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ABSTRACT

Background: The HIV pandemic created an enormous challenge to the survival of mankind
worldwide. Ethiopia is one of the country’s most severely hit by the pandemic. Besides the
dominant heterosexual transmission, vertical transmission accounts for more than 90% of
pediatric AIDS. Thus it is vital to study the utilization of the services by pregnant women to

ensure programme effectiveness.

Objective: The objective of this study is to assess factors affecting utilization of PMTCT
services among pregnant women in Sebeta and Alemgena health centers, Fin Fine Zurya Special

Zone of Oromia from March, 2012.

Methodology: Facility based cross-sectional study was conducted to determine factors that
affect the utilization of PMTCT services. Data were collected using interviewer administered
questionnaire among 387 pregnant women following antenatal care in the selected facilities of
Fin Fine Zurya Special Zone of Oromia region. Two focus group discussions & 4 in-depth

interviews were also conducted.

Results: Three hundred eighty seven respondents participated in the study making a response
rate of 96%. Out of these, 95.6% were tested for HIV. Pregnant women who had formal
schooling were 9 times more likely to utilize voluntary HIV testing compared to illiterate [AOR
(95% CI) = 8.99(1.70-15.57)]. With respect to occupation of women, farmers were less likely to
undergo voluntary HIV testing compared to non farmers in occupation [AOR (95%C.1.)= 0.44
(0.22-0.99)]. Pregnant women who have had the knowledge that HIV transmission occurs during
sexual intercourses were more likely to undergo voluntary HIV testing. Those who perceived
that discussions about HIV/AIDS with husband cause marital disharmony were more likely to

differ from undergoing voluntary HIV testing. [AOR (95%CI) = 0.20(0.05-0.87)].

Conclusion: Formal educations, occupation, knowledge about HIV transmission, discussion
with husbands were found to be the predicators of PMTCT service utilization. Targeted
community sensitization and mobilization on PMTCT to reduce stigmatization & discrimination,
to increase partners’ involvement in the program & continuous health education to increase
knowledge through community based education using outreach, home to home & community

conversion to increase PMTCT utilization by pregnant mothers were recommended.
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1. INTRODUCTION

Human immune deficiency virus (HIV) has spread throughout the world causing untold suffering
and death, and creating profound development challenges. (1) In 2008, 2.1 million children
under 15 years of age were living with HIV; 430,000 were newly infected; and 280,000 died

from AIDS-related causes.

According to calibrated single point estimates (2007), the Ethiopian adult HIV prevalence is
reported to be 2.1% (7.7% in urban and 0.9% in rural areas). 977,394 Ethiopians are living with
HIV/AIDS (41% males, 59% females); an estimated 75,420 HIV-positive pregnant women are
anticipated in 2007. Highest prevalence occurs in the 15-24 age groups and prevalence is higher

among females than males in both urban and rural areas. (2)

According to Oromia National Regional State, the prevalence rate of HIV/AIDS was estimated
1.5 %( 1.2% Male and 1.8% Female).The epidemic predominantly affecting young peoples 15-
24 years of age. (3) The prevalence was higher among young women and adolescent girls and
rural areas; this group of population often have lack of information and access to services. (4)
The number of people living with HIV (PLHIV) in Oromia was 265,509 among which about
34.5% are in need of ART;but, only 13% of the totals were getting ART.

Passing the HIV from an infected mother to her infant is known as mother-to-child transmission
(MTCT). It is responsible for most of the acquisitions of paediatric HIV infections. (5) MTCT
still accounts for a substantial, although decreasing, portion of new HIV infections in many

African countries. (5, 6)

Optimal PMTCT coverage has not yet been achieved. United Nations agencies report that in
2008, in low- and middle-income countries: 21% of pregnant women were tested for HIV, 45%
of pregnant women living with HIV received antiretroviral drug (ARV) regimens or ART and
32% of infants born to mothers living with HIV received ARV prophylaxis at birth. (6) PMTCT
service of Oromia region: Out of 209,797 ANC attendants, about 64% were pre-test
counselled,64% tested for HIV, 3,061 (2% of total pregnancies) pregnant women (PW) were
found positive,1331 PW received NVP and each year 3,007 childer born with HIV. AIDS
orphaned was about 202,251.AIDS related death was 10,833 in the same year. (3)



Among a number of factors that enhance the spread of HIV/AIDS in the region were poverty,low
education,stigma and discrimination of those living with HIV,migration,presence of sex
workers,difference between gender and harmful traditional practices were included. (4)However,
factors affecting PMTCT in Oromia National Regional States in general,and in sebeta and
Alemgena , Fin Fine Zurya special zone of Oromia in particular was not
documented.Therefore,the objective of this study was to assess factors affecting PMTCT

utilization in the study area(Figure 1).

1.1. Statement of the problem

The Ethiopian government has been making an effort to prevent MTCT of HIV as part of the
overall HIV/AIDS prevention and control program Ministry of health (MOH) is accelerating
access to HIV/AIDS treatment in Ethiopia.

The national estimated prevalence in adult is 2.1% (urban 7.7 and rural 0.9%) with estimated
number of PLWHA of 1.3 million (590,000 males & 730,000 female) Number of HIV+ persons
needing ART 258, 264. AIDS Orphans 898,350.HIV Positive Pregnancies 75,420, HIV Positive
Births 14,148. (7, 8)

Pediatric HIV/AIDS is becoming a major public health problem in our country. In response to
this, PMTCT programs are being initiated in many hospitals and health centers throughout the
country. Nationally only 34% of women attend ANC during pregnancy, and only 10% deliver
with a skilled attendant. (9)

Pregnant mothers tested for HIV are only 417,841(14%).0f the total tested pregnant mothers
10,267(2%) were HIV Positive. From HIV Positive pregnant mother, 6,466 (62.7%) had
received nevirapine. (9, 10) This indicates that more than 30% of the women who should receive

treatment were missed.

Despite the availability of PMTCT service the utilization of available PMTCT service is found
low. Therefore, identification of challenges to proper utilization of PMTCT needs an intensive

investigation.



1.2. Rationale of the Study

Mother-to-child transmission (MTCT) is by far the largest source of HIV infection in children
below the age of 15 years. The virus may be transmitted during pregnancy, childbirth, or breast-
feeding (10). Taking in to account the risk factors of MTCT, as well as increased availability of
effective MTCT interventions, we now have a better opportunity to prevent children becoming
infected with HIV from their mother. In continuum of HIV/AIDS interventions, preventing HIV
infection in women of childbearing age will also limit the number of infants being infected by
their mother. Support for prevention of unwanted pregnancies in HIV-positive women would

have the same effect.

The risk of HIV transmission from an infected mother to her child can be reduced by 50% by
giving antiretroviral drug during pregnancy and labor and by avoiding breast-feeding. Without
medical intervention, transmission rates range between 25% and 48% in resource-limited settings
(40). The 4-pronged PMTCT strategy is as a key entry point to HIV care for pregnant women.
However, programs to prevent MTCT are mainly delivered through the health care system, and
are aimed at preventing an already infected mother from transmitting the virus to her child
around the time of pregnancy, birth and in the following months. According to EDHS,
percentage of pregnant women received HIV counseling and testing during ANC is one of the
lowest coverage in the country (11.3%); Oromia region has even lower HIV counseling and
testing utilization rate during ANC (8.6%). Only 10 % of all Ethiopian pregnant women (and
8.1% of Oromia region) deliver in health facilities (9).

The study was supposed to identify factors affecting the utilization of PMTCT services among
pregnant women. The knowledge, perceptions and attitudes on HIV/AIDS were assessed. The
knowledge gaps, the level of stigma and miss conceptions all of which have impact on hope of
positive living with HIV/AIDS and PMTCT service utilization were assessed. The result
obtained from this study will help for policy makers and health workers to design strategies

which could optimize PMTCT utilization.



2. LITERATURE REVIEW
The HIV pandemic created an enormous challenge to the survival of mankind worldwide.

Ethiopia is one of the country’s most severely hit by the epidemic. Besides the dominant
heterosexual transmission, vertical virus transmission from mother to child accounts for more

than 90% of pediatric AIDS. (2)

Every day, over 6,800 persons becomes infected with HIV and over 5,700 persons die from
AIDS, mostly because of inadequate access to HIV prevention and treatment services. The HIV

pandemic remains the most serious of infectious disease challenges to public health. (11)

The estimated number of deaths due to AIDS in 2007 was 2.1 million [1.9-2.4 million]
worldwide, of which 76% occurred in sub-Saharan Africa. Declines in the past two years are
partly attributable to the scaling up of antiretroviral treatment services. AIDS remains a leading
cause of mortality worldwide and the primary cause of death in sub-Saharan Africa, illustrating
the tremendous, long-term challenge that lies ahead for provision of treatment services, with the

hugely disproportionate impact on sub-Saharan Africa ever clearer.(11)

Each year, approximately 1.4 million women living with HIV in low- and middle-income
countries become pregnant. In sub-Saharan Africa, the proportion of antenatal clients who are
living with HIV ranges from below 1% to over 45%. The commonest route of HIV infection for
HIV positive children under 5 is through mother to child transmission. Preventing mother-to-
child transmission of HIV would be the main intervention to reduce HIV infection amongst
children. Transmission of HIV from a mother to her infant can take place during pregnancy,
labour, and delivery and after birth via breastfeeding, especially mixed feeding. It is thought that
the risk of transmission varies at the different stages with the risk during pregnancy ranging from
5-10%, 10-20% during labour and delivery and 10-20% through mixed feeding. In the absence of
any interventions to prevent MTCT, it is estimated that in about thirty percent of cases the virus
will pass from the mother to the infant. In 2009, and estimated 370,000 children were newly
infected with HIV, 90% of whom lived in sub-Saharan Africa. (12, 13)

In contrast, mother-to-child transmission of HIV has been largely eliminated in high-income

countries through provider-initiated HIV testing and counseling, access to highly-effective



antiretroviral prophylaxis and treatment, safer delivery practices, family planning and safe use of

replacement feeding.(12)

Globally a quarter of new born infected with HIV die before the age of one , up to 60% dies
before reaching 2" birth day and more than 80% of these deaths occur in sub Sahara Africa. (14)

The study done in Dire Dawa Dil Chora hospital among 233 pregnant found among socio
demographic variables older age groups (=30) found to be 78% less likely to accept HIV testing
compared to younger (<19 years). Married women were more likely to accept HIV testing than
single ones, OR=22.2(95%CI 5.23, 96.0) the study showed that 79.5% of participants had good
knowledge about HIV, PMTCT and VCT. (14)

Study done on Gonder show that among 1148 interviewed mother 82.5% women were had poor
attitude and practice towards PMTCT service, 63.7% of the respondent had the desire to use of
PMTCT. Ninety percent of them did not want to be tested for HIV of this 70.8 % of them said
that they did not have any risk faced to acquire HIV. (15)

Another study done on Mekele 2490 study population 94.87% know that HIV can be transmitted
from mother to child, of this 95.9% , 93.6% and 91.5% of mother knew that the disease is
transmitted during birth, pregnancy and breast feeding respectively. 17.1% who were not tested

reasoned out duet to fear of rejection by partners. (16)

The study done in AA to assess knowledge & attitudes towards MTCT of HIV and its prevention
among post natal mothers of Tikur Anbessa and Zewditu hospitals shows that 76.8% knew that
MTCT that of HIV is preventable, while 15.7% said that it is not preventable and 7.5% did not
know 64.6% knew the protective effect of prophylactic antiretroviral drugs, 37.1 % knew that
avoiding breast feeding can prevent MTCT of HIV , while 10.4 % knew that elective C/S
delivery can prevent transmission of the virus .Those mother from AA and those who were in the

second & above grade were found to be more knowledgeable on MTCT & PMTCT. (17)

Another study done among pregnant women attending ANC at armed force Hospital shows
PMTCT pregnant heard of it, regarding intervention to reduce MTCT, about 95% of accepters

and 82 % non accepters mentioned that they know about intervention that reduce MTCT. Those
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who have correct knowledge of MTCT of HIV can prevented using chemotherapy were more to

have VCT AOR 3.19,CI 95%(1.16,8.75). (18)

According to study done on PMTCT service utilization among pregnant women in Amhara
region, 67.3% of respondents undergone the process of VCT, of all socio demographic factor
education was positively associated with acceptance of HIV testing (AOR 0.22, 95% CI 0.14,
0.35). The main barriers of utilization of PMTCT service utilization were incorrect perception

regarding HIV/AIDS, fear of husband’s response and stigma by family and community. (19)

The successful implementation of PMTCT interventions and the reduction of AIDS-related
maternal mortality depend upon the wider introduction and strengthening of VCT services, both
linked to maternity care and more widely A cross-sectional sample of 400 recently pregnant
women from rural Maharashtra India indicates thirteen women (3.3%) reported receiving
antenatal HIV testing. high antenatal care utilization, and STI symptom history, recently
pregnant rural Indian women report low HIV testing. Barriers to HIV testing during pregnancy
include lack of discussion by antenatal care providers and lack of awareness of existing testing

services. (20)

Findings of a cross-sectional study of knowledge, attitudes, and practices carried out among
women receiving prenatal or postnatal care from two midwife-obstetric unit clinics in
Khayelitsha, in the Western Cape region of South Africa. Shows of the 264 women who
participated in the cross-sectional study, 95 percent had been tested for HIV and 83 percent of
those tested had told their partners about the HIV test. However, only 60 percent of the women
who tested positive had told their partners about their test results, whereas 90 percent of the HIV -
negative women had shared their results. Partner violence toward HIV positive women was a

significant factor in nondisclosure of test results. (21)

A cross-sectional studies conducted in Ghana among women in antenatal clinics shows, in
2005,98% of women accepted counseling and 97% accepted testing; 3.3% tested HIV positive.
Multivariate analysis showed that women with secondary education were 88% less likely than

those with no/primary education to accept testing (OR=0.12, CI=0.03-0.54, p=0.006). (22)



Finding of A matched-cohort study of HIV-infected and HIV-uninfected mothers and their
infants at 18-20 months post-partum in Zomba District, Malawi shows low PMTCT program
efficiency and effectiveness under routine program conditions in Malawi. HIV-free infant
survival may have been influenced by key factors, including underuse of HAART, underuse of
sd-NVP, and suboptimal infant feeding practices. Maternal mortality among HIV-infected
women demands attention; improved maternal survival is a means to improve infant survival.

(23)

In a Kenyan study, only 29% of HIV-infected women who received posttest counseling at 23"
24th weeks of gestation collected nevirapine at 34th week, and only 20% of infected
women eventually took the drug in labor, partly due to the time lag between testing and
providing the drug. In other part of Africa similar low uptake was reported in 2004. Only 30%
of the pregnant women who attended antenatal care in the facility with PMTCT services
delivered in that facility. The vast majority delivered at home or in another health facility. (24-
26)

In the past decade, in Western, Eastern and Central Europe, MTCT rates were reduced to as low
as 1.6% through combined efforts. By using nevirapine alone MTCT of HIV can be reduced by
50 %. (27) Lesson from programs of tuberculosis, river blindness and many of the most
successful programs of HIV/AIDS itself show that systematically engaging the
communities (most concerned parts of community, peers and family members) is critical for
large scale coverage of ART uptake. The inclusion of these people will help to overcome
the key obstacles to an effective response, including denial, stigma and discrimination;
hence they critically determine how women- as part of the community understand PMTCT.

(28-30)

In Ethiopia, rates have been reduced to less than 2% with intensive interventions that include
combination highly active antiretroviral (ARV) therapy for the mother during pregnancy and
labour zidovudine (ZDV) given to the infant for six weeks post-partum, obstetrical interventions
including elective caesarean delivery (prior to the onset of labour and membrane rupture) at 38
weeks, and complete avoidance of breastfeeding. This regimen has become the recommended

first choice for resource-constrained settings in the 2004 WHO guidelines. (31, 32)
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Figure 1: Conceptual Frame work: Factors affecting utilization of PMTCT service



3. OBJECTIVE

3.1. General Objective

To determine level and identify factors that influence utilization of PMTCT services by pregnant

women in, Fin Fine Zurya Special Zone of Oromia National Regional State, Ethiopia

3.2. Specific Objectives
1. To determine the level of utilization of antenatal HIV counseling and testing in the PMTCT
Services.
2. To identify factors affecting utilization of PMTCT services in the selected health facilities of Sebeta
and Alemgena towns.

3. To assess the uptake of ART by women referred to ART service from selected PMTCT sites.



4. METHODOLOGY

4.1. Study area

The study was conducted in Fin Fine Zurya Special Zone of Oromia, Sebeta and Alemgena
Towns - urban settlements, Industrial and business centers of Special Zone, located 25 Kms and
15 Kms West of AA town respectively. According to the 2007 population and housing
census, the population Sebeta and Alemgena town was estimated to be 100,010 & 48,071
respectively. At the time of the survey in each of the towns, there was one health center - for
most of the health care services including PMTCT. A total of 3,800 and 1,827 pregnant women
were expected for Sebeta and Alemgena town in 2003 E.C. respectively. Of these pregnant
women 2,564 (67.5%) and 1,680(92%) were ANC attendants received ANC/PMTCT services in
Sebeta and Alemgena towns respectively.Of those who received ANC/PMTCT
services,2,871(67.6%) were pre-test counselled,2,456(57.9%) tested for HIV, 67 pregnant
women (PW) found positive,353 partner tested respectively. For Sebeta out of 35 positive
pregnant women 31 were received NVP.For Alemgena all 32 positive pregnant women reffered
to Sebeta Health center and 27 were received NVP.Because there is no ART services in

Alemgena Health center.

4.2. Study design

The study used quantitative study method in the form of facility based cross sectional survey
design complemented by a qualitative study, focus group discussions and individual in-depth

interviews.

4.3. Source population

All pregnant women in the two towns of Fin Fine Zurya Special zones of Oromia

4.4. Study population

Pregnant women attending ANC in the in selected 2 health centers at the time of the study
period.

Inclusion criteria: - all current pregnant women attending ANC and exposed to HIV counseling
for the first time in selected health centers and who were willing to participate in the study
Exclusion criteria: - Pregnant women who were seriously ill and also with disability of hearing

or listening
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4.5. Sample size determination

Sample size is determined by using single population proportion formula as follows.

n=Zo/,’ p(1-p)
d2

Where n is sample size, p is the proportion of HIV tested pregnant women who received HIV test
result under the PMTCT service in Sebeta and Alemgena , and d is the margin of error.

The following assumptions were used. Since local data for the value of p was not available, it
was taken to be 50% (P=0.5) to allow maximum sample size. Allowing 5 % for expected margin
of error (d) and with 95% confidence level Za/2 = 1.96, and 5% allowance for non-response, a

total sample size of 403 was calculated

4.6. Sampling procedures

Every pregnant woman who was for the first time exposed to HIV counseling during the
data collection period was eligible for an interview. For the qualitative study, purposive
sampling was employed (33).In-Depth Interviews (IDIs) were conducted among the two health
professionals involved in PMTCT service delivery and with sero-positive pregnant and postnatal
sero-positive mothers in the two health facilities. FGD participants were identified with the help
of counselors according to the preset criteria relevant to the objective of study. Each group

consisted of six participants selected by the principal investigator.

4.7. Data collection

Data was collected from the study participants using pre-tested structured questionnaire. The
questionnaire was adapted from published studies with reasonable modifications. The
questionnaire contains variables on socio demographic characteristics, HIV/AIDS related
knowledge, beliefs, attitudes, terms and perceptions of being HIV positive, and their plan as to
where to deliver. The questionnaire was first prepared in English and translated to Amharic then
back to English. It was pre-tested on same place among participants by the trained interviewers
and revised before the start of actual data collection. Data was collected by two BSc degree
holder Nurse who were given two days training by the principal investigator about the objective
of the study, how to fill the questionnaire and maintain privacy and confidentiality during the

interview.
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Women attending ANC service while providing the routine HIV test in the data collection period
were invited to participate in the survey questions upon exit. They were first told of the study and
then screened for eligibility if they expressed an interest in participation. Once eligibility had
been established, informed consent was obtained from each participant. The counselor was
recruited those pregnant mothers who are willing to participate in the study till required sample

size 1s satisfied.

For qualitative study participants were selected purposively from Alemgena and Sebeta Health
centers ANC/PMTCT unit. A field guide was used to facilitate discussions and in-depth
interviews. The purpose of conducting these FGDs and in-depth interviews was to gain a detailed
insight into the clients understanding and perception about HIV testing and counseling,
perceived risks, and the beliefs and attitudes related to the utilization of the PMTCT service.
Once eligibility has been established the identified persons were asked to participate in a
discussion or IDIs. Informed consent was obtained prior to the discussion or in-depth interview.
The focus group discussions and IDIs were held at the study site in a private setting where the
participant feels comfortable speaking with the interviewer. During the group discussions or in-
depth interviews the investigator was moderating the discussion or IDIs and the supervisor was

assigned for note taking and discussions or IDIs were tape recorded.

4.8. Data quality
Two days training was given on the study instrument and the data collection procedure for the

data collectors.

Questionnaire was prepared in English and then translated to Amharic and then back to English

language to ensure consistency of questionnaire.

The questionnaire was pre tested and necessary adjustments were made prior to actual data
collection was launched. Data quality control and cleaning was commenced in the field by the
principal investigator ensuring that all the information on the questionnaires have been properly

collected and recorded and checked for completeness of data and internal consistency.
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4.9. Data analysis and management

Data were coded against the original English version and entry was done using Epi Info
software. The entered data were validated for consistency and inspected for outliers to identify
any erroneous values. Data cleaning was made manually by removing missing/conflicting ideas
and responses to questions about relevant information.

The final data file was compiled and imported into SPSS version 16 statistical package for
analyses. Recoding and re-categorizing was made for relevant variables. Univariate analysis was
done to calculate frequencies and proportions. On bivariate analysis association of selected
exposure variables was done with the outcome variable. Multivariate analysis was computed to
assess the presence and strength of association and to see for confounders with dependent
variable HIV test acceptors utilization. Logistic regression was performed using SPSS. The result
was presented using appropriate frequencies, proportions, odds ratio and 95% confidence

interval.

To analyze qualitative data the hand written notes and tape-recorded discussions/interviews were
transcribed, compiled together and later translated into English. The important finding were
narrated, summarized and incorporated. Findings from all the three instruments were

investigated at the same time and triangulated to help in interpretation.

4.10. Operational definitions
o Utilization of PMTCT: - The consumption of PMTCT services primarily

acceptance of counseling and HIV testing and a range of intervention in PMTCT.
o Acceptors: - pregnant women who has received pretest counseling and accept
HIV testing on the current pregnancy
o Non acceptors: - pregnant women who received pretest counseling and refused
the HIV testing offering.

o ANC: - antenatal care; the care given to pregnant women and her un-born fetus.
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4.11 Variables

Dependent variables

e Acceptance of HIV test

Independent variable
e Socio-demographic:
Age, educational level, marital status, religion, occupation and husbands’ occupation
e Knowledge, attitudes, perceptions of HIV/AIDS,PMTCT and VCT
e Perceived benefits of PMTCT
e Stigma and discrimination
e  Women partners discussion on PMTCT
e Partners test acceptance

e Client provider relation

4.12 Ethical consideration

Ethical clearance was obtained from Research and Ethics Committee (REC) of the School of
Public Health, Addis Ababa University. Officials of the Fin Fine Zurya Special zone of Oromia,
Sebeta and Alemgena health office were communicated through formal letter and permission
was obtained. Consent was obtained from each respondent by explaining objectives of the study
and privacy was considered so that they could express their feeling freely. Study participants
were told about the right not to participate in the study or to discontinue the interview at any time

they wanted to do so.

4.13 Dissemination of results

The result of this study will primarily be submitted to the SPH, AAU as partial fulfillment of the
degree of masters in Public Health. Following this, it will also be disseminated to relevant bodies
including Fin Fine Zurya Special zone of Oromia, Sebeta and Alemgena health office, respective

health centers. It will send to be published in scientific journal.
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5. RESULT

S5.1Univariate analysis

Socio-demographic characteristics of pregnant women

A total of 387 pregnant women participated in the study making a response rate of 96%. Sixteen
women refused to participate. The age of pregnant women included in this study ranged between
17 and 40 years with mean age (£SD) of 25.66 +5.11 years and median 25years. Two hundred
fifty two (65.1%) and 377(97.4%), were Orthodox and married, respectively. A large proportion
(59.4%) of the respondents had two or less number of live children. Two hundred fifty two
women (66.1%) were Sebeta residents and 131 (33.9%) were Alemgena residents (Table 1).

Level of education revealed that 139(35.9%) were illiterate, 110(28.4%) attended Primary
education, 99(25.6%) attended secondary education and 39(10.1%) attended tertiary education
(Table 1).

Two hundred twelve (54.8%) of the study participants were house wives, 87 (22.5%) were
farmer, 33(8.5%) were employed, 30(7.8%) were daily laborer and 25(6.4%) were others (House
maid, Merchant, Private Business & Student) respectively (Table 1).

With regard to their Husbands’ Occupation 90(24.1%) were employed, 104(27.9%) Daily

laborer, 87(23.3%) farmer, 70(18.8%) Merchant and 22 (5.9%) were others (Driver, Solider,
Evangelist & contractor) (Table 1).
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Table 1: Socio demographic characteristics of the ANC Attendees, Sebeta and Alemgena Health
Center, Fin Fine Zurya Oromia special Zone, Ethiopia March, 2012

Variables Number Percent
Age(years) n=387
15-20 79 20.4
21-30 263 68.0
31-40 45 11.6
Place of Residence
Sebeta 256 66.1
Alemgena 131 33.9
Religion
Orthodox 252 65.1
Muslim 82 21.2
Protestant 45 11.6
Others(Catholic and Witchcraft) 8 2.1
Marital Status
Married 377 97.4
Others(Single, Divorced &Widowed) 10 2.6
Educational Status
Illiterate 139 359
Primary 110 28.4
Secondary 99 25.6
Tertiary 39 10.1
Occupation
House Wife 212 54.8
Farmer 87 22.5
Government Employee 33 8.5
Daily Laborer 30 7.8
Others(House maid, Merchant, Private business & Student) 25 6.4
Husbands’ Occupation* n=373
Government Employee 90 24.1
Daily Laborer 104 279
Merchant 70 18.8
Farmer 87 233
Others(Driver, Solider, Evangelist & contractor) 22 5.9

*Total does not add up to 377. Of the 377 husbands married to pregnant women the occupation of 4 were
missed.
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Knowledge, Perceptions and Attitudes towards HIV/AIDS

Three hundred seventy one (95.9%) participants knew the disease HIV/AIDS as it is shown in
table 2. Source of information about HIV/AIDS included health facility 163(42.1%), Radio
221(57.1%), TV 131(33.9%), Newspaper 16(4.1%), Family 85(22%) and school 62(16%)
(Figure 2).

Two hundred fifty four (65.6%) of respondents had mentioned their feeling about the message
released via public media were clear and appropriate in contents, clear but inappropriate in
contents, appropriate in contents but not clear, sometimes it is clear but not always, does not
concern them and no response accounts for 2(0.5%), 10(2.6%), 11(2.8%), 69(17.8%) and
41(10.6%), respectively (Table 2).

Figure 2 Source of information about HIV/AIDS among pregnant women in Sebeta & Alemgena

Health center March 2012.
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All participants have responded to the questions on mode of HIV transmission and its prevention
methods. Two hundred ninety (74.9%) of the respondents had mentioned the means for HIV
transmission as sexual intercourse: 243(62.8%) sharing sharp instrument: 69 (17.8%) infected

blood and 22 (5.7%) mother to child transmission.

All participants have known at least one method of prevention of HIV transmission. One
hundred seventy six women (45.5%), 170 (43.9%), 112 (28.9%) and 29(7.5%) mentioned its
prevention methods to be faithful, to abstain, using condoms and to avoid sharing of sharp

instruments, respectively.

Three hundred eighty two (98.7%) of the respondents support the idea that every pregnant
woman should be screened for HIV and 379(97.9%) mentioned that the partner should be tested
with the pregnant women. Pregnant women were asked what they thought about the reason for
which many other pregnant women were not attending ANC. Fear of consequences of positive
HIV status mentioned by 136(35.1%), lack of awareness as to the benefits of ANC by
134(34.6%), afraid of copping with positive HIV status 83 (21.4%), do not like to give blood at
all 42(10.9%) and the religious faith does not permit it 14(3.6%) were among the perceived

reasons(Table 2).
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Table 2: Knowledge, Perceptions and Attitudes towards HIV/AIDS among the ANC Attendees,

Sebeta and Alemgena Health Center, Fin Fine Zurya Oromia special Zone, Ethiopia. March,

2012
Variables Number Percent
Knowledge of HIV/AIDS n=387
Yes 371 95.9
No 16 4.1
Message conveyed via public media
Clear & appropriate 254 65.6
Clear but inappropriate in contents 2 0.6
Appropriate in contents but not clear 10 2.6
Sometimes it is clear but not always 11 2.8
Does not concern them 69 17.8
No response 41 10.6
Knowledge on mode of HIV transmission*
Sexual intercourse 290 74.9
Sharing sharp instrument 243 62.8
Infected blood 69 17.8
MTCT 22 5.7
Means of prevention of HIV transmission*
Faithful 176 45.5
Abstain 170 43.9
Using Condoms 112 28.9
Avoid sharing of sharp instruments 29 7.5
Support the idea every pregnant women screened for HIV
Yes 382 98.7
Others(No & Not sure) 5 1.3
Partner should be tested with pregnant women
Yes 379 97.9
Others(No & Don’t know) 8 2.1
Reason for pregnant women are not attending ANC*
Fear of consequences of positive HIV status 136 35.1
Lack of awareness as to the benefits of ANC 134 34.6
Afraid of copping with positive HIV status 83 214
Do not like to give blood 42 10.9
Religious faith does not permit it 14 3.6

*Multiple Responses
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Concerning PMTCT, 322 (81.5%) of the pregnant women had heard of it .The methods of
PMTCT mentioned by the respondents: 211(53.4%) use of antiretroviral drug, 90 (22.8%) avoid
breast-feeding and about 106 (26.8%) participants didn't know the means of prevention. Three
hundred fifty eighty (92.5%) of the respondent judged that message delivered by PMTCT staff
regarding HIV/AIDS is very clear and 371(95.9%) mentioned that it’s appropriate.

Three hundred seventy (95.6%) of the respondents reported that they had undergone voluntary
counseling for HIV testing. All pregnant women who underwent counseling were tested for HIV
and 369(95.3%) of those who were tested received the test result .Three hundred sixty one
(93.3%) of those who received the result were negative for HIV and 9(2.3%) of those who
received the result were positive for HIV. Five of the positive pregnant women were eligible and

enrolled for ART treatment and 4 of the positive pregnant women received ARV prophylaxis.

Three hundred eighty four (99.2%) of the respondents believed that couples should be screened
for HIV before getting married and 301(77.8%) mentioned that preferably to be tested at ANC
clinic, 84(21.7) mentioned that preferably to be tested at private clinic and 2(0.5%) were didn’t

know where to be tested.

One hundred twenty (31%) of the respondents believed that they are at risk for getting HIV. Two
hundred forty two (62.5%) of the 387 participants believed that they are not at risk for getting
HIV, 24(6.2%) of respondents didn’t know they are at risk for getting HIV and 1(0.3%) has no

response for this question (Table 3).
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Table 3: ANC-PMTCT service among pregnant women, Sebeta and Alemgena Health Center,

Fin Fine Zurya Oromia special Zone, Ethiopia March, 2012

Variables Number Percent (%)
Knowledge on MTCT prevention n=387
Yes 322 81.5
No 65 18.5
Means of prevention of MTCT*
Use of ARV drug 211 534
Avoid breast-feeding 90 22.8
Don’t know 106 26.8
HIV Counseling Provided
Yes 370 95.6
No 17 4.4
Undergone HIV Testing n=370
Yes 370 100
No - -
Received HIV test Result
Yes 369 99.7
No 1 0.3
HIV Test Result
Negative 361 933
Positive 9 23
Couples screened for HIV before marriage N=387
Yes 384 99.2
No & Not Sure 3 0.8
Preferred place of Test
ANC clinic
Private Clinic 301 77.8
I don’t know 84 21.7
2 0.5

*Multiple Responses
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HIV/AIDS related Behavior & Beliefs

Among reasons stated for differing discussions about HIV/AIDS with husband: 189(48.8%) felt
it is not important issue, 92(23.8%) of them addressed that such discussions cause marital

disharmony; and yet 106(27.4%) others refrained from commenting,.

Three hundred seventy (95.6%) of the respondents had undergone voluntary counseling for HIV
testing. Concerning the time of counseling and testing, 229 (59.2%), were tested premarital, 49
(12.7%) in preconception and 92 (23.8%) were during current pregnancy. In 273 (70.5%) of
them counseling was user-initiated i.e. to plan for marriage in 198 (51.2%), to plan for having
baby in 57(14.7%) and to know self status in 18 (4.7%). In 97 (25.1%), it was provider- initiated
at health facility visit (figure 3). Three hundred eighty three (99%) of the respondents know that

HIV testing is mandatory in each of the subsequent pregnancies (Table 4).

Figure 3 Reasons for testing among pregnant women in Sebeta & Alemgena Health center March,

2012.
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HIV/AIDS related Behavior, Stigma & Discrimination

Seventeen (4.4%) of the participants gave reasons for not being tested ever or up until to the time
of the study as: fear of being identified as HIV positive in the community in 4 (1%), low
perceived risk of having HIV in 10(2.6%), the need to consult the husband in 2(0.6%), and fear
of discussing the horrible picture of HIV with the counselor in 1(0.3%). Four of the pregnant

women who had not known their status expected their HIV test result to be positive for HIV.

Sixty five (16.8%) of the pregnant women had never discussed with partner about the issues of
HIV testing during the current pregnancy. About 337 (87.1%) of pregnant women believed that
their husbands support couple testing, while the other 50(12.9%) believed that their husbands
want the wife to be tested alone or not to raise the issue at all. About 101 (26.1%) of the

respondents suspected that their husbands might have HIV.

The study participants were asked about their plan where when they want to deliver 338 (87.3%)
in the facilities where they ANC, 26 (6.7%) in another facility (the nearby hospital), 14(3.7%)
undecided at the time of the study and 9(2.3%) planned to delivery at home.

With respect to the desired number of additional children 185 (47.8%) needed to have no more
child if by chance mother is positive for HIV, 144 (37.2%) one or two more children, 31 (8%)
more than two children and 27(7%) undecided (Table 4).
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Table 4: HIV/AIDS related Behavior, Stigma & Discrimination among the ANC Attendees,
Sebeta and Alemgena Health Center, Fin Fine Zurya Oromia special Zone, Ethiopia. March,
2012

Variables Number Percent
Reasons for differing discussions with partner n=387
Not important issue 189 48.8
cause marital disharmony 92 23.8
Avoid commenting 106 27.4
Reasons for not being tested ever
Fear of being identified as HIV +ve N=17
Low perceived risk of having HIV 4 1.0
Need to consult the husband 10 2.6
Fear of discussing the horrible picture of HIV 2 0.6
1 0.2
Discuss with partner about HIV testing in the current pregnancy
Yes 319 82.4
No 65 16.8
No response 3 0.8
Partners Believe about HIV Testing
Husbands support couple testing 337 87.1
Husbands want the wife to be tested alone or 50 12.9

not to raise the issue at all

Preferred place of delivery

Home 9 23
Health facility 338 87.3
Another Health facility 26 6.7
Undecided 14 3.6

Desired number of additional children by tuned +ve
No more child

One or two more children 185 47.8
> 3 more 144 37.2
Undecided 31 8.0

27 7.0
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5.2. Bivariate analysis

Socio demographic variables associated with acceptance of HIV testing among the ANC

Attendees, Sebeta and Alemgena Health Center

Bivariate analysis was done to assess any association between socio demographic variables and
voluntary HIV testing utilization. Women residing in Alemgena were 8 times more likely utilize
voluntary HIV testing compared to Sebeta residents [COR 995%C.1.)=8.26(1.08-66.02)].
Pregnant women who had formal schooling were 15 times more likely to utilize voluntary HIV
testing compared to illiterate [COR (95% CI) = 14.88(3.35-66.09)]. With respect to occupation
of women being a farmer was less likely to undergo voluntary HIV testing compared to non

farmers [COR (95%C.L)= 0.17 (0.06-0.50] (Table 5).

Factors associated with acceptance of HIV testing among the ANC Attendees, Sebeta and
Alemgena Health Center

Bivariate analysis was done to assess any association between different variables and voluntary
HIV testing utilization. Pregnant women whose source of information from Radio were more

likely to undergo voluntary HIV testing [COR (95%CI) =10.88(2.45- 48.26)].

Pregnant women who have the knowledge that HIV transmission occurs during sexual
intercourses were more likely to undergo voluntary HIV testing [COR (95% C.I.) =2.81(1.05-
7.49)].

Those pregnant women who perceived that discussions about HIV/AIDS with husband would
cause marital disharmony were more likely to differ from undergoing a voluntary HIV testing

compared to their counter parts [COR (95%CI) = 0.33(0.12-0.88].
According to bivariate regression shows those who planned to deliver in hospital had a

significant association at [COR (95%CI) =0.19(0.05- 0.94)] with the acceptance of voluntary
HIV testing (Table 6).
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Table 5: Bivariate analysis showing Socio demographic factors associated with Acceptance of
Voluntary HIV testing, Sebeta and Alemgena Health Center, Fin Fine Zurya Oromia special
Zone, Ethiopia. March, 2012

Variables HIV test
Yes (%) No (%) COR(95% CI)
Age(Years)
15-20 74(93.7) 5(6.3) 1
21-30 255(97.0) 8(3.0) 2.15(0.68-6.78)
31-40 41(91.1) 4(8.9) 0.69(0.18-2.72)

Place of Residence

Sebeta 244(93.8) 16(6.2) 1

Alemgena 126(99.2) 1(0.8) 8.26(1.08-66.02)*
Religion

Orthodox 237(94.0) 15(6.0) 0.24(0.05-1.06)

Other 133(98.5) 2(1.5) 1

Educational Status

Illiterate 124(89.2) 15(10.8) 1

Formal Education 246(99.2) 2(0.8) 14.88(3.35-66.09)*
Occupation

House wife 207(97.6) 5(2.4) 1

Farmer 76(87.4) 11(12.6) 0.17(0.06,0.50)*

Other 87(98.9) 1(1.1) 2.10(0.24-18.25)
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Table 6: Bivariate analysis showing other variables associated with Acceptance of Voluntary
HIV testing, Sebeta and Alemgena Health Center, Fin Fine Zurya Oromia special Zone,
Ethiopia. March, 2012

Variables HIV test
Yes (%) No (%) COR(95% CI)
Source of information on
HIV/AIDS
Radio
Yes 219(99.1) 2(0.9)  10.88(2.45- 48.26)*
No 151(91.0) 15(9.0) 1
Family
Yes 82(96.5) 3(3.5) 1.33(0.37-4.74)
No 288(95.4) 14(4.6) 1

Mode of HIV transmission
Sexual Intercourse

Yes 281(96.9) 9(3.1) 2.81(1.05-7.49)*
No 89(91.8) 8(8.2) 1
Sharing sharp instrument
Yes 68(98.6) 1(1.4) 3.60(0.47-27.63)
No 302(95.0) 16(5.0) 1
Infected blood
Yes 233(95.9) 10(4.1) 1.19(044-3.20)
No 137(95.1) 7(4.9) 1
Heard about MTCT
Yes 2(91.2) 6(8.8) 2.71(0.97-7.60)
No 308(96.6) 11(3.4) 1
Means of PMTCT
Use of ART drug
Yes 201(95.7) 9(4.3) 1.06(0.40-2.80)
No 169(95.5) 8(4.5) 1
Avoid Breast feeding
Yes 87(97.8) 2(2.2) 2.31(0.52-10.28)
No 283(95.0) 15(5.0) 1
Don’t know
Yes 94(94.0) 6(6.0) 0.62(0.23-1.74)
No 276(96.2) 11(3.8) 1
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Discussions with partners
about HIV/AIDS
Not an important issue
Yes
No
Cause marital disharmony
Yes
No

For current pregnancy
preferred place of delivery
Health center

Yes

No
Hospital

Yes

No
Undecided

Yes

No

Feeding option for an infant born
to HIV positive mother
Avoid breast feeding
Yes
No
Continue breast feeding
Yes
No

177(93.7)
193(97.5)

84(91.3)
286(96.9)

324(95.9)
46(93.9)

9(81.8)
361(96.0)

12(92.3)
358(95.7)

277(95.2)

93(96.9)

16(94.1)
354(95.7)

12(6.3)
5(2.5)

8(8.7)
9(3.1)

14(4.1)
3(6.1)

2(18.2)
15(4.0)

1(7.7)
16(4.3)

14(4.8)

3(3.1)

1(5.9)
16(4.3)

2.62(0.90-7.58)
1

0.33(0.12-0.88)*
1

0.66(0.18-2.39)
1

0.19(0.05-0.94)*
1

1.87(0.23-15.24)
1

1.57(0.44-5.57)

1

1.38(0.17-11.09)
1
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5.3. Multivariate Analysis
Factors associated with voluntary HIV testing utilization among pregnant women

Multivariate analysis was done to see the independent effects of explanatory reliable on
voluntary HIV testing utilization. After adjusting for potential confounding variables there was a
significant association between some variables with voluntary HIV testing utilization. Education
and occupation showed significant association with voluntary HIV testing utilization. Pregnant
women who had formal schooling were 9 times more likely utilize voluntary HIV testing

compared to illiterate [AOR (95% CI) = 8.99(1.70-45.57)].

With respect to occupation of women, farmers were less likely to undergo voluntary HIV testing
compared to those who were not [AOR (95%C.1.)= 0.44 (0.22-0.99]. Pregnant women who were
informed by Radio & family were more likely to undergo voluntary HIV testing [AOR (95%CI)
=14.90(2.94- 75.47)] and [AOR (95%C.1.) = 4.45(1.01-19.65)] respectively. Pregnant women
who had the knowledge that HIV transmission occurs during sexual intercourses were more

likely to undergo voluntary HIV testing [AOR (95% C.1.) =0.13(0.02-0.83)].

Pregnant women who perceived that discussions about HIV/AIDS with husband cause marital
disharmony were more likely to differ from undergoing voluntary HIV testing compared to
others [AOR (95%CI) = 0.20(0.05-0.87].Women who planned to deliver in a hospital were more
likely to accept [AOR (95%CI) =0.01(00- 0.31)] voluntary HIV testing (Table 7).
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Table 7: Multivariate analysis showing Factors associated with acceptance of HIV testing among

the ANC Attendees, Sebeta and Alemgena Health Center, Fin Fine Zurya Oromia special Zone,

Ethiopia March, 2012

Variables

HIV test

Yes (%)

No (%)

COR(95% CI)

AOR(95%CI)

Educational Status
Illiterate

Formal Education

Occupation
House wife
Farmer
Other

Sources of Information on

HIV/AIDS
Radio
Yes
No

Family
Yes
No

Mode of HIV transmission

Sexual Intercourse
Yes
No

Discussions with partners

about HIV/AIDS

marital disharmony

Yes
No

For current pregnancy
preferred place delivery

Hospital
Yes
No

124(89.2)
246(99.2)

207(97.6)
76(87.4)
87(98.9)

219(99.1)
151(91.0)

82(96.5)
288(95.4)

281(96.9)

89(91.8)

84(91.3)
286(96.9)

9(81.8)
361(96.0)

15(10.8)
2(0.8)

5(2.4)
11(12.6)
1(1.1)

2(0.9)
15(9.0)

3(3.5)
14(4.6)

9(3.1)
8(8.2)

8(8.7)
9(3.1)

2(18.2)
15(4.0)

1
14.88(3.35-66.09)*

1
0.17(0.06,0.50)*
2.10(0.24-18.25)

10.88(2.45-48.26)*
1

1.33(0.37-,4.74)
1

2.81(1.05-7.49)*
1

0.33(0.12-0.88)*
1

0.19(0.04-0.94)*
1

1
8.99(1.70-45.57)**

1
0.31(0.10,0.98)**
1.24(0.13-11.75)

14.90(2.94-75.47)%*
1

4.45(1.01-19.65)**
1

0.13(0.02-0.83)**
1

0.20(0.05-0.87)**
1

0.01(00-0.31)**
1
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Qualitative

Summary results of focus group discussion

Total of twelve participants were included in the study. Two FGD were conducted with pregnant
mothers coming for ANC selected from Sebeta and Alemgena Health Center MCH unit by
PMTCT service providers. The majority of the respondents 9 (75.0%) were in age group 21-30
years, 6(50%) were attended secondary education. Six (50%), 4(33.3%) and 2(16.7%), were
Orthodox, Muslim and Protestant respectively. Eleven (91.7%) and 1(8.3%), were married and
unmarried, respectively. Four (33.3%) of participants were housewife, 2(16.7%) were farmer,
1(8.3%) were government employed, 2(26.7%) were daily laborer and 3(25%) were merchant
respectively (Table 8). And also a total of 3 health professionals (clinical nurses), two pregnant
women and two postnatal sero positive mothers who where beneficiary of the PMTCT service
were participated in the in-depth interviews.

Table 8: Socio demographic characteristics of FGD

Variables Number Percent
Age(years) n=12

15-20 2 16.7

21-30 9 75.0

31-40 1 8.3
Place of Residence

Sebeta 6 50.0

Alemgena 6 50.0
Religion

Orthodox 6 50.0

Muslim 4 333

Protestant 2 16.7
Marital Status

Married 11 91.7

Single 1 83
Educational Status

Illiterate 2 16.7

Primary 3 25.0

Secondary 6 50.0

Tertiary 1 83
Occupation

House Wife 4 333

Farmer 2 16.7

Government Employee 1 8.3

Daily Laborer 2 16.7

Merchant 3 25.0
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HIV/ AIDS related knowledge & perceptions:

Almost both group of the discussants stated that AIDS as a serious threat with no cure .This
disease has no treatment, so if you hear that someone is infected, it is like a death, and there is no
return to health again. HIV/AIDS is a very dangerous disease .HIV could be transmitted through

unprotected sex, sharing of razor blade, needle with infected person, pregnancy and delivery.

In focus group discussions one of the participants mentioned that,

“I thought HIV transmitted from one person to the other person because of carelessness of
people. Most men in Sebeta village are farmer and during harvest time they went to market to
sell their crop, and when they are drunk they sleep around and will be infected with HIV/AIDS.
When they return home, they will infect their wives who will then infect their unborn children.
And for small children may contract HIV through cutting of Uvula and milk tooth extraction with
contaminated materials, Pregnancy and delivery.” (One of the FGD participant)

One participant from Sebeta discussant said that “People’s perception regarding HIV they think
as curse and sin. As to me I feel that HIV transmitted through shaking and sleeping together in

the same bed”.

HIV testing and its importance

Almost all participants agreed that VCT is important to know self-status. Four of the group
discussants mentioned that “previously I have a fear about testing but now I like to have it HIV
testing is good because it helps you to know your status and it makes you feel free, happy and

1

confident. If you know your status it is better opportunity to your baby in the future.’

One of the participant from Sebeta discussant said “Yes , I like HIV testing. At this time it is an
asset. Because HIV doesn’t differentiate one person from the other by religion, race, sex, wealth,
if somebody knew his/her status so it is good to for that person to take care of him/herself. HIV

testing is a very good tool because it helps to know your own status. So health is a property”.
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Knowledge about mechanism MTCT of HIV

Majority of FGD participants knew MTCT of HIV. However there was variation about the mode
of transmission. Most participants from both groups from Alemgena and Sebeta mentioned that
MTCT is possible during breast-feeding. Half of participants mentioned MTCT can occur during
delivery and pregnancy.

One participant from Alemgena discussant said that “There is no chance for the baby to be free

from HIV since he/she shares everything through placenta from his/her mother in the womb”.

Regarding prevention of MTCT almost all of the participants from both groups said that avoiding
breast-feeding could prevent HIV transmission to the baby. Some participants mentioned taking

ART could prevent it.
Possible reasons of not using PMTCT services by pregnant women:

Almost all of the discussants stated that fear of discrimination by the community. If she is tested
and knew her status afraid of copping with positive HIV status and the consequences (in the
community) of knowing that they might be positive. They preferred not know their status.
Majority of FGD participants mentioned that lack of knowledge and information about the
benefits of HIV testing. Some women do not understand benefit of testing and they think that
testing service has payment. Woman gave birth at home and the delivery is safe they believe that

for the next pregnancy they don’t need to go Health facility.

Majority of participants mentioned they have never discuss with their partner about HIV testing
and PMTCT of HIV during their pregnancy. Some husbands do not allow her to be tested. If the
wife tested without her husbands’ knowledge this might cause beat or divorce and they feared
that they would be blamed for bringing the disease into the house.

One participant mentioned that the reason pregnant women not using PMTCT services there is
gap in counseling.

Suggestion given to improve PMTCT services utilization

e Teaching everybody in the community through providing continuous education and
information dissemination about the benefits of PMTCT.

e Involving male partners in the prevention of MTCT.

e Empower women to enable them in decision making.
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Improve health professionals counseling knowledge and use local language during
counseling.

Summary result of in-depth interviews
Perceived reasons why many pregnant women do not follow ANC/PMTCT

1.

Fear of stigma and discrimination.

Some of the main reasons stated by pregnant women and ANC/PMTCT providers were
some positive mother did not tell their sero-status to their husband for fear of violence
and firing out of home and fear of being stigmatized and discriminated by family,
neighbors and community. In addition some of them thinks as taking ART drug
predispose their fetus to drug side effect and also afraid of being identified as HIV

positive.

Lack of Knowledge:
As stated by pregnant women, ANC/PMTCT and ART providers’ lack of knowledge

about the benefits of having ANC. “A few women said that there was no need to be tested

because they felt they had not put themselves at risk: I and my husband have lived a clean
life. There is no need to be tested.” (ANC/PMTCT provider Nurse, Sebeta health center)

Male Dominance

Male dominance is common in sebeta. The husband doesn’t allow women without his
permission to go health facility. If a mother was counseled and tested for HIV without the
knowledge of her husband, since she is afraid of her husband for many reasons like
verbal and physical abuse, and marital relationship break up, she will not disclose her
HIV status to her husband. Instead of coming to health facility they like to be managed
by TBA at home to keep their peace. (ANC/PMTCT provider Nurse, Alemgena health

center)

Accessibility of ART site

Alemgena Health center has no ART clinic .Positive pregnant mother referred from
Alemgena to Sebeta Health for ART services. When we compare PMTCT service uptake
by clients; Sebeta clients’ utilize more than Alemgena. This may be due to distant
location, transportation cost and need time to travel. (ANC/PMTCT and ART providers,
Sebeta Health center)
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Suggested measures to scale up the PMTCT service
1. Community sensitization, and mobilization on PMTCT to reduce stigmatization and

discrimination, to increase partners’ involvement in the program and involvement of
community so as to maximize PMTCT service utilization

2. Continuous health education: community based education through outreach, home to
home using HEWs and community conversion including HIV positive mothers to
increase PMTCT utilization by pregnant mothers.

3. Program expansion: Opening ART site/clinic in Alemgena Health center.

35



6. DISCUSSION
The purpose of this study was to assess factors affecting utilization of PMTCT services among

pregnant women in Sebeta and Alemgena towns, 95.6% of the antenatal care attendee had under
gone voluntary counseling for HIV testing. Among all pregnant women who were counseled,
100% proceeded with HIV testing, and 99.3% of those who were tested subsequently received
the HIV test result. Three hundred sixty one (93.3%) of those who received the result were
negative for HIV and 9(2.3%) of those who received the result were positive for HIV. Only 5 of
the positive pregnant women were eligible and initiated ART. The 4 of the positive pregnant
women were not meet medical criteria for initiating ART but administered ARV prophylaxis.
The testing figure was high when compared to EDHS 2011, which was 11.3% of women aged
15-49 years had been tested for HIV during ANC (9), and another study done in Western
Ambhara region which was 67.2% (34). This might be due to access improvement to the shift to
routine opt-out testing service, anti retroviral therapy and the study set up was Town, which
increases demand for HIV counseling and testing. Antenatal care utilization rate from a skilled
provider in Oromia region is as low as 31.3% (9). This indicates that the uptake for these
services would be very low compared to the general population, and this is consistence with

study conducted in Namibia (34).

In the current study, as expected educational status and occupation had shown statistically
significant association with voluntary HIV testing service utilization. Women with formal
education were more likely to utilize voluntary HIV testing service than those who were
illiterate. This finding is consistent with other studies done in Ethiopia (35-37). This might be
due to individuals with formal education might have had better access to more information about
HIV/AIDS and PMTCT. With respect to occupation of women, farmers were less likely to
undergo voluntary HIV testing compared to those who are not farmers. This finding is

comparable with study results of Namibia(34).

Being illiterate and a farmer in occupation seem barriers for both counseling and testing. Factors
that had influence utilization of PMTCT service has been observed also by key informants as
most men in Sebeta village were farmer and male dominance is common. The PMTCT providers
have observed that the husband doesn’t allow women without his permission to go to a health

facility. This is consistent with study done in Western Amhara region(18).
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Knowledge about mode of HIV transmission and its prevention methods was found to be high.
I.e. ninety eight percent of the women knew at least one method of prevention of HIV
transmission. when compared to study done in Dessie(36). In this study it was observed that
pregnant women who were informed about HIV/AIDS trough a radio and family were also better
in getting involved to voluntary counseling for HIV testing. The finding was consistent with
other study findings (35-38). Those individuals who had good knowledge about VCT were also
more likely to utilize VCT service than those who had not. This might be due to knowledgeable
individuals might perceived the benefits gained from being tested for HIV(35). Pregnant women
who had the knowledge that HIV transmission could occur through a sexual intercourses were
more likely to undergo voluntary HIV testing than knowledge on other mode of transmission, the

finding is comparable with study done in Mersa.

Pregnant women who perceived that discussions about HIV/AIDS with husband could cause
marital disharmony were more likely to differ from undergoing voluntary HIV testing compared
to others. This was also supported by the qualitative study where discussants stated as marital
disharmony the main reasons of copping with positive HIV status and fear of stigma and
discrimination by their partners and community. Some positive mothers did not tell their sero-
status to their husband for fear of violence and being fired out of home and fear of being
stigmatized and discriminated by family, neighbors and community. This might be due to lack of
knowledge as majority of FGD participants mentioned that lack of knowledge and information
about the benefits of HIV testing. Some women did not understand the benefit of testing and they
thought that they had not put themselves at risk: “I and my husband have lived a clean life. There
is no need to be tested”. Similar to other studies done in South Africa, Dessie, Western Amhara
and Tigray, discussants emphasized to improve the service utilization by involving male partners
in the prevention of MTCT and empower women to enable them in decision making (18, 36, 37,
39). Focus group discussants were also underlined the importance of teaching everybody in the
community to address knowledge gap by providing continuous education and information
dissemination about the benefits of PMTCT through outreach, home to home using HEWs and
community conversion including HIV positive mothers to increase PMTCT service utilization by

pregnant mothers.
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With regard to the preferred place of delivery, majority of the respondents planned to deliver in
health center. But those who planned to deliver in hospital had a significant association with the

acceptance of voluntary HIV testing.

Regarding the uptake of ART by women referred to ART service from Alemgena PMTCT site.
All referred HIV positive mothers were utilized ART service fully even though the cost of
travelling to Sebeta health center challenging for Alemgenas’ client. This finding is consistent to
the study done in South Africa. “The financial costs associated with ART initiation such as travel
(bus fare and personal time) to and from clinics can also contribute to low utilization of ART

services by pregnant women”(39).
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7. STRENGTH & LIMITATIONS OF THE STUDY

STRENGTH OF THE STUDY

o In this study both quantitative and qualitative methods were used. The quantitative cross-

sectional survey was triangulated with exploratory and explanatory qualitative study. So
those issues need more explanation explored in a better way.

Factors that have a potential to influence the utilization of PMTCT service by pregnant
women were included and multivariable regression analysis was used to control the

confounders.

LIMITATIONS OF THE STUDY

Limitation of the study were that

o

It was conducted only among the ANC attendee and hence may not be generalized to the
overall pregnant women in the population.

The study also found that the responses depended on the memory and truthfulness of the
respondents which was assumed to be reliable and their might be a recall bias.

The entry of responses into the questionnaire depended on the interviewers’ interpretation
of the response and was subject to misrepresentation. This was however reduced due to
training of interviewers and use of people with medical background.

Since it is cross sectional study it is difficult to assess cause and effect relationship.

And also for some sensitive issues responses may create social desirability bias.
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8. CONCLUSION

Socio demographic factors such as education were positively associated with voluntary
counseling and testing for HIV. Being a farmer and an illiterate seem strong limiting factors for

pregnant women to undergo HIV counseling and testing.

Status of knowledge of pregnant women about HIV/AIDS and PMTCT was relatively high.
However despite their knowledge about HIV/AIDS, respondents who perceived that discussions
about HIV/AIDS with husband cause marital disharmony was reason for differing from

undergoing voluntary HIV testing.

The distance of the service is one of the factors that affect utilization of ART uptake by referred
positive pregnant women. Fear of stigma and discrimination, Lack of knowledge about benefits
of PMTCT and fear of partner reaction were found predictors of non- utilization of PMTCT

services.

Some of factors influencing PMTCT utilization were stigmatization and discrimination, less

partners’ involvement in the program and lack of awareness.
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9. RECOMMENDATION

At program level:

o FMoH and RHB should give support and follow up for the implementation of the
integrated PMTCT services with routine maternal, neonatal and child and reproductive
health services

o Strengthening capacity of the existing health system through implementing the health
network model, referral system, expansion of PMTCT and ART sites, promotion of
PMTCT services, empowering PLHIV networks, scaling up mother support group
program with the aim of minimizing stigma and discrimination, ensuring adherence and
promoting women’s empowerment.

o Availing Basic education programs for adults who cannot attend formal education in

collaboration with Education office of Fin Fine Zurya Oromia special Zone/ community

At health facility level

o Enhance knowledge about benefits of PMTCT by encouraging partener involvement to
decrease fear of partner reaction and non- utilization of PMTCT services.

o The health facility should conduct targeted community sensitization and mobilization on
HIV, PMTCT and ART to reduce stigmatization and discrimination including partners’
involvement in the program

o Continuous awareness creation to increase knowledge through community based
education using outreach, home to home and community conversion including HIV
positive mothers to increase PMTCT utilization by pregnant mothers.

For further Research area
o More community based research is needs to be conducted to know to generalize the

findings for general population like magnitude of HIV in the specific community
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Appendix I: - Quantitative Research Tools

Instruction: The quantitative questionnaire has 6 pages containing 46 questions divided
among 4 sub sections. First you will find the informed consent. Please make sure that all the
stated sections & questions are present, and read (inform verbally) the consent for the
interviewee before beginning the interview. Please circle the answers against the code numbers

or write if stated otherwise on the space provided.
Informed Consent Form for Quantitative survey questionnaires:

My name is - --—--. I am working temporarily as a data collector with the

department of community health of AAU, which is conducting a study among pregnant women.
The objective of the present study is study is to examine PMTCT service utilization. A number
of people are needed in this study for which it is being conducted elsewhere. During the
interview you will be asked some short questions about your background, about HIV and
AIDS, your feelings etc. Your answers will be recorded on a survey questionnaire. You may
feel uncomfortable or experience some emotional stress from being asked some of the
personal questions. No personal identifiers will be attached/ recorded to the interview. All the
data obtained will be kept strictly confidential by using only code numbers and will be stored in
locked file cabinets at Addis Ababa University, to be accessed only by the principal

investigator, and destroyed immediately when the study is finalized.

Your participation in the study is upon purely voluntary basis. What we learn from this study
will be used to generate information necessary for the planning to improve, redesign and scale
up the PMTCT programs in our country. The interview will be conducted in private and will
take 15-20 minutes. During the interview (discussion) period, if you feel inconvenient, you
can interrupt and clarify inconvenience, appoint to other time or even withdraw any time after
you get involved in the study. Your honest and genuine participation in responding to the
questions prepared is very important & highly appreciated. If you agree to participate in this

study I will interview you.
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Would you be willing to participate? If yes, proceed. If no, thank and stop here.

(Signature of interviewer certifying that respondent has given informed

consent verbally.

Quantitative Survey Questionnaire:

Section 0: General Information

Number | Question Item Response Code Number | Skip to
001 Place of Interview Sebeta HC 1
Alemgena HC 2

Section 1: Socio Demographic Characteristics & Background Information

Numbe | Question Item Response Code Skip
r Number | to
010 Residence address Sebeta 1
Alemgena 2
020 Age of the respondent in <15-20 years 1
years 21-30 years 2
31-40 year 3
41-49 years 4
030 What is your religion? OrthodoX ...cveeveveeeceeeeeeereeen, 1
[SIaM oo 2
Catholic v 3
Protestant ......cccccvvvevienneniecnnenen, 4
Other (specify) 88
040 Marital Status Currently Currently 1
married Married.....coeeeeeenieecceeeecee e 2
Single — Never 3
married.....cccceeeeeeeeeeeecccnnnns 4
Divorced.......oooecceccniiiiieerieeee e 77
Widowed.......cccoovmriiiiiiiiieeeee e,
NO reSPONSE...cciiiciieeceeecieerte et cevee e
050 Number of alive children (if Ml e e eer e e 1
any) F o e 2
060 Educational Status literate.. e 1
Primary.... e 2
SECONAANY...coveerveereeire ettt 3
Tertiary (above 12 grade) .......cccevevenenen. 4
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070 Occupation House Wife.....ccoovurvereeeeeiiieieeeeeeeeeiinns 1
Government employee.........cccveeenneeen. 2
Student......co oo 3
Daily 1aborer.......uveeeeeeeiiiiiiiieeccciines 4
Other (SPecify)..cccccueeeeeeiieiiiee e, 88
080 Husband’s Occupation Civil Government employee............... 1
Daily laborer.......uuveeevieeiiiiiiieecccees 2
Merchant......ccoeeceiiiieiieeeee e, 3
Other (SPeCify)..cceveveececceeece e, 88
Section 2: Knowledge, Perceptions and Attitudes towards HIV/AIDS
Numbe | Question Item Response Code Skip
r Number |to
090 Have you ever heard about Y S ittt 1
HIV/AIDS before? 1o TR 2
NOE SUIE...eiiieiiiceee e 3
NO FESPONSE.....evrer et 77
100 Where did (do) you hear Health Facility (previous occasion) ...... 1
about it first? From: (Do not RAIO ceevetvieitectveee e 2
read, circle Television ... 3
what she says) NEWSPAPEN wceeeeeeie et e 4
Family members .....cccoveveevecerneeren, 5
Others, Specify 88
110 How do you feel the Clear and appropriate in contents...... 1
message Clear but inappropriate contents......... 2
release via public media Appropriate in contents but not 3
(radio, clear...... 4
Television, Newspaper etc). Sometimes it is clear but not always... 5
(Do not read, circle what she Not Clear................... 6
says) It doesn’t concern me..........ovveeveenene 77
NO resSpoNSe......cceeeeicever e
120 How does a person get Sexual intercourse ........ccveeeeceereennene. 1
infected by the HIV virus? (Do Infected blood and blood products... 2
not read, circle what she says) | By sharing sharps ......cccecevevvvvvrverenenne. 3
Mother to child.......ccccoeuvinirinreenen. 4
| do NOt KNOW.....ccueveeeececeee e 5
NO reSpPONSe....ceeeevicvieeecceiee e 77
130 How can one be protected Abstinence.....cccceeeeeeeeeecccciieeee, 1
against getting HIV? (Do not Be faithful.........ccvvvveeiiieeiee. 2
read, circle what she says) Condom USE...ueeeeeeeeeeeeeeee e, 3
Other specify....cccvveeeeieeiiiiiis 88
140 Have you ever heard how Y Sttt 1
Mother to Child Transmission | NO....ceceeiieeiiciicciieieeeee e 2
of HIV can be prevented?
150 Could you tell me any Use antiretroviral drug.............cuu........ 1
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method(s) by which we can Avoid breast feeding.......ccccceuvevennnne. 2
prevent the newborn from | dO NOt KNOW ..., 3
being infected with HIV? (DO | NO response......ccceeveveeveeeeeceereeeeneenen. 77
not read, circle what she says)
160 Do you support the idea that Y Sttt 1
every pregnant woman should | NO.......cccccviiriiieieeiie e, 2
be screened for HIV? NOTL SUIE..eeeiiiieeiee e, 3
NO reSPONSE....ciicier et eeeerees 77
170 If the response is yes should Y S ittt 1
the partner be tested with the | NO.....cooviiiiiiiiii e, 2
pregnant women or not? DO Not KNOW.....cooeiiiiiiiiiiiee, 3
180 What do you thinkis the Afraid of copping with +ve HIV 1
reason that pregnant women | status......
following ANC will not be Afraid of the consequences (in the 2
voluntary to provide blood community) of knowing that they might
samples for HIV testing? (Do | be positive....ccceceevveveicecereenenne. 3
not read, circle what she says) | Do not like to give blood at 4
alleeeeenee. 77
The religious faith does not permit 88
it
NO reSPONSE....ceccereereieicie e eeeenes
Others (SPecCify)....cccceveeeevecrecrererinnnns
190 Do you believe that couples | (TR 1
should be screened for HIV NO ettt 2
before getting married? NOL SUI...eeiiiieeeeeeeeeeee e 3
NO reSPONSE....ciiciierieieereericie e e 77
200 If yes, then where should they | At ANC clinics .....cocveveeveeveeveciiieeeeeene 1
be tested preferably? At private clinics.....ccoovvvvvreeeeeeeeeeeenenn. 2
DO NOt KNOW...coveviiiieeeeeecieee e 3
NO reSpPONSe.....uiver it 77
Others (SPecify) cocovveereciecese e 88
210 Please tell me how should They should be divorced.................. 1
couple have sexual Do not have sexual intercourse at 2
intercourse if either of them | all....... 3
is HIV infected? (Do not read, | They should use condoms always.........
circle what she says) They should behave as usual- use no 4
CONAOMS....viceeiietieteee e, 5
NO id€a ...ovveeereeccee e 88
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220 Do you think you are at risk of | YeS.....coocouveeiiiiiiiiiieeeeeee, 1
getting HIV infection? NO..ceeeee e e 2
Don’t KNOW...cccuveevriiieeiiiieenne 3
NO response......cceeevevvueiereeenns 77
Section 3: HIV/AIDS related Behavior & Beliefs
Numbe | Question Item Response Code Skip
r Number | to
230 How do you judge about Very clear......ooocevvecieeeeecniiieeeen, 1
the Clear. e 2
message delivered by PMTCT | Sometimes clear, sometimes
staff regarding HIV/AIDS VABUEC...ceeiieeeereeeeeteeeesireeeenneeeeenns 3
VagUEe......oooviiiiiieeeeeeere e 4
NO FeSPONSE...covviereiceirereeee e 77
240 What is your feeling Appropriate.......ccoeeeeeiccciiriireeeee, 1
towards Inappropriate.....cccceeeviiiiiiiiieiinnnnn, 2
the message conveyed about | NO response.......cccvvevecceecceeneeenen 77
HIV/AIDS by PMTCT staff? Other..ciiieeiciiieeeeeeee e 88
250 If the response is Contact time not enough.......cccceuenenee..e. 1
inappropriate/bad, Why? Discussions are not elaborated 2
well............ 3
Horribly/terrifying picture 4
emphasized...... 77
Testing Procedure not 88
comfortable............
NO reSPONSe...ccuuiiericiiieiecceier e e
Other (SPeCify)...ccccecveeveerieiecceeee e
260 If you do not discuss about | Itis not animportantissue to discuss
HIV/AIDS in the current (we are safe)....uevveceeceieee e 1
pregnancy, why not? Such discussions cause marital
disharmony.....cccccceeveeeveccnnnnns 2
NO response.....ccceeveveueveennnnans 77
Other (specify)....cceeeereeeeennnnn. 88
270 Have you ever been counseled | Yes........cccooiviiiiiiiiiiiiiniiiiniciccnes 1 } — 3300
or HIV testing? NO ettt 2
NO resSpONSE.....ceeeiiiiiiiiieieereeiiee e eeeeaaas 77
280 If the response is Yes, when Premarital VCT.....cccccviiiiiiieeieeeeee e, 1 »300
were you counseled first time? | Preconception VCT......cceveeieiiieiiccnnnnns 2
In the current pregnancy..........cceeeee... 3
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290 How did you come up to To plan for marriage.....cccceeveeeeeeeeennnn. 1
access VCT first time (the To plan for having baby...................... 2
initiative)? Initiated by provider at health facility

visit.......... 3
Other (specify) 88

300 If your response is No, why I have no risk of HIV .......ccoevevvviieiieniene 1

not? (Refer Q 270) Fear of discussing the horrible picture
Of HIV/AIDS.......ovieveree e 2
Knowing serostatus has no 3
benefit............ 4
The need to consult to my 5
husband........... 88
Fear of being seen in the
VCT.ooeeeveen.
Other (SPECify) i

310 If you were counseled do Y S ittt 1
not tell me the result, but N O ettt ettt ettt s e e e e e e e e e e e e eeeeseraaes 2 ——»330
have you ever been tested NO FESPONSE...cvieieeeeeeeee e ee e 77
for HIV?

320 Do not tell me the result, but [ =TSR 1 »360
have you known the HIV test NO et 2
result for yourself? NO rESPONSE...uevieeeeeeeeeeee e 77

330 If your response is no, why Afraid of copping with positive result for
not? (Do not read, circle what | myself.......ccccoooiiiiiiiinie e, 1
she says) Afraid of discrimination by husband and

FaMilY .o, 2
Afraid of discrimination by 3
COMMUNITY..uiiiieiiiice e e 88
Other (SPeCify)...cvuvvreereeeieeiieiieeieeieeeecanns

340 Suppose if you were to be NEZatiVe.....coeceerirreereeeeeeeeee e, 1
tested for HIV, what would POSIEIVE..coeeieeieie e 2
you expect the results of the | I don’t kKNOW.......c.coooieiiiiiiiiiiinieee, 3
testing be? | don’t want to be tested at all............... 4

NO reSPONSE..ccuuuieiiiiiiiiieiecerviicre e eeeeaieaen 77

350 If you were tested for HIV, Y Sttt 1
would you accept the test NO ettt 2
result? NO reSPONSE...uiiiiieieeeeeeeeeececrerree e 77

360 Do you think your husband or | YE&S.....ccccccciiiiiiiiieee e, 1
sexual partner is at risk of NO . ettt 2
getting HIV infection? [N\ [0 A U T 3

ol =1 o] 1Y = TS 77

370 Suppose if your husband or NEZatiVe.....coeceriireereeeeeeeeee e, 1

sexual partner were to be POSItIVE.....ce ittt 2
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tested for HIV, what would 1 dONt KNOW..ueueeeiiiiiiiiieeeeeee 3
you expect the results of the | He does not want to be tested at 4
testing be? all............ 77
NO reSPONSE..ccvvveieereriiiiieeeeereviiee e ereenees
380 Have you ever discussed With | Y&S......ooo oo 1
your husband about the issUes | NO....ccieeviiiiieiiccicrreee e 2
of HIV testing in the current Doesn’t remember.........cccceeeeccviveeeeens 3
pregnancy? NO reSPONSE..cviiiiereeriiiieeeereeie e eeeeeaaaen 77
390 What is the view of your Wants to have couple testing................ 1
husband regarding HIV Wants me to be tested alone, but not
screening? himself.....cooooeroeee s 2
Doesn’t want me to be 3
tested.....cccceeevnnnnnn. 4
Doesn’t want to discuss at all.................. 77
NO FESPONSE....cevreiiiireriiiiieree e e e e e eeeae
Section 4: HIV/AIDS related Behavior, Stigma & Discrimination
Numbe | Question Item Response Code Ski
r Number p to
400 If you were supposed tobe | YeS....cccooeieeiiiiieeeeeennnnn, 1
tested and results turn out to | NO..cceeevrviiiiiieiiiniiieeeees 2
be positive, would you notify | Notsure......ccccveveeeeeeeennnnn. 3
results to your Husband
/Family
410 Once you are HIV negative is YES ittt 1
it necessary to have HIV NO .ottt 2
testing in each pregnancy? Not sure....cccocvveeeeeeeeeeeennn. 3
420 Suppose your test was positive | YeS....covvveviiieeeeveeiiicieeeeees 1 — ™40
for HIV, would you take NO .ottt 2
Medication to prevent | cannot be sure................ 3 }
transmission of HIV to your yet | No response...........c......... 77 — Ta40
un born fetus?
430 If the response is No, Why | don’t believe that ARV prophylaxis is
Not? effective............ 1
(Do not read, circle what she Fear of being identified as PLWHA by
says) people (husband, family, or neighbor)
................ 2
Fear of Drug side effect.......... 3
NO response.....cceeeeeeeeeeeeeeennnns Other 77
(specify).cccceeccuireeeeenns 88
440 What would be the best Stop breastfeeding and provide formula
option for feeding an infant food (if affordable) ...... 1
born to HIV positive mother? Continue breast-feeding if the mother is
(Do not read, circle what she POOr ..cvvrenn 2

says)

Mix both breast as well as
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supplementary feeding ............. 3
Provide the newborn with whatever is
available in the house
................................ 4
NO response.......ccecevevvennns Other 77
(specify).cunenenerreneen. 88
450 If you were tested and turn NONE...oveeeeeeeeee e, 1
out to be positive, how many One or two more.........ccuvueee. 2
more children would you like More than two......cccceeeeeennn. 3
to have in future? Can’t decide now................... 4
Don’t want to think about it
BVEN ..ttt eetie et eetee e erne s 5
NO respoNnSse.......cceceeceeeecerreueenns 77
460 Where do you like to deliver in | At home .......coeeveeceveeeeeneen. 1
the current pregnancy? (Do In this health facility............. 2
not read, circle what she says) | In another health facility....... 3
| have not decided yet.......... 4
NO response.......coceeeeeveenennns Other 77
(specify) woovvvveeernnns 88

Any information you would like to mention with respect to under utilization of PMTCT service by
pregnant women.
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Appendix II: Qualitative Research Tools

Informed Consent Form for Focus Group Discussions:

My name is . I am working temporarily as a data collector with the

department of community health of AAU which is conducting a study among residents of
Sebeta and Alemgena. The objective of the present study is to examine the utilization of PMTCT
service. A number of people are needed in this study for which it is being conducted elsewhere.
During the discussion some short questions will be asked about HIV and AIDS, PMTCT,
pregnancy, and health care, etc. You were selected to participate in this study because you are

recognized as one of the best resourceful persons in the issues for generating constructive ideas.

There will be a facilitator who will ask the group the relevant questions about you and your
community. Your answers will be tape recorded. The discussion will take approximately one
hour. It is possible that you may know some other members of the discussion group and that they
may tell others what you say during the discussion. You may feel uncomfortable or experience
some emotional stress from being asked some of the personal questions. Your name and any
other personal identifiers will not be attached/ recorded to your interview. All the data obtained
will be kept strictly confidential by using only code numbers and will be stored in locked file
cabinets at Addis Ababa University, to be accessed only by the principal investigator, and

destroyed immediately when the study is finalized.

What we learn from this study will be used to generate information necessary for the planning to
improve, redesign and scale up the PMTCT programs in our country. The discussion will be
conducted in private and will take 1-2 hrs. During the interview (discussion) period, if you feel
inconvenient, you can interrupt and clarify inconvenience, can refuse to answer any question or
leave the discussion at any time you get involved in the study. Your honest and genuine
participation in responding to the questions prepared is very important & highly appreciated. If

you agree to participate in the discussion you will join the FGD.
Would you be willing to participate? If yes, proceed. If no, thank and stop here.

(Signature of the discussant certifying that respondent has given informed

consent verbally)
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Appendices II-1:-Guidelines for Focus Group Discussions

The focus group discussions will cover a range of topics including:

1. HIV/ AIDS related knowledge, terms & perceptions:

2. Inclinations regarding HIV testing:

3. Understanding of the mechanisms of perinatal transmission of HIV:
4. Attitudes regarding prenatal care:

5. Possible reasons of not using PMTCT services by pregnant women:

6. Suggested interventions for wide coverage

Statement of Informed Consent
In-depth Interview Respondents for PMTCT service providers

I , am being asked to participate in the study of ART and PMTCT

services utilization of pregnant women’s. Berhane Assefa, a student, Addis Ababa University

School of Public Health, is conducting this study.

I understand that the general purpose of the study is to determine how the PMTCT and ART
services systems of care currently function to meet the need of pregnant women's living with
HIV/AIDS and to identify the determining factors for ART service utilization at the health
facilities. The researcher hopes to gain an understanding of these issues by interviewing persons

knowledgeable of these systems of care.

I understand that as a participant, I have the right to withdraw from the interview process for any
reason. [ understand that I will participate in an interview that will take an hour. The interviewer
will ask me a question about existing PMTCT and ART services, gaps in these systems,

development needs, and recommendations for change.
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I understand that by sharing this information, I will assist the study in making recommendations
as to how future PMTCT programs can better meet the needs of sero-positive pregnant women

utilizing the service.

No harm is apparent because of participating in this research. If I am unable to continue an

interview, I may stop the interview process at any time.

I understand that I will be sharing information and option with researcher. Great precaution will
be taken to ensure that this information with remain confidential. Any reports or
recommendations which are written as a result of the study will never refer to specific

individuals by name.

Participation this study is voluntary. Refusal to participate will involve no penalty or loss of
benefits® to which I am otherwise entitled. I understand that I may discontinue participation any

time with no penalty to me.

I have been given the opportunity to ask any questions, and I have received a copy of this
consent form. By signing this document I freely and voluntary consent to be interview as a

participant in this project.

Signature of the participant Date
Statement of Informed Consent

In-depth Interview Respondents for pregnant and postnatal women in Sebeta and

Alemgena Health Center.

I , am being asked to participate in the study of PMTCT services

utilization of pregnant women’s. Berhane Assefa, a student, Addis Ababa University School of
Public Health, is conducting this study. I am here to interview women who have participated in
the Prevention of Mother-to-child transmission of HIV/AIDS program about PMTCT service
delivered in the health institutions of Sebeta/Alemgena town. We would like to ask your opinion
of PMTCT service utilization, in general. All comments, both positive and negative, are

welcome. No harm is apparent as a result of participating in this project. If I am unable to
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continue an interview, I may stop the interview process at any time. To ensure the quality of the
data collection, I will use tape recorder. I would like to assure you that confidentiality for your
comments would be respected and will be used only for research purpose. Are you willing to

participate in the interview? I greatly appreciate your taking time to speak with me
If yes, proceed

If no, thank and stop here.

(Signature of Interviewee)

Appendices I1-2: - Guidelines for the in-depth interviews

The in-depth interviews among ANC/PMTCT providers will cover topics including:

1. What do you think is the reason that many women do not visit ANC while pregnant?

2. What do you think is the reason that many pregnant women tend to decline HIV testing upon

group education and individual counseling?

3. What do you think is the reason that HIV + pregnant women avoid taking ARV

drugs?
4. What measures should be taken to scale up the program?

5. Any values of outreach programs focused on pregnant women? Could it give opportunities

outside antenatal setting?
In-Depth Interview (IDI) among ANC Attendees will cover topics including:

1. What are the modes of transmission of HIV/AIDS?

2. What are the methods of prevention of HIV/AIDS?

3. How can a pregnant woman prevent her baby from becoming infected if she is HIV infected?

4. Do you think that an HIV positive woman who is pregnant needs to use a condom when
having sex with her partner? If yes, why?

5. In your opinion, what are the factors that affect pregnant women’s PMTCT service

utilization at the health facilities?
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6. Were you satisfied about how you found out about PMTCT services and got enrolled in the
program? Were there problems that occurred during this process? How do you cope with
it? If so can you discuss them? (Probe whether the mother faced problems on process of
VCT, ANC follow-up, labor, delivery, PNC and other PMTCT related services at the health
facility)
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Appendix III: Amharic Versions of the Questioners & Field Guides
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