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Abstract

HIV Testing and Counseling (HTC) in antenatal care is extremely effective at identifying women
living with HIV and linking them to HIV care. However, retention is suboptimal in this population.
We completed qualitative interviews with 24 pregnant women living with HIV in Tanzania to
explore perceptions of HTC. Participants described intense shock and distress upon testing
positive, including concerns about HIV stigma and disclosure; however, these concerns were
rarely discussed in HTC. Nurses were generally kind, but relied on educational content and brief
reassurances, leaving some participants feeling unsupported and unprepared to start HIV
treatment. Several participants described gaps in HIV knowledge, including the purpose of
antiretroviral therapy and the importance of medication adherence. Targeted nurse training related
to HIV disclosure, stigma, and counseling skills may help nurses to more effectively communicate
the importance of care engagement to prevent HIV transmission and support the long-term health
of mother and child.

Resumen

Las pruebas de VIH y la orientacion (HTC) en el cuidado prenatal son métodos extremadamente
efectivos para identificar a mujeres viviendo con VIH y referirlas al cuidado que necesitan. Sin
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embargo, la retencidn en los programas de cuidado es un obstaculo en esta poblacion.
Completamos entrevistas cualitativas en Tanzania con 24 mujeres embarazadas que viven con el
VIH para identificar sus reacciones al HTC. Las participates describieron un sentido de conmocion
intensa y angustia al dar positivo, ademas de las preocupaciones sobre el estigma del VIH y el
temor a divulgar ser positivas. Sin embargo, estas preocupaciones rara vez se discutieron durante
el proceso de HTC. Por lo general, las enfermeras fueron amables, pero se dependian del material
educativo y ofrecian pequefias consolaciones, los cuales dejaban a algunas participates sintiéndose
sin apoyo y sin preparacion para comenzar el tratamiento contra el VIH. Varias participantes
describieron poco conocimiento del VIH, como el proposito de la terapia antirretroviral y la
importancia de la adherencia terapéutica. Un entrenamiento especifico para las enfermeras en
relacéon a la divulgacion, el estigma y la orientacién sobre el VIH podrian ayudar a las enfermeras
a comunicar de manera mas efectiva la importancia de la participacion en el cuidado de la
condicion para asi prevenir la transmision del VIH y fomentar la salud a largo plazo del la madre y
la criatura.

Keywords

HIV testing and counseling (HTC); low- and middle-income countries (LMICs); Option B+;
prevention of mother-to-child transmission of HIV (PMTCT); HIV stigma

Background

Universal HIV testing during antenatal care is a key catch point for HIV diagnosis,
counseling, and the initiation of antiretroviral therapy (ART) in many nations throughout the
world.(1) In 2012, the World Health Organization introduced Option B+, a policy that all
pregnant women living with HIV should be started on ART, regardless of CD4 count or
clinical stage, and continue for lifetime use.(2) In the years following its introduction,
Option B+ has been taken to scale, starting with 21 UNAIDS Global Plan priority countries
in sub-Saharan Africa, including Tanzania.(3)

By 2017, the Option B+ policy had facilitated the initiation of ART in over 900,000 women
living with HIV worldwide, and contributed to UNAIDS Global Plan progress in preventing
1.2 million new infections among children.(3,4) Studies of Option B+ have found that the
program leads to earlier linkage to HIV care among women, reductions in mother-to-child
transmission, increased ART coverage at the community level, and improved health
outcomes for both the mother and child.(5,6) In Tanzania, the policy became part of the
national strategy for prevention of mother-to-child transmission of HIV (PMTCT) and was
fully implemented by the end of 2014.(7,8)

Although the Option B+ policy has been successful at extending the reach of HIV testing
and linkage to care, there are some important limitations to consider. A recent meta-analysis
of studies conducted in Africa suggests that women enrolled in PMTCT programs under
Option B+ have higher rates of loss to follow-up than the general population of people living
with HIV (PLWH).(9) A large portion of this difference can be explained by low treatment
uptake following a diagnosis in antenatal care and high loss to follow-up in the first months
after being linked to HIV treatment.(9-11) Because HIV testing is conducted when women
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are presenting for a non-HIV healthcare service (antenatal care), those who test positive for
HIV may be less emotionally prepared to accept the test result, which may contribute to
hesitancy or fear to initiate lifelong treatment immediately upon diagnosis.(6)

Thus, for women who test positive for HIV during antenatal care, a positive experience with
HIV Testing and Counseling (HTC) is a critical first step to promoting long-term HIV care
engagement.(12) Additionally, among women who test negative, HTC provides an
opportunity for education about the importance of safe sexual practices, regular testing, and
stigma reduction.(13) For women with a pre-established HIV diagnosis, a confirmatory HIV
test is generally not given during pregnancy, but antenatal care provides an opportunity to
assess ART adherence and provide additional counseling or education. HIV Testing and
Counseling is based on a confidential dialogue with a healthcare worker, and it involves
preparing the patient for an HIV test, completing the test, communicating the results, and
providing post-test support and education.(14) Among women who test positive for HIV,
Tanzanian national policy indicates that post-test counseling should include the provision of
emotional support to accept the diagnosis, education about HIV and antiretroviral therapy,
adherence counseling, conversations about HIV disclosure, and discussions about
implications for delivery, breastfeeding, and the long-term health of mother and child.(15)

Increasingly, Tanzanian clinics are encouraging pregnant women to bring the father of the
child to the first antenatal care appointment, where he will also participate in HIV Testing
and Counseling.(16) If a pregnant woman or her partner tests positive, nurse-counselors
provide a direct referral to a PMTCT Clinic for the woman or a Care and Treatment Clinic
(CTC) for the partner, typically housed in the same health center. HIV clinics in Tanzania
provide all HIV care, including antiretroviral therapy, free of charge, and patients are
encouraged to initiate medication on the same day or within one week of an HIV diagnosis.
(17) These policies are part of a “multi-sectoral approach” to offer co-located HIV services
aimed at “full integration of HIV prevention, care and treatment services, and maternal
nutrition, newborn, child, adolescent health, and other reproductive health programs”
delivered entirely within HIV clinics.(8)

In Tanzania and most other African nations, HTC is primarily provided by nurses. In the
Tanzanian antenatal care setting, nurses typically receive initial on-the-job training in HTC
with occasional updates and refresher trainings. For example, the Elizabeth Glaser Pediatric
AIDS Foundation led training efforts for nurses to prepare for the roll-out of the Option B+
policy.(18,19) Despite clear efforts to provide high-quality HTC services, many nurses
describe lacking the time to effectively counsel patients due to conflicting demands with
their other duties.(20) This reality is exacerbated by the lack of trained professional nurses
and high demand for their services in low-resource healthcare settings.(21,22) When HIV
counseling is perceived as insufficient, patients describe struggling with unanswered
questions, doubts about the validity of the information provided, and uncertainty about how
to put the information into action in their daily lives.(23,24)

When done effectively, HTC in antenatal care has a direct benefit to all women, regardless of
their HIV status, as it may reduce stigma, assist those with negative test results to remain
uninfected, and support those living with HIV to minimize the medical, social, and
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emotional impacts of HIV.(25,26) However, there is currently a notable gap in the literature
examining the content of nurse-delivered HTC, its effectiveness, and how it is received by
women seeking antenatal care. This qualitative study sought to elicit the perspectives of
PMTCT patients regarding the content and quality of the counseling they received during
HTC in Tanzania. These insights can help to identify opportunities to improve counseling in
the antenatal care setting, which may contribute to improved health outcomes.

We completed semi-structured in-depth interviews with 24 pregnant women living with HIV
between July of 2016 and August of 2017. Participants were recruited from a broader parent
study of pregnant women living with HIV in the Moshi district of Tanzania.(27) Pregnant
women living with HIV were enrolled from the PMTCT clinics of a tertiary hospital and two
urban health centers in the district, where the prevalence of HIV among pregnant women is
4.8%. The three study sites operate under the Tanzanian National AIDS Control Program,
which provides free clinical services and antiretroviral treatment to all patients living with
HIV.(15) All study clinics had implemented the Option B+ policy by the start of enroliment.

Participants were eligible to complete in-depth interviews if they were at least 16 weeks
pregnant, at least 18 years old, fluent in Kiswahili, had been in HIV care for at least one
month, and were capable of understanding and providing written informed consent. The
consent form was read aloud in Kiswahili and participants were provided with a copy.
Participants were encouraged to ask questions. Those unable to write were able to provide a
thumbprint in the presence of a witness to indicate their consent.

Participants were purposively selected from the broader cohort to include the perspectives of
both women newly diagnosed with HIV during the current pregnancy and those with an
earlier, established diagnosis at the time of entry into antenatal care; ten participants had
established HIV diagnoses and fourteen were newly diagnosed during the current pregnancy.
Interviews were completed in Kiswahili by a trained Tanzanian research nurse, lasted
approximately 60 minutes, and were audio recorded for later transcription. All participants
provided their informed consent prior to the interviews. Ethical clearance was obtained from
the Tanzanian National Institute for Medical Research (NIMR) and the institutional review
boards of Kilimanjaro Christian Medical Centre and Duke University. This manuscript was
prepared according to the Standards for Reporting Qualitative Research (SRQR).(28)

Qualitative Interview Guide

The semi-structured interview guide was developed through an iterative process,
incorporating prior literature, formative data collected from providers and patients, and
research team members’ clinical experience in HIV care. We received feedback on a
preliminary version from people living with HIV who are members of a local study advisory
board and finalized the guide during training and practice sessions with the study nurses.
The final interview guide included questions and prompts aimed at exploring the
participant’s experiences with HTC. For women with established HIV diagnoses or those
who had participated in HTC during more than one pregnancy, they were encouraged to
share their experiences across all the times they had participated. The guide included
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prompts relating to their emotional response to receiving a positive test result, the demeanor
and communication style of the nurse providing HTC, and the content of the counseling they
received after testing positive. Specific prompts probed further into about counseling related
to antiretroviral treatment, adherence and care engagement, PMTCT, social support and
coping, labor and delivery, and care of the baby after birth, including breastfeeding. Finally,
participants were asked to discuss their overall satisfaction with HTC and with the nurse-
counselor, and to provide feedback for areas of improvement.

Researcher characteristics, training, and reflexivity

The research was conducted by a diverse team of Tanzanian and U.S.-born researchers. The
informed consent procedures and qualitative interviews were conducted by two Tanzanian
study nurses; study nurses were members of the research team and not clinic staff, but
worked closely with clinic staff in managing participant recruitment and referral. Both study
nurses had extensive prior experience in conducting qualitative research. They received two
weeks of face-to-face training to build expertise in qualitative research, gain familiarity with
the qualitative interview guide, and practice administering interviews. They were required to
complete a final mock interview prior to any contact with participants. Tanzanian study team
members were equal partners in the analysis, interpretation, and reporting of findings.

Data Analysis

The audio recordings were transcribed and translated to English by a trained Tanzanian
interpreter, and a random subset were reviewed for accuracy by a research team member
fluent in Kiswahili. Data were analyzed through a team-based, thematic approach informed
by grounded theory and the constant comparative method.(29,30) Each transcript was first
reviewed by two research team members to identify the broader domains represented in the
data and informed by the qualitative interview guide. Next, the researchers developed a
qualitative memo for each interview which served to summarize the interview and track
content related to the topic onto the relevant domains.(31) The memos were then transferred
to NVivo software and coded to develop inductive themes, linking the memo content to
respective themes. To facilitate trustworthiness and to ensure reproducibility, each memo
was coded by one team member and checked by another, and all discrepancies were
discussed until consensus was reached. A subset of five memos were randomly selected to
be recoded by a third team member and checked for inter-coder agreement using a pre-
established threshold of 80%.(32) All five coded memos exceeded the desired threshold for
inter-coder agreement (range: 82-93%).

Results

Participants

The 24 participants in the study ranged from 18 to 43 years old, with the mean age of 29.
Fourteen participants (58.3%) were newly diagnosed with HIV during the current pregnancy,
and ten (41.7%) had established HIV diagnoses at the time of entry into ANC. Sixteen
(66.7%) were married, six (25.0%) were unmarried but in a relationship, and two (8.3%)
were not in a relationship. Fifteen participants (62.5%) knew the HIV status of the father of
the child, and seven (29.2%) reported that they were in a sero-discordant relationship (i.e.,
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their partner was HIV-negative). Among the 14 women newly diagnosed with HIV during
this pregnancy, 6 tested with a male partner; 3 of these male partners tested positive for HIV
and 3 tested negative.

The final themes that emerged in the data analysis included the participants’ responses to
receiving an HIV diagnosis, her perceptions of the demeanor of the nurses who provided
HTC, the content of the counseling, the emotional support she received, and subsequent
challenges or barriers she faced to linkage or retention in HIV care (see Table I).

Response to HIV Diagnosis

In describing their response to learning about their HIV diagnosis during HIV Testing and
Counseling, most participants said they were shocked, afraid, and panicked. About one-third
of participants described extreme sadness, depression, and hopelessness, often sparked by a
fear of death from HIV. One participant shared, “Before [antiretroviral treatment became
available], you knew that once you get HIV you just die, nothing else. So, | panicked badly
when | was told | had HIV. | saw that my journey had come to an end.” In the interviews,
three participants acknowledged thoughts of suicide after learning their HIV status. Of the
three patients who had experienced suicidal ideation, none had been asked about thoughts of
suicide during HIV testing and counseling, and none had shared this information with a
nurse or other healthcare worker.

Other participants described feelings of denial and struggling to accept that they were HIV-
positive, sometimes for days or weeks after the diagnosis. Two participants acknowledged
that they went to another clinic for a confirmatory test before they were willing/able to
accept the results.

“At first, | didn’t believe it was true because | didn’t cheat on our marriage. |
refused to take the medication; | said no because | was feeling very healthy...I have
never been sick in my life, so | had doubts about the medications. Being informed
about my HIV status was a very hard thing for me to believe. It distressed me and |
wasn’t able to accept it.”

Several participants said that when they learned of their diagnosis, they were fearful that
they might transmit to the virus to their baby and/or partner, while others expressed concern
that they would not be able to work and support their children. Women whose partner did
not know their HIV status described substantial worry and distress surrounding when and
how they might choose to disclose, while women who tested with their partner expressed
relief that they could be open with one another about the illness. Several participants
expressed that they made an effort to embrace feelings of acceptance and normalcy soon
after receiving the HIV diagnosis. For example, one woman shared.

“I never expected a result like this...I mean, you are walking around and you are
alive, but you are suffering from something that you don’t know about. But when |
was told | just accepted it, because when | look around there are so many people
who have HIV, and they are alive and they are using the medicine and we just see
them as normal.”
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Demeanor of the Healthcare Worker

When asked about the demeanor of the nurse who provided HIV testing and counseling,
participants most often described the person as kind, supportive, helpful, or concerned. As
one participant described, “Yes, the nurse was helpful. She was kind to me...she gave me the
medicine and explained how to take them. She also told me that whenever | have a problem |
should tell her.”

Two participants described the nurse as nervous or uneasy when giving the results of the
HIV test and providing counseling and education. As one participant shared, “[The nurse]
was clearly shocked as she was telling me [my positive result]. She was finding it difficult to
tell me. When she saw the results, she was really startled.” In instances where participants
had a negative or uneasy perception of the nurse’s demeanor, they also commonly reported
feeling uncomfortable asking questions, or were worried about their HIV outcomes.
Participants who reported feeling less comfortable with the nurse also commonly said they
left the initial session feeling uninformed about important topics such as reducing
transmission risk, medication adherence, and breastfeeding.

Content of Counseling

In discussing the content of counseling, participants were primarily focused on post-test
counseling and provided little information about pre-test counseling. After receiving their
test result, participants most commonly described receiving didactic education from the
nurse. They noted that they received practical information about HIV and treatment, with a
particular emphasis on the importance of medication and daily adherence to antiretroviral
treatment. One participant shared, “They advised me to take my medicine on time, and that |
would have to take the medicine for the rest of my life. That is it.” Many participants also
received information about minimizing the risk of transmission to the baby. Several
described receiving education about breastfeeding and reassurance that they would be able
to breastfeed their baby as normal. Among women who were in a discordant relationship or
did not know their partner’s status, counseling commonly centered around prevention of
transmission to the partner and the need to use condoms and other safe sex practices.
Overall, when women were asked generally about the content of HTC, there was a notable
absence of discussion of emotional support or mental health, little guidance on managing
HIV stigma, and minimal support in navigating HIV disclosure to the father of the child or
others.

Emotional Support in HIV Testing and Counseling

When asked specifically whether they felt emotionally supported in HTC, most of the
women we interviewed said they received “reassurance” from the nurses that the outcomes
would not be as bad as they feared. This included reassurance that they could live a long, full
life and that they could deliver a healthy, uninfected baby. “They told me that if I will
concentrate on using the medicine, | will give birth to a baby that’s free of the infection.”
Nurses also commonly encouraged patients to “be strong” and “don’t worry.” In some
instances, patients described this approach as helpful in providing them with encouragement
and hope.
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“The nurse just gave me some hope that | wasn’t the only one out there who was
infected, that there are many people who are infected like myself. And also, she
encouraged me that if you use the medicine, it isn’t that this is the end of your
life...no.”

However, some other patients described the nurse’s stance that they should “be strong” and
“don’t cry” as dismissive of the feelings of shock, fear, and sadness they were experiencing.
In some instances, patients felt the brevity of counseling was due to the busy clinic schedule
and the fact that the nurses needed to see such a large number of patients. Women were
commonly told not to worry, not to think too much, and not to be afraid, sometimes in an
abrupt way that did not acknowledge the seriousness of the emotional impact of receiving a
new HIV diagnosis. As one woman shared, “They comfort you just fine. They tell you don’t
cry, don’t worry, you will live.” Another participant shared a similar experience: “They told
me not to worry and that | was not sick, it was just deficiency of immunity in the body.”

Challenges Experienced in HIV Testing and Counseling

About half of participants described a challenging experience during HIV testing and
counseling, with the most common being that they had unanswered questions about their
health at the end of the session. This included receiving inadequate or inaccurate information
about topics such as how long they needed to take antiretroviral medication, why they
needed to take medication, how their HIV might impact their delivery, and how long they
should breastfeed their baby. One participant said she did not feel comfortable asking
questions because there were student nurses present in the session, while several others
acknowledged that they simply felt too emotionally overwhelmed by the diagnosis to
understand the counseling that was provided or to ask questions after receiving their
diagnosis.

“I tell you, | ended up being very weak and even if you asked me something I found
my head was not working. | mean, | didn’t have the strength to ask someone
questions. | was so weak | couldn’t ask. | was so hurting.”

In some cases, clinic staff took steps to remedy these challenges. For example, one
participant shared that a nurse took the time to follow up with her at her next appointment
when she felt more emotionally prepared to receive information about her diagnosis, and
that she came to understand better at that time:

“On that first day, | didn’t come away with anything other than that | will have to
swallow the pills for the rest of my life and that | shouldn’t skip. That’s the only
thing | came out with. The rest | didn’t catch at all. Later when | sat with the nurse,
she explained it to me. | came to know the meaning of the medicine.”

Discussion

HIV Testing and Counseling (HTC) during antenatal care is an important opportunity for
identifying women living with HIV, connecting with women who have been previously
diagnosed but are not taking antiretroviral medication, and engaging both groups in care.
However, studies have observed greater loss to follow-up among pregnant and postpartum
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women as compared to the general population of people living with HIV.(9) In Tanzania,
HTC is provided by clinic nurses who face a variety of challenges, including high demand
for services and resource constraints.(22) Further, there is wide variation in the training
nurses receive in counseling, and training is typically focused on providing information
related to medication and preventing transmission; there is much less emphasis on how to
provide effective emotional support, discuss disclosure, and address HIV stigma; this critical
lack of training may contribute to reduced confidence among nurses in addressing these
topics in HTC.(33,34) Understanding the perspectives of patients who undergo HIV testing
in antenatal care serves to identify areas of need and inform how testing and counseling can
be improved to better serve the needs of patients.

In our qualitative interviews with pregnant women living with HIV in Tanzania, women
shared their experiences of HTC in antenatal care, the counseling and education received,
and their perceptions of the quality of services. Upon learning of their HIV diagnosis, newly
diagnosed women described intense feelings of shock, distress, fear, and worry. Nurses were
generally considered supportive and kind, but many participants felt that nurses did not
spend the time necessary to provide adequate HIV education and emotional support. Nurses
instead relied on brief education on specific topics (e.g., adherence and breastfeeding) and
brief reassurances that did not acknowledge the complex and nuanced challenges of
receiving a new HIV diagnosis. Together, these findings are similar to earlier studies from
Uganda and Tanzania that showed time and resource limitations may hinder post-test
counseling from having a positive impact on health behavior and may instead contribute to
feelings of uncertainty and doubt.(23,24)

The interviews revealed several missed opportunities in current HIV testing and counseling
practice related to counseling, education, and emotional support. Several participants
described gaps in their knowledge of HIV that were not addressed in counseling, including a
lack of understanding of the rationale for antiretroviral treatment, that they should remain in
treatment for life, and how HIV might impact their labor, delivery, and breastfeeding. The
topic of how and when to disclose one’s HIV status to sexual partners and/or family
members was also rarely discussed. Similar to other settings, a key contributor to these
limitations may be the high demands placed on nurses’ time, which allowed for only brief
interaction with the patient after communicating the test results.(35) Women who completed
HIV testing with a male partner described relief in this opportunity to be open about their
HIV status, despite accompanying stress. It is unclear from these data whether nurses had
adequate training to offer more effective counseling, and this will be an important area of
future study.(36)

The findings highlight the potential to improve person-centered education and emotional
support in the antenatal care setting. In our interviews, many women described feeling too
emotionally overwhelmed to appropriately absorb the information being offered to them in
HIV testing and counseling. This may point to the need to first address the emotional
challenge of accepting an HIV diagnosis before shifting focus to the more educational
components of counseling, as well as the need to repeat and reinforce key information at
future clinic appointments when the patient is likely to be better prepared to absorb the
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information and make long-term decisions that will promote her health and well-being.
(36,39)

Task-shifting may help alleviate some of the burden of counseling from nurses and present
an opportunity for comprehensive education and support from trained lay counselors. Lay
counselors in Zambia who provided HIV testing and counseling services were both
motivated and confident, demonstrating high quality of counseling, while significantly
reducing the workload for healthcare workers.(37) Other examples of lay counselor support
for HIV testing and counseling in South Africa show promising outcomes when counselors
are equipped with proper training in counseling skills, supervision support, and integration
into the formal healthcare system.(38) The lay counselor model could be adapted and
integrated into ANC care to provide additional support for women who test positive for HIV
during pregnancy.

Antenatal care provides a unique opportunity for testing, diagnosis, and counseling related
to HIV, which are integral components of prevention of mother-to-child transmission
(PMTCT) programs and critical to promoting care engagement in the first months after a
diagnosis.(7) Women are encouraged to return to the clinic to check on the progress of the
pregnancy and to obtain antiretroviral medication refills, and health workers can use these
visits as an opportunity to provide additional education and counseling. Based on our
findings and the existing literature, areas that may require additional attention include
managing HIV stigma(40), offering mental health screening and treatment(41), and
facilitating selective and appropriate HIV disclosures to a partner, friend, or family members
to recruit social support.(42) Specific emphasis should be placed on mental health
comorbidities which have been found to hinder HIV care engagement, including depression,
anxiety, and traumatic stress.(43-45) Effective HIV counseling should not only enhance
patient knowledge and skills that are applicable within the clinic, but should also foster
healthy coping and social support in the patient’s daily life, which have been shown to be
critical for long-term HIV care engagement and medication adherence.(46)

The findings should be interpreted in light of the study’s limitations. Interviews were
conducted with a small cohort of adult women living in a single city in northern Tanzania;
therefore, results may not be generalizable to other samples and settings. To minimize the
emotional burden this interview might place on women immediately after receiving a
diagnosis, all interviews were conducted at least 30 days after the initial diagnosis; some
women with an established HIV diagnosis had been diagnosed many years prior to study
enrollment. Therefore, it is likely that there were issues of recall bias related to past
experiences with HIV testing and counseling. The study also missed women who were lost
to follow up on the first month after diagnosis. It is likely that women who dropped out of
care during this critical window would have shared different and more negative experiences
with HTC, which will be important to explore in future research.

Conclusions

Antenatal care is an important setting for HIV Testing and Counseling, and the
implementation of Option B+ has led to advances in linking pregnant women living with
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HIV to lifelong care. However, women enrolled in Option B+ are more likely to drop out of
care in the first months of treatment as compared to the general population of people living
with HIV. Our results indicate that patients may feel overwhelmed immediately upon
learning of a new HIV diagnosis, making it difficult for them to absorb counseling content
and commit to long-term treatment. Further, limitations in time, human resources, and
training may prevent nurses from offering high-quality counseling, particularly in low-
resource settings. These findings point to the need for having targeted training in critical
aspects of counseling in PMTCT care, including HIV disclosure, stigma, and effectively
communicating the importance of care engagement to prevent HIV transmission and support
the long-term health of mother and child. The scale-up and improvement of task-shifting
programs that integrate lay counselors to support HIV counseling and treatment are also a
promising avenue for PMTCT programming.
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Summary of qualitative themes and subthemes that emerged in analysis

Theme

Subthemes

Response to HIV diagnosis: the emotional, cognitive, and behavioral responses of
participants after receiving their HIV diagnosis

« Shock, fear, panic, denial
« Extreme sadness, depression and hopelessness
« Experiences of suicidal ideation
« Transitions to acceptance and normalcy

Demeanor of the healthcare worker: how participants perceived the attitude of the
nurses who provided HTC

« Kind, supportive, or helpful (common)
« Unconcerned or detached (infrequent)
« Discomfort related to feeling uninformed

Content of counseling: counseling content as described by participants

« Importance of medication and adherence
* Minimizing risk of transmission to baby
« Breastfeeding information
« Prevention of transmission to partner

Emotional support in HIV testing and counseling: participant descriptions of
emotional support provided by the nurses

« Reassurance about a normal life and healthy baby

« “Be strong” and “don’t worry”
« Limited opportunity to share emotions

Challenges experienced in HIV testing and counseling: participant descriptions of
negative experiences or barriers to care

« Unanswered questions or inadequate information

« Discomfort during session
« Inability to process information
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