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Abstract

Background: Mother-to-Child Transmission of HIV has been identified as the greatest
means of HIV infection among children. Studies related to PMTCT utilization has been done
in other parts of Ethiopia. However, there were no studies that have examined the magnitude
and factors for utilization of PMTCT despite high overall health service coverage in Dire
Dawa.

Objective: To assess the magnitude and facilitating factors for the prevention of mother-to-
child transmission of HIV service utilization among Antenatal care attending pregnant
women in public health facilities in Dire Dawa.

Methods: A facility based cross-sectional study was conducted using face to face interviews
with mothers attending antenatal clinics in public health facilities in Dire Dawa which was
supplemented by qualitative study. For quantitative part of the data 389 pregnant women
were recruited using systematic random sampling method. Trained data collectors conducted
the data collection using a pretested structured questionnaire. The response was coded and
entered into the computer using EPI info version 3.5.4 statistical packages. Cleaned data was
exported to SPSS version 21.0 for analysis. Bivariate and Multivariate analyses were carried
out. Six in-depth interviews were conducted with selected people working on PMTCT in
their respective work places. The qualitative interviews were conducted by the principal
investigator using the interview guides prepared by me.

Results: A total of 389 pregnant women attending antenatal care in Dire Dawa were
approached. Of the 389 participants, about 53.2% were between 25-34 years of age, 78.9%
had formal education at primary level or above, 95.6% reported acceptance of HIV
counseling and testing, 78.9% were aware about mother-to-child transmission of HIV, and
93.8% knew about prevention of mother —to-child transmission of HIV and 82.3% were
aware of the availability of ART prophylaxis. Of the 372 tested pregnant women, 361
(97.0%) were negative and only eleven (3.0%) were positive for HIV. Out of 11 women who
were positive for HIV 9/11 of them linked to ART care service, but two of them didn’t
decide to be linked to ART care services. PMTCT service utilization was positively
associated with high monthly income [AOR =3.7(95%CI) (1.2-11.5)], have information
about VCT [AOR=4.4(95%CI) (1.1-17.6)], and prefer to have same counselor for discussion
before and after the test [AOR=3.6(95%CI) (1.2-10.7)].

Conclusions and Recommendations

In general the PMTCT service utilization in Dire Dawa was found to be high. Strengthening
the level of PMTCT services in ANC settings and increasing mechanisms to promote
involvement of men in PMTCT services is needed.

Keywords: Utilization, PMTCT services, pregnant women, ANC, Dire Dawa.
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1. INTRODUCTION

1.1Background
Worldwide, HIV/AIDS poses an enormous challenge on the survival of mankind. HIV is the
leading cause of mortality among women of reproductive age worldwide and is a major

contributor to maternal, infant and child morbidity and mortality (1).

Globally, an estimated 35.3 million people were living with HIV in 2012(2). There were 2.3
million new HIV infections globally, showing a 33% decline in the number of new infections
from 3.4 million in 2001. At the same time the number of AIDS deaths is also declining with
1.6 million AIDS deaths in 2012, down from 2.3 million in 2005(2). With an adult
prevalence of 5.2% in 2008, sub-Saharan Africa (SSA) has been the most severely HIV
stricken region, accounting for 71% of all new infections in adults and children, and about

90% of new infections among children worldwide (3).

According to EDHS 2011 the prevalence of HIV in Ethiopia was estimated at 1.5% with
differentials: male (1.0%), and female (1.9%)(4). The number of people living with
HIV/AIDS was 1,116,216 of which 84,189 were pregnant women, 72,945 were children

under 15years and annual HIV positive births were 14,140(5).

In the absence of any intervention of mother to child transmission of HIV(i.e. exclusive
breast feeding and use of antiretroviral drugs), the risk of a baby acquiring the virus from an
infected mother ranges from 15% to 25% in industrialized countries, and 25% to 35% in
developing countries. HIV transmission rate and time of transmission is estimated to be 5%
to 10% during pregnancy, 10% to 15% during delivery, and 5% to 20% during breast feeding

(6-7).



To prevent MTCT of HIV, United Nations (UN) agencies [UNICEF, UNFPA, UNAIDS,
WHO and the World Bank] recommend a four-component strategy. The first component
supports primary prevention of HIV infection among women of child bearing age. The
second component focuses on the prevention of unintended pregnancy among HIV infected
women. The third component promotes reduction of HIV transmission from HIV-infected
women to their infants (PMTCT) through such interventions as use of antiretroviral drugs to
reduce perinatal transmission, safer delivery practices, and counseling and support for infant-
feeding. The fourth component provides care, treatment, and support to HIV-infected

women, their infants, and their families.

In 2009, 53% of HIV-infected pregnant women worldwide received antiretroviral (ARV)
drugs to prevent mother-to-child transmission(7). Furthermore, only 59% of pregnant women
living with HIV in Sub-Saharan Africa received antiretroviral therapy or prophylaxis in the
year 2011(8) . Globally, Antiretroviral coverage among pregnant women living with HIV
reached 62% in 2012, and the number of children newly infected with HIV in 2012 was 35%
lower than in 2009(2). MTCT transmission rates in the United States and Europe are below
2% due to wide coverage and provision of highly effective ART regimen. In contrast to the
developed world, only 45% of HIV-positive women in low and middle income countries

received antiretroviral (ARV) prophylaxis for PMTCT in 2008.

Nationally only 8% of HIV infected pregnant women have received antiretroviral (ARV)
drugs to reduce the risk of mother to child transmission (MTCT) of HIV/AIDS during 2009
(5, 9) .In Ethiopia only 9.3% of the estimated numbers of HIV positive pregnant women

were provided with antiretroviral (ARVs) for PMTCT in 2011 (10).



PMTCT consists of a package of low-cost interventions that have been proven to reduce
transmission of HIV from mother to child to less than 5%(11-12). PMTCT also provides a
vital entry point for tracing HIV-exposed children so that they can be diagnosed and receive

prophylactic care, CPT and antiretroviral therapy (ART), as needed(13).

Knowledge of HIV status among HIV-negative pregnant women is equally important to
provide them with the necessary information and support to remain uninfected and especially
to prevent acquiring HIV infection during pregnancy and breastfeeding(14).The risk of
MTCT is high if sero-conversion occurs during these periods. PMTCT interventions include
HIV testing and counseling, antiretroviral prophylaxis or treatment for mother and infant,

modified obstetric practices, and modified infant-feeding practices(15).

According to analysis of PMTCT service utilization in Ethiopia from 2006-2010, the number
of health facilities providing PMTCT services has shown an 8-fold increment from 171
(21.3%) in 2006 to 1,352 (61.9%) in 2010 with an average rate of 236 new PMTCT sites a
year(16). The Health Sector Development Plan IV for Ethiopia stipulates that 100% of health
centers and hospitals will be providing PMTCT services by 2015. Although there is a
significant increasing trend in the number of pregnant mothers attending ANC in Ethiopia, by

the end of 2010, 29% were not yet receiving any ANC service.

Mother-to-child transmission of human immuno-deficiency virus during pregnancy, labor,
delivery or breastfeeding remains a single most important cause of infections among
children, especially in developing countries. In many parts of Africa, about 60% of HIV

infections are estimated to occur of HIV positive among women, and the prevalence is now



as high as 40% among female antenatal care (ANC) attendees in SSA(17). The reasons for an
increasing MTCT of HIV might include lack of knowledge of mothers on the risk of MTCT,
benefits of preventive interventions, such as prophylactic ARV drugs and infant feeding

options(18).

Under WHO’s 2010 PMTCT ARV guidance, countries had the option to choose between two
prophylaxis regimens for pregnant women living with HIV with CD4 greater than 350
cellsymm3: Option A and Option B. Under Option A, women receive antenatal and
intrapartum antiretroviral prophylaxis along with an antiretroviral postpartum “tail” regimen
to reduce risk of drug resistance, while infants receive postpartum antiretroviral prophylaxis
throughout the duration of breastfeeding. Option B, on the other hand, has a simpler clinical
flow in which all pregnant and lactating women with HIV initially are offered ART —
beginning in the antenatal period and continuing throughout the duration of breastfeeding. At
the end of breastfeeding those women who do not yet require ART for their own health
would discontinue the prophylaxis and continue to monitor their CD4 count, eventually re-
starting ART when the CD4 falls below 350 cells /mm3. Along with these two options a third
approach is now being used, Option B+, in which all pregnant women living with HIV are

offered life-long ART, regardless of their CD4 count(19).

According to Dire Dawa Regional Health Bureau report, there were 12,516 PLWHA in
2012/2013. According to EDHS 2011 the prevalence of HIV among women was 4.3% and
3.7% among men in Dire Dawa. The number of HIV positive children less than 15 years of
age 1s about 642 in 2012/2013. The number of children less than five years of age LWHA

ever started on ART (172) in 2012/2013. In addition, the proportion of pregnant women



attending ANC services in Dire Dawa is about 59% and a substantial number of women do
not seek ANC service. According to different literatures the facilitating factors associated
with utilization of PMTCT includes socio-demographic factors of the mothers (age marital
status, educational status, ethnicity, occupation), knowledge and attitude of the mothers about
MTCT of HIV and PMTCT, Structural factors(stigma and discrimination), attitudes of

husband and health facility related.

Studies related to PMTCT utilization has been done in other parts of Ethiopia. However,
there were no studies that have examined the magnitude and factors for utilization of PMTCT
despite high overall health service coverage in Dire Dawa. This study was planned to
contribute to bridge the information gap, identify factors that support PMTCT service

utilization and subsequently the coverage of PMTCT services in Dire Dawa.



2. LITERATURE REVIEW

Globally, an estimated 35.3 million people were living with HIV in 2012(2). There were 2.3
million new HIV infections globally, showing a 33% decline in the number of new infections
from 3.4 million in 2001(2). At the same time the number of AIDS deaths is also declining

with 1.6 million AIDS deaths in 2012, down from 2.3 million in 2005(2).

Globally, about 2.1 million children younger than 15 years of age are estimated to be living
with the virus in 2008; of which 430,000 are new infections(20). In 2011, 330 000 children
acquired HIV infection and 230,000 children under fourteen years of age died of HIV(21).
This represents a 43% decline since 2003 when 560 000 children became newly infected and
a 24% drop since 2009 when 430 000 children acquired HIV infection(21).With an adult
prevalence of 5.2% in 2008, sub-Saharan Africa (SSA) has been the most severely HIV
stricken region, accounting for 71% of all new infections in adults and children about 90% of

new infections among children worldwide (1).

The prevalence of HIV in Ethiopia is the lowest compared to other countries in the east
African region such as Uganda (6.7%) and Kenya (6.1%). However, because of the big
population, about 1 million HIV infected people are estimated to live in Ethiopia(22). The
prevalence among women isl.5 times higher than the prevalence among men and was
estimated to be 3.5% among antenatal attendees. In 2007 alone 75, 420 pregnant women
were living with the virus and the annual HIV positive births were 14,148. Over 64,000
children under the age of 14 were HIV positive and over 10,000 of HIV infected children

died in 2007 alone(23).



Although MTCT can occur any time during pregnancy, labor and delivery and through breast
feeding, about half of the transmissions are occurring towards the end of pregnancy, during
labor and delivery. About 90% of the HIV-infected children are in Africa and over 95% of
HIV infections in children below the age of 15 years are due to MTCT. With no intervention
about a third of HIV positive women will transmit the virus to their children during

pregnancy, labor and delivery and through breastfeeding(24).

Better knowledge of, good attitude towards and practicing PMTCT is highly effective
intervention and has an enormous potential to improve both maternal and child health.
According to study done in Hawassa among the pregnant women, 82.3% knew PMTCT of
HIV. Of these, 48.3% of the respondents knew ART drugs given for HIV-positive pregnant
mothers could reduce the risk of HIV transmission. Majority of the respondents, 90.1%,

knew that a child from HIV-positive mother need follow up at ART clinic(25).

Study conducted in Arba Minch showed that about 104 (92.0%) women knew that HIV can
be transmitted from an infected woman to her unborn child, and 102 (90.3%) knew that
PMTCT services were available in the health facilities. Twenty-seven (26.5%) women
recalled only two of the known preventive measures advocated by PMTCT services, 1.e. use
of available prophylactic antiretroviral therapy and avoiding breast-feeding of a newborn
baby. About 20 (17.7%) women explained that mother-to-child transmission of HIV could be
prevented solely by avoiding breast-feeding and 17 (15.0%) were aware that delivery in a
health facility, use of available antiretroviral therapy, and avoiding breastfeeding were all

measures that could prevent mother-to-child transmission of HIV(26).



PMTCT programs in the continent are still plagued by multiple problems. For instance, many
HIV positive pregnant women still face constraints in accessing ARV drugs because they

refuse to participate or are lost to follow up in existing programs(27).

Prevention of mother-to-child-transmission programs using the NVP protocol have been
introduced in several sub-Saharan countries. However, in many places uptake of HIV testing
has been disappointingly low among pregnant women, who have hence not had access to

available interventions to avert HIV infections in their infant(28).

According to the UNAIDS 2006 report, the PMTCT service utilization in Ethiopia is found
to be one of the lowest i.e. 3% coverage. In Ethiopia only 9.3% of the estimated numbers of
HIV positive pregnant women were provided with antiretroviral (ARVs) for PMTCT in

2011(10).

A study conducted in Awassa showed that 20% of the pregnant women attended in PMTCT
services centers got pretest counseling where 41% of the women received their NVP and
23.7% babies received NVP(29) . In Malawi when the HIV testing has been offered in an
opt-in approach, 45% of the positive women received NVP yet only 34% babies received
NVP. According to study result done in Awassa 9.8% (37/377) of the women had ever

utilized PMTCT services(29).

Similarly, in the Southern Region of Ethiopia, the trends in PMTCT utilization show a
decreasing percentage of babies receiving NVP (from 38% in 2003/4 to 27% in 2006/7)

despite an increasing percentage of women receiving NVP(29).



Various factors are affecting PMTCT service provision and utilization. Especially in poor
resources settings both the health care system and the socio-cultural factors are shown to be
barriers either for the service provision or utilization or for both (30). The enormous
constraints within the health care system directly affect PMTCT services provision as well as

utilization.

However, the lack of awareness among pregnant women about PMTCT is improving both in
urban and rural areas. According to the study done in Abidjan among those testing positive
for HIV, 83% of mothers and 78% of infants received nevirapine (31) .A study done in
southwestern Uganda showed that a problem commonly encountered in programs for
prevention of mother-to-child-transmission (PMTCT) of HIV in sub-Saharan Africa is low
rates of HIV test acceptance among pregnant women (32). The most common reasons
claimed for test refusal were: lack of access to antiretroviral therapy (ART) for HIV-infected
women (88%), a need to discuss with partner before decision (82%) and fear of partner’s

reaction (54%) (32).

The study conducted in eastern Uganda showed that barriers to antenatal HIV testing were
unavailability of voluntary counseling and testing services (44%), lack of HIV counseling
(42%) and perceived lack of benefits for HIV infected women and their infants (33). There
was a wide variation in workload among health facilities studied ranging from 8 to 147% for
RCH clinics providing PMTCT services and 11 to 82% for those clinics with RCH services

only (34).



According to research conducted in northern Tanzania women were more likely to bring their
partner for VCT if they collected their own test results, were living with their partner, had a
high monthly income and had expressed at enrolment the intention to share HIV results with
their partner (35). Another study done in eastern Uganda showed that barriers to male
involvement in the PMTCT programme were related to both the poor health system, to socio-

economic factors and to cultural beliefs (36).

A study conducted in Gondar town indicated that acceptance of provider-initiated HIV
testing and counseling was positively associated with greater number of antenatal care visits
[AOR (95%C1)=2.64(1.17,5.95)], residing in the urban areas[ AOR
(95%CI)=2.85(1.10,7.41)], having comprehensive knowledge on HIV [AOR
(95%C1)=4.30(1.72,10.73)], positive partners reaction for HIV positive result [AOR
(95%C1)=8.19(3.57,18.80)] and having knowledge on prevention of mother to child
transmission of HIV[AOR (95%CI)=3.27(1.34,7.94)], but negatively associated with
increased maternal age and education level (37). There was no difference in terms of
knowledge that mother-to-child HIV transmission can be prevented (Chi square p = 0.78)

between the rural and urban mothers (38).

According to study conducted in Uganda of the total 380 pregnant women, 323 (85%) of
whom accepted HIV testing. In multivariate analysis, testing site [OR=5.93(95%CI) (2.94-
11.98)], age between 30 and 34 years [OR=3.88(95%CI) (1.21-13.41)], mistrust in reliability
of the HIV test [OR=20.6(95%CI) (3.24-131.0)] and not having been tested for HIV
previously [OR=2.15(95%CI) (1.02-4.54)] were associated with test refusal. Testing sites

operating for longer durations had higher rates of acceptance. The most common reasons

10



claimed for test refusal were: lack of access to antiretroviral therapy (ART) for HIV-infected
women (88%; n_57), a need to discuss with partner before decision (82%; n_57) and fear of

partner’s reaction (54%; n_57)(39).

In study conducted in northern Tanzania on knowledge and utilization of PMTCT services
there were significant differences (p < 0.05) between the mothers attending antenatal care at
the rural and the urban clinics: the urban attendees were more knowledgeable in nearly all

subjects(40).

In SSA, partner involvement in PMTCT programs remains very low (16%-25%) and
therefore a major hindrance to PMTCT utilization since male involvement is a key factor in
women’s decision making with regard to utilization of health services. Some women who
have tested for HIV without their partner’s knowledge or consent have suffered Intimate
Partner Violence (IPV) and IPV has been attributed to young women acquiring HIV in these
settings(40).

Mother-to-child HIV transmission, as most health problems, includes factors that can be
viewed from a medical perspective as well as the socio-economic and cultural factors that
contribute to vertical transmission of HIV. In PMTCT programs addressing “root” factors of
mother-to-child HIV transmission could be important at one end and focusing on the
immediate factors is another approach. However, in order to have a coherent picture, what
we need is a conceptual framework that encompasses all of the major factors that facilitate

PMTCT service utilization

The following conceptual framework is developed upon reading of different literatures on
PMTCT service utilization because I didn’t get the standard one.

11



Factors Outcome

Individual
behavioral factors

e Knowledge,

Attitude and
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*  Accessibility
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e Utilization
* Ethnicity
e Marital status

Figurel. Conceptual framework of facilitating factors for Prevention of Mother —To-Child

Transmission of HIV Service Utilization among ANC attending Pregnant Women
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3. OBJECTIVE

3.1 General objective

» The main objective of this study was to assess the magnitude and facilitating factors
for PMTCT service utilization among ANC attendees in public health facilities in

Dire Dawa

3.2 Specific Objectives

1. To determine PMTCT service utilization rate by the pregnant women attending ANC
in public health facilities in Dire Dawa.
2. To identify facilitating factors for PMTCT service utilization by pregnant women

attending ANC in Dire Dawa.
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4. METHODS

4.1 Study area and period

Dire Dawa administration is one of the two city administration in Ethiopia and located at a
distance of 515km from Addis Ababa, capital city of the country. According to 2007
Ethiopian census projection for 2012/13, the current total population of Dire Dawa
administration is 396, 423 (58% residing in urban where as 42% residing at rural). It has 9
urban Kebeles and 38 rural Kebeles and 100% geographic access with primary health care.
Coming to distribution of health facilities by type in the administration, there are one
governmental and 4 private hospitals, 16 health centers, 5 higher clinics, 12 medium clinics,
&31 Health posts (governmental). It is the hometown for diverse people from different ethnic
and cultural backgrounds. According to EDHS 2011 ANC coverage of Dire Dawa was
59%(4). The ANC client load per month in each health center on average is 195 and in
hospital 510 per month. According to Ministry of Health report, Dire Dawa was one of the
highly affected urban areas by HIV/AIDS. The study was conducted from August 2013G.C.

to June 2014 G.C.

4.2 Study Design

A facility based cross-sectional study design with quantitative and qualitative data collection
methods was employed. During the survey, data were collected from February 2014 to
March 2014 G.C using structured questionnaires. As a supplement to quantitative data, in-

depth interviews were done in all study sites.

14



4.3 Population

4.3.1 Source population: The source populations were all pregnant women in Dire Dawa
Administrative town.

4.3.2 Study population: The study populations were all pregnant women attending ANC in
public health facilities in Dire Dawa Administrative town

4.3.3 Study participants: Those sampled pregnant women who visited the ANC clinic of

public health facilities during the data collection period.

4.4 Inclusion and exclusion criteria

» Inclusion Criteria:
-All pregnant women of child bearing(15-49 years) who came to public health facility
for antenatal care were included in the study.

» Exclusion criteria:
-Those women unable to communicate (those with hearing or speaking problem)

were excluded from the study.

4.5 Sample size determination and sampling technique

Sample size determination

Quantitative: Two outcome variables were used to calculate sample size. Epi info StatCalc
statistical software was used to calculate sample size based on the prevalence of PMTCT
service utilization. The sample size was determined by assuming a proportion (prevalence
estimate) of pregnant women attending ANC clinics of public health facilities who tested

HIV-positive (18%) and those who tested and received ARVs (9 %) in Addis Ababa and

15



9.8% in Awassa with 4% margin of error, 95% confidence interval of certainty (alpha = 0.05)
and 80% power. Based on this assumption, the actual sample size for the study was
computed using single population proportion formula as indicated below.

Where n = Sample size

Z oc/2 = critical value 1.96

P = proportion of pregnant women attending ANC clinics of public health facilities
who tested HIV-positive ARVs in Addis Ababa=18%

P= Proportion of pregnant women attending ANC clinics of public health facilities
who received ARVs in Addis Ababa= 9% and

P= Proportion of pregnant women attending ANC clinics of public health facilities
who utilized PMTCT services in Awassa= 9.8%

d = precision (marginal error) = 4%

Thus the sample size was

n=(Z,,)"*P1-P)

d2
nAA1=(1.96)°x0.18 (0.82)
(0.04)
=354.0 This sample size was found by using prevalence of PW attending
ANC and those tested HIV positive in Addis Ababa.
nAA2= = (1.96)’x0.09 (0.91)
(0.04)
=197 This sample size was found by using prevalence of PW attending ANC

and started ART use(those positive for HIV) in Addis Ababa.
nHA= (1.96)°x0.098 (0.902)
(0.04)
=212 This sample size was found by using prevalence of PW attending ANC utilized

PMTCT services in Hawassa.
The non-response rate (10%) = 10%%*354=35.4~35
100%

16



Total sample size (n total) = 354+35=389.0

The outcome variable with the largest sample size was finally taken.
To complement the findings from the qualitative study and to see factors facilitating PMTCT
utilization from the program perspective six in-depth interviews were conducted with

selected people working on PMTCT in their respective work places.

Sampling technique

A total of 17 health facilities under the scope of Dire Dawa Health Bureau are providing
PMTCT services. By simple random sampling (lottery method) a total of 5 health facilities (4
health centers and 1 hospital) namely, Melka Jebdu Health Center, Lagahare Health Center,
Addis Ketema Health Center, Gandakore Health Center and Dil Chora Hospital were

included in the study.

Sample size allocation for exit interview at each health facility was made proportionally
based on review of the flow of ANC attendees in each health facility in the preceding one

month of data collection period.

Proportional to population size for health facility=n/N*Nj

Where, n=The sample size calculated for the study

N=The summation of ANC attending PW per month before the study in all selected health
facilities

Nj=The number of ANC attending PW per month in each health facility

For Lega Hare health center the flow of clients per month was 240, so that by using
proportional to population size the sample size allocated for this health center was as follows:

17



LHC=n/N*NLHC=389/1290*240=73

For Melka Jebdu health center the flow of clients per month was 210, the allocated sample
size became as follows:

MHC=n/N*NMHC=389/1290*210=63

For Genda Kore health center the flow of clients per month was 185, the allocated sample
size became as follows:

G/KHC=n/N*NG/KHC=389/1290*185=56

For Addis Ketema health center the flow of clients per month was 150,the allocated sample
size became as follows:

A/KHC=n/N*NA/KHC=389/1290*150=45

For Dil Chora hospital the flow of clients per month was 505,the allocated sample size
became as follows:

D/HP=n/N*ND/HP=389/1290*505=152

Study participants were selected by systematic random sampling method. Every third
pregnant woman was included in the sample until the required sample size was fulfilled. The
participants (key informants) of the in-depth interview were purposively selected from

selected health facilities.

The following diagram shows the sampling procedures.
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DIRE DAWA HEALTH BUREAU
Total Health facilities in Dire Dawa=17

SRS
v v Y v v
LHC= MHC G/KHC A/KHC DHP=505
240 =210 =185 =150
PPS
\ 4 PPS \ 4 v v
73 63 56 45 152

Total sample size=389

Figure2 Schematic presentation of the sampling procedure

Where:

DHP- Dil Chora Hospital Systematic random sampling=1290/389=3
LHC-Lagahare Health center

MHC-Melka Jebdu Health center

G/KHC-Gandakore Health center

A/KHC-Addis Ketema Health center

SRS-Simple random sampling

PPS-Proportional to population size
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4.6 Methods of data collection

Quantitative data: A face- to- face interview technique was used for quantitative data
collection. The tool used was close and open — ended questionnaires. The survey
questionnaires was adopted from one of literature developed for similar purposes by different
authors with some modifications; it is then reviewed to suit the local condition (UNAIDS
best practice collection). The questionnaire was first prepared in English and then translated

into Amharic and back to English to ensure its consistency.

Five registered Nurses and one supervisor who can speak local languages (Amharic, Afan
Oromo and Somali language) proficiently were recruited. The responsibility of the supervisor
was checking whether the questionnaire was correctly completed or not together with
principal investigator. Training was given for 2 days on procedures, techniques and way of

collecting the data for data collectors and supervisor by principal investigator.

Qualitative data: There were six in-depth interviews, one in-depth interview at each health
facility and one in-depth interview with the head of PMTCT at Dire Dawa Regional Health
Bureau. In-depth interviews were conducted by principal investigator. While describing the
qualitative findings, quotations from the interviews are used. I used both tape recorder and
note book in order not to miss the answer given by the key informants. I attempted to hold

onto as much as what they have said by request the interviewees to speak slowly.
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4.7 Study Variables

Dependent variable: PMTCT service utilization

Independent variable:

e Socio-demographic and cultural factors (age, marital status, level of education,
occupation, ethnicity, religion )

e Individual behavioral factors (Knowledge and attitude about MTCT of HIV and
PMTCT)

e Health facility related factors (availability, accessibility)

e Structural factors (stigma and discrimination)

4.8 Operational Definition

e Antenatal care- It is care given to pregnant woman from conception to the time the
woman goes into labor.

e Counseling-A helping relationship which often involves clients telling information about
their current and past situations, opinions and inner most feeling.

e Facilitating factors of prevention of mother to child transmission of HIV service
utilization-- Individual characteristics or external factors that enable the pregnant women
to utilized the Prevention of Mother-to-Child HIV Transmission services.

e Mother-to-Child HIV Transmission - The act of passing HIV virus from HIV positive
mother to her baby during pregnancy, labor and delivery or breastfeeding.

e Partner- Anyone having sexual relations with the women in the study.

e PMTCT service utilization- The act of practicing or using services provided to a

pregnant woman to prevent mother-to-child transmission of HIV. This includes receiving
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counseling services or testing services for HIV or knowing her HIV status after the test or

receiving services such as ART prophylaxis (for those who are HIV positives).

4.9 Data analysis procedure

For quantitative data, the response was coded and entered into the computer using EPI info
version 3.5.4 statistical packages. Data was cleaned accordingly and exported to SPSS
version 21.0 for analysis. The analyses included: descriptive statistics, Chi square tests and
logistic regression. Mean, median, SD and ranges are used to describe some of the socio-
demographic and obstetric characteristics. The frequency distribution of dependent and
independent variables was worked out. In bivariate analysis Odds ratios were calculated to
determine the presence of associations of selected variables with the outcome variable.
Multivariate logistic regression was employed for variables which were significant in the
bivariate analysis to determine predictor variables on the outcome variable. Comparisons
were made with available findings in different literatures. For qualitative part, data was
edited, cleaned; color coded and organized using thematic framework. The result is presented

in narratives triangulated with the quantitative results.

4.10 Data quality management

Before going to data collection procedure, training on data collection instruments and
procedures of sample selection was given for data collectors and supervisors by principal
investigator. The survey questionnaire was pre-tested & the necessary arrangements &
corrections were made to standardize & ensure its validity. All completed questionnaires and
forms were checked for completeness and consistency and submitted to the supervisor on

daily basis and again checked for completeness and consistency. The quantitative and
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qualitative interviews were conducted separately in areas where privacy was ensured and

others could not overhear.

4.11 Ethical Consideration

Ethical clearance was initially obtained from AAU, College of Health Sciences, Research
and Ethical Committee of School of Public Health. A letter of support was secured from Dire
Dawa Regional Health Bureau and Dire Dawa Regional Health Bureau wrote a letter to
respective health facilities. Then, study permit was granted from each health facility in
accordance with the letter from Dire Dawa Regional Health Bureau. Verbal informed consent
was obtained from each study participant prior to the administration of questionnaire after the
purpose of the study was explained to respondent. Confidentiality was maintained by
omitting their personal identifications such as names were not recorded and the privacy was

ensured. So that the instruments and procedures were not cause affect the study subject.

4.12 Dissemination of result

Study result will be given to relevant bodies such as Addis Ababa University, College of
Health science; School of Public Health, Dire Dawa Health Bureau, Federal Ministry of
Health, Zonal and District Health Offices and partners sponsor the project.

Finally, Attempts will be made to present the results on scientific conferences and to publish

the results of the study on local and/or international journals.
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5. RESULT

Quantitative findings

Socio-demographic and obstetric characteristics of respondents

A total of 389 pregnant women attending antenatal care in Dire Dawa were approached. All
of them participated in the questionnaire interviews (i.e. response rate of 100%). Of the total
389 pregnant women attending ANC in Dire Dawa health facility, 60.9% (237/389) of the
women were attending ANC in Health Centers, while 39.1% (152/389) were attending ANC

in Dil Chora Hospital.

About 53.2% of the interviewed pregnant women aged between 25 to 34 years, 40.9%
between the ages of 15 to 24 years and 5.9% aged above 35 years. The mean age (£SD) of
the entire respondents was 25.8+5.1 years. Majority of the respondents were Muslim 63.8%

(248/389) followed by Orthodox Christian about 29.8 % (116/389).

The majority of the pregnant women 96.4% (375/389) were currently married. Of the total
pregnant women about in 45% (175/389) were Oromo ethnicity followed by Amhara 23.1%
(90/389). Of the total pregnant women, 78.9% had formal education at primary level or
above. Regarding occupational status of the respondents most of them were housewives
49.4% (192/389).From the total pregnant women who estimated average monthly income
74% (288/389) earned greater than or equal to 1000 ETH Birr. Table 1 shows the socio-
demographic characteristics of pregnant women attending ANC in public health facilities in

Dire Dawa.
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Tablel. Socio-demographic characteristics of the pregnant women attending ANC in public

health facilities, Dire Dawa, 2014

Variables Frequency(n=389) Percentage (%)
Type of health facility

Health center 237 60.9
Hospital 152 39.1
Age in years

15-25 159 40.9
25-34 207 53.2
35+ 23 59
Religion

Muslim 248 63.8
Orthodox Christian 116 29.8
Others 25 6.4
Marital status of the participant

Currently married 375 96.4
Currently not married(single, divorced and 14 3.6
widowed)

Ethnicity

Oromo 175 45.0
Ambhara 90 23.1
Somali 52 13.4
Others 72 18.5
Educational status

[lliterate 82 21.1
Literate 307 78.9
Occupation

Housewife 192 49.4
Merchant 112 28.8
Government employee 63 16.2
Others 22 5.7

25



Means of transportation

Bajaj 207 53.2
On foot 124 31.9
Others 58 14.9

Average monthly income in Birr

<1000 ETH Birr 100 26
>=1000 ETH Birr 288 74
Obstetric History

Concerning the obstetric history of the pregnant women, majority of the respondent 71.2%
(277/389) reported that they have had two or more ANC visits. Concerning the Gestational
age, majority of the pregnant women 60.2% (234/389) were reported a gestational age more
than 25 weeks while 40.1% (156/389) reported having three or more pregnancies and 79.7%
(310/389) reported to have two or less alive children currently. Table 2 shows obstetric

history of the pregnant women attending ANC in public health facilities in Dire Dawa.
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Table2.Obstatric histories of the participants attending ANC in public health facilities, Dire

Dawa Administrative town, 2014

Variables Frequency(n) Percentage (%)
Number of ANC visit

One 112 28.8

Two or more 277 71.2

GA of the current pregnancy

<12 25 6.4
12-24 130 33.4
25+ 234 60.2
Number of pregnancy

One 112 28.8
Two 121 31.1
Three or more 156 40.1
Number of alive children

Two or less 310 79.7
Three or more 79 20.3
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Knowledge and attitude of pregnant women about MTCT of HIV and

PMTCT

The majority of the respondents 78.9% (307/389) replied that HIV could be transmitted from

mother to child of whom 93.8% (288/307) knew that MTCT can be prevented.

From the pregnant women attending ANC clinic who knew about MTCT of HIV, 46.9%
(144/307) had awareness about the fact that MTCT can occur during pregnancy, 39.1%
(120/307) during labor and delivery and 43.9% (135/307) through breast feeding. About
6.2% (19/307) of the pregnant women did not know the correct ways of HIV transmission
from mother to child although they reported the possibility of transmission. This awareness
was associated with age of the pregnant women [AOR= 4.4(95%CI) (2.6-7.6)], educational
status of the husband [AOR =9.9(95%CI) (4.5-21.4)] and having awareness about PMTCT
[AOR =8.4(95%C1]) (4.9-14.5)]. The interpretation for the above mentioned values included,
those pregnant women who aged between 25-34 years were 4.4 times more likely to have
awareness about MTCT of HIV than others age groups (15-24 and >35 years of age).Those
pregnant women with literate were 9.9 times more likely to have awareness about MTCT of
HIV. Those pregnant women who have awareness about PMTCT were 8.4 times more likely

to have awareness about MTCT of HIV.

Among the women who knew about PMTCT, 82.3% (237/288) were aware of the
availability of prophylactic ARV drugs, 19.8% (57/288) informed about avoiding breast
feeding to prevent MTCT, 9.0% (26/288) knew that safe delivery practice (such as cesarean

section) can prevent MTCT, and 1.0% (3/288) of the respondents reported that avoiding any
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contact with their child prevent MTCT of HIV and 5.6% didn’t know the exact prevention
methods. The awareness on PMTCT was associated with educational status of the pregnant
women [AOR =0.12(95%CI) (0.02-0.72)], educational status of husband [AOR=
0.19(95%CI) (0.045-0.84)], have awareness about MTCT of HIV [AOR=4.26(95%CI) (2.16-
8.38)] and having information about VCT [AOR=4.56(95%CI) (1.68-12.39)].

That means those pregnant women who have awareness about MTCT of HIV were 4.2 times
more likely to have awareness on PMTCT. Table 3 shows knowledge on MTCT of HIV and

PMTCT by pregnant women attending ANC in public health facilities in Dire Dawa.
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Table3. Knowledge on MTCT of HIV and PMTCT by pregnant women attending ANC in

public health facilities, Dire Dawa, 2014

Variables Frequency(n)  Percentage(%)
Have awareness about MTCT of HIV(n=389)

Yes 307 78.9
No 82 21.1
Expected time of MTCT of HIV reported by

pregnant women

During pregnancy 144 46.9
During delivery 120 39.1
During breast feeding 135 43.9
Knowing all means of transmission 27 8.7
Did not know the correct time of transmission 19 6.2
Have awareness about PMTCT (n=288)

Yes 288 93.8
No 19 6.2
Methods of PMTCT reported by pregnant

women

Aware of availability of ART prophylaxis 237 82.3
By avoiding breast feeding 57 19.8
Use of safe delivery(aware of cesarean section) 26 9.0
Knowing all methods of prevention 7 24
Didn’t know the exact prevention methods 16 5.6
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From the total pregnant women, about 74.3% (289/389) of the pregnant women discussed
with their counselors about having HIV test, 14.4% (56/389) about HIV test results, 11.6%
(45/389) about issues arising from HIV test result and other issue 16.7% (65/389). About
21.9% of the participants had discussions with the counselors on issues associated to MTCT
and PMTCT. Of the total pregnant women, 84.1% (327/389) reported that they had
discussions with their partners about issues related to ANC services and HIV testing.
Generally 88.7% of the pregnant women replied that their partners have positive attitudes

towards ANC services and HIV testing.

Utilization of PMTCT services by antenatal care attendees in Dire Dawa

HIV counseling and testing by pregnant women

Of the 389 interviewed pregnant women, 372(95.6%) reported that they were tested for HIV
in the current pregnancy. Only 4.4% of the respondents reported that they were not tested for
HIV. The main reasons raised by pregnant women who were not tested for HIV included fear
of rejection by husband 35.3% (6/17), fear of stigma 35.3% (6/17),fear of being positive for
HIV 11.8% (2/17) and lack of awareness 17.6% (3/17). Out of those pregnant women who
were tested for HIV, about eleven (3%) were sero-positive. From the total eleven (3%) HIV

positive pregnant women, nine (81.8%) of them were linked to ART service.
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Lack of awareness — 17.60%

Fear of being positive for HIV _ 11.80%
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Reasons of refusal for HIV test

%

Figure3.Reasons cited by pregnant women who were not tested in public health facilities in

Dire Dawa, June 2014

Of the pregnant women who knew their husband’s HIV status, about 71.5% (278/389)
reported that their husbands were tested for HIV in current pregnancy and 28.5% (111/389)
of participants’ husbands were not tested. The pregnant women reported reasons why their
husbands were not tested for HIV. The reasons included shortage of time 79.2% (88/111),
fear of rejection 9% (10/111), fear of stigma 1.8% (2/111) and fear of being positive for HIV
13.5% (15/111).Table 4 shows reasons reported by pregnant women why their husband’s

were not tested for HIV.
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Table4. Reasons reported by pregnant women why their husband’s were not tested for HIV

Variables Frequency(n) Percentage (%)

Husbands HIV status reported by

pregnant women

Yes 278 71.5
No 111 28.5
Reasons why their husbands were not

tested for HIV reported by the pregnant

women

Shortage of time 88 79.2
Fear of rejection 10 9
Fear of stigma 2 1.8
Fear of being positive for HIV 15 13.5

The qualitative finding also supports the above findings in quantitative study;

“Most pregnant women are not willing to disclose their status to their husbands/partners due
to fear of divorce and stigma, almost all mothers were counseled and tested alone without the
involvement/knowledge of their male partner, even if she accepts the test result he is not

voluntary to come to the facility” (Key informant from Dil Chora hospital).

Regarding number of ANC visit, majority of the pregnant women 71.2% (277/389) had more
than two ANC visits. Of the total pregnant women, about 78.7% (306/389) reported that they
came to the health facility by their own decision, 12.9% (50/389) referred, 4.1% (16/389)

initiated by their friends and 4.3% (17/389) by chance.

Time spent for waiting and discussion with counselor was also asked and 77.9% (303/389)
reported waiting time for the service took greater than 10 minutes. About 73% (284/389) of

the participants reported time spent with counselor took greater than 15 minutes.
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Of the pregnant interviewed, 77.4% replied that the time they spent during the visit was

reasonable, and 19.8% reported that it was too long.

Concerning satisfaction of pregnant women with services they received from the health
facility, nearly all women 99% were generally satistied with the service they had during the
current visit of the health facility. Of the pregnant women interviewed, about 93.1% reported
adequacy of privacy and confidentiality during service provision. About 17.5% of the
respondents replied that they wished to have a different counselor than the current one. Of
the total participants, about 76.1% preferred to have the same counselor before and after the

test.

Of the total participants 17% of the respondents were not interested in HIV testing and about
4.4% of them preferred not to have a discussion about HIV/AIDS during ANC visit.
The respondents also interviewed about whether they came back or not, about 87.9% of them

replied that they will come back to the health facility for ANC service.

Factors associated with PMTCT service utilization

About 95.6% (372/389) counseled mothers were tested for HIV. The prevalence of HIV sero-
positivity among ANC clients was low, 11 (3%). Of all HIV positive pregnant women 81.8%

(9/11) were provided ART prophylaxis.

In bivariate analysis, association of socio-demographic variables and other factors, and HIV
counseling and testing were assessed. Literate women were 3.6 times more likely to accept
HIV testing as compared to illiterate ones [COR=3.6(95%CI) (1.3-9.5)]. Pregnant women

who had literate partners were 5.1 times more likely to accept HIV testing
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[COR=5.1(95%CI) (1.7-15.6)]. Those pregnant women whose current partner tested for HIV
were 4.9 times more likely to accept HIV testing [COR =4.98(95%CI) (1.8-13.8)].Those
women whose husband had positive attitude towards ANC and HIV testing were 8.3 times
more likely to accept HIV testing [COR=8.3(95%CI) (3.0-22.8)] .Pregnant women who
were aware about PMTCT were 4.4 times more likely to accept HIV testing [COR=4.4
(95%CI) (1.6-11.9)].Pregnant women with high average monthly income were 5.7 times
more likely to accept HIV testing [COR=5.74(95%CI) (2.1-15.9)]. Women who have
awareness about the availability of ART prophylaxis were 3 times more likely to accept HIV
testing [COR=3(95%CI) (1.1-8.3)].Pregnant women who had information about MTCT of
HIV were 4.6 times more likely to accept HIV testing [COR=4.6(95%CI) (1.7-12.3)].
Pregnant women who had information about VCT were 8.5 times more likely to accept HIV
testing [COR=8.5(95%CI) (3.1-23.5)]. Those pregnant women having same counselor for
discussion before and after testing were 3.9 times more likely to accept HIV testing
[COR=3.9(95%CI) (1.4-10.3)].

After controlling the effects of cofounders in multivariate logistic regression analysis,
pregnant women with high monthly income were 3.7 times more likely to accept HIV
testing as compared to pregnant women with lower monthly income [AOR =3.7(95%CI)
(1.2-11.5)]. Pregnant women who have awareness about VCT were 4.4 times more likely to
accept HIV testing [AOR=4.4(95%CI) (1.1-17.6)]. Those pregnant women who preferred
having of same counselor for discussion before and after the test were 3.6 times more likely

to accept HIV testing [AOR=3.6(95%CI) (1.2-10.7)].
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Table5. Bivariate and Multivariate logistic regression analysis of PMTCT service utilization

among ANC attending pregnant women in public health facilities, Dire Dawa city, 2014

Variables Utilized Not utilized
PMTCT PMTCT COR(95%CI) AOR(95%CI)
Educational status of the
participant
Literate 298 9 3.6(1.3-9.5) 0.53(0.1-2.5)
Illiterate 74 8 1 1
Having information about
VCT
Yes 337 9 8.5(3.1-23.5) 4.4(1.1-17.6)
No 35 8 1 !
Current partner tested for
HIV
Yes 272 6 4.98(1.8-13.8) 1.7(0.4-7.2)
No 100 11 1 1
Husband positive attitude
towards ANC and HIV testing
Yes
No 336 9 8.3(3.0-22.8) 2.5(0.6-10.7)
36 8 1 :
Educational status of the
husband
Literate 344 12 5.1(1.7-15.6) 1.5(0.3-7.1)
[lliterate 28 5 1 1
Having awareness about
PMTCT
Yes 281 7 4.4(1.6-11.9) 1.8(0.2-15.8)
No 91 10 1

1

36



Average monthly income
>=1000 Birr
<1000 Birr

Having awareness about
MTCT of HIV

Yes

No

Having awareness about
availability of ART
prophylaxis

Yes

No

Having same counselor for
discussion before and after
testing

Yes

No

282
90

299
73

231
141

288
84

STHZI-159) 394115
| 1

46(17-12.3)  1804.72)
1 1

3(1.1-8.3)
1

0.52(0.1-3.8)
1

3.9(1.4-10.3)  3.6(1.2-10.7)
1
1
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6. DISCUSSION

The main aim of PMTCT is to reduce the transmission of HIV infection from HIV infected
mothers to children. To achieve this aim the service has to be available to be used by

pregnant mothers.

This section describes the findings of the study and has been grouped into; the magnitude of
PMTCT service utilization (HIV counseling and testing and ART linked), and factors that

facilitate PMTCT service utilization.

In this study, it is demonstrated clearly that counseling and testing is acceptable to pregnant
women and well adopted by study participants. Likewise, 372 (95.6%) of the pregnant
women attending ANC in this study had undertook counseling and testing at the time of the
study. The high level of counseling and testing and its uptake among the participants was
different from the study reported from Gambella (75.6%), Gondar (82.5%) and Uganda
(85%) (27,32, 36). This findings are comparable with those similar studies in Addis Ababa
(93.8%), Arba Minch (100%), and Tanzania (98%) (13,34,39). The justification for the lower
counseling and testing for HIV in Gambella, Gondar and Uganda are due to lower
educational status of the pregnant women compared to pregnant women attending ANC in
Dire Dawa. The explanation for the high HIV counseling and testing in Dire Dawa and others
similar studies are because of high educational status of the pregnant women, had more than

one ANC visits and their ages were above 25 years.

The findings of the survey show that about 88.9% of the antenatal attendees had awareness

on VCT in antenatal settings in contrast with findings reported in Uganda (33). In Uganda,
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utilization of HIV testing in antenatal settings was found to be 4% in a household survey of

women with infants where 97% of the women had attended antenatal care (1).

Very few respondents reported that they were not tested (4.4%). Fear of rejection by
husband, fear of stigma, fear of being positive for HIV and lack of knowledge were factors
cited as reasons for pregnant women not to undergo HIV testing. More than 96% of the HIV
tested women had three or more number of consultations to the health facility. Almost all
women who made three or more visits to the health facility were tested for HIV, indicating

that as the number of visits increases the chance of receiving HIV testing increases.

Among the pregnant women attending ANC in public health facilities in Dire Dawa, those
with positive test result were very low (11/372) but out of those positive pregnant women
about 81.8% (9/11) linked to ART service which is higher as compared to most of the studies
done inside and outside the country. This finding is higher than most of studies done in
Ethiopia; Addis Ababa (9%), Hawassa (9.8%) and Jimma (1.1%) among pregnant
women(13,24,37) but comparable with the study conducted in Resource limited setting
(75%)(38). The justification for the high prevalence in this study is the pregnant women have
awareness about PMTCT and availability of PMTCT services. The explanation for the low
PMTCT service utilization in Addis Ababa and Hawassa are due to time variation and the

delivery of PMTCT services was not strong as recent time.

Of the total pregnant women (78.9%) replied that HIV could be transmitted from mother to
child and these findings are higher than study done in SNNPR (60.7%)(20), but lower than

study conducted in Arba Minch (92%), Addis Ababa (90.3%), Hawassa (95.5%), and
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Tanzania(98%) among pregnant women(13,21,24). The reason for the case of SNNPR is
because of low educational status by the pregnant women, most of the participant’s
educational status are within primary and below level. The justification for the above
mentioned studies for high awareness about MTCT of HIV are due to high educational status
by the participants and high antenatal care visits. In this study awareness about MTCT of
HIV is related to educational status of the husband and having information about PMTCT.
Women’s awareness of transmission of HIV from an infected woman to her child is contrary
with the magnitude of voluntary counseling and testing. Pregnant women who reported that
they should have testing for the sake of knowing their own HIV status did not show an
understanding of the importance of voluntary counseling and testing during pregnancy. This
indicates that women need to be well informed about the possibility of transmission of HIV

across the placental barrier to increase their confidence in voluntary counseling and testing.

In this study awareness on the main ways of MTCT of HIV by pregnant women were 46.9%
during pregnancy, 39.1% during labor and delivery and 43.9% during breast feeding which is
lower than study done in Northern Tanzania (during pregnancy 61.5%, during delivery
97.2% and during breast feeding 99.8%) .The justification for this difference is because of
high ANC follow up in Tanzania about 87.8% while in Dire Dawa (43.2%) among pregnant

women.

In this study about 93.8% of pregnant women knew that MTCT of HIV can be prevented
which is comparable with the study conducted in Arba Minch and Nakuru Kenya among

pregnant women, (90.3%) and (90.8%) respectively (21, 40) but higher than study done in
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Malawi (75%) and in Hawassa (82.3%)(20,22). The explanation for this difference is in case

of Malawi there are lower level of awareness about VCT (97.3%) and MTCT of HIV (92%).

In this study in bivariate analysis there is an association between PMTCT service utilization
and some independent variables like educational status, monthly income, having awareness
about PMTCT, having husband with positive attitude towards ANC and HIV testing and
current partner tested for HIV. In multivariate logistic regression analysis, there is statistical
significance between PMTCT service utilization and independent variables after controlling
for cofounders. Pregnant women having high monthly income were more utilized PMTCT
services as compared to those with low monthly income. Those pregnant women who have
awareness on VCT were more utilized PMTCT services. In addition those pregnant women
who preferred to have same counselor for discussion before and after the test more utilized
PMTCT services as compared to other. But because of different setting the factors that
influence PMTCT service utilization differs (i.e. the factors that used as facilitating factors in

Hawassa might not be a factor in Dire Dawa).
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Strengths and limitations of the study
Strengths

Strengths of the study include the use of mixed methodology. 100% response rate
Limitations
As this is a cross sectional study design establishing causal relationship is impossible in this

study.

The second limitation of the study is that interviews were conducted within health facilities,
so that it is possible that relatively high levels of satisfaction reported by respondents because
clients are not willing to express negative opinions about the services when interviewed at

health facility.

Thirdly, the findings are not generalizable to all pregnant women in Dire Dawa because it is

based on self selected participants.

The fourth limitation is there may be self selection bias by pregnant women to come to the
public health facilities or those pregnant women who knew their HIV status may not come
for ANC check up until delivery. Only those women who knew that they are negative for

HIV might come to health facility.
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7. CONCLUSIONS AND RECOMMENDATIONS

Conclusions

In general utilization of PMTCT services at ANC clinic was found to be high both in terms
of HIV testing and ART use by pregnant women in Dire Dawa. Having awareness about
VCT by the pregnant women, having high average monthly income and preferring to have
same counselor for discussion before and after the test were facilitating factors for utilization

of PMTCT services.

In addition the qualitative findings show the need for improvement of the services in areas
like partner involvement, increasing community awareness about MTCT of HIV and

PMTCT, including involving traditional healers.
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Recommendations

Based on the study findings, the following activities are recommended to be achieved by the

following bodies;

For Programmers/Stakeholders

» Promote male involvement in maternal health services particularly focusing on ANC
and PMTCT services.

» Opverall coverage improvement has to be through service expansion to the primary
health care units by integrating maternal and child health care services and increasing
partner and community awareness for better utilization.

For Researchers

> Further research is needed on determinants of PMTCT services.
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Annexes

Annex [: Informed consent and data collection tools

Section 1: Informed consent

Information on the purpose of the study

Hello! My name is and I am working on the study about facilitating

factors to PMTCT service in Dire Dawa. The aim of this study is to assess facilitating factors
to the PMTCT service and its acceptability by pregnant women attending public health
facilities to find out solutions to improve the service. I would very much appreciate your
participation in this study. The study participants will be all pregnant women visiting public
health facilities. Participation in this study is voluntary, and you have the right to withdraw at
any time, not to answer any individual question or all of the questions. However, I hope that
you will participate in this study. There will be no risk for any response that you are going to
give me. Your name and address will not be recorded on the questionnaire. Therefore, your
honest and real responses are very important to rely on for better decision making. The
information which you provide us will be a feedback for both the governmental and non-
governmental organizations to improve the quality of PMTCT services. It will take you
between 15 and 30 minutes to complete the questionnaire. Whatever information you provide
me will be kept strictly confidential, and the privacy will be ensured.

At this time, do you want to ask me anything about this study?

Client Consent Form

I am informed all about the purpose and benefit of the study and I have understood that no
information about me will be exposed to other party. After taking all the above into
consideration, I the undersigned have:

1. Agreed to participate in the study. If so, Continue

2. Disagreed to participate in the study. If so, Say “Thank you” and discontinue.

Data collector’s: Signature date
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Section 2: Data collection tools

PART I: —Socio-demographic characteristics

Name of health institution:

Interview date in G.C.:

Name of the interviewer:

Questions

Coding categories

Skip

Code

Type of health facility

1.Hospital
2.Health center

How old are you?

Completed years of age

Years.

What is your religion?

1. Orthodox

2. Muslim

3. Protestant

4. Catholic
5.0thers,specify)

What is your marital status?

1. Married

2. Single

3. Divorced

4. Widowed

5. Others, specify

What is your educational status?

1. lliterate

2. Illiterate, but able to write
and read

3. Grade 1-6

4. Grade 7-12

5. College and above

What is your ethnic group?

1. Oromo

2. Amhara
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3. Guraghe
4. Tigre
5.Somali

6. Others, specify

7. What is your occupation? 1.Housewife
2. Merchant
3. Government employee
4. Student
5. Daily laborer
6. Others, specify
8. What is your husband’s educational 1. Iliterate
status? 2. Illiterate, but able to write
and read
3. Grade 1-6
4. Grade 7-12
5. College and above
0. What is your average monthly income? l.——— Birr
2.0thers,
specify
10. | What means of transportation did you use | 1.private car
to come to this health facility 2.bus
3.bajaj
4.0n foot
5.0thers,specify
11. What amount of time did it take you to minutes
reach this health facility from your I don’t know
home?
12. | Is this facility convenient to you to Yes 1
continue your care here in the future? No 2
13. How many weeks pregnant are you now?
14 How many pregnancies do you ever had?
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15 How many living children do you have?
16. Have you talked to your counselor today about: Yes No
e Having an HIV test
e Receiving test results
e Issues arising from an HIV test taken Some
time ago
e Other issues (specify)
17. | Do you know that HIV can be transmitted froma | Yes 1
mother to her child? No 2
[ don’t know
18. | If the answer to Q.17 is “Yes”, When can HIV be | 1. During pregnancy
transmitted from a mother to her child? 2. During child birth
3. After child birth
during breast feeding
I don’t know
Others,specify
19. | Do you have information about VCT? Yes 1
No 2
20. | Which time is appropriate to have VCT? 1.Any time
2.At marriage
3.After unsafe sex
4.During pregnancy
5.0thers,specify
21. | Have you heard about PMTCT? Yes 1 If “No”
No 2 pass  to
Q.23
22. What ways of prevention do you know? 1.ART Prophylaxis

2.Avoid breast
feeding
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3.Cesarean section

4.Avoid any contact

with the child
23. Have you discussed with your counselor today Yes No
about:
CJHIV/AIDS
[lInfant feeding practice
OMTCT & PMTCT
24, ‘Have you discussed with your current partner Yes 1
about ANC service and HIV testing No 2
Nocurrent partner 3
25. Is your current partner positive about ANC and | Yes 1
HIV testing? No 2
26. | Are you tested for HIV in your current pregnancy? | Yes 1 If “Yes”
No 2 Pass to
Q.28
27. If “No”, what is your reason for not being tested? | 1. Fear of rejection
by my
partner/husband
2. Fear of stigma and
discrimination
3.fear of being tested
positive for HIV
4.0Others, specify
28. Did you collect your test result? Yes
No
20. If the answer to Q.28 is yes, what is your current HIV Positive
status? Negative
30. After knowing your status were you linked to PMTCT | Yes
services? No
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31. Is your current partner tested for HIV in the time Yes 1
of your current pregnancy? No 2
32. | If “NO”, what is his reason for not being tested? 1. Fear of rejection
by me
2. Fear of stigma and
discrimination
3. fear of being
tested positive for
HIV
4. 1don’t know
33. | Do you think that ANC, institutional delivery and | Yes_ 1
postnatal care have significance in prevention of No 2
HIV from mother to child?
34. | Why did you come to the ANC clinic? 1. For ANC checkup
2. To test for HIV
3. To receive treatment to
protect my baby from HIV
35. | How many visits have you made to your counselor at _ Visits
this clinic?
36. | Are you happy with the session you had | Yes 1
today? No 2
37. | How did you first come to this health 1. by myself
facility? 2. Referred (specify by
whom)
3. partners/friend
4. by chance
5. others,specify
38. | How much time did you spend: (in minute)

[1Waiting to see your counselor today minute
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[JIn the session with your counselor minute
Today
=  Waiting to get HIV test result minute

39. Would you say that the amount of time you Toomuch 1
spent was: Just right
(reasonable) 2
Too short 3
40. Are you satisfied with the technical competence of the | Yes 1
counselor? No 2
41. | Did you feel comfortable with your counselors Yes 1
handling of the client? No 2
42. | Was there enough privacy during your counseling? Yes 1
No 2
43. | Do you wish you had a different counselor (different Yes 1
sex, older, younger)? No 2
44. | Were you able to see the same counselor for discussion | Yes 1
both before and after the test? No 2
45. | Is there anything you did not like during the discussion | Yes 1
about HIV/AIDS? No 2
If yes, please what is it?
46. Would you have preferred that HIV/AIDS not be Yes 1
discussed during your antenatal visit? Why? No 2
47. Would you come back to this clinic for your care? Yes 1
No 2
48. If a friend or relative were in a similar position to you | Yes 1
before you came to the service, would you recommend | No 2
that he/she came to the service?
IfYes,why?  IfNo, whynot?
49. | What do you suggest to be improved about health care | Yes-1
services given in this facility? No-2
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51.

If the answer to Q.47 is yes, what? Specify

52.

Did you or your partner use condom during sexual

intercourse in this pregnancy?

1. Yes, every
time

2. Yes, a few
times

3. Yes, once or
twice

4. Not at all
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Exit interview Questionnaire in Amharic Version
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Annex II: Key informant in-depth interview guide on quality of PMTCT
services.

Information sheet

Informed Consent

Introduction: Hello, iam Aliya Nuri, I came from Addis Ababa University, School of Public
Health. I am going to conduct study on facilitating factors to the prevention of mother-to-
child transmission of HIV in Dire Dawa. So, I am here to collect information about
facilitating factors to the prevention of mother-to-child transmission of HIV (PMTCT)
service utilization in Dire Dawa. The purpose of this study is to assess factors that favor the
effective provision and utilization of PMTCT services.

Participation in this interview or discussion is based on your willingness; you can withdraw
from the discussion or study at any time. I would very much appreciate your participation in
this study. In addition, your personal identification will not be recorded or written. The
interview data will be handled by me and my advisors only.

I will assure you that whatever information you are providing me will only be used for the
study purpose .While iam collecting the data it is difficult to write down everything, therefore
I will tape record our discussion. Finally, if you have any questions please ask either during

the interview or afterwards. I greatly appreciate your taking time to speak with me.

Are you willing to participate in the study?
If yes, proceed; if no, thank and stop here.

(Signature of interviewer certifying that respondent has given informed consent verbally)
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Key informant in-depth interview guide on quality of PMTCT services.
Name of the health facility:

Health facility type (health center or hospital):

Date of interview:

Position of respondent:

Section II. Interview Guiding Questions
Guide Questions
1. Can you please tell me how do you understand facilitators to maternal health
services?
2. How do you explain the facilitators to the implementation of PMTCT services in
Dire Dawa ?
Probe:
e Determinants
e Any change over time
¢ Any new institutional intervention strategies to reduce the barriers

3. Can you please tell me the major barriers that affect PMTCT service in your area?

e Acceptance of services by users
e Related to providers
e Provider’s professional competence
e Facilities, equipment and supplies
e Supervision
e Others
4. What do you think about the status of community PMTCT interventions in your
locality?
Probe:
e TBA, Mothers Group
5. What changes have been brought by urban health extension workers?
Probe: PMTCT acceptance and service utilization
6. What should be done to reduce or avoid barriers to PMTCT services in your

locality?
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Probe:
e Advocacy to scale up the acceptance of PMTCT services
e Ongoing training and supervision for providers
e Infrastructure strengthening and provision of equipment and supplies and others

7. Who do you think is responsible to reduce the factors that affect PMTCT service
programs?

8. To support the PMTCT program, is there any a community support group or
organizations for pregnant HIV positive woman? If yes, mention them.

9. PMTCT service is given at the health facilities in Dire Dawa; do you think that most
beneficiaries are utilizing this service? If yes, what are the pulling factors to these
services? If not, what are the pushing factors? Why?

10. To maximize the PMTCT service utilization what do you recommend.

11. In your opinion, what are the factors that affect pregnant women’s PMTCT service
utilization at the health facilities?

12. What are the major problems that you experience working as a counselor?

13. How do you see your role in PMTCT? What does counseling involve?

14. What do you say to the women about:

a. PMTCT

b. Disclosure

c. Partner involvement
d. Infant feeding

e. Nevirapine

f. Sex

Backeround of the respondents

General Information about Key Informants

Key Age Sex Professional Position PMTCT | Year of
informant (yrs) background training experience
Thank You!
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General information about key informants

Key Sex Educational Position Year of Taking

informant | Age background experience | PMTCT
as training
counselor

1 28 Male Midwife Head of ANC at HC | 2 years Yes

2 37 Female Midwife Head of ANC at HP 8 years Yes

3 24 Male Midwife Head of ANC at HC | 1 year No

4 23 Female Midwife Head of ANC at HC | 2 years Yes

5 30 Female Midwife Head of ANC at HC | 6 years Yes

6 40 Female Nurse Head PMTCT at | 12 years Yes

Dire Dawa RHB

Note: HC-Health center

HP-Hospital
RHB-Regional Health Bureau

Main themes highlighted as facilitating factors to PMTCT utilization by 6 Key informants in
Dire Dawa, 2014.

Theme

Description

Increasing partner

involvement

Most of the health professional reported partner testing as a
big Problem. Increasing husband participation in PMTCT
service 1s essential.

2. Increasing awareness | Awareness creation about MTCT of HIV and PMTCT by
of the community the community giving health education for the community
including partner, so that the pregnant women may be
comfortable to come to the health facility.
3. Increasing There are geographic barriers for some rural area around,
- Dire Dawa where there are no taxis even difficult for
accessibility .
ambulance at time of labor.
4. Involving traditional | Most of pregnant women have knowledge on

healers

PMTCT services but they do not practice when they go
home, the reason is just there are traditional healers
who discourage them.
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