ®

yes
no
don’t know

31 (23.0) 
28 (20.7) 
76 (56.3)

Blood tested for HIV can always be traced by name ®

yes
no
don’t know

18(13.5) 
36 (27.1) 
79 (59.4)

Missing values:  ̂ (n=10),  ̂ (n=10),  ̂ (n=12), ^ (n=14), ® (n=10), ® (n=12)

* "Correct" answers, indicated in bold, equal agreement with answers given by two independent 
experts at the time of the design of the questionnaire.

Many women (73.3%) believed that if a baby has an HIV positive test the 

infection will endure even though many new-borns are in fact carrying 

passively transferred maternal HIV antibodies, which will clear within 18 

months. Over half (59.3%) of the women were aware that if a woman has 

become HIV positive during pregnancy she is more likely to pass the virus on 

to the baby. 26.3% appreciated that the HIV test can be carried out on 

residual blood from another test but 59.4% did not know whether blood tested
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for HIV can always be traced by name. Just under 50% of the women were 

unaware about the 3-month “window period” (possible time taken since 

exposure to virus until antibodies can be detected with a test) and 23.0% 

erroneously believed that all women requesting a termination would be 

routinely tested for HIV.

The total HIV knowledge score for the sample of 145 women was low at 3.5 

(SD = 1.82; mode=3). Respondents had an average of 3.2 “knowledge gaps" 

(don't know responses)(SD = 1.82; mode=4) and made an average of 1.6 

errors (SD = 1.04; mode=1). HIV knowledge scores of women with a self 

declared HIV risk did not differ from those who did not disclose risk factors for 

HIV. Both groups had low knowledge of HIV issues, with a mean accuracy of 

only 3.5 for the former group and 3.7 for the latter (t= -.422, p= ns). No 

significant differences emerged in the mean number of HIV knowledge 

scores, the number of errors or knowledge gaps between those who 

expressed an intention to test and those who did not.

5.2.4 HIV risk factors and perceptions of personal chances of HIV infection

Of the sample of 145 women 133 (91.7%) responded to the questions 

concerning HIV risk factors. These women disclosed 41 occasions of 

potential risk for HIV infection. Given the possibility of multiple risk exposure 

the respondents were divided into three categories; “no risk” (n= 100,75.2 %), 

“single risk” (n= 28, 21.1 %) and “multiple risk” (n= 5, 3.8%). The reported 

risks ranged from ‘high risk sexual behaviour by self or partner’ (n=6, 4.1%), 

‘intravenous drug use (IDU) by self or partner’ (n=5,3.4%), ‘previous 

residence in a country where HIV infection is common’ (n=15, 10.3%) and 

‘other risk’ (eg. STD or blood transfusion before 1985) (n=15, 10.3%).

Women who disclosed one or more risk factors for HIV were found to be 

significantly older (t= -2.555, p= .012), reported more previous pregnancies 

(U= 795.500, p= .043), were more likely to worry about their past HIV risk 

factors (U= 838.000, p= .001) and reported significantly greater level of 

anticipated stress about waiting for the HIV test results (U= 1087.500, p= 

.040) compared with women who did not disclose HIV risk behaviours.
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However, women with one or more HIV risk factors were not found to be 

significantly more likely to express an intention to have an HIV test compared 

with women who disclosed no past risk factors for HIV (X^= 3.113, p = ns).

Those women who disclosed no risks for HIV were found to rate the offer of 

HIV pre-test discussion as significantly more intrusive than women who 

disclosed HIV risk factors (t=2.502, p=.014). Women who reported past risk 

factors were found to give significantly higher ratings on level of comfort in 

discussing personal sexual behaviour with a health care provider (t=-2.435, 

p=.016) and also gave higher ratings on anticipated reassurance about one’s 

partner (11=1030.000, p= .023) from having an HIV test.

Table 5.3 Comparison of women who disclosed risk factors for HIV (n=33) 
and those who did not (n=100)

HIV Risks 
Yes (n=33) No(n=100) t/U/X^ P

n (%) n (%)
HIV risk disclosure ^

No risk 100 (75.2)
One risk 28 (21.1)
Multiple risks 5 (3.8)

Type of risk
High risk sexual behaviour (by oneself/partner) 6 (4 .1 )
IDU (by oneself/partner) 5 (3.4)
Residence in a country where HIV is common 15(10 .3 )
Other (STD, blood transfusion) 15(10 .3 )

Demographic variables and fertility history
Mean age 28.8 24.5 -2.555 .012
Continent of birth ^

Europe 28 (87.5) 84 (90.3)
Americas 2 (6.3) 2 (2.2)
Africa 2 (6.3) 3 (3.2)
Australasia 0 (0.0) 4 (4.3) 3.192 .363

Ethnic minority origin ^
Yes 15(45 .5 ) 38 (38.0)
No 18(54 .5 ) 62 (62.0) .575 .448

Mean number of previous pregnancies 1.7 1.0 795.500 .043
Mean number of children 1.1 0.7 -1.421 .158
Anxiety, worry and reassurance
Anxiety prior to consultation (scale 0-32) 13.68 15.72 1.805 .074
Worry about an HIV test * 2.44 2.08 -1.609 .110
Reassurance about an HIV test * 3.00 2.64 1108.000 .066
HIV knowledge
Total HIV knowledge score (max 13) 
Gaps in knowledge (max 8) 
Errors (max 7)

3.76
3.00
1.67

3.50
3.17
1.59

-.707
.471

-.367

.481

.639

.714

Figures in italics refer to mean

Missing values for row variable:  ̂ (n= 0),  ̂(n= 8),  ̂(n=0). Missing values for column variable = 12. 
* Answers are rated on a scale 1-5 (1=not at all, 5=very much so).
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Table 5.3 Comparison of women who disclosed potential risk factors for HIV
(n=33) and those who did not (n=100)

HIV 
Yes(n=33

Risks 
No (n=100) t/U/X^ P

n (%) n (%)
Perceived seriousness and susceptibility*
Is HIV a concern for women attending this clinic 3.48 3.16 -1.006 .316
Worry about risks taken in the past which may
have exposed oneself to HIV 3.07 2.14 838.000 .001
Women can prevent themselves from getting
infected with HIV 4.39 4.51 1170.000 .603
Personal chances of HIV infection 2.09 1.83 .531 .597
Personal control over staying HIV negative 4.25 4.49 -1.770 .079
Level of comfort in discussing the following
with a health care professional **
HIV infection 3.67 3.33 -1.041 .300
Sensitive information about life style 3.39 2.95 -1.461 .147
Sexual behaviour 3.45 2.74 -2.435 .016
Option of an HIV test 3.45 2.95 -1.480 .141
Intrusiveness of **
HIV pre-test counselling 2.17 2.58 1.387 .168
HIV pre-test discussion 2.00 2.70 2.502 .014
How much would the HIV test **
Re-assure about the partner 4.13 3.54 1039.000 .023
Be difficult to talk to partner about 2.21 2.33 1241.500 .746
Make worry about insurance 2.73 2.61 -.403 .688
Make stressed while waiting for the results 4.13 3.59 1087.500 .040
Should all women attending FPCs be
offered an HIV test? ^

Yes 25 (80.6) 69 (71.1)
No 2 (6.5) 5 (5.2)
Not sure 4 (1 2 .9 ) 23 (23.7) 1.663 .435

Is it important for women to receive information
about HIV prevention ** 4.63 4.64 1232.500 .582
Ever had an HIV test ^

Yes 6 (1 9 .4 ) 6 (6.2)
No 4 (1 2 .9 ) 10(10 .3 )
Unsure 21 (67.7) 81 (83.5) 5.223 .073

Personal intention to have an HIV test ^
Yes 5 (1 6 .7 ) 6 (6.3)
No decision 25 (83.3) 90 (93.8) 3.113 .078

Partner intention to have an HIV test '*
Yes 2 (8.7) 7 (8 .1 )
No decision 21 (91.3) 79 (91.9) .007 .931

Figures In Italics refer to mean. Missing values for row variables:  ̂ (n=5),  ̂ (n=5),  ̂ (n=7), ^ (n=24). 
Missing values for column variable = 12.

Answers are rated on a 1 to 4 scale (1=not at all, 4 = very much so). 
1-5 (1=not at all, 5=very much so).

Answers are rated on a scale

No significant differences emerged between women with and without HIV risk 

factors in terms of proportions of women of ethnic minority origin (X^= .575, 

p=ns), continent of birth (X^= 3.192, p= ns), level of HIV knowledge (t= -.707, 

p=ns), reported worry (t=-1.609, p=ns) or reassurance (U=1108.000, p=ns) 

about HIV testing. Neither was there a significant difference between the two
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groups of women in terms of rating on the extent to which HIV was perceived 

as concern for FPC attenders (t=-1.006, p=ns), whether it is important for 

women to receive information about HIV prevention methods (U=1232.500, 

p=ns) or whether women are able to prevent themselves from HIV 

(11=1170.000, p=ns). Finally, no significant differences emerged in terms of 

past HIV testing experience (X^= 5.223, p=ns), reported partner intention to 

test for HIV (X^= .007, p=ns), perceived difficulty to talk to partner about HIV 

testing (11=1241.500, p=ns) or worry about insurance (t=-.403, p=ns).

Whereas 24.8% of the women disclosed one or more potential risk factors for 

HIV, only one woman rated her chances of being infected with HIV as ‘very 

likely’. The other respondents rated their chances of being HIV positive as 

‘not at all likely’ (33.8%), ‘unlikely’ (47.2%) or uncertain’ (18.3%). When 

asked about their perceived amount of personal control over remaining HIV 

negative, 73 (54.1%) women felt they had 'very much' or 'some’ (n=46; 

34.1%) control over staying HIV negative in the future. 12 (8.9%) women were 

'uncertain' and three (2.2%) perceived 'little' or 'no control’ over staying HIV 

negative.

5.2.5 Attitudes and beliefs about HIV testing service provision

The majority of the women (n=98, 74.2%) endorsed universal offer of HIV 

testing to all women in FPCs. Of the women who agreed that HIV testing 

should be offered to all clinic attenders the majority wished to receive either 

counselling (n=30, 24.4%) or to have further discussion on HIV infection and 

whether to be tested (n=56, 45.5%). Some preferred to receive ‘no 

information about HIV and but to have the test if the doctor believes it is in 

one’s own interest’ (n=20, 16.3%) and a minority preferred to receive ‘no 

information about HIV and no test’ (n=8, 6.5%).
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Table 5.4 Attitudes and beliefs about HIV service provision by FPC 
attenders (n=145)

n %

Should all women attending FPCs be offered an HIV test? ’
Yes 98 74.2
No 7 5.3
Unsure 27 20.5

Preferred HIV service provision ^
No information about HIV and no test 8 6.5
No information about HIV and but have the test if the doctor

believes it is in your interest 20 16.3
Counselling on risk and whether to test 30 24.4
Informational discussion on HIV 56 45.5

Preferred health care professional to talk to about HIV infection 
and testing ^

Specialist HIV counsellor 48 33.1
Clinic/hospital doctor 29 20.0
Family doctor 17 11.7
No preference 27 18.6

Preferred way of receiving results
Told immediately when available 99 79.2
Told at the next appointment 6 4.8
Over the telephone 5 4.0
In a letter 7 5.6
No preference 8 6.4

Missing values:  ̂ {n=.13),  ̂ (n=31),  ̂ (n=24), (n=20)

The preferred choice of a health care professional to talk to about HIV 

infection and testing was ‘specialist HIV counsellor’ for 48 (37.2%) of the 

women. Others would prefer to discuss HIV related issues with ‘clinic/hospital’ 

doctor (n=29, 22.3%) or ‘family doctor’ (n=17,13.1%). Another 29 (22.5%) 

women ‘did not want a discussion’ and 27 (20.9%) women had no preference 

over the issue. The preference shown by many women for receiving the HIV 

information from a specialist HIV counsellor was summarised in one woman's 

note beside the question:

"/ want to speak to someone who actually knows what they are talking about'

Women did not differentiate between the ‘intrusiveness’ of an offer of ‘pre-test 

HIV counselling’ (2.49) (SD=1.38) and ‘pre-test discussion’ (2.55) (SD=1.34) 

(Z= -.482, p= ns). Finally there was a clear preference for receiving results of 

an HIV test as soon as they become available (n=99, 79.2%). A few wished to 

receive the test results ‘at the next appointment’ (n=6, 4.8%) or over the 

telephone’/ in a letter’ (n= 11, 9.6%).
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5.2.6 H IV  testing intentions: comparisons of women who intended to test for
H IV  (n-13) and women who did not (n=117)

Few women had ever tested for HIV or expressed an intention to have the 

HIV test. In total 12 (9.1%) women noted having had an HIV test previously 

and 14 (10.6%) were uncertain whether they have been tested for HIV. 13 

(10.0%) women expressed an intention to have the HIV test, 55 (42.3%) 

women had decided against HIV testing, 48 (36.9%) women were undecided 

and 14 (10.8%) noted that they would follow individual medical advice 

concerning an HIV test.

- Demographic variables (sociodemographics and fertility history)

Comparisons of demographic characteristics and fertility history of women 

who reported an intention to test for HIV (n= 13) and those who did not 

(n=117), showed that women were more likely to express an intention to test 

if they were from an ethnic minority (69.2 % vs 36.8 %) (X^= 5.142, p= .023). 

No significant differences emerged between the two groups of women in 

terms of other demographic details or fertility history, such as age (t=.226, 

p=ns), continent of birth (X^= 2.930, p=ns), relationship status (X^= .863, 

p=ns), number of previous pregnancies (t= 1.333, p=ns) or number of children 

(t= 1.521, p=ns). The level of anxiety prior to the consultation was not found 

to differ significantly between women who intended to test for HIV and those 

who did not (t= .283, p= ns).
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Table 5.5 Demographic details and fertility history of women who intended
to test for HIV (n=13) and those who did not (n=117)

Intention to test 
Yes (n=13) No (n= 117) t/X^ P

n (%) n (%)
Mean age 26.0 (8.0) 25.4 (8.3) .226 .821
Ethnic m inority origin ^

Yes 9 (69.2) 43 (36.8)
No 4 (30.8) 74 (63.2) 5.142 .023

Continent o f birth ^
Europe 8 (80.0) 102 (90.3)
Americas 1 (10.0) 4 (3.5)
Africa 1 (10.0) 3 (2.7)
Australasia - 4 (3.5) 2.930 .403

Relationship status ^
Married 3 (2 3 .1 ) 26 (22.2)
Stable partnership 7 (53.8) 52 (44.4)
Single 3 (2 3 .1 ) 35 (29.9)
Other — 4 (3.4) .863 .834

Mean num ber of previous pregnancies
0 3 (2 3 .1 ) 47 (40.2)
> 1 10(76 .9 ) 70 (59.8) 1.333 .185

Mean num ber of children ^
0 5 (38.5) 66 (56.4)
> 1 8 (6 1 .5 ) 51 (43.6) 1.521 .174

Figures In italics refer to mean (SD)

Missing values; \n = 3 ),  ̂ (n =10),  ̂ (n=3),‘* (n= 3),^ (n= 3). Missing values for column variable =15.

- Sociopsychological variables: (peer and reference group pressure etc.)

Reported partner HIV testing intention was low at 8.0% (n=8). However, 

women whose partners intended to test for HIV, were also significantly more 

likely to express an intention to have the HIV test themselves (X^ = 6.092, p= 

.014) (0R= 6.07, Cl= 1.0-37.3). 56 women (43.4%) noted that their partner 

did not intend to be tested for HIV, 37 women (28.7%) were unsure about 

their partner’s HIV testing intention and 10 (7.8%) partners were reported to 

be undecided about HIV testing. Knowledge of other women who have tested 

for HIV (X^ = 2.175, p=ns) or perception that “many women have the HIV test” 

(X^ = 3.397) were not found to be associated with an intention to test for HIV.
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Table 5.6 Comparison of responses of women who intended to test for
HIV (n=13) and those who did not (n=117)

Intention to test 
Yes (n=13) No (n=117) t/X^ P

n (%) n (%)
Partner intention to have an HIV test ^

Yes 3 (25.0) 5 (5.2)
No 9 (75.0) 91 (94.8) 6.092 .014

Knows other women who have had an
HIV test ^

Yes 5 (38.5) 24 (20.5)
No 8 (6 1 .5 ) 93 (79.5) 2.175 .140

Many women have the test ^
Consider 9 (69.2) 47 (42.3)
Not a consideration 4 (30.8) 64 (57.7) 3.397 .065

Many of my friends have had it ^

Consider 3 (33.3) 43 (44.8)
Not a consideration 6 (66.7) 53 (55.2) .439 .508

Anxiety prior to consultation (scale 0-32) 15.9 (4.3) 15.5 (4.8) .283 .778

Figures In italics refer to mean (SD)

Missing values for row variables: \n = 25 ) ^(n=3), ^(n=9), "(n=28). Missing values for column variable 
= 15.

- Structural variables: (HIV knowledge etc.)

The level of HIV knowledge was not found to differ significantly between 

women who intended to test for HIV and those who did not (t= .884, p=ns). 

Neither was there a significant difference in the number of knowledge gaps 

(don’t know answers) (t= .201, p=ns) or the number of errors (t= -2.59, p=ns). 

Finally, as can be seen in Table 5.7 no significant differences emerged 

between proportions of women intending to test for HIV or not in terms of 

knowledge about specific items included to examine knowledge of vertical 

transmission modes, interventions which may reduce this, the three-month 

“window period” or HIV testing procedures.
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Table 5.7 HIV knowledge of women who expressed an intention to test for
HIV (n=13) and those who did not (n=117)

Question Intention to test 
Yes (n=13) No (n=117) t/X^ P

n (%) n (%)
HIV knowledge score (max 13) 4.0 (2.3) 3.5 (1.8) .884 .378
Gaps in knowledge (max 8) 3.2 (2.3) 3.1 (1.8) .201 .841
Errors (max 7) 1.5 (0.9) 1.6 (1.0) -2.59 .796
Can HIV be passed from a
mother to her baby

During pregnancy ^ Ticked 11 (84.6) 93 (80.9)
Not ticked 2 (1 5 .4 ) 2 2 (19 .1 ) .108 .743

During breast-feeding ^ Ticked 5 (38.5) 21 (18.3)
Not ticked 8 (6 1 .5 ) 94 (81.7) 2.944 .086

During delivery ^ Ticked 4 (30.8) 26 (22.6)
Not ticked 9 (69.2) 89 (77.4) .433 .510

Don’t know Ticked 2 (1 5 .4 ) 12(10 .4 )
Not ticked 11 (84.6) 103 (89.6) .294 .588

Can the following reduce risk of
infection from mother to baby

AZT drug treatment ® Ticked 4 (30.8) 27 (23.5)
Not ticked 9 (69.2) 88 (76.5) .338 .561

Caesarean section ® Ticked 1 (7.7) 2 (1 .7 )
Not ticked 12(92 .3 ) 113(98.3) 1.808 .179

Bottle feeding ^ Ticked 2 (1 5 .4 ) 15(13 .0 )
Not ticked 11 (84.6) 100 (87.0) .056 .814

Antibiotics ® Ticked 1 (7.7) 4 (3.5)
Not ticked 12(92 .3 ) 111 (96.5) .553 .457

Vitamin A ® Ticked 1 (7.7) 1 (0.9)
Not ticked 12(92 .3 ) 114(99.1) 3.535 .060

Don’t know Ticked 6 (46.2) 75 (65.2)
Not ticked 7 (53.8) 40 (34.8) 1.827 .177

If a baby tests HIV positive yes 9 (69.2) 83 (72.8)
he/she will stay infected no 1 (7.7) 15(13 .2 )

don’t know 3 (2 3 .1 ) 16(14 .0 ) .935 .627
If a woman has become infected yes 9 (75.0) 65 (56.5)
while pregnant she is more likely no — 11 (9.6)
to pass the infection to a baby ^ don’t know 3 (25.0) 39 (33.9) 2.046 .360
HIV test can be carried out from yes 3 (2 3 .1 ) 29 (25.7)
residual blood from another test no 4 (30.8) 46 (40.7)
13 don’t know 6 (46.2) 38 (33.6) .845 .655
After HIV infection it can take 3
months before antibodies can be yes 5 (4 1 .7 ) 59 (53.2)
detected with a test (i.e. the test no — 3 (2.7)
becomes positive) don’t know 7 (58.3) 49 (44.1) 1.078 .583
All women requesting a yes 3 (2 3 .1 ) 27 (23.7)
termination are tested routinely no 4 (30.8) 23 (20.2)
for HIV don’t know 6 (46.2) 64 (56.1) .829 .661
Blood tested for HIV can always yes 3 (2 3 .1 ) 13(11 .6 )
be traced by name^® no 2 (1 5 .4 ) 33 (29.5)

don’t know 8 (6 1 .5 ) 66 (58.9) 2.035 .361

Figures in italics refer to mean (SD)

Missing values: \n = 5 ), ^(n=5), ^(n=5), ‘*(n=5), ® (n=5), ® (n=5), ^(n=5), °(n=5),^ (n= 5)/°(n=5), (n=6),
(n=6), '3(n=7)/^(n=10),'^(n=6),'® (n=8).

Missing values for column variable = 15.
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structural variables: (prior contact with HIV positive people and 
exposure to HIV testing etc.)

Prior exposure to HIV was also an influence in HIV testing intentions, so that 

women who reported knowing one or more people living with HIV were found 

to be significantly more likely to report an intention to test for HIV (X^ = 3.978, 

p= .046) (0R= 3.56, Cl= 0.79-15.37). However, having tested for HIV once or 

more times previously was not found to be associated with a current intention 

to test for HIV (X^ = .310, p=ns).

Table 5.8 Comparison of responses of women who intended to test for 
HIV (n=13) and those who did not (n=117)

Intention to test 
Yes (n=13) No (n=117) P

n (%) n (%)
Ever had an HIV test ’

Yes
No
Unsure

Knows som eone living with HIV ^
Yes
No

1 (7.7) 
10(76 .9 ) 
2 (1 5 .4 )

4 (30.8) 
9 (69.2)

10(8 .6 ) 
94 (81.0) 
12(10 .3 )

13(11 .1 ) 
104 (88.9)

.310

3.978

.856

.046

Missing values:  ̂ (n= 4),  ̂(n= 3). Missing values for column variable =15.

- Perceived seriousness and susceptibility: (HIV risk perception etc.)

HIV test intention was found to be associated with greater level of worry about 

past HIV risks, which may have exposed oneself to HIV (t =.310, p= .001). 

While perceived personal likelihood of being HIV positive (t= .193, p=ns) was 

not found to be associated with an HIV test intention, women who planned to 

have the HIV test rated their perceived personal control over staying HIV 

negative in the future lower (t=450.0, p=.012) compared with women who did 

not intend to test for HIV. No significant difference emerged in estimates of 

the ratio of HIV positive women in London by the two groups of women (X^= 

1.943, p=ns).
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Table 5.9 HIV risk perception of women who intended to test for HIV
(n=13) and those who did not (n=117)

Intention to test 
Yes(n=13) No(n=117) t/U/X^ P

n (%) n (%)
HIV risk assessment
Personal chances of HIV infection*
Personal control over remaining HIV 
negative*
Estimate of HIV positive women in London  ̂

1 in 100 
1 in 200
1 in 1000 or fewer

1.9 2 (0.8)

3.7 7 (1.2)

1 (7.7) 
5 (38.5) 
7 (53.8)

1.88 (0.8)

4.4 9 (0.7)

23 (20.5) 
27 (24.1) 
62 (55.4)

.193

450.000

1.943

.847

.012

.379
Is HIV a concern for women attending this 
clinic *
Worry about risks taken in the past which 
may have exposed to HIV *
Women can prevent themselves from HIV*

3.55 (1.2)

3.6 4 (1.3)
4.18 (1.3)

3.23 (1.5)

2.22 (1.4) 
4.49 (1.0)

.691

.310
501.000

.491

.001

.360

Figures in italics refer to mean (SD). Missing values for row variable:  ̂ (n=8). Missing values for column 
variable = 15. ‘Answers are rated on a scale 1-5 (1=not at all, 5=very much so).

When assessing perceived seriousness of HIV in general for women, the 

ratings on this item by the two groups of women were not to found to differ 

significantly (t= .691, p=ns). Neither did a significant difference emerge in 

women’s rating on whether women in general are able to prevent themselves 

from acquiring HIV (U=501.000, p=ns).

- Perceived seriousness and susceptibility: (disclosure of HIV risk factors)

Actual disclosure of one or more risk factors for HIV was not found to be 

associated with an intention to test for HIV (X^= 3.113, p=ns), when individual 

risk factors were grouped into two categories; ‘one or more HIV risks’ and ‘no 

HIV risks’. However, when risk factors were examined one by one, HIV testing 

intention was found to be associated with injecting drug use (X^= 10.447, p= 

.001), prior residence in a country where HIV is prevalent (X^= 5.201, p= 

.023), having been a sexual partner of a homosexual / bisexual man (X^= 

4.208, p= .040), a man with hemophilia (X^= 4.028, p= .045), a man who has 

lived in sub-Saharan Africa or in another country where HIV is highly 

prevalent (X^= 4.163, p= .041) or having received a blood transfusion before 

1985 (X^= 4.344, p= .037).
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Table 5.10 HIV risk disclosure by women who intended to test for HIV (n=13)
and those who did not (n=117)

Intention to test 
Yes (n=13) No(n=117) P

n (%) n (%)
Disclosed HIV risk factors ^

Yes
No

5 (45.5)
6 (54.5)

25 (21.7) 
90 (78.3) 3.113 .078

Type of risk (grouped)
High risk sexual behaviour (oneself or partner)^

Yes 1 (7.7) 5 (4.3)
No 12(92 .3 ) 112(95.7) .311 .577

IDU (by oneself or partner) ^
Yes 1 (7.7) 3 (2.6)
No 12(92 .3 ) 114(97 .4) 1.032 .310

Residence in a country where HIV is common
(by oneself or partner)

Yes 3 (2 3 .1 ) 9 (7.7)
No 10(76.9) 108 (92.3) 3.305 .069

Other (STD, blood transfusion) ®
Yes 3 (2 3 .1 ) 12(10 .3 )
No 10(76 .9 ) 105 (89.7) 1.884 .170

Specific HIV risk factors
Been an injecting drug user ®

Yes 1 (9.1) —
No 10(90 .9 ) 114(100 .0 ) 10.447 .001

Lived outside UK longer than 3 months in last 7 years^
Yes 3 (27.3) 8 (7.0)
No 8 (72.7) 107 (93.0) 5.201 .023

Been a sexual partner of:
An HIV positive man ®

Yes 1 (9.1) 1 (1.0)
No 10(90 .9 ) 101 (99.0) 3.757 .053

A homosexual/bisexual man ®
Yes 1 (9.1) 1 (0.9)
No 10(90 .9 ) 111 (99.1) 4.208 .040

An injecting drug user
Yes 1 (9.1) 3 (2.8)
No 10(90 .9 ) 106 (97.2) 1.246 .264

A man with hemophilia
Yes 1 (9.1) 1 (0.9)
No 10(90.9) 107 (99.1) 4.028 .045

A man who has lived in sub-Saharan Africa
or another country where HIV is common^^

Yes 1 (9.1) 1 (0.9)
No 10(90 .9 ) 110 (99.1) 4.163 .041

Had sex for money or drugs
Yes 1 (9 .1 ) 2 (1 .8 )
No 10(90 .9 ) 112(98 .2) 2.305 .129

Ever had STD
Yes 3 (30.0) 12(10 .6 )
No 7 (70.0) 101 (89.4) 3.223 .073

Received a blood transfusion before 1985
Yes 1 (100.0) 1 (0.9)
No 10(90 .9 ) 114 (99.1) 4.344 .037

Missing values: \n = 7 ), " (̂n=3), (n=3), (n=3),  ̂ (n=3), (n=8), (n=7),"(n=20),"(n=10), '"(n=13)," n=14),
(n=11), (n=8), (n=10), (n=7). Missing values for column variable = 15.
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Perceived benefits and barriers for HIV testing

Stigma related to HIV still is a consideration for many women who are thinking 

about having an HIV test. In this sample over half of the respondents reported 

fearing stigma and discrimination if they were to be found to be HIV positive 

and that a positive HIV diagnosis could affect their health care. Other 

potential benefits of and barriers to HIV testing decisions were ‘personal risk 

for HIV (41.6%), ‘worry about own health’ (61.6%) and a perception of 'not 

being able to cope with a positive result' (75%).

Examination of HIV testing decision making revealed that HIV testing 

intention was not associated with any other perceived benefit of or barrier to 

testing, with the exception of perceived benefits stemming from peer/social 

pressure, including one’s partner thinking HIV test is a good idea’ (X^= 4.921, 

p=.027), having many friends who have tested for HIV (X^= 11.353, p= .001) 

and belief in the benefit of having one’s blood tested for public health reasons 

(X^= 5.050, p= .025) even while not believing oneself to have HIV or the 

perceived barrier of ‘not wanting to make a fuss’ (X^= 7.456, p= .006).
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Table 5.11 A comparison of benefits and barriers for HIV testing decisions
between women who planned to test for HIV (n=13) and those
who did not (N=117)

Intention to test 
Yes(n=13) No(n=117) P

n (%) n (%)
1 think 1 am at risk ’

Consider 6 (50.0) 44 (40.4)
Not a consideration 6 (50.0) 65 (59.6) .414 .520

1 do not want to make a fuss ^
Consider 10(76.9) 40 (37.4)
Not a consideration 3(23.1) 67 (62.6) 7.456 .006

1 don’t think 1 could cope with a positive
result ^

Consider 11 (91.7) 81 (73.6)
Not a consideration 1 (8.3) 29 (26.4) 1.897 .168

1 am worried about my health
Consider 7 (58.3) 66 (61.7)
Not a consideration 5(41.7) 41 (38.3) .051 .821

1 do not think 1 have HIV ®
Consider 7 (63.6) 56 (51.9)
Not a consideration 4 (36.4) 52 (48.1) .556 .456

My doctor recommended the test ®
Consider 3 (27.3) 31 (29.8)
Not a consideration 8 (72.7) 73 (70.2) .031 .861

1 do not want to know if 1 was positive ^
Consider 6 (66.7) 46 (43.8)
Not a consideration 3 (33.3) 59 (56.2) 1.746 .186

My partner thinks it is a good idea ®
Consider 7 (70.0) 34 (34.3)
Not a consideration 3 (30.0) 65 (65.7) 4.921 .027

1 fear a positive result may affect my
health care®

Consider 6 (66.7) 56 (57.7)
Not a consideration 3 (33.3) 41 (42.3) .271 .603

1 do not think it is relevant to me but 1 am
happy for my blood to be tested for
public health reason

Consider 8(100.0) 62 (60.2)
Not a consideration — 41 (39.8) 5.050 .025

1 don’t want to think about HIV at the
moment^^

Consider 6 (66.7) 17(17.9)
Not a consideration 3 (33.3) 78 (82.1) 11.353 .001

1 fear stigma & discrimination if the test
was positive

Consider 5 (55.6) 56 (54.4)
Not a consideration 4 (44.4) 47 (45.6) .005 .945

Missing values:  ̂ (n = 1 2 )/ (n=13),  ̂(n=11), (n=14),  ̂ (n=14), ® (n=18),  ̂ (n=19), ® (n=24), ® (n=27), 
'° (n = 2 2 )”  (n=29), '^(n=21).

Missing values for column variable =15.
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Table 5.12 Comparison of beliefs, benefits and barriers to HIV testing
among women who intended to test for HIV (n=23) and those
who did not (n=107)

Intention to test 
Yes (n=13) No (n=117) U/t P
mean (SD) mean (SD)

How much would the HIV test *
Re-assure about the partner 4 .09 (1 .5 ) 3 .63 (1 .4 ) 482.000 .301
Be difficult to talk to partner about 1 .90(1 .0 ) 2.31 (1.3) 446.000 .337
Make worry about insurance 3.00 (1.7) 2 .60 (1 .5 ) .849 .397
Make stressed while waiting for
the results 3 .55 (1 .6 ) 3.71 (1.5) 564.000 .723

W orry about HIV test ** 2 .15 (1 .2 ) 2 .19 (1 .1 ) 513.000 .909
Re assurance about HIV test ** 3 .15 (1 .0 ) 2 .68 (1 .0 ) 654.500 .102

Missing values for column variable = 12. *  1-5 (1=not at all, 5=very much so), ** Answers are rated on 
a scale 1-4.

Rating on the perceived benefit of HIV testing, such as reassurance about 

one’s partner, was not found to differ significantly (U=482.000, p=ns) between 

women who intended to test and those who did not. Neither was there a 

difference in ratings on potential barriers to HIV testing, including HIV testing 

being difficult to talk to one’s partner about (U=446.000, p=ns), worry about 

insurance (t=.849, p=ns) or anticipated stress while waiting for the test results 

(U= .564, p=ns).

Overall, 47 women (35.3%) reported that they would not feel at all worried 

about HIV testing, while 37 (27.8%) women would feel 'somewhat' worried. 49 

(36.8%) women would feel 'moderately' (n=26,19.5%) or 'very much' worried 

(n=23,17.3%). Interestingly 16 (12.2 %) of the 87 women who did not disclose 

any past HIV risks reported high levels of worry about having an HIV test.

Women’s perceptions of the anticipated reassurance following an HIV test 

differed so that 51 women (40.5%) felt that the test would not reassure them 

‘at air or only ‘somewhat’. On the other hand 42 (33.3%) reported that the test 

would be ‘moderately’ reassuring and 33 (26.1%) thought an HIV test would 

reassure them a ‘great deal’. However, intention to test for HIV was not found 

to be associated with greater level of worry (U=513.000, p=ns) or reassurance 

(U=654.500, p=ns) about testing.
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- Women’s point of view about HIV counselling and testing services

Belief about whether all women should be offered HIV testing (X^ = 2.387, 

p=ns) or knowing other women who have tested for HIV (X^ = 2.175, p=ns) 

was not found to be associated with an intention to test for HIV. Many women 

were unaware or unsure about the whether their informed consent would be 

gathered for an HIV test. Overall 23 (17.3%) women did not believe their 

consent would be sought and 35 (26.3%) women were unsure about this. 

Furthermore 12 (9.0%) women did not believe or were unsure (n= 21, 15.8%) 

whether they could refuse an HIV test offer. Nevertheless, beliefs about 

whether consent would be acquired (X^ = .699, p=ns) or whether one has a 

right to decline an HIV test offer (X^ = 3.453, p=ns) were not found to be 

associated with HIV testing intentions.

Table 5.13 Comparison of responses of women who intended to test for 
HIV (n=23) and those who did not (n=107)

Intention to test 
Yes (n=13) No (n=117) t/U/X^ P

Should all women attending this 
clinic be offered an HIV test? ^

Yes
No/ not sure

12 (92.3) 
1 (7.7)

85 (72.6) 
32 (27.4) 2.387 .108

Do you believe your permission will 
be asked for an HIV test? ^

Yes
No/don’t know

6 (46.2)
7 (53.8)

67 (58.3) 
48 (41.7) .699 .403

Do you believe you can refuse and 
HIV test? ^

Yes
No/don’t know

7 (53.8) 
6 (46.2)

89 (77.4) 
26 (22.6) 3.453 .063

Is it important for women to receive 
information about HIV prevention? * 4.2 7 (1.0) 4.66 (0.9) 406.000 .194
Intrusiveness of *

HIV pre-test counselling 2.7 3 (1.5) 2.43 (1.5) .682 .497
HIV pre-test discussion 2.36 (1.4) 2.56 (1.3) -.464 .644

Level of comfort in discussing the 
following with a health care 
professional *

HIV infection 3.7 0 (1.6) 3.39 (1.5) .606 .546
Sensitive information about lifestyle 3.7 3 (1.4) 3.01 (1.4) 1.626 .107
Sexual behaviour 3.6 7 (1.6) 2.86 (1.4) 1.889 .061
Option of an HIV test 4.10 (1.3) 3.0 3 (1.5) 2.141 .034

Missing values:  ̂ (n=3),  ̂ (n=5),  ̂(n=5), Missing values for column variable = 15. 

* Answers are rated on a scale 1-5 (1=not at all, 5=very much so).
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While women who intended to test for HIV reported higher level of comfort in 

discussing the option of an HIV test with the health care professional (t = 

2.141, p= .034), no statistically significant differences emerged in the ratings 

of the two groups of women in terms of the reported level of comfort in 

discussing HIV (t= .606, p=ns), sensitive information about one’s life style (t= 

1.626, p=ns) or sexual behaviour (t= 2.141, p=ns) with the health care 

professional. Neither was there a significant difference in their ratings on the 

perceived intrusiveness of being offered HIV pre-test discussion (t= -.464, 

p=ns) or HIV pre-test counselling (t=.682, p=ns). Finally, the ratings on the 

importance of women receiving information about HIV prevention methods 

(U=406.000, p=ns) or whether women are able to prevent themselves from 

HIV (U=501.000, p=ns) by the two groups of women were not found to differ 

significantly.

5.2.7 Multivariate logistic regression analyses: best predictors of HIV
testing intention among FPC attenders

In total 26 variables were entered into the equation. These included 20 

variables due to their potential predictive value of HIV testing intentions in 

view of the Health Belief Model and six other variables, which emerged as 

significant from the bivariate logistic regression analysis. The six variables 

entered into the equation were:

ethnic minority origin 
disclosed one or more HIV risk factors
worry about risks taken in the past that may have exposed to HIV 
partner HIV test intention 
knows one or more persons with HIV 
partner thinks HIV test is a good idea

Following the multivariate logistic regression analysis two variables remained 

significant. Statistically the most significant independent predictor of intention 

to test for HIV among FPC attenders was worry about past risks, which may 

have exposed one to HIV (p< 0.006). Among women who reported greater 

worry about past HIV risk factors the intention to have an HIV test was nine 

times higher (OR=8.9, 01=1.8-43.1) than among women who reported lower
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worry about possible past HIV risks. The second independent predictor of HIV 

testing intention among FPC attenders was reported partner intention to test 

for HIV (p<.0.042) with women, who reported partner intention to test for HIV, 

being seven times more likely (OR=7.0, 01=1.1-45.5) to intend to test for HIV, 

compared with women who reported that their partner does not intend to have 

an HIV test.

Table 5.14 Statistically significant predictors of intention to test for HIV 
among women attending FPCs (n=145)

Variables Regression
coefficient

(b)

SE(b) P Odds
Ratio
(OR)

95% Cl

Worry about risks taken In the past 
which may have exposed to HIV  
(high worry= score >3 on 1-5 scale) 2.19 .80 .006 8.9 1.8-43.1
Reported partner HIV testing 
intention (yes) 1.94 .96 .042 7.0 1.1-45.5

Four of the other six variables entered into the equation did not remain 

significant. These were ethnic minority origin, disclosure of HIV risk factors, 

knowing one or more people living with HIV and reported belief that partner 

thinks HIV test is a good idea’. With the exception of worry about past HIV 

risk factors, none of the other 20 variables, which were entered into the 

multiple logistic regression analysis for their potential role as independent 

predictors of HIV testing intentions, were found to be significant.

5.3 Summary of the main results

In the light of the relatively low uptake of HIV testing among ANC attenders 

and evidence that pregnant women prefer pre-pregnancy HIV testing, this 

study of 145 FPC attenders was conducted with the aim of providing data on 

HIV counselling and testing issues from the perspective of this understudied 

population and in the light of these clinics being an alternative setting for 

offering VCT for HIV. Results from administering a structured questionnaire 

were obtained from over 90% of women approached in nine London based 

FPCs.
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These 145 women were mostly in their 20’s with 90% having been bom in 

Europe. Two thirds were in a stable relationship while one third were single. 

The women showed low levels of knowledge about HIV infection, 

transmission and testing issues. Although close to 77% of the women were 

aware of the possibility of vertical HIV transmission during pregnancy fewer 

than one in five appreciated that transmission may take place through 

breastfeeding. 63% of the women could not name any interventions, which 

have a potential to reduce mother-to-child transmission of HIV.

Many women were unsure if their informed consent would be acquired for an 

HIV test and some believed that they could not refuse a test offer. More than 

half of the women feared that a positive HIV diagnosis may result in 

experiences of stigma and discrimination. Over 70% were in agreement with 

an universal offer of HIV test to all FPC attenders, with a reported preference 

for receiving either an informational discussion on HIV or counselling on HIV 

and HIV testing.

A considerable proportion, one in five women, reported potential HIV risk 

factors. Unadjusted analysis indicated that women who disclosed HIV risks 

were older and reported greater level of comfort in discussing sexual 

behaviour with health care staff as well as gave a lower rating on perceived 

intrusiveness if offered HIV pre-test discussion. These women also gave a 

higher perceived level of reassurance about ones partner compared with 

women who did not disclose risk factors. However, women who disclosed one 

or more risks for HIV were not found to be more likely to intend to test for HIV 

compared with women with no risks for HIV.

One in ten women expressed an intention to test for HIV. Unadjusted analysis 

showed that women were significantly more likely to intend to test for HIV if 

they were of ethnic minority background (OR = 0.26, 01= 0.1-1.0), knew one 

or more people living with HIV (0R= 3.56, 01= 0.79-15.37), worried about past 

HIV risk factors and perceived their control over staying HIV negative as low 

and reported higher level of comfort in discussing the option of an HIV test 

with staff, compared with women who did not express an active intention to
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have the HIV test. Partner HIV test intention was also associated with a 

positive intention to have the HIV test by the woman. However, actual HIV risk 

disclosure, level of HIV knowledge or perception of personal chances of being 

HIV positive, were not found to be associated with an active intention to test 

for HIV.

The multivariate logistic regression analysis indicated that the two best 

predictors of HIV testing intention among FPC attenders were high level of 

worry about HIV risks factors, which may have exposed oneself to HIV, and 

partner testing intention. These findings demonstrate the importance of giving 

sufficient time and consideration for assessing women’s risks as well as their 

risk perception and worry about past risks during pre-test counselling as well 

as inclusion of partners in the process of voluntary HIV counselling and 

testing. FPCs offer an exceptional setting for implementing a voluntary 

counselling and HIV testing service for women and couples. In addition VCT 

for HIV could also be offered to male clinic attenders as men frequently 

attend for FP services in London clinics. HIV counselling, testing and 

prevention services for men in mainstream relationships have been 

overlooked to an extent and FPCs could change this by including men in the 

HIV dialogue whenever possible. Further implications of the findings from this 

study of FPC attenders for research on HIV VCT and clinical practice are 

discussed in Chapter 7.
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CHAPTER 6 

Predictors of HIV Testing Intention and Comparison of HIV 
Prevention and Testing in Three Clinical Settings

6.1 Introduction

Current HIV testing and prevention efforts have targeted pregnant women in 

antenatal clinics, an approach which in many ways has been driven by the 

increasing possibilities to prevent vertical HIV transmission in women diagnosed 

as HIV positive. Despite much debate and implementation of antenatal HIV 

testing policies in the UK, the uptake of HIV testing by pregnant women at the 

time of this study remained low, ranging from 3.4 % to 51.2 % (Gibb et al., 

1998). One of the explanations for the low acceptability of antenatal HIV testing 

is the finding that pregnant women clear preference for having an HIV test when 

they are not pregnant (Sherr et al, 1996; Meadows at al., 1993). It is timely to 

understand other factors that predict HIV testing intentions among women in the 

light of the low uptake of HIV testing by antenatal women.

In the context of the potential of TORCs and FPCs as alternative settings to 

ANCs for providing a voluntary counselling and HIV testing service 

(Bergenstrom et al., 1999; Bergenstrom & Sherr, 1999), knowledge of possible 

differences of the three clinic populations is required in order to inform policies 

and procedures aimed at enhancing the effectiveness and acceptability of HIV 

counselling and testing for women of reproductive age. Such information would 

also allow for improved analysis of predictors of HIV testing intentions in a 

multifactorial perspective in order to identify key determinants of HIV testing 

which need to be addressed in effective planning of VCT strategies in different 

clinic settings. For multivariate analysis, adoption of a theoretical framework is a 

prerequisite. Intention to test for HIV, which is used as a surrogate to test 

uptake, is an indicator of health seeking behaviour. In the absence of a specific 

psychological theory for HIV VCT, general health seeking behaviour theories 

were reviewed in Chapter 2. (see section 2.9, page 74) with the aim of 

identifying the most appropriate psychological framework for this research
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study. Given its relevance to the current research and its ability to incorporate 

several psycho-social and other variables the HBM was chosen as the 

theoretical framework for the present analysis.

Some of the factors and variables which may be associated with antenatal HIV 

testing intentions (see Chapter 3., Chart 1., page 99) or which may predict 

uptake of HIV testing by ANC attenders have previously been studied in the UK 

(see Table 6.1). However, the available studies among ANC women have 

frequently shown inconsistent results. Factors, which have not been studied 

earlier, and are included in this study, have also been described in Chapter 3. 

(See Box 1., page 100). Information on possible predictors of HIV testing 

intention and uptake among women attending TOPCs or FPCs is also scarce.

In this chapter, the three clinic populations have been compared in terms of 

sociodemographic variables, fertility history, HIV risk perceptions and profile, 

HIV knowledge and other such characteristics to examine any variation between 

the sub-populations and its possible confounding effect. Finally, a multivariate 

analysis has been carried out to control for possible confounding and to 

delineate variables, which can predict HIV testing intentions while not being 

influenced or confounded by other variables.

In this context, the current chapter is divided into the following four areas. First, 

an examination of the variables associated with HIV testing intention or uptake 

found to be significant in other studies is carried out. Second, an analysis of the 

differences between populations attending three different clinical settings was 

undertaken and described. Third, a bivariate analysis, with HIV testing intention 

as the outcome variable, was conducted for a sample of 1080 women. This was 

followed by a multivariate analysis performed to determine the best independent 

significant predictors of HIV testing intentions.

6.2 Studies on antenatal HIV testing intentions and uptake

This section lists studies, which have examined factors and variables believed 

to be associated with HIV testing intentions or uptake of HIV testing among
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antenatal women. Some of the previously studied variables (marked in bold in 

Table 6.1) can easily be classified under the HBM. These include age, ethnicity, 

social class, knowledge of illness (HIV), prior exposure to (HIV) testing, 

perceived susceptibility (to HIV) and perceived benefits of seeking an (HIV) test. 

Other variables that have been previously examined are difficult to classify 

under the HBM because of their contextual or environmental nature. These 

include maternity unit attended, midwife seen, “direct” HIV test offer, presence 

of discussion on HIV transmission and whether woman was seen alone or with 

another person.

As can be seen in Table 6.1 (page 187), the evidence on the role of different 

demographic, sociopsychological, structural, risk related and other such 

variables on HIV testing intentions or uptake among antenatal women is 

frequently inconsistent across studies. This is the case in particular for “client- 

related” variables. There appears to be stronger evidence for the association 

between “service-related” variables, such as midwife seen or maternity unit 

attended, and antenatal HIV testing uptake. Other variables, which may 

influence women’s HIV testing intentions, including peer influence and partner’s 

attitudes, beliefs and HIV testing intentions, have been overlooked by most of 

the studies in the UK setting.
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Table 6.1 Evidence concerning consistency of association of different factors
with antenatal HIV testing intention and uptake

HBM factors Variable Associated with 
intention/uptake

Not associated with 
intention/ uptake

Consistency
between
studies

Age Simpson et al.(1998) 
Meadows et al.(1993)

Mercey et al.(1996) 
Sherr et al.(1996) 
Meadows et al.(1994) 
Meadows & Catalan 
(1994)
Dennison et al. (1998)

Inconsistent

Demographic
variables

Ethnicity Duffy et al.(1998) 
Mercey et al.(1996) 
Jenkinson & 
Meadows (1990)

Sherr et al.(1996) 
Meadows & Catalan 
(1994)
Meadows et al.(1994) 
Dennison et al. (1998)

Inconsistent

Religion Meadows et al.(1994)
Relationship
status

Simpson et al.(1998) 
Meadows et al.(1994)

Meadows & Catalan 
(1994)

Inconsistent

Parity Simpson et al.(1999) 
Mercey et al.(1996) 
Sherr et al.(1996)

Meadows et al.(1993) Inconsistent

Length of 
gestation

Gibb et al.(1998) 
Sherr et al. (1996) 
Meadows et al.(1994)

Consistent

TOP or 
miscarriage

Mercey et al.(1996)

Reaction to 
pregnancy. 
Planned vs 
unplanned

Meadows et al.(1994)

Social class Sherr et al.(1996)

Socio

Living in area 
of social 
deprivation

Simpson et al.(1999)

psychological
variables

Discussed 
HIV test with 
partner

Meadows & Catalan 
(1994)

Anxiety Meadows & Catalan 
(1994),
Meadows et al.(1993)

HIV was 
discussed 
during the 
consultation

Gibb et al. (1998)

Structural
variables

HIV
knowledge

Meadows et al.(1993) Duffy et al.(1998) 
Sherr et al.(1996) 
Meadows & Catalan 
(1994)

Inconsistent

Prior HIV test Simpson et al.(1998) 
Mercey et al.(1996)

Thought of 
HIV testing 
previously

Duffy et al.(1998)

Perceived
susceptibility

Perceived 
risk of HIV

Meadows et al.(1993) Meadows & Catalan 
(1994)
Dennison et al. (1998)

Inconsistent
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HBM factors Variable Associated with 
intention/uptake

Not associated 
with intention/ 
uptake

Consistency
between
studies

Perceived

Perceived 
benefits of HIV 
testing

Meadows et al.(1993) Sherr et al.(1996) Inconsistent

benefits Concern for 
own health and 
for baby

Meadows & Catalan 
(1994)

Perceived
barriers

Not wanting to 
think about HIV 
while pregnant/ 
not wanting to 
learn if HIV 
positive

Meadows & Catalan, 
(1994)

Cues to action HIV risks Gibb et al.(1998) 
Sherr et al. (1996)

Meadows et al. 
(1994)

Inconsistent

Other factors Midwife seen Simpson et al. (1999) 
Duffy et al. (1998) 
Simpson et al.(1998) 
Jones et al. (1998) 
Meadows et al.(1990)

Consistent

Maternity unit Gibb et al., 1998
HIV test offer Simpson et al. (1999) 

Simpson et al. (1998) 
Barbacci et al. (1991)

Consistent

Pre-test HIV 
discussion 
lasted >5 min

Jones et al. (1998)

Woman read 
an HIV leaflet

Dennison et al. 
(1998)

Fluency in 
English

Gibb et al. (1998)

Seen alone or 
with another 
person

Gibb eta l. (1998)

6.3 Results from a comparative analysis of three clinic populations

Although many women planning a pregnancy may have attended a family 

planning clinic (FPC) prior to pregnancy, currently there is no official policy for 

offering FPC attenders voluntary HIV counselling and testing. Similarly HIV 

testing and prevention policies and procedures are absent in termination 

assessment clinics (TOPCs) despite evidence that HIV seroprevaience is 

approximately three times greater in women requesting an elective termination 

(0.86%), compared with women carrying to term (0.23%) (DoH & PHLS, 1998). 

Some authors (Gbolade, 1998; Rey et al., 1998) have suggested that women 

should also be offered an HIV test at time of an elective termination, whereas
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others (Mercey & Nicoll, 1998) question whether routine offer of HIV testing in 

London TOPCs would be feasible.

One possible approach aimed at enhancing uptake of HIV testing among 

women would be to increase the availability of VCT for HIV services and offer 

these to women when they are not pregnant. Such possible alternative health 

care settings for offering VCT and HIV services include FPCs, GUM clinics and 

primary care. However, frequently a public health intervention that is operational 

in one context, such as HIV counselling and testing service in an ANC, or a 

GUM clinic, may not work in another setting (such as FPC or TOPC) because 

the social characteristics, demographic variables and context may vary 

according to population sub-group attending the clinic. In the previous chapters, 

demographic variables, including age and ethnicity, were found to be associated 

with HIV testing intentions of women. It is important to further understand those 

differences that might exist between populations attending different clinical 

settings and to adjust their possible confounding effect through suitable 

statistical approaches in multivariate analysis. The results from the comparative 

analysis of the three populations are detailed below.

6.3.1 Demographic characteristics and fertility history

The mean age of the sample of 1080 women was 27.7 years. The mean 

number of previous pregnancies was 2.00 (SD= 1.69) and the mean number of 

live children 0.88 (SD= 1.17). The mean age of the women was found to be 

significantly different in the three groups (F= 28.713, p= .0001), with both FPC 

attenders (25.5 years) and TOPC attenders (25.0 years) being younger 

compared with ANC attenders (28.6 years). The continent of birth was Europe 

for 76% (n=774) of the women and women in each clinic were significantly more 

likely to have been born in Europe (X^ = 19.290, p= .004) than in other 

continents. 58% (n=622) of the women described their ethnicity as “White” and 

27% (n=290) as “Black-African” or “Black-Caribbean”. The remaining women 

identified their ethnic origin as ‘Indian, Pakistani, Bangladeshi’ or ‘Other/Mixed’. 

The ethnic minority breakdown was not found to differ significantly (X^ = 9.864, 

p=ns) between the three groups of women. 77% (n= 804) of the women were
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married or in a stable relationship and 19% (n= 198) were single. Women in 

ANCs were significantly more likely to be married and women in TOPCs 

significantly more likely to be single (X^ = 146.107, p= .0001).

Table 6.2 Demographic characteristics and fertility history

AN 
(n=794) 

n (%)

FP 
(n=145) 
n (%)

TOP 
(n=141) 

n (%) F/t/X^ P

Mean age 28.6 25.5 25.0 28.713 .0001
Relationship status^
Married
Stable partnership 
Single
Separated/widowed/other

426 (56.1) 
2 12 (27 .9 ) 
9 9(13 .0 )  
23 (3.0)

32 (22.2) 
67 (46.5) 
41 (28.5) 

4 (2.8)

23 (16.7) 
44 (31.9) 
58 (42.0) 
13 (9.4) 146.107 .0001

Ethnicity^
Black-African/ Black-Caribbean/ 
Black-Other
White / Irish/Turkish/ Cypriot 
Indian/Pakistani/Bangladeshi 
Other/mixed

223 (28.5) 
441 (56.4) 

53 (6.8) 
65 (8.3)

32 (22.1) 
98 (67.6) 

5 (3.4) 
10(6 .9 )

35 (25.4) 
83 (60.1) 

5 (3.6) 
15(10 .9 ) 9.864 .130

Continent of birth ^
Europe 
The Americas 
Africa 
Australasia

562 (73.1) 
37 (4.8) 

113(14.7) 
57 (7.4)

120 (89.0) 
5 (3.7)
5 (3.7)
4 (3.0)

92 (75.4) 
5 (4 .1 )  

14(11 .5 ) 
11 (9.1) 19.290 .004

Fertility history
Mean number of pregnancies 
Number of children^

0
1-2
>3

Mean number of children

2.2 (2.00)

346 (46.1) 
339 (45.2) 
65 (8.7) 
0.9 (1.00)

1.2 (2.00)

77 (61.1) 
32 (25.4) 
17(13 .5) 

0.8 (0.00)*

1.7 (1.00)

77 (61.1) 
37 (29.2) 
12(9 .5 ) 

0.7 (0.00)

50.928

26.113
6.924

.0001

.0001
.031

Figures in italics refer to mean (median). Missing values for row variables:  ̂ AN (n=34) FP(n=1 ) T0P(n=3), 
 ̂AN (n=12) FP (n=0) TOP (n=3),  ̂AN (n=34) FP (n=11) TOP (n=19), AN (n=25) FP (n=19) TOP (n=15).

There was a significant difference in the number of previous pregnancies 

experienced by the women in the three groups (X^= 50.928, p= .0001), with 

FPC attenders noting the least pregnancies (mean = 1.2) compared with TOPC 

attenders (mean =1.7) (11=5216.000, p=.003), who in turn had had fewer 

pregnancies than women in ANCs (mean =2.2) (U= 34397.0, p= .0003).

6.3.2 Level of anxiety, worry and reassurance about HIV testing

As shown in Table 6.3., the three groups of women differed in the level of 

anxiety prior to the consultation (F= 66.878, p= .0001) and general worry about
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HIV testing (F= 39.015, p= .0001). It was the TOPC attenders who scored 

significantly higher on an anxiety scale (mean = 21.0), prior to the consultation, 

compared with both women in FP (mean = 15.5) and AN (mean = 14.6) clinics.

Table 6.3 Mean scores on anxiety, worry and reassurance about HIV testing

AN
(n=794)
mean

FP
(n=145)
mean

TOP
(n=141)
mean F P

Anxiety (range 8-32) 14.6 15.5 21.0 66.878 .0001

Worry about HIV test * 1.68 2.19 2.50 39.015 .0001

Re-assurance about HIV 
testing * 2.75 2.74 2.81 .174 .840

* Answers are rated on a scale 1-4 (1=not at all, 4=very much so).

Both TOPC and FPC attenders reported significantly greater level of worry 

about having an HIV test (2.50 and 2.19), compared with women attending 

ANCs (mean = 1.68). The level of reassurance about HIV testing was not found 

to differ between the three groups.

6.3.3 Knowledge of HIV infection, testing and therapeutic interventions

Most women did not know the answer to an average of two or three questions 

assessing HIV knowledge, indicating a level of “gaps” in knowledge (don't know 

responses), although these were not found to differ significantly between ANC 

(2.7), FPC (2.9) and TOPC (2.6) attenders. However, a significant difference 

emerged in the overall number of errors (1.3, 1.5 and 1.5) (F= 4.914, p= .008) 

and a post-hoc comparison revealing that, although there was no difference in 

the scores of TOP and FP or AN attenders, FP attenders made significantly 

more errors compared with AN clinic attenders.

Overall the respondents showed low levels of knowledge about modes of 

vertical transmission of HIV. Firstly, the three patient populations differed 

significantly in their knowledge about whether HIV infection can be transmitted 

from mother to baby during pregnancy (X^ = 24.640, p= .0001), both FPC (X^ = 

13.432, p=.0003) and TOPC (X^ = 13.779, p= .0003) attenders being
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significantly more likely to know that vertical transmission is possible during 

pregnancy. However, the three groups were not found to differ in terms of their 

knowledge about whether HIV can be transmitted from mother to baby during 

breastfeeding or during delivery. Fewer than one in four women knew the 

correct answer. The three groups differed significantly in their knowledge about 

whether a woman, who has seroconverted during pregnancy, is more likely to 

pass on HIV to a baby (11.939, p= .018), with TOPC attenders being more likely 

to appreciate this compared with ANC attenders (X^= 8.474, p= .042).

Women in all three clinics were also found to lack knowledge about therapeutic 

interventions with potential to reduce the event of mother-to-baby transmission 

of HIV. In total 50% of the women in ANCs indicated not knowing which of the 

five listed interventions could reduce vertical HIV transmission. Furthermore, the 

proportion of ‘don’t know’ answers was even higher among women in FP (63%) 

and TOP (55.3%) clinics. Fewer than one in four women, with no significant 

differences between the groups, appreciated the potential of zidovudine (AZT) 

in reducing the risk of mother-to-baby HIV transmission. Similarly, fewer than 

one in five women in all three clinics were aware that bottle-feeding reduces the 

rate of mother-to-baby HIV transmission, again with no significant differences in 

the proportions of women in different clinics knowing about the benefits of 

bottle-feeding. Neither was there a significant difference in knowledge about the 

role of antibiotics in reduction of transmission rate, with over 95% of women 

attending all clinics knowing that antibiotics cannot reduce the risk of vertical 

HIV transmission.

The three groups showed significantly different knowledge levels about whether 

a caesarean section (X^= 11.425, p=.003) could reduce vertical HIV 

transmission. Sub-analysis between the groups showed that although women in 

ANCs and TOPCs were equally knowledgeable about the potential of caesarean 

section in reducing vertical transmission both groups were significantly more 

likely (X^= 11.206, p= .003 and X^= 9.998, p= .006) to know the correct answer 

compared with FPC attenders.
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Table 6.4 Knowledge of HIV infection, testing and interventions.

AN
(n=794) 

n (%)

FP
(n=145)
n (%)

TOP 
(n=141) 

n (%) F/t/X^ P
How many pregnant 
women are HIV positive in 
London?^

1 in 100 to 200 
1 in 1000 or less

187 (34.6) 
354 (65.4)

59 (44.0) 
75 (56.0)

58 (46.8) 
66 (53.2) 8.823 .012

HIV knowledge
Total HIV knowledge score 
Knowledge gaps 
Error score

(0-13)
(0-8)
(0-7)

3.0
2.7
1.3

3.3
2.9
1.5

3.5
2.6 
1.5

3.211
.983

4.914

.041
ns

.008
Can HIV be transmitted 

During pregnancy 
During breast-feeding 
During delivery

Yes
Yes
Yes
D.k**

489 (66.5) 
183 (24.8) 
140 (19.0) 
83 (11.2)

112 (82.4) 
26 (19.1) 
30 (22.1) 
14 (10.3)

110 (82.7) 
29 (21.8) 
28 (21.1) 
12 (9.0)

24.389
2.336
.864
.623

.0001
.311
.649
.732

Can the following reduce 
transmission

Caesarean section 
Bottle feeding 
Antibiotics 
Vitamin A
AZT drug treatment

Yes
Yes
No
Yes
Yes
D.k**

86 (11.7) 
142 (19.3) 
717 (97.2) 
3 (0.4) 
133 (18.0) 
368 (49.9)

3 (2.2) 
17 (12.5) 
131 (96.3) 
2 (1.5) 

34 (25.0) 
85 (63.0)

16 (12.1) 
22 (1 6.7) 
127 (96.2) 
3 (2.3) 
19 (14.4) 
73 (55.3)

11.425 
3.747 
.519 

5.852 
5.401 
8.284

.003

.154

.771

.054

.067

.016
If a baby tests HIV positive 
he/she will stay infected ^

Yes
No
D.k**

381 (58.9) 
61 (9.4) 

205 (31.7)

99 (73.3) 
16(11 .0) 
2 0(14 .8 )

98 (75.4) 
11 (8.5) 

21 (16.2) 26.393 .0001
If a woman has become 
infected while pregnant she 
is more likely to pass the 
infection to a baby ^

Yes
No
D.k**

3 18 (48 .8 ) 
82 (12.6) 

252 ((38.7)

80 (59.3) 
12(8 .9 ) 

43 (31.9)

79 (62.2) 
15(11 .8 ) 
33 (26.0) 11.939 .018

HIV test can be carried out 
from residual blood from 
another test"*

Yes
No
D.k**

116(18.0) 
248 (38.4) 
281 (43.6)

35 (26.3) 
52 (39.1) 
46 (34.6)

36 (28.8) 
43 (34.4) 
46 (36.8) 11.651 .020

After HIV infection it can take 
3 months before antibodies 
can be detected with a test ®

Yes
No
D.k**

284 (44.5) 
48 (7.5) 

306 (48.0)

66 (50.4) 
3 (2.3) 

62 (47.3)

72 (58.1) 
5 (4.0) 

47 (37.9) 12.534 .014
All women requesting a 
termination are tested 
routinely for HIV ®

Yes
No
D.k**

110(17.1) 
279 (43.3) 
255 (39.6)

31 (23.0) 
28 (20.7) 
76 (56.3)

2 0 (15 .7 )  
35 (27.6) 
72 (56.7) 33.602 .0001

Blood tested for HIV can 
always be traced by name ^

Yes
No
D.k**

101 (17.1) 
177 (27.8) 
358 (56.3)

18(13 .5 ) 
36 (27.1) 
79 (59.4)

22 (17.6) 
35 (28.0) 
68 (54.4) 1.019 .907

 ̂ AN (n=253) FP (n=11) TOP (n=17),  ̂AN (n=147) FP (n=10) TOP (n=11),  ̂AN (n=142) 
FP (n=10) TOP (n=14), AN (n=149) FP (n=12) TOP ( n = 1 6 ) A N  (n=156) FP (n=14) TOP (n=17), ® AN
Missing values:
FP (n=10) TOP
(n=150) FP (n=l6) TOP (n=14),  ̂AN (n=158) FP (n=12) TOP (n=16).

* “Correct answers”, indicated in bold, equal agreement with answers given by two independent experts at the 
time of the design of the questionnaire. ** D.k = Don’t know.

Regarding the above therapeutic interventions to reduce vertical HIV 

transmission a significant difference was found in the number of women
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showing a knowledge gap (‘don’t know’ answer) (X^= 8.284, p= .016). A sub

analysis of groups determined that women in FPCs were significantly more 

likely to show a gap in knowledge compared with women in ANCs (X^= 1.621, 

p= .015). There was also a significant difference in the knowledge about 

whether an HIV test can be carried out on the residual blood of another test 

(X^= 11.651, p= .020) and in the belief about whether all women requesting a 

termination are routinely tested for HIV (X^= 33.602, p= .0001). Sub-analyses, 

with Bonferroni corrected p-values, however showed that significant differences 

were no longer present between the three groups of women for the former item. 

Contrary to current HIV testing practice for women requesting TOPs, both FPC 

(X^= 23.900, p= .0003) and TOPC (X^= 13.895, p= .003) attenders were 

significantly more likely to believe that all women requesting a TOP are routinely 

tested for HIV, compared with AN attenders.

The three groups also differed in the their knowledge about the three month 

“window-period” before HIV antibodies can be detected in blood (X^= 12.534, p= 

.014) with fewer than 60% in all groups knowing the correct answer. Following 

analysis of sub-groups FPC attenders were found to be more knowledgeable 

about the three-month window period compared with women in ANCs (X^= 

8.167, p= .051). Finally, only just over a quarter of women in all clinics were 

aware that blood tested for HIV, for epidemiological purposes, cannot be traced 

by name, with no significant differences emerging between the groups. 65.4% of 

women in ANCs incorrectly believed that fewer than 1 in 1000 pregnant women 

in London area are HIV positive, compared with 56.0% of FP and 53.2 % of 

TOP clinic attenders, a difference which was found to be significant (X^= 8.823,

p=.012).

6.3.4 HIV risk factors

Women in all three clinics disclosed risk behaviours and factors, which may 

have placed them at an increased risk of HIV infection. As shown in Table 6.5. a 

total of 28 % (n=175) of pregnant women in ANCs, 43.4 % (n= 95) of TOPC 

attenders and 24.9 % (n= 33) of women in FPCs disclosed single or multiple 

established risk factors for HIV infection.
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Table 6.5 HIV risk factors and perceived personal control of staying HIV 
negative

AN
(n=794) 

n (%)

FP 
(n=145) 
n (%)

TOP 
(n=141) 

n (%) F/t/X^ P
HIV risk perception
Personal chances of HIV 
infection* 1.59 (1.00) 1.8 7 (2.00) 2.20 (2.00) 75.872 .0001
Personal control over remaining 
HIV negative* 4.58 (5.00) 4.39 (5.00) 4.33 (5.00) 26.944 .0001
Worry about past risks which 
may have exposed to HIV** 2.08 (1.00) 2.3 7 (2.00) 2.99 (3.00) 18.925 .001
Risk disclosure ^
None
Single
Multiple

449 (72.0) 
141 (22.6) 
34 (5.4)

100 (75.2) 
28 (21.1) 

5 (3.8)

73 (56.6) 
39 (30.2) 
17(13 .2 ) 42.545 .0001

Type of risk (oneself/partner) 
High risk sexual behaviour 18 (2.3) 6 (4.1) 8 (5.7) 5.638 .060
IDU 16 (2.0) 5 (3.4) 5 (3.5) 1.967 ns
Residence in a country where 
HIV is highly prevalent 128(16.1) 15(10 .3) 40 (28.4) 17.947 .0001
Other (STD, blood transfusion) 53 (6.7) 15(10 .3) 18(12 .8 ) 7.358 .025

Figures In Italics refer to mean (median)

Missing values for row variable: ^AN (n=170), FP (n=12), TOP (n=12) * Answers are rated on a scale 1-4, 
**Answers are rated on a scale 1-5 (1=not at all, 5=very much so).

Of the three groups of women TOPC attenders were significantly more likely to 

disclose single or multiple risk factors for HIV infection, compared with both AN 

and FP clinic attenders (X^= 18.925, p= .001). The nature of the HIV risk factors 

disclosed varied between the groups of women. Women in TOPCs were 

significantly more likely to disclose residence in a country where HIV infection is 

highly prevalent, or sexual contact with a man who has lived is such a country, 

compared with both FPC and ANC attenders (X^= 17.947, p=.0001). The former 

group was also found to be significantly more likely to disclose ‘other’ risks, such 

as a previous STD or a blood transfusion prior to 1985, compared with women 

in ANCs (X^= 7.358, p= .025).

The level of reported worry over past risks, which may have exposed oneself to 

HIV, was found to differ significantly between the three groups of women (X^= 

42.545, p= .0001). Given the higher level of HIV risks reported by women in 

TOPCs it is not surprising that the analysis of sub-groups, using the Bonferroni 

correction, showed that TOPC attenders were also found to report significantly 

greater levels of worry about past risks compared with both FPC attenders (U=
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5220.000, p= .003) who in turn reported greater worry compared with ANC 

attenders (U= 31725.800, p=.024).

A non-parametric Kruskal-Wallis test showed an overall significant difference 

between the three groups on ratings of personal chances of HIV infection on a 

1 to 5 scale (1= not at all likely, 5= very likely) (X^= 75.872, p= .0001). 

Subsequent analyses of pairs of groups with Mann-Whitney tests, correcting p- 

values with the Bonferroni procedure, revealed that ANC attenders were found 

to rate their personal chances of HIV infection as significantly lower compared 

with the FPC attenders (U= 33331.0, p= .0003), who in turn rated their chances 

of HIV infection as significantly lower than TOPC attenders (U= 764.000, p= 

.003).

When asked to rate the level of perceived personal control over staying HIV 

negative in the future on a scale 1 to 5 a non-parametric Kruskal-Wallis test 

showed an overall significant difference (F=26.944, p= .0001) between the three 

groups of women. Although p-values obtained with Bonferroni correction 

showed no difference between the ratings by women FP and TOP clinics (U= 

8941.500, p= ns) pregnant women in ANCs were found to rate their personal 

control as significantly greater compared to both women in TOPCs (U= 32381.0, 

p= .0003) and FPCs (U= 32934.5, p= .0003).

6.3.5 HIV testing intentions

As shown in Table 6.6., a similar proportion (approximately 1 in 10) of women in 

the three clinic settings were unsure if they have ever been tested for HIV. FPC 

attenders were significantly less likely to report to having had an HIV test 

previously compared to the other two groups (X^= 20.162, p= .0001). A chi- 

square test indicated that the groups differed in their knowledge of other women 

who have had an HIV test (X^= 7.773, p= .021). A sub-analysis of groups, using 

Bonferroni correction, revealed that women in TOPCs were more likely to know 

other women who have had the HIV test than women in the ANCs (X^= 6.492, 

p= .033) or FPCs (X^= 5.692, p= .05). The proportion of women who knew other
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people living with HIV was not found to differ significantly between the three 

groups.

Table 6.6 HIV testing intentions and past testing

AN
(n=794) 

n (%)

FP
(n=145)
n (%)

TOP 
(n=141) 

n (%) P
HIV testing intention ^

Yes
No decision

216 (36 .0 ) 
384 (64.0)

13(10 .0 )
117(90.0)

23 (17 .7 )  
107 (82.3) 44.832 .0001

Partner intends to test for HIV^
Yes
No

58 (10.4) 
499 (89.6)

9 (8.0) 
103 (92.0)

13(12 .6 ) 
90 (87.4) 1.220 .543

Ever had an HIV test ^
Yes
No
Not sure

168 (27.2) 
386 (62.6) 
63(10 .2 )

12 (9.1) 
106 (80.3) 
14(10 .6 )

34 (25.6) 
85 (63.9) 
14(10 .5 ) 20.162 .0001

Knows other women who have 
had an HIV test ^

Yes
No

127 (25.0) 
381 (75.0)

30 (22.7) 
102 (77.3)

47 (36.2) 
83 (63.8) 7.773 .021

Knows someone with HIV ^
Yes
No

104(17.5) 
491 (82.5)

18(13 .6 ) 
114 ((86.4)

29 (21.8) 
104 (78.2) 3.062 .216

Missing values for row variables: \A N =194) FP (n=15) TOP (n=11), ^AN (n=237) FP (n=33) TOP (n=38), 
^AN (n=177) FP (n=13) TOP (n=8), '^AN (n=286) FP(n=13) TOP (n=11), ^AN (n=199) FP (n=13) TOP (n=8)

The three populations were found to differ significantly in terms of expressed 

intentions to test for HIV (X^= 44.832, p= .0001). The most likely group of 

women to express an intention to test for HIV was those attending ANCs 

(36.0%). A sub-analysis, using Bonferroni correction, showed that women both 

in TOPCs (17.7%) and FPCs (10.0%) were significantly less likely to express an 

intention to have an HIV test than women in ANCs (X^= 16.263, p= .0003 and 

X^= 33.550, p= .0003). Reported partner intention to have an HIV test was low 

in all groups, with around one in ten women across the groups noting that their 

partner intends to test for HIV.

6.3.6 Attitudes towards HIV infection and testing

Following a non-parametric Kryskal-Wallis test a significant difference emerged 

between the three groups on ratings about the extent to which HIV infection was 

perceived as a concern for women attending the respective clinics (X^= 86.128, 

p= .0001). A sub-analysis, using Mann-Whitney tests and Bonferroni corrected

197



p-values, showed no difference between the ratings of FPC (mean = 3.18) and 

TOPC (mean = 3.40) attenders. However ANC (mean = 4.19) women were 

found to show significantly greater concern about HIV infection, compared with 

FPC (U=22382.0, p=.0003) and TOPC (U= 20844.5, p= .0003) attenders.

There was also a significant difference (X^= 10.028, p= .007) between ratings 

on to what extent women in different clinics felt it is important for all women to 

receive information about HIV prevention methods. Although the ratings of FPC 

(mean = 4.59) and TOPC (mean = 4.69) attenders were not found to differ, 

women in TOPCs (U= 25561.500, p = .024) gave significantly higher ratings 

compared with pregnant women in ANCs (mean = 4.44). All clinic attenders 

gave relatively high ratings on the belief that women can prevent themselves 

from getting infected with HIV. No difference emerged on the ratings about 

comfort in discussing HIV infection with the health care professionals (X^= 

4.988, p= ns). However, the one-way ANOVA revealed an overall significant 

difference (F= 6.193, p= .002) between the women’s ratings on discussing 

sensitive information about life-style with the health care practitioners. A post- 

hoc comparison, with the Scheffe procedure, revealed that ANC attenders 

(mean = 3.47) reported greater levels of comfort in discussing sensitive 

information compared with women in FPCs (mean = 3.06) and women in 

TOPCs (mean = 3.10).

The one-way ANOVA also showed an overall difference between the groups in 

ratings of ease of discussing sexual behaviour (F= 4.721, p= .009). A post-hoc 

analysis, using the Scheffe procedure, revealed that FPC attenders reported 

lower comfort levels in discussing sexual behaviour (mean = 2.93) compared 

with ANC attenders (mean = 3.37). No difference emerged between TOP 

attenders and FPC or ANC attenders. The one-way ANOVA also showed a 

significant difference in ratings in comfort in discussing the option of an HIV test 

(X^= 16.191, p= .0001). Comparison of pairs of groups, with the Bonferroni 

correction, showed that pregnant women in ANCs (mean = 3.62) reported 

significantly greater (U= 28235.500, p= .0003) comfort in discussing the option 

of this test compared with women in FPCs (mean = 4.59), who also tended to 

perceive lower comfort that women in TOPCs (mean = 3.43). Yet the one-way
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ANOVA showed that there was a significant difference (F=4.439, p= .012) 

between the three groups on ratings of reassurance about one's partner, ANC 

attenders (mean = 3.29) perceiving the HIV test as significantly less reassuring 

about their partner than the other two groups, which did not differ in their ratings 

(means: 3.67 and 3.63).

Table 6.7 Attitudes towards HIV infection, testing and prevention

AN
(n=794)
mean

FP
(n=145)
mean

TOP
(n=141)
mean F/t P

Level of comfort in discussing the 
following with a health care staff *
HIV infection 3.68 3.39 3.59 2.031 .132
Sensitive information about lifestyle 3.47 3.06 3.10 6.193 .002
Sexual behaviour 3.37 2.93 3.22 4.721 .009
Option of an HIV test 3.62 3.06 3.43 16.191 .0001
Is HIV infection a concern for women 
attending this clinic * 4.19 3.18 3.40 86.128 .0001
Is it important for women to receive 
information about HIV prevention * 4.44 4.59 4.69 10.028 .007
Women can prevent themselves from 
getting infected with HIV * 4.26 4.41 4.51 2.757 .064
How much would the HIV test *
Re-assure about the partner 3.29 3.67 3.63 4.439 .012
Be difficult to talk to partner about 2.06 2.30 2.42 10.216 .006
Make worried about insurance 2.50 2.64 2.68 .863 .422
Make stressed while waiting for results 3.29 3.73 3.97 10.753 .0001

‘Answers are rated on a scale 1-5 (1=not at all, 5=very much so)

There was also a significant difference in women’s ratings about perceived ease 

of discussing HIV testing with one’s partner about HIV testing (X^= 10.216, p= 

.006) so that women in ANCs (mean = 2.06) found it more easy to talk to their 

partners about HIV testing compared with both FPC (mean = 2.30) (U=

28002.0, p= .042) and TOPC (mean = 2.42) attenders (U= 25274.5, p= .042), 

whose ratings were not found to differ. No difference emerged between the 

three groups on their ratings on the level of worry about insurance when 

considering the issue of HIV testing. However, there was a significant difference 

in the ratings on perceived level of stress while waiting for the results (F=10.753, 

p= .0001). Post-hoc comparisons, using the Scheffe procedure, showed that 

both TOPC (mean = 3.97) and FPC (mean = 3.73) attenders perceived 

significantly greater worry about waiting for the results of an HIV test compared 

with ANC attenders.
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6.3.7 Beliefs about H IV  testing service provision

The majority of the women endorsed the offer of HIV testing in the clinic, which 

they were attending. In total 74.2% (n=98) of the women in FPCs, 73.3% (n=96) 

in TOPCs and 67.2% (n=340) in ANCs believed that HIV testing should be 

offered to all clinic attenders. On the other hand 26.3 % (n=133) of the women 

in ANCs, 20.5% (n=27) in FPCs and 21.4% (n=28) in TOPCs were ‘not sure’ 

whether HIV testing should be offered, although only a minority of the women 

(6.5 %, 5.3 % and 5.3%) disagreed with the offer of HIV testing.

A significant difference also emerged between the three groups of women for 

their expressed preference regarding the HIV service provision approach (X^= 

13.199, p= .040). All three groups of women were more likely to prefer 

counselling on risk and HIV testing or an informational discussion on HIV 

compared with a policy of no information and no HIV testing offer. Women in 

ANCs were found to be more likely to prefer to have ‘no information about the 

test, but to have it if the doctors advised that it is in her interest’, compared with 

women in TOPCs, who were found to be more likely to prefer to have either 

counselling on risk and HIV testing’ or an informational discussion about HIV’.

All women were asked to indicate one or more health care professionals who 

they would like to talk to about HIV infection and testing. The most frequently 

chosen professional was the HIV specialised counsellor, women in both TOPCs 

(43.4%) and FPCs (37.2 %) being significantly more likely to prefer to speak to 

an HIV specialised counsellor than women in ANCs (21.9 %) (X^= 31.570, p= 

.0001). On the other hand FPC attenders were found to be more likely to prefer 

to receive HIV related information from either a clinic or hospital doctor (22.3 %) 

compared with both TOPC (10.9 %) and ANC (6.8 %) attenders (X^= 29.234, p= 

.0001). Not everyone wished to discuss the issue of HIV infection and testing, 

women in both FPCs (22.5%) and TOPCs (19.4 %) being significantly more 

likely to indicate that they ‘do not want a discussion’ compared with those 

attending ANCs (10.7 %) (X^= 16.224, p= .0001).
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Table 6.8 Attitudes and beliefs about HIV testing service provision

AN
(n=794)

n (%)

FP 
(n=145) 
n (%)

TOP 
(n=141) 

n (%) F/t/X= P
Should all women In this clinic be 
offered an HIV test? ^

Yes
No
Not sure

340 (67.2) 
33 (6.5) 

133 (26.3)

98 (74.2) 
7 (5.3) 

27 (20.5)

96 (73.3) 
7 (5.3) 

28 (21.4) 3.557 .469
Preferred HIV testing approach ^
No information about HIV and no test 
No information about HIV but have the 
test if doctor beliefs it is in own interest 
Counselling on risk & whether to test 
Informational discussion on HIV

56 (10.5)

132 (24.7) 
136 (25.5) 
210 (27.5)

8 (7.0)

20 (17.5) 
30 (26.3) 
56 (49.1)

11 (9.4)

15 (12.8) 
39 (33.3) 
52 (44,4) 13.199 .040

Would prefer to talk to about HIV 
issues with ^

Family doctor 
Clinic/ hospital doctor 
Specialised HIV counsellor 
Do not want discussion

83 (14.1) 
40 (6.8) 

129 (21.9) 
63 (10.7)

17 (13.1) 
29 (22.3) 
48 (37.2) 
29 (22.5)

25 (19.4) 
14 (10.9) 
56 (43.4) 
25 (19.4)

2.675
29.234
31.570
16.224

.262
.0001
.0001
.0001

Preferred way of receiving results ^
Told immediately when available / 
next appointment 
Over phone/ in a letter 
No preference

371 (67.8) 
124 (22.7) 
52 (9.5)

105 (84.0) 
12 (9.6) 
8 (4.8)

99 (77.3) 
21 (16.4) 

8 (6.3) 16.061 .003
Beliefs about if consent will be 
asked for an HIV test ®

Yes
No
Don’t know

463 (77.8) 
100(17.3) 

32 (5.4)

75 (56.4) 
23(17 .3 )  
35 (26.3)

86 (67.2) 
15(11 .7 ) 
27 (21.1) 66.753 .0001

Beliefs whether one can refuse an 
HIV test ®

Yes
No
Don’t know

496 (82.1) 
7 3(12 .1 )  
34 (5.6)

100 (75.2) 
12 (9.0) 
21 (15.8)

91 (70.5) 
16 (12.4) 
22 (17.1) 27.080 .0001

Intrusiveness of
HIV pre-test counselling 
HIV pre-test discussion

2.52
2.35

2.49
2.55

2.59
2.58

.157
1.893

.855

.151

Figures in italics refer to mean

Missing values for row variables:^ AN (n=288) FP (n=13) TOP (n=10),  ̂AN (n=260) FP (n=31) TOP (n=24), 
 ̂AN ((n=479) FP (n=22), T0P(n=21), AN (n=247) FP (n=20) TOP (n=13),  ̂AN (n=199) FP (n=12) TOP 

(n=13), ® AN (n=191) FP (n=12) TOP (n=12).

More than 50% of the women in all clinics believed that their permission would 

be asked for an HIV test. However women in both FPCs and TOPCs were 

found to be significantly more likely note that they ‘do not know’ whether their 

permission would be asked for this test (X^= 66.753, p= .0001) and less likely to 

know whether they can decline an HIV test offer (X^= 27.080, p= .0001) 

compared with women in ANCs.
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When asked to indicate how intrusive one would find the offer of HIV pre-test 

counselling’ or ‘HIV discussion’ no differences emerged between the three 

groups, the means being around midpoint, on a 1 to 5 scale, for all three 

groups. There was a strong preference for receiving HIV test results as soon as 

they become available or at subsequent appointment, as indicated by over 65 % 

of the women in all three groups. Significantly fewer women (X^= 16.061, p= 

.003) stated a preference for receiving the results by other means, such as over 

the telephone, whilst fewer than 10% of the respondents showed no preference 

over this issue.

6.4 Unadjusted analysis of factors which may predict HIV testing 
intention

In this section the results of a bivariate analysis comparing women who 

intended to test for HIV (n= 252) and those who did not (n=608), including type 

of clinic attended as a variable, will be detailed and discussed.

6.4.1 Demographic variables (sociodemographics and fertility history)

When women who expressed an intention to test for HIV (n=252) were 

compared with those who did not (n=608), intention to test was not found to be 

associated with any of the demographic characteristics, such as age (t= 1.812, 

p=ns), ethnic minority origin (X^= .000, p=ns), continent of birth (X^= 2.759, 

p=ns), relationship status (X^=4.389, p=ns) or number of previous pregnancies 

(t= 2.078, p=ns) or the number of children (t= .453, p=ns).
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Table 6.9 Demographic characteristics and fertility history of women who
intended to test for HIV (n= 252) and those who did not (n=608)

Intention to test 
Yes (n=252) No (n= 608) 

n (%) n (%) t/X= P
Mean age 28.3 (5.9) 27.4 (6.6) 1.812 .070
Ethnic origin ^

Yes
No

110(44 .0 )  
140 (56.0)

264 (44.0) 
336 (56.0) .000 1.000

Continent of birth ^
Europe
Americas
Africa
Australasia

185 (76.1) 
11 (4.5) 

3 3 (13 .6 )  
14(5 .8 )

450 (78.0) 
29 (5.0) 
57 (9.9) 
41 (7.1) 2.759 .430

Relationship status ^
Married
Stable partnership
Single
Other

105 (41.7) 
90 (35.7) 
4 3 (1 7 .1 )  
14 (5.6)

275 (45.5) 
186 (30.7) 
122 (20.2) 

22 (3.6) 4.389 .222
Number of previous pregnancies

0 
> 1

30 (11.9) 
222 (88.1)

129 (15.6) 
699 (84.4) 2.078 .149

Number of children
0 
> 1

112(44 .4) 
140 (55.6)

388 (46.9) 
440 (53.1) .453 .501

Figures in italics refer to mean (SO)

Missing values for row variables; \n=10),  ̂ (n=40),  ̂ (n=3). Missing value for column variable = 220.

6.4.2 Sociopsychological variables: (peer and reference group pressure)

Women who reported that their partner also intends to test for HIV (X^= 15.773, 

p=.0001) were found to be significantly more likely to report an intention to test 

for HIV. HIV testing intention was also found to be associated with knowing 

other women who have tested for HIV (X^= 9.302, p= .002) and general 

perception that “many women have the HIV test” (X^= 7.644, p=.006). On the 

other hand having friends who have tested for HIV was not found to be 

associated with a personal HIV testing intention (X^= .098, p=ns).
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Table 6.10 Comparison of responses of women who intended to test for HIV
(n=252) and those who did not (n=608)

Intention to test 
Yes (n=252) No (n=608) 

n (%) n (%) t/X^ P
Partner intention to have an HIV test ^

Yes 36(17 .4 ) 36 (7.4)
No 171 (82.6) 453 (92.6) 15.773 .0001

Knows other women who have had an HIV
test ^

Yes 68 (35.6) 120 (24.0)
No 123 (64.4) 379 (76.0) 9.302 .002

Many women have the test ^
Consider 135 (65.2) 274 (53.9)
Not a consideration 72 (34.8) 234 (46.1) 7.644 .006

Many of my friends have had it
Consider 33 (20.2) 86(19 .1 )
Not a consideration 130 (798) 364 (80.9) .098 .754

Anxiety prior to consultation (scale 0-32) 15.3 (4.9) 15.7 (5.5) -.964 .355

Figures In italics refer to mean (SO).
Missing values for row variables:  ̂ (n= 164)  ̂ (n=170),  ̂ (n=365), (n=145).

6.4.3 Structural variables: (HIV knowledge)

Although no significant difference emerged in the total HIV knowledge score not 

(X^= t= .353, p=ns) or error score (t= .408, p=ns) between women who intended 

to test for HIV and those who did not, the former group was significantly less 

likely to exhibit knowledge gaps (don’t know responses). No other significant 

differences emerged in the proportions of women knowing the correct answers 

to individual HIV knowledge items, with the exception of HIV test intention being 

found to be associated with an (incorrect) belief that all women requesting a 

pregnancy termination are tested for HIV as a matter of routine (X^= 22.646, p= 

.0001).
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Table 6.11 HIV knowledge of women who expressed an intention to test for
HIV (n=252) and those who did not (n=608)

Intention to test 
Yes (n=252) No(n=608) 

n (%) n (%) t/X^ P
HIV knowledge
HIV knowledge score (range 0-13) 3.93 (2.0) 3.8 7 (2.1) .353 .725
Gaps in knowledge (range 0-8) 2.35 (1.7) 2.68 (1.8) -2.474 .014
Errors (range 0-7) 1.22 (0.8) 1.19 (0.9) .408 .683
Can HIV be passed from a mother 
to her baby

During pregnancy ^ Ticked 
Not ticked

185 (76.4) 
57 (23.6)

449 (75.6) 
145 (24.4) .069 .793

During breast-feeding ^ Ticked 
Not ticked

71 (29.1) 
173 (70.9)

148 (24.9) 
446 (75.1) 1.567 .211

During delivery ^ Ticked 
Not ticked

52 (21.3) 
192 (78.7)

132 (22.2) 
462 (77.8) .084 .772

Don’t know ^ Ticked 
Not ticked

22 (9.0) 
222 (91.0)

6 2 (10 .4 ) 
532 (89.6) .387 .534

Can the following reduce risk of 
infection from mother to baby 

AZT drug treatment ® Ticked 
Not ticked

53 (21.7) 
191 (78.3)

116(19.5) 
478 (80.5) .516 .472

Caesarean section ® Ticked 
Not ticked

36(14 .8 )  
208 (85.2)

61 (10.3) 
533 (89.7) 3.399 .065

Bottlefeeding ^ Ticked 
Not ticked

51 (21.0) 
192 (79.0)

113(19.0) 
481 (81.0) .422 .516

Antibiotics ® Ticked 
Not ticked

8 (3.3) 
236 (96.7)

21 (3.5) 
573 (96.5) .034 .853

Vitamin A ® Ticked 
Not ticked

1 (0.4) 
243 (99.6)

7 (1 .2 )  
587 (98.8) 1.081 .299

Don’t know Ticked 
Not ticked

131 (53.7) 
113(46.3)

326 (54.9) 
268 (45.1) .099 .753

If a baby tests HIV positive he/she 
will stay infected

yes
no
don’t know

153 (64.8) 
17(7 .2 )  

66 (28.0)

370 (64.2) 
62 (10.8) 
144 (25.0) 2.760 .252

If a woman has become infected 
while pregnant she is more likely 
to pass the infection to a baby ^

yes
no
don’t know

135 (57.2) 
31 (13.1) 
70 (29.7)

289 (50.3) 
65(11 .3 ) 

221 (38.4) 5.606 .061
HIV test can be carried out from 
residual blood from another test

yes
no
don’t know

36(15 .3 )  
94 (40.0) 
105 (44.7)

126 (22.2) 
216 (38 .1 ) 
225 (39.7) 5.084 .079

After HIV infection it can take 3 
months before antibodies can be 
detected with a test (i.e. the test 
becomes positive)

yes
no
don’t know

111 (47.8) 
13(5 .6 )  

108 (46.6)

276 (48.9) 
34 (6.0) 

254 (45.0) .174 .917
All women requesting a 
termination are tested routinely for 
HIV

yes
no
don’t know

65 (27.5) 
86 (36.4) 
85 (36.0)

78 (13 .7 ) 
225 (39.6) 
265 (46.7) 22.646 .0001

Blood tested for HIV can always 
be traced by name

yes
no
don’t know

38(16 .2 )  
67 (28.6) 
129 (55.1)

86 (15.2) 
165 (29.3) 
313(55 .5 ) .131 937

Figures In italics refer to mean (SD).

Missing values for row items: \n=24), ^(n=22), ^(n=22), '^(n=22), ® (n=22), ® (n=22), ^(n=23), ®(n=22), 
® (n= 22)T(n=22), (n=48), (n=49), ^"(n=58), '"(n=64), '®(n=56), (n=62).
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6.4.4 Structural variables: (prior contact with HIV positive people and 
experience of HiV testing)

Women who reported having had one or more HIV tests previously were 

significantly more likely to report an intention to test for HIV (X^= 60.238, p= 

.0001). Knowledge of people living with HIV (X^= 2.265, p= ns) was not found to 

be associated with HIV testing intention.

Table 6.12 Comparison of responses of women who intended to test for HIV 
(n=252) and those who did not (n=608)

Intention to test 
Yes(n=252) No(n=608) 

n (%) n (%) P
Ever had an HIV test ^

Yes
No
Unsure

Knows someone living with HIV ^
Yes
No

92 (41.1) 
106 (47.3) 
26(11 .6 )

47 (21.3) 
174 (78.7)

90(16 .0 )  
413(73 .6 )  
58 (10.3)

92(16 .7 )  
460 (83.3)

60.238

2.265

.0001

.132

Missing values for row variables:  ̂ (n=75),  ̂(n=87)

6.4.5 Perceived seriousness and susceptibility: (HIV risk perception)

HIV test intention was not found to be associated with either personal 

susceptibility to HIV (t= -.729, p=ns) nor perceived level of personal control over 

remaining HIV negative in the future (t= 1.213, p=ns) or estimates of the ratio of 

HIV positive women among all women resident in London (X^= 2.866, p=ns).

Women, who gave a higher rating on the threat that HIV poses for women in 

general, were also significantly more likely to report an HIV test intention (t= 

3.821, p= .0001). However, worry about possible risks taken in the past was not 

found to be associated with an intention to test for HIV (t=.724, p=ns) and 

neither was rating on to what extent women are able to prevent themselves from 

acquiring HIV (t= -1.100, p=ns).
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Table 6.13 HIV risk perception of women who intended to test for HIV
(n=252) and those who did not (n=608)

Intention to test 
Yes (n=252) No (n=608) 

n (%) n (%) t/X= P
HIV risk assessment*
Personal chances of HIV infection 1.69 (0.9) 1.74 (0.8) -.729 .466
Personal control over remaining HIV 
negative*
Estimate of HIV positive women in London ^ 4.5 7 (0.8) 4.50 (0.8) 1.213 .226

1 in 100 
1 in 200
1 in 1000 or fewer

28 (13.7) 
42 (20.5) 
135 (65.9)

91 (17.8) 
117(22.9) 
304 (59.4) 2.866 .239

Is HIV infection a concern for women attending 
this clinic* 4.23 (1.1) 3.84 (1.3) 3.821 .0001
Worry about risks taken in the past which may 
have exposed to HIV* 2.31 (1.5) 2.23 (1.4) .724 .470
Women can prevent themselves from HIV 
infection* 4.26 (1.2) 4.36 (1.1) -1.100 .272

Figures In italics refer to mean (SD).

Missing values for row variable: \n =  143), * Answers rated on a scale 1-5 (1=not at all, 5=very much so).

6.4.6 Perceived seriousness and susceptibility: (HIV risk factor disclosure)

Disclosure of exposure to potential HIV risk factors was not found to be 

associated with an intention to test for HIV (X^= 2.270, p=ns), when women who 

disclosed one or more risk factors for HIV and those who did not were

compared. As can be seen in Table 6.14 below, disclosure of any of the

individual HIV risk factors, as listed in the questionnaire, was not found to be

associated with an intention to test for HIV.
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Table 6.14 HiV risk factor disclosure of women who intended to test for HIV
(n= 252) and those who did not (n=608)

Intention to test 
Yes (n=252) No(n=608) 

n (%) n (%) t/X= P
Disclosed HIV risk factors '

Yes
No

78 (34.7) 
147 (65.3)

398 (70.8) 
164 (29.2) 2.270 .132

Type of risk
High risk sexual behaviour(oneself/partner)^ 

Yes 
No

11 (4.4) 
241 (95.6)

17 (2 .8 ) 
591 (97.2) 1.392 .238

IDU (by oneself or partner)  ̂
Yes 
No

5 (2.0) 
247 (98.0)

20 (3.3) 
588 (96.7) 1.076 300

Residence in a country where HIV is com m on
(by oneself or partner) ^

Yes
No

55 (21.8) 
197 (78.2)

114(18.8) 
494 (81.3) 1.067 .302

Other (STD, blood transfusion) ® 
Yes 
No

26(10 .3 )  
226 (89.7)

55 (9.0) 
553 (91.0) .338 .561

Been an injecting drug user ^
Yes
No

2 (0.9) 
220 (99.1)

7 (1 .3 )  
547 (98.7) .182 .670

Lived outside UK for longer than three  
m onths in the last 7 years ^

Yes
No

51 (23.3) 
168 (76.7)

105 (19.0) 
448 (81.0) 1.799 .180

Been a sexual partner of:
an HIV positive man ° 

Yes 
No

3 (1 .5 )  
202 (98.5)

7 (1 .4 )  
503 (98.6) .009 .925

a homosexual/bisexual man ® 
Yes 
No

6 (2.8) 
206 (97.2)

10(1 .9 ) 
527 (98.1) .681 .409

an injecting drug user '° 
Yes 
No

5 (2.4) 
207 (97.6)

15 (2 .8 ) 
522 (97.2) .111 .739

a man with hemophilia 
Yes 
No

3 (1 .4 )  
204 (98.6)

5 (0.9) 
532 (99.1) .377 .539

a man who has lived in sub-Saharan Africa 
or in a country where HIV is common 

Yes 
No

13(6 .0 ) 
202 (94.0)

18(3 .3 ) 
530 (96.7) 3.022 .082

Had sex for m oney or drugs
Yes
No

7 (3.2) 
211 (96.8)

8 (1 .5 )  
541 (98.5) 2.503 .114

Ever had STD
Yes
No

21 (10.0) 
188 (90.0)

46 (8.5) 
494 (91.5) .433 .511

Received a blood transfusion before 1985
Yes
No

8 (3.8) 
205 (96.2)

17(3 .1 ) 
529 (96.9) .198 .656

Missing values for row variables:  ̂ (n=73), ^(n=0), ^(n=0), '*(n=0), ^(n=0), ®(n=84)/(n=88), °(n=145), ® (n=111),
'°(n=111), ^ \n =  116), '^(n=97), '"(n=93), '> = 1 1 1 ) ,  '> = 1 0 1 ) .
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6.4.7 Perceived benefits and barriers for H IV  testing

Two of the five listed potential barriers to HIV testing were found to be 

associated with an intention to test for HIV. Women were found to significantly 

less likely to intend to test for HIV if they did not want to know a possible HIV 

positive status (X^= 4.860, p= .027) and preferred not to think about HIV ‘at the 

time of clinic attendance’ (X^= 5.341, p= .021). None of the other listed possible 

perceived benefits of, or barriers to, HIV testing were found to be associated 

significantly with HIV testing intentions. Neither peer influence, a 

recommendation from a doctor to test for HIV (X^= .110, p=ns), or a partner’s 

favourable attitude towards HIV testing (X^= .722, p=ns) were found to be 

associated with women’s HIV testing intentions.

Women, who perceived greater re-assurance about one’s partner (t= 2.948, 

p=.003), and rated the anticipated stress while waiting for HIV test results as 

lower (t= -3.133, p= .002) were significantly more likely to intend to test for HIV. 

HIV test intention was also found to be associated with lower perceived worry 

about testing for HIV (t= -3.929, p= .0001) and higher perceived reassurance 

from testing for HIV (t= 6.421, p= .0001 ).

Other potential barriers to HIV testing, such as difficulty to talk to one’s partner 

about HIV testing (t= -1.402, p= ns) or perceived worry about insurance (t=-.706, 

p=ns), were not found to be associated with HIV testing intentions.

209



Table 6.15 A comparison of benefits and barriers for HIV testing decisions
between women who intended to test for HIV (n=252) and those
who did not (n=608)

Intention to test 
Yes (n=252) No (n=608) 

n (%) n (%) P
1 think 1 am at risk ’ 

Consider
Not a consideration

83 (40.7) 
121 (59.3)

202 (39.8) 
306 (60.2) .052 .820

1 do not want to make a fuss  ̂
Consider
Not a consideration

99 (51.3) 
94 (48.7)

211 (43.7) 
272 (56.3) 3.216 .073

1 don’t think 1 could cope with a positive result  ̂
Consider
Not a consideration

120 (60.3) 
79 (39.7)

330 (67.1) 
162 (32.9) 2.861 .091

1 am worried about my health  ̂
Consider
Not a consideration

117(57.9) 
85 (42.1)

257 (53.2) 
226 (46.5) 1.276 .259

1 do not think 1 have HIV ® 
Consider
Not a consideration

107 (55.7) 
85 (44.3)

277 (57.7) 
203 (42.3) .219 .640

My doctor recommended the test ® 
Consider

Not a consideration
61 (34.5) 
116(65.5)

165 (35.9) 
295 (64.1) .110 .740

1 do not want to know if 1 was positive  ̂
Consider
Not a consideration

63 (36.6) 
109 (63.4)

213 (46 .4 ) 
246 (53.6) 4.860 .027

My partner thinks it is a good idea ® 
Consider
Not a consideration

69 (39.4) 
106 (60.6)

161 (35.8) 
289 (64.2) .722 .395

1 fear a positive result may affect health care ® 
Consider
Not a consideration

64 (37.6) 
106 (62.4)

202 (45.6) 
241 (54.4) 3.162 .075

1 do not think it is relevant to me but 1 am happy 
for my blood to be tested for public health 
reason^°

Consider
Not a consideration

107 (62.2) 
65 (37.8)

246 (54.3) 
207 (45.7) 3.169 .075

1 don’t want to think about HIV at the moment 
Consider
Not a consideration

70 (40.5) 
103 (59.5)

233 (50.8) 
226 (49.2) 5.341 .021

1 fear stigma & discrimination if the test is 
positive ^

Consider
Not a consideration

78 (45.6) 
93 (54.4)

229 (49.8) 
231 (50.2) .867 .352

Missing values for row items:  ̂ (n= 1 4 8 ) /  (n= 184),  ̂ (n=169),  ̂ (n=175), ® (n=188), ® (n=223),  ̂ (n= 229), 
® (n=235), ® (n=247), (n=235), (n=228), (n=229).
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Table 6.16 Comparison of beliefs, benefits and barriers to HIV testing
among women who intended to test for HIV (n=252) and those
who did not (n=608)

Intention to test 
Yes (n=252) No(n= 608) 
mean (SD) mean (SD) t P

How much would the HIV test *
Re-assure about the partner 
Be difficult to talk to partner about 
Make worry about insurance 
Make stressed while waiting for the results

3 .65 (1 .6 )
2 .03 (1 .4 )
2 .47 (1 .5 )
3 .15 (1 .6 )

3 .27 (1 .6 )
2 .19 (1 .4 )
2 .56 (1 .5 )
3 .56 (1 .6 )

2.948 
-1.402 
-.706 

-3.133

.003

.161

.480

.002
Worry about the HIV test ** 
Reassurance about the HIV test **

1 .66(1 .0 )
3 .15 (1 .0 )

1 .99(1 .1 )
2 .60 (1 .1 )

-3.929
6.421

.0001

.0001

* Answers are rated on a scale 1-5 (1=not at all, 5=very much so), ** answers are rated on 
a scale 1-4 (1=not at all, 5=very much so).

6.4.8 Attitudes and beliefs about HIV testing service provision

Women who endorsed a policy of a “universal” HIV test offer to all clinic 

attenders were significantly more likely (X^= 36.367, p= .0001) to report that 

they intend to test for HIV. A positive test intention was also more likely by 

women who did not know, or were unsure, if they could refuse an HIV test offer 

(X^= 19.295, p= .0001). As shown in Table 6.17 below, a positive HIV testing 

intention was significantly more likely among women who reported greater level 

of comfort in discussing sensitive information about one’s life style (t= 3.413, 

p=.001), sexual behaviour (t= 2.312, p= .001) and the option of an HIV test (t= 

5.593, p= .021) with a health care professional.

Table 6.17 Comparison of responses of women who intended to test for 
HIV (n=252) and those who did not (n=608)

Intention to test 
Yes (n=252) No (n=608) 

n (%) n (%) P
Should all women attending the clinic be 
offered an HIV test? ^

Yes
No/ not sure 

Do you believe your permission will be 
asked for an HIV test? ^

Yes
No/don’t know 

Do you believe you can refuse an HIV test? ^
Yes
No/don’t know

164 (87.2) 
24 (12.8)

157 (69.2) 
70 (30.8)

162 (70.1) 
69 (29.9)

322 (63.6) 
184 (36.4)

4 19 (74 .6 )  
143 (25.4)

478 (83.9) 
92 (16.1)

36.367

2.385

19.295

.0001

.122

.0001

Missing values for row variables:  ̂ (n= 386),  ̂ (n=291),  ̂ (n= 279).
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Table 6.17 Comparison of responses of women who intended to test for
HIV (n=252) and those who did not (n=608)

Intentio 
Yes(n=252  

mean (SD

n to test 
1 No (n=608) 
mean (SD) t P

Level of comfort In discussing the 
following with a health care professional *

HIV infection
Sensitive information about life style 
Sexual behaviour 
Option of an HIV test

3.91 (1.3) 
3 .65 (1 .4 ) 
3.49 (1.5) 
4.02 (1.4)

3.53 (1.5) 
3.25 (1.5) 
3.21 (1.5) 
3 .33 (1 .6 )

3.211
3.413
2.312
5.593

.272

.001

.001

.021
Is it important for women to receive 
information about HIV prevention * 4 .53 (1 .0 ) 4.53 (0.9) .100 .920
Intrusiveness of *

HIV pre-test counselling 
HIV pre-test discussion

2 .58 (1 .4 )
2 .44 (1 .4 )

2.48 (1.4) 
2.40 (1.4)

.908

.343
.364
.732

* Answers are rated on a scale 1-5 (1 =not at all, 5=very much so)

6.5 Predictors of HIV testing intention: multivariate analysis

This section consists of results from multivariate logistic regression analysis 

carried out to determine best independent predictors of HIV testing intention 

among the sample of 1080 women while controlling for the type of clinic 

attended and by using ANC as a reference group.

To take account of confounding between significant variables, a multivariate

logistic regression model was fitted using the forward stepwise selection

method. In total 32 variables were entered into the multivariate logistic

regression equation. These included 20 variables that, in view of the HBM,

could predict HIV testing intention, and another 12 that emerged as significant,

at 0.05 level of significance, from the bivariate logistic regression analysis.

These were:

type of clinic 
times been pregnant
belief about being able to refuse an HIV test? 
reassurance about HIV testing 
worry about having an HIV test
comfort in discussing sensitive information about life style 
endorsement of all women being offered an HIV test 
belief about all clinic attenders being tested routinely for HIV 
reassurance about ones partner following an HIV test ever had an HIV test 
partner HIV test intention 
perception that many women have the HIV test 
not minding to think about HIV at the time of clinic attendance
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When controlling for the type of reproductive clinic attended seven variables, of 

the 12 variables entered into the equation, 7 remained as independent 

significant predictors of women’s intention to test for HIV.

Table 6.18 Statistically significant predictors of intention to test for HIV among 
women attending TOPCs, ANCs and FPCs (n=1080), controlling for 
the type of clinic

Variables Regression
coefficient

(b)

SE
(b)

P Odds
Ratio
(OR)

95% Cl

Clinic
FP
TOP
AN*

-1.91
-1.02

.50

.44
.0001
.021

0.1
0.4

.1-.4

.2 -8

Reassurance about having an HIV test 
(Moderate or high reassurance) 1.67 .45 .0001 5.3 2.2-12.8
Comfort in discussing sensitive 
information about one’s lifestyle 
(high, ie score>3 on a 1-5 scale) .58 .30 .049 1.8 1.0-3.2
Should all women be offered an HIV test 
(yes) 1.51 .38 .0001 4.5 2.2-9.4
Ever had an HIV test 

Yes 
Unsure 
No*

1.11
1.26

.32

.44
.0001
.005

3.0
3.5

1.6-5.6 
1.5-8.4

Partner HIV testing intention (yes) 1.14 .47 .015 3.1 1.2-7.8
Not minding to think about HIV at the 
time of clinic attendance 1.44 .31 .0001 4.2 23 -7 .8

* reference category

The strongest independent predictor of intention to test for HIV was high 

perceived level of reassurance from testing for HIV (p<0.0001), with women 

who rated the reassurance as high being found to be five times more likely 

(OR=5.3, Cl=2.2-12.8) to intend to have an HIV test. Endorsement of universal 

HIV test offer in the respective clinics was the second strongest predictor of HIV 

testing intention (p<0.0001), with women endorsing such a policy being four and 

half times more likely (OR=4.5, CI=2.2-9.4) to intend to have an HIV test 

compared with others. Not minding to think about HIV during clinic attendance 

was also a predictor of HIV testing intention (p<0.0001) so that women who did 

not mind thinking about HIV at the time of attending the clinic were four times 

more likely (OR=4.2, Cl=2.3-7.8) to intend to have the HIV test.

Past HIV testing history and reported partner HIV testing intention were also 

found to be independent predictors of women’s intention to have the HIV test.
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Women who had had one or more previous HIV tests were three times more 

likely (OR=3.0, Cl=1.6-5.6) to express an intention to have an HIV test 

(p<0.0001) and women who were unsure if they have been tested for HIV were 

three and half times more likely (OR=3.5, Cl=1.5-8.4) to intend to test for HIV 

compared with women who had never tested for HIV. Reported partner HIV 

testing intention emerged as a predictor (p<0.015) with women being three 

times more likely to have an HIV test if their partners were reported to intend to 

test for HIV (0R= 3.1, Cl= 1.2-7.8).

Perceived level of comfort in discussing sensitive information about one’s life 

style also emerged as an independent predictor (p<0.049), with women 

reporting high levels of comfort in discussing sensitive issues with the health 

care staff being twice as likely (0R=1.8, Cl=1.0-3.2) to express an intention to 

have an HIV test compared with others.

Controlling for the type of clinic attended women who were attending TOPCs 

(OR=0.4, CNO.2-0.8, p<0.0001) and FPCs (OR=0.1, Cl=0.1-0.4, p<0.021) were 

found to be four times (TOPC group) and 10 times (FPC group) less likely to 

express an intention to test for HIV compared with women attending ANCs. 

Although worry about HIV testing was found to be a significant independent 

predictor of HIV testing intention in the bivariate logistic regression analysis, 

after controlling for the type of clinic, this variable no longer emerged as a 

significant predictor in the multivariate logistic regression analysis.

Six variables, which emerged significant predictors of HIV testing intention from 

the univariate logistic regression analysis, did not remain significant following 

the multiple logistic regression analysis, including the number of previous 

pregnancies, belief about being able to refuse an HIV test, perceived worry 

about having an HIV test, knowledge about whether all women are tested for 

HIV as a matter of routine, reassurance about the partner and a perception that 

many women have the HIV test.

Other factors, previously found to be predictors of HIV testing uptake or, in view 

of the HBM framework, have been suggested to predict health seeking
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behaviours, such as screening uptake, were not found to predict HIV testing 

intentions among women in this analysis. Among others, these included 

demographic variables (ethnicity), perceived seriousness or susceptibility 

(perception of personal HIV risk), structural variables (knowledge of HIV or 

interventions which may reduce mother-to-child HIV transmission) and 

recommendation to test for HIV by the health care professional or by one’s 

partner.

6.6 Summary of the main results

Although HIV test uptake rate among women attending ANCs remained 

relatively low in London at the time of this survey, mere introduction of voluntary 

HIV counselling and testing services for women attending TOPCs and FPCs 

may not necessarily result in a higher HIV testing uptake rate by the women 

unless the reasons for low acceptability and poor test uptake are understood, 

adjusting for possible differences in the characteristics of the clinic populations. 

Despite the availability of several studies related to HIV testing among ANC 

women, scarce data are available on HIV counselling, prevention and testing 

among women attending other reproductive health care clinics, such as FPCs 

and TOPCs, and no study in the UK has previously examined whether these 

two clinic populations differ from ANC attenders.

This chapter has detailed results from a comparative analysis of the three 

clinical populations, findings from a bivariate analysis comparing women who 

intended to test for HIV and those who did not, as well as results from a 

multivariate logistic regression carried out to determine best predictors of HIV 

testing intention for a population of 1080 women attending reproductive health 

care clinics in London. Significant differences between the three groups of 

women were found in terms of the demographic variables. The mean age of 

ANC attenders was significantly higher than that of FPC and TOPC attenders 

and significantly higher proportion of ANC attenders were married. The mean 

number of pregnancies and number of live children were also significantly 

higher among ANC attenders.
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Regardless of the clinic setting the level of knowledge about HIV issues was 

low. The total HIV knowledge score was significantly lower among the ANC 

women compared with the other two groups of women. Fewer than 60% of the 

three groups of women knew that it can take three months before HIV 

antibodies are detectable in blood. Surprisingly women in ANCs were 

significantly less likely to know that vertical HIV transmission can take place 

during pregnancy, compared with TOPC women and FPC attenders, although 

no significant differences emerged in the proportion of women knowing about 

other modes of vertical transmission including transmission during delivery and 

breastfeeding. Knowledge of interventions, which have a potential to reduce 

vertical transmission of HIV, was low regardless of the clinic setting, with 50% of 

women in the ANCs indicating not knowing any such interventions. The 

respective proportion of women for the above in TOPCs was 55% and 63% in 

FPCs. Only one in four women were aware of the beneficial effect of zidovudine 

and one in five knew about the benefits of bottle-feeding in reducing the risk of 

mother-to-child transmission of HIV.

TOPC women were significantly more likely to disclose HIV risk factors 

compared with the other two groups of women, in particular having resided in a 

high HIV seroprevalence country, or having had sexual contact with a partner 

from such a country. Possible reasons for this are discussed in Chapter 7. Not 

surprisingly, TOPC attenders also reported the highest level of worry regarding 

previous HIV risk factors, and the highest perceived chances of being HIV 

positive, compared with women in FPCs and ANCs. Possible future HIV VCT 

service provision should however be sensitive to the context of its provision, 

given the finding that the level of anxiety before the consultation was highest 

among the TOPC attenders who also reported significantly higher level of worry 

about the idea of having an HIV test, compared with ANC attenders.

Approximately one in ten women in each clinic setting were unsure if they have 

ever been tested for HIV, FPC attenders being the least likely to report having 

had a named HIV test. ANCs attenders were most likely to express an intention 

to test for HIV, with 36% intending to have the test. Regardless of the clinic 

setting few partners were reported to intend to have an HIV test. A policy of an
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universal HIV testing offer to each clinic attender was endorsed by 67% of the 

women in ANCs, 74% in FPCs and 73% in TOPCs. There was a clear 

preference for being offered either counselling or an informational discussion on 

HIV. Between 23% (in ANCs) and 33% (in TOPCs) of all the women were 

unsure or did not know if their consent would be requested before an HIV test, 

FPC and TPC women being significantly less likely to know if their consent 

would be sought. Many women were also unsure, or did not know, if they have a 

right to refuse an HIV test offer. In fact, a significantly higher proportion of 

women who were unsure or did not know if they could refuse an HIV test offer 

expressed an intention to test for HIV.

The results clearly show that, although over 67% of all women endorse a 

universal offer of HIV testing, a much lower proportion of women expressed a 

personal intention to test for HIV, with women attending ANCs being more likely 

to intend to test for HIV compared with FPC and TOPC attenders. How far this 

result is associated with the universal offer of HIV testing in ANCs could not be 

ascertained, with the exception of some evidence from an unpublished analysis 

referred to in Chapter 7. (see page 243). A multivariate analysis using 

interaction variables between type of clinic and knowledge of or attitude towards 

a universal HIV test offer would be useful in a future study to understand 

possible interaction between these factors.

The unadjusted analysis of factors that could predict HIV testing intention did 

not indicate any significant differences in terms of demographic or fertility history 

variables between women who intended to test for HIV and those who did not. 

In terms of socio-psychological variables, women intending to test for HIV were 

significantly more likely to have tested for HIV previously, to know other women 

who have had the HIV test and to report partner testing intention.

Neither perceived personal susceptibility nor actual disclosure of HIV risk factors 

or behaviours, or worry about potential exposure to HIV, were found to be 

associated with intention to test for HIV. However, women who intended to test 

for HIV were significantly more likely to view HIV as a health concern for women 

and reported significantly lower levels of worry and higher levels of reassurance
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from having an HIV test and about one’s partner. They were also significantly 

more likely to endorse a universal offer of HIV testing to all clinic attenders and 

reported greater comfort levels in discussing sexual behaviour, sensitive life 

style information and the option of an HIV test with health care staff, compared 

with women who did not intend to have an HIV test.

Seven variables emerged as significant independent predictors of HIV testing 

intention among the sample of 1080 women. These included sociopsychological 

variables such as: high level of anticipated reassurance from an HIV test; high 

level of comfort in discussing sensitive issues about life-style; and a positive 

attitude towards discussing HIV testing as well as partner HIV testing intention. 

The independent association between reported HIV testing intention by the 

partner and the woman suggests that partners have a clear role in influencing 

women’s HIV testing intentions. Other significant predictors were service-related 

variables including clinic attended, with the ANC group being most likely to 

report an intention to test for HIV, endorsement of universal offers of HIV testing 

for all clinic attenders, and having tested for HIV once or more times in the past. 

Possible explanations and implications of the main findings policy, clinical 

practice and research will be discussed in the next chapter.
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CHAPTER 7. 

Discussion

7.1 Preamble and overview of discussion

Knowledge of HIV positive serostatus is a prerequisite for HIV prevention and 

care approaches. Voluntary HIV testing accompanied by counselling (VCT) is 

therefore pivotal component of comprehensive prevention interventions for 

the HIV epidemic at large. A global policy statement on VCT for HIV 

encourages national authorities to develop and strengthen policies on the 

subject and countries to ensure that high quality, voluntary and confidential 

HIV testing and counselling services are both available and accessible 

(UNAIDS, 2000; 1997). Since the emergence of the HIV/AIDS epidemic, HIV 

testing polices and practices targeted at women in the UK have 

predominantly focused on female STD clinic attenders, injecting drug users 

and ANC attenders, much to the exclusion of women attending other 

reproductive health care settings. The absence of HIV service provision for 

TOPC attenders and for non-pregnant populations clearly illustrates that HIV 

“prevention” strategies for women in the UK, as in many other countries, have 

been driven by an overriding emphasis on prevention of vertical HIV 

transmission. Targeted horizontal HIV prevention interventions for women of 

reproductive age in general, regardless of the type of clinic attended, have 

received considerably less attention so far.

HIV counselling and testing can be argued to include an HIV educational 

value, although it has been suggested that in the UK the HIV test has been 

considered as a diagnostic tool while its potential social and preventative role 

has been overlooked (Danziger, 1998). In some countries, such as Sweden, 

HIV testing of individuals is argued to be in the collective interest (Danziger,

1998). Such an argument rests on the assumption that once an individual 

becomes aware of one’s HIV positive serostatus they will modify their risk 

behaviour accordingly. While early studies questioned the impact of VCT in 

HIV risk reduction (Landis et al., 1992; Dawson et al.,1991), evidence is
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mounting on the comparative cost-effectiveness (Sweat et al., 2000) and 

demonstrated efficacy (The Voluntary HIV-1 Counselling and Testing Efficacy 

Study, 2000; Bentley et al., 1998; Kamb et al., 1998; Muzigirwa et al., 1993; 

Allen et al., 1992; Wenger et al., 1991; Kamenga et al., 1991) of VCT as an 

HIV prevention intervention.

Perhaps the strongest benefit of VCT lies in acting as an entry point for 

psychological, social and other care and support, in addition to access to 

medical treatment. VCT for HIV currently has a central role in policies and 

procedures of prevention of mother-to-child transmission of HIV. Diagnosis of 

HIV before pregnancy enables a woman and her partner to make informed 

decisions regarding their reproductive lives. In recent years HIV positive 

women diagnosed during antenatal care have also been able to choose one 

or more medical interventions, including ARVs. The effectiveness and impact 

of VCT in reducing the rates of new paediatric cases of HIV is directly 

influenced by uptake rates of HIV testing and adherence to chosen 

interventions by women of reproductive age. In this context it is crucial to 

understand the complexities of decision making related to HIV testing by 

women of reproductive age. Several studies, reviewed in Chapter 2., have 

been designed to examine variables and factors associated with intentions 

and predictors of HIV testing uptake by antenatal women, while a limited 

number of studies are available on HIV testing decisions of women accessing 

other reproductive health care settings. As discussed in Chapter 2, existing 

studies on antenatal HIV testing uptake have their limitations. In light of the 

theoretical framework presented in Chapter 3., and the research aims and 

objectives. Chapters 4., 5. and 6., have detailed findings from univariate and 

multivariate analyses on the main outcome variable, intention to test for HIV, 

according to different clinical settings (TOPCs and FPCs) as well as for the 

entire sample of 1080 women of reproductive age. These findings, and their 

wider significance, will be critically discussed in this chapter.

First, a summary of rationale and objectives is provided, followed by a brief 

description of the methodology adopted to address the objectives. Then, the 

main findings will be critically discussed, followed by a critique highlighting the
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main limitations of the methodology. Finally, the conclusions are presented 

and recommendations emerging from the findings are made for future 

psychological research into VCT, as well as for policy development and 

clinical practice.

7.2 Summary of rationale and objectives

In recent years much emphasis has been given to increasing the uptake of 

HIV testing by women attending antenatal clinics in the UK. In 1999 the 

Department of Health guidance to obstetric practitioners stated that an HIV 

test should be offered and recommended to all pregnant women attending 

ANCs (DoH, 1999). The DoH guidance does not, however, make any 

reference for the recommendation to be extended to pregnant women in 

TOPCs. Nevertheless, approximately one in five pregnancies in the UK end in 

a termination (Guillebaud, 1998), pregnancy termination being the most 

commonly performed operation within the National Health Service (Savage, 

1995).

Women attending TOPCs appear to be at moderate risk of HIV (Bergenstrom 

& Sherr, 1999; Radcliffe et al., 1993). Anonymous serosurveillance in the UK 

indicates an HIV seroprevalence three times higher among TOPC attenders 

compared with antenatal women (PHLS, 1998). The rate of pregnancy 

terminations among HIV positive women appears to exceed that in the 

general population (Thackway et al., 1997). These data indicate that HIV 

infection is a potential health concern for women undergoing an elective 

pregnancy termination. It has been suggested that HIV counselling and 

testing should be made more widely available for women requesting a 

termination (Harper et al., 1998; Goldberg & Johnstone, 1993). Although HIV 

testing appears to be an unacceptable option among TOPC attenders (Smith 

et al, 1996), there is a need to explore the reasons for this.

Currently, women attending FPCs in London are not routinely offered VCT for 

HIV, even though studies of antenatal attenders have shown (Sherr et al., 

1996; Meadows et al., 1993) that women prefer an HIV test offer prior to
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pregnancy. Pregnancy may not be an ideal time to diagnose an HIV infection 

as women have to make decisions about several other antenatal screening 

tests and also because of the many repercussions for the woman, the baby 

and the partner, should the HIV test result be positive. Besides, as mentioned 

earlier, knowledge of a possible HIV positive status before pregnancy would 

enable a woman to make informed reproductive decisions. The majority of 

pregnant women have had previous exposure to FPCs and this “window of 

opportunity” should be exploited in promoting HIV detection. It is also a time 

when HIV prevention efforts aimed at women rather than infants could be 

enhanced and when partners of women could be included in the process of 

voluntary counselling and HIV testing.

Thus it is obvious that current policies and procedures of voluntary 

counselling and HIV testing aimed at women of reproductive age are targeting 

only women attending ANCs. Acceptance rates of HIV testing by antenatal 

women have remained considerably lower compared with other European 

countries, the reasons for which are poorly understood. In order to increase 

the uptake rate among pregnant women attending ANCs it is necessary to 

understand the reasons for this and whether introduction of VCT services for 

HIV in FPCs and TOPCs could change the current scenario by improving the 

overall coverage of women in the reproductive age.

The general objectives of the research survey were to:

1) examine HIV testing and prevention issues among a population of 

pregnant women attending TOPCs and a sample of FPC attenders in the 

context of the Health Belief Model;

2) determine whether women attending TOPCs and FPCs differ from ANC 

attenders and

3) find out predictors of women’s intention to test for HIV, adjusting for 

possible confounding variables, including the type of clinic attended.
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7.3 Methodology adopted to address the objectives

The methodology was a cross-sectional survey of women attending three 

different types of reproductive health care clinics, ANCs, TOPCs and FPCs in 

London. Data were collected on socio-demographic and fertility 

characteristics of the study populations as well as a series of variables 

derived from the HBM framework. Data were also collected to provide an 

understanding of women’s point of view about HIV counselling and testing 

and other service related information. All data were collected with a 

structured, confidential and anonymous self-completed questionnaire. A total 

of 1080 women were interviewed. Women’s responses were entered and 

analysed using SPSS for Windows for examining frequency distributions, 

followed by univariate and multivariate logistic regression analyses. Statistical 

significance was assessed by applying appropriate parametric and non- 

parametric tests.

7.4 Critical interpretation of the main findings

Table 7.1 below summarises the main findings according to the rationale 

behind the research study as well as the general and the specific objectives 

and research questions.

7.4.1 The level o f knowledge about HIV infection, testing policies and 
procedures and intervention to prevent vertical HIV transmission

The level of knowledge of various aspects of HIV, including transmission 

modes, interventions, testing policies and procedures, was low in all the three 

clinical settings. Although over 67% of the women were aware that mother-to- 

child transmission of HIV could occur during pregnancy, only a few 

appreciated the possibility of transmission during delivery (< 22%) or through 

breast-feeding (< 25%). Similarly, one in five women was aware of the 

beneficial effects of interventions, such as antiretroviral therapy (Connor et 

al., 1994) or bottle-feeding (European Collaborative Study, 1991), with no 

significant differences between the groups. Knowledge being a precursor to
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attitudes and behaviours, the implications of low knowledge require critical 

examination. Lack of knowledge may limit the ability of a woman to visualise 

the possible benefits of interventions and therefore to make informed 

decisions to opt for a test for HIV diagnosis. Besides, many HIV positive 

women, who remain unaware of their serostatus during pregnancy, may opt to 

breastfeed, thus increasing the probability of vertical transmission. On the 

other hand, some women, who are reluctant to test for HIV although they 

consider themselves to be at risk, may still consider bottle-feeding as an 

alternative to protect the baby.

Sherr et al. (2000) observed that among HIV positive women the willingness 

to conceive was reduced, although in light of the interventions many would 

consider a pregnancy. Yet, in the UK some 300 women go through pregnancy 

each year unaware of their HIV seropositive status (Department of Health and 

The Royal College of Midwives, 1998), many of whom are likely to have 

chosen medical interventions had they been aware of their serostatus. Thus it 

appears possible to reduce the childbirths exposed to the risk of vertical HIV 

transmission, if only the HIV serostatus could be made known at appropriate 

time.

Not withstanding the above-mentioned benefits of improved awareness, it is 

not clear whether knowledge is a determinant of test intention and uptake. In 

the present study the level of knowledge was found neither to be associated 

nor could predict HIV testing intention among the 1080 women. This finding is 

in line of reports by Duffy et al. (1998) and Meadows & Catalan (1994). In 

fact, previous research of ANC attenders found that it was lower, not higher, 

level of HIV knowledge, that was associated with women’s positive intention 

to test for HIV (Sherr et al., 1998/9; Meadows et al., 1993). However, it could 

be that the depth of understanding of benefits, rather than mere awareness of 

interventions, could determine uptake of HIV testing and interventions. 

Despite absence of association between HIV knowledge and test intention, 

the patient right’s for state-of-the-art information, and for informed decision 

making about HIV testing, remain good reasons for raising knowledge about 

transmission and interventions.
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Lack of knowledge and confusion was also apparent concerning other HIV 

testing related issues, including policies and procedures and patient rights. 

There was much uncertainty among women concerning their right for 

informed consent prior to HIV testing (27%) and test refusal (20%). Confusion 

about the difference between named voluntary HIV testing and unlinked 

anonymous HIV screening procedures was also evident, with one in ten 

women being unsure if they have ever been tested for HIV. In the TOPGs 

many women incorrectly believed that routine HIV testing was taking place 

(18%), or were unsure (45%). These findings show the importance of 

informing women attending different reproductive health care settings about 

patient rights for informed decision making around both antenatal screening in 

general and HIV testing in particular. In addition there is a need for clarifying 

the difference between named voluntary HIV testing policies and unlinked 

anonymous HIV surveillance.

7.4.2 HIV risk profile and perceptions o f personal susceptibility to HIV

In the present study, although the perceived susceptibility to HIV was low 

(16%), 30% of women attending different clinics disclosed one or more risk 

factors, which is indirectly supported by the reported increase of new cases of 

HIV among women in the UK (PHLS, 2001). The risk factors included 

residence in a country with high HIV prevalence (n=183, 16.9%), one or more 

STD’s or a blood transfusion before 1985 (n=86, 8.0%), high-risk sexual 

behaviour (n=32, 3.0%) and injecting drug use by the woman or her partner 

(n=26, 2.4%). These are well-established risks for acquiring HIV and high 

levels of worry expressed by those with risk exposure (see table 4.3 and 5.3) 

were not surprising. Ongoing uncertainty about personal HIV serostatus is 

likely to be a distressing experience, and a sensitive HIV counselling and 

testing provision could well provide reassurance to many women, particularly 

to the group of “worried-well”.
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Table 7.1 Summary of the rationale behind the research, general and specific objectives, and main results of interest

General objective 1 :
To examine HIV testing and prevention issues, in light of underlying principles of the Health Belief Model for women 
attending hospital and community based TOPCs and FPCs in London
Rationale Specific objective 1 a) Main results of interest

Uptake of H IV  testing am ong A N C  
attenders is low
O ther reproductive health care clinics, 
such as T O P C s  and FPCs, have  
potential to reach more wom en with 
voluntary H IV  counselling and testing 
services
STD  and H IV  risk behaviours among  
FPC  and T O P C  attenders have been  
established in London 
There is an absence of studies on 
these populations
Understanding of the characteristics of 
T O P C  and FPC  attenders is crucial in 
order to inform future policy formulation 
on voluntary H IV  counselling and 
testing in these clinics

To  determine:
•  The extent of knowledge of H IV
•  Knowledge of H IV  testing
•  Risk factors and disclosure
•  Risk perception
•  worry and reassurance about 

H IV  testing
•  beliefs and attitudes towards 

H IV  infection
•  previous H IV  testing and
•  expressed intention to test for 

H IV  by the wom an and her 
partner

•  beliefs about prevention and 
H IV  testing service provision

TOPC attenders:
•  Low levels of knowledge of H IV , H IV  testing 

and interventions available to reduce risk of 
vertical H IV  transmission

•  High proportion of wom en (40 % ) disclosed 
one or more potential risk factors for H IV

•  Despite risk disclosure perception of personal 
vulnerability to H IV  was low

•  Despite of high level of risk disclosure only 
one in five (18% ) expressed an intention to 
test for H IV

•  Two thirds (73% ) agreed with universal offer 
of H IV  testing to all clinic attenders

FPC attenders:
•  Low levels of knowledge on H IV
•  Two thirds (63% ) could not nam e any

interventions that could reduce vertical H IV  
transmission

•  O ne in four (24 .9% ) reported H IV  risk factors
•  Only one in ten (10% ) intended to test for H IV
•  Two thirds (74% ) endorsed universal offer of 

H IV  testing to FPC  attenders
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General objective 1 : as above

Rationale Specific  
O bjective 1 b)

Main results of interest

As above To determ ine  
factors
associated with 
risk disclosure 
and intention to 
test among  
FP C  and T O P C  
attenders

TOPC attenders:
H IV  risk disclosure was associated with:
•  older age
•  higher knowledge on H IV  infection
•  increased perception of personal chances of being 

H IV  positive
•  greater worry about past H IV  risk factors
•  experience of previous H IV  testing
•  H IV  risk disclosure was not found to be associated 

with worry or reassurance about an H IV  test, belief 
about if all clinic attenders should be offered H IV  
testing or expressed intention to test for H IV

H IV  testing intention was associated with:
•  ethnic minority origin
•  higher rating on perception of remaining H IV  

negative in the future
•  one or more previous H IV  tests
•  ease of discussing H IV  testing with partner
•  reported partner H IV  test intention
•  general endorsem ent of a H IV  testing offer to all 

wom en attending TO P C s
•  H IV  test intention was not found to be associated 

with knowledge level on HIV, perceived chances of 
being H IV  positive, H IV  risk disclosure or worry 
about past H IV  risk factors

FPC attenders
H IV  risk disclosure was associated with:
•  older age
•  greater reported worry about past H IV  risks
•  greater reported stress about waiting for the test 

results
•  higher rating on personal chances of H IV  

infection and level of comfort in discussing 
sexual behaviour with the health care  
professional

•  H IV  risk disclosure was not found to be 
associated with H IV  knowledge, previous H IV  
testing or intention to test for H IV, anxiety level, 
worry or reassurance about H IV  testing

H IV  testing intention was associated with
•  ethnic minority origin
•  higher rated worry about past H IV  risk factors, 

low perceived control over staying H IV  negative  
and higher rating on comfort in discussing the 
option of an H IV  test

•  reported partner H IV  test intention to have the 
H IV  test

• H IV  risk disclosure, level of H IV  knowledge or 
perception of personal chances of being H IV  
positive, w ere not found to be associated with an 
active decision to test for HIV.
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General objective 2:
To determine whether women attending ANCs, TOPCs and FPCs differ in terms of their population characteristics and issues 
mentioned in specific objective 1a
Rationale Specific Objective 2 Main results of interest

Introduction of voluntary H IV  
counselling and testing service in 
T O P C s and FPCs m ay not 
necessarily result in higher uptake of 
H IV testing am ong these wom en  
com pared with A N C  attenders  
In order to ensure acceptability of 
possible future H IV  testing service 
provision am ong T O P C  and FPC  
attenders it is important to exam ine  
whether these populations differ 
from A N C  attenders  
It is also important to exam ine any  
variation between the sub
populations and its possible 
confounding effect in a multivariate 
analysis when determining  
predictors of H IV  testing intention 
(see Objective 3.).

Exam ine whether women 
attending FPCs and TO P C s  
differ from A N C  attenders in 
terms of:

•  dem ographic and 
reproductive 
characteristics;

•  worry and anxiety
•  knowledge of H IV  infection, 

H IV  testing and 
interventions;

•  risk factors;
•  H IV  testing intentions and
•  attitudes towards H IV  

testing and prevention etc

There were significant differences between wom en attending 
the three types of clinics in term s of their dem ographic and 
reproductive characteristics
Anxiety before consultation and worry about H IV  testing were  
significantly higher among T O P C  attenders  
Knowledge of H IV  was significantly higher am ong FP C  and 
T O P C  attenders
T O P C  attenders were significantly more likely to disclose risk 
factors for H IV
W orry about past H IV  risks, and rating on personal chances of 
being H IV  positive, were highest am ong T O P C  attenders, while 
rating on control over staying H IV  negative was lowest

A N C  attenders were significantly more likely to express an 
intention to test for H IV
Reported partner H IV  testing intention was low across the 
clinics
Perceived reassurance from H IV  testing was high across all 
clinics
Past exposure to H IV  testing was low in all clinics and 
particularly poor in FPCs
Around 70%  of all wom en, irrespective of the clinic attended, 
endorsed an universal offer of H IV  testing to all clinic attenders
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General objective 3:
To find out predictors of women’s intention to test for HIV (a proxy indicator for uptake of HIV testing) in light of the Health 
Belief Model
Rationale Specific objective 2 Main results of interest

•  High uptake of H IV  testing by wom en  
at risk of H IV  is a crucial factor in 
determining the effectiveness of 
mother-to-child transmission policy

•  Uptake of antenatal H IV  testing has 
remained low in the UK

•  Reasons for the above are still poorly 
understood in London

•  Few  studies in London have  
exam ined predictors of H IV  testing 
intentions by using a fram ework of 
psychological theory of behaviour 
change

•  No studies are available on predictors 
of H IV  testing intentions am ong non- 
antenatal attenders such as T O P C  
and FPC  attenders

To  determ ine, by using the Health 
Belief Model as a framework, whether 
the following factors predict w om en’s 
intention to test for HIV:
•  Individual perceptions

a) Perceived susceptibility to H IV
b) Perceived seriousness of H IV

•  Modifying factors
a) Dem ographic variables (eg. 

age, ethnicity, parity) 
Sociopsychological variables 
(eg. peer and reference group 
pressure)
Structural variables (eg. 
knowledge of H IV, prior H IV  
testing)
Perceived threat of H IV  
Cues to action (advice from  
others, eg. doctors, partners)

•  Individual assessm ents of 
perceived benefits (eg. 
reassurance) and barriers to H IV  
testing

b)

c)

d)
e)

TOPC attenders (n=141)

Independent predictors of H IV  testing intention: 
1 ) W orry about risks taken in the past which 

may have exposed to H IV
2) Past H IV  testing history
3) Reported partner H IV  testing intention

- Variables not found to predict H IV  testing 
intention included dem ographic variables, 
perceived seriousness of H IV , cues to action or 
perceived benefits and barriers to testing

FPC attenders (n=145)

Independent predictors of H IV  testing intention: 
1 ) W orry about risks taken in the past which 

may have exposed to H IV
2) Reported partner H IV  testing intention

- Variables not found to be predictors of H IV  
testing intention included dem ographic  
variables, perceived seriousness of H IV, cues 
to action or perceived benefits and barriers to 
testing
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General objective 3:

To find out predictors of women’s intention to test for HIV (a proxy indicator for uptake of HIV testing) in light of the Health Belief 
Model

Rationale Specific objective 2 Main results of interest

As above As above All wom en (n=1080) controlling for type o f clinic

Independent predictors of H IV  testing intention:
1 ) Reassurance about having an H IV  test (high)
2) Should all wom en be offered an H IV  test (yes)
3) Reported partner H IV  testing intention (yes)
4) Ever had an H IV  test (yes)
5) Not minding to think about H IV  at the time of clinic 

attendance
6) Comfort in discussing sensitive life style information with 

health care staff (high)
7) Type of clinic attended (A N C )

After controlling for the type of clinic attended, worry about past 
risks, which may have exposed one to H IV , no longer em erged as 
an independent predictor of H IV  testing am ong the 1080 women.

230



The level of disclosure of potential HIV risk factors was highest among TOPC 

attenders (39.8%, n= 56) and in line with previous studies (Radcliffe et al., 

1993). These women were significantly more likely to disclose residence by 

self or by partner in a country of high HIV seroprevalence (n=40, 28.4%). This 

finding is in conformity with the observation that in Greater Thames regions 

the associated exposure category of HIV positive pregnant women has been 

“exposure abroad” in 72% of the cases (National Study of HIV in Pregnancy,

1999). In the light of the above and the findings from this study, there would 

appear to be good reasons for rethinking the HIV testing policy for this group 

of women. However, labelling of some clinic attenders as “high risk” for HIV is 

problematic as past experience of offering an HIV test only to immigrant 

women from African countries was perceived as discriminatory (Hawken et 

al., 1994). In addition, immigrant women who perceive themselves to be at 

risk of HIV may feel strongly discouraged from testing due to a fear that a 

positive HIV diagnosis will affect their immigration status. Therefore a 

universal testing policy, assuring confidentiality, would be a preferred choice.

Not surprisingly, women in TOPCs reported higher levels of worry about past 

HIV risks, higher perception of personal chances of HIV infection, but lower 

perceived control about staying HIV negative in the future compared with both 

FPC and ANC attenders. They were also more worried about the HIV testing. 

Although women with HIV risks reported higher personal chances of HIV, the 

majority of the women did not personally perceive themselves to be at risk of 

HIV infection. Similarly, in the survey of 145 FPC attenders, most women 

perceived their chances of being HIV positive as “unlikely” and few FPC 

attenders expressed an intention to test for HIV. This finding is in line with 

research into the notion of “unrealistic optimism”, referring to the tendency of 

individuals to believe that most health problems are less likely to happen to 

themselves than to others (Weinstein, 1982). If the finding is due to such an 

optimistic bias it has important implications for HIV prevention interventions 

targeted at women, given that evidence suggests that people’s perceptions 

and personal risk assessments play a role in the practice of health-protective 

behaviours (Becker & Rosenstock, 1984). It is highlighted by the observation 

that 398 out of 476 women (83.6%) who disclosed HIV risks also did not
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express an intention to test for HIV, which is of concern. However, it was not 

possible to determine whether these women, who disclosed one or more risk 

factors for HIV, will actively seek HIV counselling and testing in other health 

care settings.

It is important to note that for both ANC and TOPC attenders, pregnancy per 

se, can be considered as an additional indicator of potential exposure to HIV, 

particularly for UK resident black-African women who, according to 

surveillance and prevalence data (PHLS, 2001), are particularly vulnerable to 

HIV. In this survey, in London, a fourth of the respondents described their 

ethnicity as Black-African, Caribbean or Black-Other. Furthermore, it is 

noteworthy that the research excluded many Francophone African women 

who could not read sufficient English to complete the questionnaire. There is 

a great need to ensure inclusion of non-English speaking UK resident women 

into similar research studies in the future, in order to inform policy decisions 

and to ensure that existing services cater for those women most likely to be 

affected and infected by HIV/AIDS.

HIV risk assessment is a sensitive task in any reproductive health clinic. 

Experience from antenatal HIV testing provision suggests that frequently HIV 

risks factors are not disclosed during the standard history taking by midwives 

while these were subsequently captured by a specialised HIV counsellor 

during a structured interview (Hawken et al., 1995; Hawken et al., 1994). In 

ANCs accurate risk assessment is likely to depend on availability of additional 

resources such as time and trained staff. Such observations and lessons 

learned in London ANCs should be carefully considered in planning VCT for 

HIV in FP and TOP clinics.

7.4.3 Past HIV testing history and current HIV testing intentions

Some women reported having been tested for HIV previously, with 27% 

(n=168) of the women in ANCs, 18% (n=23) in TOPCs and 10% (n=13) in 

FPCs having tested for HIV once or more times in the past. As many as 10% 

of the women in each clinic reported being unsure whether they have ever
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been tested for HIV. In fact anecdotal evidence suggests that many pregnant 

women believe that their blood is automatically tested for HIV. This belief may 

be due to having seen an informational poster on the clinic wall referring to 

anonymous unlinked HIV serosurveillance screening programmes. It would 

appear that this is an area where work is required to clarify the difference 

between named and unnamed HIV testing for women attending different 

types of clinics. As long as some clinic attenders misinterpret the information 

detailed on HIV posters concerning anonymous HIV testing programmes, it 

could be argued that the posters have failed their intended purpose. It is well 

documented in the literature on health communication that changing 

“incorrect” beliefs held by patients is not easily accomplished. Patients do, 

however, have a right to information that concerns invasive procedures. Thus, 

there would appear to be reasons for careful evaluation of posters, prior to 

displaying them in clinic premises.

Of the total sample only 29% (n=252) of the women expressed an intention to 

test for HIV, a finding which is consistent with previous reports (Simpson et 

al., 1998; Duffy et al., 1998). It is obvious that intention to test may not always 

translate into actual uptake. Such low rates of test intention and consequent 

low HIV test uptake raise doubts about the efficacy and cost-effectiveness of 

VCT in the prevention of mother-to-child transmission. This implies a need to 

undertake further research to identify strategies to enhance the HIV uptake 

rate in London.

Despite the significant associations of many variables observed in bivariate 

analyses with the outcome variable - intention to test among the 1080 

women, only seven of these variables emerged as significant predictors by 

multiple logistic regressions. These findings are discussed in more detail in 

section 7.4.7.

7.4.4 Reported partner HIV testing intentions

Reported rate of partner intention to test for HIV was limited in all three 

groups and was not found to differ significantly between the different clinics.
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Partner HIV testing was reported by 10% (n=58) of ANC women, 8% (n=9) of 

FPC women and 13% (n=13) of the women in TOPCs. TOPC and FPC 

women reportedly found it significantly more difficult to discuss HIV testing 

with their partner compared with ANC women. This finding shows the 

importance of the role of health care professionals in involving male partners 

in HIV discussion and counselling, where possible. Couple counselling has 

clear advantages and HIV service provision for partners should not be 

overlooked because world-wide as many as 80% of HIV positive women are 

believed to have acquired the infection from their only sexual partner (Gorna, 

1996). Implementation of partner HIV counselling and testing in health care 

clinics, traditionally designed to cater for the reproductive health care needs 

of women, remains a challenge. Nevertheless, alternative venues, with 

established HIV service provision, do exist and the acceptability of these 

should be explored in terms of referral of male clinic attenders. Male FPC 

attenders ought to receive more attention in terms of HIV testing and 

prevention service provision. A limitation of these surveys was non-inclusion 

of male clinic attenders at FPCs and partners of pregnant women in ANCs 

and TOPCs, although it is noteworthy that several male FPC attenders 

showed interest in taking part in the research study while female clinic 

attenders were being invited to complete the self-reported questionnaire. In 

view of scarcity of data on the psychosocial issues concerning HIV infection, 

testing and prevention among heterosexual men, there would seem to be an 

urgent need for their inclusion in psychological studies on HIV in the context 

of reproduction.

7.4.5 HIV testing service related attitudes

There was an overwhelming endorsement of universal HIV test offer (69%, 

n=534) in all three types of clinics, combined with strong preference for 

specialist counselling or informational discussion (70%, n=523). Findings from 

attitudinal statements also indicated their preference for receiving information 

about HIV prevention methods as well. There was also a preference for 

receiving HIV test results as soon as they become available. (72%, n =575). 

Thus, these data suggest that women of reproductive age are a “captive
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audience”, which welcomes information on HIV prevention measures. There 

is room for improvement in the manner in which the health promotional 

aspects are currently managed within the reproductive health care services.

7.4.6 Differences between the three groups of women

A comparison of the attenders of the three types of clinics, results of which 

have been presented in Chapter 6., provide an interesting insight into the 

possible implications for the policy on VCT for HIV. The majority of the 

women in TOPC were young (mean age 25 years as against 28.6 in ANC), 

unmarried (single or stable partnerships-74% as against 41% in ANC), with a 

lower mean number of pregnancies (1.0 as against 2.0 in ANC) and had no 

children (61% as against 46% in ANC). A considerable proportion were born 

in Africa where the vulnerability to HIV is known to be high. They also 

displayed a higher level of anxiety and worry about HIV risks and the outcome 

of the test, compared to the other two groups. Attenders of FPCs clearly fall 

between the TOPC attenders and ANC attenders with respect to all these 

variables. These findings may be indicative of higher vulnerability among 

TOPC attenders. Being young and of low parity, many are potential future 

mothers. The vulnerability reflected by these characteristics, explains their 

anxiety and worries about the HIV risks and testing. This group and the 

women attending FPCs, who are close behind them in terms of vulnerability 

and anxiety, offer an opportunity for early screening and reduction of possible 

pregnancies among HIV positive women as well as prevention of MTCT. This 

will also have the added advantage of promoting adoption of safer sexual and 

life style behaviours and inclusion of male partners.

7.4.7 Significant independent predictors of HIV testing intention

Uptake of antenatal HIV testing has remained relatively low in the UK 

compared with other countries. As described in Chapter 2. (see Table 2.3, 

page 61) several studies have examined factors and predictors of HIV testing 

intentions and uptake among ANC women. In this study multivariate logistic 

regression analyses were performed to determine best independent
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predictors of HIV testing intention. This was done among the entire sample of 

1080 women, controlling for the type of clinic, and for the FPC group and TOP 

group. The analyses revealed the following independent predictors, which will 

now be discussed in turn.

Table 7.2 Significant independent predictors of HIV testing intention

Predictor TOPC FPC Total
respondents

Partner HIV testing intention V V
Anticipated high level of reassurance 
from testing for HIV
High level of comfort in discussing 
sensitive life style information with staff V
History of HIV testing V V
Not minding to think about HIV during 
clinic attendance V
Endorsement of “universal” HIV test offer V
Type of clinic attended (ANC) V
Worry about HIV risk factors V

- Partner HIV testing intention

Partner intention to test for HIV emerged as a significant independent 

predictor of HIV testing intention among the TOPC group, FPC women and 

the total sample. In fact, it was the only variable that emerged as a predictor 

in each analysis, demonstrating that partners clearly influence women’s HIV 

testing intentions. A woman whose partner was reported to intend to have an 

HIV test was more likely to express an intention to test for HIV by 14 times in 

TOPCS (0R= 14.0, Cl= 2.1-90.7), 7 times in FPCs (0R= 7.0, Cl= 1.1-45.5) 

and 3 times overall (0R= 3.1, Cl= 1.2-7-8). Such strong association was 

evident even though only 10% of the women reported that their partner 

intends to test for HIV. This emphasises the need to recognise the important 

role male partners play in HIV testing decisions of women. In the light of this 

finding, as well as those in previous studies (Cartoux et al., 1998), it is 

possible that involving partners, and the availability of couple counselling and 

testing for HIV, may be the most crucial factors in determining overall rates of 

intention and uptake of HIV testing among women. Therefore VCT policies
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and procedures aimed at male clinic attenders (in FPCs) and couples (in 

ANCs and TOPCs) may be beneficial in this context. To what extent VCT can 

be extended to men in busy reproductive health care clinics was beyond the 

remit of this research and would need to be examined separately. It would be 

useful to study further the views of men attending these clinics, in particular 

FPCs and ANCs, and the potential barriers men see for HIV related 

information, counselling and testing.

In the light of the HBM, partner HIV testing intention could be considered as 

one of those factors, which, among other forms of social and peer influence, 

impact on individual decisions on health seeking behaviour. However, the role 

of partner HIV testing intention in women's' HIV testing decisions has not 

been examined in any previous study carried out on HIV testing among ANC, 

FPC or TOPC attenders in the UK. One study in the UK, which examined 

reasons for accepting or declining an HIV test offer among antenatal women, 

did not find any association between test acceptance and discussion about 

HIV testing with the partner (Meadows & Catalan, 1994). Studies carried out 

in African countries have consistently indicated that for many women the main 

reason for not accepting an HIV test offer is a desire to discuss with the 

partner (Cartoux et al., 1998). It is not surprising, though, that the HIV testing 

decisions of many women are influenced by partners attitudes and beliefs 

given that many studies have reported negative social consequences for 

women following disclosure of a positive HIV test to partner. For example, a 

positive HIV test result has been associated with increased risk of 

abandonment and domestic violence for women (Temmerman et al., 1995) 

and rejection and stigmatisation in general (DeCock & Johnson, 1998). Other 

reported adverse outcomes of HIV test and result disclosure include marital 

break-up (Kamenga et al., 1991) and psychological stress and depression 

(Ankrah, 1993).

Men play a crucial role in determining the course of the HIV epidemic globally 

and their inclusion in the HIV prevention efforts should be promoted 

(UNAIDS, 2000). There are several benefits for both partners to be involved 

together in HIV counselling. For example, couple counselling and testing for
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HIV allows for serodiscordant couples to be identified so that they can receive 

risk reduction counselling aimed at preventing HIV transmission to the HIV 

negative partner. Couple counselling also overcomes the difficulty of sharing 

test results and enables couples to negotiate plans for future HIV risk 

reduction. In fact, couple counselling for HIV has been reported to result in an 

increase of 5% to 71% in terms of consistent condom use (Kamenga et al., 

1991; Allen et al., 1992). However, where couples are encouraged to be 

involved in HIV discussion and testing together it is important for health care 

providers to be aware of the possibility of unintended negative consequences 

for the woman and for the couple, should one or both individuals test HIV 

positive, as discussed above.

In this study data on partner HIV test intention was gathered from female 

clinic attenders. In future studies it would be preferable to collect data on this 

measure from male clinic attenders and partners of women, to enhance 

validity and reliability of the data.

- Anticipated high level of reassurance from testing for HIV

High level of anticipated reassurance from having an HIV test was the 

strongest independent significant predictor (0R= 5.3, Cl= 2.2-12.8) of an 

expressed intention to test for HIV among the 1080 women. This finding is 

consistent with studies on antenatal screening by Farrant (1985), who found 

that pregnant women seek reassurance that “all is well with the baby” from 

general antenatal screening tests, which contrasts with physicians who use 

antenatal screening tests to diagnose and treat possible abnormality. In the 

context of antenatal HIV testing, Sherr et al. (1996) found that test consenters 

rated expected reassurance from an HIV test as significantly higher than non

ce n sente rs. Hence, seeking for reassurance (ie. a negative test result) 

appears to be a key perceived benefit of considering testing for HIV in these 

populations. This finding is also consistent with the framework of the HBM as 

it indicates individuals are more likely to adhere to a health seeking 

behaviour, such as HIV screening, when the perceived benefits of the 

behaviour are greater than perceived barriers.
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- High level of comfort in discussing sensitive life style information with staff

In terms of increasing the HIV test uptake rate of women of reproductive age, 

VCT policies can only be effective if individual reasons for HIV test 

acceptance or decline are recognised. Potential barriers to testing for HIV, as 

perceived by the women, such as low level of comfort in discussing life style 

or sexual behaviour, are likely to have a role in determining the overall uptake 

rate of HIV testing. Not surprisingly, reported high level of comfort in 

discussing such issues with health care staff emerged as one of the 

predictors of HIV testing intention in this sample of 1080 women.

Poor level and quality of communication in antenatal care, frequently linked to 

brevity of the consultations, which often are over in a matter of minutes, have 

been reported by many pregnant women (Sherr, 1996). The many benefits of 

good quality communication in antenatal care have also been documented 

(Sherr, 1996). The finding on the role of high level of reported comfort in 

discussing sensitive life style information with staff on HIV testing intentions in 

this study shows the importance of quality communication and an 

individualised approach to the consultation. It also highlights the importance 

of assuring confidentiality, as well as a non-judgmental attitude during the 

consultations. High level of comfort among women to discuss sensitive life 

style information, such as sexual behaviour, risk factors for HIV and other 

such issues during the pre-test discussion, is a necessary prerequisite to 

enhance test uptake and VCT programmes should focus on this aspect.

- History of HIV testing

In total sample one in four women reported having been tested for HIV, 10% 

were unsure and 65% had never been tested. Women who reported one or 

more previous HIV tests were three times more likely to express an intention 

to test at the time of the survey (0R= 3.0, 01= 1.6-5.6) and among the TOPC 

women the intention was more than seven times higher (OR=7.5, Cl= 1.1- 

52.8). These findings are consistent with two past studies, which have
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reported HIV testing history to be a predictor of uptake of antenatal HIV 

testing (Simpson et al., 1998; Mercey et al., 1996).

One study of ANC attenders in London found some indication that women 

who opted to test for HIV during antenatal care were significantly more likely 

to have tested for HIV previously (Mercey et al., 1996). In non-antenatal study 

populations there is strong evidence for so called ‘repeat HIV testers’, 

individuals who have tested for HIV at least more than once outside the 

window-period (Norton et al., 1997). Norton et al. (1997) found that among a 

sample of 945 repeat-testers, 32% were heterosexual women and that these 

female repeat-testers were more likely to report ever having an STD and 

knowing others who have tested for or been infected with HIV, compared with 

first-time testers. Hence high-risk sexual behaviour and risk of STDs appear 

to be associated with repeat-testing for HIV. In this study, TOPC women 

reported significantly greater level of HIV risk factors or behaviour, which may 

also explain the significant association between their previous HIV testing 

history and reported intention to test again for HIV. Although TOPC women in 

this study appear to be a group at higher risk of HIV compared with FPC or 

ANC attenders, these findings should not be taken to conclude that women 

attending TOPCs are at higher risk of HIV compared with other groups of 

women, as previous studies have found the sexual behaviour of TOPC 

attenders to be similar to that of FP and GUM clinic attenders in London 

(Radcliffe at al., 1993).

Evidence for the association between high-risk sexual behaviour and 

presence of STDs among repeat HIV testers indicates that some individuals 

may consistently place themselves at risk of HIV despite the probability of 

having received HIV risk reduction counselling during previous HIV testing. 

This finding, however, also highlights the importance of quality control and 

monitoring of counselling interventions and their impact on sustainable 

behaviour change. At the same time it is crucial to recognise the possibility of 

increased perception of invulnerability to HIV by a person who tests HIV 

negative and potential complacency about adopting HIV prevention methods 

in the future due to decreased perception of threat of HIV.
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- Not minding to think about HIV during clinic attendance

One of the predictors of test intention in this study was disposition of the 

women not to mind thinking and discussing about HIV during clinic 

attendance. Such women were more likely (OR=4.2, Cl= 2.3-7.8) to express 

test intention. In other words, those who did mind thinking about HIV were 

less likely to intend to have an HIV test. This is in line with the findings of 

Meadows & Catalan (1994) who also reported that one of the reasons for 

declining an HIV test offer by antenatal clinic attenders was not wanting to 

think about HIV while pregnant and not wanting to learn about a possible HIV 

positive serostatus.

Further analyses showed that a greater proportion of women with the highest 

level of risk perception preferred not to think about HIV (76.5%) at the time of 

attending the clinic and were also less likely to express an intention to test for 

HIV. This is in line with previous studies, which have reported that women 

who are most likely to be HIV positive are more likely to decline an HIV test 

offer (Barbacci, 1991). At the same time, this also indirectly supports the 

observation that it is the “worried-well” (Lupton et al., 1995; Miller, 1988) 

individuals at low risk who are more likely to intend to test for HIV. This finding 

clearly indicates the need for informing all people about the possible benefits 

of VCT for HIV in reducing the future vulnerability to HIV, among HIV negative 

persons, as well as to maximise the psycho-social and medical benefits in 

case of a positive test result.

- Endorsement of “universal” HIV test offer

Endorsement of universal HIV testing offer to all clinic attenders emerged as 

another significant predictor of HIV testing intention. In this survey, 69% of all 

women endorsed a universal HIV test policy. A similar level of endorsement 

(71%) has been reported by Sherr et al. (1996) and Duffy et al. (1998) (67%). 

Although the majority of the women were in favour of a universal HIV test 

offer in each clinic, much lower percentages of women expressed an intention 

to have an HIV test themselves: 10% in FPC to 36% in ANC. This finding is
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also consistent with previous reports (Boyd et al., 1999; Sherr et al., 1996; 

Stevens et al., 1989). Thus, it appears that in general women have a positive 

attitude towards availability of VCT for HIV in reproductive health care clinics. 

However, endorsement of a routine HIV testing policy is clearly not enough to 

result in high uptake of HIV testing in the UK where the uptake has remained 

low. These findings suggest that, in terms of enhancing uptake of HIV testing 

among women, a two-pronged approach may be required. First, 

“normalisation” of HIV testing, among women who do not endorse an HIV test 

policy, may be useful. Second, among women who endorse such a policy, but 

show no intention for testing, group education, followed by individual pre-test 

counselling (for those who express interest in testing after group exposure), 

could be an alternative approach to conventional one-to-one pre-test 

discussion. Highlighting the potential benefits of HIV testing through these 

approaches, could be a useful strategy for enhancing uptake rates among low 

prevalence groups, and there is a need to examine their effectiveness in 

future operational research.

In Scotland, a routine “opt-out” approach to antenatal HIV testing, has 

resulted in a higher uptake compared with an “opt-in” HIV testing policy 

(Simpson et al., 1999), with high level of acceptance by the majority of the 

women. The HIV epidemic in women in the UK, however, demonstrates a 

different pattern according to different geographic locations. Unlike in 

Scotland, the majority of maternal HIV infections are associated with infection 

acquired abroad, namely sub-Saharan Africa. Whether the findings by 

Simpson et al. (1999) can be generalised to London, where the majority of 

HIV infections are concentrated, is yet to be investigated and it remains to be 

seen whether “normalisation” of HIV testing in pregnancy (The Royal College 

of Midwives & Department of Health, 1998) will result in changes in patient 

beliefs and screening behaviours in areas other than Scotland.

Recently, an uptake rate of as high as 98% among ANC women has been 

reported in Sussex, UK (Dean et al., 2001). Although the report suggests high 

acceptability and uptake of HIV testing among ANC women, the result may 

not be generalised to greater London, as unlike London, Sussex is a lower
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prevalence area for HIV and because the population characteristics are likely 

to differ between the traditionally “white” clinic attender population in Sussex 

and a multi-ethnic ANC population in London.

- Type of clinic attended

The type of clinic attended (ANC) was also a significant predictor of HIV 

testing intentions, even after adjusting for other factors that differed between 

the three clinic populations. Compared with the ANC group, FPC women were 

ten times less likely (0R= 0.1, Cl= 0.1-0.4), and TOPC women two and half 

times less likely (OR=0.4, Cl= 0.2-0.8), to express an intention to test for HIV.

This study also establishes the fact that possible introduction of VCT for HIV 

service in TOP and FP clinics, in terms of additional number of VCT sites, as 

such may not lead to increased test uptake unless specific issues related to 

findings on predictors of HIV testing intentions emerging from this research 

are addressed.

The finding that only 10% of FPC wornen and 17% of TOPC women 

expressed an intention to seek an HIV test in these clinics where HIV testing 

was not routinely offered at the time of the research is not surprising given 

that many studies on ANC women have reported that, unless an HIV test is 

directly offered, women are much less likely to proceed to have an HIV test 

(Simpson et al., 1999; Simpson et al., 1998; Barbacci et al., 1991). The 

implication for clinical practice is that presence of a policy (and adherence to 

this by health care professionals) appears to be a necessary, although not 

sufficient pre-condition, for increasing tbe uptake rate of HIV testing among 

women, bearing in mind that only 36% of the ANC women expressed an 

intention to test.

This has been shown from analysing an unpublished dataset of an ED funded 

study (personal communication), where comparisons of intention to test, 

measured after the consultation in an ANC with an established policy and 

service of antenatal HIV testing was not significantly different from that 

observed in clinics without such a policy. Furthermore, when the same
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analysis was stratified by endorsement of policy by women, this factor 

showed significant association with test intention. These two findings suggest 

that the hypothesis of “introduction of policy” is a key determinant of uptake 

may be a simplistic suggestion and individual opinion of women in terms of 

endorsement of testing may be more significant. In this study detailed 

examination of factors associated with “endorsement of HIV test offer” 

variable was not conducted and as such would be of future research interest.

The same notion that introduction of policy alone is not sufficient is 

underscored by the fact that overall nearly two thirds (64%) of antenatal 

women did not express a test intention despite attending clinics with a well 

established policy and antenatal HIV testing service.

Simpson et al. (1999) reported an observation that offer of an HIV test 

increases the HIV test uptake. However, the overall test uptake remains low 

in spite of introduction of a policy as factors related to the individuals and 

providers (eg attitude of the midwife) play an important if not greater role. 

Also, Simpson et al. (1999) found some demographic factors to predict test 

uptake in comparison to psychological factors, which were found to predict 

test intention in this study.

Further exploration is required on the exact role of the clinic variable in terms 

of determining HIV test intentions, whether due to lack of policy and offer of 

VCT for HIV in TOPCs and FPCs, or due to some other variable or factor, not 

incorporated in this research design.

Apart from the introduction of the policy issues, factors and variables such as 

reported partner testing intention and worry about past risks (which influence 

test intention and uptake in TOPCs and FPCs), and their possible 

interrelationship with type of clinic attended, require further research.
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- Worry about past HIV risk factors

Finally, among women attending FP and TOP clinics, worry about past risk 

behaviour or factors emerged as a strong predictor of test intention. Women 

who disclosed one or more HIV risks also reported significantly greater levels 

of worry about such HIV risks in these two groups. A significantly higher 

proportion of TOPC and FPC women reported single or multiple HIV risks and 

worry about these. It is interesting to note that in this study it was the worry 

about past risks, rather than actual risk disclosure, that emerged as a 

predictor of test intention. This finding is consistent with the HBM framework, 

which maintains that perceived susceptibility and threat of illness, rather than 

actual presence of risk factors to a given illness, which appears to determine 

the likelihood of preventive action, such as screening uptake.

Previous studies on predictors of antenatal HIV testing intentions or uptake 

have focused on perception of personal risk of HIV (Meadows & Catalan, 

1994; Meadows et al., 1993) or actual risk disclosure (Gibb et al., 1998), 

rather than worry about past risks. The findings, however, have not been 

consistent across the studies. None of the previous studies have addressed 

the issue of worry about past exposure to HIV risks.

The present finding on the ability of “worry about past risks” to predict HIV test 

intention highlights the central role of risk assessment and communication 

during pre-test HIV discussion. Previous studies have shown that risk 

assessment for HIV is a sophisticated skill and that the risk profile of 

antenatal women can easily be overlooked unless systematically assessed 

(Hawken et al., 1995; Hawken et al., 1994). On the other hand, studies have 

also shown that frequently it is the so called "worried-weir who seek HIV 

testing, despite being at low risk of HIV (Lupton et al., 1995; Miller, 1988). 

Therefore accurate risk assessment remains a challenge to identify and 

enhance HIV testing intention and uptake among the most vulnerable. It is, 

thus, imperative that the policies and procedures of VCT for women of 

reproductive age focus on ensuring that more of women at high risk, rather 

than at low risk, are tested before, during or after pregnancy. Further research
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is required to evaluate the validity and reliability of available HIV risk 

assessment tools and also to compare the efficacy of different methods of 

identifying HIV risk factors and behaviours of a woman as well as her worry 

about these. Findings of such research could then be used to develop more 

sensitive risk assessment tools and to tailor them to different clinic settings. 

One possible approach could be to develop a computerised HIV risk 

assessment tool, which would allow women to assess their HIV risks while 

waiting for the consultation.

7.4.8 Variables not found to be predictors of HIV testing intention

Several factors, which have been previously found to be associated with HIV 

testing intentions or uptake among ANC women, were not found to predict 

HIV testing intentions in this research. These included demographic and 

fertility history variables (eg. age, ethnicity, parity), socio-psychological 

variables (anxiety), structural variables (HIV knowledge), perceived 

susceptibility to and seriousness of HIV, risk related “cues to action” and peer 

and reference group influence (advice from doctor).

One has to bear in mind that results of the present study are not strictly 

comparable with those reported in the literature, because women in the 

present study were selected from three different settings unlike most of the 

past studies which had mainly focused on antenatal women.

- Demographic and fertility variables

As discussed in Chapter 6. (See Table 6.1, page 187) evidence on the impact 

of demographic and fertility history variables on antenatal HIV test uptake is 

inconsistent. In considering variables, such as age, ethnicity, continent of 

birth, parity and number of live children, none of these emerged as predictors 

of HIV test intention in the present study.

With the exception of two previous studies having found younger age to 

predict uptake of antenatal HIV testing (Simpson et al.,1998; Meadows et al..
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1993), the majority of the available studies have not found age to be a 

predictor of intention or uptake of antenatal HIV testing, which was also the 

case in this study. Concerning parity, the lack of association of HIV testing 

intention with parity in this study, is in line with findings by Meadows et al. 

(1993). Three other available studies, which have examined parity have 

revealed contradictory findings. While Simpson et al. (1998) and Mercey et al. 

(1996) observed that fewer pregnancies were associated with high HIV test 

intention, Sherr et al. (1996) found it to be associated with more previous 

pregnancies.

While a significantly higher proportion of ethnic minority women attending 

TOPCs and FPCs were found to express an intention to test for HIV, analysis 

of the responses of all 1080 women failed to show any association between 

ethnicity and test intention. As discussed earlier, the reported results related 

to ethnicity are inconsistent and sometimes contradictory to each other 

(Jenkinson & Meadows, 1990; Mercey et al., 1996; Duffy et al.,1998) or have 

not revealed any association (Sherr et al., 1996; Meadows & Catalan, 1994; 

Meadows et al.,1994; Dennison et al.,1998). However, in the light of the 

limitation of exclusion of non-English speaking ethnic minority women in this 

study, the actual impact of ethnicity on HIV test intention could not have been 

ascertained. To assess the exact impact of ethnicity on HIV test intentions 

and uptake, a future study would need to include non-English speaking ethnic 

minority women, by use of translated questionnaire materials or interpreters, 

in the research.

- HIV knowledge

Although knowledge, in light of the HBM, appears to be considered as a 

determinant of health seeking behaviour, the present findings, like in some 

previous studies (Duffy et al., 1998; Sherr et al., 1996; Meadows & Catalan,

1994), do not indicate that level of HIV knowledge predicts intention to test. 

Even in studies where an association has been revealed the results are 

contradictory. In a multicentre study, Gibb et al. (1998) found that in a sample
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of over 18,000 ANC attenders, HIV testing uptake increased two-fold if 

discussion on vertical transmission had taken place.

Despite the overall evidence of weak association between HIV knowledge 

and testing intentions, much of the time spent on pre-test HIV discussion 

during antenatal care currently appears to be dedicated to increasing the 

knowledge of women on transmission modes and available interventions to 

reduce vertical transmission (Sherr et al., 2001). One of the implications for 

clinical practice is that, in addition to increasing women’s knowledge of HIV 

and available interventions, sufficient emphasis should also be given to other 

important elements of pre-test discussion, such as accurate risk assessment 

and potential benefits, as well as adverse consequences, of testing for HIV.

- HIV risk perception and HIV risk history

For the 1080 women, neither perceived personal chances of being HIV 

positive nor actual disclosure of established risk factors for HIV, were found to 

be associated with an intention to test for HIV in the bivariate or multivariate 

analysis. In light of the HBM, these two variables could have been expected 

to act as cues to action, resulting in an intention to test for HIV. Exact reasons 

for lack of association between test intention and HIV risk perception or 

disclosure in this study are unclear and require further research. One possible 

explanation for lack of predictive ability of risk perception or risk disclosure 

may be the tendency of individuals not to perceive themselves to be 

susceptible to HIV. In fact, available HIV/AIDS prevention research points to 

an “illusion of invulnerability” to HIV/AIDS by many individuals (Phillips, 1993) 

combined with reticence or inability to adopt and maintain healthy behaviour 

due to contextual circumstances. Such psychological cognitions have been 

argued to be the hindering factors for HIV prevention efforts globally (Gibney, 

1999).

The above findings reflect that one might be aware of the adverse 

consequences of HIV but because of the underestimation of the extent of the 

problem (prevalence of HIV among women in London), considers one’s
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chances of acquiring it, irrespective of past risk behaviour, as limited and 

therefore, decline testing. On the other hand, some may perceive themselves 

susceptible to HIV and may show a reluctance to learn of a possible positive 

serostatus, being unaware of the benefits of currently available interventions 

for themselves and their offspring. In fact, 65% of all women in this study 

indicated that they could not cope with a positive result and 43% showed 

preference for not knowing the status, if positive. A third category of women, 

who are uncertain about their chances of acquiring HIV worry about the past 

risk behaviours and appear inclined to undergo the test and to confirm their 

serostatus.

- Attitudes towards learning one’s HIV serostatus

Other potential perceived benefits or barriers to HIV testing were found to be 

associated with a positive intention to test for HIV among the 1080 women in 

a univariate analysis, although these were not significant predictors in a 

multivariate analysis. Women were significantly less likely to intend to have 

an HIV test if they did not want to learn they were possibly HIV seropositive. 

This finding is not only in agreement with some of the findings discussed 

above but is also consistent with that reported by Meadows & Catalan (1994). 

Compared with non-intenders, HIV test intenders reported significantly higher 

levels of overall reassurance from testing for HIV and reassurance about 

one’s partner, combined with lower anticipated worry about testing for HIV 

and lower level of anticipated stress while waiting for test results.

- Perceived seriousness of HIV

Perception of seriousness of a disease, such as HIV, could be based on 

either its perceived prevalence in the community or its impact on the 

individual and community, or both. In light of HBM, such perceptions are 

believed to promote adoption of health seeking behaviour. In the present 

study, while the understanding of the true prevalence of HIV in London was 

uniformly underestimated by both test-intenders and non-intenders, such 

knowledge was significantly lower among the latter. Although this concern
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was not a significant predictor in the multivariate analysis, possibly on account 

of interaction with one of the significant predictors, its value in determining the 

test intentions cannot be underestimated.

- Peer and reference group pressure and advice from others

Frequently, behaviour change occurs within a context of socially accepted 

beliefs and behaviours. Such societal and community norms, including peer 

and reference group beliefs and advice, are influential determinants of 

preventative behaviour. In light of the HBM, certain variables, such as a 

doctor’s recommendation to test for HIV and belief that “many women have 

the HIV test" or knowing other women who have tested for HIV, would have 

been expected to predict HIV testing intentions. Although such variables were 

found to be significantly associated in the bivariate analysis of intention to test 

among all women they did not emerge as independent predictors of test 

intention. Even a doctor’s recommendation to test for HIV was only a 

considered by 36% of all women and was not per se found to be associated 

with test intention. This is surprising given the evidence that the midwife seen 

is a strong predictor of uptake of antenatal HIV testing (Simpson et al., 1999; 

Simpson et al., 1998; Duffy et al., 1998; Jones et al., 1998). Due to current 

absence of provision of VCT for HIV in TORCs and FRCs it was not possible 

to study the “midwife effect” in these settings.

Few past studies have examined the role of societal and peer group norms 

and partners influence on HIV testing and further research is required to 

explore possible interaction of these factors with other variables that have 

been found to influence testing decisions. Peer group influence is a known 

social influence on sexual behaviour (VanLandingham et al., 1998) and is a 

widely researched notion in HIV prevention research, particularly among 

adolescents and high-risk groups. However, there is a need to conduct 

research on peer and reference group influence on sexual behaviour in 

mainstream relationships.
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Perceived benefits and barriers to HIV testing

Stigma and discrimination, following a diagnosis of positive serostatus are 

well documented and would therefore have been expected to act as potential 

barrier to test intention, which was not the case in this study. Although 

anticipated stigma and discrimination was a concern for 49% of all women, 

and 44% were concerned that their health care would be affected, should the 

test result be positive, these factors were not found to be associated with HIV 

test intention in the bivariate or multivariate analysis.

While this study included few items aimed at measuring anticipated stigma 

and discrimination in case of a positive HIV test result, it is possible that these 

items have not adequately captured the issue of stigma and discrimination, 

which may act as barriers to HIV testing. As such the influence of anticipation 

of stigma and discrimination should be systematically examined in future 

studies of similar nature.

7.5 Limitations of the methodology

Like any clinic-based cross-sectional study, the present study is not free from 

certain potential limitations and shortcomings attributable to the research 

design and methodology. It is important to keep these in consideration when 

interpreting the findings. Some of these have been described in Chapter 3. 

The main methodological limitations and their possible implications on the 

findings are discussed in this section.

7.5.1 Cross-sectional design

The research study was cross-sectional in design and hence the findings 

have limitations as they are based on observations made at only one point in 

time. Repeated cross-sectional surveys in different reproductive health care 

clinics would be more informative as they would elicit the changing client and 

provider perspective in terms of rapid preventative and therapeutic advances 

made in the area of HIV/AIDS. Changes in patient knowledge, beliefs and
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behaviours may occur over time due to exposure to health educational 

information, greater familiarity with others infected or affected by HIV and 

availability of new interventions to treat HIV. The causal association of the 

predictive factors with intention to test cannot be ascertained in a cross- 

sectional study. Nevertheless, repeated patient surveys concerning HIV 

issues are rare and in the absence of long-term follow-up a cross-sectional 

survey provides an insight into the psychological issues concerning HIV 

counselling and testing for women. Also, the value of a cross-sectional study 

depends on the choice of a non-biased and representative sampling, which is 

discussed below.

7.5.2 Sampling and sample size

The choice of clinics in this study is purposive and the results reflect the 

situation in clinics of similar nature. A future study using a statistically 

representative sample could resolve this issue. Compared with most of the 

previous studies carried out on subject the current study has larger sample. 

However, the fact remains that the sample size in sub groups of TOPC and 

FPC attenders is smaller than in ANC, resulting in wide ranging confidence 

intervals in these two groups.

7.5.3 Volunteer bias due to non-participation by some clinic attenders

Non-participation by some women in this survey could affect the results if they 

differ from the participants in terms of certain characteristics, such as 

exposure to HIV risk or ethnicity. This may lead to volunteer bias, which could 

affect the results. These non-respondents could not be followed-up and 

compared with the study participants to ascertain if such differences existed. 

Future studies could benefit from efforts to increase motivation among the 

non-participants or by repeated contacts.
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7.5.4 Exclusion of non-English speaking women

London maternity clinics are attended by a multicultural clientele. The funding 

for this study did not allow for questionnaire translations. Therefore, women 

who did not have sufficient English to complete the questionnaire were 

excluded from the survey. This raises a number of issues. When drawing 

inferences from the results it is of importance to realise that they may not be 

extrapolated to non-English speaking women. More importantly, the HIV 

epidemic in pregnant women in London has been shown to affect certain sub

groups, such as women originating from countries where HIV is highly 

prevalent. A recent study reports that UK resident black African communities 

maintain close links with their countries of origin, with about 45% of both men 

and women visiting their country in the previous 5 years (Fenton et al., 2001). 

In fact, 95% of maternal HIV infections in Greater London have been acquired 

abroad (PHLS, 2001).

It is therefore possible that this survey failed to capture data from women 

infected or affected by HIV who do not have English as their native language, 

although the local sub-Saharan immigrant population resident in London 

predominantly speak English. Thus, this may represent a bias in the data 

limiting the level of understanding for the very group at greatest need. 

Although English-speaking ethnic minority women were represented in the 

study populations, their non-English speaking counterparts were not. Caution 

should therefore be exercised when interpreting the results. A 

recommendation for future studies would be to assess the psychological and 

social impact of VCT for HIV for non-English speaking UK residents and to 

ensure that the HIV service provision is culturally sensitive and acceptable.

7.5.5 Limitations of the questionnaire tool

- Intention to test for HIV as outcome variable

The findings concerning HIV test intentions, as expressed by the women prior 

to the consultation, cannot be used to predict actual HIV test uptake in this
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survey, bearing in mind that data on intentions relate to hypothetical decision 

making around HIV testing. The adoption of intention to test for HIV as the 

outcome variable instead of using records of actual uptake of HIV testing is 

therefore a limitation of the survey methodology. Although reported intention 

to have an HIV test can be considered as a proxy for uptake, some 

discrepancy would have been likely between the percentage of women 

expressing an HIV test intention and women proceeding to test for HIV. The 

content and length of HIV discussion or counselling may also influence these 

decisions either way. HIV test intention may not be sufficient condition for 

uptake, unless there is a direct test offer immediately after the survey, or 

other such influence. Some women may not have thought of testing for HIV 

until the test has been directly offered or recommended to them by medical 

staff. Others may be undecided about whether to test for HIV or not. It is also 

possible that participation in the research study may have influenced the HIV 

testing decisions. The complexity of decision-making around HIV testing has 

also been shown by lower return rates for collection of results compared with 

acceptance rates for HIV testing (Cartoux et al., 1998).

In summary, intention to test for HIV is not necessarily a sufficient 

determinant of actual HIV uptake rate. Given the anonymous nature of the 

survey methodology adopted for this research, it was not possible to link data 

on intention and uptake. Past studies, reviewed in Chapter 2., have relied on 

data on either HIV test intentions or uptake. It would be useful for future 

studies to record HIV test intention before and following the consultations as 

well as actual uptake from clinic or laboratory records, to enhance 

understanding of the interrelationship between these measures.

- HIV risk assessment

Self-administered questionnaire, in comparison with one-to-one interview, has 

limitations in terms of reliability and validity, in particular with respect to 

sensitive information such as sexual risk behaviour and life style related risk 

activity. Ideally, qualitative research methods would have been used to 

validate sensitive life style information as disclosed by the study population.
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One-to-one interviews could have contributed to the understanding of HIV risk 

profile of the women and it would be recommended for future studies to 

complement quantitative assessment of HIV risk factors and behaviours with 

qualitative research. At least, validation by split-half method would provide a 

measure of the reliability of the risk assessment data.

7.5.6 Shortcomings of the HBM as a theoretical framework to account for 
contextual factors (eg. cultural Influence)

The Health Belief Model is one of the theoretical models, derived from 

psychological learning theory, which has been proposed to predict 

compliance and uptake of health protective behaviours, such as smoking 

cessation and screening uptake. Although it has proved useful in predicting 

and explaining behaviour in various contexts it has not been exclusively 

designed to explain the uptake of any specific health related behaviour, such 

as HIV testing intention or uptake, the main outcome variable in this research. 

In addition, unless a theoretical model is incorporated in the planning and 

design of the research study, it obviously leads to certain constraints in 

interpreting the findings due to non-inclusion of all the independent variables, 

such as social class or personality as is the case in this research.

Perhaps the main shortcoming of the HBM in explaining the findings from this 

research rests in the model’s emphasis on the “rational” individual who makes 

conscious decisions about different health related behaviours while 

overlooking the role of contextual, relational and cultural factors which 

frequently impede uptake of health seeking behaviour and sustained 

behaviour change (Wingood & DiClemente, 1999). In the context of the HIV 

epidemic it is well accepted that the socio-economic and cultural context 

combined with the legal and policy environment drive the course of the 

epidemic (Gibney, 1993) leaving many individuals vulnerable to HIV and other 

illnesses.

Determinants and predictors of HIV testing intentions could also be explained 

with elements of different psychological models of behaviour change. For 

example, some of the elements of the Theory of Reasoned Action would
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seem relevant to decision making around HIV testing. After all, the Theory of 

Reasoned Action maintains that behaviour is directly determined by intention. 

Nevertheless this suffers from the same shortcoming as the HBM insofar as it 

does not account for “irrational” behaviour or changes in initial decisions 

(Sarafino, 1990). More importantly the theory does not incorporate the role of 

the prior experience of the behaviour by the individual, a major limitation in 

the context of HIV testing given the evidence and frequency of repeat testing 

for HIV by individuals (Norton et al., 1997). Therefore adoption of the Theory 

of Reasoned Action would not have appeared to be a superior choice 

compared with the use of the HBM for this research. A third alternative would 

have been the Stages of Change Model (Prochaska & DiClemente, 1984), 

which suggests that individuals proceed through various stages when trying to 

change or acquire certain behaviour. This model would seem more 

appropriate in the sense that it allows for changes in HIV testing intentions 

and decisions and measures the degree of behaviour change (eg. pre

contemplation, contemplation) while it may not be the best model to interpret 

which factors or variables are closest to explaining and predicting the process 

of individual HIV testing decisions in a cross sectional study. Ideally a 

theoretical framework, which would incorporate the strongest elements of 

each of the individual models, could have been utilised. Development of more 

adequate theoretical frameworks, which could be adopted specifically to 

explain HIV testing decisions, would be useful.

7.5.7 Quantitative approach to data collection

The main advantages and shortcomings of quantitative and qualitative 

research methodologies have been addressed in Chapter 3. (section 3.7.3), 

including the limitations of this research which adopted a quantitative 

approach to data collection and analysis. The quantitative approach adopted 

did not allow for providing rich contextual data that a qualitative research 

methodology could have offered to understand the complex sociobehavioural 

elements in women’s decision making surrounding HIV testing. Qualitative 

interviews with women could have substantially increased the richness and 

quality of data by eliciting information on risk factors and behaviours.
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concerns about testing for HIV, including psychological impact of HIV testing 

and other research items. Most crucially, exploratory focus group discussions 

and one-to-one interviews should have been employed to identify and 

discover client views on VCT for HIV among FPC and TOPC women.

7.5.8 Statistical analysis

For the multivariate analysis, a simple multivariate model was built without 

constructing interaction and modifying variables. However, the HBM implies 

that some of the factors are operative through intermediate variables. 

Therefore construction of intermediate variables could have provided an 

improved insight on the predictive value of specific factors, such as the type 

of clinic attended.

7.6 Conclusions and recommendations

The effectiveness of VCT for HIV as a preventive approach in general, and as 

a strategy for prevention of mother-to-child transmission in particular, has 

been well established. Since the advent of the medical interventions to reduce 

the risk of mother-to-child transmission of HIV, the Department of Health 

(DoH, 1999) has called for efforts to increase the uptake of antenatal HIV 

testing in the UK. However, despite overall high endorsement of VCT for HIV, 

antenatal HIV test uptake remained a challenge at the time of this study and 

many HIV positive women deliver unaware of their seropositive status. This 

necessitates examination of possible reasons for poor uptake and exploration 

of potential of other reproductive health care venues, such as FPCs and 

TOPCs, for successful implementation of strategies for prevention of both 

horizontal and vertical transmission.

Health seeking behaviour, not to mention HIV testing intention and uptake, is 

determined by various demographic, pscyho-social and service related 

factors. Identification of the specific determinants, and understanding of their 

plausible roles, in influencing HIV testing intention and uptake is crucial. 

Several psychological models provide a possible framework for understanding
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the interrelationship of such variables. The HBM is one of the prominent 

models used to predict and explain health seeking behaviour in the 

psychological literature.

This study, conducted to examine the characteristics of women attending 

different reproductive health care clinics, such as AN, TOP and FP clinics in 

order to identify possible differences between the women attending these 

clinics, attempts to determine best predictors of HIV testing intention within 

the HBM framework through multivariate analysis. Although HIV testing 

uptake would have been a preferred outcome variable, due to its non

availability owing to reasons related to confidentiality, 'intention to test', was 

used as a surrogate. Data were collected cross-sectionally using a self

administered questionnaire among consecutive women (n=1080) attending 

TOP, FP and ANC in North London during 1996 and 1998.

An analysis of knowledge and attitudes of the women across the clinics 

indicated that although nearly two thirds of women endorsed universal offer of 

HIV test and anticipated reassurances from HIV testing, and disclosed past 

risks (30%), the level of their knowledge about HIV and expressed level of 

test intention (29%) were low. In addition, low reported rate of HIV testing 

history (25%) and partner testing intention (10%) were noted. These findings 

highlight the ongoing need to promote HIV prevention through VCT in these 

settings.

Comparison of the three clinic populations revealed differences in terms of 

demographic and reproductive characteristics, level of risk disclosure, HIV 

knowledge, worry about past risks and other factors. An effort was therefore 

made to determine the relative importance of these variables in explaining the 

variability in test intention between groups and to identify the best predictors 

through a multiple logistic regression model.

Chart 7.1 below summarises the independent predictors of HIV testing 

intention organised in the context of the HBM. As can be seen in the chart, 

variables which were found to predict HIV testing intention included reported
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partner HIV test intention (socio-psychological variables), prior HIV test 

experience (structural variables), worry about past HIV risks (cues to action), 

high reassurance from testing (perceived benefit) and not wanting to think 

about HIV at the time of the clinic attendance (potential barrier).

Chart 7.1 Summary of predictors of HIV test intention

Perception and m odifying factors A ssessm ents

SOCIOPSYCHOLOGICAL
VARIABLES

Partner HIV testing Intention

STRUCTURAL VARIABLES

Prior HIV testing experience

ASSESSED SUM OF PERCEIVED 
BENEFITS

Reassurance about HIV testing 

MINUS BARRIERS

Not wanting to think about to think 
about HIV at the time of clinic 

attendance

CUES TO ACTION '

Worry about HIV risk factors 
(TOPC and FCP women 
only)

V______________________

PERCEIVED THREAT OF ILLNESS 
OR INJURY

c>

OTHER FACTORS

High level of comfort in discussing sensitive issues with staff 
Endorsement of “universal” HIV test offer 
Type of clinic

LIK ELIH O O D
OF

PREVENTIVE
ACTION

Intention to test 
for HIV as a 
surrogate o f 
actual H IV  

testing uptake

In addition, other service related predictors of HIV test intention, which do not 

strictly fit into the HBM framework, included endorsement of “universal” HIV 

test offer, type of clinic attended (ANC) and high level of comfort in discussing 

sensitive life style issues with health care staff. Yet other elements of the 

HBM, including variables, such as age, ethnicity, parity, HIV knowledge, 

perceived seriousness of HIV, personal susceptibility, risk disclosure and peer 

or reference group influence did not figure significantly in determining the 

intention to test in the present study population. Nor did possible cues to

259



action, with the exception of worry about past risks, predict HIV testing 

intention.

Although the type of clinic attended (ANC) emerged as a predictor of test 

intentions among the 1080 women, the observation that sociopsychological 

factors also have a similar influence suggest that, mere expansion of VCT 

network to different clinical settings (such as TOPCs), without addressing 

individual variables, is not sufficient to increase uptake. Nevertheless, in light 

of some of the methodological limitations inherent in this research, including 

relatively small sample sizes in TOPCs and FPCs, future research is required 

to clarify the exact role of the type of clinic as a variable in determining HIV 

testing uptake, while taking into account other possible confounders.

Importance of the improved understanding of predictors of HIV testing 

intentions among women can be appreciated from the fact that VCT, in 

addition to it’s role as a diagnostic tool to reduce mother-to-child transmission, 

is also an effective intervention strategy for prevention of horizontal 

transmission. Furthermore, the role of VCT as an entry point for care and 

support among those diagnosed HIV positive, should not be overlooked. As 

such the present findings are of relevance not only for pregnant women but 

also for women of reproductive age in general. In this context, understanding 

of predictors of HIV testing intentions provides a basis for explaining uptake 

among these women and thus becomes pivotal for prevention efforts.

7.6.1 Recommendations for research and implications for practice

The identified predictors clearly signify the central nature of the psycho-social 

elements in determining HIV test intention. In the light of this, it would be 

conducive to address such elements when attempting to enhance uptake of 

HIV testing. These include HIV testing history of women, worry related to 

potential HIV risk exposure, partner HIV testing, communication aspects 

about counselling and the optimal timing and venue for provision of VCT for 

HIV. For example, encouraging partners, where possible, to take part in the 

consultation, as well as couple counselling for HIV, may improve the uptake
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of HIV testing by women. Couple counselling for HIV in the antenatal context, 

or other reproductive clinic settings, is yet to be explored in the UK. Further, 

systematic and detailed assessment of HIV test history during pre- test HIV 

discussion or counselling would be beneficial.

The significant observation emerging from these findings is that demographic 

factors, such as ethnicity or age or “illness related" factors, such as perceived 

risk of HIV, knowledge about HIV, which in the context of the HBM are 

expected to determine HIV testing intention, did not emerge as independent 

predictors in this study. On the contrary, it was HIV 'test related' or ‘service 

related’ variables, such as reassurance about HIV testing’, ‘comfort in 

discussing life-style issues with health care staff’, ‘prior HIV testing’ and 

partner HIV test intention’, which were found to predict test intentions of 

women. The role of partners in influencing test decisions of women is further 

reflected in the independent association between reported partner testing 

intention and expressed test intention by women. Inter-personal and social 

ramifications arising out of disclosure such as stigma, discrimination and 

discordance among couples, may override the role of ‘risk perception’ and 

knowledge about disease’ as independent predictors, in the case of HIV, 

whereas these factors may be significant predictors of health seeking 

behaviour, including screening uptake, in the context of other diseases such 

as cancer. The limited role of these variables as predictors in the case of HIV 

should be taken note of in future research into VCT. At the same time, 

adequate focus on test related issues such as ensuring non-judgmental 

atmosphere to provide ‘comfort in discussing sensitive life style issues’, and 

reassurance about HIV testing as well as inclusion of partners in decision

making about HIV testing would enhance HIV test uptake. Unless counselling 

allows a confidential and safe environment for women to explore HIV risk 

exposure as well as possible benefits, and potential adverse impact of testing 

for HIV, uptake of HIV testing is likely to remain low. These findings highlight 

the importance of quality of communication during the consultation as well as 

quality of HIV specific discussion and counselling through ongoing training for 

health care staff.
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It is noteworthy that these ‘test-related’ predictors are mostly modifiable 

variables. Had non-modifiable factors, such as demographic variables, been 

found to predict intention to test for HIV, they would have at best served as 

markers with little value to interventions as they cannot be altered.

In the rapidly evolving HIV/AIDS epidemic psychosocial research provides 

important inputs to enhance the quality of health care service. In view of the 

findings emerging from this research, the following recommendations could 

be considered for development of policies, procedures and services for VCT, 

as well as recommendations regarding future research and methodological 

issues.

Recommendations related to VCT services for HIV:

• In view of the low level of knowledge about HIV, interventions, testing and 

right for consent and test refusal, there is an ongoing need to promote 

measures to increase patient awareness on the following issues 

surrounding HIV and HIV testing in order for women to make informed 

decisions and exercise their rights:

> State-of-the-art information on HIV, including modes of 

transmission and available interventions;

> Right for informed consent prior to an HIV test and right to refuse 

an HIV test offer. In addition it may be useful to clarify the 

difference between named voluntary HIV testing and unlinked 

anonymous HIV surveillance.

• Given the high level of endorsement of universal HIV test offer in TOPCs 

and FPCs, there is a need to consider implementation of voluntary 

counselling and HIV testing in these clinics;

• Service providers need to acknowledge the potential HIV risk exposure as 

documented in this study, indicating the HIV vulnerability faced by many 

women, in particular in the TOPC group. This points to an ongoing need to 

promote HIV risk reduction counselling through VCT in all clinics attended 

by women of reproductive age. This approach would also offer an 

opportunity for promoting pre-pregnancy testing in FPCs;
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The finding that endorsement of universal HIV test policy emerged as a 

predictor of HIV test intentions indicates the need to employ a differential 

strategy for women who endorse, and those who do not endorse routine 

HIV testing, in attempts to enhance overall HIV test uptake by women;

The need to acknowledge the central role of specific factors found to 

predict HIV test intentions, including reported partner test intention, HIV 

testing history, anticipated high level of reassurance from HIV testing and 

endorsement of routine HIV test offer to all clinic attenders, with 

implications for quality and content of communication and pre-test HIV 

discussion and counselling;

Further to the above recommendation there is a need to give due 

consideration to the above discussed socio-psychological elements, found 

to predict HIV test intentions among women of reproductive age and to 

address:

> quality of communication and a safe, non-judgemental atmosphere 

to allow women to feel comfortable to discuss issues surrounding 

HIV and VCT;

> involvement of partners in HIV discussion (couple counselling);

> systematic assessment of HIV testing history;

> assessment of HIV risk profile with greater focus on worry about 

potential risk exposure in addition to disclosure of actual risk 

factors and behaviour;

> preference for optimal timing and setting for HIV discussion in light 

of the “clinic attended” emerging as a predictor.

Recognise the crucial role of partners in influencing women’s HIV test 

decisions and therefore the need for inclusion of male partners in HIV 

discussion and counselling, where possible. Partner involvement could be 

operationalised through couple counselling for HIV;

Acknowledge the high level of endorsement of VCT for HIV service 

provision among women among TOPC and FPC attenders thus 

highlighting the need to consider planning and implementation policies 

and procedures for VCT for HIV in these clinics. In the absence of an on

site service, HIV VCT service information could systematically be provided
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about other accessible sites for VCT for HIV, including GUM and same- 

day HIV testing clinics.

In terms of future research studies on VCT for HIV, the following

recommendations may be considered:

• The low overall level of HIV test intention, despite high level of 

endorsement of routine HIV test offer, suggests a need to undertake 

further research in order to identify appropriate strategies for enhancing 

the acceptability and efficacy of HIV VCT service among reproductive 

health care clinic attenders in London;

• Improvement of theoretical frameworks, which could attempt specifically to 

explain HIV testing intentions and decision making of women;

• Incorporation and standardisation of the (above mentioned) key elements 

emerging from this study into a modified pre-test HIV discussion 

approach. Once such a new approach is designed, to undertake an 

operational research study to evaluate the effectiveness of the new 

approach compared with current VCT practice;

• Further examination of the exact role of “endorsement of universal HIV 

test offer” as a factor determining HIV test uptake of women;

• Re-examination of “negative” findings such as the lack of predictive value 

of age, parity, HIV knowledge, risk disclosure and perception of 

seriousness of HIV and personal susceptibility to HIV, peer and reference 

group influence (eg. advice from doctors) and anticipated stigma and 

discrimination on test intentions and uptake;

• Recognising the need to further study the “type of clinic” as a predictor on 

HIV test intention;

• Inclusion of partners of women, and male clinic attenders, into future 

studies related to voluntary counselling and HIV testing in the context of 

reproductive health care settings;

Although it was beyond the scope of this study, it would be useful to assess

the psychological impact of recent advances made in diagnostics, such as

rapid simple testing during delivery, in future research on VCT for HIV.
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Issues related to methodology and questionnaire items to be considered in 

future research include:

• Maximising the representativeness and eliminating possible bias in 

sampling by increasing the samples sizes, in particular in TOPCs and 

FPCs;

• Limiting volunteer-bias by increasing study participation among potential 

non-participants, for example through repeated invitations to participate;

• Inclusion of non-English speaking UK resident women in similar studies to 

allow assessment and understanding of the psychological and social 

impact of VCT for HIV on the women and to ensure that HIV VCT service 

provision is culturally sensitive and acceptable for these women. Their 

inclusion could be ensured either through utilising translated questionnaire 

materials or by employing interpreters for one-to-one interviews or focus 

group discussions;

• Adopting a combination of both quantitative and qualitative surveys, 

including key informant interviews and focus groups discussions for 

triangulation and validation of data on risk factors and behaviours, worry 

about risk exposure and level of comfort about HIV testing etc.

• Recording HIV test intentions before and following consultations as well as 

collecting data on actual uptake of HIV testing, rather than its proxy, 

“intention to test”, from clinic or laboratory records, and to assess the 

interrelationship between the two measures;

• Standardising and adapting available risk assessment tools following 

adequate evaluation of their validity, reliability and sensitivity in a given 

setting.

• Assessing items on attitudinal statements, beliefs and perceptions for 

validity and reliability.

Utilisation of the findings of this research may be limited for two main 

reasons. First, issues of partner HIV test intention and uptake of HIV testing 

by women need to be viewed in the context of environment and cultural 

background including gender issues. Second, emergence of the “clinic
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attended” (ANC) as a strong predictor, with independent association with test 

intention, requires further research for enhanced understanding.

7.7 Overall conclusion

Voluntary counselling and testing for HIV has been available for over 15 years 

in the UK and antenatal HIV testing has been advocated by the DoH for 10 

years (DoH, 1992). This study, however, confirms low levels of HIV test 

intention, despite a high level of endorsement of universal test offer, among 

women attending reproductive health care clinics in London.

The above described scenario of low uptake of HIV testing among women of 

reproductive age, in particular among ANC attenders, may not change much 

despite possible introduction of VCT for HIV in TOP and FP clinics, unless the 

complex psycho-social elements and service related issues surrounding the 

VCT policies and practices are addressed. Considerations that require 

attention include quality of communication and counselling which reinforces 

risk perception and benefits of testing, enables women to feel comfortable to 

discuss sensitive life-style issues and provides reassurance from testing. In 

addition, it is important to acknowledge the partner’s role in the woman’s HIV 

test decision; making their involvement in the VCT process desirable. 

Exploring broader issues, such as normalisation of HIV testing in the society 

and discussion of HIV within relationships, both of which were beyond the 

scope of this study, are subjects for future research.

Many areas, which have remained unresolved following this research 

highlight the fact that VCT for HIV among women of reproductive age requires 

further research efforts focusing on both development of psychological 

theories and operational issues.

The role of VCT in HIV prevention among women of reproductive age must 

be viewed in the wider context. It enables HIV positive pregnant women to 

make informed decisions about interventions aimed at reducing vertical 

transmission. It also serves as an entry point for care and support.
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Furthermore, it is a cost-effective intervention for averting horizontal 

transmission in the general population.

In conclusion, ongoing research is required to guide policy decisions related 

to VCT service provision for all women of reproductive age, and not only to 

those who are pregnant. A broader HIV prevention strategy targeted at 

women of reproductive age would not only aim to reduce incidence of mother- 

to-child transmission but horizontal transmission as well, given that prevention 

of new HIV infections among women will ultimately result in fewer pediatric 

HIV cases. Currently many women only receive an HIV diagnosis and 

treatment when they become pregnant or fall ill. It is every woman’s basic 

human right, irrespective of her pregnancy status, country of residence, or 

any other similar factor, to have access to the highest attainable quality 

reproductive health care including VCT for HIV, care and support.
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n a n :  P ' c  l e s s o r  F r a n c e s  H e i d e n s o h n  
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H E A L T H  A U T H O R I T Y

W h e r e  h e a l t h  m a t t e r s

Chairman: Brian Blackler
Chief Executive: Christine Outram

15 April 1997 
Ref: HL/CH

Dr Lorraine Sherr 
Department of Primary Care 
and Population
Royal Free Hospital School of Medicine 
Rowland Hill Street 
London NW3 2PF

Dear Dr Sherr

361 - Study of HIV Counselling in Pregnant Women

I write to inform you that the amendments to the above study contained 
in your letter dated 19th March 1997 have been approved.

The Committee look forward to receiving a copy of your interim report in six 
months time or at the end of your project if this is sooner.

Yours sincerely

Mrs L H Lpson
Chair
Enfield & Haringey Health Authority 
Local Research Ethics Committee

Please reply to:

O  Holbrook House, Cockfost^s Road 
Barnet, Herts. EN4 ODR 
Tel: 0181-440 9384 
Fax: 0181-449 5945

Alexander Place, L o w c t  Park Road 
New Southgate, London N i l  1ST 
Tel: 0181-361 7272 
Fax: 0181-361 6126

85 Tanners End Lane, Edmonton 
London N18 ISB 
Tel: 0181-803 1444 
Fax: 0181-887 0037



Chairman Brian Black lei
Chief Cxecunve: Chnsune O uLrain

14 August, 1996 
Ref: HL/CH

Mr Stanley Okolo 
Consultant Obstetrics/Gynae. 
North Middelesex Hospital

Dear Mr Okolo

361 - A study of HIV counselling in pregnant women

I write to inform you that the above study has been considered by the Local Research Ethics 
Committee and has been approved subject to the following provisos:

1. Questionnaire - Health Authority’s criteria to be used to list racial background (copy attached).

2. To liaise with Gillian Hamer, HIV Antenatal development counsellor (based at the House in 
Enfield) to ensure that the study is consistent and in line with her work and the Health 
Authority’s priorities.

Confirmation that the committee's recommendations have been incorporated is required before 
commencement of study.

Yours sincerely

h iiU
Mrs L H Lipson
Chair, Enfield & Haringey LREC

Please reply to:

O  Holbrook House, Cockfosters Road 
Baniel. Herts. EN4 ODR 
Tel: 0181-440 9384 
Fax: 0181-449 5945

Alexander Place. Lower Park Road 
New Southgate. London N il 1ST 
Tel: 0181- 361 7272 
Fax: 0181-361 6126

O  85 Tanners End Lame, Edmonton 
London N18 ISB 
Tel: 0181-803 1444 
Fax: 0181-887 0037



Appendix 2.

Sample of informational material and informed consent form used in
antenatal clinics
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European Ante-Natal HIV Testing Study

PROFESSOR EMERITUS C.N. HUDSON
Dept, of Obstetrics & Gynaecology
St. Bartholomew’s Hospital
West Smithfield
London ECl A 7BE
United Kingdom

Tel: (44)0171 6017179 
Fax: (44)0171 601 7128

DR LORRAINE SHERR
Dept, of Primary Care & Population Sciences
Royal Free Hospital School of Medicine
Rowland Hill Street
London NW3 2PF
United Kingdom

Tel: (44)) 0171 8302129 
Fax: (44) 0171 794 1224

Dear Clinic Attender,

We are conducting a study in ante natal clinics in various London hospitals, including 
North Middlesex Hospital. The study aims to find out about your attitudes and 
feelings towards ante natal tests (such as Rubella, Hepatitis and HIV), screening and 
service provision. We would like you to complete a questionnaire while you are 
waiting for your appointment with the midwife or doctor.

All information given by you is strictly confidential and will not be passed on to 
the staff caring for you. The information will be gathered as a group and no individual 
questionnaires will be identified as we are only interested in pooled information which 
will help us to understand the experiences of pregnant women in order to improve the 
services.

If you would like more information about the study you will find it on the other side of 
this sheet. Please keep it for your information. Do not hesitate to ask the research team 
questions regarding the study.

If you have understood the purpose of the study and are willing to take part in it please 
sign the attached consent form. When you have completed the questionnaire please 
place it in the envelope provided and drop it in a box at the reception area.

This study has been fully approved by the ethical committee of the 
Enfield & Haringey Health Authority.

Your help is appreciated and we would like to thank you in advance 
for taking the time to complete the questionnaire.
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Information about the Ante Natal Testing Study

What is the reason fo r  this studyl

We are interested in finding out about your experiences, views and feelings towards 
ante natal testing. This information will be helpful in order to improve services for the 
ante natal clinic attenders.

What w ill happen as a result o f  the studyl

We are hoping to promote the views of women when new policies are planned with
regarding
ante natal testing.

How is the information being collectedl

We have designed a questionnaire for the women attending this clinic. We will also be 
interviewing staff members.

What w ill be done with the questionnaires!

The individual responses and questionnaires will remain confidential and no one 
outside the research team can have access to them. We will simply enter all the 
information anonymously on a computer and carry out a statistical analysis. This will 
allow us to understand women’s experiences in this ante natal clinic.

If you do not wish to take part in this study you are free to decline 
and your care will not be affected as a result.

308



study on Ante Natal Testing

C o n se n t F o rm

I have read the information regarding this study and understand that my responses are 
confidential.

I agree to take part in this research study. 

Signed___________________________

Date

Please drop this form into a box provided in the reception area.

Thank you!
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Appendix 3.

Questionnaire designed to examine HIV testing issues for pregnant 
women attending antenatal clinics
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STUDY NO. SOC9520058705F202 

PRE CONSULTATION QUESTIONNAIRE

Date / / Study Number

1. Date o f  birthl day month year  2. How many months pregnant are you ? ( 2 )

3. How many times have you been pregnant^

4. Have you ever had a miscarriage? Yes I I

5. How many children do you have?

No O

6. What is your country o f  birth?

7. How would you describe your racial background? {îoWowmg OPCS Major Ethnic Classification 
Categories)

□ Black-African □ White
□ Black-Caribbean □ Indian/Pakistani/Bangladeshi
□ Black-Other □ Oriental
□ Irish □ Cypriot
□ Turkish □ Other/Mixed (please specify)

8. How would you describe your ‘relationship status ’? 
r~l Married I I Divorced/Separated
1 1 Stable partnership O  Single n  Other

9. Please rate your feelings now N o t a t  a l l S o m ew h at M o d e ra te ly  so Very M u c h
I feel calm □ □ □ □
I am tense □ □ □ □
I feel upset □ □ □ □
I am relaxed □ □ □ □
I feel content □ □ □ □
I am worried □ □ □ □
I feel nervous □ □ □ □
I feel at ease □ □ □ □

10. Please rate about ante natal tests in general Not at all Very much so
I find all tests confusing 1 2 3 4 5
Thinking about tests makes me worried 1 2 3 4 5
I want to know as much about my pregnancy as possible 1 2 3 4 5
I wish I didn’t have to think about all these tests 1 2 3 4 5
I find all ante natal tests reassuring 1 2 3 4 5
There are too many decisions to be made with all the tests 1 2 3 4 5
I worry about finding out that my baby may be abnormal 1 2 3 4 5
I find it hard to remember all the names of tests and what they mean 1 2 3 4 5
I personally disagree with ante natal screening 1 2 3 4 5
Tests are in the best interests of my baby 1 2 3 4 5
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11. Please answer the questions by placing a tick (V) if YES, a cross (X) if NO and ? if you DON’T KNOW in each box

Hepatitis HIV Syphilis Rubella
Down’s

syndrome
Blood
group

Have you ever heard of the following tests? □ □ □ □ □ □

Which may be done on your blood? □ □ □ □ □ □

Did you receive written information (pamphlets) on the following? □ □ □ □ □ □

Did you read it? □ □ □ □ □ □

Do you expect these tests? □ □ □ □ □ □

Do you believe your permission will be asked separately for each test? □ □ □ □ □ □

Do you believe you can refuse each of these tests? □ □ □ □ □ □

Do you intend to have these tests?
1= Yes 
2= No
3= Undecided
4= Decide to follow individual medical advice

□

Please put a number in each box

□  □  □ □ □

How worried do you feel about having these tests?
1=Not at all 2= Somewhat 3= Moderately so 4= Very much so □ □ □ □ □ □

How reassured do you feel about having these tests?
1=Not at all 2= Somewhat 3= Moderately so 4= Very much so □ □ □ □ □ □

How would you like to receive the results of these tests?
1= Told when available 2= Over the telephone 3= No preference 
4= Told at next appointment 5= In a letter □ □ □ □ □ □
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12. Please tick one or more boxes beside each question

When you give a urine sample what is it tested for?
□  sugar 
r~l twins
I I don’t know

I I to see if there is infection 
r~l protein

Amniocentesis is used to sample fluid from around the baby. This may be use to detect...
I I blood group problem for the baby (Rhesus)
r~l diabetes
I I Down’s syndrome

To which group is amniocentesis commonly ojfered ?
I I women with blood group antibodies
r~1 women with a family history of spina bifida 
I I don’t know

When is blood taken for a spina bifida test!
I I 16-18 weeks in pregnancy
I I when the baby is bom

HIV can be passed from a mother to her baby 
r~l during pregnancy
I I during breast-feeding

I I Sickle cell disease 
I I Spina bifida 
I I don’t know

I I all pregnant women 
n  women aged over 38

I I 34-36 weeks in pregnancy 
I I don’t know

r~l during delivery 
I I don’t know

The following can reduce the risk o f HIV infection from mother to the baby 
I I Caesarean section Q
r~l Bottle feeding O
r~l Antibiotics F I

Vitamin A 
AZT dmg treatment 
Don’t know

Yes No Don’t know
I f  the baby tests HIV positive he/she will stay infected CH CH CH

I f  a woman has become HIV infected while pregnant she
is more likely to pass the infection to her baby CH CH CH

I f  the woman has tested negative for HIV in an earlier
pregnancy she does not need another test EH F ] I I
Pregnancy causes the health o f  HIV positive women to deteriorate EH EH EH
HIV test can be carried out on blood left over from another test EH EH EH
After HIV infection it can take 3 months before HIV
can be detected with a test EH EH EH

All pregnant women have a named (identifiable) HIV test EH EH EH

Blood tested fo r HIV can always be traced by name EH EH EH

13. Please rate your opinion on why an HIV test is offered to pregnant women
Do not agree Agree

For the mother’s health 1 2 3 4 5
For the baby’s health 1 2 3 4 5
For the partner’s sake 1 2 3 4 5
For medical management 1 2 3 4 5
Doctors’ need to know 1 2 3 4 5
Midwives’ need to know 1 2 3 4 5
To decide whether to continue with the pregnancy 1 2 3 4 5
For prevention of future infection for all pregnant women 1 2 3 4 5
Research 1 2 3 4 5
Public health planning 1 2 3 4 5
Social services involvement 1 2 3 4 5
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14. To what extent Not at all
Is HIV infection a concern for pregnant women 
Do you worry about risks you may have taken in the past 

which might have exposed you to HIV 
Would you feel comfortable discussing the following with the midwife; 

HIV infection
Sensitive information about your life style 
Your sexual behaviour 
Option of an HIV test for yourself 

Is it important for pregnant women to receive information 
about HIV prevention 

Pregnant women can prevent themselves from getting infected

1 2 3
Very much so

4 5

1 2 3 4 5

Very much so
4 5 

5 
5 
5 
5

15. How much would the HIV test: Not at all
Re-assure you about your partner 1 2
Be difficult for you to talk to your partner about 1 2
Enable you to do the best for the baby 1 2
Make you worry about insurance 1 2
Make you stressed while waiting for the results 1 2
Be yet another test to have to think about 1 2 3 4 5

16. Please rate your personal chances o f having the HIV virus
Not at all likely Q  Unlikely \Z\ Uncertain O  Likely O  Very Likely [ ]

17. Please rate the amount o f  control you think you have over staying HIV negative

No control [ ]  Little control O  Uncertain Q  Some control Q  Very much control [ ]

18. How many women do you believe have the HIV virus in an inner London ante natal clinic?

1 in 100 □  1 in 200 □  1 in 1000 □  1 in 2000 □  1 in 10,000 □  1 in 20,000 □

19. How much information do you expect to be given about HIV in pregnancy!

None O  Very little Q  A moderate amount Q  A lot I I

2Q. Have you talked to your partner about HIVl Yes Q  No Q

21. Thinking about HIV testing would you prefer to have: {please tick one box)

a) No information about HIV & no test
b) No information about HIV in pregnancy but have the test if the midwife/doctor

believes it is in your and your baby’s interest
c) Counselling on risk and whether to test
d) Informational discussion on HIV

22. Who would you like to talk to you about HIV infection and testing!
Specialist HIV Counsellor Q  Family doctor
Do not want a discussion Q  Hospital doctor
Specialist HIV Midwife \Z\ Midwife
No preference Q

□
□□□

□□□
23. I f  you were offered HIV pre-test counselling 

how intrusive would you find the offer!

24. I f  you were offered HIV discussion 
how intrusive would you find  the offer!

Not at all Very much so
1 2 3 4 5

1 2 3 4 5

25. I f  a woman is found to have the HIV infection do you believe the following would happen
Yes No Don’t know 

Midwives attitudes would change ED EH LU
A termination would be recommended LU LU LU
The care they receive would be affected LU LD LU
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26. I f  a baby was found to be affected by the following conditions would you consider an abortion?
No Maybe Yes

Hepatitis □ □ □
Down’s syndrome □ □ □
HIV □ □ □
German measles □ □ □

’. Have you ever Yes No Don’t
know

Been an injecting drug user □ □ □
Lived outside UK for longer than 3 months in the last 7 years □ □ □
Been a sexual partner of:

an HIV positive man □ □ □
a homosexual/bisexual man □ □ □

an injecting drug user □ □ □
a man with haemophilia □ □ □
a man who has lived in sub-Saharan Africa or in another

country where HIV infection is common □ □ □
Had sex for money or drugs □ □ □
Had a sexually transmitted disease □ □ □
Had a blood transfusion before July 1985 □ □ □

. Have you ever had an HIV test? Yes [ ]  How manyl' ( 0  Not Sure l~~l No l~l

. Do you know other women who 30. Do you know anyone who has the HIV virus?
have had the test? Yes Q  No n  Yes CH How many? No □  Q

. Should all pregnant women be offered an HIV test?Yes □  No □ Not sure □

. What things would go through your mind when considering an HIV test?

Not a Crosses Consider
consideration my mind a lot

Many pregnant women have the test □ □ □
I think I am at risk □ □ □
I want the best for my baby □ □ □
I do not want to make a fiiss □ □ □
I don’t think I could cope with a positive result □ □ □
I am worried about my health □ □ □
I do not think I have HIV □ □ □
My doctor recommended the test □ □ □
I  do not want to know if I  was positive □ □ □
My partner thought it was a good idea □ □ □
I fear positive result may affect my antenatal care □ □ □
I do not think it is relevant to me but I am happy

for my blood to be tested for public health reasons □ □ □
I don’t want to think about HIV infection during pregnancvl 1 □ □

Many of my friends have had it □ □ □
I  fear stigma &  discrimination if the test was positive □ □ □

33. Does your partner intend to have the HIV testl Yes Q  No Q  Undecided Q  Don’t know Q

34. Imagine that your baby has been bom and is well and healthy. How much do you think having a 
healthy baby would be due to:

Not at all Completely
The care you took during pregnancy 1 2 3 4 5
The care doctors took during your pregnancy 1 2 3 4 5
Chance 1 2  3 4 5
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Appendix 4.

Questionnaire utilised in family planning and termination 
assessment clinics
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PRE CONSULTATION QUESTIONNAIRE

Study Number

1. Year o f birth ? 19_________  2. How many times have you been pregnant'!
{Excluding a possible current pregnancy) 

3. What is your country o f  birth'! ____________________

4. How would you describe your racial background^ (following OPCS Major Ethnic
Classification Categories)

n  Black-African □ White
1 1 Black-Caribbean □ Indian/Pakistani/Bangladeshi
1 1 Black-Other □ Oriental
r~l Irish □ Cypriot
r~l Turkish □ Other/Mixed (please speciiv)

5. How would you describe your ‘relationship status ’?

r~l Married 1 1 Divorced/Separated
r~l Stable partnership LJ Single M  Other

6. Have you ever had a miscarriage'! Yes □ No □  7. How many children do you have'!

8. Please rate your feelings now Not at all Somewhat Moderately so Very Much So
I feel calm □ □ □ □
I am tense □ □ □ □
I feel upset □ □ □ □
I am relaxed □ □ □ □
I feel content □ □ □ □
I am worried □ □ □ □
I feel nervous □ □ □ □
I feel at ease □ □ □ □

9. To what extent Not at all Very much so
Is HIV infection a concern for women attending this clinic 1 2 3 4 5
Do you worry about risks you may have taken in the past

which might have exposed you to HIV 1 2 3 4 5
Would you feel comfortable discussing the following 
with the health care professional

HIV infection 1 2 3 4 5
Sensitive information about your life style 1 2 3 4 5
Your sexual behaviour 1 2 3 4 5
Option of an HIV test for yourself 1 2 3 4 5

Is it important for women to receive information about HIV prevention 1 2 3 4 5
Women can prevent themselves from getting infected with HIV 1 2 3 4 5

10. Please rate your personal chances o f being infected with the HIV virus

Not at all likely \Z\ Unlikely Q  Uncertain Likely Q  Very Likely [ ]

11. Please rate the amount o f  control you think you have over remaining HIV negative

No control Q  Little control O  Uncertain O  Some control O  Very much control O

12. How many women do you believe are HIV positive in an inner London termination clinic?

1 in 100 □  1 in 200 □  1 in 1000 □  1 in 2000 □  1 in 10,000 □  1 in 20,000 □
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13. Please tick one or more boxes beside each question

HIV can be passed from a mother to her baby
□  during pregnancy □ during delivery
1 1 during breast-feeding □ don’t know

The following can reduce the risk o f  infection from mother to the baby
1 1 Cesarean section □ Vitamin A
n  Bottle feeding □ AZT dmg treatment
n  Antibiotics □ Don’t know

Yes No Don’t Know
I f  a baby tests HIV positive he/she will stay infected □ □ □

I f  a woman has become infected while pregnant
she is more likely to pass the infection to a baby □ □ □

HIV test can be carried out from left over blood from another test □ □ □

After HIV infection it can take 3 months before antibodies can be
detected with a test (ie. the test becomes positive) □ □ □

All women requesting fo r a termination are tested routinely fo r HIV  Q □ □

Blood tested for HIV can always be traced by name □ □ □

14. Have you ever Yes No Don’t know
Been an injecting drug user □ □ □
Lived outside UK for longer than 3 months in the last 7 years □ □ □
Been a sexual partner of:

an HIV positive man □ □ □
a homosexual/bisexual man □ □ □
an injecting dmg user □ □ □
a man with haemophilia □ □ □
a man who has lived in sub-Saharan Africa or in another

country where HIV infection is common □ □ □
Had sex for money or dmgs □ □ □
Had a sexually transmitted disease □ □ □

Received a blood transfusion before July 1985 □ □ □

15. How much would the HIV test: Not at all Very much so
Re-assure you about your partner 1 2 3 4 5
Be difficult for you to talk to your partner about 1 2 3 4 5
Make you worry about insurance 1 2 3 4 5
Make you stressed while waiting for the results 1 2 3 4 5

16. How worried would you feel about having an HIV test?

Not at all n  Somewhat [ ]  Moderately so[U Very much so□

17. How reassured would you feel about having an HIV test!

Not at all 1 [Somewhat 1 1 Moderately so Q  Very much sol~~l

18. Do you believe your permission would be asked fo r  an HIV test? Yes EUNo HH Don’t know Q

19. Do you believe you can refuse an HIV test?Yes (%] No O Don’t know 1 1
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20. Have you ever had an HIV testl Yes Q  How many? Not Sure CH No [ ]

2 \. Do you know other women who have had the testl Yes EH No I I

21. Do you know anyone who has the HIV virusi Yes O  How many? C 3  No EH 

2^.Should all women in this clinic be ojfered an HIV testl Yes EH No EH Not sure EH

24. Do you intend to have the HIV test?

Yes EH No EH Undecided EH Decide to follow individual medical advice I I

. What things would go through your mind when considering an HIV test? Not a
Crosses my mind Consider a lot considéra

Many women have the test □ □ □
I think I am at risk □ □ □
I do not want to make a fuss □ □ □
I don’t think I could cope with a positive result □ □ □
I am worried about my health □ □ □
I do not think I have HIV □ □ □
My doctor recommended the test □ □ □
I do not want to know if I was positive □ □ □
My partner thinks it is a good idea □ □ □
I fear a positive result may affect my health care 
I do not think it is relevant to me but I am happy

□ □ □

for my blood to be tested for public health reasons □ □ □
I don’t want to think about HIV infection at the moment □ □ □

Many of my friends have had it □ □ □
I fear stigma & discrimination if the test was positive □ □ □

26. Does your partner intend to have the HIV testl
Yes EH No EH Undecided EH Don’t know EH No current partner EH

27. Who would you like to talk to you about HIV infection and testing?
Family doctor EH Do not want a discussion
Clinic/Hospital doctor EH No preference
Specialist HIV Counsellor EH

□□
28. How would you like the result o f  an HIV test i f  offered to you?

Told immediately when available EH
Over the telephone EH
No preference EH

29. I f  you were offered HIV pre-test counsellin2 

how intrusive would you find  the offer?

Told at next appointment EH 
In a letter EH

Not at all Very much so

1 2 3 4 5

30. I f  you were offered HIV discussion how intrusive would you find the offer? 1 2 3 4 5

31. Thinking about HIV testing would you prefer to haye: {please tick one box)

a) No information about HIV & no test EH
b) No information about HIV but have the test if the doctor believes it is in your interest EH
c) Counselling on risk and whether to test EH
d) Informational discussion on HIV EH
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Publication 1:

Bergenstrom, A., Sherr, L., Okolo, S. (1999).HIV testing and prevention: 
family planning clinic attenders in London. Letter to the Editor. 

Sexually Transmitted Infections, 75 (2), 130.
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130 Sex Transm / « / 1999;75:130-138

LETTERS TO 
THE EDITOR

H I V  t e s t i n g  a n d  p r e v e n t io n :  f a m i l y  

p l a n n i n g  c l i n i c  a t t e n d e r s  i n  L o n d o n

E d i t o r , —Knowledge of HIV status in 
women is a prerequisite to prevent vertical 
transmission. Antenatal testing uptake and 
diagnosis rate in London, however, remain 
low.' Several studies have examined HIV 
testing issues in antenatal clinics'"* but not in 
family planning clinics (FPCs), although 
pregnant women are reported to prefer 
prepregnancy HIV testing.’ FPCs provide an 
important setting for prepregnancy HIV dis
cussion since there is considerable prevalence 
of STD s (21.1 %) and other HIV risk factors 
(18.6% ).’ We therefore evaluated HIV testing 
issues in FPCs in north London (see table 1).

O f 160 women, 145 (90.6%) completed a 
structured questionnaire on HTV test inten
tions, risk factors, knowledge, and beliefs 
about HIV service provision. The mean age 
was 25.5 years (range 14-51). The women 
classified themselves as “white” (67.5%), 
“black” (22.1%), Asian (3.4%), and “mixed/ 
other” (6.9%). Few (n=12, 9.1%) had tested 
for HIV and many (n=14, 10.6%) were 
uncertain whether they had been tested: 13 
(10.0%) women expressed an intention to 
have an HIV test, 14 (10.8%) would follow 
medical advice, 55 (42.3%) did not intend to 
have this test, and 48 (36.9%) were unde
cided. Intention to test was associated with 
being fi’om ethnic minority, worry about past 
HIV risks, parmer’s intention to test, low

Table 1 Demographic characteristics, H IV  
risk, and appraisal of H IV  testing service 
provision of 145 women attending nine family 
planning clinics in London

N o (% )

Demographic characteristics
Age Mean 25.5

(range 14—51)
Ethnic background

White UK/European 98 (67.5)
Black-African/Caribbean/black,

other 32 (22.1)
Indian/Pakistani/Bangladeshi 5 (3.4)
Mixed/other 10(6.9)

Risk factors
None 101 (75.9)
Single 27 (20.3)
Multiple 5 (3.8)

H IV testing intention
Yes 13 (10.0)
Would follow medical advice 14 (10.8)
No 55 (42.3)
Undecided 48 (36.9)

H IV knowledge
Can HIV be passed from a mother to her baby

during
Pregnancy 112 (82.4)
Breast feeding 26 (19.1)
Delivery 30 (22.1)

Can the following reduce the risk of infection from
mother to baby
Caesarean section 3 (2.2)
Bottle feeding 17 (12.5)
AZT drug treatment 34 (25.0)

HIV service provision
Should all women attending family planning

clinics be offered an HIV test?
Yes 98 (74.2)
No 7 (5.3)
Unsure 27 (20.5)

perceived control over staying HIV negative, 
and greater confidence in discussing personal 
sexual behaviour and HIV testing with 
healthcare professionals. HIV knowledge or 
perceived personal chances of HIV infection 
were not associated with intention to test.

Although 27 (20.3%) disclosed a single 
risk and five (3.8%) disclosed multiple risks 
for HFV, only one woman with risk factors 
rated her chance of being HIV positive as 
“very likely”. Women with risk factors were 
no more likely to intend to have an HIV test 
compared with others and it is of concern 
that 25 (86.2%) of the 29 women who 
disclosed risks had not made an active 
decision to test.

While most women (82.4%) knew about 
vertical transmission of HIV during preg
nancy, only one in five (19.1%) was aware 
that HIV could be transmitted to the baby 
during breast feeding; 63% were unaware of 
any interventions; and few appreciated that 
zidovudine (25%), bottle feeding (12.5%), 
and caesarean section (1.5%) could poten
tially reduce vertical transmission.

The majority (74.2%) endorsed a universal 
offer of HIV testing in FPCs. Many wished to 
receive either counselling or an “HIV discus
sion”, preferably with a specialised HIV 
counsellor (40.0%), a clinicÂiospital doctor 
(24.0%), or family doctor (14.0%).

Few would disagree with the view that early 
pregnancy is not an ideal time to diagnose an 
HIV infection. The majority o f pregnant 
women have had previous exposure to FPCs 
and this “window of opportunity” should be 
exploited in promoting HIV detection. It is 
also a time when prevention efforts aimed at 
women rather than infants could be en
hanced. Similar HIV prevention strategies 
could also be extended to male clinic attend
ers, who are often overlooked in HIV preven
tion interventions.
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C o n t a c t  t r a c i n g — is  t h i s  t h e  w a y  t o  g o ?

E d i t o r , —I read with interest the editorial by 
Radcliffe and Clarke,' which encouraged us 
to conduct an audit o f our own contact trac
ing strategy for bacterial sexually transmitted 
infections (STIs: gonorrhoea, chlamydia, and 
syphilis). We examined the case notes of all 
patients newly diagnosed with an STI in the 
period 1 June 1998 to 31 June 1998. The 
working standard for the audit was that all 
“named” and “unnamed” sexual contacts 
over a specified period before diagnosis 
should be offered screening for STIs; a 
named contact being one where sufficient 
details were held for the health adviser if 
given permission to instigate provider 
referral—that is, full name and address or 
phone number. If insufficient details to com
plete provider referral were given the contact 
was classified as unnamed. Confirmation of a 
named contact was made if a record of 
attendance was found at the department of 
genitourinary medicine attended by the index 
patient, another department of genitourinary 
medicine, or general practitioner’s surgery. 
The attendance of unnamed contacts was 
confirmed if information given by the index 
patient matched the details o f a patient 
attending a department of genitourinary 
medicine or presenting with a contact slip. If 
the index patient informed the health adviser 
that a contact had attended a department of 
genitourinary medicine or general practition
er’s surgery but this could not be confirmed a 
classification o f “contact attending uncon
firmed” was made.

Two trained health advisers with formal 
counselling qualifications and a combined 
contact tracing experience o f 9 years carried 
out contact tracing in this audit. A qualified 
nurse training to undertake the health adviser 
role assisted them. The health advisers were 
proactive in their use o f local guidelines for 
contact tracing.

The 119 newly diagnosed patients in the 
audit period identified 166 sexual contacts at 
risk o f infection; 84 (50.6%) sexual contacts 
were confirmed, 11 (6.6%) unconfirmed, and 
71 (42.8%) were not traceable (table 1). Of 
the 84 contacts confirmed as attending 76 
(90.5%) attended by patient referral. The 
remaining eight (9.5%) were notified by pro
vider referral. The results of this audit show a 
considerably more effective completion of 
contact tracing (50.6%) than that found by 
Ponerat^ with patients diagnosed with syphi
lis (19.8%), who suggested that poorly 
trained and motivated staff will complete 
ineffectual contact tracing. It was also noted 
that patient referral was the contact tracing 
method of choice for regular sexual contacts 
and provider referral for ex-regular partners 
or casual sexual parmers. The predominant 
use of patient referral would support the 
remarks of Oxman et al ’ that patients should 
remain in control of the methods of contact 
tracing for their sexual contacts as little is 
known about its psychosocial effects'

The results of this audit would support the 
use of trained healthcare workers to conduct 
contact tracing. This training should include 
formal training in counselling skills to ensure 
the index patient is comfortable with their 
choice of contact tracing method and under
stands its importance, while remaining in 
control of the contact tracing process.

SIMON A ELLIOTT
W hitiall Street Clinic, Department of G U  Medicine, 

Birmingham B 4 6 D H
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Summary
The prevalence o f HIV infection in London is nearly 
threefold in women who seek terminations compared to 
women who carry to term. Despite the higher prevalence, 
HIV testing is not systematically offered to women attending 
termination of pregnancy assessment clinics (TOPCs). The 
Department of Health has given clear guidance on HIV 
testing in antenatal clinics and most London antenatal 
clinics have implemented policies on HTV testing. No 
similar guidance exists for TOP clinics. This paper 
describes the results from a study examining HIV testing 
and prevention issues for women attending five TOPCs in 
North London.

Data on risk disclosure, HTV testing intentions and 
awareness of HIV infection and testing were analysed for 
141 women who completed a self-administered 
questionnaire. Women who expressed an intention to have 
an HTV test were more likely to be from ethnic minority 
origin, to report that their partner intends to have an HIV 
test and to perceive it as easier to talk to their partner about 
HIV testing, compared to women who did not report an 
intention to test for HIV. The former group also were more 
likely to have had a previous HIV test and perceived their 
personal control for staying HIV negative as greater, 
compared to others. Fifty six (39.8 per cent) women 
disclosed one or more potential risk factors for HIV. Women 
with risks were more knowledgeable about HIV infection, 
perceived their personal chances o f being HIV positive as 
greater and experienced greater worry about past risks, 
compared to women who disclosed no risks. However, 
women who disclosed risk factors were no more likely to 
intend to have an HIV test. Knowledge on HTV infection, 
testing and potential interventions to reduce mother-to- 
baby transmission was low, with fewer than one in four 
women being aware that transmission may be reduced by 
AZT, Caesarean section and bottlefeeding. Given the 
findings about the level of risk disclosed and women’s 
positive attitude towards information on HIV infection and 
testing, this client group should no longer be overlooked in 
the planning o f future policies on HIV testing fo r  
populations at risk.

Introduction
It has been estimated that HIV seroprevalence in pregnant 
women has risen to an average of one in 530 in London 
since 1990 and that it is at least twice as high in women 
who have pregnancy terminations. An average of 0.64 per 
cent of women requesting terminations have been found to 
be HIV-1 infected by 1995, with a centre range from 0.36 to
1.5 per cent. ̂  A similar pattern has been noted in Scotland, 
ranging from 0.60 per cent in Edinburgh^ to 0.85 per cent in 
Dundee.^ The corresponding HIV prevalence in pregnant 
women in London, who carry to term, is 0.19.

Various reasons for the relatively high incidence of 
terminations in HIV positive women have been put 
forward. A case note review of gynaecological procedures 
in a cohort of HIV positive women in London revealed that 
termination of pregnancy was the most common 
procédure,"^ irrespective of whether HIV diagnosis preceded 
or followed pregnancy. Termination rate was independent 
of maternal exposure category and did not change over the 
study period between 1990 and 1995. Ano±er study on the 
effect of reproductive experience noted a decline in live 
births together with a rise in terminations from 22 per cent, 
prior to diagnosis, to 44 per cent after diagnosis.^

So it seems that HIV positivity in TOPCs is greater than 
in antenatal clinics. Studies also show that many positive 
women have had a TOP prior to diagnosis of HIV. There 
seems to be a concerted lack of policy on HIV testing for 
women requesting TOPs. This may be shortsighted given 
that primary prevention of infection, or knowledge of HIV 
status prior to conception, may be an optimal policy.

During the early stages of the HIV epidemic it was 
frequently believed by many that women diagnosed HIV 
positive during pregnancy would opt for a termination 
although current evidence indicates the contrary.^ For 
example an analysis of trends in pregnancy terminations in 
women diagnosed HIV positive antenatally have shown that 
one in five women choose a termination while the majority 
carry to term.^ Thus, although current literature suggests 
that the majority of HIV positive women carry their 
pregnancies to term, the rate of pregnancy terminations 
exceeds that found in the general population.^
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It is possible that there are HIV positive women who 
request a TOP knowing their serostatus but that there is 
another group of women who have remained undetected 
despite one or more previous TOPs. Although HIV 
serostatus does not seem to be a major reason to terminate, 
HTV infections appear to be concentrated in women who 
have an elective termination. The pattern of higher rate of 
terminations may not necessarily continue and in fact there 
is evidence to suggest that many HIV positive women are 
actively considering pregnancy in the light of information 
on the potential medical interventions, which have been 
proposed to reduce mother to child HTV transmission.^ It is 
also possible that women who are diagnosed HIV positive 
during the antenatal period may feel inclined to carry to 
term for similar reasons. It therefore remains to be seen 
whether the relative high rate of pregnancy terminations 
will continue in HIV positive women.

Women requesting terminations also report other STDs. 
In a London sample 23.1 per cent women attending a 
termination of pregnancy clinic disclosed one or more past 
STDs and 20.7 per cent disclosed one or more HIV risk 
behaviours.^®’^̂  The high incidence of STDs in women 
requesting terminations sample raises concerns given the 
observed association between both ulcerative and non
ulcerative STDs and the risk for HIV infection. STDs 
being a marker for potential risk of HTV infection it is 
surprising that only 31 per cent of consultants, in a study 
carried out in the South Thames Region, London, UK,^^ 
offered HIV testing to women with one or more previous 
STDs, while other patient characteristics, such as injecting 
drug use was by far more commonly used as a basis for 
offering HTV testing. With the association between STDs 
and HIV infection risk many authors have argued for the 
importance of integrating genitourinary and HTV testing 
services.

Compared to widespread HIV testing policies and 
procedures in antenatal clinics women opting for a 
termination are unlikely to be offered HIV testing. 
Prevention of maternal and paternal infection may need to 
be considered in addition to infants. A study in the UK 
reported an HTV testing rate of 0.16 per cent (17:10 489) by 
women referred for a termination within the NHS.^^ Only 
one per cent of consultants routinely reported offering HIV 
counselling to women referred for a termination. Of the 
2124 women referred for a termination by GPs in South 
Thames, 100 (five per cent) were noted to have tested for 
HIV, resulting in 17 (1.7 per cent) positive test results.

It has been argued that greater emphasis should be placed 
in HTV testing at venues other than antenatal clinics. 
Although women seeking terminations of pregnancy may 
be at an increased risk of HIV infection,HTV testing does 
not appear to be an acceptable option for this group. 
Smith et al reported that all 87 women requesting a 
termination of pregnancy declined the HTV test following 
an active offer by the practitioner. Little is known about the 
underlying reasons for the low acceptability of HIV testing 
in this population. It is important to understand the patient 
perspective concerning HIV testing before contemplating 
implementation of HIV testing in clinics which provide a 
service for termination of pregnancy assessment. It would 
seem a. priority to assess the HTV test provision service 
needs of this group of women at potential risk of HTV 
infection. This study was conducted to examine HTV testing 
and prevention issues in TOPCs in the light of the potential 
of these clinics offering HTV information, counselling and 
testing for the women in the years to come.

Subjects and methods
Consecutive attenders in five London community 
gynaecology clinics were asked to complete a self
administered questionnaire while waiting for their 
consultation between May and November 1997. Exclusion 
criteria were insufficient English to complete the 
questionnaire and absence of consent. One hundred and 
forty one returned a completed questioruiaire, yielding a 
response rate of 76.2 per cent. The questionnaire was 
derived from one originally designed to assess the 
psychological impact of HTV testing in pregnancy. The 
measures included demographic characteristics, 
reproductive history, level of anxiety, knowledge regarding 
HIV infection and testing, attitudes towards HIV 
information and prevention, personal risk assessment and 
risk factors, previous HIV testing experiences and current 
HIV testing intentions and decision making. Ethical 
approval for the study was obtained from the local research 
ethics committee. The data were analysed with univariate 
analyses by using SPSS (version 7.1).

Results
Demographic characteristics (Table 1). The mean age of 
the women in this sample was 25 years. The country of birth 
was in Europe for the majority of 75 per cent (N=92) of the 
women. The ethnic minority background was ‘white’ for 
54.3 per cent of the women and ‘Black-African/Black- 
Caribbean/Black-Other’ 24.4 per cent of the women. The 
remaining women described themselves as Turkish/Cypriot 
(5.7 per cent), ‘Indian/Pakistani/Bangladeshi’ (3.6 per cent) 
or ‘Other/mixed’ (10.9 per cent) respectively. 42.0 per cent 
of the women were single and 31.9 per cent in a stable 
relationship. 16.7 per cent were married and eight (5.8 per 
cent) divorced or separated. The mean number of previous 
pregnancies was 1.69 (SD=1.67), ranging firom 0 to seven. 
Twenty four (SD=0.38) women noted one or more 
spontaneous miscarriages and 48 (51.1 per cent, SD=0.50) 
one or more terminations in the past. The mean number of 
children was 0.72 (SD=1.06), with a range of 0 to four.

Anxiety, worry and reassurance. Not surprisingly, women 
who attended TOPCs were anxious. The mean anxiety 
score, prior to the consultation, was 21.0 (SD=6.16 range 
from eight to 32). The prorated mean (53.0) obtained from 
the 8-item short form was considerably higher compared to 
the levels reported^^ in pregnant women in antenatal clinics 
(37.6). Although 73.2 per cent of women felt ‘worried’ 
about the idea of having an HIV test, 61.8 per cent would 
actually find this test reassuring.

Knowledge o f HIV (Table 2). Knowledge on HIV 
transmission, interventions and knowledge on HTV testing 
was low. Just over half of the women in this sample (58.1 
per cent) knew that it can take three months before 
antibodies can be detected with an HTV test. Although 82.7 
per cent (N=110) women knew that HIV can be transmitted 
from mother to the baby during pregnancy, only about one 
in five (21.1 per cent) laiew that the transmission can take 
place during delivery or via breast feeding (21.8 per cent). 
62.2 per cent knew that vertical transmission of HTV is 
more likely if the woman has become HIV positive during 
pregnancy. However, the majority of the women (N=98,
75.5 per cent) incorrectly believed that if a baby tests HIV 
positive he/she will always stay infected. There were also 
inaccuracies concerning knowledge about the procedure on 
HIV testing. For example few women (n=36 28.8 per cent), 
knew that the HTV test can be carried out from the residual
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Table 1 Demographic characteristics and reproductive history o f the 
women attending five termination assessment clinics (N=141)

N(%)

Demographic characteristics
Age Mean=25.0

Ethnic minority background
Black-Afiica 21 (15.2)
Black-Caribbean 10 (7.2)
Black-other 4 (2.9)
Turkish/Cypriot 8 (5.7)
White/Irish 75 (54.3)
ln(üan/Pakistani/Bangladeshi 5(3.6)
Other/mixed 15 (10.9)

Relationship status
Married 23 (16.7)
Stable partnership 44(31.9)
Single 58 (42.0)
Divorced/Separated/Other 13 (9.4)

Reproductive history
Number o f previous pregnancies (range 0-7) Mean=1.69

Spontaneous miscarriage Yes=24

Elective termination
0 46 (48.9)
1 31 (33.0)
2 12(12.8)
3 5 (5.3)

Number of children (range CM) Mean=0.72

Risk
None 85 (60.3)
Single 39 (27.7)
Multiple 17(12.1)

HTV testing intentions
Past HIV tests
Yes 34 (24.1)
No 85 (60.3)
Not sure 14 (9.9)

Testing intentions
Yes 23 (17.7)
No 45 (34.6)
Undecided 41 (31.5)
Decide to follow medical advice 21 (16.2)

blood from another test and 22 (17.6 per cent) women 
incorrectly believed that blood tested for HTV can always be 
traced by name. Finally, 20 (15.7 per cent) women believed 
that all women requesting a termination are routinely tested 
for HIV.

Knowledge concerning medical interventions, which 
may have a potential to reduce mother-to-baby transmission 
of HTV, was also low. Just 19 (14.4 per cent) women knew 
that vertical transmission of HIV can potentially be reduced 
by AZT treatment or by having a Caesarean section (N=16,
12.1 per cent). The advantages of bottlefeeding were known 
about by 22 (16.7 per cent) women.

HIV risk factors. With this questionnaire enquiry the level 
of risk for HTV reported was considerable. Seventy five risk 
factors were disclosed by 56 (39.8 per cent) women. These 
included injecting drug use by oneself (n=l) or by partner 
(n=4), prior residence in WHO Pattern II countries by 
oneself (n=37) or partner (n=6), sexual contact with an HIV 
positive (n=2), gay/bisexual man (n=6), sex for drugs or 
money (n=l), STDs (n=16) or a blood transfusion prior to 
1985 (n=2). Overall 85 (60.3 per cent) women disclosed no

risk factors for HIV, 39 (27.7 per cent) disclosed one such 
risk factor and 17 (12.1 per cent) disclosed multiple risk 
factors. Despite this women perceive control over staying 
HTV negative in the future was high for 116 (85.9 per cent) 
women.

Women who disclosed potential risk factors for HTV 
were found to be older (t=-2.098, p=.038) and to perceive 
their personal chances of being HTV positive as greater 
(U=1286.500, p=.0001) than women who disclosed no risk 
factors for HTV. Women with risk factors also felt more 
worried (t=-2.441, p=.016) about risks taken in the past 
which may have exposed them to HTV infection. These 
women, however, tended to perceive that an HIV test would 
re-assure them about their partner less than women with no 
risks (U=l 155.000, p=059). They were also found to be 
more knowledgeable about HIV infection (t=-2.512, 
p=.013) than women with no risks. The two groups did not 
differ in the level of worry or reassurance over HIV testing 
or behefs on whether testing should be offered to women 
attending TOPCs.

Reasons for testing for women who disclosed risk 
differed (see Table 3). When contemplating the idea of 
having an HIV test, women who reported HIV risk factors 
were found to be more likely (Chi-square=8.121, p=.004) to 
consider issues such as 'many women have the HTV test’ but 
less likely to (Chi-square=6.017, p=.014) consider 'I do not 
think it is relevant to me but I  am happy to be tested for 
public health reasons’. Women who disclosed risk(s) for 
HIV also tended to be less likely (Chi-square=3.233, 
p=.072) to consider that they 'do not want to make a fuss’. 
These women were found to be more likely to report 
knowing other women who have had the HTV test (Chi- 
square=4.026, p=.045), tended to be more likely to have had 
a previous HIV test (Chi-square=4.982, p=.083) and to

Table 2 Percentage o f correct answers to HIV knowledge questions for  
the sample o f 141 women

correct answer
N(%)
correct

1 Can HJV be passed from a mother to her baby
During pregnancy yes 110(82.7)
During breast feeding yes 29(21.8)
During delivery yes 28(21.1)

2 Can the following reduce the risk o f infection from mother to baby 
Caesarean section yes 16(12.1)
Bottle feeding yes 22 (16.7)
Antibiotics no 127 (96.2)
Vitamin A yes 3 (2.3)
AZT drug treatment yes 19(14.4)

3 I f  a baby tests HIV positive he/she will always stay infected
no 11 (8.5)

4 I f  a woman has become infected while pregnant she
is more likely to pass the infection to a baby yes 79 (62.2)

5 HFV test can be carried out from residual blood from another test
yes 38 (28.8)

6 After HIV infection it can take 3 months before antibodies can be 
detected with a test (ie the test becomes positive)

yes 72 (58.1)

7 All women requesting a termination are tested routinely fo r  HIV
no 35 (27.6)

Blood tested for HIV can always be traced by name
no 35 (28.0)

*equals agreement with answers given by two independent experts at the 
time of the design of the questionnaire



Bergenstrom and Sherr

Table 3 Characteristics o f women according to intention to have an HIV test, risk factors, history o f previous TOPs and ethnicity (N=141)

Yes (n=23) No (n=I18) Yes (n=56) No (n=S5) Yes (n=48)1 No (n=46) Yes (n=52) No (n=86)

Demographic characteristics
Age 24.7 24.6 26.2 24.0* 24.7 24.0 25.5 24.6
Ethnicity

Reproductive history
Number of previous pregnancies

31.0

1.8

11.8**

1.6

63.6

1.44

53.6

1.92

40.0

2.3

52.5

.59 2.3 1.4** •
Number of children 0.60 0.72 0.56 0.82 0.83 0.48 1.1 0.5**
Spontaneous miscarriage 27.3 15.1 11.1 22.0+ 0 13.0 1.8 1.8

Knowledge
Knowledge on HIV infection

(range 0-13) 3.95 3.72 4.30 3.43* 4.02 3.70 3.9 3.7
Knowledge gaps (range 0-8) 2.90 2.86 2.59 2.99 2.79 2.86 2.4 3.0
Error score (range 0-7) 1.90 1.56 1.54 1.72 1.68 1.63 1.6 . 1.7

Anxiety, worry and reassurance
Anxiety (range 8-32) 21.3 21.1 21.9 20.4 20.7 20.2 19.3 21.9+
Worry about HIV test (scale 0-4) 2.4 2.5 2.62 2.39 2.6 2.4 2.4 2.6
Re assurance about
HIV test (scale 0-4) 3.0 2.8 2.74 2.85 3.0 2.5* 2.7 2.9

Risk
Chances of HIV infection (scale 1 to 5) 2.1 2.2 2.50 1.96**** 2.5 2.0**** 2.2 2.2
Control over remaining HIV negative 4.6 4.3* 4.29 4.34 4.4 4.6 4.2 4.7
Any risk
High risk sexual behaviour 

(self/partner)
IDU (self/partner)
WHO Pattern II (self-partner) 
Other (std/blood transfusion)

Intentions
Even had an HIV test yes

65.0

7 (30.4) 
2(8.7)
7 (30.4) 
2(8.7)

47.8

47.5

16(15.0)+ 
9 (8.4)

33 (30.8) 
20(18.7)

17.9
18.2
32.7

14.9
20.0

3.2

10 (20.8) 
3 (6 3 )  

15 (31.3) 
6 (12.5)

11.4
15.9

3.4

3 (63)*
4 (8.7)

16 (34.8) 
9 (19.6)

13.0
28.3

42.5

5 (9.6)
1 (1.9) 

13 (25.0) 
4 (7.7)

31.0
31.8

51.8

18(20.9)+ 
10(11.6)* 
27 (31.4) 
17 (19.8)+

11.8**
20.9

no 34.8 72.6 63.6 67.1 77.3 60.9 56.8 68.6
not sure 17.4 9.4** 3.6 12.9+ 6.8 10.9 11.4 10.5

Knows women who have had an 
HIV test 39.1 35.9 48.1 30.4 23.3 52.2** 27.3 41.0

Partner intention to have an HTV test 31.8 6.1**** 13.5 6.2 9.1 10.0 19.0 6.3*
Knows someone with HTV 26.1 21.5 30.4 15.9* 15.6 23.9 15.9 25.6
Intrusiveness of HIV pre-test 

counselling 2.7 2.6 2.4 2.6 2.3 . 2.4 3.0 2.5
HTV pre-test

discussion 2.4 2.6 2.5 2.6 2.3 2.5 2.9 2.5
Should all women in this clinic 

be offered an HIV test? yes 91.3 69.5 78.2 70.0 73.3 75.6 71.4 73.3
no 0 6.7 3.6 5.9 4.4 6.7 9.5 3.5
not sure 8.7 23.8 18.2 23.5 6.7 17.8 19.0 23.3

Attitudes
To what extent. . . (scale 1-5; l=not at 
Is HIV infection a concern for 

women attending this clinic

all, 5=very 

3.5

much so) 

3.4 3.5 3.3 3.2 3.4 3.5 3.3
Do you worry about risks you may 

have taken in the past which may 
have exposed you to HIV 3.5 3.0 3.3 2.6* 3.2 2.8 2.9 3.1

Do you feel comfortable discussing 
the following with a health care 
professional 
HIV infection 3.8 3.6 3.5 3.8 3.7 3.5 3.5 3.6
sensitive information about life style 2.9 3.2 3.1 3.1 3.5 3.0 2.9 3.1
sexual behaviour 3.2 3.3 3.4 3.1 3.4 3.3 3.1 3.3
option of an HTV test 3.8 3.4 3.3 3.5 3.7 3.3 3.6 3.4

Is it important for women to receive 
information about HIV prevention 4.7 4.7 4.8 4.7 4.7 4.8 4.7 4.7

Women can prevent themselves from 
getting infected with HTV 4.5 4.5 4.5 4.6 4.6 4.6 4.5 4.5

. How much would the HIV test 
re-assure about the partner 3.7 3.6. 3.4 3.8+ 3.6 3.6 3.8 3.6
be difficult to talk about 1.6 2.6* 2.2 2.6 2.6 2.2+ 2.5 2.4
make worry about insurance 2.8 2.7 2.7 2.6 2.8 2.1* 2.8 2.7
make stressed while waiting for 

results 4.1 4.0 4.0 4.0 4.0 3.8 3.9 4.0

Triggers for testing
Many women have the test 72.2 60.0 72.9 45.8** 59.5 61.0 65.6 61.8
1 think I am at risk 77.8 63.4 68.6 62.1 63.2 66.7 63.6 64.9
1 do not want to make a fuss 37.5 43.9 31.0 49.1+ 38.2 45.9 53.6 37.5
1 don’t think 1 could cope with a 

positive result 77.8 84.6 87.8 79.3 76.3 85.0 78.8 85.3
1 am worried about my health 66.7 55.3 54.3 57.1 51.4 60.5 56.7 56.9
1 do not think I have HTV 68.4 69.0 75.0 62.5 72.2 66.7 62.5 70.0
My doctor recommended the test 44.4 39.5 45.8 34.5 43.2 34.2 36.7 39.7
1 do not want to know if I was positive 50.0 61.6 61.7 58.9 55.6 48.6 56.7 60.8
My partner thinks it is a good idea 41.2 46.3 45.5 43.4 41.2 44.4 53.8 42.5
1 fear a positive result may affect my 

health care 50.0 58.8 55.6 58.8 47.1 62.2 74.1 50.7*
1 do not think it is relevant to me but 

1 am happy to be tested for public 
health reasons 76.5 56.3 46.7 71.2* 54.5 61.1 75.9 54.9+

1 do not want to think about HTV 
infection at the moment 50.0 51.2 54.2 47.1 48.6 45.9 51.7 50.7

Many of my friends have had it 18.8 25.9 25.0 21.2 11.8 24.3 23.1 24.3
1 fear stigma and discrimination if the 

test was positive 70.6 58.8 66.7 55.6 47.1 66.7+ 74.2 54.8

+p<.10, *p=<.05, **p==<.01, ***, p=<.OOI, ****p=<.0001 Independent samples t-test, Mann-Whitney test or Chi-Square test, as appropriate
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know someone who is HIV positive (Chi-square=3.695, 
p=.055). When thinking about HIV testing women from 
ethnic minority groups were found to be significantly more 
likely to consider reasons such as 'I fear a positive result 
may affect my health care' (Chi-square=4.324, p=.038) and 
more likely to tend to consider issues such as 7  do not think 
it is relevant to me but I  am happy for my blood to be tested 
for public health reasons’ (Chi-square=3.792, p=.051) and 
to fear stigma and discrimination if the test was positive’ 
(Chi-square=3.429, p=.064).

HIV testing. Thirty four (24.1 per cent) women reported 
having had one or more HTV tests previously, of whom 10 
(7.1 per cent) had had one test, eight (5.6 per cent) two HTV 
tests and one (0.7 per cent) four HTV tests. 23 (17.7 per 
cent) women in this sample expressed that they intend to 
have an HTV test. Of these 11 (47.8 per cent) had already 
had a test previously, four (17.4 per cent) were not sure and 
eight (34.8 per cent) had not. The remaining women had 
either decided against testing (45; 34.6 per cent), were 
undecided (41; 31.5 per cent) or would be open for 
individual medical advice (21; 16.2 per cent). Reported 
partner testing intention was low. 13 (10.5 per cent) women 
noted that their partner intends to have an HIV test, 43 (34.7 
per cent) reported their partner does not intend to have an 
HTV test, nine (7.3 per cent) noted that their partner is 
undecided and 38 (30.6 per cent) were unaware of their 
partners’ HTV testing intentions. 21 (16.9 per cent) noted 
that they have no current partner.

Comparisons were drawn between women who 
expressed an intention to test and those who did not. 
Women from ethnic minority origin (WHO Pattern 11 
country) were found to be significantly more likely (Chi- 
square=6.978, p=.008) to intend to have an HIV test (31.0 
per cent vs 11.8 per cent) and to report that their partners 
intend to have this test (Chi-square=4.626, p=.031). Women 
who intended to have an HTV test were significantly more 
likely to perceive their personal control over staying HTV 
negative as greater (U=840.500, p=.030) and to find talking 
to their partner about HTV testing as significantly less 
difficult (U=425.500, p=.006), compared to others. The 
former group of women were also found to be significantly 
more likely (Chi-square= 12.480, p=.002) to have had a 
previous HTV test. There was a trend for high risk sexual 
behaviour by oneself or partner to be associated with an 
intention to test (Chi-square=3.116, p=.078). Finally, 
women who reported that their partner intends to have this 
test, were significantly more likely (Chi-square=12.453, 
p=.0001) to report a testing intention. There was no 
difference in the level of knowledge on HTV between the 
two groups and neither was there a difference in worry or 
reassurance about the HTV test, attitudes towards testing, 
reasons for deciding to test or not or beliefs about whether 
testing should be offered to women in this clinic setting.

Policy. There was a great deal of confusion about current 
policy and procedures for HIV testing. Forty two (32.8 per 
cent) either do not believe or were unsure whether their 
permission would be asked concerning an HIV test. 
Furthermore, 38 (29.8 per cent) women did not believe, or 
did not know, whether they could refuse an HTV test.

The majority of women (73.3 per cent) endorsed the offer 
of HIV testing in TOPCs. There was a clear preference for 
receiving either counselling on HIV and whether to test or 
further discussion on this issue (73.4 per cent). A 
specialised HTV counsellor was the preferred health care 
professional to talk about the issues concerning HIV for

35.7 per cent of the women, followed by a family doctor 
(11.6 per cent) and a clinic/hospital doctor (5.4 per cent).
20.2 per cent either had no preference or selected more than 
one health care professional. There was a clear preference 
(65.5 per cent) for wishing to receive the results as soon as 
they become available.

Discussion
The results of this study indicate relatively low knowledge 
levels on HTV transmission and the interventions, which 
have a potential to reduce vertical HIV transmission, among 
a sample of women attending TOPCs. For example, whilst 
many women knew that HTV can be transmitted to the baby 
during pregnancy fewer knew that transmission also occurs 
during delivery and breastfeeding. On average less than two 
women in 10 are aware of the possible beneficial effect of 
the Usted interventions such as antiretroviral therapy or 
bottlefeeding. In theory it is possible that low awareness of 
such interventions may be a contributing factor in 
reproductive decision making for women who already 
know their positive serostatus.

Only one in 10 women in this sample were unsure if they 
have ever had an HIV test and about 15 per cent believed 
that all women requesting a termination are routinely tested 
for HIV. More than half of the women indicated that they 
are not sure if they are routinely being tested. In summary, 
many women appear unclear about who undergoes HTV 
screening, a finding which has also been anecdotally 
reported by obstetric staff in antenatal clinics.

Whilst over half the women in the sample disclosed no 
risk factors for HTV infection, nearly 30 per cent disclosed 
one potential risk factor, and a further 12 per cent disclosed 
multiple risk factors. Perception of greater personal risk of 
HIV infection was found to be more likely in women who 
disclosed risk factors compared to women with no disclosed 
risk factors, and so was worry about having had risk 
behaviours. These data would suggest that women, who 
may well have exposed themselves to HTV, are aware of the 
possibility of HTV infection and consequently experience a 
greater level of worry. Despite the disclosed risk factors 
there was no difference in the expressed HTV testing 
intentions by women with or without risks.

In summary, 20 per cent of the women reported that they 
intend to have an HTV test and over 30 per cent were 
undecided. 16 per cent of the women indicated that they 
would follow medical advice on the issue. In fact over 70 per 
cent of the women indicated that they would welcome eiüier 
an informational discussion on HTV or counselling on risk 
and whether to test. Although it would seem that, providing 
women attending TOPCs with information on HTV infection 
and testing would be an insensitive time, the data from this 
study provide prehminary evidence to suggest that women 
nevertheless would like to receive such service provision.

The Intercollegiate Working Party recommends that there 
are clear benefits for a pregnant woman to know whether 
she is HTV positive and that the UK lags behind other 
countries in prevention of vertical HIV transmission.^® This 
data suggests that it is a short-sighted strategy to solely 
enhance HIV testing in the context of antenatal care and 
that the issues of HTV testing and prevention for women 
requesting a TOP should be included in policy decisions 
and service provision.
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Population concern
‘Young men today comprise half o f the largest generation in 
history to enter adulthood. In the developing world the 
majority o f unmarried people, especially young women are 
not sexually active. Nevertheless, millions o f young men are 
sexually active before marriage. These young men need 
access to information and services about reproductive 
health care including contraception. ’

A growing number of reproductive health care providers 
are seeing that men need more attention for their own sake 
as well as for the health of their partners, families and 
communities. From this perspective, men are seen as 
potential collaborators and advocates for good reproductive 
health rather than bystanders, barriers or adversaries.

For further information contact: Catherine Bartley, Press 
Officer, Population Concern (0171 631 1546; fax 0171 636 
1829).

lUDs and adverse incidents
The Medical Devices Agency (medical director is Dr 
Susanne Ludgate) is concerned that their Adverse Incident 
Centre is receiving almost no reports of adverse incidents 
associated with intrauterine devices. They are keen to hear 
about and investigate any problems that may occur. 
Possibly family planning doctors are not aware of the 
device adverse incident reporting system run by the 
Medical Devices Agency, similar to the ‘yellow card’ 
system for drugs.

The Medical Devices Agency is an executive agency of 
the Department of Health and may be contacted at Hannibal 
House, Elephant and Castle, London SEl 6TQ (0171 972 
8000; fax 0171 972 8180; email mail@medical- 
devices.gov.uk); Internet: http/Zwww.medical-devices.gov.uk. 
Or you may contact Dr Ludgate directly on 0171 972 8123.

Sex—still in the dark?
ContraPack
The launch of the FPA’s ContraPack, a new healthcare 
resource, will help GPs and practice nurses discuss 
contraception with their patients. Presented in a sturdy carry 
case the pack contains the fuU range of contraceptive 
methods on a lift out tray enabling patients to see and 
handle them. For patients the pack also contains easy to 
understand leaflets and a teaching chart on fertility 
awareness. To help GPs and practice nurses the pack also 
contains guidance notes by GP Ann McPherson, the new 
edition of the FPA Contraceptive Handbook and the RCGP 
Handbook o f Sexual Health in Primary Care.

The ContraPack is designed to remind healthcare 
professionals of all the contraceptive choices and allow 
patients to see and discuss each method. The FPA hopes that 
by getting peojple to think more carefully about their 
requirements they can reassure themselves that they are 
getting the best advice and the best option.

The ContraPack will be available from the FPA from 
February for £59.50 including VAT, postage and packing. 
Please call the FPA on 01865 719418 for a campaign pack 
or a ContraPack.

Safer sex on the web
A comprehensive website on contraception and sexual 
health (http://www.es-sensualsafersex.co.uk), launched by 
Health Promotions and Grampian Family Planning Clinic, 
aims to provide accurate and up-to-date information on a 
wide range of topics, including contraception, safer sex, 
unplanned pregnancy and sexually transmitted infections. 
For more information contact Stewart Argo on 01224 
404477.

Teenagers ignoring safe sex advice
Teenagers are ignoring safer sex messages because they 
think HIV is rare and know virtually nothing about other 
sexually transmitted infections (STIs), says a report 
published on World AIDS Day by Brook Advisory Centres, 
the country’s leading sex advice charity for young people.

The focus group research with 14 to 18 year olds found 
that while they were well informed about HTV and the 
protection offered by condoms, their overwhelming 
concern was avoidance of pregnancy. Boys of 14 and 15, 
for example, who were virgins but on the brink of sexual 
activity, all agreed that they would use condoms but for the 
majority this was motivated by fears of pregnancy rather 
than HIV or STIs.

The older 17 to 18 year old non-virgin men relied on the 
knowledge, or the expectation, that their partners were on 
the pill. They clearly disliked condoms and had either never 
or rarely used them: ‘Some birds won’t do it unless you wear 
one, so you have to. Otherwise, if you can get away with 
not wearing one, you will’, remarked one.

For young women aged 17 to 18, the definition of safer sex 
was avoiding pregnancy. The majority were already on the 
piU when they met their boyfriends so didn’t consider using 
condoms. The few who weren’t, used condoms for a couple 
of months until they considered the relationship serious and 
then, because they knew and trusted their partners, 
abandoned condoms when they moved onto the piU.

http://www.medical-devices.gov.uk
http://www.es-sensualsafersex.co.uk
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#
Women’s HIV needs within a broader 
spectrum of reproductive health

A. B e r g e n str o m  & L . S h er r
Department of Primary Care &  Population Sciences  ̂ Royal Free and University College Medical 
Schoolf London, UK

Abstract H IV  testing and prevention approaches aimed at women have mainly targeted women 
attending antenatal clinics, even though pregnant women have been found to prefer pre-pregnancy 
H IV  dialogue (Sherr et al., 1996). Surprisingly H IV  testing policies and procedures are mostly 
absent in clinics approached by women who seek elective terminations^ even though the prevalence of 
H IV  in this group is threefold compared to women who carry to term (DoH, 1998)) Similarly H IV  
testing remains ‘available on request  ̂for women attending family planning clinics, many of whom 
report H IV  risk behaviours (Radcliffe et al., 1993). In the light of increasing H IV  seroprevalence 
in women of reproductive age, this study aimed to provide a systematic understanding of H IV  testing 
and prevention issues for women attending both antenatal (ANC) (n=  794), family planning 
(FPC) (n = 145) and termination assessment clinics (TOPC) (n = 141) and to carry out a 
comparative analysis of the three groups of women in terms of their sample characteristics, H IV  
testing intentions, H IV  knowledge, H IV  risk factors and their appraisal of H IV  provision. Women 
in all clinics showed low levels of H IV  knowledge. Women in ANCs had the lowest overall H IV  
knowledge score (F = 3.211, p = 0.041). Fewer than one in four women across the groups were 
aware of the potential interventions to reduce vertical H IV  transmission. Single or multiple potential 
risk factors were disclosed by over one in five women, TOPC attenders reporting most risks. Not 
surprisingly these women also reported greater worry about past risks and H IV  testing as well as lower 
perceived control over staying HIV-negative in the future. They were the most likely group to agree 
that aU clinic attenders should receive information about how to prevent H IV  infection (x^~ 10.028, 
p = 0.007). One in ten women were unsure if they have ever had an H IV  test, women in ANCs 
being most likely to express an intention to test for H IV  (dS.OYo), compared with women in FPCs 
(10.0%) and TOPCs (17.7%) (yf = 44.832, p = 0.0001). H IV  risk exposure was prevalent but 
did not relate to H IV  testing intentions. Many women in ANCs (67.2%>), FPCs (74.2%>) and 
TOPCs (73.3%) endorsed the offer of H IV  testing to every clinic attender. Given the above findings 
it would appear that women attending reproductive health care clinics other than antenatal clinics 
agree with the offer of H IV  testing and would welcome further information. Both FPCs and TOPCs 
are settings where H IV  service provision aimed at women themselves could be enhanced. The uptake 
of H IV  testing by women attending antenatal clinics remains moderate.
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In trod u ction

Current HIV testing and prevention efforts for women have invariably targeted pregnant 
women in antenatal clinics (RCOGj 1996), an approach which in many ways has been driven 
by the increased possibilities of preventing vertical HIV transmission in women found to be 
HIV-positive (Connor et a l, 1994; Dunn et al., 1992). A comprehensive strategy for women 
may well prioritize pregnancy, but should not limit input to those women at the exclusion of 
others at potential risk who could benefit firom early intervention.

Within antenatal provision, there has been much debate about the most effective and 
acceptable way of offering HIV testing to pregnant women. International approaches have 
ranged from mandatory testing in New York to a range of provision such as universal, 
selective or on request (Tookey et aL, 1998) or opt in/opt out (Simpson, 1998). In the UK 
it is known that HTV seroprevalence varies geographically and test uptake is generally low. 
Anonymous PKU tests reveal that approximately 1 in 520 babies are bom  to HIV-positive 
mothers in London (Intercollegiate Working Party, 1998). Despite the ongoing discussion 
and implementation of antenatal HIV testing policies in the UK, the uptake of HTV testing 
by pregnant women has remained low, ranging from 3.4% to 51.2%(Gibb et a l, 1998), 
compared with over 90% of test uptake reported in some European countries (e.g. Lindgren, 
1993; Rey, 1998). Due to low uptake of HTV testing by pregnant women, the antenatal HIV 
diagnosis rate of maternal infections of vertically infected children in the UK has also 
remained low at 4.5%, compared with 7.5% before pregnancy (Intercollegiate Working 
Party, 1998).

Explanations for the low acceptability of antenatal HTV testing include women showing 
clear preference for pre-pregnancy HIV testing (Sherr et a l, 1996), ineffective test discussion 
(Simpson et a l, 1998), lack of time (Chrystie, 1995; Meadows, 1993), unclear policy 
(Tookey et a l, 1998), staff training (Hawken, 1995; Meadows, 1994; Sherr, 1987; Simpson 
et al,, 1998), stigma associated with the condition (Lester, 1995; Sherr, 1994) and low 
motivation by the women (Sherr et a l, 1999; Simpson et a l, 1998).

Although many women planning a pregnancy may have attended FPCs prior to preg
nancy, currently there is no official policy in the UK for offering FPC attenders an HIV test 
similar to antenatal provision. This is short-sighted, given that family planning attendance is 
usually indicative of sexual relationships, potential HIV risk exposure, or pregnancy planning 
(Bergenstrom et al, 1999). This group may be seen as low risk, but this may be questioned 
given the epidemiological data indicating an incidence of 21.1% of lifetime STDs in a study 
of FPC attenders. STDs may be a surrogate marker for risk of acquiring HTV infection (Laga 
& Dallabetta, 1997). In the same study, 18.6% of women reported other HIV risk behaviours 
(Radcliffe et a l, 1993).

Similarly HIV testing and prevention policies and procedures are absent in UK termin
ation assessment (TOP) clinics (Bergenstrom & Sherr, 1999), despite epidemiological 
evidence that HIV seroprevalence is three times greater in women requesting an elective 
termination (0.78%), compared with women carrying to term (0.18%) (DoH, 1997). Many 
authors (e.g. Bergenstrom & Sherr, 1999; Gbolade, 1998) have suggested women should be 
offered an HIV test at the time of an elective termination. Others (e.g. Mercey & Nicoll, 
1998) question whether routine offer of HIV testing in London centres offering terminations 
is feasible, yet see no obstacle in antenatal clinics (Mercey, 1998).

FPCs and TOPCs offer alternative settings for the provision of HIV testing and 
prevention (Bergenstrom & Sherr, 1999; Bergenstrom et a l, 1999), particularly for women 
and provision of an adequate policy to improve this service provision may need urgent 
attention. This study was set up to establish a clear understanding of how these populations
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differ in their appraisal of HIV infection and testing from antenatal attenders in order to 
ensure the service will be not only effective but appropriate to particular clinic clientele. 

The study allowed for comparisons between women attending AN, FP and TOP clinics 
on issues relating to HIV testing and prevention. The study aimed to explore differences in 
objective and subjective HIV risks, perceptions, knowledge, testing intentions, decision
making and their appraisal of HTV testing and prevention service provision. In addition, the 
three groups were compared in terms of their demographic characteristics, reproductive 
history, level of anxiety, worry and reassurance concerning HIV testing.

M ethod

Ethical approval for the study was obtained from the relevant local research ethics commit
tees. Consecutive attenders in four AN, nine FP and five TOP London-based clinics were 
asked to complete a self-administered pre-consultation questionnaire between May 1996 and 
November 1997, Exclusion criteria were: (1) insufficient English to complete the question
naire and (2) absence of consent. In total 1,080 women returned a completed questionnaire, 
794 being from women attending ANCs, 145 from FPC attenders and 141 from TOPC 
attenders. Response rates were calculated by comparing the number of questionnaires 
returned relative to women booked at respective clinics. The response rates were 78,8% in 
ANCs, 76.2% in TOPCs and 90,6% in FPCs, respectively. The large turnover at the ANC 
meant that 1,008 women were approached, representing 76% of women booked to attend the 
clinics during data collection (N  calculated roughly as 1,324 by summing clinic lists 
irrespective of no shows and double booking). Of the 1,008, 794 returned a completed 
questionnaire, representing a 78,8% response rate.

Detailed questionnaires were constructed to examine a range of issues including basic 
demographic information, reproductive history, ethnicity, HIV testing intentions, HIV 
knowledge, risk, anxiety, social norms and personal preferences. Risk was assessed using the 
CDC risk categories for HTV infection, HIV knowledge relevant to vertical transmission was 
measured using an adjusted scale generated from items rated by two experts. Items covered 
knowledge on HIV, transmission and current interventions. Only items with a perfect 
correlation between the experts were included. Fourteen items were used which could 
provide a total information score together with an error and omission sub score, HIV test 
intentions and information on the relative weight of potential triggers for such decisions were 
rated. Fifteen triggers gleaned from the literature were listed and respondents indicated to 
what extent these were influential when considering an HTV test (‘crosses my mind’, consider 
a lot’, ‘not a consideration’). For statistical analyses the 15 ‘triggers’ were grouped into 
‘normative reasons’ (e,g, ‘Many pregnant women have the HIV test’), ‘risk related’ (e,g, ‘I 
think I am at risk’) and ‘coping and stigma related’ (e,g, ‘I do not think I could cope with a 
positive result’).

Statistical analyses

All data were entered onto a database on SPSS (version 7,1), Comparisons of three groups 
were carried out by one-way ANOVAs for parametric variables, Kruskal-Wallis tests for 
non-parametric variables and chi-square tests used for comparing categorical data. Where an 
overall significant difference emerged for the three groups, sub-analyses were carried out by 
performing post hoc comparisons, using the Scheffe Procedure for parametric data and 
Bonferroni correction for non-parametric data.
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Table 1. Demographic characteristics and reproductive history

AN  
in = 794)

FP 
(fj = 145)

TOP
(n=141)

Value
F/z/X^ p value

Demographic characteristics 
Age 28.6 25.5 25.0 28.713 0.0001
Ethnicity 

White/Irish/Turkish/Cypriot 
Black-African/black-Caribbean/black-other 
Indian/Paldstani/Bangladeshi 
Other/mixed

441 (56.4%) 
223 (28.5%) 

53 (6.8%) 
65 (8.3%)

98 (67.6%) 
32 (22.1%) 

5 (3.4%) 
10 (6.9%)

83 (60.1%) 
35 (25.4%) 

5 (3.6%) 
15 (10.9%) 9.864 NS

Continent of birth 
Europe 
The Americas 
Africa 
Australasia

562 (73.1%) 
37 (4.8%) 

113 (14.7%) 
57 (7.4%)

120 (89.0%) 
5 (3.7%) 
5 (3.7%) 
4 (3.0%)

92 (75.4%) 
5 (4.1%) 

14 (11.5%) 
11 (9.1%) 19.290 0.004

Anxiety
Total anxiety score (range 8-32) 14.6 15.5 21.0 66.878 0.0001

Results

Demographic characteristics

The ethnic minority breakdown was not found to differ significantly between the groups 
= 9.864, p = 0.130). Over 50% of the women described themselves as ‘white’ across the 

three groups and approximately one in four described themselves as ‘black-Afiican/ 
Caribbean’ or ‘black-other’. Women in FPCs were significantly more likely to have been born 
in Europe = 19.290, p = 0.004) than in other continents. The mean ages of the women 
attending the three clinics were significantly different (F =  28.713, p = 0.0001), FPC 
attenders (25.5 years) and TOPC attenders (25.0 years) being younger than ANC attenders 
(28.6 years). The three groups of women also differed in the level of general anxiety 
(F =  66.878, p  = 0.0001), TOPC attenders scoring significantly higher (M = 21.0) compared 
with both women in FP (M = 15.5) and AN (M - 14.6) clinics (F=  66.878, p = 0.0001). See 
Table 1.

Knowledge about H IV

The data indicated relatively low levels of understanding by women in all groups regarding 
HIV infection, transmission and therapeutic interventions. ANC attenders scored 
significantly lower on HIV knowledge (M = 3.0) compared with women in the other two 
groups (M = 3.3 and 3.5, respectively) (F =  3.211, p  = 0.041; F =  4.914, p = 0.008). The 
groups did not differ on the number of knowledge gaps (‘don’t know’ answers), but both 
FPC and TOPC attenders made more errors compared with ANC attenders (1.5 and 1.5 
versus 1.3) (F =  4.914, p = 0.008). See Table 2.

Over 65% of women in all clinics were aware that HIV can be transmitted firom 
mother-to-baby during pregnancy. Both FPC and TOPC attenders were significantly more 
likely to know this compared with women in ANCs (%̂ = 24.640, p = 0.0001). The three 
groups did not differ in their knowledge about whether HTV can be transmitted from mother 
to baby during breastfeeding or during delivery, with fewer than one in four women in each
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Table 2, Women’s knowledge about H IV  infection and testing

AN
(n=794)

FP
(«=145)

TOP 
(«=  141)

Value
F /t / f Sig.

HIV knowledge scores 
Knowledge on HIV (range 0-13) 3.0 3.3 3.5 3.211 0.041
Knowledge gaps (range 0-8) 2.7 2.9 2.6 0.983 NS
Error score (range 0-7) 1.3 1.5 1.5 4.914 0.008

HIV knowledge score 
components*

Can HIV be transmitted: 
During pregnancy Yes 489 (66.5%) 112 (82.4%) 110 (82.7%) 24.389 0.0001
During breastfeeding Yes 183 (24.8%) 26 (19.1%) 29 (21.8%) 2.336 NS
During delivery Yes 140 (19.0%) 30 (22.1%) 28 (21.1%) 0.864 NS
Don’t know 83 (11.2%) 14 (10.3%) 12 (9.0%) 0.623 NS

Can the following reduce 
transmission?

Caesarean section Yes 86 (11.7%) 3 (2.2%) 16 (12.1%) 11.425 0.003
Bottlefeeding Yes 142 (19.3%) 17 (12.5%) 22 (16.7%) 3.747 NS
Antibiotics No 717 (97.2%) 131 (96.3%) 127 (96.2%) 0.519 NS
Vitamin A Yes 3 (0.4%) 2 (1.5%) 3 (2.3%) 5.852 0.054
AZT drug treatment Yes 133 (18.0%) 34 (25.0%) 19 (14.4%) 5.401 0.067
Don’t know 368 (49.9%) 85 (63.0%) 73 (55.3%) 8.284 0.016

If a baby tests HIV-positive 
he/she will stay infected No 61 (9.4%) 16 (11.9%) 11 (8.5%) 26.393 0.0001

If a woman has acquired HIV 
infection while pregnant she is 
more likely to pass the infection 
to a baby Yes 318 (48.8%) 80 (59.3%) 79 (62.2%) 11.939 0.018

An HIV test can be carried out 
from residual blood from 
another test Yes 116 (18.0%) 35 (26.3%) 36 (28.8%) 11.651 0.020

After HIV infection it can take 
three months before antibodies 
can be detected with a test Yes 284 (44.5%) 66 (50.4%) 72 (58.1%) 12.534 0.014

All women requesting a 
termination are tested routinely 
for HIV No 279 (43.3%) 28 (20.7%) 35 (27.6%) 33.602 0.0001

Blood tested for HIV can 
always be traced by name No 177 (27.8%) 36 (27.1%) 35 (28.0%) 1.019 NS

*‘Correct’ answers, according to two obstetric professionals at the time of the questionnaire design, are shown in brackets 
next to the knowledge items.

clinic being aware of these two modes of transmission. Compared with women in ANCs, 
women requesting a TOP were significantly more likely to know that the chances of 
mother-to-baby HTV transmission are increased if a woman has acquired HIV during 
pregnancy (%^= 11.939, p  = 0.018).

Similarly, knowledge about therapeutic interventions which may reduce vertical HTV 
transmission was low in all groups. Fifty per cent of women in ANCs indicated not knowing
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which of the listed five interventions could potentially reduce transmission. The proportion 
of ‘don’t know’ answers was even higher by women attending FPCs (63.0%) and TOPCs 
(55.3%). Women in FPCs were significantly less likely to know about the potential role of 
Caesarean section compared with others (%̂  = 11.425, p  = 0.003). Fewer than one in five 
women in all three clinics appreciated the role of bottlefeeding and fewer than one in four the 
role of AZT in reducing the risk of mother-to-baby HIV transmission, with no significant 
differences between the groups.

There was also confusion about the actual HIV testing procedures. Both FPC 
= 23-900, p  = 0.0003) and TOPC attenders were significantly more likely to believe that all 

women requesting a TOP are routinely tested for HIV (%̂  = 13.895, p  = 0.003). Few women 
knew about the three-month ‘window period’ before HIV antibodies can be detected in 
blood, ANC attenders (44.5%) being the least likely to know this (%̂ = 12.534, p  = 0.014). 
Just over a quarter of women in all clinics were unaware of the anonymous nature of the 
current anonymous unlinked serosurveys, with no significant differences emerging between 
the groups.

H IV  risk appraisal

Considerable levels of potential risk factors for HIV were disclosed by the women in all 
groups. As shown in Table 3, a total of 28% (w = 175) of women in ANCs, 43.4% (n = 95) 
in TOPCs and 24.9% (n = 33) in FPCs disclosed single or multiple risk factors for HTV 
infection.

Of the three groups of women, TOPC attenders were significantly more likely to disclose 
HIV risks compared with both ANC and FPC attenders (%̂ = 18.925, p = 0.001). The nature 
of risk factors varied, women in TOPCs being significantly more likely to disclose prior 
residence in a country where HIV infection is common or sexual contact with a man who has 
lived in such a country, compared with both FPC and ANC attenders (%̂  = 17.947, 
p  = 0.0001). The former group was also found to be significantly more likely to disclose 
‘other’ risks, such as a previous STD or a blood transfusion prior to 1985, compared with 
women in ANCs (%̂ = 7.358, p  = 0.025).

The level of worry about potential HTV risks differed significantly between the three 
groups of women (%̂ = 42.545, p  = 0.0001). Given the level of risks reported by women in 
TOPCs it is not surprising that these women were also found to report significantly greater 
worry compared with FPC attenders (U =  5220.000, p  = 0.003), who in turn reported 
significantly greater worry compared with ANC attenders (U = 31725.800, p = 0.024).

Of all the women who disclosed one or more risk factors for HIV, fewer than 40% in 
each clinic expressed an intention to test for HTV (AN, 40%; FP, 17%; TOP, 18%). Women 
attending both FPCs and TOPCs who disclosed one or more potential risk factors for HIV 
were significantly less likely to have made an active decision to have an HIV test, compared 
with women attending ANCs (x  ̂= 12.779, p = p =  0.002). An analysis of the entire sample 
of 1,074 women as a group showed no association between disclosure of HIV risk factors and 
an active intention to have an HIV test (%̂  = 2.497; p — ns).

The perception of personal likelihood of being HIV-positive was low in all groups, 
although it differed significantly across the three groups (%̂ = 75.872, p = 0.0001), women in 
TOPCs rating their chances of HIV infection as significantly greater compared with others. 
The groups also differed on perceived personal control over staying HIV-negative in the 
future (F =  26.944, p = 0.001), women in ANCs rating the control as significantly greater, 
compared with both women in TOPCs (U = 32381.0, p  = 0.0003) and FPCs (U = 32934.5, 
p = 0.0003).
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Table 3. H IV  testing and risk appraisal

AN 
(n — 794)

FP
(n=145)

TOP 
(n = 141)

Value
F /t/f Sig.

HIV testing 
Intends to have an HIV test Yes 216 (36.0%) 13 (10.0%) 23 (17.7%) 44.832 0.0001

Ever had an HIV test Yes 168 (27.2%) 12 (9.1%) 34 (25.6%) 20.162 0.0001

Partner intention to have HIV test Yes 58 (10.4%) 9 (8.0%) 13 (12.6%) 1.220 NS

Triggers for testing decisions 
Normative 479 (60.3%) 39 (73.1%) 34 (75.9%) 18.524 0.0001
Risk related 408 (51.4%) 96 (66.2%) 99 (70.2%) 24.520 0.0001
Coping and stigma related 396 (49.9%) 107 (73.8%) 100 (70.9%) 43.418 0.0001

Worry about HIV testing (scale 0-4) 1.68 2.19 2.50 39.015 0.0001

Re-assurance about HTV testing (scale 0-4) 2.75 2.74 2.81 0.174 NS
Risk Appraisal

Personal chances of HIV 
infection (scale 1-5) 1.59 1.87 2.20 75.872 0.0001

Personal control over remaining 
HIV-negative (scale 1-5) 4.58 4.39 4.33 26.944 0.0001

Do you worry about risks you 
may have taken in the past which 
may have exposed you toHIV (scale 1-5) 2.08 2.37 2.99 42.545 0.0001

Risk level 
None 
Single 
Multiple

449 (72.0%) 
141 (22.6%) 
34 (5.4%)

100 (75.2%) 
28 (21.1%) 

5 (3.8%)

73 (56.6%) 
39 (30.2%) 
17 (13.2%) 18.925 0.001

Type of risk
High risk sexual behaviour 

(self7parmer) 18 (2.3%) 6 (4.1%) 8 (5.7%) 5.638 0.060
Intravenous drug use 

(selfi'parmer) 16 (2.0%) 5 (3.4%) 5 (3.5%) 1.967 NS
Exposure in a country with high 

HIV seroprevalence 128 (16.1%) 15 (10.3%) 40 (28.4%) 17.947 0.0001
Other (STD/blood transfusion) 53 (6.7%) 15 (10.3%) 18 (12.8%) 7.358 0.025

H IV  testing

Few women had ever had an HTV test (27%, 9% and 26% in AN, FP and TOPCs, 
respectively) and expressed HIV testing intention was relatively low. As can be seen in 
Table 3, a similar percentage (approximately one in ten) of women in all three groups were 
unsure if they had ever been tested for HIV, FPC attenders being the least likely group to 
have tested for HIV compared to others (%̂ = 20.162, p = 0.0001. The intention to test for 
HTV differed significantly (%̂ = 44.832, ^  = 0.0001) between the three groups of women so 
that ANC attenders (36.0%) were significantly more likely to express an intention to have this 
test compared with TOPC (17.7%) (%̂ = 16.263, p = 0.0003) and FPC (10.0%) attenders 
(/^ = 33.550, p = 0.0003). Reported partner intention to test for HIV was low in all groups, 
with around one in ten women noting that their partner intends to have an HTV test.

The mean worry scores indicated considerable worry about having this test by many 
women. The worry levels differed between the three groups of women (F =  39.015, 
p = 0.0001), both TOPC and FPC attenders reporting significantly greater worry compared
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w i t h  O t h e r s  (F=  39,015, p  = 0.0001). P e r c e i v e d  r e a s s u r a n c e  a b o u t  HIV t e s t i n g  w a s  n o t  f o u n d  

t o  d i f f e r  b e t w e e n  t h e  g r o u p s .

Reasons for HIV testing decisions varied. Significant differences emerged in the propor
tions of women in the three clinics considering issues relating to normative reasons (e.g. 
‘Many women have the HIV test’) = 18.524, p  = 0.0001), risks (e.g. ‘I do not think I have 
HIV’ (%̂ = 24.520, p  = 0.0001) and coping (e.g. ‘I do not want to know if I am positive’) 
(X̂  = 43.418, p  = 0.0001). The percentage of women considering normative triggers was 
60.3% (ANCs), 73.1% (FPCs) and 75.9% (TOPCs) respectively. Between 51.4% (ANCs) 
and 70.2% (TOPCs) of women reported considering risk-related issues when contemplating 
HIV testing and between 49.9% (ANCs) and 73.8% (FPCs) of women reported that they 
considered issues relating to coping and stigma.

Attitudes towards H IV  infection, testing and communication

Many clinic attenders agreed that HIV infection is an issue of concern for women, with 
significant variation (%̂ = 86.128, p  = 0.0001) between clinics, so that ANC attenders 
(M = 4.19) showed greater concern about HIV infection, compared with both FPC 
(U = 22382.0, p = 0.0003) and TOPC (U = 20844.5, p  = 0.0003) attenders. The groups also 
differed on beliefs regarding to what extent women feel it is important to receive information 
about how to prevent HIV infection (%̂ = 10.028, p = 0.007), women in TOPCs (M = 4.69) 
giving higher ratings compared with women in ANCs (M = 4.44) (U = 25561.500, 
p  = 0.024).

ANC attenders reported greater levels of comfort discussing sensitive lifestyle infor
mation compared with women in FPCs (3.47 versus 3.06) or TOPCs (3.10) (F  —6.193, 
p = 0.002), as well as greater ease of discussing sexual behaviour (JF— 4.721, p = 0.009) and 
the option of an HTV test ( j^=  16.191), p  = 0.0001) compared with FPC attenders. The 
former group also felt more comfortable (U = 28235.500, p = 0.0003) discussing the option 
of an HTV test compared with the other groups of women. Although ANC attenders 
perceived it easier to talk to their partners about HIV testing compared with both FPC 
(M = 2.30) (U = 28002.0, p — 0.042) and TO PC (M = 2.42) (U = 25274.5, p = 0.042) atten
ders, the former group perceived the HTV test as significandy less reassuring about their 
partner than the other two groups (F =  4.439, p = 0.012).

There was a significant difference in the ratings on perceived level of stress while waiting 
for the results: both TOPC (M = 3.97) and FPC (M = 3.73) attenders perceiving 
significandy greater worry about waiting for the results of an HIV test compared with ANC 
attenders (F =  10.753, p = 0.0001).

Appraisal of H IV  service provision

Service provision options were explored. As can be seen in Table 4 below, many women 
endorsed the offer of an HTV test to all clinic attenders, regardless of the venue they were 
attending. In total, of the women answering the question regarding HIV test offer, 74.2% 
(98/132) of women in FPCs, 73.3% (96/131) in TOPCs and 67.2% (340/506—or 42.8% of 
the total sample—794) in ANCS believed that HIV testing should be offered to all clinic 
attenders. Although some women were ‘not sure’ whether HTV testing should be offered to 
everyone (26.3%, 20.5% and 21.4%, respectively) only a minority (6.5%, 5.3% and 5.3%, 
respectively) disagreed with the offer of HTV testing.

Women in all three clinics were more likely to prefer counselling on risk or an 
informational discussion on HIV compared with receiving no information or a simple offer
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ANC attenders reported greater levels of comfort discussing sensitive lifestyle infor
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p  = 0.002), as well as greater ease of discussing sexual behaviour (F =  4.721, p = 0.009) and 
the option of an HIV test (%̂ = 16.191), p = 0.0001) compared with FPC attenders. The 
former group also felt more comfortable (U = 28235.500, p = 0.0003) discussing the option 
of an HIV test compared with the other groups of women. Although ANC attenders 
perceived it easier to talk to their partners about HFV testing compared with both FPC 
(M = 2.30) (U = 28002.0, p  = 0.042) and TOPC (M = 2.42) (U = 25274.5, p = 0.042) atten
ders, the former group perceived the HTV test as significantly less reassuring about their 
parmer than the other two groups (F =  4.439, p = 0.012).

There was a significant difference in the ratings on perceived level of stress while waiting 
for the results: both TOPC (M = 3.97) and FPC (M = 3.73) attenders perceiving 
significantly greater worry about waiting for the results of an HTV test compared with ANC 
attenders (F =  10.753, p  = 0.0001).

Appraisal of H IV  service provision

Service provision options were explored. As can be seen in Table 4 below, many women 
endorsed the offer of an HTV test to all clinic attenders, regardless of the venue they were 
attending. In total, of the women answering the question regarding HIV test offer, 74.2% 
(98/132) of women in FPCs, 73.3% (96/131) in TOPCs and 67.2% (340/506—or 42.8% of 
the total sample—794) in ANCS believed that HTV testing should be offered to all clinic 
attenders. Although some women were ‘not sure’ whether HTV testing should be offered to 
everyone (26.3%, 20.5% and 21.4%, respectively) only a minority (6.5%, 5.3% and 5.3%, 
respectively) disagreed with the offer of HTV testing.

Women in all three clinics were more likely to prefer counselling on risk or an 
informational discussion on HTV compared with receiving no information or a simple offer
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T a b le  4 . Appraisal of H IV  service provision

AN 
(n = 794)

FP 
(n = 145)

TOP 
(«=  141)

Value
F/t/y^ Sig.

Attitudes (Scale 1 to 5 = not at all, 5 = very much so)

Is HIV injection a concern for women in this
clinic? 4.19 3.18 3.40 86.128 0.0001

Would you feel comfortable discussing the following
with a health care professional

HIV infection 3.68 3.39 3.59 4.988 NS
sensitive information about life style 3.47 3.06 3.10 6.193 0.002
sexual behaviour 3.37 2.93 3.22 4.721 0.009
option of an HIV test 3.62 3.06 3.43 16.191 0.0001

Is it important for women to receive information
about HIV prevention? 4.44 4.59 4.69 10.028 0.007

How much would the HIV test
re-assure about the partner 3.29 3.67 3.63 4.439 0.012
be difficult to talk to parmer about 2.06 2.30 2.42 10.216 0.006
make worried about insurance 2.50 2.64 2.68 0.863 NS
make stressed while waiting for results 3.29 3.73 3.97 10.753 0.0001

Women can prevent themselves from getting
HIV 4.26 4.41 4.51 4.646 NS

HIV Service Provision
Should all women in this clinic be offered an
HIV test?

Yes 340 (67.2%) 98 (74.2%) 96 (73.3%)
No 33 (6.5%) 7 (5.3%) 7 (5.3%)
Not sure 133 (26.3%) 27 (20.5%) 28 (21.4) 3.557 NS

Preferred HIV testing approach
N o information about HIV & no test 56 (10.5%) 8 (7.0%) 11 (9.4%)
No information about HIV & have the test if

doctor beliefs it is in own interest 132 (24.7%) 20 (17.5%) 15 (12.8%)
Counselling on risk & whether to test 136 (25.5%) 30 (26.3%) 39 (33.3%)
Informational discussion on HIV 210 (27.5%) 56 (49.1%) 52 (44.4%) 13.199 0.040

Would prefer to talk to about HIV issues with
Family doctor 83 (14.1%) 17 (13.1%) 25 (19.4%) 2.675 NS
Clinic/hospital doctor 40 (6.8%) 29 (22.3%) 14 (10.9%) 29.234 0.0001
Specialised HIV counsellor 129 (21.9%) 48 (37.2%) 56 (43.4%) 31.570 0.0001
Do not want discussion 63 (10.7%) 29 (22.5%) 25 (19.4%) 16.224 0.0001

Preferred way of receiving results
Told immediately when available/next app. 371 (67.8%) 105 (84.0%) 99 (77.3%)
Over phone/in a letter 124 (22.7%) 12 (9.6%) 21 (16.4%)
No preference 52 (9.5%) 8 (4.8%) 8 (6.3%) 16.061 0.003

Beliefs about if consent will be asked for an HIV test
Yes 463 (77.8%) 75 (56.4%) 86 (67.2%)
No 100 (17.3%) 23 (17.3%) 15 (11.7%)
Don’t know 32 (5.4%) 35 (26.3%) 27 (21.1%) 66.753 0.0001

Beliefs whether one can refuse an HIV test
Yes 496 (82.1%) 100 (75.2%) 91 (70.5%)
No 73 (12.1%) 12 (9.0%) 16 (12.4%)
Don’t know 34 (5.6%) 21 (15.8%) 22 (17.1%) 27.080 0.0001
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of HIV testing with no counselling (%̂  = 11.874, ^  = 0.018). Many women either did not 
believe that their consent would be asked for an HIV test or were not sure, women in both 
FPCs and TOPCs being significantly more likely to be unsure = 66.753, p = 0.0001) and 
also less likely to know whether they can refuse it, compared with women in ANCs 
( f  = 27.080, p = 0.0001).

Women in TOPCs (43.4%) and FPCs (37.2%) were significantly more likely to express 
a preference for discussing HTV issues with an HTV specialized counsellor compared with 
women in ANCs (21.9%) (%̂ = 31.570, p  = 0.0001), although some indicated that they ‘do 
not want a discussion’. There was a strong preference for receiving HTV test results as soon 
as they become available or at subsequent appointment, as indicated by over 65% of the 
women in all three groups.

D iscussion

In this sample, women attending ANCs were more likely to express an intention to have an 
HIV test compared with others. This finding is likely to reflect current variation in HTV 
testing policies and procedures in different clinic settings and, in fact, Gibb et a l (1998) 
noted that one of the best predictors of HTV testing is the unit policy which women are 
exposed to. The sustained attention in antenatal clinics may have partially succeeded in 
moving this test firom something special to a normalized part of the pregnancy test package. 
This may well account for the relatively higher rates of intention to test, the lower worry and 
the lower difficulty in raising and discussing HIV-related issues reported by ANC attenders. 
Normative influences may well be operating over time for this group, but the movement is 
slow.

The results of this study suggest that fewer than one in five women in FPCs and TOPCs 
intend to have an HIV test and the actual proportion of women who will request it is likely 
to be even lower. Similarly, reported partner intention was low across all three groups. There 
may be advantages for HIV counselling and testing of couples simultaneously and service 
provision for partners should particularly not be overlooked, as for many women their only 
risk factor for HTV has been contact with a high risk partner.

Single or multiple potential HIV risk factors were disclosed by more than one in four 
women attending the clinics. As reported in previous research (Radcliffe et a l, 1993), women 
requesting elective terminations were found to disclose considerable levels of risk factor 
which may have exposed them to HIV infection. Similarly, in this sample this group reported 
significantly greater level of HTV risks compared with FPC or ANC attenders. In particular 
they were more likely to disclose residence in a country with high HTV seroprevalence, or 
having been a sexual partner of a man who has lived in an area of high HTV seroprevalence.

Not surprisingly, women in TOPCs also reported greater worry about past risks, higher 
personal chances of HIV infection, combined with lower perceived control about staying HIV 
negative in the future, compared with the other two groups of women. However, the former 
group of women also were more likely to agree that it is important for each clinic attender to 
receive information about how to prevent HIV infection. Much of the HTV information 
provision has aimed at pregnant women in antenatal clinics. Such information provision 
should not be overlooked in other venues attended by women. TOP clinic attenders are likely 
to experience a subsequent pregnancy, so the impact of vertical transmission is still relevant, 
as well as prevention and early treatment for women themselves.

The overall HTV knowledge level of women in all clinics was low. Although one might 
have expected pregnant women attending AN clinics to be well-informed about HTV issues, 
in this sample they tended to score lower on HTV knowledge questions compared with
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women requesting terminations. Surprisingly, women in both FP and TOP clinics were more 
likely to know that HTV can be transmitted from mother-to-baby during pregnancy compared 
with pregnant women in AN clinics. Overall fewer than one in four women knew about the 
potential role of zidovudine, caesarean section and bottlefeeding in reducing mother-to-baby 
HIV transmission. Even though there is now strong evidence which suggests that bottlefeed
ing approximately halves the risk of vertical HIV transmission (e.g. Dunn et al., 1992), fewer 
than one in five women in all three clinics were aware of this.

Women differentiate between offer and personal uptake. The offer of HIV testing was 
endorsed by many women, only a minority expressing a belief that HIV testing should not be 
offered to all clinic attenders. The level of reassurance about HIV testing was not found to 
differ between the three groups. However, women in both FPCs and TOPCs reported 
significantly greater worry about the idea of having an HIV test compared with AN attenders, 
even though one might have expected AN attenders to experience additional worry about the 
unborn baby. Interestingly, women in ANCs were found to report greater levels of comfort 
in discussing a number of sensitive issues relevant to HTV infection and testing compared 
with the other groups of women. This finding may be partly explained by women in FP and 
TO P clinics being younger and reporting greater anxiety before the consultation.

As the m V  epidemic unfolds in the UK a decrease in the numbers of new HTV 
infections have been observed in men, whilst there has been an increase in the rate of new 
HIV infections in women. There are well-established HTV serosurveillance monitoring 
programmes in antenatal units and an ongoing debate of the optimal antenatal HTV testing 
service provision in the UK. Women attending other settings, where reproductive health care 
is also provided, have not received such attention. For example, in the UK only one study has 
surveyed HTV seroprevalence in family planning clinic attenders in Glasgow (Goldberg et al., 
1998). The HIV epidemic in women, however, demonstrates a very different picture in 
different parts of the country. Whilst in Glasgow the associated exposure to HTV in reported 
maternal infections has been injecting drug use in 94% of the cases, in London the majority 
of diagnosed HTV-posidve pregnant women (69%) acquired the infection ‘abroad’ (National 
Study of HTV in Pregnancy, 1998). Given that the seroprevalence in FPC’s in parts of Afirica 
has reached 12% (Menya et al., 1996) and that the HTV epidemic in women in London 
affects mainly women from WHO Pattern II regions (where HTV infection is common), or 
partners of men from such countries, it is surprising that no unlinked seroprevalence smdies 
are monitoring the epidemic in FPCs, attended by a multicultural clientele, in the Greater 
London area.

At present, HTV testing is not systematically offered to FPC attenders, unlike the 
practice in many London maternity units. This study indicates that the majority of women 
in FPCs believe that HTV testing should be offered to women attending these clinics and that 
they would personally welcome information on HTV infection and testing, either following an 
informational discussion or counselling. It could be argued that FPCs are a particularly 
appropriate venue for providing women with HTV preventative material, since women 
requesting oral contraceptives should be systematically encouraged to use condoms, as a 
means of preventing not only HIV infection, but also other STDs. Thus FPCs offer a setting 
where HTV prevention strategies aimed at women, rather than at prevention of vertical HTV 
transmission, could be enhanced.

Similarly, HTV service provision in TOPCs has been overlooked. Although it may be 
argued that the offer of an HTV test at this sensitive time may be inappropriate, the 
preliminary findings of this study clearly indicate the contrary. The majority of women 
expressed an opinion that HTV testing should be offered to all clinic attenders. The 
Intercollegiate Working Party Report (1998) states that ‘all pregnant women should receive
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appropriate information on HFV infection and its transmission from mother to baby’. No 
reference, however, is made to the group of pregnant women who decide not to proceed with 
the pregnancy, despite the evidence that many women seeking a termination proceed to plan 
a future pregnancy (Sherr, 1995), Approximately one in five pregnancies end in an induced 
termination in England and Wales (Guillebaud, 1998). In 1994, of 801,600 pregnancies in 
England and Wales, 156,000 did not proceed to term. Not offering women attending TOPCs 
information and HIV testing would seem to be a missed opportunity and a short-sighted 
approach for a large proportion of women exposed to unprotected sex.

A comprehensive HIV prevention strategy aimed at women of reproductive age would 
not only aim to reduce the incidence of vertical HIV transmission but more importantly 
horizontal transmission of HIV, given that prevention of the latter will have an impact in 
reducing the opportunities of mother-to-baby HTV transmission. Furthermore, all women 
who are HIV-positive should have the opportunity for receiving HIV treatment for them
selves, regardless of their pregnancy status. The prerequisite for having treatment options 
available, however, is knowledge of HIV serostatus. Without the presence of appropriate HIV 
testing policies in a wider range of reproductive health care clinics it is likely that many 
HIV-positive women will only receive an HIV diagnosis and treatment when they become 
pregnant, if at all.
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