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Abstract
Objective: to investigate self-reported counseling practice of primary health care (PHC) professionals on sexually
transmitted infections (STI) and HIV/AIDS in Montes Claros, MG, Brazil, 2015-2016. Methods: this was a cross-sectional
study using a questionnaire answered by PHC physicians and nurses; their practice was classified as being adequate/
inadequate based on the recommendations of Ministry of Health manuals; four thematic areas were investigated –
counseling provision; prevention measures; risk behavior and vulnerability assessment; serological testing. Results: 146
professionals participated (41.1% physicians; 58.9% nurses); only 25.7% of professionals reported adequate practices; the
area with the highest proportion of inadequate self-reported practice was ‘risk behavior and vulnerability assessment’
(69.9%); physicians overall practice was more likely to be appropriate than that of nurses (OR=3.48 – 95%CI 1.57;7.70),
especially for ‘serological testing’. Conclusion: self-reported STI and HIV/AIDS counseling practices in PHC were found
to be inadequate, revealing the need to intensify health professional awareness-raising/training.
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Introduction

Methods

Addressing HIV/AIDS and sexually transmitted infections (STIs) is a challenge faced by society in terms
of establishing measures to control susceptibilities
linked to individual and contextual aspects.1,2 On the
Brazilian scenario, government authorities and civil
society organizations have made efforts to increase
knowledge about and use of technologies capable of
improving the quality of life of individuals with STIs
or HIV/AIDS. In addition, investments have been made
in prevention and control measures, such as detection
of new cases of HIV infection.2
Counseling is a light technology and an essential
practice for reducing STI/HIV/AIDS transmission. It has
the potential to reduce situations of risk of exposure to
STIs, by enabling a direct and personalized relationship
with health service users.3

This was a cross-sectional study conducted in
Montes Claros, located in the state of Minas Gerais,
Brazil. Montes Claros is a large municipality with an
estimated population of over 390,000 inhabitants, as
well as being the largest urban center in the state’s
northern region. Its area of influence extends beyond
northern Minas Gerais into the southwest region of
the state of Bahia.
The study was conducted in Primary Health Care
(PHC) services, represented by Family Health Strategy
(ESF) teams working in the urban area of the municipality. At the time of data collection, Montes Claros
had 95 ESF teams.
The number of health professionals working at local
primary health care centers (UBS) was provided by the
City Health Department. A census was carried out which
found a population of 180 health professionals comprised
of nurses and doctors at urban UBS eligible to take part
in the study (Figure 1). Professionals with less than three
months service time were excluded from the study (given
the possibility of a newly admitted professional not having
provided counseling but having their practice assessed),
as were those who were on leave during the study period
(on holiday or sick leave). Data collection took place
at the same time. Losses were taken to be only eligible
subjects who refused to take part in the study. As a result,
168 professionals took part in the study.
Data was collected by administering a questionnaire over the period 2015-2016. The researcher
responsible for this sought out health professionals,
presented the proposed study to them and invited
them to take part in it. The list of questions was given
to each doctor and nurse to be answered at the UBS,
in the presence of the researcher, during normal
working hours. However, some professionals stated
that they were so busy that they could not answer the
questionnaire there and then. In these cases, a time
was agreed on for the questionnaires to be returned,
and this was within two days on average. To this end,
the researcher called these respondents by telephone
beforehand in order to confirm when the completed
questionnaire would be returned.
The questions were divided into two parts. The first
part was comprised of sociodemographic questions and
questions about the health professionals’ qualifications:

High quality counseling as well as testing
are essential for fighting the STI/HIV/AIDS
epidemic, since they reduce risk behavior
and prevent new infection.
High quality counseling as well as testing are essential for fighting the STI/HIV/AIDS epidemic, since they
reduce risk behavior and prevent new infection.4 Based
on these assumptions and also on the evolution of HIV/
AIDS in Brazil, at the end of the 1990s, the Counseling
and Testing Centers (CTAs) and their actions were decentralized to primary health care (PHC) with the aim
of achieving early HIV diagnosis. A function of PHC is to
carry out actions of an individual and collective nature,
as is the case of the issues addressed in this study, namely
STI transmission prevention.5,6
Providing counseling about STIs/HIV/AIDS is therefore essential, enabling the health professional and
the service user to get closer to each other and share
knowledge and ideas.7
When consulting Brazil’s national literature, there
is a scarcity of studies dedicated to regular monitoring
of STI/HIV/AIDS counseling in PHC, to the point of the
status of this practice being unknown in many regions
of the country. From this perspective, this study aimed
to investigate self-reported PHC health professional STI/
HIV/AIDS counseling practices.
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104 Family Health Strategy teams

95 FHSa teams in the urban zone, as follows:
85 complete teams (doctor + nurse)
10 incomplete (doctor or nurse)

180 professionals

Excluded for working less than 3 months in PHCb (n=5)
Excluded because on holiday leave (n=5)
Excluded because on sick leave (n=2)

168 professionals eligible
for the study

Excluded because did not agree to taking part in the study
(n=22)

Study participants (n=146)
a) FHS: Family Health Strategy.
b) PHC: primary health care.

Figure 1 – Diagram showing selection of primary health care doctors and nurses study participants, Montes Claros,
Minas Gerais, 2015-2016

a) sex (male; female);
b) age (in years);
c) marital status (married / common-law marriage;
single; separated or widowed;
d) practices a religion (yes; no);
e) nationality (Brazilian; other);
f) professional category (doctor; nurse);
g) nature of graduation institution (private; public)
h) time since graduation (in years);
i) time working in PHC (in months); and
j) qualified in Family Health (yes/no).
Qualification in Family Health was considered by
the study as having completed ‘Residency’ (medical
or multiprofessional) in Family Health and having a
diploma in Family and Community Health.
The second part of the questionnaire was comprised
of 27 items related to self-reported counseling practice,

all of which were based in expected practice of PHC
professionals as recommended in the following manuals
prepared and published by the Brazilian Ministry of
Health ‘STD/HIV/AIDS Counseling in Primary Care’,5
‘Workshop on STD/HIV/AIDS Counseling in Primary
Care’6 and ‘Primary Care Booklets: HIV/AIDS, hepatitis
and other STDs’.7 In accordance with the recommendations contained in these manuals, the items were
divided into four thematic areas, namely:
I. Counseling provision (7 items)
II. Prevention measures (6 items)
III. Risk behavior and vulnerability assessment
(10 items)
IV. Serological testing (4 items)
Before being used in the study, the questions were
submitted for analysis by two infectious disease specialist
physicians, one PHC specialist physician, one PHC and
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IST specialist physician, one PHC specialist nurse and
two STI specialist nurses, for content validation. They
assessed the questionnaire as to the presence or absence
of the following criteria: comprehensiveness, objectivity,
clearness and relevance.8 Following their assessment,
four items were altered/reformulated at their request.
They then assessed the questionnaire again and saw no
need to make further changes.
A Likert scale was used for each questionnaire
item, with five answer options for each item, whereby
respondents could choose which option best described
their practice in relation to STI/HIV/AIDS counseling.
A score was given for each item on the scale: (i) always
(score=5); (ii) frequently (score=4); (iii) sometimes
(score=3); (iv) rarely (score=2); (v) never (score=1).
No score was given to the item ‘don’t know/refused to
answer’ (DK/RA), nor for items left blank (missing),
whereby both these situations were treated similarly for
statistical purposes. The scores for item 25 were inverted,
given its nature: ‘always’ represented the worst situation,
while ‘never’ represented the best situation.
A pilot study was conducted with ten health professionals working at UBS in the municipality’s rural zone
in order to test the questionnaire beforehand. These
professionals were not involved in the definitive study as
it was conducted in urban zone UBS. The professionals
consulted in the pilot study did not report any difficulties
or uncertainties about answering the questionnaire and so
it was approved without alterations for the definitive study.
The collected data were analyzed using the Statistical Package for Social Sciences (SPSS)® version 17.0.
First of all descriptive analyses were performed for all
variables. For the descriptive analysis of the items relating to counseling practice, the scores obtained using
the Likert scale were grouped into three categories: (i)
always/frequently; (ii) sometimes; (iii) rarely/never.
In order to assess internal consistency of the answers,
Cronbach’s alpha (α) was calculated for each thematic
area, as well as for all 27 items together (overall scale),
taking scores ≥0.60 as being indicative of good internal
consistency of the scale used.9
Scores were calculated for each thematic area by
adding each person’s scores for the answers to each
item comprising the thematic area and dividing the
sum of the score by the number of items comprising
the thematic area. The resulting score was transformed
into a continuous scale of adjusted scores ranging

4

from 0 to 10, with the aim of avoiding overestimation of the scores for the self-reported practice, in
keeping with the analysis methods used for another
instrument, namely the Primary Care Assessment
Tool (PCATool-Brasil),10 adopted in a previous study
which also used a Likert scale.11 As such, the following
formula was adopted:
Adjusted score = [(score obtained -1) /
(maximum score – minimum score)] x 10
The maximum score considered in the study was 5
(always) while the minimum was 1 (never). The answer
replacement or imputation procedure was used to treat
DK/RA type answers. The imputation criterion consisted
of replacing DK/RA and blank answers by the average of
the answers observed (measure of central tendency) for
the thematic area, provided that at least 50% of answers
were DK/RA and blank answers.12 In this study, eleven cases
were submitted to this statistical procedure. In turn, cases
for which the sum of blank (missing) and DK/RA answers
accounted for 50% or more of the total items of a thematic
area were excluded before posterior score analysis.10,12
For each thematic area calculated, the adjusted scores
were dichotomized: where ≥7.5 points were considered to
be adequate self-reported practice (scores of four or more
on the Likert scale); and where <7.5 points were considered
to be inadequate self-reported practice (score equal to or
less than three on the Likert scale). The cut-off point of 7.5
was adopted based on the best answer level for the practice
reported by the professionals, i.e., the ‘always’ and ‘frequently’ options, representing answers greater than or equal to
4 on the Likert scale used, as this is the Ministry of Health
recommendation for PHC professionals.6,7
The calculation used for the overall score, representative of overall counseling practice, considered the
four thematic areas together, in order to estimate the
average of the adjusted scores for each area. Once again
self-reported practice was dichotomized between adequate or inadequate using the same cut-off point of 7.5.
Missing cases were considered to be those individuals for
whom two or more thematic areas were not calculated.
Bivariate analyses were then performed using
Pearson’s chi-square test (χ2) or Fisher’s exact test, to
assess for association between (i) overall and thematic self-reported adequate/inadequate STI/HIV/AIDS
counseling practice (dependant variable) and (ii)
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the sociodemographic and professional qualification
variables. A 5% significance level was adopted.
The project study was approved by the State University of Montes Claros Research Ethics Committee (CEP/
Unimontes), as per (consolidated) Report No. 890.235.
All required ethical aspects were respected. In order to
take part in the study, the professionals signed a Free and
Informed Consent form and total anonymity was ensured.
The results obtained were made available to the Montes
Claros City Health Department as a means of informing
the planning of actions in keeping with the reality found.
Results

Table 3 shows bivariate analysis of overall PHC professional adequate practice, considering the sociodemographic and
professional qualifications variables. Professional category
was the only variable showing association with adequate
counseling practice (p=0.002): doctors had more likelihood
of having adequate practices when compared to nurses
(OR=3.48 – 95%CI 1.57;7.70). Based on this result, analysis
per thematic area was performed for the ‘professional category’ variable. ‘Serological testing’ was the only thematic area
to show significant difference between the two professional
categories studied, with greater probability of adequate
practice by doctors than by nurses (p=0.001) (Table 4).
Discussion

Of the 168 eligible professionals, 146 agreed to take part
in the study, representing an 87.0% response percentage.
58.9% of the respondents were nurses (Table 1). Of the
total number of doctors, 18.3% were Cuban. Distribution
of the professionals according to the frequency with which
they fulfilled the items relating to self-reported counseling
practice is shown in Table 2. The overall Cronbach alpha
coefficient was 0.88, while for the thematic areas the
coefficients were as follows: counseling provision, 0.65;
risk behavior/vulnerability assessment, 0.85; prevention
measures, 0.71; and serological testing, 0.60.
For the ‘Counseling provision’ thematic area, the majority of professionals (79.5%) reported always/frequently
providing individual counseling on STI/HIV/AIDS in
private with the service user. With regard to ‘Prevention
measures’, the proportion of professionals who always/
frequently discussed STI/HIV/AIDS prevention measures
during counseling was also 79.5%. As for ‘Risk behavior
and vulnerability assessment’, 75.3% of professionals
always/frequently discussed mother-to-child STI and HIV
transmission with each pregnant woman during prenatal
appointments. With regard to ‘Serological testing’, 87.7%
of professionals taking part in the study rarely/never
omitted IST diagnosis, while only 11.6% indicated testing
for all service users they attended to at their UBS.
The proportions of professionals with adequate
self-reported counseling practices in each area were as
follows: 31.9% for the ‘Counseling provision’ thematic
area; 28.2% for ‘Risk behavior/vulnerability assessment’; 64.1% for ‘Prevention measures’ and 40.1% for
‘Serological testing’. When considering overall practice,
25.7% of professionals had adequate self-reported practices, while 74.3% had inadequate practices.

These results indicate that in the PHC services
studied, STI/HIV/AIDS counseling practices are below
the ideal standard recommended by the Ministry of
Health. This fact is of concern as it may indicate
failure to carry out important counseling actions in
the daily work of these professionals in their primary
health care centers (UBS). The items analyzed were
based on recommendations contained in manuals
published by the then Ministry of Health National STD
and AIDS Program, now known as the Department
of Chronic Conditions and Sexually Transmitted
Infections, which implies that study participants
had not received guidance or training from the PHC
center where they worked. It should be emphasized
that PHC is the propitious scenario for STI/HIV/AIDS
counseling provision, given the preventive nature of
PHC and its articulation with health care and the
community it serves.13
This study found a low proportion of doctors and
nurses qualified in Family Health, which may also contribute to inadequate self-reported counseling practices.
Counseling is an activity to be developed by duly trained
health professionals and is not limited just to referring
service users for HIV testing.5 It is essential to include
STI/HIV/AIDS counseling as part of the training of these
professionals, whether through university postgraduate
programs or through Ministry of Health actions, always
with the aim of achieving early detection of these diseases and quality in the approach taken by PHC services
in relation to service users.
A study conducted in Spain14 in 2013 indicated
that training and preparation for working with pre-
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Table 1 – Sociodemographic and professional qualification characteristics of primary health care doctors and
nurses, Montes Claros, Minas Gerais, 2015-2016
Variables

N

%

Female

103

70,5

Male

43

29,5

Sex

Age (in years)
≥30

79

54,1

<30

67

45,9

Marital status
Married / common-law marriage

68

46,6

Single

69

47,3

Separated or widowed

9

6,1

Yes

133

91,1

No

13

8,9

Brazilian

135

92,5

Other

11

7,5

Practices a religion

Nationality

Professional category
Doctor

60

41,1

Nurse

86

58,9

Private

83

56,8

Public

63

43,2

0-3 years

61

41,8

4-10 years

66

45,2

More than 10 years

19

13,0

≥31 meses

73

50,0

<31 meses

73

50,0

Yes

37

25,3

No

109

74,7

Nature of graduation institution

Time since graduation

Time working in PHCa

Qualified in Family Health

a) PHC: primary health care.

vention and counseling is a way of enabling targeted
and effective efforts in keeping with an individual’s
needs and based on provision of all-round care.
Some 80.0% of professionals taking part in that
study stated the importance of continuing education
in order to provide better counseling and a better
approach to giving the result of HIV serological testing, leaving them more confident and with greater
resolutive capacity.

6

The presence of trained professionals was also noted
in a study conducted in Zimbabwe, Africa,15 in 2012, and
has been associated with greater case resolutive capacity,
early diagnosis of HIV infection and fewer complications
in IST cases, thus producing a more effective response
in addressing STIs/AIDS. A study conducted in France
in 2015 with 407 PHC professionals found that only 8%
had been trained to fulfill the recommendations for
performing testing together with counseling.16
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102 (69.9)
101 (69.2)
116 (79.5)
101 (69.2)
108 (74.0)
111 (76.0)
67 (45.8)
69 (47.3)
50 (34.2)
109 (74.7)
107 (73.2)
110 (75.3)
73 (50.0)
88 (60.3)
62 (42.4)
53 (36.3)
100 (68.5)
10 (6.8)
84 (57.5)
17 (11.6)

8. I discuss safer sex practices with all service users during counseling.
9. I discuss the importance of STI/AIDS prevention prior to conception for women of childbearing age.
10. I discuss STI/HIV/AIDS-related prevention methods during counseling.
11. I discuss the importance of condom use with each service user seen by me.
12. I provide information about male and female condoms.
13. I offer condoms to service users having STI/HIV/AIDS counseling.
Thematic area 3: risk behavior and vulnerability assessment

14. I discuss the relationship between injecting and non-injecting drug use and risk of IST transmission with service users who use drugs.
15. I discuss the relationship between injecting and non-injecting drug use and risk of contracting ISTs with service users who use drugs.
16. I address differences in vulnerabilities related to STIs/AIDS.
17. I discuss the risks of acquiring ISTs, including HIV infection, with each service user during counseling.
18. I discuss the risks of STI transmission and HIV infection with each user during counseling.
19. I discuss the risk of mother-to-child STI transmission and HIV infection with each pregnant woman during prenatal care sessions.
20. I discuss prior history of ISTs with each service user during STI/HIV/AIDS counseling.
21. I ask each service user about their current and past number of sex partners during STI/HIV/AIDS counseling.
22. I ask about service users’ sexual orientation during each STI/HIV/AIDS counseling session.
23. I discuss sexual practices (oral, vaginal and anal sex) with each service user during STI/HIV/AIDS counseling.
Thematic area 4: serological testing

24. I request authorization/consent for HIV and other STI testing during STI/HIV/AIDS counseling.
25. I have omitted IST diagnosis to avoid unpleasantness in my relationship with service users.
26. I request HIV and other STI tests to be performed along with counseling.
27. I indicate HIV testing for all individuals I see at the health center, regardless of the original reason for their seeking care.

Legend:
DK/RA= Doesn’t know/refused to answer.
IST: sexually transmitted infection.
HIV: human immunodeficiency virus.
AIDS: acquired immunodeficiency syndrome.

116 (79.5)
79 (54.0)
85 (58.1)
71 (48.5)
102 (69.9)
29 (19.8)
73 (50.0)

Always/
frequently
n (%)

1 I provide individual counseling on STIs/HIV/AIDS in private with service users.
2. I make appointments for service users who need counseling on STIs/HIV/AIDS.
3. I spend enough time to provide quality counseling for service users seen by me.
4. I include on the team’s routine those users who have needs related to ISTs.
5. When counseling, I feel at ease to discuss issues related to sex with service users.
6. I carry out household visits to service users with needs related to STIs/HIV/AIDS.
7. I have more than one STI/HIV/AIDS counseling sessions with service users when necessary.
Thematic area 2: prevention measures

Thematic area 1: counseling provision

Items assessed

13 (8.9)
04 (2.7)
34 (23.2)
27 (18.4)

36 (24.7)
37 (25.4)
50 (34.2)
27 (18.3)
30 (20.5)
20 (13.7)
41 (28.1)
38 (26.0)
37 (25.4)
47 (32.2)

32 (21.9)
29 (19.8)
24 (16.4)
32 (21.9)
31 (21.2)
14 (9.6)

11 (7.6)
25 (17.1)
38 (26.0)
32 (21.9)
34 (23.3)
34 (23.3)
43 (29.3)

n (%)

Sometimes

28 (19.2)
128 (87.7)
17 (11.6)
96 (65.8)

37 (25.3)
32 (21.9)
38 (26.1)
4 (2.8)
5 (3.5)
16 (11.0)
30 (20.5)
18 (12.3)
45 (30.8)
43 (29.4)

9 (6.1)
16 (11.0)
02 (1.4)
12 (8.2)
6 (4.1)
15 (10.3)

13 (8.7)
35 (24.0)
15 (10.3)
33 (22.6)
6 (4.0)
77 (52.7)
19 (13.0)

Rarely/
never
n (%)

5 (3.4)
4 (2.8)
11 (7.7)
6 (4.2)

6 (4.2)
8 (5.4)
8 (5.5)
6 (4.2)
4 (2.8)
–
2 (1.4)
2 (1.4)
2 (1.4)
3 (2.1)

3 (2.1)
–
4 (2.8)
1 (0.7)
1 (0.7)
6 (4.1)

6 (4.2)
7 (4.9)
8 (5.6)
10 (7.0)
4 (2.8)
6 (4.2)
11 (7.7)

n (%)

DK/RA

Table 2 – Distribution of primary health care doctors and nurses, by frequency of fulfillment of items relating to self-reported sexually transmitted infection, human
immunodeficiency virus and AIDS counseling practice, Montes Claros, Minas Gerais, 2015-2016
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Table 3 – Bivariate analysis between adequate/inadequate overall primary health care doctor and nurse self-reported
sexually transmitted infection, human immunodeficiency virus and AIDs counseling and sociodemographic
and professional qualification variables, Montes Claros, Minas Gerais, 2015-2016
Adequate selfreported practicea
n (%)

Variables

Inadequate self-reported practice
n (%)

ORb
(IC95%c)

Sex

0.076

Male
Female
Age (in years)

15 (41.7)
21 (58.3)

28 (26.9)
76 (73.1)

1.93 (0.87;4.27)
1.0

≤30
>30
Marital status

17 (47.2)
19 (52.8)

58 (55.8)
46 (44.2)

0.71 (0.33;1.51)
1.0

Married / common-law marriage
Single or separated
Practices a religion

18 (50.0)
18 (50.0)

Yes
No
Professional category

29 (80.6)
7 (19.4)

Doctor
Nurse
Time since graduation

23 (63.9)
13 (43.5)

0-3 years
4 years or more
Nature of graduation institution

15 (41.7)
21 (58.3)

43 (41.3)
61 (58.7)

1.01 (0.47;2.18)
1.0

Public
Private
Qualified in Family Health

19 (52.8)
17 (47.2)

41 (39.4)
63 (60.6)

1.71 (0.80;3.68)
1.0

Yes
No
Nationality

20 (55.6)
16 (44.4)

Brazilian
Cuban
Prior training in STI/HIV/AIDSe counseling

32 (88.9)
4 (11.1)

Yes
No
Do you provide STI/HIV/AIDS counseling?

9 (25.0)
27 (75.0)

Yes
No
Length of PHCf service

33 (91.7)
3 (8.3)

97 (93.3)
7 (6.7)

0.79 (0.19;3.24)
1.0

21 (58.3)
15 (41.7)

50 (48.1)
54 (51.9)

1.51 (0.70;3.25)
1.0

≥31 months
<31 months

0.244

0.458
49 (47.1)
55 (52.9)

1.12 (0.52;2.39)
1.0
0.223

91 (87.5)
13 (12.5)

0.59 (0.21;1.62)
1.0
0.002

35 (33.7)
69 (61.5)

3.48 (1.57;7.70)
1.0
0.562

0.115

0.447
61 (58.7)
43 (41.3)

0.88 (0.41;1.89)
1.0
0.302

97 (93.3)
7 (6.7)

0.57 (0.15;2.10)
1.0
0.504

28 (26.9)
76 (73.1)

0.90 (0.37;2.16)
1.0
0.499

0.193

a) Dependant variable reference category.
b) OR: odds ratio.
c) 95%CI: 95% confidence interval.
d) Pearson’s chi-square test.
e) STI/HIV/AIDS: sexually transmitted infections/human immunodeficiency virus/acquired immunodeficiency syndrome.
f) PHC: primary health care.
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Table 4 – Bivariate analysis between professional category and thematic areas of self-reported sexually
transmitted infection, human immunodeficiency virus and AIDS counseling practice in primary health
care, Montes Claros, Minas Gerais
Nurse

Thematic area

n

Counseling provision
Adequate
Inadequate
Risk behavior/vulnerability assessment
Adequate
Inadequate
Prevention measures
Adequate
Inadequate
Serological testing
Adequate
Inadequate
Overall practice
Adequate
Inadequate

A systematic review of publications in Europe selected
from the period covering 2006-2017 found that professionals working in PHC have specific training needs related to epidemiology and HIV prevention, as well as the
benefits of treating infection, early HIV diagnosis and
case management as soon as it is diagnosed.17 According
to the Spanish study mentioned above,14 such training
needs were not found to be associated with length of
time since graduation, work environment or health
care specialty , nor with their degree of confidence in
giving serological testing results.
With regard to ‘Counseling provision’, it is noteworthy that a large part of the respondents reported
providing individual STI/HIV/AIDS counseling in
private at their UBS. This fact probably reflects professionals’ concern for ensuring the service user’s
right to confidentiality of the information generated
during care, possibly attributed to persistent stigma
and discrimination in relation to STIs/AIDS. Measures
to protect the confidentiality of those who seek primary
health care services must be guaranteed, as a means of
reducing the likelihood of not returning to the service,
complications resulting from STIs and late diagnosis
of HIV infection.18 A study conducted in PHC in India
in 2018 indicated that the lack of an adequate place
to provide counseling can compromise confidentiality

Doctor
%

n

%

p-value
0.232

24
59

28.9
71.1

21
37

36.2
63.8

19
65

22.6
77.4

21
37

36.2
63.8

0.058

0.364
56
29

65.9
34.1

37
23

61.7
38.3

23
59

28.0
72.0

34
26

56.7
43.3

23
13

63.9
43.5

35
69

33.7
61.5

0.001

0.002

and result in lower adherence to care. Confidentiality
of service user information is a consolidated right that
users should require the health team to ensure when
assessing the service provided.19
The ‘Prevention measures’ thematic area had the
highest percentage of adequate self-reported practice.
This may reveal health professional awareness in
working with prevention, shown through their availability for presenting and discussing safer sex practices,
information about STIs and condom use with service
users. However, it is important to highlight that STI/
AIDS prevention activities are highly susceptible to
contextual, geographic, social, economic and cultural
variations. The national guidelines on counseling
recommend specific actions, aimed at guiding professionals in providing counseling tailored to each case they
attend to.6.7,20 This implies the importance of proposing
continuing education actions for PHC professionals. A
longitudinal study conducted over 12 months in the
United States found that trained professionals were
12% more likely to offer routine counseling as way of
preventing individuals at greater risk of infection from
transmitting HIV/AIDS or other STIs to other people.21
The ‘Risk behavior and vulnerability assessment’
thematic area had the lowest percentage of adequate
self-reported practice. This thematic area of counseling
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requires attention, since it is the moment when the
professional speaks and acts in order for the service
user to understand and assess their own risks, avoiding
unsafe sexual practices that can expose them or other
individuals to infection. Studies indicate that a health
professional’s ability to assess risk of contracting HIV
and other STIs depends on training, confidence and specific skills brought to bear during counseling.22,23 Notwithstanding, the practice of addressing mother-to-child
HIV transmission during prenatal care self-reported
by the majority of participants stood out, indicating
their degree of commitment to reducing intercurrences
during pregnancy and maternal mortality.24
Finally, with regard to ‘Serological testing’, adequate
practice in PHC was found in less than half of the participants. This finding also corroborates results of studies conducted in developed countries.14,25 In PHC in Belgium, for
example, during counseling given by health professionals,
the majority of HIV tests were requested at the patient’s initiative: HIV test requests were rarely made by professionals
during prenatal care, while during postnatal care, patients
diagnosed as having HIV were referred for confirmatory
testing as part of a norm to be complied with. The Belgian
study found that the main barriers to providing rapid HIV
testing were fear of offending the patient, limited knowledge of the benefits of HIV diagnosis, mistaken concepts about
HIV risk, lack of guidelines and lack of time to provide it.25
Returning to the study conducted with doctors in Spain, it
also found that the main causes for not requesting rapid
HIV testing included lack of training about this kind of test
(56.4%) and lack of time to provide it, both during pre-test
and post-test counseling (49.4%).14
Our study found that during counseling provided
to service users at primary health care centers, doctors
and nurses rarely/never omitted IST diagnosis. This
data has a positive effect for PHC with regard to its
objective of identifying new cases of people with ISTs or
HIV, and thus avoiding future complications. Disclosure
of diagnosis in PHC is essential for case preparation,
planning and follow-up, in order to achieve greater
likelihood of favorable case progression and/or health
recovery. Differently to the purpose of this study, other
studies have identified elements that inhibit this task:
fear of prejudice, discrimination and the person’s reaction; discomfort in being exposed to family members
or partners; and the fear arising from awareness of
responsibilities to be taken on.26,27
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It is a cause of concern that only 11.6% of professionals
request HIV testing for all primary health care center users.
This percentage represents lost testing and counseling
opportunities. In 2017, a qualitative study conducted in
the Netherlands8 showed that doctors only requested HIV
testing when they perceived risk of infection. A study conducted in France29 in 2016 showed that the main reasons
for indicating HIV testing in PHC were patient requesting
testing (91.0%) and risk of HIV infection (62.0%), whereby
the most was not made of other opportunities for the same
procedure with other service users.
Our study found that likelihood of overall adequate
counseling practice was greater among doctors, as a
consequence of better performance reported for the
‘Serological testing’ thematic area. Doctors are recommended to request HIV testing both as part of routine
prenatal care and also when providing other forms of
care; whereas for nurses this recommendation is restricted to prenatal care. In addition, differences in the type
of training received by these professionals result in whether HIV testing is offered or not: doctors’ professional
training includes, preferentially, conduct directed towards diagnosing diseases, whereas nurses are oriented
towards disease prevention and patient care. In Montes
Claros, it should be noted that the municipal health
service has its own health care protocol, which supports
nurses requesting HIV testing not just in prenatal care
within PHC.30 Two assumptions can be made in view
of this fact and the results found: lack of institutional
guidance may have contributed to unfamiliarity with
the protocol and the predictable consequences of this;
or, despite knowledge of the protocol authorizing them
to request HIV testing, they did not put it into practice
in their everyday work. It is fundamental to train and
raise the awareness of nurses to request HIV testing
when providing counseling outside of the antenatal
setting, as recommended by the protocol.
This study and its objective also face limitations
owing to its cross-sectional design which prevents the
results presented from being taken to be cause and
effect, owing to the ‘temporality’ variable not being
measured. In addition, although the data collection
instrument used is totally faithful to the protocols
defined by the Ministry of Health, it is original and
only underwent content validation. The study’s main
limitation, however, relates to assessment of practices
based on self-reporting. This type of data collection is
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known to be subject to bias, owing to overvaluing of
practices considered to be “politically correct” (social
desirability bias). Prevalence of inadequate practices
in PHC may be even greater than that revealed in the
results presented here.
Despite the limitations presented, we believe that
the panorama revealed is useful, allowing the magnitude and the nature of the weak points of STI/HIV/
AIDS counseling in PHC to be recognized and its results
to be generalized. This recognition can contribute to
the planning of strategies adequately aimed at the
problems identified, as well as opening the way for
future research.
This study described self-reported STI/HIV/AIDS
counseling in PHC and its authors characterized it as
being inadequate. The thematic area with the greatest
proportion of inadequate self-reported practice was
‘Risk behavior and vulnerability assessment’. It was
found that STI/HIV/AIDS counseling practices in PHC,
to the extent that they have not yet reached the desired
level, can compromise the quality of care provided

in meeting service users’ STI/AIDS needs. The results
found emphasize the need for continuing education and
awareness-raising of primary health care professionals,
thus building their capacity to effectively meet the objectives of the Brazilian National Health System – (SUS).
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