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ABSTRACT

The effect of the HIV/AIDS epidemic on the South African health care system
remains a serious challenge to the providers of health care. In response to the
critical shortage of health care workers new cadres of health workers, such as
peer educators have been trained to provide education, counselling, and treatment
adherence support to people living with HIV/AIDS.

As many South African women only discover their HIV status after becorning
pregnant and attending antenatal care, the supportive/educational roles of peer
educators in the prevention of mother to child transmission (PMTCT) of HIV
cannot be over estimated. This scenario is compounded by the high prevalence of
HIV in pregnant women, who then require a comprehensive health care approach
to their pregnancy and HIV positive status. This includes education about
strategies for the mother to remain healthy during her pregnancy, counselling
about reducing the risk of transmission of the HI virus to her baby at the different
stages during and after the delivery of her baby.

The aim of this study was to investigate the current training of lay HIV/AIDS peer
educators through an analysis of their training curricula. The thoughts and feelings
of the lay peer educators were investigated through interviews to learn more about
the training that they undertook.

The research design was a descriptive, gualitative, exploratory and a contextual
study of nine participants, purposefully selected from a large tertiary hospital. The
researcher reviewed three training curricula used by the peer educators during
their training. Data for the nine semi-structured interviews were collected over a
two month period. The use of a foliow-up focus group assisted with Triangulation
of the data.

The interviews were transcribed verbatim and analyzed into emergent recurring
themes, which were then discussed, in refation to the reviewed literature. Five
themes emerged from the study, namely: how training increased peer educators
knowledge; the importance of updates in the work environment; how role-playing
as a learning method built their confidence; their thoughts about what should be
included in peer educator's curricula and the importance of government getting
involved in the training of peer educators in PMTCT.

The study concluded with a proposed curriculum for peer educator's PMTCT
training based on the findings and recommendations from the interviews, and is
structured in line with the South African Qualifications Authority framework.
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CHAPTER ONE

ORIENTATION TO THE STUDY

1.1 INTRODUCTION

This chapter will orientate the reader to the rationale for this study, and will
describe the background to the research guestion. The purpose and significance
of the study will be outlined, as well as a description of the objectives that have
guided the study. The research problem and research question has been
described. An explanation of the researcher's operational definitions has been
included. A brief overview of the research methodology completes the chapter.

1.2 BACKGROUND
1.2.1 HIV Problems in South Africa

Southern Africa remains the epicentre of the HIV/AIDS epidemic (Dickinson,
2010:2; Van Dyk, 2008:8) with the area accounting for 67% of HIV infections
worldwide (UNAIDS, 2009:21). The rate of new infections has gradually been
declining due to an improvement in access to HIV treatment; however, the burden
on the healith facilities has not eased due to the increased volume of patients now
accessing treatment. Sub Saharan Africa is also experiencing a critical health
worker shortage (Campbell and Scott, 2009:1), with approximately 4 nurses per
1000 population (WHO 2006} South African health services have been struggling
to respond to the health crisis (Dohrn, Nzama, Murrman, 2009:27). In response to
the critical shortage of trained health care professionals and a growing necessity
to train health care providers for all areas of health care provision, the World
Heaith Organization proposed the: ‘Treat, Train and Retain” strategy {(WHOQO,
2007:2) in which task shifting is a vital element. Task shifting, is the policy of the
WHO's “Train" component of the strategy whereby some health care tasks can be
delegated to less specialized health care workers who require a shorter training
(Campbell, Gibbs, Maimane, Nair, 2008: 163; 2009:2; WHO 2007:2).



1.2.2 In response to the problem of HIV — Peer education

In South Africa new cadres of health care workers has been developed, this is in
line with task shifting, these health workers provide patient education counselling
and adherence support, in response to the health needs resulting from the HIV
epidemic and treatment roll out (Dohrn et al, 2009: 28).

1.2.2.1 What are peer educators and their training?

A community health worker is defined as “any health worker camying out
functions related to health care delivery; trained in some way in the context of the
intervention, and having no formal or professional certificate” (Daniels,Nor,
Jackson, Ekstréom, Doherly, 2010:1). Peer educators are found under the
umbrella of community health workers (Campbell and Scott, 2009:1: Lehman and
Sanders, 2007:1; Schneider, Hlope, and van Rensburg, 2008:1). A peer educator
is a term that refers to a lay person that in the context of AIDS helps co-workers,
community members, family and friends, prevent the infection as well as
providing education about ways to deal with the disease (Dickinson, 2010:2).
Peer educator's training varies in length, depending on the training organisation.
There is no standardisation of peer educator training, but literature indicates that
most peer education programmes include training in the provision of health
education, counselling of patients on adherence and other HIV related issues.
Some peer educator programmes train peer educators to perform basic health
worker duties such as recording patients heights, weights, and basic vital signs
(Campbell and Scott, 2009: 3; Lehman and Sanders, 2007:1; Morris, Chapula,
Chi B, Mwango, Chi H, Mwanza, Manda, Bolton, Pankratz, Stringer, Reid, 2009:
1).

Lay health workers can take over the non-clinical, as well as some clinical tasks
in order to free up the nurses. In Maseru, Lesotho, the results of a study on task
shifting, found that some of the counsellors were weighing patients, preparing
laboratory forms, filing and recording blood results as well as performing HIV
rapid tests {(DoH, 2008:217). The result being that the health service was better



utilized as more patients could be seen, due to the service delivery being more
efficient.

1.2.3 HIV Problems in PMTCT

The prevalence of HIV in pregnant women in South Africa has not followed the
same pattern of stabilizing as in the heterosexual population. More than 29% of
women who accessed public health services in South Africa in 2008 tested
positive for HIV (Health Systems Trust, 2010:1; USAID, 2009: 28). This high rate
of infection and women's vulnerability to HIV is related to their inferior standing in
many communities in regards to their social economic and legal standing
(UNAIDS, 2010:121).Many South African women only discover their HIV positive
status after becoming pregnant and attending antenatal care (Sable, Libbus,
Jackson, Hausler, 2008:160). The need to deliver an effectve PMTCT
programme is imperative, incomplete PMTCT services can put 40% of newborns
exposed to HIV at risk of contracting the virus (IRIN, 2010:2). Therefore, the
antenatal clinics are an excellent area where HIV/AIDS related education and
counselling can be offered to the mothers not only to protect their unborn babies
from being infected but also to empower the mother and enhance her quality of
life through education and support.

Prevention of Mother to Child Transmission of HIV/AIDS (PMTCT) is complex
and requires an integrated and comprehensive programme, involving a multi-
disciplihﬂary approach where peer educators have a pivotal role in education and
counselling.

1.2.4 Peer education in PMTCT

Peer education, provided by peer educators in PMTCT starts at the entry point of
a pregnant woman to the PMTCT services, which is first identifying her HIV
status. Pre and post-test HIV counselling is done by the peer educators, and they
continue to provide information, educate and communicate with the mother until
after the birth of her baby, until the baby is approximately 18 months old.
Education and counselling in the accelerated PMTCT Plan for South Africa (DaH,
2009:17) will include:



s Provider initiated HIV testing and counselling;

¢ Screening for HIV;

s Attention fo gender based issues;

« Nutritional support and education;

« Education and counselling regarding infant feeding;

+ Education and counselling regarding family planning;

» Education and counselling regarding ARV initiation and adherence; and

+ Psychological support and bereavement counselling.

The role of peer educators in implementing the above aspects of PMTCT cannot
be overestimated in health facilities where the prevalence of HIV is high and the
clinic is under resourced (mothers2mothers:2008). As antiretroviral treatment
becomes more advanced and clinics continue to be under resourced, community
heaith workers and peer educators are going to be taking on more involved roles
within the mulfi-disciplinary team.

1.3 PROBLEM STATEMENT

The response to the HIV/AIDS epidemic in South Africa has given rise to a large
lay population of educators and counsellors, who have become an integrated and
significant presence in the heaith system. Peer educators who have been trained
to deliver HIV prevention and care have been finding themselves having to deal
with social and often medical issues that fall out of their scope of training
(Dickinson and Kgatea, 2008:294). This is especially noticeable in pregnant
patients, where there is a high percentage of HIV positive patients, where
education and counselling needs to include the importance of keeping the
mother healthy plus reducing the risk of transmission of the virus to her baby at
the different times during and after the delivery of her baby.

Nurses have found themselves unable to cope with the HIV epidemic and through
task shifting are handing over traditional nursing roles to lay educators (Campbeli
and Scolt, 2008:5). Problems have arisen with the peer educators "Cinderella”
status in the health sector, and the uneven training that they have received (Aids

Foundation, 2009:3). The training that peer educators and counsellors receive is



usually from a non government based organization (NGO) or faith based
organization (FBO) and usually include voluntary testing and counselling (VCT),
adherence to treatment regimen, bereavement and couples counselling as well
as wellness programmes (Community Aids Response: Care guidelines, 2004:1).

As service providers in the field of PMTCT of HIVJAIDS develop peer educator
curricula, there is a need to establish what peer educators feel are essential skills
and knowledge, and that should be included in their training curricula.

1.4 RESEARCH QUESTION

The following question was posed: Do lay HIV/AIDS peer educators feel that they
are being adequately frained and prepared to fulfil their role in the field of
prevention of mother to child transmission of HIV/AIDS?

1.5 RESEARCH AIM

The aim of this research is to investigate the current training of lay HIV/AIDS peer
educators through analysis of their current training curricula, and then to
investigate the thoughts and feelings that the lay educators have about the
training that they undertook, and how it has prepared them to fulfil their roles in
PMTCT. Based on the findings and recommendations arising from the study, a
training curriculum in line with the South African Qualifications Authority
standards will be devised by the researcher.

1.6 RESEARCH OBJECTIVES
The aim of the study was achieved through the following objectives:

» To explore and describe the training manuals and curricula that were used
in the training of lay HIV/AIDS peer educators.

» To explore and describe the thoughts and feelings that the lay peer
educators have about their training that they have undertaken.

* Todevise a peer educator PMTCT curriculum.



1.7 SIGNIFICANCE OF STUDY

In & resource limited country like South Africa, where a shortage of health care
workers exists (Dohrn et al. 2009:527; Dovlo, 2007:1373), health volunteers are
playing a greater role in the provision of HIV/AIDS services and support
{Campbell et al. 2008:173). Peer educators appear to be the best providers of
this bridge between formal health care and the community (Schneider et al.
2008:7). A well designed educationally based, participant focused, programme
with specific goals and outcomes would lead to a more competence based
training, and will result in a better outcome for PMTCT programmes that include
lay peer educators.

1.8 OPERATIONAL DEFINITIONS
1.8.1 Peer Education (P.E)

Peer education is a flexible strategy within a prevention and early intervention
delivery system. It is a process in which trained supervisors develop and support
a group of suitable people to educate, strengthen and support their peers to
contend with health threats and the decisions that they face (Harvard Schaol of
Public Health, Peer Education Systems, 2009:1).

1.8.2 Peer Educators

Peer educators fall under the generic category of Community Health Workers
(CHW), which also includes lay health workers, lay community health workers,
traditional/indigenous health workers (WHO, 1989). Most community health
workers are trained using the principles of peer education and they themselves
teach using the same principles (Carﬁpbel!, 2010:1)

The International Center for AIDS Care and Treatment Programmes (ICAP,
2009:2-5) defines HIV peer educators as people who are involved in HIV
prevention, care and/or treatment services, they have a good understanding of
HIV care, treatment, PMTCT and adherence; and have the skills to help other
clients with their care and treatment. They are usually volunteers.



The most recent definition of a Community health Worker (WHO, 2008:79) states
that they are health workers who have received training that is outside the
nursing and midwifery medical curricula, but is standardised and nationally
endorsed. This category can include health workers with a range of different roles
and competencies and those that are providing essential services in a health
facility, or in a community that is linked to health team at a facility.

1.8.3 Human immunodeficiency virus (HIV)

Human immunodeficiency virus is a micro organism in the family of retroviruses.
The virus spreads through sexual intercourse, blood transfusions, use of
contaminated needles, and from women to babies during pregnancy childbirth
and breastfeeding (Oxford lilustrated Companion to Medicine, 2001:25).

1.8.4 Acquired immunodeficiency syndrome (AIDS)

Acquired Immunodeficiency syndrome, is a syndrome which is a cluster of
medical conditions. It is caused by the human immunodeficiency virus that
weakens the body's immune system (Oxford lllustrated Companion to Medicine,
2001:25)

1.8.5 Prevention of mother to child transmission of HIV/AIDS (PMTCT)

Is” the- prevention of the vertical transmission of the human immunodeficiency
virus from an infected mother to her baby via the placenta during pregnancy,
through blood contamination during childbirth, or breast feeding (Van Dyk,
2008:42).

1.8.6 Task Shifting

Is the name given to a process of delegating tasks from more specialized to less
specialized health workers. By reorganizing the workforce in this way, task
shifting can make more effective use of human resources currently available. It
requires the integration of the concept and roles of new cadres, changes scopes
of practice and regulatory frameworks, and enhances training infrastructure into
the main health system (World Health Organization, 2007:3).



Task shifting involves the extension of the role of community health workers,
including pecple living with HIV/AIDS, in order to enable them to assume some
tasks previously undertaken by senior cadres, e.g. nurses and midwives, non
physician clinicians and medical doctors (WHO, 2008: 81).

1.9 OVERVIEW OF METHODOLOGY

The following brief overview is provided, a full description follows in Chapter Two.
A quallitative, descriptive, exploratory, and contextual design was used to analyse
the training curricula that was used for fraining of the peer educators, as well as
to explore the thoughts and feeling that peer educators have about their training.

The setting was selected through random sampling of the three selected sites
that fitted the study's criteria.

The population consisted of peer educators who provide peer education in the
field of PMTCT. The population size of peer educators who had received training
in PMTCT and had been working in the field for at least six months was 13.

Purposive sampling was used for data collection and continued until saturation
was achieved. The final sample size was 9.

Data were collected by individual semi-structured interviews with peer educators.

To ensure trustworthiness, Lincoln and Guba’s principals of trustworthiness were
used. The peer educators were invited to a focus group, whereby they could
confirm the findings from the individual interviews, as well as an opportunity to
correct or add any further information.

The ethical considerations that were implemented for this study included
obtaining ethical clearance from the Medical Committee for Research on Human
Subjects at the University of the Witwatersrand. Written consent was obtained
from the Department of Health and Welfare in order to conduct the research in a
public hospital. Permission was granted by the Academic Hospital where the
research was conducted. Written consent was obtained from all peer educator



participants in the study, for participation in the interviews as well as for tape

recording.
1.10 CONCLUSION

The background to the study, and the aim and the significance of the study were
set out in this chapter. The research question aims and objectives were outlined
with an explanation of the operational definitions. The research methodology is
briefly covered in this chapter, and fully explained in Chapter Two.
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CHAPTER TWO
METHODOLOGY

2,1 INTRODUCTION

In this chapter the following aspects of the study are discussed: the study design,
the setting, population, and sampling. The method used for data coliection and
analysis is also discussed. The measures to ensure the trustworthiness and all
relevant ethical considerations pertaining to this study are all included in this
chapter.

2.2 3TUDY DESIGN

This research is qualitative, descriptive, exploratory, and contextual in design as it
attempts to describe the perceptions of the peer educators about their training.
Through their description of their experiences future curricula can be improved to
better equip them to perfarm their role.

2.2.1 Qualitative research

According to Creswell (2009:4) a qualitative study is a way to explore and
understand the meaning that a group of individuals ascribe to a human probiem.
The qualitative design allows the researcher to gather rich in depth information
from thé participants, by using broad open-ended research questions, as it is
concerned with allowing the study participants to express their point of view. The
result of qualitative research is achieving an understanding of the experiences of
the participants that will lead to new perspectives and insights on the
phenomenon being studied (Munhall, 2001:68). It is suitable as a research
method for this study, as it has enabled the researcher to explore the thoughts
and feelings that peer educators have about the training that they have
undertaken, in order to establish what peer educators feel are essential skiils that
should be incorporated in future training manuals.

10



2.2.2 Descriptive research

A descriptive qualitative study presents the phenomencon under study as a
comprehensive summary in everyday language (Polit and Beck, 2008:237). It
requires that the data collection be maintained until data saturation has occurred.
Followed by, an accurate transcription and account of the collected data.

2.2.3 Exploratory research

Exploratory research goes beyond just observing and describing phenomena of
interest; it examines and provides insight into the full nature of the question (Polit
and Beck, 2008:20). In this study it is important to explore and analyse the
training curricula of peer educators, in order to gain a better insight into their
training, so as to be able to explore their thoughts and feelings with the
participants in greater detail. An exploration of the role peer educators play in the
health care system is also vital to understanding how their training helps them to
fulfii this role.

2.2.4 Contextual research

The aim of contextual research is to produce an extensive description of the
phenomena that is being studied, in its specific ¢ontext (Mouton, 1996). The
context for this study is the maternity section of an urban academic hospital
where PMTCT is practiced by peer educators.

2.3 SELECTION OF SITE

The identification of a site In qualitative research involves identifying the site or
sites that are consistent with the research topic (Polit, Beck and Hungler,
2001:44). The site was purposefully selected by the researcher (Creswell,
2009:185) as it must be able to provide sufficient numbers of potential
participants who are knowledgeable in the subject being studied. Access to the
site by the researcher must be granted by the site management for the entire
duration of the study. The researcher might then need to identify the setting for
the study within the selected site. (Polit et al. 2001:44).

11



In order to be selected as a site for this study certain criteria had to be met;

* The extent to which the site could be generalized to other PMTCT sites,
where [ay HIV/AIDS peer educators are employed.

s A broad selection of Non-Governmental Organisations (NGOs) who train
peer educators must be represented at the preselected site.

= All ethical clearance and permission fo conduct the research could be
granted by the relevant authorities of the selected site.

The researcher selected three sites that met the criteria and then selected the
final site randomly, from the three identified sites.

2.4 CONTEXT OF THE STUDY

The research was conducted in the maternity department of an academic hospital
in Johannesburg, where PMTCT services are provided and peer educators are
included in the provision of the PMTCT services.

The South African health care system structure consists of four layers namely:

¢ Level 1: Primary health clinics;
* Leavel 2: District hospital;
+ level 3: Regional hospitals;

o Level 4: Tertiary (academic) hospitals.

The study setting being, the maternity section, of an academic hospitals, no ‘walk
in’ patients are seen, all patients needed to be referred from primary, district or
regional clinics (level 1-3), or a referring doctor. Although in the case of
obstetrics, all patients were assessed on amival at the hospital and referred to
outlying clinics if not warranting admission to labour ward, or not identified as a
high risk case.

The peer educators are involved in the education and counselling of the pregnant
mother at ali stages of her pregnancy and post delivery. To ensure reliability and
replicability the various areas of care, provided to the maternity patient, have

12



been individually discussed, below, explaining the role of peer educators in the
different areas.

The maternity section is divided into different depariments that are all related to
the care of the expectant mother and her infant.

2.4.1 Description of the PMTCT Areas
2.4.1.1 The antenatal clinic.

Mothers are referred to this clinic during their pregnancy. The patients are high
risk with potential pregnancy complications, and pregnant women under the age

of 16 years are also referred to the hospital.

e There are & peer educators in this area who are involved with the
education and counselling of all the pregnant mothers who attend the
clinic. All patients are seen by the peer educators. Patients who do not
know their HIV status are encouraged to be tested, and are counselled,
pre and post HIV testing. All HIV positive mothers are given PMTCT
education and counselling by the peer educators.

* The PMTCT counselling that is provided by the peer educators, in this
area includes providing roufine HIV information and an explanation of ail

_ the PMTCT services available. Couple counselling is offered to patients
where possible, to encourage the mother to disclose her status in a safe
ehvironment. The mothers are educated about HIV and how to live
positively with the HI Virus. They are also educated about CD4 counts and
the use of antiretroviral treatment during their pregnancy is explained
during the antenatal visit. Safe infant feeding is discussed and the
importance of antiretroviral treatment for the infant. The importance of
regular clinic visits is also discussed with the pregnant mothers.

2.4.1.2 Maternity admissions

This area is situated near the casualty of the hospital and is open 24 hours a day.
All pregnant mothers who are seen in the antenatal clinic, are seen here prior to
being admitted to the maternity section of the hospital, or assessed and then

13



discharged. In this department, un-booked patients (patients who have not
registered at any antenatal facility) are also seen by the registered nurses and/or
doctors, and assessed. Where possible they are referred to outlying clinics,
alternatively they are admitted to labour ward for delivery of their baby,

* No HIV testing is done in this area. If required, the HIV peer educators are
called from the antenatal clinic to attend to the patient either in the
admissions ward or the labour ward.

2.4.1.3 Labour ward

The patients who deliver in labour ward are all referred from the maternity
admissions ward or the antenatal clinic.

» No testing or counselling is done in labour ward, If the patients admitted to
labour ward do not know their HIV status they are seen by a counsellor
and encouraged fo test, in the post natal wards. In exceptional cases,
patients may be counselled and fested in the labour ward by the registered
nurses or doctors attending the patient.

2.4.1.4 Postnatal ward.
There are 2 postnatal wards in the hospital where the research was conducted.

. HIV counselling is done by two peer educators. One educator
concentrates on the unbooked mothers only. The second peer educator
concentrates on following up with the mothers who have already been
counselled at the ante-natal clinic. Many of the patients are only in the
postnatal ward overnight, therefore peer counselling in this environment is
usually done with a group of mothers and not individually. The PMTCT
counselling in this area involves the establishment of a safe feeding choice
for the infant. Information about the importance of the infant follow up clinic
visits and adherence to the antiretroviral treatment iss also discussed.
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2.4.1.5 The milk room

The milk room is the area where HIV positive mothers who have chosen to bottie
feed get a free monthly supply of baby formula.

" e One peer educator works in the milk room, where she is involved in
supporting mothers in their choice not to breast feed. To ensure that the
mothers have an understanding about the importance of mixing the infant
formula correctly and maintaining a sterile environment while making the

infant bottles. The infant's growth is recorded at each visit.
2.4.1.6 Paediatric virology clinic.

In this clinic the infants are brought in for a PCR (polymerase chain reaction) HIV
test at 6 weeks. All HIV positive babies are seen on an ongoing basis as
outpatients.

¢ There are four peer educators working in this area. Peer educators in this
area are actively involved in the education and counselling of patients who
are starting ARV treatment. As the educators interact with the patients and
families for a prolonged period of time, their roles become more complex
and the peer educators are involved in couples counselling, nutritional

_ advice, bereavement counselling as well as ARV adherence counselling.

2 5RESEARCH METHOD

A two phase research method was used for this study. Phase One was a
document analysis of the training curricula used by the participants. Phase two
was semi-structured individual interviews. Peer educators working in the field of
PMTCT at the selected site, were asked if they would be willing to answer
questions about the training that they had undertaken in order to be able work as
PMTCT counsellors and educators. Prior to the researcher interviewing the peer
educators, the researcher asked if she could examine the training curriculum that
was used for the above mentioned training.
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2.5.1 Population

The population is the entire group of persons that have the common
characteristic that is of interest to the researcher (Nieswiadomy, 2008:188). For
this research the study population consisted of the total population of peer
educators who provide peer education in the field of PMTCT at the large tertiary
hospital selected (N=13). The peer educators had to have received training in
PMTCT of HIV/AIDS. The final sample size was determined by the data collected
and the point where data saturation occurred.

2.5.2 Sampling

In quaiitative research, sampling is the process of selecting a smali portion of the
population to represent the entire population so that inferences to the entire
population can be made (Polit and Beck, 2008:339; Miles and Huberman,
1994:27). Appropriateness and adequacy of the sample in qualitative research is
important (Morse and Field, 2002:65), as sampling in qualitative research is
based on the richness of the data and not the numbers of interviews performed
(Munhall, 2001:287). The sample must be appropriate as to provide the
researcher with relevant and informed data for the theoretical requirements of the
study. Adequacy of the sample is to ensure that sufficient data are available from
the selected sample so as to provide a detailed and accurate representation of
the phenomenon being studied. The researcher purposively selected
interviewees who provided maximum light on the issue being investigated
(Henning, 2004:71; Creswell, 1009:178).

Purposive sampling is the method that involves the researcher deliberately
choosing who to include in the study on the basis that they are the best people to
provide the data for the research question (Parahoo, 1997:233). Purposive
sampling does not allow for the findings from the interviews to be generalized to
the entire population although the findings should be able to be transferable into
ancther context by the person who reviews the research and studies the
conditions, situations and the research procedures described by the researcher in
the study, and then assessing if they are useful to other settings {Krueger and
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Casey, 2000:203; Parahoo, 1997:240). Thus it is the responsibility of the
researcher to describe the sampling method and sample in a way that the reader
will be able to assess the usefulness and transferability of the data to other
settings.

For this study the researcher identified the areas, at the selected site, where peer
educators were employed in the field of PMTCT. The potential participants were
identified by the researcher through informal discussions hetween herself and the
peer educators who work in the area of PMTCT. The total sample size of peer
educators, who fit the inclusion and exclusion criteria was established as 13.

The inclusion and exclusion criteria, depend on the aim of the study. In all studies
an important criteria for inclusion is the voluntary participation of the participants
(Holloway and Wheeler, 2009:144) and the willingness to sign an informed
consent.

The inclusion criteria were as follows:

¢ The lay HIV/AIDS peer educators would have to have received training
prior to being empioyed at the site;

» The lay HIV/AIDS peer educators would have to have a minimum of six
menths work experience in the field of PMTCT;

» The lay HIV/AIDS peer educators would have to be on duty and willing to
be interviewed,;

* The lay HIV/AIDS peer educators must be willing to sign an informed
consent to participate in a semi structured interview.

The exclusion criteria were as follows:

+ The lay HIV/AIDS peer educators who have not received any prior training;

+ The lay HIV/IAIDS peer educators who have been working for a period of
iess than six months in the field of PMTCT;

o The lay HIV/AIDS peer educators who are not on duty and unable to be
interviewed,;
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o The lay HIV/AIDS peer educators who are unwilling to sign the informed
consent.

The final sample was determined by the quality of the data collected. Qualitative
interviews build on one another allowing the researcher to develop a broad
understanding of the phenomenon being researched. When no new data
emerges from the interviews saturation of the data has been reached and the
researcher then stops recruiting participants (Parahoo, 1997:291). In this study
the final sample was reached at 9 participants.

2.6 DATA COLLECTION

Data collection for this study was done in two phases. Phase One was an
analysis of the peer educators training manuals. Phase Two was the individual
interviews that the researcher held with the peer educators. Each phase will be
discussed in more detail below.

2.6.1 Phase One: Analysis of the peer educators training material.

In Phase One, the researcher addressed the first objective which was to explore
and describe the training manuals and curricula that were used in the training of
peer educators. The researcher deemed it necessary to have an understanding
of the training material prior to conducting the individual discussions with the peer
educators, in order to be able to centre the interviews on their training and to
establish the impact it has had on their performance.

Three different training organizations were identified by the researcher. These
three curricula and training materials were analysed by the researcher, using the
researcher developed curriculum analysis guide (Annexure A). The researcher
developed the analysis guide based on the recognised components of a formal
curriculum. The researcher compared the following in relation to the curricula; the
expected learning outcomes, discussion of the subject matter, the method of
delivery of the course content, including the practice/theory content, as well as
review of the assessment and evaluation methods of the peer educator's

curricula. The researcher noted the duration of the training of peer educators, in
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respect of the curricula, as literature indicates that often the duration of the
course is too short for the content material (Campbell and Scott, 2009:6; IRIN,
2009:1; Lehman and Sanders, 2007:2).

2.6.2 Phase two: Semi-structured individual interviews with the peer educators.

Phase Two was conducted in order to achieve the second objective which was to
explore and describe the thoughts and feelings that the lay peer educators have
about their training.

The researcher initially approached the peer educators on an informal basis and
discussed the subject matter of the study with them. The peer educators were
asked if they would consider participating in the study. All the peer educators said
that they would be willing to participate. A date and time, for the interview was
then arranged between the researcher and the individual participants. Prior to the
participant signing the consent form {Annexure B) the researcher, with the aid of
an information letter {Annexure C) explained the study and what she hoped to
achieve through the interview. The researcher also explained that the interviews
would be recorded, and that the participants would need to sign an additional
congent form (Annexure D). The data collection method, as well as the
approximate length of an interview, was discussed. The researcher explained that
they would be invited to a voluntary feedback session in the form of a focus group
once all the data had been collected and analysed in order to confirm the findings
from thé interviews with the peer educators. Participant's written consent for the
focus group was signed on the original consent form (Annexure B) as a
subsection. Once the peer educators agreed to being interviewed the written
consent was obtained from the participants

The researcher conducted semi structured individual interviews with peer
educators who were working in the field of PMTCT for at least six months. All of
the peer educators who were interviewed had received HIV/AIDS counselling
training, eight had also received additional PMTCT training, one educator had not
done an additional training course in PMTCT, but the topic had been included in
her basic fraining.
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Data were collected for this study through individual semi structured interviews
with peer educators working in the field of PMTCT. Data were collected from July
to August 2010.

* Individual interviewing

Individual interviewing is a qualitative research method that involves a smali
number of respondents exploring their perspectives, experiences and
expectations of an idea or situation (Boyce and Neale, 2006:3). Semi structured
interviews were used as a data collection method.

*  Semi structured Interviews

The semi structured interview style was selected for data collection. In a semi-
structured interview, the interviewer may use an interview guide (Annexure E) to
direct the interview. The interview guide is prepared in advance, containing open
ended questions, although the questions may not necessarily be asked in a
specific order. The flow of the inferview rather than the interview guide
determines how and when the questions will be asked. During the interview the
researcher explained that the interviewer might engage the interviewee in
relevant dialogue rather than just asking the questions from the guide (Bailey,
2007:100).

The interviews were conducted at the peer educator's work environment, in a
private consulting room, at a time that was convenient for the peer educators
themselves, so as not to interfere with their daily work-load. The researcher put
the peer educators at ease by developing a rapport with the educators by
discussing local hospital/sporting news prior to starting the interview, the
educators talked freely about their perceptions of the training and their roles in
the PMTCT clinics. The researcher referred to her interview guide (Annexure E)
during the interviews.

The study participants were reluctant to have their interviews recorded. In these
cases, to alleviate the participant’s discomfort, the researcher took field notes
while conducting the interview. As soon as possible after the interviews were
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concluded the researcher wrote additional notes, (field notes), including any
comments or observations that were considered relevant to the research
question. This was done in order fo aid recall when the interviews were analysed
for themes as well as to add depth to the written report.

All interviews were conducted in English by the researcher. The average length of
an interview was 45 minutes, the longest being one hour 15 minutes and the
shortest being 30 minutes.

Data saturation is defined by Polit and Beck (2008:70) as the point which occurs
when themes and categories in the collected data become repetitive and
redundant, and no further new information would be gleaned with additional data
collection. Once data saturation was achieved the researcher scheduled no
further interviews.

2.6.3 Method of data analysis

The method of data analysis of Phase One and Phase Two are briefly discussed
here. The findings are discussed in detail in Chapter Three.

2.6.3.1 Phase One: Analysis of curricula.

The three training manuals and curricula that the researcher obtained from the
peer educators were analysed using the researcher developed curriculum
analysis guide {Annexure A).

» The curricula were analysed as foliows: The researcher studied the
manuals by reading them from cover to cover.
+ Notes were made by the researcher in relation to the content of the

curricula.
2.6.3.2 Phase two: Analysis of peer educator’s inferviews

Data analysis of the individual interviews in qualitative research involves making
sense out of the information gathered. Creswell {2009:184) describes the
analysis of the data in three stages, moving from the specific to the general and
involving multiple levels of analysis.
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» Step 1. Organizing and preparing the data for analysis

This step involves the transcribing of interviews and writing up field notes.
This was done immediately after the interviews were held, so as not to
lose any of the nuances that emerged during the interviews.

* Step 2. Read through ail the transcribed data

This is done to get an overall sense of the information as well as to be able
to reflect on the meaning of the information, get a sense of the depth of the
information, the tone of the replies as well as the credibility of the
information collected.

+ Step 3. Begin detailed analysis with a coding process

Coding is the process of organising a targe amount of data into smaller
segments that when needed can be easily retrieved, for data analysis
(Bailey, 2007:127). Open coding was used which is the initial coding of all
the data collected, with the view that at a later point, in the process of
analysis, further codes might be added, and some changed (Bailey,
2007:129),

2.7 TRUSTWORTHINESS

Various methods are used in qualitative research in order to validate the results
of the study (Morse, 1997:227) thus providing a sufficient level of plausibility and
confidence in the study.

Trustworthiness is used to describe the degree of confidence (validity) a
qualitative researcher has in her data, (Polit and Beck, 2008:768) and the
persuasion that the findings of the study are meaningful and worth taking account
of (Lincoln and Guba, 1985:290).

Lincoln and Guba (1985:43) developed four criteria, to establish the
trustworthiness of qualitative research, namely: credibility, transferability,
dependability, and confirmability. These four criteria together with documented
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procedures will give trustworthiness to the findings and interpretation of the

results of the research.
2.7.1 Credibility

Researchers refer to this as the “truth value” in a study (Miles and Huberman,
1984:276). The researcher has to prove the credibility of the findings to both the
reader and the participants from whom the data was obfained. The research
actions that were taken to increase the credibility include, triangulation, member
checking and the authority of the researcher. Each method will be discussed in

below.
e Triangulation

Triangulation refers to the use of additional sources in data collection, (Silverman,
1993:157; Marshall and Rossman, 1995:145) which will add to the truth value of
the findings. Data were primarily collected from the participants in the form of
personal interviews. Triangulation was achieved by the introduction of a focus
group. All nine participants were invited to the focus group that was held after the
data had been collected and analysed into themes. The researcher explained that
the reason for the focus group was to allow the participants to confirm, add or
alter the data to ensure the accuracy of the findings. Four participants attended
the focus group, three members had been involved in the individual interviews
and there was one new participant. The themes that emerged from the interviews
were discussed by the researcher with the participants, during the focus group.
The researcher invited the participants to comment on the findings as to the
accuracy in the representation of the essence of the interviews.

s Member checking

This was done by the researcher once individual interviews had been transcribed.
The researcher returned to three of the participants individually, with their
transcribed interview and asked them to comment on the content, allowing them
to correct any statement that they felt had been misinterpreted by the researcher.
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e Authority of the researcher

The researcher had completed an academic training in research methodology
and was supervised throughout the research process by a supervisor with
extensive experience and training in research.

2.7.2 Transferability

This refers to how the findings can be transferred or applied to another setting or
context (Marshall and Rossman, 1995:143). The researcher needs to provide
sufficient thick description of the data (Lincoln and Guba, 1985:316) in order to
convince the reader that the findings are credible, in order for interested persons
to be able to reach a conclusion as to whether the findings can be transferred to a
similar context.

* Thick description

To enhance the transferability of the study, the thick description involved a
detailed written description about the methodological framework that was used in
the study. This includes the population and sampling of the site, the context, the
design of the study as well as a literature control to support the study integrity.

2.7.3 Dependability

The criterion of dependability refers to the reliability of the data (Polit and Beck,
2008:539). Dependability goes beyond what was discussed in defining the
credibility of the study, by describing the process of data collection in detail, to
form an audit trail (Lincoln and Guba, 1985:317). The study data were further
strengthened by employing a consistent, documented method of data coding and

recording.
2.7.4 Confirmability

The concept of confirmability is the concern about the objectivity and neutrality of
the research (Shenton, 2004:72). Investigator bias must be proved to be minimal
in the eventual findings of the study. Central to this process is the combination of
various actions that form the basis of an audit trail (Lincoln and Guba, 1985:320).
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¢ Audit Trail

The audit trail is a documentation of the researcher's decisions, choices and in
sights pertaining to the study (Morse and Field, 2002:1 19).This process includes
an explanation of the research process, with a semi structured discussion about
the sampling method of the participants, from which the data was gathered.
Detailed explanations are also given, about the recording, transcribing and coding
of the in-depth interviews.

Field notes are an important part of the audit trail as they place the interview
within context (Morse and Field, 2002:119; Lincoln and Guba, 1985:319), by
being a detailed, accurate written account of what the researcher hears, sees and
experiences during the course of data coilection (Morse and Field, 2002:91).
Examples of the field notes, together with an example of an interview are
included as Annexure F as part of the audit trail.

The coding method used, is described, demonstrating a systematic analysis of
the textual data, in order to bring meaning to the information {Creswell,
2009:186). Themes were identified by the researcher, and then placed in similar
categories of similar phenomena, which allows the researcher to describe and
analyse the raw data.

Triangulation, via the use of a focus group, increases the probability that the
findings. and interpretation of the data will be found to be credible {Lincoln and
Guba, 1985:305).

2.8 ETHICAL CONSIDERATIONS

Researchers involving the use of humans as study participants must guarantee
that the rights of these humans are protected (Polit and Beck, 2008:167). It is
also the responsibility of the researcher to protect the integrity of the organization
or institutions involved in the research process, against misconduct and
impropriety (Creswell, 2009:87).

The rights of the study participants, and the institutions, were protected through
the following steps been implemented:
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Permission for the research to be conducted was obtained from the Faculty
of Health Sciences at the University of the Witwatersrand, on submission
of the research proposal (Annexure G).

Permission was granted from the Medical Committee for Research on
Human Subjects, University of the Witwatersrand. Clearance certificate
number: M091115 (Annexure H).

Permission from the Department of Health (Annexure 1) and the
appropriate hospital management was granted {(Annexure J).

An information letter outlining the details of the study was handed to the
participants prior to scheduling interviews. The infarmation letter included
the researcher's name and contact details (Annexure C).

Infermed written consent was obtained from all participants (Annexure B).
Informed written consent was obtained for the use of the tape recorder
(Annexure D).

Participants were informed of their right to withdraw from the interview or
the focus group, at any time and with no penalty to themselves.

To ensure the privacy and confidentiality of the participants, the names of
participants were not mentioned in the final report.

Ancnymity and confidentiality were alsc assured in that the tapes were
_ kept under lock and key, and erased immediately after being transcribed.
The foreseeable harms by participating in this study were not perceived to
oﬁtweigh the possible benefits for peer educators,

2.8.1 Ethical Consideration for individual interviews and tape recording

All participants were asked if the session may be recorded on a portable tape

recorder. If the participant agreed to the interview being taped then the following

steps were taken:

An additional consent form was signed by the participants for the use of
the tape recorder (Annexure D).

The participants were assured that the recording would remain under lock
and key until all data was analysed.
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+ Participants had a full understanding of what the topic fo be discussed was
and the expectations hoped to be achieved.
» The data collected from the interviews was made anonymous and had no
references to individuals.
* The participants were able to review the data before the research report
was finalised.
2.8.2 Ethical consideration for the use of a focus group for triangulation

All the study participants were invited to the focus group, in order for them to be
able to evaluate the data collected from the interviews. Prior to conducting the
focus group the following steps were taken by the researcher:

» Informed written consent was obtained from all participants, either on the
original consent form or on a new form.

¢ The participants were given an explanation of the reason for needing a
focus group.

¢ The researcher established that they had an understanding of the topic to
be discussed.

» It was explained that each other’s point of view will be shared with each
other in the group, the participants were encouraged to keep what they
hear confidential and within the group only.

+ The data collected from the group would remain anonymous and not have
any references to individuals in the group.

2.9 SUMMARY

This chapter gave a detailed discussion of the study design, an explanation of the
population and sampling technique, and site selection was included. Discussion
followed, on how data were collected, analysed and the validity and refiability of
the data were insured. The chapter concludes with all the ethical considerations
that were relevant to this study.
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CHAPTER THREE

RESULTS AND DISCUSSION

3.1 INTRODUCTION

This chapter describes the results from the interviews held with peer educators
about their thoughts and feelings towards their training. The researcher first
provides an analysis of the training curricula used in their training. This provides
the reader with the contextual background to the study. An analysis and
discussion of the individuai interviews follows, together with supporting literature.

3.2 TRAINING CURRICULA

Objective One was to explore and describe the training manuals and curricula
that were used in the training of lay HIV/AIDS peer educators. The results of the
findings are discussed in detail in this section. Although the content of the
curricula were not PMTCT specific, the principies of PMTCT were discussed in all
the curricula studied by the researcher.

Quinn (2007:107) describes a curriculum as a training programme, which is a
pian or design upon which educationai provision is based and consists of four
components:

» Formulating student learning outcornes,

» Discussion about the subject matter to be covered in order to achieve the
learning outcomes,

* Teaching and learning processes are defined, and

* Defining the assessment methad to assess that learning has taken place.

The three different curricuia were analysed for the above compenents of a formal
curriculum. The principles of adult education were also considered.

The principles of androgogy (adult education) are relevant as all peer educators
have previous knowledge and experiences that will contribute towards the
learning environment. According to Mellish, Brink and Patton, (1997.:396);
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o Adult learners are more self-directed than children, in their approach to
learning. Adults can identify their need to learn, and are able to set their
own learning objectives.

» Adult learning objectives are formulated through tasks and problems
encountered in their everyday life as well as in their work experience.

¢ Adulis will want to be able to apply their new knowiedge and skills
immediately, therefore the curriculum should have an approach to being
task centred together with a relevant problem solving component.

Adults learn effectively when they fully participate in the learning experience.
Adults learn collaboratively, by identifying their learning needs and interacting
with fellow participants through the sharing of life stories and role playing (ICAP,
2009: xv)

The proportion of theory to practice content was also noted. Peer educators apply
their theoretical knowledge in the practical environment, as part of a health team,
where they use and develop their interperscnal, social and communication skills,
while educating and counselling patients (Meyer, 2008:84).

In line with the literature reviewed for this study, the three curricula analysed, had
very different styles of delivery. Campbell and Scott (2009:6), and Lehman and
Sanders (2007:4), noted that peer educater programmes differ considerably in
their duration, style and approach to training. The problem arises that without
curricula standardization and clear guidelines or minimum standards relating to
lay health workers fraining, {Dohrn et al. 2009:525; IRIN News, 2008:2) the
quality of the outcomes of peer education training is often inconsistent.

The detailed analysis and discussion of the training curricula follows. Data
analysis of the peer educgator's training curricula was achieved with the use of the
curriculum guide (Annexure A) developed by the researcher, in line with the
literature reviewed earlier.
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3.2.1 Curriculum A

This curriculum appeared to be a generic ad hoc curriculum for use by health

care workers working with HIV/AIDS patients, resulting in parts of the curriculum

not being relevant to peer education and counselling. In particular sections of the

curriculum were designed primarily for medical students, with a large technical

component, which appeared to have no relevancy to patient education and

counselling.

*

Duration of the fraining: This curriculum was run over a five-week period, and
the teamners attended lectures every day. There was no provision made for
learner follow up and supervision in the practical environment.

The expected learning outcomes were not identified in the curriculum.
Without the learning outcomes or objectives being identified, it is difficult to
evaluate the success of the programme. Learning objectives and outcomes
as an adult learner should be identified by the learmers themselves, firstiy by
a diagnosis of learning needs, then the formulation of the learning abjectives,
(Quinn, 2007:30). Evaiuation of learning was then performed against the
specific learning objectives being achieved.

Theory/practice content: This was a theoretical curriculum.
The module’s headings in the curriculum were:

s Types of counselling;

+ Sexuality;

+ Nuirition and healthy living;

» Listening roadblocks;

e HIVand ARV's (PMTCT was included in this module); and

* Course evaluation sheet.
The methods to attain curriculum outcomes were mostly in a didactic form,
with lectures. This curriculum had a large lecture content, which was verified
by the note taking of a learner. The researcher observed that the notes taken
by the peer educator, who was trained using this curriculum, were clearly
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written and comprehensive, in relation fo counselling, listening and
educational skills.

The practical aspect of the peer educators fraining in this curriculum was
achieved through role playing. There was no opportunity provided to interact
with patients in the real life situation.

¢ The assessment/fexamination of competency was summative, on completion
of the curriculum. This was achieved by a written test and the practical
component was assessed through a role-playing scenario. (This information
was given verbally to the researcher by the participant, as it was not

documented in the curriculum).

On completion, the learners received a Certificate of Attendance in HIV/AIDS
counselling.

The researcher's analysis of Curriculum A

This curriculum, not being specifically developed for peer education and
counselling, resulted in it not being consistent with a formal educational
curriculum, and appeared to lack relevant goals and learning outcomes.
Literature reviewed for this study suggests that curricula should be specifically
developed for community health workers (Lehman and Sanders, 2007:4). This is
achieved by the stakeholders being identified in the planning stage, by performing
an in—débth situational analysis. Through participation and consultation of peer
educators in the planning, this will result in the ownership of the programme by
participants (MacDowell, Bonell and Davies, 2006:26).

This curriculum was entirely classroom based, with no follow up or mentoring of
the leamers once they had completed the course. Afterwards the learners need
fo rely on other peer educators or health care professionals to guide and mentor
them, in the work environment, as they will lack practical experience. Supervision
is not always therefore possible, as often people are busy with their own work-
loads. Bhattacharyya, Winch, Le Ban and Tien (2001:23) in their study on
community health workers, found that programmes that are too theoretical and
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classroom based are often inadequate, but training that happens in an
environment where there are hands on real life experiences with patients and a
trainer, are more effective. Using peers to train peers is also an effective way of
ensuring that the training is relevant to the community in which the peer
educators will be working.

Assessment and evaluation, is an integral part of a curriculum, as it provides
feedback about what learning has occurred in relation to the learning objectives.
In this curriculum the leaming objectives or expected outcomes were not
identified therefore assessment cannot be a systematic or planned evaluation of
the learning objectives, achieved by the leamers {Meyer and van Niekerk, 2008:
149). Therefore learners could only be awarded the Ceriificate of Attendance,
due to the lack of formal assessment and evaluation criteria of the learners
performance.

3.2.2 Curriculum B.

This curriculum was designed for HIV/AIDS counsellors specifically, it was a full
time course which the learners aftended lectures every day.

» Duration of the training, the course was run over a two-month period.

» Theory/practice content; this was a theoretical curriculum, although the
students were followed up in the clinical area after completing the theoretical
training.

o The module headings were:
» Self awareness;
* listening skills;
= Counselling skifls;
* HIV knowledge (PMTCT was included in this module); and
* Medication adherence counselling skills for antiretroviral
therapy.

* The expected learning objectives were identified at the beginning of each,

module. The assessment of the learner was achieved through written
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exercises, that the learner had tc complete, relating to the learning objectives.

An example being, completing the end of an open sentence:
“Counselling skills involve...............
“What | have learned from the above scenariois..........."

The methods to attain curriculum outcomes included participatory training
methodologies of reflective exercises, scenario teaching through role-playing
and case histories were used that encourage the learner to learn from one
another, through sharing of life experiences (ICAP, 2009: xv).

Short didactic lectures were given as an introduction to 2 new module. This is
appropriate when the geal is the transmission of new knowledge or information
{Egger, Spark and Donovan 2005: 79). In androgogy, the learners then built on
this new knowledge by applying their previous experiences to the new
knowledge acquired in class.

Role-playing was used often in this curriculum as a leamning strategy. Role-
playing is an effective form of learning because through the previous
experiences of the learner being applied in the role playing relevance is given
to knowledge (Forest and Peterson, 2006:120).

The assessment/evaluation of competency was both formative and
summative. The formative assessment was performed during the course in
the format of learner’s seli- evaluation. At the end of each module the learner
had to write a brief paragraph on a scenario, stating what they had learnt, as
well as questions where the learner had to fill in a missing word, recapping
knowledge learnt in the module. The summative evaluation, on completion of
the curriculum was a written paper, either an essay and/or multiple choice
questions, together with a student evaluation in the clinical area.

On completion the learners received Certificates of Completion and
Attendance.
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The researcher's analysis of Curriculum B

In the introduction to the curricufum, the learners were asked to critically evaluate
themselves during the course. Self evaluation, as a part of adult educafion, allows
the learner to engage in deliberate thought about what has been taught, allowing
for reflection on the subject and a process of internalizing the facts. It is an
integral part of lifelong learning (Field, 2010: 89).

Another request made in the introduction of the curriculum, was for the learners
to maintain an atmosphere of openness, trust and acceptance. For adult learners
to share their experiences they need to believe that they will not be judged or
stigmatized by the other learners in the class. This is especially relevant in the
field of HIV/AIDS where discrimination and judgement of people is stil an
everyday occurrence. The learners, as HIV positive people, might have
experienced this themselves and be reluctant to expose themselves to further
discrimination. It is therefore important at the beginning of any interaction to
establish an environment of trust and openness.

An awareness of the relevance of peer educator's experiences, through their own
experiences with living with HIV together with a process of sharing and providing
feedback between each other, enables them to understand the compiexities of
pecple living with HIV/AIDS and facilitates them in assisting the mothers in
making healthy choices through their own life experiences. Quinn (2007: 29)
describes this as an atmosphere conducive to learning. The learner is actively
involved in the learning process through reflection of his own experiences (Beard
and Wilson, 2007:15).

Role-piaying was used as a learning strategy, which is an appropriate method in
this curriculum. In addition the role playing scenarios were presented with a role
playing checklist for the peer educator to consult during the activity, in order to
guide the interaction. This enhances the learning experience as the learner has a
structure, identifying the critical points that she can refer to during the role playing
session.
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The check iist for the role playing scenario of a patient receiving histher HIV

positive result from a peer educator, included the following steps;

= |nform the client that their results are available;
= Provide results;

* Review the meaning of the results;

= Allow time for the client to absorb the results;

* Explore client's understanding of the results;

=  Assess client’s coping skills;

= Acknowledge the challenges and

= Discuss living positively.

The assessment and evaluation component to this curriculum was strengthened
by both the inclusion of assessment in the learner's clinical area, thus providing
the learner with feedback on her practical skills, providing a form of practical
supervision, As well as the formative assessment requesting the leamer's to
reflect on what they had learnt at the end of each module, reflection on learning
that has occurred, by the learner is an integral part to lifelong learning, as it
makes them aware of their strengths and weaknesses {Mellish et al. 1997: 227).

3.2.3 Curriculum C

Thig curriculum for H\V/AIDS has been accredited with the Health Workers Sector
Education and Training Authority (HWSETA) at a National Qualifications
Framework (NQF) level 4 and therefore had a more formal structure than the
other two curriculums that were analysed for this study. The role of the HWSETA
is to provide an appropriate skills development strategy, in an attempt to bridge
the skills gap, as well as to monitor the standard of education and training within
the health care sector.

¢ Duration of the course: This HIV/AIDS curriculum is run over one year; the
learners attended training {theory) for one week a month and practical training
in their work enviranment for 3 weeks. The PMTCT curriculum was run as an
individual module for peer educators and counsellors already working in the

PMTCT area. The educators were taken out of their work environment for a
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week (theory) and then had a week’s practical with supervision in their work

environment.

It was not a prerequisite requirement for learners to have completed the full time
accredited counselling course, but it is a prerequisite that leamers had PMTCT
experience in order to be accepted onto the PMTCT training module.

For the duration of the theoretical part of the module learners had the opportunity
to interact with other counseliors who may be working in a different health care
facility. This allowed for the sharing of different experiences and a more diverse
learning opportunity. Interaction between CHWSs also plays a great motivational
role, as the CHWs feel part of a community and can mutually reinforce each
other's commitment to making a difference (Bhattacharyya et al. 2001:24),

The following aspects of this curriculum were noted:

» The expected learning objectives are clearly identified at the end of each
module pertaining to the subject matter.

» Theory/practice content: this curriculum, both in respect of general
HIV/AIDS counselling and the PMTCT module, had clearly defined
theery/practical components.

* Methods to attain curriculum outcomes: facilitating methods of instruction

~ are used, namely group discussions and role play.
Group discussions are used as a teaching method in androgogy, where
the learners can share their experiences and problem solve as a collective
unit.

» Assessment/evaluation of competency: assessment of learning was done
on completion of the module, in the class room environment, as a
knowledge-based written test.

The practical assessment will be attained through the completion of a Skills

Log Book, that required the witnessing and signature of a supervisor

observing the learner performing the skill. The learners needed to submit their

Porifolio of Evidence in order to complete the module.
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On completion of the year course in HIV/AIDS learners received a Certificate of
Competence, documenting the NQF level attained as well as the credits awarded
to them.

On completion of the PMTCT module the learners received a Cerificate of

Completion.
The researcher’s analysis of Curriculum C

This curriculum had all the components of a formal curriculum. Learners who
completed this course, had a qualification that would allow them further
progression into the field of Higher Education. The opportunity to develop a
career path, based on their experience and training, is cited by Schneider (2008:
7} as a motivational factor in CHW as reascns for applying to become peer
educators and counsellors,

The learners who were trained using this curricutum all expressed their
satisfaction with the theory content, but they felt that the practical part of the
curriculum was lacking in supervision and monitoring.

Literature indicates that supervision and mentorship of peer educators on site, is
vital to peer education programmes, due tfo the limitations of the training that they
have received and the short duration of their training (Adamchak, 2006:13;
Campbell and Scotft, 2009:5; Daniels et al. 2010:2; Morris et al. 2008:6;
Populatibn Councit undated:iii). The supervision and mentoring part of a peer
educators curriculum is as important as the theoretical part, and should be
structured into the planning phase of the curriculum. Task shifting was often
informally applied and peer educators often had to take on additional clinical
responsibiiities that needed their ongoing guidance, education and supervision
(Morris et al. 2009:2).

3.3 DATA ANALYSIS METHOD OF INDIVIDUAL INTERVIEWS

The second objective was to explore and describe the thoughts and feelings that
the lay peer educators had regarding their training. Nine participants were
interviewed, the demographic details of note are, eight of the participants were
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female with one male participant. The ages of the peer educators ranged from the
youngest being 25 years old with the oldest participant being 45 years old. Four
of the peer educators had a matriculation certificate and the remaining five all had
Grade 1.

Data analysis of the individual interviews in qualitative research involves making
sense out of the information gathered. Creswell (2009: 184} describes the
analysis stage in three stages, moving from the specific to the general and
involving muitiple levels of analysis. A detailed explanation of the process of the
data analysis was provided in Chapter Two.

Five themes emerged from the data, and five sub themes emerged these are
illusirated in Table 3.1

Table 3.1 Themes and sub-themes

Themes Sub-themes

1. Training increases knowledge

2. Updates are important Supervision and support from
nurses

3. Role playing teaches you confidence

4. Thoughts about what should be included in | Bereavement counselling
the content of a peer education programme Home based care
Tuberculosis knowledge
Nutritional information

5. Government should be responsible for the

training

3.4 RESEARCH FINDINGS AND LITERATURE CONTROL
The five themes that emerged from the data collection will be discussed in detail.
The actual participant's quotes are in italics, and the number in brackets refers to

the participant number. Participants were randomly assigned a number for the
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process of analysis, this number then appears, in brackets, at the end of the
participates quote.

3.4.1 Theme one: Training increases knowledge

Eight of the nine participants in this research study were HIV positive themselves,
while one of the participants had HiV positive family members and she was
actively involved in their care. In the discussions they all said how the training had
increased their own knowledge of the virus and helped them cope better with
living positively.

“The training helped me know about my status” (9).

“The best thing about the training - it builds confidence and gave
information on HIV” (1).

Peer education curricula should be designed to acknowledge and build on the
existing knowledge of the trainees, through the personal experiences that they
have already experienced as people living with HIV (ICAP 2009:xv). Training of
mothers who are HIV positive makes them important educators while their
experiences makes them credible advocates and powerful role models
(mothers2mothers, 2006:5).

Through their own experiences of being positive they have an understanding of
effective ways to educate other expectant mothers.

“Training was more than good, it gave us knowledge, we leamnt to share
information and leamt respect for others” (3}

Although one participant had reservations about how well she had been trained,
she expressed it in these terms:

“The training was good, it gave me a lof of information” (2).
Then she went on to expand on her thoughts by saying:
“'m not trained sufficiently, | need to tell the Moms the real thing not what |

have heard from someone else. You leamn your job from the Sisters” {2)
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This participant was referring to how the formal health care providers, mainly the
registered nurses, have become her source of educational material, especially

regarding new initiatives and information.
“Training was good enough — it gave me strength” (4)

“In training we learnt to share information, knowledge. We learnt respect”

(3

“Training heiped us get the skills. A lot of the training was around VCT we
were laught how to deal with the emofions”

A lot has been written about designing peer education programmes from the
bottom up, involving the peer educators in the design of programmes to ensure
that the needs of the community are met (Colton et al. 2009:4; Campbell et al.
2008:163). Meaningful participation by the community in pianning of HIV
programmes, facilitates the information being "translated” into action plans
relating to their own lives (Nair and Campbell, 2008:164) contributing towards
meaningful learning.

Peer educators are trained to provide health education, counsel patients on ARVs
and adherence, plus other HIV relaied issues, they also record patient
demographic information, in some circumstances they are trained to record
height and weights and basic vital signs using digital equipment (Campbell and
Scott, 2009:3; Morris et al. 2009:3). PMTCT peer educators are trained to provide
counselling services to the mother, education about the importance of infant
feeding options, adherence counselling and education for the mother and her
infant as weli as to assist families with disclosure counselling.

In conclusion, participants felt that their training built confidence and increased
their knowiedge of HIVIAIDS, which they could apply to their own lives.

3.4.2 Theme two: Updates are important
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When asked about the value of the update courses, cor referred to as refresher
courses all the participants commented on the value of the refresher courses.

The participant's comments were:
“Worthwhile” (1)
“Important fo have” (5)
“We need them” (3)

“We need debriefing, we went once it was good, and we came back strong
like soldiers!” (5)

One participant felt that updates were very important although she had not been
on any update courses.

“No-one telis us about updates, everything changes all the time” (2)

Lehman and Sanders (2007:4) suggests that refresher courses are just as
important as the initial training. If refresher courses are not available, then
acquired skills and knowledge are quickly lost. There is strong support for
ongoing training that involves refresher courses and advancement sessions
(Adamchak, 2006:13; Campbell and Scott, 2009:6). Peer educatcrs learn the
most while they are working, with patients. Ongoing supervision, monitoring and
refrésher courses would ensure that they are performing to programme goals, as
well as providing the opportunity to inform the educators of new information
updates and technical support for new interventions (Adamchak, 2006:15;
Daniels et al. 2010:2; Morris, et al. 2009:8). On-site training, with practical
sessions, together with the active inclusion of the multidisciplinary team and the
peer educators, would assist in the process of task shifting thus improving the
overall improvement of the quality and continuity of PMTCT programmes (Colton
et al. 2009: 32).

3.4.2.1 Role of frained nurses in the peer educators training

A sub-theme that indicated that there is a need for refresher courses was the role
that the registered nurses and doctors in the clinical area, play in updating and
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teaching the peer educators. From the interviews conducted, all the peer
educators said that they learnt a lot from the registered nurses that they worked
with and how they can move into a nursing role when required.

“(They) have taught me a lot, aimost 10 years; | am really iike a Nurse
now, when the Sisters are sick | have leamt to run the clinic.” (5).

‘The Sisters in this clinic feach us, we have good staff” {8).
‘I have leamt through the Doctors and Nurses, by listening in"(2).

“Nurses think they are Doctors then who are the Nurses? When Nurses
are short staffed they need us” (7).

‘Everything changes aif the time, then you don’t know, but You learn from
the Sisters” (9).

Programs for community health workers thrive when there is a good relationship
with other members of the health team (Campbell and Scoft, 2009.7). ICAP
(2009:32) makes a similar point that the active involvement of hospital staff, for
practical supervision improves the overall quality and continuity of PMTCT.
Schneider et al. (2008:5) found in their study that the majority of professional
nurses were positive about the contribution from community health workers in
regard to counselling and education, but expressed their fears about delegating
sensitive tasks, to a relatively untrained cadre of health workers. Although as
Campbell and Scott (2009:5) noted, in some instances where nurses are taking
primary responsibility for management and supervision of the peer educators,
they often respond to this burden by transforming the lay health worker into a
nursing assistant.

Supervision and support of the peer educators (community health workers) is
essential due to the brief training that the peer educators have received
{Campbell and Scott, 2009:5; Lehman and Sanders, 2007:2). Training should not
be done in isolation without the necessary follow up through mentorship and
supervision in the work environment. Also, their training is too brief for the large
amount of subject matter (Morris et al. 2009:3). Continual mentorship will improve
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peer educators contribution to health care, but unfortunately this appears to often
be the weakest link in the community peer education programmes (Lehman and
Sanders, 2007:5). The WHO guidelines on task shifting suggest that extra
workers should be hired in a supervisory capacity (WHO, 2009:32).

In conclusion the peer educators expressed their perceptions of the importance of
updates and refresher courses. They commented on registered nurses being
particularly important in providing the new information in the absence of updates
and refresher courses.

3.4.3 Theme Three: Role-playing teaches you confidence

The researcher asked the participants about how they were taught and which
mode of delivery they felt best suited their learning.

Seven of the participants said role-playing was included in the training and the
peer educators felt that it was their preferred learning method.

‘I learnt a lof role playing” (4)

“Role playing I leamed toc much” (5)

“Role playing is better than supervised teaching” (9)

"Role playing taught us fo see inside the patient, not just the outside” (8

Role-playing is an ideal way of teaching health education that should be built on
real life situations (Mellish, 1997:131), it is a way of creating a reality in a learning
situation, that a discussion on a subject can't do (Visser, Mundell, de Villiers,
2005:340). Role-playing is also a way of creating empathy between two different
points of view, after some initial self-consciousness the student can then project
her own character on to the role that will form the basis for later debriefing and
experiential learning (Quinn, 2007: 258).

Role-plays offered the peer educators a chance to practice their counselling
skills. An emotion that was expressed often was that they felt they were not
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confident to educate or counsel women but through role playing they gained in
confidence.

*I was initially shy but role-playing teaches you confidence” (3)

Two of the participants preferred formal classroom lectures; they felt that they
gained the most knowledge through this form of tearning. One peer educator
expressed the opinion that factual knowledge was learnt better in this format.

“Classroom, best with a teacher you can ask questions and get answers”

(7)

Both formal (core) lectures and role-playing are essential parts to a peer
educator’s curriculum. The purpose of a lecture is to convey information to the
learners {Quinn, 2007:223), which in peer education would include the technical
facts about HIV/AIDS and PMTCT. Role-playing as mentioned above offers the
student an opportunity to practice their counselling skills, but it is important that
the student has the necessary facts in order to counsel and educate accurately.
Peer educator training needs to focus not only on how to impart the HIV/AIDS
information but on how to engage the audience in problem-solving dialogue, this
will empower them to be able to make the right health decisions in order to [ive
positively.

In cd-l;lblﬁéion, role-playing is important when teaching education and counselling
skills, as it is a participatory form of teaching that helps the learner practice their
required skill, as well as building confidence in the leamer. Core leciures are
important for the imparting of new information and knowledge that forms the basis
of all HIV/AIDS programmes.

3.4.4 Theme four: Thoughts about what should be included in the content of a
peer education programme.

Four subjects emerged from the data collected, in reply to the question of what
the peer educators thought should be included in their training curriculum. They
include: bereavement counselling, home based care, tuberculosis knowledge,
and nutritional information. They will now be discussed in detail.



3.4.4.1 Bereavement counselling

Bereavement counselling was mentioned by four of the counsellors that were
interviewed. Due to the nature of PMTCT, the counsellors/educators clients are
often inter generational, bereavement counselling should be geared towards the
possible loss of a child, a mother or a grandparent.

“We are not trained for trauma and bereavement counselfing, we are trying
but parents die, children die it is very stressful” (5

“We don't know where to start with bersavement counselling.... the
mothers hearfs are bad, they give their baby's ARV's but not for
themselves” (6)

The researcher explored the role of the social workers in the role of bereavement
counselling, the peer educators felt that often their clients were reluctant to
consult the social worker as they had build up more of a rapport with themselves
and did not want to involve a new person.

“We try to refer to the social workers for trauma counseliing, but the clients
feel safe with us, then want to stay” (6)

Peer educators also have to deal with the loss of their community members.
“I have lost three neighbours, as they would rather die than test” (5

Peer educators and counsellors may experience bereavement overload (van Dyk
2009: 300) which occurs when the peer counsellor is relentlessly exposed to loss
and death, without an opportunity for debriefing, and not sufficient support being
available, bumnout could lead to the educator leaving her position.

3.4.4.2 Home based care

Peer education by definition should be community based; they are members of
the community where they work (Dickinson, 2010:88; ICAP, 2009:2-5; Schneider
et al. 2008:2). They are well known members of their community, and are often
involved educating, caring and supporting community members outside of work.
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The participants in this study felt that aspects of home based care, should be
included in future curricula in order for them to heip their communities.

*Home based care is important for me, for follow-up™ (3)

“The mothers are in the hospital for one night, we need fo know about
problems that can happen at home, so we can answer the questions” (2)

With the issue of task shifting becoming more embedded in health facilities, peer
educators have become more facility orientated and away from the community-
focused health care. Both Campbell and Scoft (2009:9) and Schneider et al
(2008:2) talk about the need for peer educators, although facility based to still be
able to provide their communities with basic health care. One study participant
expressed her need to be able to assist her community by saying:

“The community knows you are a counssilor the y ask for advice” (3)
3.4.4.3 Tuberculosis knowledge

People living with HIV/AIDS are more at risk of contracting tuberculosis (TB) than
those without HIV/AIDS (Partners in Heaith 2010: Unit Three). TB accounts for
one third of AIDS related deaths worldwide and an infection of TB may accelerate
the progress of HIV into AIDS (USAID, 2009). Peer educators who see mothers
on an ongoing basis may be the first to notice TR symptoms or non compliance
with TB treatment, thus they need a comprehensive HIV/AIDS and TB training to
be able to identify mothers at risk. The peer educators, who were interviewed for
this study, identified the following aspects of TB knowledge as lacking in their
present curricuia:

“We need fo be included in TB programmes in order lo protect ocurselves”

(5}
“People have TB and we need to know in order to be able to help them” (9)

‘Side effects of TB drugs" (8)
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Peer educators, being part of the community are well placed to be able fo identify
possible new TB infections in the community and facilitate early referral and

diagnosis.
3.4.4.4 Nutritional information

This theme was mentioned by three of the peer educators, who felt that nutritional
advice should be included on a more practical level. Knowledge about nutritional
assessment and intervention is important for the peer educator to be able to offer
practical food guidelines (DoH, 2009b). Nutrition is not specific to HIV/AIDS
support and education. It is a community issue especially in marginalized areas
where poverty plays an important part in the patient’'s nutritional status.

“General nulritional guidelines are given, but they are not practical in the
peer education experience. What if the patient can't afford healthy food?
Then What?(1)

“We tell the patients about healthy eating but their bodies don’t respond to
It, then what? We don’t have dieticians here” (9)

‘Nutrition is important to teach people how and what type of food they are
supposed fo eat” (3)

In some. PMTCT work environments the peer educators are weighing the infants
and offering feeding advice, which includes the use of infant percentile charts and
the evaluation of the results. This task includes the well being of the mother, if
she has chosen to exclusively breastfeed. It also provides a platform for
nutritional education during the contact with the client.

The subjects that the peer educators highlighted as needing to be included in
future curriculum, are very relevant to the care and treatment of all people living
in South Africa, not only people HIV positive people. Knowledge and the ability to
educate about home care, combined with TB and nutritional knowledge can
improve the quality of life of the community members. In South Africa, with life
expectancy of 51 years (DoH,2010) bereavement counselling is an important part
of community care.
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In conclusion the peer educators feit the bereavement counselling, home based
care, tuberculosis knowledge and nutritional information are all important in the
role as educator, as their roles are not limited to the work environment, but carry
over into the community where they live, and community members ask their

advice.
3.4.5 Theme five: Government should be responsible for training

All the participants said that Government should be involved in the training of
peer educators and not leave the responsibility to NGOs. Community health
worker's programmes need careful planning and active government ieadership to
be successful (Lehman and Sanders, 2007:1).

“It would help us if govemment gave the training, we would be betfer
informed about initiatives. Doclors and Nurses get the fraining; we just get
the new consent forms for HCT (HIV counselling and testing) — no training”

(1)

“If government did the training we would be better informed and get a
proper cerlificate” (8)

Peer education has been on the margin of the health system, and although the
state has been the driver in funding the development of community health
workers they have not been incorporated into the civil service as formal
employees. Community health workers do not have the same employment rights
as other health workers, but are expected to work regular hours (Schneider et al.
2008:2).

“We want fo be able to move from Lay health educators fo Professional
health educalors, we need a clear picture of where we are going in the
next 2 — 5 years the government must give us direction” (8)

The peer educators interviewed for this study felt that they had no opportunity for
advancement in the health system and that this would not change without
Government getting more invoived in their training. This could be achieved by a
standardization of training and curricuta at basic and advanced levels, allowing
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for progression and creating a perceived fairness in the distribution of
opportunities for entry into the formal health sector (Dohrn et al. 2009:529:
Harvard School of Public Health (Education Systems) 2009; Schneider et al.
2008:7).

“This is the problem with NGOs they go and then what? We should alf be
frained to move up, with NGOs you go no further” 9

Peer educators feel vulnerable because of the possibility that if the NGOs who
are involved in the training and support of peer educator programmes, were to
leave the country where they are active, the peer educators said that they might
not feel that their training is transferable as there is no clear policy governing the
training and minimum standards expected of health workers and peer educators
(IRIN, 2009). The base of the health care structure is also at risk if health care
management is relying on volunteers, this system is not sustainable as CHW
often leave due to their perceived lack of recognition by the formal health care
sector (IRIN 2009; Schneider et al. 2008:6).

Thus government needs to invest in training and absorbing these community
health workers into the formal health care sector, improving their training, working
conditions, remuneration and recognizing their contribution to health care.

3.5 CONCLUSION

This chapter has given an account of the findings of the researcher both of the
analysis of the peer educator's curriculum, in terms of formal curriculum
principles, as wel! as principles of androgogy. The findings from the individual
interviews with the peer educators then followed, with supporting literature. The
researcher has used the findings from this chapter in the development of a
PMTCT peer educator specific curriculum that is discussed in Chapter Four.

The researcher found it surprising that there were no boxes of free condoms
available in the consulting rooms, although there are condoms freely available in
the reception areas. The researcher felt that i condoms were available in the
consulting room, the peer educators could include a discussion on the impartance
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of protection as part of PMTCT education, stressing the importance of the family
planning clinic follow up visit. Bundiing activities such as VCT counselling and

family planning and condom use during pregnancy, would improve the quality of
the PMTCT education.
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CHAPTER FOUR
A PMTCT PEER EDUCATOR’S CURRICULUM

4.1 INTRODUCTION

A curriculum is, as described by Meyer and van Niekerk (2008:49) a plan or outiine
of a course of study; it is a scientific, accountable, written document containing
selected, ordered and evaluated content, as well as the didactic considerations that
are instrumental to the realisation of the set and selected outcomes of the study
course. Meyer goes on to state that the aim of developing a curriculum is a way to
ensure that educational institution are accountable for all its educational activities
and learning opportunities that are generated for learners.

The peer educator PMTCT curriculum that is presented in this chapter is based on
the findings from the research conducted, and aspects of the three curricula that
were analysed in the document survey that the participants felt were of value in their
training. The researcher aiso included aspects of peer education that were relevant
to the study through a literature review of existing works.

The latest definition of peer educators by the World Health Organization (WHO,
2008:79) has documented the importance of lay health workers curricula being
standardised and nationally endorsed. Therefore this PMTCT curriculum is guided by
the regulations and guidelines of SAQA (South African Qualification Authority) whose
function is fo oversee the implementation of the NQF {National qualifications
framework) outcomes.

4.2 NATIONAL QUALIFICATIONS FRAMEWORK

The findings in this study indicate that peer educators wanted their training to be
standardized and accredited; this would be achieved through a NQF accreditation,
allowing them to be able to progress in the health care profession,

The NQF is a quality assurance system (Vasuthevan and Viljoen, 2003:5) with the
development and registration of standards and qualifications. The NQF facilitates
education and training being brought together with the learners being able to move
between education, training and the work environment. It is based on a credit
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system, whereby the learner in order to be awarded credits is assessed against
clearly defined standards (Meyer and van Niekerk, 2008:12), allowing the
qualification to be nationally recognized, as well as internationally comparable
{Meyer and van Niekerk, 2008:15).

The curmriculum resulting from this study would be in accordance with the
requirements for registration with the NQF as a unit standard for PMTCT peer
education. A unit standard is a set of standards that are grouped coherently within a
context to guide both the learners and the educators to achieve specific outcomes
(Vasuthevan and Viljoen, 2003:57).

4.3 THEORETICAL FRAMEWORK

Peer educational programs draw on various theoretical approaches to shape
interventions (Adamchak, 2006:6). The methods adopted in peer education vary
considerably, and are guided by the expected outcomes of the education session. In
some instances formal tutoring in a class room situation is used and in some
situations informal group digcussions fn an unstructured setting may be appropriate
(Turner and Shepherd, 1999:235).

Androgogy, as discussed in Chapter Three, is the basis of peer education as the
peer educators draw on their past experiences as a person living with HIV, or their
experiences with HIV community members, and their role as educators and
counsellors in the community. These experiences will be the basis for acquiring new
knowledge, within the PMTCT field.

A theory that is often cited when discussing peer education is the participatory
education theory, which was proposed by Paulo Freire in 1970 (Adamchak, 2006:6;
Colton et al. 2009:3) This theory states that empowerment and full participation of
the people affected by a given problem is a key to behavioural change (FHI,
2008:16). Thus frue empowerment ¢an result from full participation of the individuals
affected by the problem (Colton et al 2009:3). Participation of the peer educators in
developing and managing peer education curricula, will empower them to take
ownership and responsibility for their role in the health care system.

Peer educators have credibility in their community, (Colton et al. 2009:3; Dickinson,
2010:26, ICAP 2009: xv) and this enhances their effectiveness as educators. Two
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educational theories that use the position of the individual in the community to

enhance learning are:

» Social Learning theory. This theory claims that role modelling is an important
part of the learning process, if the educator has credibility and/or high status
in the community the greater the influence (Turner and Shepherd, 1999:238)

* The Diffusion of Innovation Theory. This explains how community leaders can
become agents of change by disseminating information and influencing group
opinion and norms within their community {Colton et al. 2009:3; Turner and
Shepherd, 1999:243).

4.4 SITUATIONAL ANALYSIS

The need to develop a PMTCT specific peer educator's curriculum, has arisen
through the HIV/AIDS epidemic which has placed increasing pressure on existing
health care workers, who in furn through task shifting have been handing over
additional tasks and responsibilities to peer educators. This study investigated the
thoughts of these peer educators about their training and established the need to
develop a PMTCT specific curriculum, that can help them cope through training, with
these additional health issues (Chopra, Doherty, Jackson, Ashworth, 2005:362;
Lehman et al. 2007: 1; Morris et al. 2009: 8). It is important that the curriculum can
be accredited with the relevant Educational and Training Quality Assurance Body
(ETQA).

A situational analysis provides the context of the unmet educational needs of the
peer educators, It will also need fo provide information on the health needs of the
community that the peer educators serve.

This study forms part of the situational analysis, the researcher did not undertake to
do the entire situational analysis as it was beyond the scope of the study’s
objectives. The following section includes elements of the situational analysis that
would need to be included in the curriculum planning.

It is essential to have an understanding of the PMTCT context in South Africa, to
learn from previous projects and to avoid replication of strategies that haven't been
successful therefore, knowledge of any already existing HIV/AIDS policies and
strategies in South Africa should be pre requisite in the planning of future curricula.
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In 2009 the Accelerated roll-out plan for PMTCT of HIV/AIDS was launched, a
curriculum developed at this stage would have to be congruent and include the

philosophies, aims and implementation of this national pian.

In order to fully understand the educational needs of the peer educators and the

heaith needs of the community, an in depth observation of the existing health care

facilities and services would need to be undertaken. This would be achieved by:

* Discussions with the relevant health authorities serving the specific area.

This will identify the socio-economic status of the community. As both
the trainers and the leamers will be from the local community.

Assist in ensuring the relevance of the curriculum to the health needs
of the population.

Prevent any duplication of services.

» Spending time with peer educators in their place of work observing and asking

relevant questions.

Assessment of participant's background and experience of HIV/AIDS.
Understanding the educational needs of the peer educators.

Identifying existing knowledge and the knowledge gap of the learners.
Knowing what other support /referral systems are in place for PMTCT
peer educators, e.g. Social Workers or dieticians.

Ensuring that the curriculum is practical in the intended environment.
Understanding the needs of the patients, with specific attention to the
PMTCT aspect of their care.

Observing the needs of their families and partners, and including their
health needs in the curriculum for the peer educators.

* Collaborating with local NGOs, FBOs and CBOs that are involved with the
delivery of HIV/AIDS prevention, care a treatment in the PMTCT field, as they

will be likely partners and stakeholders in the delivery of peer education.

» Engaging with the managers of the health facilities where the curriculum will

be utilized.

To establish the time frame for teaching in the work environment.
The budget allocated for teaching.
Identifying the clinical leaning facilities that are available.
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¢ The fraditional healers and community leaders must be included in the
planning process as they are often aware of the social, political and
environmental factors that must be considered when planning a curriculum for
the needs of their community.
Traditional healers are involved in the health of the community, and therefore
need to be involved in the curriculum planning.

The researcher recommends that an in depth situational analysis be performed in
order for the PMTCT curriculum to be accredited.

4.5 Ownership of the Curriculum

According to the principles of androgogy, participant involvement in the development
of a curriculum is essential. Peer education programmes are vulnerable if not driven,
owned by and firmly embedded in the community {Lehman and Sanders, 2007:5).
Peer educators must be involved with the decision making and be given broader
responsibilities when it comes to programme design, implementation and avaluation
{(Population Council: undated: 13).

4.6 OUTLINE OF CURRICULUM

46.1 Title

A curriculum for peer educators working in the field of PMTCT
4.6.2 Level on NQF

NQF level {Still to be determined)

4.6.3 Notional Hours/Credits

*» Per Week: Contact hours: 6 hours (per week/module). These will be
done consecutively, once a week for twelve weeks.

Notional hours: 34 hours (per week/module)
NQF Credits: 4 credits (per weelk/module)

» Practical notional hours will be done at the learner's place of work.
» Assessment will include self assessments throughout the module and a
formative assessment on completion.
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4.6.4 Purpose of the curriculum

This curriculum is designed to equip peer educators, with the relevant knowledge,
skills, aftitudes and values to effectively educate and council expectant mothers and
fathers on PMTCT of HIV.,

This module is infended for all those peer educators working in the field of PMTCT of
HIV/AIDS based in health facilities, working for NGO’s FBO's or CBO's.

4.6.5 Learning assumed to be in place

¢ Basic communication skills;

+ Basic writing skills:

* Basic counselling skills; and

» Basic knowledge of HIV/AIDS

4.6.6 Recommended reading list

Department of Health (2010) The national Guidelines for the prevention of mother to
child transmission of HIV.

Harris C., {2010) The prevention of mother to chiid transmission of HIV. Juta: Cape
Town.

Van Dyk A., (2008) HIV/AIDS Care and Counselling. A multidisciplinary approach.
Fourth edition. Pearsons Education. South Africa.

4.6.7 Range statement of moduie
The following scope and context applies to the entire module:

Peer education by peers in the specific field of PMTCT in a heatlth care facility or a
community clinic. The intention is to encourage positive choices, enhance health
seeking behaviour and promote an empowering environment. It includes but is not
limited to, targeted interventions, sustained engagement and ongoing support and
education.
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4.6.8 Qutcomes and Assessment Criteria
Specific Outcome 1

Identify and describe the roles and responsibilities of the peer educator in the field of
PMTCT, to the mother, family and multidisciplinary team.

Assessment Criteria 1

» Adefinition of peer education is supplied

e A definition of PMTCT is discussed.

* ldentify key concepts of PMTCT, with regards to reducing the risk at every
stage, pre birth, during birth and post delivery. The use and importance of
ARV's during PMTCT.

*+ lIdentification of multidisciplinary team, and their roles.

s Acquire basic nursing skills which may include, but not restricted to taking
patients vital signs, weighing patients with accurate recording and reporting,
where necessary.

3pecific Qutcome 2
Plan and facilitate a PMTCT peer education session.
Assessment Criteria 2

* Demonstrate counselling skills through active participation in the learning
environment; this would include role-playing, and sharing experiences.

* The acquisition of sound knowledge in PMTCT

* Knowing and understanding the barriers to PMTCT, and developing strategies
fo help the client cvercome these barriers.

Specific Outcome 3

Integrate non-HIV related health issues into peer education sessions, in order to
offer a comprehensive education and counselling session.

Assessment Criteria 3

* Knowledge of other health issues that HIV infected people may experience,
would include tuberculosis, an awareness of the signs and symptoms,
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information about treatment and the side effects, and would assist the peer
educators to refer when necessary.

* Knowledge of how to maintain a healthy lifestyle, goals to be identified within
the patient’s context including nutritional advice.

» Demonstrate knowledge of family planning methods and the use of condoms,
with referral to a family planning clinic when appropriate.

» Knowledge of practical guidelines to assist with bereavement. These include
verbal, and non verbal communication skills, listening skills and a referral
system when needed.

Formative assessment will be achieved by:

» Ongoing supervision and assessment of the learner in the work environment,
by the facilitator, is essential to ensure that learning has occurred and that the
curriculum is yielding optimum results.

+ A portfolio of evidence. The leamner will be given guidelines on formatting their
portfolio of evidence.

» The leamer will be assessed through various activities during the course of
the module; the facilitator will discuss the assessment with the student prior to
it occurring.

Summative evaluation of the leamer is through a theory (test) and practical
(demonstration) format on completion of the module.

Learning objectives, that were identified in Module One, together with the preset
learning objectives, are assessed on completion of the module, and determined as to
whether they were met. Finally the learners are offered an opportunity to give
feedback on the course, to ensure that future courses cover all their learning needs.

4.7 CONTENT MAP

The modules are designed around the principles of androgogy, where the learning
needs of the participants are determined in the first module through student input.
Experiential learning will contribute towards the learning experience. Each module
confains an activity that involves the learners sharing their past experiences and
building on this with new knowledge.
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The facilitator will provide core lectures when required, but will assist the participants
by guiding the group by actively listening, encouraging the participants to reflect on
ideas, in terms of relevance and appropriateness (Mellish, 19897:75).

The modules are organised in topics, working from the known to the unknown. The
role and responsibilities of the peer educator are discussed, HIV/AIDS as an
epidemic is covered in terms of the effect it has had on communities, families and
individual. PMTCT as a subject is covered under the headings:

* Introduction to PMTCT;

» Key PMTCT concepts;

s PMTCT services;

* Bariiers to PMTCT; and

+ The use of ARVs during PMTCT

The curriculum also looks at the role of the peer educator in the multidisciplinary
team and at the community's referral system, in order for the educator to be able to
interact and refer patients when required, in the provision of holistic management of
their patients.

Tuberculosis is covered in a module, peer educators need to be able to tackle health
issues that are part of the TB epidemic as PMTCT patients often present with
concurrent TB infections, and will be requiring education when being counselied.

Nutrition is. a vital part to healthy living, and the module on nutrition covers food
gardens, with a case study being presented. The educator should be able to refer
her patient to access a food parcel if necessary.

Bereavement and psychosocial support will be discussed in a module. PMTCT
bereavement counselling needs to include the ioss of a child or parent, which is
stressful for the counsellors to deal with without coping strategies. It is the belief that
many peer counsellors and educators neglect their own psychosocial needs,
concentrating on their patient's grief and loss. Through this model anawareness will
develop to address these needs.

Assessment and evaluation of both the curriculum and the learner are covered in
the final module. Establishing if the learning objectives in module one were realised.
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The learners are also asked for their feed back in the curriculum, and how they feel it
could be improved. Details of each module foliow:
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MODULE 1 — Introduction to counselling
Contact Hours: 6 hours

Notional Hours: 34 hours

1. Aims

The aim of this module is to get to know each other, and introduce yourselves. As
well as to provide a framework for the course, by setting the ground rules and
identifying your collective objectives and learning needs. By understanding that all
the participants have a wealth of pre-existing knowledge, as a group you need tfo
draw on these experiences to make this course a collaborative learning experience.
Due to the nature of the course and the subject matter there is a need to stress the
right's of each other and patients to confidentiality, and that information shared in
group discussions remains within the group.

2. Specific learning outcomes
On completion of this module the learners should be:

» Comfortable to be able to work, contribute and share experiences and
knowledge, within the group environment

* Be able to identify what we all hope to achieve at the end of the course.

* Document your learning objectives, in order to be able to refer to them during
the durafion of the course.

3. Assessment of Competence
3.1 Practical Competence

¢ Tobe able to talk freely and confidentially to each other, through familiarity.

» Todocument the group's learning objectives.

* To understand the importance of sharing past experiences to facilitate
learning.

4. Methodologies

» Pair-share, to pair up with your neighbour, introduce yourselves to each other,
and then introduce your partner to the group;
+ Large group work and brainstorming leaming objectives.
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MODULE 2 - HIV/AIDS overview in South Africa
Contact hours: 6 hours

Notational hours: 34 hours

1. Aims

The aim of this module is to assess the participant's baseline knowledge of
HIV/AIDS, to facilitate the learner building new knowledge on their previous
experiences. To be able to understand the context of HIV/AIDS within South Africa,
and the social economic and political effects that HIV has had on the communities. A
discussion about the relevant policies and strategic plans of PMTCT, and identifying
their priorities and implementation strategies: and the involvement of the lay peer
educator, counsellor or community worker in the chailenges.

2. Specific learning outcomes
On compietion of this model the participants will have:

* An understanding of the history of HIV/AIDS, and how health issues are
affected by the past management of the epidemic. '

» Knowledge about the DoH aims for grassroots-level of participation in
PMTCT programmes.

* Be able to understand the relevance of PMTCT programmes within the
South African national HIV/AIDS policies.

3. Assessment of competence
3.1 Practical competence

» To demonstrate an understanding of the effect of past HIV/AIDS policies on
the families and communities;

*+ To have an awareness of campaigns and community communication
strategies that will support the peer educator's messages to their clients.

4. Methodologies

= Trainer presentations, about DoH policies and strategies.

» Smail group work, to develop a poster for communicating to their community
some of the DoH policies and aims.

» Role-playing, a discussion with a sceptical community member about the DoH
strategies for the HIV epidemic.
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MODULE 3 - Roles and responsibilities of Peer educators in PMTCT
Contact hours: 6 hours

Notational hours: 34 hours

1. Aims

The aim of this model is to define and understand the roles and responsibilities of lay
peer educators, with special attention to PMTCT. To be able to identify members of
the multidisciplinary team, and what their roles are perceived to be.

2. Specific learning outcomes
On completion of this module the learner will:

e Be able to define what a lay peer educator is;

+ List qualities of a good peer educator:

* Understand the roles of lay peer educators in PMTCT; and

* Be able to identify members of the multidisciplinary team and how the team
works together, including the lay peer educators.

3. Assessment of competence
3.1 Practical competence

¢ Reflect back to their individual journeys with HIV and what made them want to
become lay educators, write a paragraph on this subject for their portfolio of
evidence,

» List and identify the team members in the multidisciplinary team, create a
referral system for possible referrals e.g name of the distician.

4. Methodologies

¢ Guest speaker (lay peer educator working in PMTCT);

» Case study presentation, to demonstrate the positive role of lay HIV peer
educators in PMTCT; and

* Small group work, to share their journey with HIV, with each other, and to
discuss their hope for the future.
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MODULE 4 - Introduction to PMTCT
Contact hours: 6 hours

Notational hours: 34 hours

1. Aims

The aim of this module is to introduce the learner to the concepts of PMTCT and why
the need for PMTCT to be a specialized subject. This module will examine the
vulnerability of women to HIV, identify ways women can protect themselves and their
families, and to offer support for those women who are already infected.

2. Specific learning outcomes
On completion of this model the learner will be able to:

» Define the cbjectives of PMTCT:
* Prevent transmission of HIV through an uptake of PMTCT preventative
programmes;
* Prevent transmission of HIV in child bearing population through
behaviour change implementation;
* Understand the importance of the use of condoms to prevent further
exposure to the HI Virus; and
* Improve the quality of life and survival in HIV infected women and
families.
{Tanzanian District Health Services: 2003)
* Discuss the impact of HIV/AIDS on women in the community; and
* Discuss possible measures to get pariner involvement in PMTCT

3. Assessment of Competence
3.1 Practical Competence

» Tobe able to discuss the issue sorrounding the vulnerability of women in the
community;

» Be able to use and explain abbreviations in the correct context;

* Analyse the key policies that guide PMTCT services in South Africa; and

4, Methodologies

» Trainer presentation, overview of PMTCT;

» Small group work, fo discuss the status of women in the community; and

* Role playing, a scenario involving a woman who is worried about her
husband’s reaction to her positive status.
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MODULE 5 - Key PMTCT concepts
Contact hours: 6 hours

Notational hours: 34 hours

1. Aims

The aim of the model is to equip learners with a thorough knowledge on the key
concepts of PMTCT, to enable them to assist and educated women in the PMTCT
programme.

2. Specific learning outcomes

*» Discussion of the concepts of PMTCT (ICAP, 2009: 7.5):
* Healthy Mothers:
* Reduce the risk of infection at every stage:
* During pregnancy, labour and deiivery;
* Infant feeding practices:
* Allmoms will need ARVs:
* All babies of HIV positive moms will need ARVs;
* Importance of follow up post delivery,
* Understanding the reason why all infants need to be tested at 6
weeks and 2-3 months if breastfeed ing; and
* Importance that her infant is vaccinated.

3. Assessment of competence
3.1 Practical competence

¢+ Be able to explain the importance of the women/community understanding the
need to being healthy before becoming pregnant:
* VCT, family planning and information about STls;
* Have formulated retention strategies for women in the PMTCT programme
during and after labour:
* Linking the mother to support groups, and other agencies that offer
help;
* Be able to educate as the mother about care of her infant and herself post-
delivery; and
* Being able to explain the concepts of exclusive breast/bottle feeding and
mixed feeding and why it is important for the mother to adhere a feeding
method.

4. Methodologies

* Trainer presentation, concepts of PMTCT,
+ Case study, of two mothers, one on a PMTCT programme and the other not;
* Demonstration of preparing a bottle feed, and role playing.
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MODULE 6 — PMTCT Services for home based care,

Confact hours: 6 hours

Notational hours; 34 hours

1. Aims

The aim of this model is to inform learners about the range of PMTCT services that
are available to assist in providing home based care for new mothers in the
community. It is important for the peer educator to realise that effective care and
support of HIV positive people and new mothers, requires a continuum of care
between hospital based facilities and community based services. Hospital and glinic
based peer educators need to be able to refer patients to services that will support
and educate the mother and infant within their home community.

2. Specific learning outcomes

On completion of this module the peer educators will be able to refer her patients, to
the reievant services.

* Be able to list the services that are available to patients, including:
* Mothers and women support groups at community leve!;
* Self-help groups, and how to start one;
* Food distribution; and
* Social and legal support;
* Identify the procedure necessary for referrals;
* Beable to access advice, even though a referral is not necessary;
* Be able to follow up with the patient after referral,

3. Assessment of competence

3.1 Practical competence

*

Draw up a resource map for the area where the peer educator practices;
Create and inventory of all community based resources;

Demonstrate knowledge of the referral procedure necessary for effective
referrals;

Be able to receive referrals from outside agencies and

Be able to follow up with patients that are referred.

4. Methodologies

Group work; brainstorm all relevant resources that are available in the
community.

Discuss possible problems that a new mother might have when she returns
home from the clinic, as well as possible solutions.
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MODULE 7 — Barriers to PMTCT

Contact hours: 6 hours

Notational hours: 34 hours

Aims

The aim of this module is to inform and educate learners about the factors that
prevent the uptake of PMTCT services and account for the high dropout rate from
pregrammes.

2. Specific learning objectives

On completion of this medule the learner will be able to:

Identify the societal, economic, culturai factors which affect the uptake of
PMTCT;

Discuss how health care workers attitude can also be a barrier to PMTCT;
Discuss how the counselling facility, may be inadequate and do not offer
privacy and confidentiality to the patients;

Understand the role of good quality counselling in effectve PMTCT
programmes; and

Discuss different approaches to the issues around fear of disclosure in the
case of a positive test result.

3. Assessment of competence

3.1 Practical competence

Strategies that can help a mother to disclose her status to a family member or
friend, for ongoing support:

To formulate strategies that wili overcome the community’s negative
perceptions of PMTCT;

Through role play demonstrate counselling skills that encourage mothers to
stay within the PMTCT health care system, by identifying the reasons why she
is reluctant to return for counselling; and

Awareness of the quality of counselling and the transference of incomplete
knowledge, and mixed messages that does not address the mother's heeds.

4. Methodologies

Group discussions, sharing their experiences with stigma and discrimination
as reasons that patients do not return for follow up; and

Role-playing, helping a mother to disclose to her partner her positive test
result.
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MODULE 8 - Antiretroviral therapy in PMTCT

Contact hours: 6 hours

Notational hours; 34 hours

1. Aims

The aim of this model is to educate the learners about the importance of ARV
therapy for both mother and baby in PMTCT.

2. Specific learning outcomes

On completion of this module the peer educators will be aware of the role that ARV's
play in the PMTCT of HIV/AIDS, and be able to demonstrate:

An understanding of types of ARVs used for PMTCT;

An understanding of why ARV therapy will be initiated with the maother;
To explain to the mother the importance of continuing with the ARV therapy
as specified by the doctors;

To explain to the mother why her baby will need ARVs after the birth;
The role of Bactrim, as part of the therapy for both mother and baby;
The importance of the foliow up visits; and

Be able to discuss the possible side effects of the ARVs.

3. Assessment of competence

3.1 Practical competence

To be able to discuss with their clients, topics that are related to the use of
maternal and infant ARV’s which would include:

* Information about the infants ARV regimen;

» Knowledge about the importance of the correct dosage of ARVs:

¢ Be able to demonstrate how to administer the baby's ARV medication;

* To explain possible ways that the mother can reduce the side effects of
her ARVSs..

4. Methodologies

Trainer presentation:;
Large and small group work; and

Demonstration of the ARVs that will be used by the mother and those needed
by her infant.
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MODULE 9 - Nutrition Education
Contact hours: 6 hours
Notational hours: 34 hours

1. Aims

The aim of this module is to enable to peer educators to be able to encourage
healthy eating, to enhance their patient’s heatth, whether they are ili or healthy.

2. Specific learning outcomes
On completion of this module the leamer will have an understanding of:

* Good nutrition is part of the HIV care and treatment, pre-ARV, clients on
HAART, expectant mothers, and HIV infected infants and children.
¢ Reason why good nutrition is important:
* Makes a healthy body that can fight infection;
* Heips the absorption of medicines and heips reduce the side effects of
ARV’s;
* Helps pregnant and breastfeeding mothers stay healthy; and
* Helps HIV infected children grow.
* Reasons why patients may not be eating healthy:
* Poverty, and loss of an income due to iliness;
* Problems eating, mouth uicers diarrhoea and vomiting;
* Side effects of ARV may alter the taste of food; and
* Depression and isolation due o the illness

3. Assessment of competence:

3.1 Practical competence

* Help patients understand that good nutrition is part of their comprehensive
care plan;

¢ Help patients learn what food is locally and seasonally available that is
affordable that can be eaten as part of their baianced diet;

* Knowledge about food gardens:

e Ability to create a food garden, by devising guidelines: and

» Be able to refer the patient for food packages, where necessary.

4. Methodologies

e Interactive trainer presentation;
* Guest speaker (dietician);

» Case study: Food gardens: and
* Smal! group work.
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MODULE 10 — Tuberculosis and HIV

Contact Hours: 6 hours

Notational hours: 34 hours

1. Aims

The aim of the module is to equip lay peer educators working in PMTCT with the
required knowledge about Tuberculosis (TB), in order for them to be able to include
TB education and counselling in their practice, as TB can affect up to a third of
mothers requiring PMTCT education (Partners in Health 2010)

2. Specific learning outcomes

On completion of this moduie the learner will have:

Knowledge of prevention, treatment, side effects and risk factors for TB;
Knowledge about the effect of TB on a person infected with HIV;

Skills to be able to include the adherence of TB drugs when discussing ARV
adherence; and

The knowledge to refer patients to TB facilities when appropriate.

3. Assessment of competence

3.1 Practical competence

Toe be able to integrate TB counselling and care into PMTC, where applicable;
and
The ability to liase with the TB services.

4. Methodologies

Group work to explore existing knowledge of TB;
Interactive trainer presentation; and
Role playing, acting signs and symptoms.
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MODULE 11 — Bereavement and psychosocial support
Contact hours: 6 hours

Notational hours: 34 hours

1. Aims

To discuss the general guidelines of bereavement counselling, which include the
process of bereavement. Acquiring an awareness that bereavement might extend
not only to the loss of a ioved one, but to the loss of one's health as well. Special
attention will be paid to the loss of a child or parent. Develop an awareness that
counsellors may also experience grief and know the importance of regular debriefing
sessions.

2. Specific learning outcomes (Van Dyk, 2009:300)

+ Be able to explain what bereavement is;

* Be able to discuss the Kubler Ross stages of bereavement:

* Be able to explain the guidelines for bereavement counselling;
* Be able to discuss how bereavement affects Children; and

* Describe different ways to deal with the counsellors own grief.

3. Assessment of competence
3.1 Practical competence.

Write a short diary/journai about one’s own experiences of loss and of those around
them, mentioning how they felt and what they did to overcome their feelings of loss,
coping mechanisms.

4. Methodologies

» Guest speaker:;
* Small group discussions; and
* Role playing
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MODULE 12 - Evaluation and summary

Contact hours: 6 hours

Notational hours: 34 hours

1. Aims

To establish whether learning has occurred, was the content of the curriculum
internalised by the participants to assist them in their roles as lay peer educators in
PMTCT. Were the learning objectives that were identified in Module 1 realised.
When a curriculum has been completed, evaluation of the curriculum by the
participants must occur so that improvements can ocour where necessary.

2, Specific learning outcomes

2.1 Practical competence

»

Completion of the learners portfolio of evidence;

To return to module 1, and determine if the participants identified learning
objectives have been met;

Through scenarios be able to demonstrate their learned educational and
counselling skiils in PMTCT:

To be able to answer a preset peost curriculum test that would assess the
learners knowledge of subjects covered during the 12 weeks;

To have an opportunity to report back on the curriculum, both verbally in the
classroom, as well as confidentially through a written report; and

Follow up and supervision in the work environment by the course facilitator, to
offer support and guidance for the peer educator on an ongoing basis.

Methodologies

Submission of the learners portfolio of evidence;
Role playing;

Smali group discussions;

Written work;

Large group discussions; and

Ongoing facilitation in the work environment.
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4.8 CONCLUSION

This chapter has explained the process of developing a peer educator curriculum
that is specifically designed for PMTCT education and counselling. The findings from
the siudy were included in the situational analysis and planning stages of the
curriculum. This resulted in a peer education PMTCT curriculum being develcped by
the researcher that is evidence-based and relevant to the working experience of peer
educators in the field of PMTCT.

Topics were included in the curriculum that the peer educators that participated in
the study mentioned as important in their work experience. These were:
bereavement counselling, home based nursing care, tuberculosis knowledge and
information on nutrition. The researcher included the need for family planning advice
wherever relevant in the modules, as it is an integral part of PMTCT. Basic nursing
skills have not been included in this curriculum, as none of the peer educators that
took part in the study mentioned it as part of their work activities.

The researcher applied principles of andregogy, which included encouraging
individuals to be able to share previous experiences as a person involved or living
with HIV, as well as ,identifying as a group what the learning objectives of the group
are, this resulted in a participatory and facilitator orientated curriculum. Supervisicn
and mentorship of the learners, in their place of work is an essential element of any

curriculum, this remains true for this curriculum.
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CHAPTER FIVE

CONCLUSIONS, RECOMMENDATIONS AND LIMITATIONS

5.1 INTRODUCTION

This chapter consists of the researchers conclusions drawn from the findings in
Chapter Three. The limitations of the study are also discussed under a separate
heading in this chapter. The researcher's recommendations drawn from the
findings in Chapter Three are put forward in Chapter Five in the form of a peer
educator curriculum specifically designed for the field of PMTCT.

In Chapter Three an account of the research findings from both the analysis of
the trainer's curricula as well the peer educator's thoughts about their training
were given. The curricuia were found to be very different in style, duration and
approach to delivery of the material, which is consistent with the literature.

The resuits from the individual interviews found that the training the peer
educators had completed had increased their knowledge of HI\V/AIDS and that
their counselling skills had been well taught, but they felt that there were
opporiunities where they could be better trained. All of the participants expressed
a desire to be able to progress from being lay workers, and be included in the
health care system as more formal health care workers.

5.2 DISCUSSION

As stated in the introduction to the study, due to the impact of the HIV epidemic
on the health care facilities in South Africa, and in response to the human
resource crisis, the roles of peer educators have expanded (Campbell and Scott,
2009:5; Dickinson and Kgatea, 2008:294). Community health workers and peer
educators have become more involved in the care and education of people living
with HIV. The role of many lay community workers has shifted away from the
community-focused primary health care to a more facility focused health care
{Campbell and Scott, 2009:2), where peer educators and counsellors have
become an integral part of the interdisciplinary health team. Therefore the
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research question that was asked, was do lay HIV peer educators feel that they
are being adequately trained and prepared to fulfil their role in the field of

prevention of mother to child transmission of HIVIAIDS?

The World Health Organization's policy of task shifting has been adapted to
respond to the critical shortage of health care workers and the HIV epidemic, and
new cadres of health care providers have been developed. Task shifting has
required that certain clinical tasks have been transferred to a less specialized
health worker {WHO, 2007:3). The roles of peer educaters and community health
workers have been affected by task shifting. They have been trained as
counsellors and educators but gradually have had more general tasks shifted to
them as patient lcads have increased (Schneider et al. 2008:5). However this
study questions the level of education and training that the peer educators have
presently, in relation to their role as PMTCT health care educators and providers.

Analysis of the peer educator's curricula indicates that the peer educators training
remains more socially orientated at present. This is evident in the focus on

counselling and listening skills that was present in all three of the curricula.

The resulis of the peer educator’s interviews indicated that aithough their fraining
had increased their knowledge of HIV/AIDS, there were areas that they felt had
not been adequately covered in their training curriculum. These were not nursing
based skills tasks, but rather broader in depth counselling skilis.

The findings from the individual interviews also indicated that the peer educators
would like the government, as the major provider in HIV/AIDS care and treatment,
fo become responsible and manage their training. The end result of this proposal
being, that the peer educators would have a naticnally recognized accreditation,
which would allow for progression into higher education learning facilities, As the
wish was expressed in the interviews by the peer counsellors that they would like
to become professional educators and counsellors, rather than remain lay
educators. Being part of the formal health team would also give them access fo
benefits and a more market related remuneration.
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As the literature suggests supervision and monitoring of peer educators was
shown to be a weakness in any community programme {Daniels et al. 2010:2),
since community health workers and peer educators were often situated on the
periphery of the health care system (Campbell and Scott, 2009:2). This became
evident in this study with an ad hoc system of the PMTCT registered nurses
becoming the supervisors and mentors of the peer educators. Although the
training made provision for refresher courses, this was not enforced, and the peer
educators often opted not to attend the refresher of update courses. This could
inhibit the development of the educator as they would not be benefiting from
updating their knowledge, learning about new initiatives, or being able to interact
with educators from different health care facilities, which would provide them with
the opportunity to interact and grow from the experiences of other peer educators
in different facilities.

The researcher views the absence of family planning in PMTCT peer educator's
training manuals that she reviewed, as an oversight and a missed opportunity for
matemnal education. Women living with HIV/AIDS have a need for family planning,
which is not being met by the health care workers in the PMTCT environment,
strengthened family planning services would result in better outcomes for both
mother and babies (UNAIDS, 2010.78). When the researcher raised the absence
of family planning education, with her participants, they unanimously said that
they refer the mothers to a nearby family ptanning clinic and that they do not
discuss family planning with their patients during any stage in their interaction.
Family planning needs to be included in all PMTCT programmes. With education
about family planning methods that are available the mother can prevent further
pregnancies, make informed decisions about spacing her children, as well as
protecting herself from further exposure to the HI virus. Bundling of activities such
as VCT, counselling and family planning would improve the guality of PMTCT

education.
5.3 LIMITATIONS

A limitation of this study was that the study was based in an academic urban
area. The researcher recognises that the peer educators working in the field of
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PMTCT in the rural areas may have additional work experiences that they feel
should have been included in the PMTCT curriculum. There is a future need to
include consultation with a wider range of peer educators, to ensure that all
aspects of peer education are included in the final curriculum, before any

curriculum could be formalized.

Another limitation of the study was the language barrier; the peer educators that
took part in this study did not speak English as their first language. All the
interviews were conducted in English, the researcher when necessary, during the
interviews would ask for clarification if she felt that the full meaning of the idea
may be misunderstood by herself.

The scope of this study did not include the performance of an entire situational
analysis. The findings from the peer educators interviews form part of a
situational analysis, and should be referred to when a PMTCT peer educator's
curriculum is developed as part of the National Qualifications Framework and
registered with the South African Quaiity Assurers, The researcher suggests
performing a complete situational analysis prior to the formalizing of the PMTCT

curriculum,
5.4 CONCLUSION AND RECOMMENDATIONS

If task shifting is to be an effective answer to the human resources shortage in
providing health care to HIV patients the ilimitations of lay peer counsellors
training must be kept in mind. With attention being given to their future training
and education and ongoing support and monitoring peer educators can become
an integral part to the formal health care team.

Training of peer educators needs to be adapted to meet the requirements of task
shifting in relation to the extended role that peer educators are experiencing. Peer
educators must become more involved in the ownership and delivery of the
training material. This study has highlighted the thoughts and feelings of the peer
educators towards their training and how they felt the training could be improved.
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A process of standardization of the curriculum will allow for accreditation of the
training and facilitate access of peer educators to continuing education and more
importantly access to become a formal health care provider. This process has
begun with providers of peer education training applying for accreditation, of their
unit standards with the South African Quality Assurers.

The problems associated with the lack of formal mentorship and supervision,
need to be addressed. A programme in Lusaka, Zambia (Morris et al. 2010:2) has
implemented a task shifting programme that deals with the training of the
technical aspect to HV/AIDS, in a didactic, class room manner, followed by an
intensive period of mentorship in the field addressing the practical and clinical
aspects to education and counselling. These trained peer educators then can
progress to become mentors themselves for a new generation of community
health workers.

As Dohrn et al (2009: $29) in their article on, The Impact of HIV and the time for a
new approach, says, “Training and credentialing systems need to be adapted,
curricula standardized at the basic and advanced levels, and access to continuing
education supported”.

This research report can be used as part of the work that is needed to be done in
devising a specific peer educator's curriculum that specializes PMTCT.
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ANNEXURE A

Analysis of Peer educators Training Material

The content of the curriculum will be examined establishing:

Duration of the training,

identification of learning objectives.

The expected outcomes of the curriculum,

The theory/practice content,

Methods used to attain the curriculum outcomes,
The assessment/examination of competency.
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ANNEXURE B

Informed Consent for participation in a masters Research Report
Faculty of Health Sciences, University of Witwatersrand.

I Catherine Hilary Thurling, am a masters student in the faculty of Health Sciences at
the University of Witwatersrand. ! am undertaking a study on peer education, in the
perinatal area of healthcare, examining what is taught in peer education and what peer
educators are doing in their communities.

As a participant in this shudy:

I'will interview you, about your training tat you experienced in order to become a
peer educator.

The interview will be taped and the tapes will be kept by myself. Only myself
and my supervisor will have access o these tapes.

You will enly be expected to attend one session.

You will be invited to attend a voluntary feedback session by myself, to verify
the text before | submit the report to the University of the Witwatersrand.

You may withdraw at any time from the interview without penalty to yourself,
The benefits to yourself are negligible, but to the development of peer education
programimes, your input will be valuable.

Your confidentiality will be protected, | will not be regquiring to name my
participants.

Please feel free to contact me at Tel 082 555 7002 or my supervisor Candice Harris at
Tel 082 879 6528 if you require any further information.

I

understand and agree to voluntarily participate in this

study to be held on (date)

at

(place)

Signature Date
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ANNEXURE C

Are educators working in the field of prevention of mother to child HIV/AIDS
adequately trained and prepared to perform their role?

Information Letter
Dear Sir/Madam,

My name is Catherine Hilary Thurling, and | am a nurse presently reading for my
Masters degree in the Faculty of Health Sciences of the University of the
Witwatersrand and, as part of the degree, | am required to complete a study under the
guidance of an experienced researcher.

As someone who is involved in peer education in the field of HIV/AIDS, may ! invite you
to consider participating in a study that will be looking at the training peer educators
receive and the reality of the work that they accomplishing in the community.

Your paricipation will be completely voluntary, and you will be able to withdraw at any
time, without penalty to yourself. If you agree to participate ! will be interviewing you
and other fellow peer educators, individually, asking you questions related to your
experiences in the community, and how you feel the training that you received prior to
becoming a peer educator, has helped you perform your job. | will also be asking you
to look af ways that training can be improved.

The interview will be taped, and then transcribed by myself. Prior to my research being
submitted to the University | will undertake to discuss my findings with you, to verify the
content.

The information | obtain in these interviews will be completely anonymous. No names
or any identifying information will be written down, only myself, as the researcher and
my supervisor will have any access to the transeripts of the interview.

If you do agree to participate in my study, [ would require that you sign a consent form
permitting me to use the texts of our conversations, in my research report, which will be
submitted to the University of the Witwatersrand.

Yours Sincerely

Catherine Hilary Thurling
peteri@hixnet.co.za (082 555 7003)
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ANNEXURE D

Informed Consent for use of a tape recorder during a focus group for the purpose of a

Masters Research report, University of the Witwatersrand.

Thank-you for considering being a participant on peer education in the field of
preventicn of mother to child transition of HIV/AIDS and the relevant training you
received, prior to you becoming a peer educator.

In order for an accurate recording of what points are discussed in our interview, on
peer education, and your feedback on the training that you received, | as the
researcher will be requiring to tape the discussion at the focus group.

= At no point will you need to identify yourself on the tape recorder.

» The tapes will only be listened to by myself as the researcher, and my
supervisor for the purpose of transcribing the essence of the discussions.

* | will ensure that the tapes are kept under lock and key, at all times.

» Only myself as the researcher will have access to the tapes.

» The tapes will be destroyed once the research report is completed and has
been examined.

You, as a participant i the study, are required to sign an informed consent form,
acknowledging the use of the taping of the interview.

For any further information, please feel free to contact me on 082 555 7003 or my
supervisor Candice Harris on 082 879 6528.

| understand and agree to the discussions held in the

focus group being taped for the purpose of accurate transcription.

Signed on this day

at

Signature
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ANNEXURE E

Interview Schedule
Demographics:

»  Age
+ Male/female
e Highest qualification achieved:

» How long have you been working as a PMTCT peer educator?
Training:

*  When did you complete your fraining

* How has the fraining helped you prepare for your role?
Please explain.

* Have you experienced problems that you feel you weren't adequately trained to
address? Please elaborate.

+ Have you experienced problems that you feel you were adequately trained to
address? Please elaborate,

* Are update training sessions scheduled? How frequently are they offered? How
often do you attend them? Do you find them beneficial?

»  What do you think should be included in your training to help you perform your
role?

¢ How do you think your training should be conducted in order for you to
gain the mast benefit out of your fraining?

* Is there anything you would like to add to the discussion, that you feel | haven't

covered?

89



ANNEXURE F

Interview with a study participant peer educator.

This interview was done with a peer educator whe is working at the research
site. She was enthusiastic and willing to talk about her job and her perceptions
of how her training had helped her in her job. She was confident appeared
happy and had a desire to study social work via UNISA. She had a manner of
authority and her colleagues referred to her during my interview with them at a
later stage. She attended the focus group as well.

Researcher {R): How old are you?

Peer educator (PE): 40 years

R: What is your highest qualification?

PE: Ihave Grade 12.

R: How long have you heen working in PMTCT Education?

PE: 4 years, before | was working with the adults.

R: When did you complete your fraining?

PE: In 2001 I did my initial training for 3 months, twice a week for 3 months.
There were 45 of us, it was a big class.

Initially there was no clarity {in the training) when i started, after the
second week | felt better, and [ could do role playing where | learnt too
much. For role playing and discussions we were groups of 10 people.

R: How has the training helped you prepare for your role?

PE: The best thing about the training was that it gave you confidence and
gives you information about HIV. But being HIV teaches us to go beyond
that, listen to peoples, problems, everything, emotional. What can | say
(Shrugs)......Teaches us confidentiality and fo be positive (pause).

R: Did they teach you about HIV?

PE: Yes! (enthusiastically) They taught us about the virus and CD4 counts.
Adherence, counselling and ARV's, healthy life style.

R: Have you experienced problems that you feel you weren't adequately
trained to address?
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PE:

PE:

PE:

1%t of all, we need to know about trauma counselling, mothers die
babies die. We are trying but we are nct trained for bereavement and
trauma counselling (pause),(reflectively, speaking softly) | myself have
lost 3 neighbours; they are scared they come to me in the community,
but we are not trained.

At work we should refer to the social workers, but your patients don't feel
safe going to the social worker, they want to stay with you.

We need the skills.
We need help with couples counselling.

As more wornen are positive then men. We need to break the stigma.
We educate, but sometimes we don't win, | had a mother who took all
her ARV’s to commit suicide. (Silence, PE looks out of the window) We
educate the mother about feeding, and we [et them decide. Still, some
don't listen. We fry, need to follow up.

Have you experienced problems that you feel you were adequately
trained to address.

| have done conflict counselling, from my side [ stress each and
everything.

Disclosure is difficult in PMTCT, assistance to disclose to a partner,
when the kids have fo start ARV's. The fathers come nowadays; we have
started a support group.

We have success testing them, out of nearly 18, 7 tested the same day.
(Silence)

So far, when | assess myself | am more skilled. For me in my case, | am
part of the nursing here, when the Sisters are sick. | have seen that they
{PE points to the Nurses Station) have helped me. So | give them
support and | try and help them.

Weights and correlations, | can do more but | am not trained, but when
short staffed | help them.

Are updates scheduled? Do you attend them?

Three years agol It is important to have it. They promise but they don’t
deliver. We haven’t had in-service training for three years, things change
they need to tell us. In April they changed to HCT, they should tell us, but
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they get in outside people to teli us. We have to find out about the
courses, no-one want fo tell us. The Sisters teach us.

R: What do you think should be included in your training to help you perform
your role?

PE:  TB must be included in the curriculum. Patients some have the MDR TB,
we need to protect ourselves. Sometimes the Sisters don't tell us. We
should work together. We have a too big job for not enough pay. We are
not dieficians but we have to talk to the mothers about healthy food, we
should be trained.

(Silence)

R: Is there anything you would like to add to the discussion that | haven't
covered?

FE: (Silence) No, ! enjoy my job too much. But we need benefits and
housing, we are not subsidized.

R: Thank-you for sharing this with me, | appreciate your time and honesty.
When | have finished interviewing the other peer educators | will ask you
to join a focus group, where you will have the opportunity to add or
change any of the information that will be used in the report. If you need
to contact me | am available on my cell phone.

The interview was then terminated.
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ANNEXURE J

Dr Selebanc

CEQ Charlotte Maxeke Hospital
7 Jubilee Road

Parktown

Johannesburg

30" March 2010

Permission to conduct research at the Charlotte Maxeke hospital

Dear Dr Selebano,

My name is Catherine Hilary Thurling, | am a part-fime student in the Depaniment of
Nursing at the University of Witwatersrandg, reading for my MSc in Nursing Education. |
hereby apply for your permission to conduct a qualitative research in the antenatal
clinic (Area 157) at The Chariotie Maxeke Hospital.

My proposed research report will lock at peer education in the field of HIV/AIDS in the
South African context. The purpose of the research is to establish how related the
training of lay peer educators in the field of mother-to-child prevention of HIV/AIDS is,
fo the actual work that they are performing in the communities that they serve. The
relevance of this research will be in establishing more effective training guides where
peer educators will be better equipped to deal with the broader aspects that are
associated with the HIV/AIDS pandemic in South Africa.

With your permission, | will be interviewing peer educators, using in-depth interviews,
- with the aid of a tape recorder, discussing the training that the peer educators
undertook, in order to establish the areas in peer education that need to be included in
future training programmes. | will be referring to those peer educators that are working
in the Charlotte Maxeke Hospital, in the field of prevention of mother fransmission of
HIV/AIDS, who are willing to participate in this research, and relating their experiences,
to the training that they have received in order to become a peer educator. The
confidentiality of participants will be ensured by the resulting report being written with
no reference fo institutions or people by name.

I will not be approaching patients who are attending the clinic, as my research is only
relevant to the peer educators working in the cfinic.

| have attached a copy of my research proposal, and the interview guide that | will be
using to conduct my focus groups.

Please feel free to contact me at petert@hixnet co.za alternatively on 082 555 7003, if
you have any further questions.

Sincerely,

Catherine Hilary Thurling.
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