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Background – Mother to child transmission remains the most significant route of HIV infection 

among children. For the prevention of mother to child transmission of HIV a package of services 

including HIV counseling and testing, provision of antiretroviral prophylaxis drugs for mothers 

and babies, safe delivery practices and infant feeding counseling is made available. The 

effectiveness of PMTCT program largely depends on utilization of prophylactic antiretroviral 

drugs by the women and their babies.  

Objective: This study was intended in general to assess the uptake of antiretroviral prophylaxis 

among HIV positive parturient women (and specifically to determine the magnitude of 

antiretroviral prophylactic uptake, to describe factors affecting the uptake and to describe the 

extent of partner involvement) in South Wollo Zone, East Amahra Region, Northeast Ethiopia 

.Methods: Institution-based cross sectional study was conducted among 356 HIV positive 

pregnant women at five selected health facilities in South Wollo Zone,East Amhara Region, 

North east Ethiopia between January 2010 and March 2011. All clients were interviewed until 

decided sample size obtained. Descriptive statistics was used to assess uptake of antiretroviral 

prophylaxis. Associated factors with uptake were assessed using odds ratios and 95% 

Confidence Intervals. Four in-depth interviews/among PMTCT services counselors and Woreda 

Health Office PMTCT coordinators/ were conducted to complement the quantitative survey. 

Result - Of 356 HIV-positive pregnant women interviewed, 151(42.4%) started antiretroviral 

prophylaxis, 101(28.4%) were initiated on combination ART and clinical care beyond PMTCT. 

Thirty two (8.9%) their gestational age was less than 28 weeks.  72(20.2%) did not start 

antiretroviral prophylaxis at their 28 weeks of gestational age.  

Conclusion- -Accessibility of comprehensive PMTCT services have paramount benefits in effective 

implementation of ARV prophylaxis uptake. Much of significant associations between variables did not 

show. It might be related to limitation of study design used. Stigma was not considered as a barrier for 

ARV prophylaxis in this particular study area. 

Key words – HIV-positive pregnant woman, PMTCT, ARV prophylaxis.  
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1. Introduction  

1.1 Background 

The human immune deficiency virus /HIV/ pandemic is one of the most serious health crises the 

world faces today. AIDS has killed more than 25 million   people since 1981 and an estimated 

38.6 million people are now living with HIV, of whom about 2.3million  are children.  Globally, 

around 11% of HIV infections are among babies who acquire the virus from their mothers. In 

2008, around 430,000 children aged 14 or younger become infected with HIV. More than 90% of 

these newly infected children are babies born to women with HIV, who require the virus during 

pregnancy, labour or delivery, or through their mother’s breast milk. Over nine-tenths of such 

transmission  occur in sub-Saharan Africa. Current estimate suggests that 600,000 children are 

newly  infected  annually world wide and over 200,000 children below age 5 are living with the 

virus in Ethiopia. Drugs are available to minimize the dangers of mother to child HIV 

transmission, but these are still often not reached to the places where they are most needed (1). 

In most infected women, HIV does not cross the placenta to the fetus, and the placenta may 

actually shield the fetus from HIV.. However; if the mother has placental infection during 

pregnancy, or if the mother has advanced immunodeficiency associated with AIDS, this 

protection from the placenta may break down (1). Many infants who acquire HIV during labour 

and delivery do so by sucking, imbibing, or aspirating maternal blood or cervical secretions that 

contain HIV. Other can acquire HIV through the mixing of fetal and maternal blood as the 

placenta separates. Prolonged rupture of membranes /more than 4 hours/, chorio-amnioitis or 

other infection and invasive obstetrical procedures increase the baby’s contact with mother’s 

blood (2). Prevention of mother to child transmission of HIV is one of the strategies that will 

help countries in achieving MDGs 4,5 and 6. The risk of mother-to-child transmission of HIV 

can be reduced to under 2% by interventions that include antiretroviral (ARV) prophylaxis  given 

to women during pregnancy,  labour and postnatal to the infant in the first weeks of life, skilled 

delivery, obstetrical  interventions  including elective caesarean  section and avoidance of breast 

feeding in many parts of the developed world. By the end of 2006, only 8 countries exceeded the 

40% ARV prophylaxis uptake mark required to achieve the 2005 PMTCT United Nations 

General Assembly Special Session on HIV/AIDS (UNGASS) target of reducing new infections 

in children by 20%. But in Sub-Saharan Africa, the uptake of PMTCT interventions remains low, 



generally around 20%. Globally, between 2007-2008, the proportion of pregnant women tested 

HIV increased from 15 percent to 25 percent, and the proportion of pregnant women living with 

HIV who received antiretroviral prophylaxis for PMTCT increased   from 16 percent to 30 

percent, East and South Africa made the most progress (3).  

According to study released by the international treatment preparedness coalition, Bloomberg 

reports, two-thirds of HIV-positive pregnant women in the developing world do not have access 

to treatment to prevent mother to child HIV transmission (3).  

As mother and child health is a key factor for any sustainable developments, prevention of 

MTCT of HIV must be a priority. Antenatal care and VCT are entry points for prevention and 

care but are presently frequently lacking or not fully operational. Drugs for prophylaxis and 

treatment of opportunistic infections should be made available, affordable and sustainable (4).  

1.2 Rationale of the study 

In Ethiopia, despite an increase in the number of health centers providing prevention of mother 
to child transmission /PMTCT/ services, the proportion of HIV positive pregnant women who 
receive antiretroviral drugs/ARVs/ for PMTCT remains low (4). 

As most developing countries, Ethiopia faces many challenges in combating the MTCT 

epidemic: Among the challenges food insecurity, limited capacity of the health system, difficulty 

accessing most-at-risk populations/MARPs/, limited data on other potentially high risk and 

vulnerable populations, gaps in surveillance and research activities , low uptake of antenatal care, 

and the dynamic of working with partners are included (5).                   

 The magnitude of mother to child transmission of HIV is estimated to be the highest in Amhara 

region of Ethiopia, where, in East Amhara (South Wollo) is one of the affected area in the region 

(5). Hence, knowing the uptake of using long and short term combined, antiretroviral 

prophylactic regimens and factors affecting it helps government bodies, NGOs, policy makers, 

programmers and communities of the area to design feasible methods of prevention and control 

of infections in this particular area where no similar study has been done so far.   

 

 

 



                          2. Review of Literature 

                  2.1- Overview of PMTCT Service  
  WHO and UNICEF, in collaboration with global partners, have developed the Guidance for 

Global Scale up of the prevention of Mother – to- child transmission of HIV to provide timely 

support to countries to accelerate scaling up of national PMTCT programmers. The guidance 

promotes the integration of PMTCT and links with maternal, newborn and child health services 

(6).  

 Several recent initiatives have presented an opportunity for countries to increase the coverage 

and effectiveness of PMTCT program. The international community re-energized the fight 

against the HIV pandemic through a commitment to universal access to prevention, care and 

treatment services when, at a summit in July 2005, WHO member states review progress towards 

the achievement of UNGASS targets for preventing HIV infection in infants and young children, 

and build consensus on priority action that global partners, national governments and all 

implementers could take to move faster towards achieving universal access by 2010(6).  
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       In 2005, representatives of governments, multilateral agencies, development partners, 

research institutions, civil societies and people living with HIV assembled at the PMTCT High 

level Global Partners Forum in Abuja, Nigeria which resulted in a’ Call to Action’ for the 

elimination of HIV infection in infants and children and HIV –and AIDS free generation(6). 
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           on HIV/AIDS 

The declaration of commitment of UNGASS in June 2001 has set the goal of reducing the 

proportion of infants infected with HIV by 20% by the year 2005 and by 50% by the year 2010, 

by means of(7):-  

� Ensuring that 82% of pregnant women accessing antenatal care receive information, 

counseling and other HIV prevention services.  

� Increasing the availability of and providing access for HIV- infected women and 

babies to effective treatment to reduce MTCT (7). 
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Prevention of mother-to-child transmission of HIV is a comprehensive approach to reduce the 

numbers of new HIV infection in infants and children 

 The UN four pronged stra tegy for PMTCT addresses a broad range of HIV-related prevention, 

care, and treatment and support needs of pregnant women, their children and families. They are: 

1-The primary prevention of HIV infection among women, especially young women  

2- The prevention of unintended pregnancies among HIV- infected women. 

3- Provision of specific interventions to reduce HIV transmission from HIV-infected women to 

their infants. 

4- Provision of treatment, care, and support for HIV-infected mothers, their infants and families 

(8). 

PMTCT activities require close collaboration synergy across multiple community and health care 

settings. Reproductive health settings are the main access points to reach women of childbearing 

age. The most important step is to increase the entry point for all pregnant women to access 

counseling and testing services their by having the opportunity to receive ARV prophylaxis, 

postnatal care and other services in the health facility. Capacity building of health care 

professionals and lay providers opt out approach and clients’ services satisfaction in continuity 

of care are most critical interventions (9).  

By the end of 2006, 71 countries were implementing national PMTCT programmers and had 

defined country specific policies and strategies. Approximately half of these countries have 

developed national scale-up plans with clearly defined population based targets and time bound 

benchmarks. According to a study released (May 22 , 2009) by the international treatment 

preparedness coalition, Bloomberg  report, of  the 1.5 million HIV positive pregnant women 

each year in the developing world, about  one   third  receive any kind of drug therapy at all. The 

report said, added that most of the treatment is inadequate and fails to prevent MTCT. According 

to the report, eight years after world governments pledged to cut the number HIV cases among 

infants in half by 2010. Only about 8% of pregnant women in developing countries are receiving 

the complete triple-dose combination therapy widely used in wealthy nations (10). 



2.2  Access to PMTCT service and coverage 
All HIV-infected pregnant women who are not in need of ART for their own health require an 

effective ARV prophylaxis strategy to prevent HIV transmission to the infant. ARV prophylaxis 

should be started from as early as 14 weeks gestation (second trimester) or as soon as possible 

when women present late in pregnancy, in labour or at delivery. The provision of maternal triple 

ARV prophylaxis during pregnancy in women who are not eligible for ART results in very low 

intrauterine and peripartum transmission rates (11).  

Majority of HIV positive pregnant woman in developing world lack access to PMTCT services. 

Two thirds of HIV positive pregnant women in the developing   world do not have access to 

treatment to prevent   mother to child transmission, which could lead to 370,000 new HIV cases 

annually among infants (12). Many studies in high HIV prevalence settings have reported low 

coverage of PMTCT services. A study done in Vietnam, Hanoi, showed that only 44% and 20% 

of the women had received minimal and comprehensive PMTCT services, respectively. 17% of 

the women did not receive any services. 42% of women received no counseling. The women 

reported being limited by lack of knowledge and information due to poor counseling, gaps in 

PMTCT services, and fear of stigma and discrimination. HIV testing was done too late for 

optimal interventions and poor quality of care by health facility was frequently mentioned (13).  

Result of many studies in high HIV prevalence setting, such as sub-Saharan Africa, suggested 

that PMTCT coverage was low, and explored the gaps at each stage of PMTCT cascade of 

services. The risk of mother to child transmission can be reduced to less then 2% with the 

package of evidence-based interventions including ARV prophylaxis and treatments combined 

with elective caesarean section and avoidance of breast feeding. MTCT can occur during 

pregnancy, birth or through breast feeding. Over 90% of new infections in infants and young 

children occur through MTCT(14). In 2008 estimated 1.4 million pregnant women in low and 

middle income countries were living with HIV, of whom 90% were from just 20 countries. All 

but one (India) are in Sub Saharan Africa. It is in these countries that WHO can  have  the 

greatest impact on infections averted and lives saved, especially the  10  countries with the 

highest number of pregnant women with HIV, where 75% of the need for PMTCT services is 

found(15).  

 



More effective, integrated  PMTCT interventions  at the regional and country levels in these high 

burden countries will help advance the global PMTCT effort  towards elimination of paediatric 

HIV, and make significant progress towards the MDGS.  From these 20 countries with the 

highest HIV disease burden among pregnant women as  stated  above, the Ethiopian  estimated  

percentage of pregnant women living with HIV receiving  antiretroviral  to reduce the risk of 

mother to child transmission  of HIV is around 17%(16). 

Infants and children in Sub-Sahara Africa countries are affected by HIV/AIDS in multiple ways, 

suffering severe social, health, economic, and psychological consequences. Those perhaps most 

directly affected, however, are children who acquire HIV/AIDS through MTCT. They face 

severe morbidity and a near-certain early death where sophisticated and costly treatments are 

virtually nonexistent, and even the availability of basic medicines to treat opportunistic 

infections is likely to be erratic. In developing nations, where resources are in short supply but 

where most of the HIV infected people live, preventing mother-to-child transmission presents 

many challenges. The first is that breastfeeding is the cornerstone of infant feeding among other 

benefits many studies have demonstrated that breastfeeding protects the  newborn infant against 

diarrhea and pneumonia, two leading causes of infant morbidity and mortality. Even now during 

the current HIV pandemic, the majority of infants are born to uninfected women. Hence 

uninfected women and women of unknown status should still be encouraged to breast feed their 

infants. Preliminary data suggest that exclusive breastfeeding may be associated with lower risk 

of breast milk transmission of HIV. Voluntary counseling and testing /VCT/ services to make 

widely available and how to share information with others who are working with the HIV 

infected woman without violating her confidentiality and exposing her to stigmatization are the 

two other big challenges respectively (17). Renewed efforts are urgently required to increase 

access, coverage and effectiveness of PMTCT programs to prevent HIV infection in infants and 

young children. Antiretroviral prophylaxis uptake is used as one of the   national indicators to 

assess PMTCT program achievement (17).  
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WHO introduced several simplifies anti-retroviral /ARV / prophylaxis regimens. However, 

experiences in many countries suggested that ARV prophylaxis for PMTCT alone had only 

limited impact. Even for facilities where ARV prophylaxis was available still a number of 

pregnant women would drop out at different steps of the health care process. Many countries 



reported low uptake of HIV testing. The most important barrier to use the services was sound to 

be fear of stigma and discrimination among HIV positive pregnant women. Poor counseling or 

lack of counseling meant that HIV positive pregnant women lacked awareness on PMTCT 

opportunities, which limited their access to these services (18).  

  According to WHO 2008 report, percent of HIV positive women receiving ARV prophylaxis in 

Sub- Saharan Africa, Eastern and Southern Africa; and total low-and middle- income countries 

was 43%, 58% and 45% respectively. Again rates of ARV prophylaxis coverage in countries 

with largest number of pregnant women with HIV; in Nigeria 10%, India 36%, Coted’ivoire 

41%, Lesotho 57% and Botswana 95% respectively(19).  

Efforts to improve basic ANC services alongside introducing PMCT have increased the number 

of new ANC client’s acceptance of HIV counseling and testing and uptake of ARV prophylaxis. 

Countries that have made good progress share a number of characteristics. Strong political 

leadership and commitment from national governments  the development and implementation of 

national scale up plans with population- based targets and  the establishment effective national 

management and coordination mechanisms are critical to success. In Ethiopia, Despite an 

increase in the number of health centers providing prevention of mother to child transmission 

/PMTCT/  services, the proportion of HIV positive pregnant women who receive antiretroviral 

drugs/ARVs/ for PMTCT remains low . In 2009, only 8 percent of HIV-positive pregnant 

women received ARV Prophylaxis.  

 As most developing countries, Ethiopia faces many challenges in combating the MTCT 

epidemic: food insecurity, limited capacity of the health system, low uptake of antenatal care, 

and the dynamic of working with partners. Factors related for low uptake of antiretroviral 

prophylaxis in Ethiopia include limited human resource and infrastructure, low utilization of 

maternal, newborn and chilled health low ANC coverage, women received, or counseling that 

lacked information about PMTCT and the options for women to receive PMTCT. The situation 

of HIV/AIDS in Amhara region is one of the worst in the country with persistently prevalence 

particularly of the urban estimates. 
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When we talk about HIVAIDS prevalence, there are lots of studies dealing with women HIV 

prevalence. Women are biologically economically socially and culturally more vulnerable to 

infection than men. As wives and mothers, HIV-positive pregnant women have to face more 

difficult situations than others. For millions of women, their ability to make decisions and to act 

upon them is hampered by their socio-economic circumstances. Women have little or no control 

over their risk of becoming infected with HIV. Most HIV-positive pregnant women become 

HIV-positive and unintentionally pregnant by their sexual partners, because of unsafe and 

unprotected sex. Experience from Uganda/2006/ demonstrates that most women are infected by 

their sexual partner they have (20). 

In general, men are in control of deciding when, where, and how sex will take place and this put 

women at greater risk for transmission of HIV and whether male condoms are used. 

Furthermore, in most countries, one of the biggest barriers to women utilizing PMTCT services 

is limited male involvement. The PMTCT program mandates husbands to accompany their wives 

when they go for antenatal care services and HIV testing, even though the program demands too 

much from the woman.    

 

 

 

 

 

 

 

 

 

 



             ANNEX- Conceptual frame work:-   Factors influencing uptake of ARVs prophylaxis 

(12,21,22,23) 
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� Client satisfaction rotation 

/turnover/service provders 

� Privacy /secured room/ 

� Time between ARVs 

prophylaxis intiating and 

gestational age of pregnant 

women 

� Changing place of residence  

� Long waiting hours.  
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� Accessibility of PMTCT 
programme/ services/ 

� PMTCT delivery care 
� Care PMTCT activities not 

addressed well enough the 
entire population 
/community  

� Post natal visit 
� ����	�
�
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facility  

 Issues related to knowledge 

� Benefits of taking ARV 

prophylaxis 

� General knowledge relatred 

to HIV/AIDS 

� MTCT of HIV and its 

prevention 

� �
�����
�����������
���

mothers for PMTCT 

 Issuer related to ARV prophylaxis 

� Partner 

notification/disclosure/ 

� Loss of follow up 

� Home delivery 

� Poor adherence 

� Accessibility of partners 

� Infulence of partners  

� Marital status 
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� Beliefs as to effectiveness of ARV prophylaxis and test 
reliability 

� Cultural, norms and religion 

� Personal perception 

Uptake of ARVs 
prophylaxis 
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3.1 General Objective 

To assess the uptake of antiretroviral prophylaxis among HIV positive pregnant women in south 

Wollo zone, Amhara Regional State, Ethiopia. 

3.2 Specific Objective 

1. To determine the magnitude of antiretroviral prophylactic uptake among HIV   

positive pregnant women in south Wollo Zone. 

2. To describe factors affecting the uptake of antiretroviral prophylaxis among HIV 

positive women in south Wollo Zone.  

3. To describe the extent of partner involvement in antiretroviral prophylaxis uptake 

among HIV positive.    

                           

 

 

 

 

 

 

 

 

 

 

                                           



4. Methodology 
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The study was conducted in south Wollo zone from January 2010 to March 2011.  

South Wollo zone is one of the 11 zones in Amhara National Regional State. Dessie town, the 

capital of the zone,  is one of the historical towns in the country and which is the administrative 

and business centers of north east Ethiopia, located 401 km north of Addis Ababa(24).  

Administratively the zone is structured in to 23 woreda, 45 urban and 505 rural  Kebeles. The 

total population of the zone is 2,870,476.  Male 1,423,756 and 1,446,720 females.  Of  these 

344457 (12.4%) live in urban and 2,526,019 (87.6%) resides in rural area (24).  

In the zone there are three government hospitals, three private hospitals, 33 health centers, and 

455 health posts. According to South Wollo zonal health department /2010 G.C. ten top list of 

morbidity annual report, HIV/AIDS, acute febrile illness, respiratory tract infection, and 

malnutrition complicated by overcrowding was the main health problems of the zone (25).  

$�� �
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A cross-sectional study was conducted using both quantitative and qualitative methods. In the 

quantitative survey, facility based cross-sectional data collection was conducted using structured 

and pre-tested interviewer-administered questionnaire and in qualitative interview,   in-depth 

interview has been used to complement the quantitative survey. 
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- All antenatal care attendants in the catchment area of selected health institutions, (n=6500) 

$� �� �
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All ANC clients who were HIV tested and have positive result.in south Wollo zone, Amhara 

Regional State.   
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Sample size /n/ for the study was calculated using following single population proportion (p) 

formula as (26).  



         n= Z2 
� /2 P(1-P)  

              d2 

Where n is sample size, P was the proportion of the uptake of antiretroviral prophylaxis in HIV 

positive parturient women and d, the margin of error.  

The local available data for the value of P was taken as 17%. (WHO, UNAIDS, HIV/AIDS 

interventions in the health sector progress report 2009).   

Allowing 4% for expected margin of error (d) and with 95% confidence level (Z � /2=1.96) 

The sample size was caculated to be 339 and adding 5% for non-response rate. Then the total 

required sample size was 356  

$� �$ �
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 Five Health facilities who were implementing    selected based on comprehensive PMTCT 

programme  /include testing with counseling, access to HIV infection staging for treatment, long 

& short course antiretroviral prophylaxis for mothers and exposed children and infant formula / 

were selected using purposive sampling method. Every pregnant woman who was HIV positive 

before and during data collection including HIV positive mother who gave birth within the last 

42 days of begining data collection were included for interview consecutively.   

  For the qualitative study, purposive sampling was employed. PMTCT counselors and woreda 

health office PMTCT coordinators, and those who were on active duties at the time of study in 

all study facilities were involved.  

$�$ /
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 Data were collected using a pretested structured questionnaire by reviewing previously done 

similar studies. Again relevant questionnaire related to the objective of study has been added. 

The questionnaire pretested before actual administration in a similar setting to ensure accuracy. 

And  has been translated in to Amharic and back to English to ensure its consistency. Every HIV 

positive pregnant woman attending the ANC clinic was interviewed consecutively until the 

required sample size was obtained. The interview was conducted at five health institutions 

providing comprehensive PMTCT services in South Wollo Zone, East Amhara. Data collectors 

approached clients by greeting and introducing themselves then they explained the purpose of 



the study and ask for verbal consent. Interview was in a private setting at health institutions. Data 

collectors /counselors in PMTCT service/ were recruited on voluntary bases from the same 

health institution. 

   Qualitative study/In-depth interview 

 In-depth interview were an important tool to explore more detailed information. Before the data 

collection the separate guidelines and questions were prepared. The questions were based on the 

research objectives. It include the cultural issues, use of PMTCT service, scale up PMTCT 

services, limitation of ARV prophylaxis and client satisfaction to the services (appendix). 

A total of 5 PMTCT services Counselors and 3 woreda health office coordinators were 

participated in the in-depth interviews. In-depth interview was conducted using the aid of guides 

for the each of the study groups to provide general view for the interview. The PI conducted 

interviews and conducted in Amharic. The interview lasted approximately 50 minutes on 

average. Interviews were made in private room at two places of study site/ Dessie and 

Kombolcha / where the participants were working. Participants were requested to be interviewed 

with the explanation of the objectives of the study and verbal consent.   

Inclusion and Exclusion Criteria  

 HIV positive women who gave birth within the last 42 days of beginning data collection and 

those pregnant women who attend antenatal care during data collection period.                       

- Pregnant women who attend antenatal visit but not confirmed HIV positive has been excluded 

from the study.  In addition, pregnant women those who mentally retarded or abnormal, those 

who have physical communication barrier and critically ill has been excluded.  

4.4.2 Study Variables 

Independent variables: Socio-demographic variables (age, sex, marital status, residence, 

ethnicity), socio-economic variable (income), and HIV sero-status 

Dependent variables: uptake of antiretroviral prophylaxis for PMTCT. 
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Antenatal care (ANC)-  the care given to pregnant women and her unborn fetus. 

PMTCT –an acronym for “Prevention of Mother to Child Transmission of HIV.” In this study 

stands  for taking long course antiretroviral /zidovudine / prophylaxis during pregnancy starting 

at 28 weeks of gestational age. 

ARV prophylaxis – In this study stands for long term use of antiretroviral drug to reduce mother 

to child transmission of HIV. 

Uptake ARV prophylaxis:- Antiretroviral drug taken in to a body to prevent Mather to child 

transmission of HIV.   

$�1 /
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The collected data was entered using EPI-info version 3.5.1 and analysis was done using EPI-

info and SPSS version 15.0 software. Proportions, percentages, and graphs were used for 

description as appropriate. Odds ratio with confidence intervals was computed to assess the 

presence and degree of association between dependent and independent variables. P-Value of 

0.05 was set as a cut-off point for the significance of the association between the variables. 

Multiple logistic regression analysis was carried out to see independent effect of each variable on 

the outcome. 

  For in-depth interviews, I wrote every thing heard during the interview. I used a recorder when 

I did interviews. I categorized, described, classified and interpreted the data; and then I wrote my 

finding and made conclusions.       

$�2 /
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Questionnaire was designed carefully and was translated first into Amharic and back translated 

to English to assure its consistency. Questionnaire has been checked for completeness on a daily 

basis by supervisor. The questionnaire was pre-tested in a similar setting before its 

administration. To keep quality of data again, the data collectors and supervisors were provided 

with intensive training. Supervision and spot checking was conducted regularly by supervisors 

and principal investigator. Errors during data entry was corrected timely and again data cleaning 

editing was given due attention.                                   
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Ethical clearance was obtained from the ethical clearance committee of College of Health 

Sciences, Addis Ababa University through School of Public Health before the study 

implementation. Permission was obtained from each Woreda administration, Woreda Health 

Office and health facility. Prior to interview, data collectors informed study participants and 

request for consent.   
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5.1 Socio-demographic characteristics 
 A total number of 356 HIV infected pregnant women were included in this study. The age 

ranged between 15 to 44 years with mean age of 26.5. Two hundred seventy (75.8%) urban and 

eighty six (24.2%) were rural dwellers.  Forty eight (13.5%) of rural dwellers traveled more 

than 1 hours to reach a health facility with PMTCT service. One hundred ninety nine (55.9%), 

one hundred forty six (41%) and eleven (3.1%) of them believe in orthodox, Islam and other 

religion respectively.   One hundred six (29.8% ) of the respondent had never formal schooling 

and one hundred fifty two (42.7%) attended secondary and college education.  Two hundred 

seventy nine (78.4) were married.  Two hundred twenty one (62.1%) were house wives. 

Amhara was the dominant ethnicity (99%).  From all respondents two hundred eighty six (80.3) 

had no regular means of income (Table 1). 

Table1: Socio-demographic characteristics of HIV positive pregnant women receiving ARV 
prophylaxis, in South Wollo Zone, April 2011 

 

 

 

 

 

 

 

 

 

 



              Variables (n=356)                                 Frequency                percent 

              Age/year/ 

                    15-24                                                                129                                 36.2 

                    25-29                                                                123                                 34.6 

                    30-34                                                                63                                  17.7 

                    35-44                                                                41                                  11.5    

             Residence 

                    Urban                                                                270                                  75.8 

                    Rural                                                                 86                                   24.2 

               Religion 

                    Orthodox                                                          199                                  55.9 

                    Muslim                                                             146                                   41 

                    Others                                                               11                                    3.1 

                Marital status 

                      Married                                                         279                                 78.4 

                      Single- never married                                   11                                    3.1 

                        Others                                                          66                                   18.5 

             Educational status 

                    Do not read and write                                       106                                  29.8 

                    Primary                                                              98                                   27.5                   

                     Secondary and above                                      152                                  42.7 

             Occupation 

                  Unemployed                                                         89                                  25 

                   House wife                                                         221                                62.1 

                   Government  employee                                       46                                12. 9 

           Means of income 

                  Yes                                                                       70                                 19.7  

                  No                                                                       286                                80.3 

 

 

 



5.2  Magnitude of ARV prophylaxis uptake  

 Of 356 HIV-positive pregnant women interviewed, one hundred fifty one (42.4%)  started 

zidovudine ARV prophylaxis at their gestational age of 28 weeks; and one hundred and one 

(28.4%) eligible HIV positive pregnant women were initiated on combination ART and clinical 

care beyond PMTCT. Thirty two (8.9%) of respondent’s gestational age was less than 28 weeks. 

Seventy two (20.2%) did not start antiretroviral prophylaxis at 28 weeks of their gestational age. 

 

5.3 Knowledge and attitude towards PMTCT/ARVs services   

Three hundred four (85.4%) of interviewee support the idea that every pregnant woman tested 

for HIV and their husband/partner should be tested with the pregnant woman. In case of the view 

of their husband/partner regarding HIV screening, 262(73.6%) wanted to have couple testing. 

51(14.3%) of their husband want the wife to be tested alone. 27(7.8%) doesn’t want to discuss at 

all about the issue.   

 

In the case of mother to child transmission of HIV, two hundred forty six (69.1%) of the 

respondents said that HIV transmission occur during pregnancy, delivery and during breast 

feeding. And 87 (24.4%) said only during pregnancy, 14 (4%) only during delivery and 9(2.5%) 

only during breast feeding.  Out of the total respondents, 313 has ever heard  how mother to child 

transmission of HIV can be prevented, 238 said chemotherapy, 42 vaccinations and 11 

traditional-therapies. And again 22 participants said mother-to child transmission of HIV could 

be prevented by both chemotherapy and vaccination. 

 

Three hundred forty five (96.9%) of study subjects think that all children born from HIV infected 

women would be infected by HIV and seventy two (20.2%) think ARV prophylaxis can 

absolutely prevent mother-to-child transmission of HIV. Regarding termination of pregnancy 

24(7%) of total interviewee had wanted to termnate their pegnancy before it is viable fetus.  In 

terms of breast feeding, 233 women prefer to exclusive breast feeding to feed their babies, while 

the other 92 women chose exclusive formula feeding, and 14 mixed feeding. With respect to the 

desired number of additional children 275(77.2%) need to have no more pregnancy and the rest 

81(22.8%) need to have more pregnancy in the future(Table 3).  

 



All of the 356 HIV positive women were asked about the reason for which many other pregnant 

women following ANC will not be voluntary to provide blood samples for HIV testing. They 

mentioned 41(11.5%) they assume themselves no risk of HIV, 86(24% ) do not like to give blood 

at all , 22(6.2% ) afraid of the consequences(in the community) of knowing that they might be 

positive , 102(28.7% ) did not want respond , 15 (4.2% ) afraid of coping with positive HIV 

status , and the remaining 90(23.3% ) mentioned different reasons (table 2).  
 

Table 2: knowledge, perceptions and attitude towards PMTCT/ART, south Wollo zone, east 
Amhara Region, April, 2011 (N=356). 

______________________________________________________________________________ 
           Variables                                                                                     Frequency             Percent 
______________________________________________________________________________ 
Supporting the idea that every pregnant woman should be tested for HIV 
             Yes                                                                                                  304                       85.4 
             No                                                                                                      17                         4.8 
            Not sure                                                                                                6                          1.7 
            No responding                                                                                    29                         8.1 
Have ever heard of MTCT of HIV 
            During pregnancy, delivery and breast feeding                                246                        69.1 
            MTCT only during pregnancy                                                            87                        24.4 
            MTCT only during   delivery                                                             14                           3.9 
            MTCT only during breast feeding                                                        9                           2.5 
How MTCT of HIV can be prevented? 
           Chemotherapy                                                                                   238                          76 
           Vaccination                                                                                         42                        13.4 
           Others                                                                                                 33                         10.5 
All children born from HIV infected woman will be infected by HIV 
           Yes                                                                                                    345                           97 
            No                                                                                                      11                             3 
Did ARV prophylaxis absolutely prevent MTCT of HIV? 
           Yes                                                                                                      72                           20 
           No                                                                                                     284                           80 
Desire of future pregnancy  
           Yes                                                                                                       81                        22.7 
           No                                                                                                       275                       77.3 
    
 

 

 

 

 



5.4  HIV test result disclosure/notification 

From all respondents, 247(69.4%) of their husbands/partners tested for HIV and of which, 

186(75.3%) were HIV positive and 61(24.7%) were negative. 109(30.6%) did not tested for HIV 

for different reasons.  
Three hundred and seventeen (89.0%) of the women had disclosed their HIV status to anyone. 

213(67.2%) disclosed to their husband/sexual partner/, while the rest 104(32.8%) of the women  

disclosed to their family members and friends (Table 3). 

 

Table 3: HIV test result disclosure, south Wollo zone east Amhara Region, April, 2011 

_______________________________________________________________________ 

          Variables                                     Frequency                                   Percent 

________________________________________________________________________ 

Husband/partner/ tested for HIV (n=356) 

             Yes                                                   247                                         69.4 

             No                                                    109                                         30.6 

HIV tested result (n=247) 

             Positive                                             186                                         75.3 

            Negative                                              61                                           24.7 

Result disclosure/notification (n=356) 

            Yes                                                     317                                           89                           

             No                                                      39                                            11 

 

 

 



5.5  Factors affecting ARV prophylaxis uptake 

Out of total respondents in this study, 20.2% of them did not start antiretroviral prophylaxis or 

antiretroviral therapy due to different factors. Some of these factors they stated were; they did 

not come to health institution, they did not know when to start antiretroviral prophylaxis, refusal 

of husbands and no antiretroviral drugs were available in the health facilities (Figure 1). 
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��	������� Reasons of HIV infected pregnant women who didn’t take ARV prophylaxis at their 28 

weeks of gestational age, south Wollo zone east Amhara Region, April, 2011(N=72) 

 

 

 

 

 

 

 

 



Following husbands/sexual partners HIV testing, 107(30.0%) of women’s husbands/sexual 
partners did not test for HIV. Refusal was the main barrier for not testing (Figure2). 

Figure 2: Reasons showing HIV positive pregnant womens’ husbands/partners did not tested for 
HIV, south Wollo zone east Amhara Region, April, 2011  (N= 107). 
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Table 4:   Crude odd ratio and P-value of 
Socio -Demographic Variable  

    Variable             P-value                COR  

Residence address rural  0.71 0.91(0.56,1.5) 
age 0.21 1.0. 

1 0.41 1.2(076,1.90) 
2 0.62 1.20(59,2.44) 
3 0.018 1 

Religion    
Orthodox  0.063 7.16(0.89,56.98) 

Muslim  0.044 8.48(1.06,67.97) 
Others  0.11 1 

Martial Status    
Married  0.27 1 

Single  0.11 0.29(0.06,1.35) 
Others  0.68 0.9(0.52,1.5) 

Education    
Unable to read  0.29 0.74(0.43,1.29) 

& write    
Primary  0.17 0.70(0.43,1.16) 

Secondary & above  0.36 1 
Occupation    

unemployed  0.57 0.81(.39,1.66) 
House wife  0.42 0.76(.40,1.44) 

Gov't employee  0.77 1 
Income   1 
  0.32 1.31(0.77,2.25) 
 

 

 

 

 

 

 

 

 

 

 

    



 

Table 5. Crude odd ratio and P-value of  Knowledge and 

attitude related variables   

          Variables p-value     COR 

-Disclose of HIV test result  0.63  1.14(0.6,1.98) 

 0.005  1 

-Know MTCT of HIV  0.73  1.24(0.35,4.4) 

   1 

-Know MTCT of HIV  0.32  1 

during pregnancy  0.086  2.07(1.06,4.0) 

-MTCT during delivery 0.61  1.34(0.44,4.11) 

-MTCT during delivery 0.43  1 

    

-MTCT during  0.58  1.49(0.37,6.01) 

breast feeding  0.44  1 

-Knowledge heard how MTCT  0.94  0.097(0.51,1.86) 

can be prevented  0.63  1 

-Chemotherapy  0.62  0.89(0.58,1.38) 

mentioned  0.63  1 

-Vaccination  0.29  1.42(0.74,2.69) 

Mentioned  0.58  1 

-Traditional therapy  0.41  0.60(0.18,2.0) 

mentioned  0.57  1 

-Didn't know  0.16  4.5(0.53,37.9) 

how MTCT can  0.13  1 

prevented     

-Other Mentioned  0.68  1.3(0.37,4.5) 

 0.51  1 

-Support the idea  0.47  1.0(0.99,1.01) 

that every pregnant  

 

    



 

woman treated for  0.002  1 

HIV     

-Partner testing   0.591  0.96(0.86,1.09) 

for HIV  0.123  1 

-HIV test result of  0.29  1 

husband/sexual partner  0.65  1.14(0.64,2.0) 

 0.11  0.18(0.02,1.5) 

 0.34  1.77(0.54,5.79) 

-Do you think all children  0.16  2.44(0.71,8.5) 

born from HIV positive     

woman infected by  0.065  1 

HIV    

-Think ARV prophylaxis  0.138  1 

absolutely prevent  0.47  1.17(0.76,1.82) 

MTCT  0.089  0.26(0.05,1.23) 

-Is there reasons that would   0.107  0.87(0.74,1.03) 

prevent HIV positive  0.77  1 

pregnant woman from     

taking ARV drug    

during pregnancy     

-There is reason that  0.57  0.99(0.97,1.01) 

prevent taking    1 

ARV drug     

-Breast feeding option  0.61  0.99(0.97,1.0) 

 0.01  1 

-Future pregnancy  0.55  1.16(0.7,1.94) 

 0.21  1 
 

Selected variables from table 4 and 5 with p-value less than 0.3 have taken to multiple logistic 

regresssion analysis to see significant associations between dependent and independent variables 

(table 6)  
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Table 6: Variables associated with up take of ARV prophylaxis among HIV-positive pregnant women,   south 

Wollo zone east Amhara Region, April, 2011 

Variables  ARV prophylaxis uptake  P-Value   COR AOR 95%CI  
 Yes (n=151) No (n = 205)    
Education       
Unable to read  51 (33.8%)    55(26.8)                                                            0.29 0.74(0.43.1.295) 1.31(0.67,2.54) 
and write      
Primary  40 (26.5%) 58(28.3%) 0.17 0.70(0.43,1.14) 1.3(0.68,2.53) 
Secondary and   60(39.7%) 92(44.9%) 0.36 1.000.  
above       
Religion       
Orthodox  83(55%) 116 (56.8%) 0.063 1.000. 10.24(1.21,86.4) 
Muslim  67(44.4%) 79 (38.5%) 0.044 0.29(0.06,1.35) 13.56(1.58,116) 
Others  1(0.7%) 10 (4.9%) 0.114 0.9(0.52,1.5)  
Martial Status       
Married  121(59.9%) 92 (61.7%) 0.27 1.00.  
Single  52 (34.9%) 75(37.1%) 0.114 0.29(0.06,1.35) 0.316(0.03,3.29 
Others  5(3.4%) 6(3%) 0.68 0.9(0.52,1.5) 0.93(0.47,1.85) 
Do you have regular means of income    
Yes  26(17.2%) 125(82.8%)  1.000.  
No 44(21.5%) 161(78.5%) 0.32 1.31.(0.77,2.25) 1.39(0.65,2.9) 
Do you know MTCT during 
pregnancy?     
Yes  30(19.9%) 57(27.8%)  1.00.  
No  121(80.1%) 148(72.2%) 0.086 1.55(0.94,2.6) 2.07(1.06,4.05) 
 Is there vaccination to prevent MTCT    
Yes  21(13.9%) 21(10.2%)  1.42(0.74,2.69)  
No  130(86.1%) 184 (89.9%) 0.29 1.000. 1.10(0.49,2.46) 
I don't know how MTCT can be prevented     
Yes  1(0.7%) 6(2.9%)  1.000.  
No  150(99.3%) 199(97.1%) 0.16 4.52(0.54,37.9) 0.13(0.014,1.16) 
Do you think all children born from HIV positive woman will be infected By HIV?  
Yes  144(95%) 201(98%)  1.000.  
No 7(4.6%) 4(2%) 0.16 2.44(0.70,8.50) 2.72(0.38,19.08) 
Is there any reason that would HIV Positive pregnant woman from taking ARV drug during pregnancy 
Yes                                                                   55(36.4) 79(38.5% 0.138 1.000.  
No  94(62.3) 115(56.1%) 0.474 1.17(0.76,1.82) 1.04(0.59,1.83) 
Not Sure  2(1.3) 11(5.4%) 0.089 0.26(0.05,1.23) 0.19(0.04,1.12) 
Result of partner test HIV test result of women’s’ husband /sexual partner   
Positive  55(36.4%) 104(70.7%) 0.29 1.000.  
Negative  28(23.7%) 31(21.1%) 0.65 1.14(0.64,2.06) 0.99(0.52,1.89) 
Don't know  1(0.8%) 7(4.8%) 0.11 0.18(0.02,1.5) 0.08(0.01,0.80 
No response  7(5.9%) 5(3.4%) 0.34 1.77(0.54,5.79) 2.24(0.56,9.16) 



As indicated in table 6, multiple logistic regression analysis shows that, who were orthodox in 

religion were 10.24 times more likely not to(less likely) take antiretroviral prophylaxis with 

AOR 10.24(1.21, 86.4). While being Muslim 13.56 times more likely didn’t take antiretroviral 

prophylaxis.  

Those who said that, HIV cannot be transmitted during pregnancy were 2 times more likely not 

to take antiretroviral prophylaxis with AOR 2.07(1.06, 4.05).  

Those who did not know HIV-sero-status of their husbands were found 0.08 times less likely to 

take antiretroviral prophylaxis. 

All other variables did not show statistically significant association with antiretroviral 

prophylaxis 

 

5.6  Qualitative data finding/ In-depth interview summary result/ 

A: Measures to scale up PMTCT/ARV prophylaxis uptake coverage  

1. Awareness creation  

All most all interviewees in one group suggested that “PMTCT is an issue of infant/child 
investment. It should be the responsibility of every individual. All people do awareness creation, 
advocacy, open discussion and involve in decision making.  

2. Strengthen and scale up ANC interventions. 

“Early HIV testing and counseling in antenatal and delivery care settings, ART for pregnant 
woman eligible for treatment, ARV prophylaxis for MTCT prevention, safer obstetric practices, 
and infant feeding counseling are the mandatory to implement PMTCT activities effectively.”  

3. Sustainable Health Education – Community and facility based education, community 
conversation, peer group discussions /mother support groups (MSGs)/ and act as friendly 
manner among pregnant woman.  Mother support groups are familiar to PMTCT 
activities, cost-effective and successful in promoting ARV prophylaxis uptake & facility-
based deliveries.   

 B.  Factors influencing PMTCT/ARV uptake  

Accessibility – there was not ART/PMTCT center in their surroundings/nearby health institution/ 

for those who live in rural area. Financial deficit and availability of transportation means were 

repeated complaints of the clients. 

 



In general, no ANC visit , lack of early awareness and HIV testing ,stigma &discrimination and  

assuming themselves as no HIV risk are most basic reasons frequently observed in which clients 

did not start ARV prophylaxis at appropriate time.  / District PMTCT services coordinator/. 

    -Some clients complained on quality of care, professional competencies and flow of services 

was not integrated and time consuming.  

 

C.  Husband/sexual partner involvement in PMTCT/ARV activities 

     Husbands support their wives to use PMTCT service:  Most of the HIV- positive pregnant 

women’s husbands support their wives to use PMTCT services. Most clients said that “it is my 

husband who gave me money, he gave me psychological and social support, go health facility 

together: he supports me in many ways. No matter they were HIV positive or negative”. 

There were some women and more husbands/sexual partners who knew their HIV status and 

initiated ART, but hide their status from their partners, because they did not want disclose their 

condition and most of them were urban dwellers. Most women complained that the source of 

infection was their husbands. Both group of in-depth interviewee were summarized as: 

 -Stigma and discrimination is not an importance barrier for HIV-positive women to access the 

PMTCT services in area/study area/. 

   -Most of the respondents said that ‘’ we did not use condoms, because, sometime we had no 

condom to use, I did not like it, no benefit later more because I already infected”. 

  -“Most of the women did not refuse the use of PMTCT services”. 

  -“Most women believed in and followed the health professionals’ suggestion”. 

   -Most HIV infected pregnant women think ARV prophylaxis to safe their child than ART. 

 

 

 

 

 

 



6. Discussion          
ARV prophylaxis is the main gateway in PMTCT service in preventing the transmission of HIV 

from infected mother to her child. This study has tried to assess the uptake of antiretroviral 

prophylaxis in HIV-positive pregnant women at five health facilities in south Wollo Zone.   

Higher proportions of study had secondary and above educational level and this finding conform 

the reports from the same study in Kenya(19), which reported that uptake of ARV prophylaxis 

increases significantly with increasing level of education and the same report of that, majority of 

study groups had no means of income.   

 

In this study¸ among all HIV-positive pregnant women, 42.4 % of HIV infected pregnant women 

had started antiretroviral prophylaxis at 28 weeks of their gestational age. Among all the 

respondents, 28.4% are on life long antiretroviral therapy. 20.2% of the clients did not take due 

to different reasons. This magnitude of uptake indicates high when national ARV prophylaxis 

coverage is considered (16). Relatively, high uptake of antiretroviral prophylaxis rate in this 

study has positive implication in the prevention of HIV transmission from women to their child. 

These levels of uptake of ARV prophylaxis indicated that, accessibility of ANC/comprehensive 

PMTCT services, people’s awareness and knowledge towards HIV/AIDS and peer group 

discussion at study health facilities. As participants discuss with their peer group/mother to 

mother support group/, they obtained more information about the benefits and way of 

antiretroviral prophylaxis uptake, which in turn helps them to start antiretroviral drug at their 

appropriate gestational age and again they inform to other similar cases. Additionally, these 

finding imply that access to and utilization of reproductive health services help pregnant women 

living with HIV in taking their ARV prophylaxis. But this finding was low as compare to similar 

study done on uptake of antiretroviral prophylaxis in some African countries. In Zambia, for 

instance, 47.4% of the study subjects started ARV prophylaxis at 28weeks of gestational age. 

41% in Coted’ivoire, 57% in Lesotho, and much lower than Botswana (95%). And it was higher 

than Nigeria 10 and India 36 percent respectively.   

 

Majority (more than seventy percent) of the participants had information about HIV/AIDS, know 

the ways of transmission, how to prevent and benefits of HIV test result disclosure to partner 

were associated with high awareness and acceptance of PMTCT services. 



How women perceive the ways of transmission of HIV, from the answers of respondents, 66.3% 

of them know HIV/AIDS is a contagious disease, could be transmitted during pregnancy, labor 

and delivery as well as during breast feeding.     

Those who said HIV can not be transmitted during pregnancy were two times more likely not to 

take ARV prophylaxis. 

 

Of all 356 pregnant women with HIV in this study, twenty four (7%) chose to terminate 

pregnancy. Similar study done inYining, China shown 5% of the study subjects and in the USA 

found that while 29% of HIV positive women acknowledge a desire for children, 31% of those 

women did not intend to have children. Women who intended to have children had fewer 

previous births than others. In Hong Kong, if HIV confirmed, 24% would terminate the 

pregnancy (27).   

 

Among the women who desired future pregnancy, no one or only one to two children before, 

available of free ARV drugs and family pressure were the most important factors in their 

decisions. This finding was similar with that of study done in Zambia. 

 

Research has shown that exclusive breast feeding is more feasible and beneficial to the infant in 

low income countries and has reduced risk of HIV infection (11,19). However, in this study, 

(65.5%) of women prefer to exclusive breast feeding to feed their babies, while the other (25.8) 

of women chose exclusive formula feeding, and (3.9%) mixed feeding. This indicated that study 

participants have better understanding of HIV transmission, in which mixed feeding and 

prolonged duration of breast feeding, as other risk for mother to child transmission of HIV.  

  

Male involvement was found to be low in countries like Kenya, Tanzania, Zimbabwe, Zambia 

and similar condition in Ethiopia. However, where men were involved, there was high uptake of 

PMTCT interventions, low stigma, high number of disclosure and low domestic violence. Lack 

of male involvements leads to low HIV testing for and low uptake of PMTCT. Some of the 

reasons for men not getting involved was lack of information fear of HIV results and that the 

services are more feminine than inclusive. In this study, shown better male partners involvement; 

supporting PMTCT activities, low stigma, high disclosure rate. This could be due to intimacy of 

partner, good relationship, sharing of responsibilities and feelings with each other. 



 

In this study, 69.4% of women’s husbands/sexual partners have been tested for HIV with their 

wives/sexual partners. Not knowing the sero-status of husbands was found to be protective with 

AOR of 0.08(0.01, 0.80). This may be due to lower number of women reported didn’t know the 

sero-status of their husbands. The disclosure by women of their HIV test result to 

husband/partner and significant others should be encouraged to get tested and improve the 

overall efficacy of prevention programs. The other important finding in this study was, 89% of 

study subjects were disclosed their HIV result to their husbands/sexual partners, family members 

and friends. This could be due to intimacy of partners/families, strength of their relationship, 

feeling of the responsibility, sources of information, knowledge about HIV/AIDS and 

accessibility of services which in turn caused to disclose their status. This is very important 

opportunity for the study area to prevent HIV infection of the husbands/sexual partners with a 

discordant sero-status and women who disclosed their HIV status are more likely to receive 

PMTCT/ARV services; which in turn reduces mother to child transmission of HIV moreover 

helps to trace other HIV at risk population. Similar study done in Rakai, Uganda(2010), 66.7% 

of  HIV positive women, and the lowest rate among pregnant women tested in ANC in Sub-

Saharan Africa(16.7-32%) were disclose their HIV sero-status, much lower than developed 

world(86-98%).���

�

Different studies revealed that uptake of ARV prophylaxis is affected by multiple factors ; such 

as age, level of education, socio-economic status, culture , misconceptions to HIV/AIDS, 

occupation and marital status (18,19, 22,). Unlike other studies, occupation, educational status, 

income, age and marital status were not significantly associated with ARV prophylaxis uptake in 

this particular study.  This could be related to the effect of confounders. Confounders might have 

masked the real relationship between uptake of ARV prophylaxis and some of these variables. 

Moreover, result of multivariate analysis for some variables that predicted ARV prophylaxis 

uptake in this study has wide confidence interval, which might be related to the limitation in the 

study design used. Cross-sectional studies are less effective in determining associations between 

variables.   

 

 



The antenatal care is the first step to access PMTCT services for pregnant women, because they 

will not be covered by the PMTCT/ARV services if pregnant women did not use the antenatal 

care system. In prevention of mother-to-child transmission of HIV, the antenatal care system is 

crucial. If the pregnant women come to health institution earlier, they could know their HIV 

status earlier, and can have enough time to know their HIV clinical and immunological status 

and make the decision whether to initiate antiretroviral therapy or start ARV prophylaxis at their 

appropriate gestational age. Otherwise, they will miss the opportunity to take the medicine. 

PMTCT service is not expanded and not integrated in to the existing maternal and child health 

structure for ARV prophylaxis to be implemented well, especially those who live far from health 

facilities in which comprehensive PMTCT service implemented and most male partner not 

integrated in to the services, furthermore, antenatal care visit by health care services is not also 

widely common (15).  

 

In in-depth interview, one PMTCT coordinator stated that: ‘most of the clients have no money to 

go to health facility and do prenatal care.’ Other factor, some of them did not go to health 

institution because they feared being disclosed.  In addition most of the pregnant women who 

have history of at risk of HIV did not want to have antenatal care visits. 

 

Causes why HIV-positive pregnant women did not take ARV prophylaxis found in this study, 

were unable to go to health facilities, clients did not know when ARV prophylaxis started, 

refusal of husbands/sexual partners, no ARV drugs available, and fear of being identified as 

people living with HIV/AIDS /PLWHA/ by people and not PMTCT/ARV services centre nearby 

at their surroundings. This shows that there is a gap in dissemination of information, mass 

education, awareness creation, community participation/involvement, and generally, limitation of 

HIV/AIDS prevention strategies which can lead to poor access utilization of PMTCT services. 

Different researches also showed that HIV-positive women lack credible information on 

reproductive health limited their access to comprehensive PMTCT services.      

   

As studies shown in most Sub-Sahara African countries, stigma and discrimination on 

HIV/AIDS has been a challenge to uptake of testing and uptake of interventions to PMTCT 

services (15, 19, and 20). However, from this finding, it was not a prominent barrier to 

implement PMTCT activities 



To achieve virtual elimination of new child infections, effective prevention of MTCT requires a 

comprehensive approach that combines multiple interventions and PMTCT program must 

achieve high coverage of more effective ARV interventions to HIV-positive pregnant women. 

The extent of risk, MTCT, to the fetus and infant from ARV prophylaxis will likely vary by 

duration of uptake as well as number of drugs to which the mother took during antenatal care 

visits.  

 

Additionally, as stated in qualitative study, access to information, peer group discussion and 

services accessibility were main contributing factors to the achievement of ARV prophylaxis 

uptake. Over all, increase in the public awareness of HIV prevention, changing attitude of people 

toward this illness and integrated and quality of ANC/PMTC care could have also contributed to 

the increased uptake of ARV prophylaxis for HIV infected pregnant woman in the population. 

The decline in the prevalence of HIV among pregnant women and their child could be a sign of 

the overall decline in the prevalence of HIV in this population. 

 

Generally, In Ethiopia, heavy workload, lack of access to health services, poverty, poor 

Utilization of PMTCT Services among Pregnant women in social status and decision-making 

power, and lack of access to education are among the highly prevalent socio-cultural factors that 

potentially affect the health of women.  

 

 As mentioned in the quantitative and qualitative study of this research, the person who made the 

decision in the family was husband; men should have power in the family. Women were 

economically dependent. Most women in this research do not have any means of income; they 

could not earn money outside. Most of their lives were supported by their husbands, this could be 

the main reason, women more expose to HIV infection. Even though, most of the HIV-positive 

pregnant women’s husbands supported their wives to PMTCT services.  

 

As stated in in-depth interview of this study, most women complained that the source of 

infection was their husbands. Similar study shown in China (27),  that, when women were asked 

how they though about their husbands infecting them with HIV, several women complained their 

husbands/sexual partners, but they did not want to divorce him.         

 



7. Strength of the study 
-The study is relevant and identified the magnitude and extent of zidovudine ARV prophylaxis 

uptake. 

-Since no similar study done in the country, it can contribute as baseline information and 

reference for future investigations that examine level of ARV uptake, male involvement and 

detail reasons associated with PMTCT activities. 

-It may be an entry point and basic asset to redesign program cycle for scale up and quality of 

PMTCT/ARV services coverage.   

 

8. Limitations 

� Collecting data within the given period of time was the big challenge.  

� Difficult to establish temporal relationship due to cross-sectional nature of the study. 

� Insufficient reference for zidovudine ARV prophylaxis uptake compared to nevirapine. 

� Since the study was facility-based study in towns, in which comprehensive PMTCT 
activities were implemented, it may not be representative of the population as a whole. 

 

 

 

 

 

 

 

 

 

 

 



9. Conclusions 
� Based on the finding accessibility of comprehensive PMTCT services, mother to mother 

peer group discussion, and knowledge of HIV positive pregnant women about MTCT have 

paramount benefits in effective implementation of ARV prophylaxis uptake. 

� From those study participants, who did not start antiretroviral prophylaxis at their 28 weeks 

of gestational age,  the major barriers to utilizing antiretroviral services were not ANC visit 

and refusal of husbands/sexual partners 

� Stigma and discrimination of HIV positive pregnant women by husband/sexual partner, 

family, and community was not consider as a barrier for ARV prophylaxis as stated in 

different studies. 

� Uptake of antiretroviral prophylaxis by study subjects increase with increasing their level 

of education 

-   Most husbands/sexual partners of study subjects encourage their wives to use the 

PMTCT/ARV   services, no matter they were tested for HIV or not. This was one positive factor 

influencing the behavior of HIV positive pregnant women to start antiretroviral prophylaxis at 

their appropriate gestational age.  �

�

�

�
 
 
 
 
 
 
 
 
 
 
 
 



10.  Recommendation  
 

� From the finding of this research, antenatal care is the basic entry point to access PMTCT 

services. Institution based, quality of antenatal care should be provided to clients. 

Universal accessibility of PMTCT services should be settled. Mother Support Group 

(peer group) should be encouraged and the responsible body should generate means of 

income.  

 

� More effort is needed to ensure that mothers are fully informed about the benefits of 

PMTCT/ARV prophylaxis. Even though strong commitment is needed on primary 

prevention of HIV among women of reproduction age, much of the national effort for 

PMTCT services has been focused on provision of ARV prophylaxis. 

 

� Traditional leaders, community health workers and health extension workers should play 

an important role in mobilizing partners to increase male involvement and empower 

women in PMTCT/ARV services. 

� Similar research should be done especially at community level.  

� Interventions need to be designed to promote early ANC visit, HIV testing and early 

enrollment HIV infected pregnant women in to PMTCT/ARV services in any health 

facilities and link women to facilities from the lowest community to health centers and 

hospitals as a part of a continuum of services.  

� Sustainable monitoring and evaluation on PMTCT/ARV services should be implemented. 
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Annex -3 Questionnaire 

Questionnaire prepared to collect information to assess the uptake of ARV 
prophlaxis among HIV women in South Wollo zone 2010. 

Identification 

            01–health Institution ---------------------- 

            02-ID Number (Code) ---------------------- 

03- Date of Interview ----------------------- 

Section 1: Socio Demographic Characteristics and Background Information  

     

04 time of start of interview  

Morning ___/     Hr:     __     _/___     

Min.       

Afternoon  ___/Hr___/___min.  

05 Time of finish of 1   interview  

_           __/Hr:     ___       /___     

Min.      

 

# Question Item  Response  Code 

No  

Skip 

to  

06 Residence address  Urban            

Rural  

1 

2 

 

 

07 

How long did it take you to reach 

here? 

  

-Hr-----------------Min---------------------   

08 How do you travel to PMTCT 

service center  

� Foot  
� Animal (hourse back) 
� Bickel  
� Cart  
� Taxi/automobile 
� Other specify 

1 
2 
3 
4 
5 
77 

 

09 Age of the respondent  In years ------------------   

10  Religion? Orthodox  
 Islam  
 Catholic  
 Protestant  
 Other (Specify) 

1 
2 
3 
4 
77 

 



 

 

 

11 Marital Status  Married 
 Single –never married 
 Separated  
  Divorced  
  Widowed  
  I do not want t respond to this question  

1 
2 
3 
4 
5 
99 

 
 
 
 

12 Number of pregnancy  ----------   

13 Number of deliveries  -----------   

14 

 

Number of alive children (if any) 

 

-----------m------------F-------------   

15 Educational Status     Unable to read and write  
  Only able to read and write  
  Attended elementary school (Grades 1-6) 
  Attended  (Grades 7-10) 
  Attended  (Grades 11-12) 
  Attended University/ College  

1 
2 
3 
4 
5 
6 
7 

 

16 Occupation    Jobless (No job) 
  Student  
  House wife  
  Government employee 
  Farmer 
  CSW 
   House maid  
   Daily laborer 
   Other (specify) 

1 
2 
3 
4 
5 
6 
7 
8 
77 
 

 

17 ethnicity Amhara 
Oromo 
Tigre 
Afar 
Guragie  
Other/specify/---------- 

1 
2 
3 
4 
5 
77 

 

18 Do you have regular source 

Of income? 

                                     Yes  
                                     No  
                                      
 

1 
2 
 

 



Section 2: Knowledge, Perceptions and Attitudes towards PMTCT/ARV 

# Question Item  Response  Code 
No  

Skip 
to  

19 Do you notify /disclosure/ your 
result  

Yes 
No  

1 
2 

 

20 If yes ,to whom  � Husband/ sexual partner/  
� Children  
� Mother  
� Sister 
� Friends 

         - Other specify ----------------- 

1 
2 
3 
4 
5 
77 

 

21 If no, why? � Stigma /discrimination/  
� Family conflict /husband  
� Not necessary to  notify  
-     Other specify ----------------- 
� I didn’t want to respond  

1 
2 
3 
77 
 99 

 

22 Did your husband /partner 
/support you in uptake of ARV 
prophylaxis  

Yes 

No 

Do not know 

1 
2 
9 

 

23 If yes how � Drug adherence  
� Financial support  
� psychological support  
� ANC support  
� Other/ specify/  

1 

2 

3 

77 

 

25 How you ever heard of mother to 
child transmission  
 

Yes 
No  
Do not know 

1 
2 
9 
 
 

 26 If yes which way  N
O  

Response  1=yes 2=no 3= I 
am not 
sure 

 

 During 
pregnancy  

1 2 3  

 During delivery  1 2 3  
 During breast 

feeding  
1 2 3  

                 Other /specify/                   77 

 
 
 
 
 
 
 

 



 

27 Have you ever heard how 
Mother to Child 
transmission of HIV can 
be prevented?  

    Yes 
    No  
 

1 
2 
 
 

 

28 If yes, Could you tell me 
any method(s) by  
which we can prevent the 
newborn  
from being infected with 
HIV?  
(Do not read the a 
alternatives 
. More than one response 
is possible ) 

 Response  1= 
Mentione
d  

2= Not 
mentioned  

 Chemotherapy (ARV prophylaxis) 1 2 
 Vaccination  1 2 
  Traditional therapy  1 2 
 I do not know  1 2 
 Other (Specify)  77  



for HIV testing? (Do not 
read the alternatives 
more than one response 
is possible) 
 
 
 

 Afraid of copping with positive  HIV 
status  

1 2 

 Afraid of the consequences (in the 
community) of knowing that they 
might be positive 

1 2 

 Do not like to give blood at all  1 2 
 Have very little blood left  1 2 
 The religious faith does not permit it  1 2 
 Cannot specify any reason  1 2 
 I do not want to respond to this 

question  
1 2 

 Others (Specify) 77  
�  

36 Most of the time 
pregnant women did not  
want to go to health 
institution  for ANC visit 
,can you give your 
suggestion  

 
 
Unawareness  
Work over lode  
Distance of health  institution  
Cultural /religious factor 
Financial deficit 
Incompetency of health institution  
Other specify  
No response 

1= 
Menti   
oned  
1 
1 
1 
1 
1 
1 
1 
1 
 
 
 

2= Not 
Mentioned 
2 
2 
2 
2 
2 
2 
2 
2 

  

37 Do you think all children 
born from HIV infected 
women will be infected 
by HIV? 

                          Yes  
                          No  
                     I don’t know 
                     I don’t  want to respond 

1 
2 
3 
9 
99 

 

38 Do you think ARV 
prophyaxis  can 
absolutely prevent 
MTCT of HIV 

                          Yes  
                          No  
                     I don’t know 
                     I don’t  want to respond 

1 
2 
9 
99 

 

39 Have you ever initiated   
ARV prophyaxis   

                          Yes  
                          No 

1 
2 

 

40 If no, why  � Drug side effect  
� Poor  adherence  
� Lack of transport  
� Drug out of stock  
� Miss appointment  
� Other specify   

1 
2 
3 
4 
5 
77 

 

41 While you gave birth 
previously  do have taken 

                          Yes  
                          No 

1 
2 

 



    
46 What is your feeling 

towards the message 
conveyed about 
HIV/AIDS by PMTCT 
staff?   

Appropriate  
Inappropriate  
I don’t want to respond to this 
question  
Other/specify/ 

1 
2 
9 
77 

 

47 If the response is 
inappropriate/bad, why? 
(Do not read the 
alternatives. More than 
one response is possible) 

No  Response  1= Mentioned  2= Not 
mention
ed  

 Contact time not enough  1 2 
 Discussions are not 

elaborated well  
1 2 

 Horribly/terrifying picture 
emphasized  

1 2 

 Testing Procedure not 
comfortable  

1 2 

 I do not like to respond to 
this question  

1 2 

 Other (Specify)  77  
 

 

48 Is there any reason that Yes 1 

ARV prophylaxis   

42 If yes’ when  � During pregnancy 
� During delivery  
� During post natal 
� In all phase 

 

1 
2 
3 
4 

 

43 If no what  was  the 
reason   

� Home delivery 
� For gotten 
� No ANC visit 
� I were not infected by HIV 
� No drug at hand  
� unawareness of drug viability  
� other specify  

1 
2 
3 
4 
5 
6 
77 

 

44 Do you think that a 
pregnant woman who is 
HIV positive should 
abort her pregnancy?  

Yes  
No  
Not sure  
I do not want to respond  

1 
2 
9 
99 

 

45 Ife yes why  Unintended pregnancy  
Possibility of HIV Positive Child  birth  
Possibility of fetal death  
Couldn’t give care after birth  
(Other specify)  
I don’t wont to respond   
 
 

1 
2 
3 
4 
77 
99 

 



would prevent a woman 
from taking drug during 
pregnancy  

No  2 

49 If yes – what are the 
reason  

� Unawareness  
� Transport (destance of PMTCT) 
� Financial deficiet  
� Partner refusal  
� Cultural  influence 
� Othr specifiy -------------------- 

1 
2 
3 
4 
5 
77 

50 Do you take (start) ARV 
prophylaxis   

Yes 
No 
I do not want respond to this question 
 

 1 
2 
3 

51 
 

If the response is no, 
Why ?  
 
 
 
 
 
 
 
 

 Response  
My GA is lees sane 28 
weeks  

1= 
Menti 
oned  

2= Not 
mentioned  

 I don’t believe that ARV 
prophylaxis is effiective  
 

1 2 

 I am on ART 1 2 
 Fear of being identified as 

PLWHA by people 
(husband, family. Or 
neighbor)  

1 2 

 Fear of Drug side effect  1 2 
 I do not like to respond to 

this quesiton  
1 2 

 I don’t  want to take it  
No ARV drug  
I don’t come to health 
center  
I don’t know when it is 
started  
Refusal of my hasband 
/partner  

1 
1 
1 
1 
1 

2 
2 
2 
2 
2 

 Other (specify)  77  
 

 

52 what motivated you to 
have HIV test  

� Counselling /initated by provider at health 
facility visit/ 

� To know my status  

� to  plan for marriage  

� partner pressure  

� (other specify) 

1 
2 

3 
4 
77 
 

 



53 what may motivate you 
to initiate and/or continue 
with ARV prophylaxis or 
treatment 

� Counselling /initated by provider at health 
facility visit/ 

� To know my status  

� to  plan for marriage 

� to safe my fetus/my child/ 

� Husband /partner/ pressure  

� Other specify  

1 
2 

3 
4 
5 
77 

 

54 How would be the best 
option for feeding an 
enfant born to HIV 
positive mother 

� EBF 
� Stop BF and provide formula feding  
� Contini BF and provide formula fiding  
� Mix both BF as well as suplumentry feeding  
� Not sure 
� Other specify  

1 
2 
3 
4 
6 
77 
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Annex - 

1.- Information sheet: - This sheet was to be read for the participants of the study. 

Good morning / afternoon , my name is    and I am one of the data 
collectors for the study being conducted by Addis Ababa University, college of health 
sciences on uptake of antiretroviral prophylaxis among HIV positive pregnant women in 
South Wollo Zone. You are selected to be participant of this study if you give me consent 
after you have understood the following information sheet:  

     Title of the study:- cross sectional study on uptake of antiretroviral prophylaxis 
among HIV positive pregnant women. 

     Background of the study: - HIV is one of the most serious health crises the 
world faces today. Globally, around 11% of HIV infections are among babies who 
acquire the virus from their mothers. Over nine – tenths of such transmission occurs in 
sub Saharan Africa including Ethiopia. 

      Objective of the study:- to assess the uptake of antiretroviral prophylaxis among 
HIV positive pregnant women in South Wollo, North East Ethiopia. 

      Benefit of the study: - The participant will not get any direct benefit for being 
participant. 

� The result can be used as a baseline for further studies that could be done in this zone. 

� The result will be used to design prevention and control measures of the disease. 

� The result will be disseminated to the zonal health department & regional health 
bureau.   

�  Any body that was found to be sick during the survey, information was given to visit 
the nearby health institution. 

    Harm of the study:- the study has no any harm except that participant spend up to 
33 minute for the interview. 

     Right of the participants:-  

� Participation was the full right  

� No participating was the full right  

� The participant could stop participating in the study at any time. 

� The participant could skip question which she did not went to respond 

� During the interview, the participant could ask questions which were not clear 

Confidentiality: - the secrecy of any information forwarded was maintained.  
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i. Informed consent form 

I --------have well understood the study information sheet read above. 

 And now I am in a position -------- to participate in the study by giving information. 

To be voluntary          sign below and conduct interview 

Not  to be voluntary------------ go to the next client 

Signature of the interviewer ------------------------------- 

(Signature of the interviewer certifies that informed consent has been given verbally by the 

respondent) 

Questionnaire identification number __________ 

Name of the Interviewer _____________Signature_________date _______ 

Name of the supervisor ______________Signature _______date _________ 

�

Address of the investigator: 

   - Mob. =0914-71-65-27     

    -email = Al.hus99@Yahoo.Com. 

 For further question/ information use the address of the IRB medical faculty: 

-Addis Ababa University, Faculty of medicine  

-Phone number= 011-5-53-87-34 

-email=    aaumfirb@yahoo.com 
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                        Interview guidelines for the qualitative study  

 The in-depth interviews among PMTCT counselors and woreda health office coordinators 
cover a range of topics including  

            1-PMTCT /ARV prophylaxis related knowledge attitudes and perceptions.  

            2-Feeling, attitudes and beliefs regarding ARV prophylaxis  

      3-Strengths and weaknesses in the PMTCT/ARV prophylaxis service delivery  

      4-Perceived social impact of being HIV Positive pregnant regarding to wife – 

           husband interaction, family and in the community  



      5-Reasons that many women do not visit ANC while pregnant  

      6-Reasons that many pregnant women trend to decline HIV testing upon group  

          education and individual counseling  

      7-The reason that HIV positive pregnant women avoid taken ARV prophylaxis  

          for PMTCT 

      8-Measures should be taken to scale up the program 

      9- Do you think ARV prophylaxis can absolutely prevent MTCT of HIV 

    10- How child behaving women mostly infected by HIV. 

    11- Do most HIV positive pregnant women want to have more pregnancy?  
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