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HIV and AIDS in wornen has ernerged differently frorn that in other groups. This is not 
surprising given the established roles of women and the complexities of gender issues within 
societal structures. What is surprising is the length of time it took to understand and acknow­
ledge this and the fact that despite the fact that HIV infection was present and prevalent in 
women from the start of the epidemic, the study and focus for this group emerged late in the 
day and only after concerted political effort and attention. Nakajima and Rubin (1991) car­
ried out a review of HIV related studies in three leading journals over a time period of six 
years. They identified studies exploring psychosocial ramifications of HIV on a total sampie 
of just under two and a half thousand individuals, yet only 13 subjects (0.5%) mentioned in 
all these studies were women. 

Mann (1995) notes how HIV shows a trend ofinevitable gravitation towards vulnerabil­
ity. To what extent are women vulnerable and are pregnant women more so? With this vulner­
ability analysis in mind it is of interest to explore the way in which the epidemic has focused 
on women generally and on pregnant women particularly. The literature abounds with caUs 
for empowerment ofwomen. The problem with such a notion is that the concept of empower­
ing presumes a passivity of women who need "power" and a corresponding active role for 
those who will provide the power. This has forrned the central c\amour in the evolving provi­
sion for women and requires some pause for thought. HIV, like any disease, brings in its wake 
an exposure of disease context. This reveals how women function within a society and how 
society responds to them. One of the problems of maintaining the caU for empowerment 
means that it imposes a male response onto wornen. Indeed the constant description in the lit­
erature on the extent to which women lack power is in itself demeaning and may endorse and 
perpetuate the imbalance they describe (Sherr 1995). A more useful analysis is one which at­
tempts to understand the differences in reaction, interpret these and perhaps learn from the fe­
male response and highlight the positive aspect of female expression and reaction to the HIV 
epidemic. Such an analysis provides a revealing data set, which may weil help to relabel the 
notions ofpower. Wornen are less Iikely than men to abandon an HIV positive partner (Worth 
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1990). This is not a lack of power, but shows an enduring commitment to relationships irre­
spective of challenge. Women are less likely to withhold knowledge of their own status to a 
partner, but more likely to be kept in ignorance about a partner's status (Baingana et al 1995). 
This is not lack of power, it reflects varying degrees of honesty and dishonesty within rela­
tionships. Pregnancies were more common in couples where the male partner was HIV posi­
tive than when the female partner was HIV positive (Kamenga 1991). This is not necessarily a 
lack of power, but reflects male decision making and imposition and female values for pro­
creation which may be held as more important to them than their own health. HIV positive 
women were more likely to report coercive sex (van der Straten et al 1995) and abuse. This 
can be labelled as a lack of power, but should more accurately be simply labelled as rape or 
male aggression. At risk, males were more likely to protect themselves than at risk females 
and infected males were more likely to place an uninfected woman at risk than were infected 
women to place a man at risk (Kamenga et al 1991). This is not simply a lack of power, it is 
selfishness. This study also showed that when the husband was HIV negative he was more 
likely to abstain from sex than when the wife was negative. When men were at risk within dis­
cordant couples (that is their female partner was positive) condoms were more likely to be 
used and this use sustained than when the male was the positive partner and they risked in­
fecting their wife. Again this is not necessarily a lack ofpower, but can be better explained in 
terms of self centredness, self sacrifice and a lack of care and respect. More HIV negative 
husbands divorce their HIV positive wives than the other way round. This is again not a lack 
of power, more a different approach to fidelity and commitment. Pregnant women are more 
likely to be tested for HIV during pregnancy than their male partners (Sherr 1993). This can 
be viewed either as a lack ofpower, or simple discrimination. 

PREGNANCY-A CASE IN POINT 

The whole area of pregnancy forms an excellent case in point. The issue of gender and 
power may weil be explained and explored by understanding how the policies and practices 
with regard to HIV testing in pregnancy have evolved world wide. Although pregnancy may 
be viewed as a female domain, a careful analysis of pregnancy approaches shows a bias to­
wards the baby rather than the women as there are no parallel efforts in the areas of family 
planning, gynaecology or termination clinics. These would clearly address at risk female at­
tendees. Although the data on pregnancy and particularly pregnancy outcome is relatively 
comprehensive in comparison to any other systematic data gathering on women, many of the 
variables are baby focused, with few exploring female experiences and these invariably ta­
pering off immediately the baby is delivered. 

HIV TESTING IN PREGNANCY-POLICY DILEMMAS 

lt is in this light that an interesting example ofwomen, power and the evolution ofHIV 
policy, care and understanding can be focussed on the problems of HlV testing during preg­
nancy. Clearly it is an issue which transcends HIV as the problems are relevant for most 
pregnant women (and hence couples) who enter the childbirth arena - thereby spreading the 
mantle of HIV issues to the broad population. lt begs a number of questions in terms of HIV 
education for women, notably those in their reproductive years and places a number of ap­
proaches to disease management and research into perspective. Despite the fact that HIV 
testing, counselling and behaviour change have been fused as a strategy in containment in 
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HIV management and prevention (Higgins 1992), this fusion dissipates in pregnancy care 
where the test takes a dominant position, counselling merges into the background and behav­
iour change is rarely debated unless in the context oftermination ofthat pregnancy (see Hig­
gins et al for example, 1992). Few works explored sexual behaviour or behavioural change 
for pregnant women tested during pregnancy. 

HIV testing has formed a cornerstone of the battle to contain, predict, understand and 
control the HIV epidemic. It is important that it is maintained as a means to approach the 
HIV epidemic, rat her than an end in itself. As history unravels, the form of utility of the test, 
the mode of utilisation and operation and the impact of HIV testing has been a subject of 
much concern and debate. 

The powers of a straightforward virological test bear contemplation. It has been the major 
reaction in many countries to the epidemic. It forms the basis and integral part of many medical 
procedures nowadays - infertility treatments and blood banks being excellent examples. Despite 
the fact that HIV has always been present in women and has always been represented in the het­
erosexual population, many of the early strategies, procedures and reactions were forged as a re­
sult of the sudden and violent impact on the society of gay men. Unlike many consumer groups, 
this particular group was disproportionately associated with consumer knowledge, involvement, 
high intellectual ability, socio economic and political power and thus the manifestation oftesting 
protocols evolved somewhat differently to many other testing regimes. 

HIV TESTING, COUNSELLING AND BEHA VIOUR CHANGE 

Clear guidelines about testing, counselling, behaviour change, test result handling, 
c1inic guidelines, procedure and policy have been formulated and are constantly under re­
view and refinement (Green 1989, Bor and Miller 1992 ). Simultaneously the impact of HIV 
testing on women in general, and pregnant women in particular has emerged (Stevens et al 
1990, Sherr 1991, Meadows 1992, McCann et al 1991). 

All such testing attempts need to be viewed with bifocal lenses tuned to the back­
ground and foreground. What are the background bifocals and what constitutes the fore­
ground? The background must surely be reproduction and women's rights generally, and the 
foreground felates to the particular issues highlighted by HIV disease. The two major strands 
for analysis are thus: 

I . Ante-natal testing generally 
2. The societal role and position ofwomen 

Scientific tests are not a new phenomenon. There are clear guidelines on how, when 
and in what way they should be considered and implemented. For example the WHO (1988) 
guidelines point to the needs for sensitivity and specificity, interventions available as a result 
of the outcome and reliable handling of such outcomes. The issues have been the subject of 
much debate when applied to obstetrics generally (Chalmers et al 1989). 

DOES HIV TESTING AFFECT ANTE-NATAL CARE 

For pregnant women, HIV may mark a dramatic change and focus on ante-natal care 
(Christie et al 1992). Although HIV only affects a few women, HIV testing in ante-natal care 
can potentially affect the entire pregnant population. The situation is also not static and the 
demands, needs and reactions may differ dramatically as advances in understanding, treat­
ments and interventions change the boundaries, parameters and balances in the equation. 
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The challenge is to understand the role of ante-natal HIV testing, its impact, its focus, 
its ramifications. In order to do this, the opportunity to pause and reflect on current policies 
and procedures, errors and accomplishments, demands and challenges is timely. Only then 
can the cost benefit analysis from aB perspectives be carried out and informed policies pro­
ceed. 

PHASES OF TESTING PREGNANT WOMEN FOR HIV 

Essentially HIV ante-natal testing has passed through a number of phases which are set 
out in the table below. 

Phase 1 
Phase 2 
Phase 3 
Phase 4 

Indiscriminate testing-Test aB resulting often in or from fearl panic 
Testing for the sake ofit typefied by large scale data accumulation 
Testing for the sake of the baby 
Testing for treatment 

Indiscrirninate Testing 

In the early days indiscriminate testing, without much consideration for form, proce­
dure or ramifications was typified in the literature. Numerous studies showed extensive test­
ing (See Sherr 1993 for a review). Their sheer enormity and volume were overwhelming, 
their inevitable outcome was simply HIV positivity rates and the attention to counselling was 
invariably non existent or questionable (Sherr 1993). In these countless studies, involving 
enormous cohorts of pregnant women on every continent, only two (Wenstrom and Zuide­
man 1989, and lohnstone et al 1989) even mention counselling. Yet the former study reports 
on the procedure carried out during labour. Quality counselling and decision making simply 
cannot take place during contractions. 

The only clue to the possible trauma experienced by the population was the steady 
"non return for results". Women were talking with their feet. The effect of such a phase was 
dominated by documenting rather than action. Few studies explored the reasons for non re­
turn, nor looked at issues of control with in obstetric settings, the imbalance of power, and 
possible medical coercion within these studies. Indeed the situation could have even been ex­
acerbated by the studies which attempted to explain the phenomenon of refusal by recording 
positivity rates among the test acceptors and test refusers (Barbacci 1991). Clearly refusal 
did not mean no testing, it simply became a surrogate marker for risk . 

Testing for Docurnentation 

This phase was followed sharply by a phase oftesting for the sake ofit. Large numbers 
of screening initiatives were seen, ostensibly to document the nature and range of the epi­
demie and invariably exploiting the strange situation for women whose antibodies were 
available for scrutiny via the blood oftheir newbom in fants (Sherr 1993). A situation with no 
parallel for other (non pregnant) women or men. (Stegagno et al 1993, Ippolito et al 1991, 
Ades et al 1991, McLaws et al 1990, Novick et al 1989, Peckham et al 1990, Tappin et al 
1991 , Ippolito et al 1991) 

Once again, the testing often lost sight of the action it was meant to trigger. For exam­
pIe in the UK two studies raised simultaneously at enormous cost. The PKU study reported 
by Pekcham et al clearly monitored HIV prevalence in inner and outer London, showed an 
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alarming five fold increase over aperiod of 18 months and made a systematic set ofrecom­
mendations. Instead of these receiving immediate and substantial funding, a Govemment 
Anonymous screening protocol was introduced. Rather than simply funding endless testing, 
surely the implementation of the recommendations of the Peckham data would have been a 
better use of resources. 

Testing in the Interest of the Baby 

The third phase showed, perhaps for the first time, a concerted weil planned policy 
where testing was carried out in the weil intentioned interest of the baby. The effect of this 
may have been to chiseI a schism between the baby and the mother and set one against the 
other seeing the mother as the enemy of the baby rather than viewing both as a unit. The lit­
erature abounded with descriptions of women as "vectors" and ranges in vertical transmis­
sion was described in terms of mothers who were "transmitters" or "non transmitters". 
Within this phase a number of issues are raised about infection control, vertical transmission 
(ECS 1992, ECS 1994) and a search for the understanding of interventions to limit vertical 
transmission. The emotional cost perhaps weighed by the gains. 

Testing for Interventions 

The fourth (and current) phase is one of testing for treatment interventions (Minkoff & 
Mofenson 1994). There was always the argument that testing had a limited place, but once 
treatment or interventions were available this would all change. Weil the challenge now is to 
pose the question "has the time come?" 

The interventions on the table are viewed almost entirely as medical, with scant atten­
tion to the psychosocial. More the pity. The medical include:-

Breast Feeding. (Dunn 1994, Nicoll et al 1994) - where increased rates of vertical 
transmission have been recorded in breastfed babies compared to bottlefed babies. 

AZT Treatment. where vertical transmission was reduced from 25% to 8.3% in a ran­
dom controlled trial with administration to the mother during pregnancy and labour and 
six weeks administration to the neonate (MMWR 1994, Kumar et al 1994, Connor et al 
1994, Boyer et al 1994). This single study has triggered widespread change of policy de­
spite the fact that it is unclear whether the control group compares with other centres (ver­
tical transmission rates in Europe, for example are systematically lower than 25%), the 
effect of the treatment on the babies who wou1d otherwise not have been infected is un­
known, and the contributions of each paraticular intervention (pregnancy, labour or neona­
tai) is unclear. Furthermore the impact ofthe exposure to AZT on the mother's future own 
disease course and management is also unclear. 

Vitamin A this intervention is currently under exploration as a result of the findings of 
vitamin imbalances and the potential for a cheap and effective intervention. 

C Section. vertical transmission rates have been compared in women delivered vagi­
nally and those delivered by caesarean section. The findings have been mixed with bene­
fits and no benefits recorded, culminating in a large meta-analysis which showed an 
overall advantage of the procedure (Tovo et al 1996, Villari et al 1993, Dunn et al 1994, 
Tovo 1993, ECS 1994). Again the problems associated with this intervention relate to the 
lack of a random prospective trial, the possible harms associated with the procedure ( 
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Semprini et al 1995), the psychological sequelae of this intervention and the possible haz­
ards to the mother. 

Pregnancy, Labour/Delivery Handling. a variety ofprocedures have been explored in 
terms of their potential contribution to vertical transmission. These include careful assess­
me nt of amniocentesis, chordocentesis, chorion villus sampling, fetal scalp electrode 
monitoring in pregnancy and episiotomy (Minkoff and Mofenson 1994) 

Lavage. this procedure is currently under examination for its potential contribution 
to the reduction of transmission during vaginal delivery and may afford an easy to utilise 
and cost effective intervention if proven effective. 

Termination of Pregnancy. For many health care providers termination of pregnancy 
is seen as a clear option triggering screening policies. However, for women this is not so 
clear. Women who test positive do take up the procedure of termination, but this tends to 
be the minority (Sherr 1993) and many such women return within 18 months with a sub­
sequent pregnancy (Sunderland 1992). For those women who actively conceive in full 
knowledge of their HIV status this is not a pathway usually explored. 

The intensity and intricacies of the debate surrounding each of the interventions are so 
enorrnous that there has been little movement beyond this phase. 

PSYCHOLOGICAL RAMIFICATIONS - OVERLOOKED AND 
UNDERFUNDED 

A focus on the psychosocial, to date, may paint a different picture. 
The conc\usions from this literature illustrate the following:-

• HIV testing is traumatic and is often associated with negative psychological se­
qualae irrespective of test outcome. 

• Pre and post test counselling procedures have a c\ear role in preparation, behav­
iour change, risk reduction as weH as informed consent and there is no reason to 
believe that this should not be extended into pregnancy. 

• Women in ante-natal care are vulnerable and theoverriding concerns for their baby 
and their own livelihood may make them willing to agree without question to 
many procedures. 

• The costs of the interventions may be enormous inc\uding the implementation 
costs of population screening with its allied counselling and training requisites as 
well as the associated monitoring, early intervention and prophylactic costs of 
treating those identified with the virus. 

• Subsequent pregnancy and termination rates are unpredictable. It is shortsighted to 
assume that HIV is a predictor of termination and that initial termination does not 
preculde subsequent conceptions and pregnancies to term. Although only about 
10% of women undergo terrninations, the associated support and ramifications of 
the procedure must not be overlooked. 

• Men are rarely (indeed all but two studies) examined. This is a limited approach 
given that most women in the world are infected within relationships they believed 
to be monogamous. Van de Pere (1994) has also documented an increased risk of 
vertical transmission for women with multiple sexual partners during pregnancy 
compared to those with single partners. 
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The two studies on men (Semprini and Ryder) are unique in the literature. Ryder com­
pared 335 newbom children of 327 HIV positive mothers and 341 newboms of 337 HIV 
negative mothers and fathers were studied over 3 years. Families in which the mother was 
positive experienced a five to 10 fold higher maternal, patemal and early childhood mortality 
rate than families where the mother was negative. 

• Finally, the psychology of human functioning, decision making and desires for 
procreation may result in an unpredictable course to the rate of pregnancies, even 
in the presence of HIY. Indeed, the impact of the new interventions may be to in­
crease rather than decrease vertical transmission as many women with HIV who 
were postponing pregnancy "until knowledge improved" may believe the time has 
come. The ramifications of the interventions need as much resourcing as the inter­
ventions in the first place. 

The challenge for obstetric care, those involved in educating and caring for women 
generally and pregnant women specifically now need to know where things will move to? 
Clearly the literature is making a number offactors clear:-

I. Pre and post test counselling are haphazard in pregnancy, occuring with varied 
skill and frequency, in the presence of detailed or non existant training and taking a 
variety of models ranging from brief information provision to detailed option ex­
ploration and psychological preparation. 

2. Informed consent for this population may be violated 
3. Informed consent or even counselling during contractions or vaginal examinations 

must be unethical 
4. The content of counselling which does occur is unc\ear 
5. The training for counsellors is unc\ear 
6. The efficacy of counselling is unc\ear 
7. The difference between counselling and informed consent is unc\ear 
8. The opportunities for risk reduction, safe sex and behaviour change messages is 

usually overlooked in the ante-natal population although deemed vital in STD 
populations 

9. Policies may weil be at the whim of individual consultants, irrespective of the best 
protocols, intentions and training packages 

10. Counsellors are often drawn from the medical and nursing professions who may be 
unwilling, untrained or unskilled in the task 

11. If counsellors tried their hand (with equal lack of training) at delivering babies 
there would be an outcry 

12. The range of other ante-natal tests and their handling cannot be overlooked in the 
debate 

13. The funding, financial and cost implications of any broad antenatal HIV testing 
policy are enormous, invariably overlooked or underfunded - simply identifying 
the 80% of inner London HIV positive pregnant women would require an 80% in­
crease in budget to handle them - this at a time in the UK when the care budget at 
my hospital has been cut by nearly 8%. 

MENTAL HE AL TH ISSUES 

The mental health implications of HIV screening have been poorly documented, 
poorly explored and even more poorly provided for (Sherr 1995, Lester et al 1995). The 
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complexities of HIV issue differ in the presence of multiple infection (Melvin and Sherr 
1995). Pregnancy, by definition, means multiple infection. 

HIV tests are like no other ante-natal test not only in the nature of the virus but because 
it carries a fatal diagnosis for the mother as weil and it is a stigma bound illness. 

ALW AYS THE PATIENTS AND NEVER THE STAFF 

All discussion focused purelyon the "patient" population is limited and the HIV status 
of carers must also enter the debate. This is highlighted in the numerous highly publicised 
cases of HIV positive carers where all women are hurriedly called in for testing after HIV is 
revealed. This often causes panic and fear despite the lack of evidence of risk to such women 
and the failure ofpolicy to address these problems adequately. 

A fascinating example is raised by the question of testing women who wish to deliver 
their babies in abirthing pool. At one major London teaching hospital all women who want a 
water birth are required to test for HIV while all those requiring a bath or shower - irrespec­
tive of episiotomy, C Section wound or lochia are not tested. Staff who enter the birthing 
pool, irrespective of lesions, are not required to be tested. 

WHERE DOES THIS LEA VE WOMEN? 

So where does it leave women? Clearly the starting point must be to gather together 
the nature and range of testing procedures, policies and protocols (Davison et al 1989); 
gather together studies, especially those explore consumer impact, of such policies and pro­
cedures; to set out clearly articulated outcome measures so that realistic, appropriate and 
positive goals can be integrated into the methodology. This would extend the debate from 
containment, treatment and epidemiology to prevention, early intervention and mental 
healthlbehaviour issues. A clear compilation of obstacles and hurdles to the implementation 
of such policies would be helpful to 

• pre-empt problems, 
• facilitate implementation of policies 
• and to understand not only the short term, but the medium and longer term effects 

of these policies. 

At the same time there is a moral and ethical obligation to ensure, at all times, that 
whatever policies and procedures are in place, these are based on clearly articulated prem­
ises, these are concurred with by the recipients, i.e. the pregnant women and their rights are 
jealously guarded. This is a particular onus on the shoulders of caregivers as it is clearly 
documented that HIV gravitates to vulnerability and vulnerability is clearly an issue in this 
population. The vulnerability ticket has been the selling point to protect the unborn or newly 
born infant, but one should argue that pregnant women themselves, may have elements of 
vulnerability as weIl. 

AIDS and HIV infection may underrnine the advances that women have already made. 
The next decade will witness a growing challenge to the AIDS weary world. Innovative 
ways will be needed to provide care for women. The 20th century has witnessed major up­
heavals and changes for women. It is in this milieu that HIV emerges. Good counselling ad­
dresses both the benefits and costs of HIV testing and pregnancy decision making and may 
be a process to facilitate inforrned choice. Yet the large size of the pregnant population and 
the lack of good counselling skills in health care professionals often reduces the process to a 
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short dialogue at best and eoereion at worst. Often eounselling is based on the presumption 
that HIV positive women should not have babies. For example Ryder noted "the disappoint­
ingly high fertility rates in seropositive women who had been provided with a eomprehen­
sive programmeof HIV eounselling". 

HIV testing of women of reproduetive age is a complex issue. There are many unan­
swered questions surrounding the way such testing should be carried out, the eounselling de­
mands surrounding the test itself and the wide ramifications of HIV if identified at this stage. 
As soeial stigma decreases, medical interventions increase and prophylaxis becomes more 
established, HIV testing may weil inerease. This is all the more reason to take into aceount 
the counselling issues. 
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