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Abstract: In Hanoi, Vietnam, HIV counseling and testing 1s available but apparently still many HIV-positive
women were eithernot detected orwere identified too late for optimal PMTCT mtervention. The study looked

at how easily pregnant women could find out about and use HIV counseling and testing and whether their
reproductive health-seeking behavior offers opportunities to ensure PMTCT choices. Data from a household
survey among 670 randomly selected women who had given birth in the last year were combined with results
of semi-structured mnterviews with 53 health staff and observations in health facilities. HIV counseling and

testing for pregnant women 1s widely available in Hanoi1, except at commune level where many peri-urban
women go for ANC and delivery. Among the women mterviewed, 85% reported having been tested; 65% of
the tests were provider-initiated. Accessibility of counseling and testing as abasis for PMTCT choices would
be greatly affected by the current late timing of the testing and the poor quantity and quality ofcounseling.

Women’s reproductive health care behaviorsuggested opportunities for mterventions; more than 80% ofthem
sought ANC in the first trimester and made more than three ANC visits. Most health care workers and 76% of
women interviewed thought thatallpregnant women should be tested for HIV. The main limitations to effective

PMTCT for pregnant women were that HIV testing 1s not available at commune level or 1s offered too late 1n

gestation and without adequate counseling.
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INTRODUCTION

Every year, more than two million HIV positive
women around the world give birth (Piwoz and
Preble, 2002), but only 9% of them have the benefit of
therapy to reducetherisk of transmission of the mfection
to their child (UNAIDS and WHO, 2006). In Vietnam,

with the HIV prevalence among pregnant women
estimated at 0.4% in 2005 (VA AC, 2005), prevention of
mother-to-child transmission 1s given high prionty in
HIV/AIDS policy and strategies, partly because it 1s an
cffective way to reduce the spread of mfection in the
population. However, the proportion of HIV-positive
women who do not receive treatment to prevent viral
transmission to the child 1s not known.

HIV testing in combination with good pre- and post-
test counseling can be an entry point to the programon
prevention of mother-to-child HIV transmission
(PMTCT). HIV testing of pregnant women may be
offered by the service provider (provider-initiated) or

requested by theclient (client-initiated ),accordingtolocal
policy and practice (WHO and UNAIDS, 2007). In
vietnam, although testing has been advised for all
pregnant women during antenatal care (ANC) since 2000
and although according to the AIDS Law, testing should
be freely available since January 2007, m fact the
provision of testing facilities and PMTCT are not yet

widespread. A survey m 20 provinces revealed that only
22% of recently-delivered women reported being tested
for HIV in the last pregnancy (MOH, 2005). The low

detection rate of HIV-positive pregnant women limits the

cffectiveness of PMTCT intervention strate gies.

An mportant function of HIV testing for pregnant
women s to give themchoices about how to proceed with
their pregnancy. If a woman is tested early enough and
found to be HIVpositive, abortion may be an option. In
Vietnam, legal abortion 1s widely available and according
to Vietnamese policy, abortion 1s an option for PMTCT.

If the woman prefers not to abort or if the positive test
resultbecomes available only laterin pregnancy, effective
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therapy with highly active anti-retroviral therapy
(HAART)can preventtransmission to the child. Even the
iInexpensive and relatively easy to admmister single-dose
Nevirapme (SD NVP) can reduce MTCT to 13% among
breast-fed infants during their first 14-16 weeks of life
(Guay et al., 1999).

In Vietnam, HIV testing i1s not available at commune
level where many women come for ANC and delivery.
Even 1n the facilities where the service 1s available, HIV
tests are often offered late, which restricts health staff

from mitiating the most effective PMTCT interventions.
Thelackof facilities and services means that women may
notalways be able to choosethe best options. The study
reported here was carried out in the capital city of Hanoi,

where the facilities, personnel and drug supplies should
make 1t possible to offera comprehensive PMTCT service
to pregnant women. We investigated both user and

providersides to answer the following questions:

« Are HIV counseling and testing services available to
pregnant women in Hanoi?

« AreHIVcounseling and testing service accessible for
pregnant women m Hano1?
« What choices do pregnant women make for

reproductive health care that might offer
opportunities for interventions to improve the weak
arcas 1dentified in 1 and 2?

MATERIALS AND METHODS

We looked at the services available to all pregnant
women in combmation with specific questions aimed at
the health staff who should provide the services.

Observations werealso madeofservice delivery. The first
source of data was a household survey among women

who had delivered recently in Hanoi, the second from
semi-structured interviews with health care workers inthe

facilities that should provide the services and the third
fromunstructured observation in the samehealth facilities
overaperiod two years. The study protocolwas reviewed
and approved by the Ethical Committee of Hano1 Medical
University, which has responsibility for both scientific
and ethical considerations of research conducted by
university staff.

The household survey was carried out among 670
women who had given birth in the previous 12 months

(between April 1, 2005 and March 31, 2006) in Dongda
and Tuliem districts of Hano1. Dongda,one ofthe largest

districts of Hanoi, has a high poverty leveland a variety
of programs that provide services for people living with
HIV/AIDS. Tuliem is a suburban district, also rather poor
but undergoing a buiding boom with a resulting highly
mobile population but with fewer services for PWA. For

example, an ARV itreatment program was only mtroduced
in 2006. Dongda has 21 communes (lowest administrative

level with a health facility; population approximately
15,000) and Tuliem has 16.

Sampling: In cach district, a two-stage sampling method
wasusedtoselectcommunesand then respondents. Inthe
first stage, sixcommunes per district were selected using
a simple random sampling technique. Then, the hst of
3,421 women who had given birth in the last 12 months
was taken from the child mmmunization list, which 1s

available at all commune health stations. In the second
stage, every 5th woman on the list was selected for
interviews. If a selected woman was not available, the
sampling was repeated from the same list but with a
shifted frame. Finally, 670 women agreed to participate m
the face-to-face interview m their house, a response rate
of 98%. The questions concemed socio-demographic
data, ANC secking behavior, experience with HIV testing

and counseling during the last pregnancy, knowledge on
HIV/AIDS, PMTCT and perceived risk of HIV
transmission. The women were not tested for HIV, firstly

because the study focused on access to services forall
pregnant women. Secondly, the logistics and procedures
necessary for such testing made 1t mmpractical. The
interviewers were university students i medicine or
socilology who were trained in interview skills and tools
(questionnaires and checklists ). Written informed consent
was obtained from each respondent before each face-to-
face mterview. The interviews were conducted privately
and recorded anonymously; completed questionnaires
were 1dentified only by number.

The data was screened and entered to into EPI INFO
6.04 then transferred to SPSS 12.0 for statistical analysis.
Since the availability of HIV counseling and testing
services and ANC seeking behavior might differ in some
respects between women in theurban (Dongda)and peri-
urban (Tuliem) districts, the data fromthe two districts are
shown separately. Thecomparisons between thetwo were
tested statistically using chi-square test (Pearson Chi-

Square test for parametric test and Yates’ Corrected Chi-
Square test for non-parametric test) to compare
proportions and using T-test to compare means.

Semi-structured mterviews using check lists were
conducted among 53 health care workers (doctors,
nurses, midwives, counselors, researchers and
managers) mvolved m the contmuum of care from
level in order to obtain

commune to national

information on the availability of HIV counseling and
testmg and to get the views of the service providers.
At commune level, only one staff 1s responsible for
HIV and that

district level, only a few staff focus

one 1ndividual was interviewed. At

on HIV and
these were all mterviewed. At higher levels, either

head or wvice-head of the key
ANC)
responsible for HIV/AIDS care as well as nurses

the department

departments  (Infectious Disecases and

working with the patients were mcluded. Most of
these health workers were m the various hospitals 1

Hano1, since Dongda and Tuliem have only commune
and district level facilities. The transcripts of the
semi-structured mterviews bwere coded, entered and
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analyzed using N-VIVO software, which can be used

with Vietnamese script. The research team developed
a code book that focused on key findings and

termmologies.

Unstructured observations on HIV counseling and
testing practice were conducted overaperiod oftwo years
by researcher who worked with HIV positive mothers at
the same eight facilities where the mterviews took place.
The observation was done by one person (TAN), who
observed the conditions in the health care setting,
especially the practice of HIV counseling and the

communication between the health staffand their clients.
The observations were recorded and used to triangulate

the findings from the other two sources. The observed
sites mcluded the National Obstetric Hospitaland Hano1
Obstetric Hospital, which provide PMTCT in Hano1and

two facilities that provide Anti-Retrovirus (ARV) and
opportunistic mfection (OI) treatment for adults and

children mm the city (Bachmai Hospital and National
Pediatric Hospital). In Dongda, a well-resourced district
with high HIV prevalence, observations were also made

at four health facilities that provide ANC, care and
treatment, mcluding PM TCT services for people hving

with HIV.

RESULTS AND DISCUSSION

Availability of HIV counseling and testing services for
pregnant women, in relation to potential need for
PMTCT intervention: Interviews with health providers
at all levels about the practice of counseling and testing
for HIV and access to PMTCT for pregnant women
revealed that only the higherlevels could provide these
services. Women delivering in Hanoican choose froma
variety of health facilities, for both ANC and delvery.
The ANC systemincludes 228 commune health stations,

14 district matemity wards, 1 provincialobstetric hospital,
1 national obstetric hospital, as well as obstetrics and

gynecology departments at several general and sector
hospitals. Atthe district and higher levels, the rapid HIV
test 1s offered by the providers at ANC sites and for pre-

delivery testing,butaccording to Vietnamese regulations,
therapid testi1s not considered a confirmed positive result

until additional testing 1s done. Only sixlaboratories can

confirm a positive test result and they only provide the
result later, within 1-7 days (see algonthm, Fig. 1). At
commune level, HIV testing 1s not available, so 1if women
choose to go the commune health center for both ANC
and delivery, they willnot be tested.

Besides the testing available within the ANCsystem,
iIn Hanoi women can also be tested at imdependent

Voluntary Counselingand Testmg (VCT)centers, outside
the ANC system. These HIV tests are offered free of
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Fig. 1: Algorithm for confirmation of HIV test in Vietnam

charge, but are mainly aimed at the most-at-risk-

populations (injecting drug users and commercial sex
workers). The VCT centers use rapid tests, sending the
positive samples out for confirmation and asking clients
to return for their results within one week.

Along with testing, pre- and post-test counseling

should be available. Counseling on HIV testing is always
given m the VCT centers but not routinely m the ANC
system. Pregnant women will be given advice by the
doctorornurse who is assignedbythe hospitalto provide
information to those being tested orwho test positive for
HIV. Some staff have been trained briefly on counseling
skills but the traming 1s not systematic and not sufficient
forthe needs ofthe women clients. There are no full-time

trained counselors in the health facilities.
After testing, 1f a woman 1s HIV-positive, then ARV
1Is recommended for treatment and/or PMTCT. ARV

prophylaxis forPMTCT 1s available at one provincial and
one national obstetrics hospital but not at district or in

sector hospitals, where HIV counseling and testing are
available. At commune health stations, neither HIV
counseling and testing nor ARV prophylaxis are
available. Women who test positive at district level
should be

PMTCT. The government program has provided a SD
NVP regimen since 2002. In addition, since early
2005, the National Obstetrics Hospital has provided

HAART for PMTCT starting from the 36th week of
pregnancy. SD NVP i1s usually provided at the start of

referred to a higher level facility for

labor and 1s therefore given when a rapid test 1s positive
at that time, but to enroll in a HAART program, a
confirmed test 1s required. Both are provided free of
charge for women who qualify. The health service has

sufficient supplies ofthese medicmes for the demand m
Hanoi1at present.
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Tablel: Socio-demographiccharacteristics ofrespondentsinhouseholdsurvey -
women who had delivered during the previous 12 months 1in Hanoi

Characteristic Urban (N=329) Peri-urban (N=341) Total (N=670)
Number % N umber % Number %
Mean age (years) 29.0+45 - 27.8+4 8 - 284+47 -
Marital status - - - - - -
Single x: L. 3 0.9 8 l..2
Married 317 96.4 333 9.7 650 97.0
Separated, - - - - - -
divorced, widowed 7 2.1 5 1.5 12 1.8
Educational level - - - - - -
[lliterate Z 0.6 | 0.3 3 0.4
P rimary 7 2.l [ 8 T 23 Sl
Secondary™ 41 12.5 108 3 1.7 149 22,2
High school 123 37.4 133 39.0 256 38.2
College or higher* 156 47 .4 81 23 .8 237 354
Occupation - - - - - -
Farmer* 11 S, 66 194 Yl 1 1.5
Worker* 123 374 S1 15.0 174 26.0
Small business 71 21.6 83 243 154 23.0
Housew ife™ 30 9.1 49 144 79 11.8
Student 76 23.1 69 20.2 145 2156
Other 18 5.4 23 6.8 41 6.1
Number of children - - - - - -
[ * 188 .7l 170 49.9 358 53.4
2 133 40.4 134 39.2 267 39.9
2w 8 2. 3 10.9 45 6.7

*Si1gnificantat 0.05 level

Table2: Proportionofpregnant womenreportingtheyweretested forHIV during

pregnancy and time ofthe test

Had HIV test during? Urban Periurban Total
Number % Number % Number %
Reportedon testing during pregnancy(n=670)
-Tested ™ * 301 91.8 267 78.3 568 84 .8
-Not tested at all** 28 8.5 74 21.7 102 15.2
Timeof HIV testing during pregnancy
-<14"™ week 10 3 7 2.6 1'% 3.0
-14-27" week 34 [1.3 19 7l g B3
-28-32"" week* 97 322 66 247 163 28.7
-33-36" week** 82 212 100 Lo 182 32.0
->36" week 8 29 7.2 28.1 [53 26,8
Who initiated testing?
-Client 114 378 83 314 197 34.7
-Provider 187 62.1 184 689 371 65.3
Total 301 100 267 100 568 100

*Significantat 0.05 level, **Si1gnificant at 0.01 level

Table 3: Counseling for HIV testing for pregnant women
Counseling for HIV test Urban (N=301) Peri-urban (N=267) Total (N=568)

Number % Number % Number %
Aware they werebeing
tested for HIV before
testing 139 46.2 104 390 243 42.8
Received pre-test - - - - - -
counseling** 33 17.6 23 8.6 76 13.4
Duration ofpre-test - - - - - -
counseling (minutes) 8.5+£9 .6 - 7.4+5 .1 - 8.2+£8.5 -

Received post-test - . . s _ -
counseling 62 20.6 45 16.9 107 8.8

Duration ofpost-test - . . s _ -

5.24%2.7 - .85 =
Received both pre and - - " s . -

post-test counseling** 34 L1.3 12 4.5 46 8.1

**Significant difference between urban and peri-urban women at 0.01 level

counseling (minutes)** 6.3+£3.9 -

Socio-demographic characteristics of survey
respondents: The socio-demographic characteristics of
respondents are shown in Table 1. The mean age of
respondents was 28.4 years; most were married and had
one or two children. Nearly all had secondary or higher
level education, although those in the peri-urban area
often had a lower educational level. The women 1in the

peri-urban district were also more likely to report their

occupation as housewife or farmer. These characteristics

could mfluence theirr use of health services and their
opportunities tobetested and toreceive PMTCT services

when needed.

The accessibility of HIV testing and counseling
services:

Access to testing for pregnant women: Considering its
wid e availability in Hanoi, all pregnant women should be

able to access HIV counseling and testing. The data m

Table 2 show that nearly 85% of the women interviewed
reported that they had been tested for HIV during their

pregnancy. Further, the interviews with health care

workers revealed that in their experience, uptake of HIV
testing among pregnant women who came fordelivery to

national and provincial hospitals was 100%.

Most of the testing was provider-mitiated and 1t 1s
important to note that in these hospitals, the provider-

initiated HIV testing 1s a prerequisite to accessing

delivery services. During ANC, HIV testing was done at
the same time as other blood tests (whole blood count,

blood type, liver and renal function and hepatitis B) to

reduce costs; that is why it is usually o ffered at the 7"
month of gestation. This approach has the advantage of

making HIV testing routine and reducing the stigma of
being tested.

Access to HIV testing in time to optimize choices: The
routme testing for HIV in the 7th month of gestation 1s

reflected 1in the results in Table 2, which show that very
few of the women had been tested for HIV early 1n

pregnancy. According to the guidelnes on reproductive

health care, abortion can only be offered for pregnant
women at less than 22 weeks of gestation. Thus, if one of

these pregnant women had received a positive HIV test
result and wanted to have an abortion, for more than 90%
it would have been too late.

In addition, almost 27% of the pregnant women were

only tested for HIV after 36 weeks’ gestation, which 1s
too late to provide optimal protection through HA ART

prophylaxis for women who are HIVpositive. Hence they

would lose one potentialoption and instead would only be
able to receive NVP SD at dehvery to reduce the risk of

viral transmission.

Access to adequate counseling on HIV testing and
PMTCT: Counseling 1s an essential companion to
HIV testing.
42% of the respondents reported that they knew they
tested for HIV. Only 13.4% of women

received pre-test counseling and only 18.8% received
post-test counseling; the proportion who received both

The results 1n Table 3 reveal that only

would Dbe

was a mere 8%.

“I have no 1dea (about the test) as I delivered rnight after
coming to the hospital. Theysaidnothmg when Ifinished,
thenIguessed it's OK.” (Mother, 32 years old, HIV status
unknown).
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Standard national protocol requires that women

receive information about HIVtesting before being tested
and receive pre- and post-test counseling. Our

observations atnationaland provincialfacilitiessuggested

that pre-test counseling mainly consisted of providing
information ratherthan counseling. A short movie related

to HIVtransmiss1on and HIV testing was shown on video

in the crowded waiting area, but it was observed that not
many people followed the counseling film. In one

hospital, leaflets and brochures on HIV were present, but

in a locked bookcase. Repeated observations at a
provincialhospitalrevealedthat thetelevision waspresent

but seldom turned on. When programs were shown, they

did not provide information that would help the women to
understand their choices for HIV testing or for PMTCT.

For example, one woman contacted dunng

observation in the waiting area said,

“Normally, we have to wait quite long time for our turn.
W e are not paying attentiontothe TV screen. Sometimes
wecannotbecause the screenis only visible to onepart of
the watting area.” (Pregnant woman, 25 years old, HIV
status unknown).

Observations of ANC facilities at district level
revealed that there were very few pre-test counseling and

IEC matenals.
Post-test counseling can be carried out when women

are given their test results. Almost all the women (93%)
whoknewthey had been tested did find out the results of
thewr test. No difference was 1dentified between women
who lived i the city and those who resided in a peri-

urban district. However, fewer than half of the women
had received their result from a health worker. This 1s

especially surprising if weconsiderthatthe vast majority
ofthetestresultswouldhavebeen negative and the health
worker could have provided the result from the rapid
testing while the woman was in the health faciity and

could have provided post-test counseling. Findings from
the mmterviews with health staff revealed that counseling

was focused on HIV-positive women only. Many health

staff even were not aware of the importance of giving
information on HIV/AIDS prevention for HIV negative

WO INcC1.

During observations inhospitals, health care workers
were seen to give pregnant women an appointment for

recewving their blood test results, including the HIV test.

The test result documents (especially if HIV negative)
were left m a box in the front of the laboratory and

women were given an appomtment to come to pick up the
results, by themselves; they were offered no opportunity

for talking with the health professionals.

The most common reason given by health staff for
lack of counseling was that they were overworked; they

gave priority to what they called ‘professional’ tasks
rather than counseling. Some health staff even thought

that not informing people about HIV testing made their

work more convenient, because then people would not
refuse the testand putthem m a difficult situation.

“How canIcounsel allthe hundreds ofwomen who come
in a day?” (Counselor, physician in Exammation Ward,
Obstetrics and Gynecology Hospital).

“Everyone musttake tests inadvance here and they have
no idea of the reason. That’s it and how convenient 1t 1s
forhealth staff,because they do not have to spend time to
explain.” (Counselor, physician m Department of

Infectious Disease, Obstetrics and Gynecology Hospital).

In cases where counseling was provided, health care
workers prioritized ‘suspicious’ pregnant women, which,
accordingto theirassessment,includeddrugusers’wives,
drug users, commercial sex workers and those who had
recently left arechabilitation center or had specific chnical

syndromes such as genital warts or syphilis. However,
many women who do not have one of these “markers”
could also be HIV positive.

“Only drug users orthose who have just left rehabilitation
centers or chnically suspect women musttake the tests.
Otherwise, we don’t allow them to deliver mm this

hospital.” (Hospital manager, Obstetrics and Gynecology
Hospital).

“Voluntary counseling and testing plays animportantrole

in the prevention of HIV transmission by IDUs and sex
workers. Pregnant women whose husband 1s an IDU are
very vulnerable. I recommend compulsory tests for

pregnant women.” (Nurse, Department of Obstetrics,
General Hos pital).

Among the 670 women, there are likely to have been
subpopulations with quite different needs for counseling
and testing. Yet the proportion of women who received
pre- and/orpost-test counseling was the same for women
who responded that they might have a risk of HIV
infection and those who thoughtthey did not. There were
also no statistically significant differences in the socio-
demographic characteristics of the women who had

provider- and client-inttiated tests. Although not all the
women had known they would be tested for HIV, when
they were asked whether or not it was i1mportant to

receive counseling, more than two thirds responded that
they thoughtboth pre-and post-testcounseling werev ery
important. This proportion was similar in women from
both urban and perrurban areas.

In theory, all pregnant women should be counseled
and tested for HIV, which would provide themwith some
level of knowledge about the infection. With that
knowledge, they could choose the services they need at
the level they need them. Almost all the women

interviewed had heard of HIV/AIDS. However, only 60%
knew that it was a virus that could be transmitted from

mother to child. Many had incorrect ideas about HIV



Asian J. Med. Sci., 1 (1): 1-11, 2009

transmission. For example, 20% responded that
mos quitoes could transmit the infection. When asked
about prevention, most women knew that HIV miection
could be prevented, but only 43% of the women who
knew that children could be infected through the mother
were aware that the transmission from mother to child
could also be prevented. Of these, most did not
understand very clearly what formthis prevention took.

About one quarterknew more thanone method to prevent
MTCT. Very few respondents knew allthreekey PMTCT

methods (ARV for mother, ARV for child and no
breastfeeding). Thewr lack of cormrect and complete
knowledge suggests that most of them did not receive
good counseling when they were tested for HIV.

How do women’s choices affect access to counseling,
testing and PMTCT?
Choice of facility for ANC and delivery and
accessibility to HIV testing: When the women were
asked where they had gone for ANC (Table 4), it
appeared that women 1n the peri-urban area were more
likely to have gone to a commune health station, which
cannot performan HIV test, than were those in the urban
arca. Women 1n the urban arca were more hkely to have
gone tonational hospitals and privateclinics. However, in
both areas, very few pregnant women used the district
hospitals for ANC. It was almost always the women
themselves whochose where to go for ANC. Key factors
determining the choice were the proximity to therr
residence (42.5%), opinion on the quality ofthe staff and
facility (37.9 and 20.6%, respectively),short waiting time
(10.3%) and reasonable cost (10.1%).

Women often made different choices for their

delivery than for ANC. Most women selected the higher
level facilities for delivery, especially the provincial

hospitals, where more than half had their babies; few
went to the district level. However, a quarter of pregnant
women in the peri-urban area still went to commune
health stations for delivery and therefore were not tested
for HIV. The selection was made mainly by the
women themselves and the reasons given were similar to
those for the choiceof ANCsite. Health insurance played
a role, for the women who had it: of the 233 women who
had msurance, approximately one quarter chose where
they would deliver based on allowable msurance
payments.

Choice of time to come for ANC check up and
opportunities for early HIV testing: Hano1 offers many
ANC facilities. Most of the women interviewed (89.6%)
took advantage of this to make more than three ANC
visits during thewr pregnancy; 22.7% even made more than
one visit per month (Table 5). The visits started early,
usually before the 14" week, which would provide a very
good opportunity for early HIV testing.

Choice of whether to be tested for HIV: When the
women were asked whether or not all pregnant women

should be tested for HIV, almost 76% thought that they
should be (81% among urban women and 70% among

Table 4: Choice of facility for ANC and delivery
Choice offacility Urban (N=329) Peri-urban (N=341) Total (N=670)

Number % Number % Number %
Preferred place for ANC
-National hospital** 86 26.1 29 8.5 115 L2
-Provincial/sector
hospital 126 38.3 121 355 247 36.9
-District hospital™ 17 5 W7, 7 2.1 24 3.6
-Commune health
station** 5 1.5 140 41.1 145 21.6
-Private clinic** 02 28.0 42 123 134 20.0
-Other 3 0.9 2 0.6 5 0.7
Place selected for delivery
-National hospital** 129 39.2 s 16.1 184 2D
-Provincial/sector
hospital 168 51.1 186 54.5 354 52.8
-District hospital*®
-Commune health 25 1.6 10 2.9 35 5 R
station ™ 6 1.8 389 261 95 14.2
-Other I 0.3 | 0.3 2 0.2

* Difference between urban and peri-urban women significant at 0.05 level.
** Difference between urban and peri-urban women significant at 0.01 level.

Table 5: ANC seeking behavior among pregnant women
ANC seeking behavior Urban (N=329) Peri-urban (N=341) Total (N=670)

Number % Number % Number %
Numberof ANC visits
1-2 7 2.1 4 1.2 11 1.6
2 e 8 2.4 19 5.6 27 4.0
4-9 218 66.3 230 67.4 448 66.9
- 86 26.1 66 194 152 223
Don't re member® 10 3.0 22 6.2 32 4.8
Time of first ANC visit
< 14" week 278 34.5 273 30.1 aal 82.2
14-27" week 44 134 58 LD 102 .&.2
28-32" week 2 0.6 0 0.0 2 0.3
> 36" week 3 0.9 10 2.9 13 1.9
Don't remember 2 0.6 0 0.0 2 0.3

* Significant at 0.05 level

peri-urban). The health care workers mterviewed also
thought that testing should be offered to all pregnant

wWOmnen.

“Testing 100% 1n advance, voluntarily, 1s a part of the

hospital requirements.”(Counselor, physician 1n
Department of Planning, Obstetrics and Gynecology

Hospital).

When asked the reasons fortheiropinion,27% ofthe
respondents said that health care workers could be
protected if all women were tested for HIV. Only 12% of
the women mentioned that early testing would give them
the choice to have an abortion. Nearly half said that they

accepted the HIV test because they wanted to have
intervention for PMTCT if needed. However, only 16%

thought that they mmght be at risk for HIV infection. The

majority of respondents expressed concern about getting
infected either through blood transfusion in hospital or

through therhusbands, whomthey suspected of visiting

sex workers.
During the interviews, health care workers suggested

that abortion would be an option for women who tested

positive early enough,orthey could choose PMTCT if the
family needed a child to carry on the lineage.

“An HIV test should be offered for the women before
getting pregnant or early 1n pregnancy so they can get

g00d counseling since they are at the 1st trimester. Then
they have more choice. Either abortion or if they want to

keep the baby for delivery, they can get ARV.” (Midwife,
Department o f Obstetrics, General Hospital).
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This study was undertaken to find out whetherthe
existing health care facilities and networks o ffer su fficient

opportunities for pregnant women to fimd out whether
they are HIV-positive and to be provided with PM TCT if

they need 1t. First, we investigated whether counseling

and testing for HIV are available in the health facilities in
Hano1 where pregnant women go for antenatal care and

delivery, then whether and when pregnant women use
these facilities and whether they do get counseled and

tested. Fromthe results, we can propose improvements to
the existing systemthat could mmcrease the proportion of

women who get the services they need.

In Hanoi, HIV testing and PMTCT are widely
availableinthe higherlevelhospitals,but notat commune

levelhealth centers. There 1s a high uptake of HIVtesting,

mostly provider-initiated, among pregnant women.
However, the HIV test was offered too late for women to

have the choice of abortion or early ARV prophylaxis
with HAART.Counseling before and aftertesting wasnot
always provided, orifit was provided, was often of low
quality, which would result in poor access to PMTCT for
women with a positive test result.

All ANC facilities except the lowest level commune
health stations can test for HIV. Although only two
hospitals had programs for PMTCT mtervention, their
services should be able to meet the needs of all HIV
positive pregnant women in Hanoi. Other ANC facilities

could refer HIV positive pregnant women to those
facilities to register for PMTCT 1ntervention.

Additionally, antenatal care services are widely used 1n
Vietnam; nationwide, 82% of all women who had
delivered during the five years preceding a survey
conducted by the MOH had made at least one ANC visit

(90.4% urban; 79.9% rural) (MOH and GSO, 2003). More

recent data in selected provinces suggest that this
coverage has increased over the last few years (MOH

UNFPA, 2006). If HIV testing were available everywhere
that women go for ANC, then the coverage of HIV
counseling and testing and therefore, also of PMTCT,
would be expected to be high. In our study population,

85% said they had been tested, a relatively high
proportion compared to other studies (Karamagi ef al.,

2006; Perez, 2006; Simpson ef al., 1998) which should

also open the door to good accessibility to PMTCT.
However, m spite of the wide availability of

testing in this capital city setting, there appears to

be considerable underutilization of PMTCT services,
which suggests that there are gaps m the system

that should be  providing  those SErvices.
Considerng the population of 3,200,000 and the
national crude birth rate of 17.4 per 1,000, an estimated
55,680 pregnant women might be expected to deliver

annually m Hanoi. HIV sentmel surveillance among
pregnantwomen attending ANCin Hanoishowedthat the

HIV prevalence among this group was 1.25% 1n 2005
(VAAC, 2005). Putting these figures together, it could
be expected that approximately 700 HIV-positive
pregnant women should have appeared in Hano1 m 2003,
whereas only 67 were treated according to the reports

from the facilities. If this reasoning 1s correct, then the
systemat present 1s serving only a fraction of all HIV-
positive pregnant women. It is possible that the estimate
of HIV-positive pregnant women 1s too high. For
example, surveys in 2005 among women of reproductive
age m three comparable cities, Hai Phong, Thai Binh and
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Fig. 2: Possibilities of missing of HIV-positive women
for the PM TCT utilization

Ho Chi Minh City, produced a lower estimate of HIV
prevalence-0.2, 0.1 and 0.6%, respectively (General
Statistics Office, 2006; Tuan er al., 2005). It 1s also
possible that the crude birth rate mn Hanoi i1s lower than
the national fig. But even if the rate of HIV positivity
among sexually active women in Hanoi1 were half or a

quarterofthe above estimateand if the crude birth rate in
Hano1 were several points lower, there would still be a

significant gap between the services needed and those
provided to HIV-positive women. In comparison, the
number reported m Ho Chi Minh City in 2006 was 684,
or approximately 88% of expected cases, which suggests
a better performance of the system there (HCM C, 2006;
VA AC, 2005). In this study, we looked at factors from
both the service side and the perspective ofthe pregnant
women 1n order to understand what factors could be
affecting the numbers appearing in thehos pitalrecords as
testmg positive forHIV,as compared with the numbers of
women recerving PMTCT.

How can we explain a high uptake of HIV testing
among pregnant women but low utilization of PMTCT

services? There are several possibilities as shown m the
flow chart in Fig. 2.

First of all, those who know or suspect that they are
HIV positive may eitherabort before bemg tested, or may
g0 to a VCT center where they can be tested early and

then decide to abort (arrow 1). These women would not
enterthe system on which the estimates in this paper are

based. It would be difficult to determine those numbers.
However, a national report on the utilization of VCT
showed that the majority of VCT clients were drug users
and sexworkers (National Committee, 2006). Abortion 1s
very common i Vietnam; 30% of the women in this
survey had had one at some time in their lives. Since
bemg HIV-positive 1s associated with a number of risk



Asian J. Med. Sci., 1 (1): 1-11, 2009

behaviors,women may suspect their status and choose to
havean abortion, reducing the number of HIV+ pregnant
women coming for PMTCT. Another aspect of the HIV
reporting system,the fact thattheresults may be provided

to local authorities or family members (Thu Hong ef al.,
2004) may be a barrier lmiting the use of HIV testing

services. A Nigerian study found that uptake of HIV
testing was affected very negatively by the involuntary

disclosure of results (Akanem and Gbadefesin, 2004).

Smmilarly, notification of HIV test results without
attention to confidentiality could therefore result in low

uptake of testing among high risk populations during
pregnancy (Morch ef al.,2006). Studies among HIV-
infected women m Hanoi and Canada confirmed that

finding (Jayaraman et al., 2003; Oosterhoff, 2008).
Because few women are well-informed about PMTCT,

those women may opt forabortion (Bedimo et al., 1997)
and be excluded from these estimates.

Among the 15% of women in our study who did not
report being tested, there may be a population with higher
probability of HIVinfection, who therefore either avoided
ANC altogether (arrow 2) or avoided going for ANC at
facilities where they would be detected (arrow 3). Studies
in the United States and the United Kingdom noted that
the population that does not take advantage of ANC

services may be exactly the population at higher risk of
HIV mfections (Boxall and Smith, 2004; Lindau et al.,

2006; Mofenson, 2000). In our survey, only 4.8% of the
women could not give detailed information on their ANC
use, which may indicate a reluctance to admit that they
did not use 1t at all. Any women who did not use ANC
were not tested during pregnancy, but mightstillbe tested
at the time of delivery, if they went to a higher level
facility. These women especially need to be found and
provided with care and support, so the systemshould be
strengthened to attract them.

Otherwomen who may not suspect that they are HIV
positive may have missed testing because they used the
community level health centers where testing i1s not
carried out. Among women in this study who sought
ANC, many went to the commune level, especially in the
peri-urban area (41%). Most of them, however, chose to
deliver at a higher level facility, where they were often
tested just before delivery. Still, 26% also dehivered in the
commune health station and would not have been tested
at delivery. A 2003 estimate by the M inistry of Health
indicated that nearly half of HIV-positive women would
come from rural arecas (MOH, 2004). This population
might be at risk but not aware of their risk of HIV
transmissionand since they are nottested,donotenterthe
reporting system.

Most ofthe women 1n this study did have ANC and
thought they had been tested for HIV. We do not know
howmany ofthe women in this study may havebeen HIV
positive but we do know that the quantity and quality of
the pre- and post-test counseling was not adequate to
ensure that women who were positive could be given
PMTCT (Ananworanich, et al., 2001; Dimbungu et al.,
2004). Among these women, mobility could account for
tested women being lostto the s ystem; they may have left

the city forreasons that may ormay not be related to the
test result (arrow 4 in Fig. 2). Results of another study
showed that women who suspect or know they are HIV
positive often go to another city or province to deliver, if
they have enough money to do so (Morch ef al., 2006).
Another possibility 1s that although the women were
selected from immunization lists, which included their
home addresses, when they go for ANC or HIV testing
they may give fake addresses, to avoid discrimination in
their own communities (Oosterhoft, 2007) which would
make 1t difficult for the health services to enroll them for
PMTCT unless they themselves seek it. They may be
unlikely to seek PMTCT because of the poor quality of
the counseling, which does not provide enough
information for them to choose PMTCT. Alternatively,
more pregnant women may have been identified as HIV-
positive,butdid notreach the treatmentregisters atone of
the two PM TCT providers because of the weaknesses 1n
the referral system.

Fmally, therecord-keeping at any of the points i the
system may not be of sufficient quality to register the
women who havereceived care,including PMTCT, atany
point mn the system. The most likely explanation for the
gap between the expected and observed women entering
PMTCT programs 1s that many more women are tested,
but even when they test positive they do not enter the
reporting system. That can happen if they are not
correctly referred to the department that can provide
PMTCT,or if they are referred but do not, for reasons of
their own, go to that department, or if, as sometimes
happens, there are not enough drugs to enroll all the
women in a treatment program. (Bedimo et al., 1997).
The cases reported as HIV-positive pregnant women are
based on the provision of ARV prophylaxis, so when
women do not receive treatment, they may not enterthe
registers and are lost to the records.

Counseling plays an important role in the provision
of information to all pregnant women, so that they can

make a choice to enterthe PMTCT program if they need
it. However, we found that often counseling was not

provided during ANC;one quarterofthe respondents had
been informed of their test results with no additional
information. This observation has been reported

previously in Vietnam and otherAsian countries (Hyodo,
2000; Oosterhoff et al., 2008; Piwoz and Preble, 2002;

WHO and UNAIDS, 2007). Most health care workers
claimed lack of time and their need to focus on technical
professional work, or that they focus counseling on

women they consider to be atrisk. Women might also get
information about HIVand PMTCT from sources outside

the counseling during ANC. However, by the year 20035,
the government had very few IEC programs on PMTCT
targeting women ofreproductive age and their coverage

was very low (National Committee, 2006). The focus of
HIV controlin Vietnam 1s neither on PMTCT nor on IEC:

among eightinternationalorganizations providing support
for PMTCT,only three focus on IEC and agam only on a

small scale (UNAIDS, 2006). As the epidemic moves mto

the general population, lack of knowledge on HIV and
PMTCT may result m pregnant women not seeking the
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interventions they need, even when these are available

(Dmmbungu et al., 2004; Ekanem and Gbadefesin, 2004).

However, 1n this relatively well-resourced setting
with high ANC coverage, the findings also suggest
feasible strategies to increase opportunities for women to
enter PMTCT when they need it. First, around the world,
provider-initiated HIVtesting is increasingly offered with
ANC services; many studies have demonstrated that 1t 1s

acceptable and can increase the uptake of HIV testing
(CDC, 2004; General Statistic Office, 2006; Kanshana
and Simonds, 2002; Karamagi et al., 2006; Malyuta et al.,
2006; Si5mpson et al., 1999; W almsley, 2003). This survey

revealed that among the 85% of pregnant women who
reportedbeing tested, two thirds ofthetests were mitiated
by health staff. In fact,the majority of the women felt that
HIV testing should be offered for all pregnant wo men.
Acceptance of routine testing was high m other countries
as well (75% of women accepted routine testing in one
US study, 8% m another, 88% 1n Thailand, 71% 1n
Zambia and slightly lower in India (59%) (Ananworanich
et al., 2001; Femandez et al., 2000; Stringer et al., 2005;
W alter et al., 2001). An earlier study on acceptability of
HIV testing in Vietnam, in Haiphong and Ho Chi Minh
City, found that approximately 53 and 60% of antenatal
attendees, respectively, considered routine testing for
pregnant women acceptable (Dmh et al., 2005;
Thu, 2002).

This study revealed that HIV testing was usually
offered at the seventh to eighth month of gestation or at
delivery, which 1s too late to offer the women the choice
of abortion orto provide the optimal ARV prophylaxis
regimen (HA ART) (Bruyn, 2003; Oosterhoff et al., 2008;
Stem et al., 2000). Ourresults suggest that many women
seek ANC early in therr pregnancy, which could make 1t
possible for allpregnant women to be offered a provider-
initiated HIV test early enough to provide HAART
prophylaxis on time if the test were positive.

Limitations of the study: The 670 women in this study
were not asked fortheresults oftherr HIVtests,nor tested
separately,although that mformation could haveadded to
the conclusions from the data. The existing record
systems would also not make 1t possible to link the
women and therrtest results. The focus of the study was
on the availability and utilization of the counseling and
testing services,not on the statusof therespondents. We
therefore preferred to maintain the confidentiality of HIV
test results during the interviews. The women were asked
to recall their use of HIV testing services and we have
discussed the numbers who reported that they had been
tested. However, it cannot be confirmed that they were, n

fact, all tested for HIV; they may not have been clearon
which tests were carried out, in the absence of good
counseling before and after the testing. The interviews
with the health staff confirmed, however, that pregnant
women were usually tested for HIV before or at delivery.

Thestudypopulationwasobtamed throughsampling
from a list of women who had delivered in the last 12
months, which means that women who chose to have

abortions were excluded from the data. There are no
records of women who have had abortions so this group

would be difficult tocapture fora study. The focus in the
study was, however, on the system for HIV counseling

and testing for pregnant women who want to dehver and
might require PMTCT.

CONCLUSIONS

While, HIV testing services for pregnant women are
integrated within existing ANC services, which have high

coverage mm Vietnam, there 1s still a significant gap

between theservicesneeded and thosewhichareprovided
to HIV positive women. Not all women who visit lower

level ANC facilities are, as of yet, offered HIV testing.

Women who do get tested do not receive adequate
counseling and may not be correctly referred to the

service site that can best help them.

There 1s high acceptance of HIV testmg among
pregnant women, whether they consider themselves at
risk ornot. This finding, together with results from other
studies reportedinthe literature,thissuggests thatthebest
solution for mproved coverage of HIV testng for
PMTCT would be to have the provider-initiated HIV test
availlable at the commune level, where many women go

for antenatal care. Additionally, m urban and perrurban
arcas, the HIV test should be offered m the first trimester

ofgestation,because about 80% ofpregnant women went
for ANC 1n that period and that would give them more
options for PMTCT 1f they tested HIV positive. At all
levels, counseling needs to be greatly immproved so that

women can be guided to the services they need.

As aresult ofthe evidence produced by this study,
the guidelines now being developed for PMTCT 1n
Vietnam will be modified to mclude the above
reccommendations, at least for geographical areas with a

high number of mothers at risk.
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