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V1. ABSTRACT

Background: Sub-Saharan Africa in which Ethiopia is a part remains the most seriously
affected region with AIDS in the year 2007. More than 60% of all new HIV infections
are occurring in women, infants, and young children in this region. In 2005 alone, an
estimated 540,000 children were newly infected with HIV, with approximately 90% of
these infections occurring in this region.

Objective: To assess quality of PMTCT services and client satisfaction in private and

public health facilities in Adama city, Oromia Region.

Methodology: A facility based cross-sectional study which involved quantitative and
qualitative approach was conducted from September 2008 to June 2009. It involved 423
pregnant women and 31 health providers.

Results: From all pregnant women interviewed, 74.7% of them were found to be fully
satisfied with the PMTCT service they received. Only 39% of the clients understood the
counseling on MTCT and PMTCT. Not more than 90% of the pregnant women were
counseled and accepted HIV testing and partners of 6.34% of the pregnant women were
tested for HIV. The average duration of stay of clients with their health care provider was
12.8 minutes where the standard is 15 minutes. The average clients' waiting time was
41.5 minutes and 21.5 minutes in private health facilities and governmental health
facilities respectively. From women of reproductive age group who were infected with
the virus, 18% of them were counseled on family planning and started to use family
planning. About 97% of the HEIs had received ARV prophylaxis. Cotrimoxazole
prophylaxis was started at two months of age for 87.4% of the HEIs. More than half
(60%) of the pregnant women came to the center they visited after being recommended to
come by their friends or partners. Clients gave more weight to the ethical approach of
providers to express their degree of satisfaction. Only two third of the health providers
who are directly involved in PMTCT services received training on VVCT for PMTCT.
From the providers’ side the most eminent problems were lack of training to update

vii
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themselves with current knowledge/skills, lack of feedback on job performance and lack
of incentive for the additional burden added to them. The national PMTCT guideline was

available and in use in only two among the eight health facilities assessed.

Conclusion: About two third (74.7%) of the clients were fully satisfied with the PMTCT
service they received. Little more than half (52%) of pregnant women were counseled on
MTCT and PMTCT. Less stay of health providers with the clients, long waiting time of
clients, unavailability of advanced medical equipments and laboratory tests, lack of
conformation to the national PMTCT guideline, and poor infrastructure were the most
significant factors which compromised the quality of PMTCT services. Lack of family
planning service provision together with HIV/AIDS services and lack of male
involvement in PMTCT services were also among the factors which compromised the

achievement of the PMTCT program.

Recommendation: Offering counseling on MTCT and PMTCT to all pregnant women, to
deliver quality and comprehensive PMTCT interventions by reducing clients’ waiting
time as much as possible, enabling women to communicate with their partners about HIV
testing, offering strong supportive supervision to health facilities and capacity building,
and creating a strong link between HIVV/AIDS and reproductive health services are crucial

to improve the quality of PMTCT services.

viii
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1. INTRODUCTION
1.1 Background

Growing demand for health care, rising costs, constrained resources, and evidence of
variations in clinical practice have increased interest in measuring and improving the

quality of health care in many countries of the world [1].

As part of the health care system, reproductive health services include: prevention and

treatment of HIVV/AIDS; antenatal care; and safe delivery and postpartum care [2].

As PMTCT is a part of HIV/AIDS services, developing and implementing a PMTCT
program complete with strategies for ARV prophylaxis, safer childbirth, and safer infant
feeding practices is a complex process and should be given an effort [3]. Ethiopia has
adopted the first PMTCT guideline on November 2001. During this era, the PMTCT
service was not integrated with maternal and child health services. The current PMTCT
guideline which was reformulated at July 2007 is based on the “opt-out” approach. The
major barriers of PMTCT services were: home delivery, lack of access to health services

and lack of quality health services [4].

Health care quality is defined as: “the degree to which health services for individuals and
populations increase the likelihood of desired health outcomes and are consistent with
current professional knowledge” (Institute of Medicine, 1990:21). [4] The quality of
health services has a multidimensional concept. Avedis Donabedian (1966; 1980)

described quality as including: structure, process, and outcomes [5].

Setting up VCT and ensuring a quality that will create demand is thus a considerable
challenge. Building in self-assessments, monitoring and regular evaluation is an
important tool to enhance the quality of VCT [6].

1.2. Statement of the Problem

Annually an estimated 2.2 million HIV-infected pregnant women give birth, with only
10% currently having access to PMTCT interventions [7]. As to the WHO/UNAIDS
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AIDS epidemic report of December 2007, Sub-Saharan Africa remains the most seriously
affected region with AIDS, more than 60% of all new HIV infections are occurring in
women, infants, and young children [8]. In 2005 alone, an estimated 540,000 children
were newly infected with HIV, with approximately 90% of these infections occurring in
this region [9].

In Ethiopia, the number of new HIV infection in 2007 was 125,528 of which 11.27%
occurred in children and among 127,544 pregnant women tested for HIV; 6,655 (5.22 %)
of them tested positive for HIV [3, 10].

In the absence of any intervention, the estimated risk of a baby acquiring the virus from
an infected mother ranges from 15% to 25% in industrialized countries, and 25% to 35%
in developing countries. In addition the estimated HIV transmission rate and time of
transmission is estimated to be 5% to 10% during pregnancy, 10% to 15% during labor
and delivery, and 5% to 20% during breast feeding. The risk ranges from 15% to 25%, 20
% to 35%, and 30 % to 45 % for overall without breastfeeding, overall with breast
feeding to six months, and overall with breast feeding to 18 to 24 months respectively
[11, 12,13, 14, 15].

Less than 10% of pregnant women living with HIV (which is very low coverage) receive

antiretroviral prophylaxis globally [16].

Identifying women in need of PMTCT services remains a challenge. In countries with
generalized epidemics, the rapid expansion of provider-initiated HIV testing and
counselling in maternal, newborn and child health (MNCH) settings and particularly in
antenatal care setups and labour wards has been an effective way to increase uptake of
PMTCT services [17].

A base line PMTCT survey in Ethiopia showed that, there is a major gap in the quality of
antenatal and postnatal care, particularly with respect to counseling and in the provision
of preventive therapies. At ANC, 33% of women received counseling on the benefits of
exclusive breastfeeding, 30% received counseling on infant feeding options, 25% on HIV
and breastfeeding, and 22% received an infant feeding demonstration [18].

PDF Creator - PDF4Free v2.0 http://www.pdf4free.com


http://www.pdfpdf.com/0.htm

1.3. Significance of the study

The study focused on the assessment of quality of services to carry out the four prongs
national PMTCT strategy. The prongs are: primary prevention of HIV, prevention of
unintended pregnancies among HIV infected women, prevention of HIV transmission
from infected women to their infants, and treatment, care and support of HIV infected

women, their infants and their families.

The outputs of this study serve to show status of the quality of PMTCT service and fill
the research gaps towards HIV/AIDS services in the country since it can be utilized as
background information. The output of the study will also serve for policy makers and
program officers about what is doing well and what is not so as to enable them remodel

the program.

PDF Creator - PDF4Free v2.0 http://www.pdf4free.com


http://www.pdfpdf.com/0.htm

2. LITERATURE REVIEW

There is consensus that people consider at least three dimensions of quality to be
important: the appropriateness of care (i.e., patients should receive a procedure when it
benefits them and not get it if it does not), the excellence of care (when something is done
to patients, it should be done in a manner that maximizes the benefit-to-risk ratio), and

the humaneness of care (including being consistent with societal norms) [20, 21].

Much of the practice-oriented literature focuses on matters internal to health-care
organizations and links conceptually to Total Quality Management (TQM) and

Continuous Quality Improvement (CQI) approaches [19].

Examining the quality of care from patient’s perspective can help reveal important
information about the quality of care afforded to patients. Their experience often
contributes towards making the health service more responsive to clients — an area which
currently being emphasized by WHO [22]. Assessing health care should involve

structure, process and outcome (Figure one).

Structure refers to the organizational factors that define the health system under which
the care is provided and it has two domains, physical characteristics and staff

characteristics[1].

Processes of care involve interactions between users and the health care structure. There
are two key processes of care: technical interventions and interpersonal interaction.
Technical care refers to application of clinical medicine to a personal health problem and
is based upon a theory of function which can be evaluated for efficacy and generally
standardized. Interpersonal care describes the interaction of health professionals and
users or their carers which includes the management of social and psychological
interaction. Outcomes are consequences of care [1]. Specifically; input prices,
demographic factors and government policy variables may all have a significant impact

on the quality of care [24].
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STRUCTURE PROCESS OUTCOME
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Team W0fk|lng Problem/needs management ,

o /

Fig. 1 A systems based model for assessing care (1)

HIV/AIDS and RH services need a strong integration to make them effective. Integration
of services is a concept that needs reconstruction and program linkage and integration
requires political support and leadership. The entry points for relating two service
programs are many, varying by level, by actors in the system, by health needs, by client

attributes and by available resources [12].

The study on integrating family planning services in VCT and PMTCT sites in Amhara
region, Ethiopia revealed that integration of family planning services into VCT/PMTCT
settings can reduce missed opportunities and increase contraceptive intake [12]. A study
in Rwanda also revealed that family planning can successfully be integrated into
PMTCT-VCT programs that were offered on-site family planning method [12].

Antenatal care and delivery services are the entry point for high-quality PMTCT. High-
quality antenatal care and delivery care services are therefore likely to lead to high-
quality PMTCT services [16].

In Ethiopia, there is urgent need for rapid scale up of HCT services in general, with
particular emphasis on accelerating access to PMTCT interventions and ARV treatment
[25].

As part and parcel of reducing the HIV epidemic in Ethiopia, the set strategy is

optimizing the synergies between RH and HIV/AIDS service. Level of integration of

PMTCT and VCT service to routine antenatal/delivery/postpartum care, family planning
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service and STI clinics are the targets chosen. Despite ongoing service delivery efforts,
the needs of women with HIV/AIDS including PMTCT, FP and post abortion care are
not sufficiently met [2].

A cross sectional survey of men and women on ARV in Addis Ababa found that clients
were more likely to want children if they were younger, married, had partners who

desired children, and had no previous children [12].

A study carried out in Russia which involved 458 HIV+ women showed that many
pregnant women did not know their HIV status prior to the current pregnancy. Sixty
percent of HIV+ women who took their pregnancy to term reported learning of their HIV

status during antenatal screening [26].

Increasing access to family planning with good quality of interpersonal care is cost-
effective in decreasing HIV infection in infants. Communication for PMTCT needs to be
based on a comprehensive, research-based planning methodology. PMTCT messages and
materials tend to be more accepted, less threatening and less stigmatizing when they are
integrated into existing information about antenatal care, maternal and child care, and
family planning [28, 29]. Exclusive breastfeeding can serve as effective contraceptive
method for the first six months after birth according to WHO’s recommendations. Infant

feeding practice should also be given a due attention in PMTCT activities.

Furthermore, UNAIDS and UNICEF recommend HIV-positive women either not
breastfeed children altogether, or wean at 4-6 months, both of which increase likelihood
of postpartum fertility by ending amenorrhea. Despite these recommendations, HIV-
positive women in Sub-Saharan Africa have low family planning use resulting in many
unwanted pregnancies [12]. Past studies also showed that the satisfaction of clients to

health care services was very low in developing countries.

The overall satisfaction level of patients in Eastern Ethiopia is 54% which is very low as

compared to other studies in developing countries (68% in rural Bangladesh and 74% in
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Trinidad and Tobago). The study showed that short waiting time for registration and
being seen by a health provider are associated with high client satisfaction. The level of
satisfaction is also associated with payment status as paying patients are less satisfied

than non-paying patients [22].

According to a study done in Harrar town, out of 587 respondents, 303 (51.6%) of them
had good knowledge of MTCT. Concerning time of MTCT, transmission during time of
delivery and breastfeeding were well known. But only 32.6% of the respondents knew
transmission of HIV during pregnancy [27].

In the baseline PMTCT survey of Ethiopia, Knowledge of women around PMTCT was
quite low, particularly with respect to modes of transmission and prevention of MTCT
during pregnancy. Less than a fifth of women identified all three modes of transmission
and almost a quarter of the women did not know any mode of transmission. Knowledge
of prevention of MTCT during pregnancy and breastfeeding is low. Knowledge of
appropriate infant feeding options shows higher knowledge about replacement feeding as

the best way to prevent HIV transmission during the breastfeeding period of infancy [18].

UNAIDS adopted tools for the evaluation of VCT as part of a national programme. It
includes monitoring and evaluation of VCT services associated with the prevention of
mother-to-child transmission of HIV (MTCT) and tuberculosis preventive therapy
(TBPT) [6].

As opposed to rapid widespread implementation of PMTCT seen from the mid-1990s in
resource-rich settings, implementation in resource- limited international settings has been
disappointingly slow. This is due to a variety of factors including weak and crumbling
health care infrastructure in some settings, lack of integration of PMTCT programs into
maternal and child health services, limited donor funding support, PMTCT drug and HIV
test kit stockouts, the fact that many women in resource limited settings deliver at home

or outside medical facilities in which PMTCT services are available [30].
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Other challenges include lack of male involvement in HIV testing including couple
testing, issues of disclosure by women of their HIV status that may prevent HIV-infected
women from receiving appropriate antiretroviral interventions for both PMTCT and their
own treatment [30]. There were initiatives to strengthen PMTCT program by providing

reinforcing feedbacks acquired through research.

Identifying women in need of PMTCT services remains a challenge and is impeding
many countries’ ability to prevent HIV infection in infants.

Despite missed opportunities, progress was made in 2005 with regard to PMTCT and
scale-up efforts have started to show an impact (Table 1). The proportion of HIV positive
pregnant women receiving antiretroviral treatment for PMTCT increased from 7% in
2004 to 11% in 2005, a more than 50% increase [17].

Ly EASAY

(n=58 countries) (n=71 countries)

Estimated number of women giving birth 81.3 million 90.5 million
Estimated number of women accessing 59.3 million 69.7 million
antenatal care (73%) (77%)
Pregnant women counselled on PMTCT 8.7 million 10.3 million

(11%) (119%)
Pregnant women tested for HIV 8.2 million 9.2 million

(10%) (10%)

Table 1: Number of pregnant women giving birth, receiving antenatal care, PMTCT
counselling and HIV testing in Low and middle income countries 2004-2005.
Source: Reproductive health matters journal. Volumel5 (30): 2007;Page 182
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3. OBJECTIVE OF THE STUDY

3.1 General objective

To assess overall quality of PMTCT service in private and public health

institutions of Adama city, Oromia Region.

3.2 Specific objectives

To assess knowledge of clients on MTCT, PMTCT and their satisfaction to the

service they got.

To assess providers knowledge and skills of PMTCT and their perception

towards the quality of PMTCT service.

To assess the quality of ANC, delivery, and post delivery linked PMTCT

services.

To assess the integration of HIV/AIDS services and reproductive health

services with emphasis on PMTCT.

To assess the infrastructure in which PMTCT service is provided.
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4. METHODOLOGY
4.1. Study design

The study is a facility based cross sectional study which encompassed both quantitative

and qualitative methods of exploration.
Quantitative methods

Client exit interview which involved pregnant women who came for antenatal
care service was performed. It was designed to assess clients’ knowledge and
their perception on the quality of care they got from the health institution and their

level of satisfaction with special and due emphasis on PMTCT.

Providers interview was also carried out to assess providers’ knowledge about

MTCT and PMTCT and the perception they have towards quality of the service

Facility assessment checklist to assess the capacity of the health institution to
provide PMTCT.

Review of secondary data from the ANC PMTCT log book, ARV infant log, HEI

follow up cards, ART follow up cards of women of reproductive age group.

Qualitative methods
In-depth interview with one health professional who is directly involved with the
provision of PMTCT.
In-depth interview with Adama special zone PMTCT coordinator.
Focus group discussion with clients (two focus group discussions; one with
clients from public health institution and the other with clients from private health

institution to see for possible differences in knowledge and satisfaction.
4.2. Study area

The study was carried out in Oromia Regional State, Adama city which the capital city of
East Shoa zone. Adama is found 100 km far from Addis Ababa, the capital city of
Ethiopia to the south. With in East Shoa zone there are 12 woredas and 3 special city
administrations (Adama, Bishoftu, and Zeway) which are administered by the regional
state.

10
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The total population of the zone is estimated to be 2.3 million of which 1.8 million of the
inhabitants are from the zone other than the three special city administrations. There are 8
hospitals (3 government hospitals, 3 private for profit hospital, and 2 government owned
sugar factory hospitals), 14 health centers, 78 private for profit clinics, 44 government

owned clinics, and 110 health posts.

The study involved both private and public health institutions in Adama city which
provide PMTCT services. One government hospital (Adama Hospital), two private
hospitals (Sr. Aklesia memorial hospital, Medhanealem hospital), two government health
centers (Geda health center, Adama health center), one NGO health center (St. Francisco
health center), and two private higher clinics (Kidus higher clinic, Misikir higher clinic)

were included in the study.
4.3. Study period
The study was conducted from September 2008 to July 2009.
4.4. Source population
The source population of the study was:
All pregnant mothers in Adama city during the study period
All mothers who gave birth with in the past six weeks of the onset of the study.

All women living with HIV/AIDS who are in the reproductive age group in

Adama city during the study period.
All health professionals PMTCT services in Adama city during the study period.
45. Study population

The study population included:

Women who came for maternity services including antenatal care, delivery and
postnatal care with in the gap of six weeks after delivery in all public and
private health institutions included in the study and which provide PMTCT

services.

11
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All PMTCT counselors and coordinators in the private and public health
institutions giving the service in Adama zone during the study period

regardless of their residency area.

4.6. Study units

Pregnant women who came for antenatal care and delivery services and
women receiving postnatal care service and those who are included in the

sample regardless of their HIV sero status and their residency area.

Women living with HIV/AIDS utilizing ART service who are in the
reproductive age group and who are included in the sample regardless of their

residency area.

All PMTCT counselors and coordinators in the private and public health
institutions included in the study and giving the service during the study period
regardless of their residency area.

4.7. Exclusion criteria

4.7.1. Clients

Seriously ill patients

4.7.2. Health professionals

Newly recruited staffs with in the past six months
4.8. Size of study subjects (sample size)

4.8.1. Exit interview of clients who came for antenatal, delivery and postnatal care
services
The sample size was calculated using single population proportion
N=Z q-a2 X P (1-P)
d2
Where:  n=the maximum sample size
Z1-a12) = by considering 95 %confidence level, a will be 0.5 & the value of Z
will be 1.96
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P= Proportion of health facilities providing quality PMTCT service = 0.5 (it
is assumed that 50% of the institutions provide quality PMTCT service)

d=tolerable margin of sampling error = 0.05
Therefore;  n=(1.96)° x 0.5 (1- 0.5)
(0.05) ?
n=384
Non-response rate which is estimated to be 10% of the respondents was added

in the sample.
So, the final sample size for exit interview was: 384 + 0.1(384); which equals
to 423.

The interview utilized a standardized questionnaire from UNAIDS best practice

collection to assess client satisfaction.

4.8.2. Assessment of health professionals and counselors satisfaction

All health providers who were directly involved with the provision of PMTCT service
were included. Thus, a total of 31 health providers were interviewed using a
standardized questionnaire from FHI/UNAIDS best practices collection after some

modifications were made.
49. Sample selection method

Sample selection of clients for exit interview was proportional to patient flow which was
considered during the study period and included women who came for antenatal, delivery
and postnatal services. The client flow of all institutions included in the study in the two
weeks before the actual data collection period was taken to calculate the average number
of pregnant women visiting the facility per day and the proportion is weighed based on it.
The sampling method used was systematic random sampling by using clients’ registration

book as a sampling frame (every other client was included in the study).
4.10. Data collection

The data collection focused on all the three quality indicators according to the
Donabedian model (structure, process and outcome indicators) and it had qualitative and
quantitative parts. The data collection period was in the time gap March 2 - 25, 2009.

13
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STRUCTURE PROCESS OUTCOME
- Man power - Use of cue card - Client satisfaction
- No. of pregnant women counselled
- Equipment - Stay of time with the . No of pregnant women tested
. Supplies provider - Number of pregnant women
received ARV prophylaxis
- Physical set up - Waiting area - No. of HEI received ARV
prophylaxis
: ini - Waiting time
Training g - No. of pregnant women’s partners
. Referral counseled and tested
- No. of HEI enrolled to follow up
- Linkage - No. of HIV infected reproductive

- Supervision and support

age group women counseled on

family planning and started to use

Figure 2: A systems based model as applied to PMTCT services

4.10.1.

4.10.2.

Quantitative part

Interview of clients was performed using a structured questionnaire at the exit

point of antenatal care to assess their knowledge of MTCT and PMTCT, and

their satisfaction to the actual service they received.

Secondarily, there was an interviewer filled questionnaire for health

professionals to assess their perception about the quality of PMTCT service

and their self expectation towards competency of service provision and

knowledge of MTCT and PMTCT.

Quialitative part

Qualitative study methods were incorporated so as to complement the findings

obtained from the quantitative study. The methods involved were:
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Focus group discussions with clients to assess their perception towards the

quality of PMTCT services using a semi-structured questionnaire.

0 There were two FGD, one with clients from public facilities, and the
other with clients from private facilities for which there were six and

five participants respectively.

Two key informant in-depth interviews; one with the PMTCT coordinator at
zonal level and the other with health provider from Adama hospital with
emphasis on: management of PMTCT service, integration with RH services

and institutional preparedness to provide PMTCT services.

Facility surveys of all institutions selected were also effected using a
minimum requirement for PMTCT program package as per the national
PMTCT guideline.

4.11. Data collectors

Data regarding the exit interview was collected by trained data collectors who are not
health professionals but who are high school graduates to minimize the risk of
professional bias; where as providers interview were handled by clinical nurse
professionals. The FGD with clients were guided by the investigator and one BSc nurse
professional at the selected health institution using a tape recorder. There was also an
additional note taker.

Institutional observation for their capacity to provide PMTCT service was carried out by
the investigator.

4.12. Data quality assurance

By using 5% of the total sample size calculated for all categories of interviewee, pretest
was done in Bishoftu hospital and the questionnaire was checked for its clarity,
understandability and simplicity in collecting for what it was aimed. After the pretest, the

questionnaires were reformatted based on the inputs and comments generated. Then
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duplication of the final questionnaires was done. The quality of the data collected was
assured by checking all questionnaires at the evening of the date of collection by the

principal investigator.
4.13. Data processing and analysis

Data was first coded and then cleaning and entry was carried out by the principal
investigator using EPI INFO software version 3.5.1. Analysis was done using SPSS

version 16 after the data is imported from the EPI INFO software.
4.14. Variables

4.14.1. Independent variables

Sociodemographic characteristics: age, religion, marital status, level of
education, etc of the clients
Whether the client is paying or non-paying

Clients’ waiting time
4.14.2. Dependent variables
Clients’ satisfaction

Health professionals’ skill in interpersonal communication and service

delivery
Health professionals’ perception towards their competency
4.15. Operational definition of terms

Mother-to-child transmission: transmission of an HIV virus from a mother
to her child through breast feeding, during pregnancy, or during labor.
Prevention of Mother-to-child transmission: Prevention of transmission of
an HIV virus from a mother to her child through breast feeding, during
pregnancy, or during labor

Exclusive breast feeding: infant feeding only breast milk till the age of six

months with out any formula feeding and water
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Replacement feeding: infant feeding only infant formulas with no breast
feeding
Mixed feeding: infant feeding both breast milk and other formula feeds or
water
DNA PCR: a test which detects the presence of HIV in the blood and is used
for diagnosis in infants less than 18 months of age.
HIV exposed infants: infants born to a HIV positive mother
Client Satisfaction: degree of individual’s happiness and comfortability
with the service taken.

5. ETHICAL CONSIDERATION

The proposal was submitted to the Institutional Review Board (IRB) of the Faculty of
Medicine, Addis Ababa University where it was ethically cleared. After the approval at the
Faculty level, ethical clearance was obtained from Oromia Regional Health Bureau and
permission was obtained from the institutions in which the study was carried out.

Clients were asked for informed consent after all the necessary information is presented to
them for their willingness to participate in the study. Health professionals were also asked for
their consent in written form.

6. DISSEMINATION OF THE FINDINGS

The result of the study was submitted to the School of Public Health, AAU, Ethiopian
Public Health Association, Oromia Regional Health Bureau and Adama Special Zone
Health Office to inform the output of the study. The output will have important
contribution for the program improvement. There will be also presentation of the study to

parties interested.
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7. RESULT

7.1. Exit interview with antenatal care attendants

Socio-demographic characteristics

The exit interviews of clients at ANC service delivery outlet were carried to assess their
degree of satisfaction. Eight health institutions were incorporated in the study (one
government hospital, two governmental health centers, one non-governmental health
center, two private hospital and two private higher clinics). The response rate of the study

was 100%. The socio-demographic characteristics of the clients are described as follows.

Among a total of 423 pregnant mothers who were interviewed, 361 (85.3%) of them were
mothers from Adama town and the rest 62 (14.7%) were from outside Adama town. More
than forty one percent (41.4%) were in the age group 21-25 and the mean age and
standard deviation of clients were 24.8 years and 4.9 years respectively. More than ninety
percent (93.9%) of the respondents were married and 16 (3.8%), 6 (1.4 %) of them were

single, and divorced respectively as shown in table 2.

As to religion of the respondents, more than half of them (59.6%) were Orthodox, 22.7%
of them were Muslim and 15.8 % of them were Protestants. Regarding educational status
of clients, 45 (10.6 %) of the respondents were at college and above levels, and 164
(38.8%) of them were in the range of grade 9-12. The ethnic origin of clients showed that
37.4% and 33.3% of them were Oromo and Amhara respectively. From the total
respondents, 63.4% of them were housewives, followed by merchants and daily laborer
which accounted for 9.5%, and 7.1% respectively.

18
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Table 2: Socio-demographic features of women who came for ANC services; Adama, March 2009.

Variables with possible answers Frequency Percentage
15-20 95 22.5%
Age in years 21-25 175 41.4%
26-30 108 25.5%
31-40 44 10.4%
41 and above 1 0.2%
Total 423 100.0%
Adama city 361 85.3%
Place of residence Out of Adama city 62 14.7%
Total 423 100.0%
Orthodox 252 59.6%
Religion Muslim 96 22.7%
Protestant 67 15.8%
Catholic 5 1.2%
Others 3 0.7%
Total 423 100.0%
Married 397 93.9%
Single 16 3.8%
. Divorced 6 1.4%
Marital status Widowed 5 0.5%
Separated 2 0.5%
Total 423 100.0%
Illiterate 60 14.2%
Illiterate but able to write and read 9 2.1%
Maximum educational ~ >rade 1-4 Lo et e
status Grade 5-8 44 10.4%
Grade 9-12 164 38.8%
College and above 45 10.6%
Total 423 100.0%
Oromo 158 374%
Ambhara 141 33.3%
. Tigre 28 6.6%
ELNIEOIE Gurage 75 17.7%
Others 21 5.0%
Total 423 100.0%
Occupational status House wife 268 63.4%
Merchant 40 9.5%
Government employee 29 6.9%
Student 23 5.4%
Daily laborer 30 7.1%
Other 33 7.8%
Total 423 100.0%
19
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From the total 423 ANC attendant mothers interviewed, 223 (52.7%) of them were in the
third trimester of pregnancy while 161 (38.1%) and 39 (9.2%) of them were in the second
and first trimester of pregnancy respectively. Primigravidas account for almost half of the
ANC attendants, 208 (49.2%). The number of gravida two and gravida three mothers
were 137 (32.4%), and 46 (10.9%) respectively.

During client’s session with their ANC counselor in the date of interview, the counselor
discussed about: having an HIV test with 209 (49.4%) of the clients, receiving test results
with 160 (37.8%) of the clients, and issues arising from an HIV test taken some time ago
with 186 (44%) of the clients as shown in table 3.

Table 3: Pregnant women’s reason for coming to the ANC clinics, Topics about HIV
discussed with ANC attendants, Pregnant women’s number of ANC visits and

trimester of pregnancy. Adama, March 2009.

Frequency Percentage
Pregnant women’s reason for coming to the ANC center
For antenatal care only 366 86.52 %
To test for HIV 6 142 %
To receive treatment to protect her baby from HIV 4 0.95 %
For antenatal care and to test for HIV 45 10.63 %
For antenatal care, to test for HIV, To receive 2 0.48 %
treatment to protect her baby from HIV
Total 423 100 %
Topics discussed about HIV with mothers
Having an HIV test 209 49.4 %
Receiving test results 160 37.8 %
Issues arising from an HIV test taken Some time ago 186 44.0 %
Other issues 1 02 %
Pregnant women’s number of ANC visit
First visit (New) 148 35 %
Two to three visits 196 46.4%
Four to five visits 65 153 %
Six visits and more 14 33%
Total 423 100 %
Pregnant women’s trimester of pregnancy
First 39 92%
Second 161 38.1%
Third 223 52.7 %
Total 423 100 %
20
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The data showed that majority (46.3%) of the pregnant women had two to three ANC
visits at their respective ANC clinic. More than half (52.7%) of the pregnant women were
in the third trimester of pregnancy. See table 3.

Among the total ANC attendants, more than half, 220 (52%) of the clients were
counseled on MTCT and PMTCT while only 10 (2.4%) of them were counseled on infant
feeding. Regarding understandability of the message conveyed during clients’ counseling
sessions, 165 (39%) of the clients were counseled well and understood the counseling on
MTCT and PMTCT and have the knowledge on ways of MTCT of HIV and 73 (17.3%),
2 (0.5%) of the clients were counseled and understood the counseling on HIV/AIDS and
infant feeding respectively. Assessment of the client’s knowledge about MTCT by using
client exit interview and an FGD showed that all of the pregnant women were

knowledgeable about at least one way of MTCT.

But, by stratification of modes of MTCT, only 33.4% of the pregnant women were able
to depict MTCT of the virus during pregnancy which is inline with the percentage of
pregnant mothers who were counseled on MTCT and PMTCT by their counselor on the
date of interview which is only 39%.

Concerning the client’s reason for coming to the ANC service delivery sites; it was
largely only for ANC follow-up which accounts for 86.5% of the total clients. The details

of reason for coming are illustrated in table 3.
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Figure 3: How the pregnant women came for their ANC for the first time to their
respective health facility they visited. Adama, March 2009.
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How mothers came

Clients were asked how they came first to the health institution they are attending their
ANC and more than 60% of them were recommended to come by their friends or partners
(figure 3). The tendency to recommend other pregnant mother to the service is about two
times higher in those who came to their respective ANC clinic by recommendation than
those who didn’t come by recommendation (OR = 1.99, 95% CI: 1.31, 3.04). See table 4.
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Table 4: Statistical Analysis table

Recommended the service to others | Test for Association

Yes No Total
Recommended | Yes 142 120 262 OR=1.99
to come by 95% Cl: 1.31, 3.04
others No 60 101 161 oLl l.ol, 0.
Total | 202 221 423
Do you wish you had a different
counselor?
Yes No Total
Are you Yes 65 341 406
icfi i OR=0.1
satisfied v_wth No 11 5 17
the technical 95% CI: 0.03, 0.32
competence of | Total |76 347 423
the counselor?

Is there anything you did not like
during the discussion about

HIV/AIDS?

Yes No Total
Not able to see | Yes 25 253 278 OR =4.68
the same No |3 142 145 95% CI: 1.32, 19.8
counselor
before and Total |28 395 423
after an HIV
test

Maintenance of privacy

Yes No Total
Stay for more Yes 62 31 93 OR=0.64
than 15 0 .

. . No 250 80 330 95% CI:0.38, 1.09
minutes with o
the counsellor | Total | 312 111 423 No association
Appropriateness of stay

Yes No Total
Stay for more | Yes 155 80 235 OR =10.86
than15 No |130 58 188 95% Cl: 0.56, 1.33
minutes with o
the counsellor | Total | 285 138 423 No association

Bivariate analysis of factors influencing quality of PMTCT. Adama, March 2009.
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The average waiting time of clients to get their health care provider was 24.5 minutes.
When the waiting time was stratified by ownership of the health institution, in
governmental health institutions the waiting time was 21.5 minutes where as in private
health institutions the waiting time was 41.5 minutes. In the non-governmental health
center the average waiting time was found to be 18.9 minutes. The average duration of
stay of clients with their health care provider was 12.8 minutes. When stratified by
ownership of the health institution, the average duration of stay was 12.5 minutes, 13.7
minutes, and 12.8 minutes in governmental, private, and non-governmental health
institutions respectively. Clients were asked for the duration of stay they had with their
health care provider and more than 67% of the clients said that the amount of time they
spent was “just right” while more than quarter of them said it was too short. From the
FGD with clients from private health institutions, one of the discussants said, ““You pay
very high to get more facilitated and high quality care by specialized personnel, but the
amount of time you are asked to wait for the physician is much more to the level you
can’t tolerate. So, if this is the case, why I should not follow my pregnancy status at
public health institutions. | came at 8:30 AM and I’m asked to wait till 11:30 AM”’.

Figure 4: Clients’ judgment of the length of time they had with their counselor.
Adama, March 20009.
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= Too much

m Just right

0 Too short
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Duration of clients in the session with their counsellor stratified by more than 15 minutes
and les than or equal to 15 minutes showed no statistically significant association with
maintenance of privacy during counseling (OR = 0.64 and 95% CI: 0.38, 1.09). Duration
of stay of clients in the session with their counsellor stratified by more than 15 minutes
and les than or equal to 15 minutes also showed no significant association with
appropriateness of the length of stay according to clients’ own view (OR = 0.86 and 95%
Cl: 0.56, 1.33). See table 4.

Clients’ degree of satisfaction was asked using different questions such as satisfaction
with the technical competence of the counselor, comfortability with the counselors

handling of the client, the general setup in which they received the counseling session,

and their preference of counselor by age or sex which is represented in detail in table 5.
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Table 5: Subjective response of clients towards satisfaction based questions. Adama,

March 2009.
SNo. Subjective questions Possible Frequency
answers (percentage )
1 Are you happy with the session you had today? Yes 406 (96.0%)
No 17 (4.0%)
Total 423 (100%)
2 Avre you satisfied with the technical competence of Yes 406 (96.0%)
the counselor? No 17 (4.0%)
Total 423 (100%)
3 Did you feel comfortable with your counselors Yes 395 (93.4%)
handling of the client? No 28 (6.6%)
Total 423 (100%)
4 Was there enough privacy during your counseling? Yes 312 (73.8%)
No 111 (26.2%)
Total 423 (100%)
5 Do you wish you had a different counsellor (different  Yes 76 (18.0%)
sex, older, younger)? No 347 (82.0%)
Total 423 (100%)
6 Were you able to see the same counselor for Yes 278 (65.7%)
discussion both before and after the test? No 145 (34.3%)
Total 423 (100%)
7 Is there anything you did not like during the Yes 28 (6.6%)
discussion about HIV/AIDS? No 395 (93.4%)
Total 423 (100%)
8 Would you have preferred that HIVV/AIDS not be Yes 20 (4.7%)
discussed during your antenatal visit? No 403 (95.3%)
Total 423 (100%)
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Scaling was done using the eight satisfaction related questions which are shown in
table 5. The rating was performed using the “count values with in cases” in the
transform menu of the SPSS software. Then, the cutoff point to say the client is
“fully satisfied” was done. Thus, a client who answered “yes” for at least seven of
the satisfaction related questions was fully satisfied. The total percentage of clients

who were satisfied fully in their stay at the day of their ANC visit was 74.7%.

Table 6: Subjective response with an answer “YES” of the clients towards the eight

satisfaction based questions shown in table 5. March 2009, Adama

Clients who answered “yes” for __ ofthe Cumulative

eight questions Frequency  Percent Percent
Two 2 02% 02%
Three 4 09% 11%
Four 10 24% 35%
Five 22 52% 8.7%
Six 70 16.5 % 252 %
Seven 170 40.2 % 65.4 %
Eight 146 34.5% 100 %
Total 423 100 %

Association was sought for relation between being satisfied with the technical
competence of the counselor and need for other counsellor. Thus, being satisfied by the
technical competence of the counselor is strongly associated with no need for other
counselor with an OR 0.1, and 95% CI (0.03, 0.32) as shown in table 4. More than 65%

of the ANC attendees were able to see the same counselor before and after an HIV test.
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Table 4 revealed that pregnant mothers who were not able to see the same counselor
before and after an HIV test were more subjected to dislike discussion about HIVV/AIDS
during their ANC visit (OR = 4.68, 95% CI 1.32, 19.8). Among the total respondents,
409 (96.7%) of the clients want to come again to the health institution they had visited on
the date of interview for their ANC. On the other hand, 202 (47.8%) of the pregnant

mothers have recommended the service to any one else.

The FGD with clients from public health institutions came up with the result that;
““government health institutions are public’s properties. So that individuals
can take the service they want in the sense of ownership. What is deficient in
those places is lack of ethics and respect from the providers side for us most
of the time. For this reason, private health institutions are preferred. You
will pay, and you receive the care you want with respect. But, you are
expected to pay unfair price and the price that you can’t afford. So, my
option is the government health institution™.
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7.2 health care providers’ interview

To assess the health providers’ satisfaction and perception towards quality of PMTCT
services, a total of 31 health providers directly involved in the PMTCT service delivery
programme from the eight health institutions were interviewed using a structured and

standardized questionnaire as shown in table 7.

Table 7: Distribution of health providers by profession and ownership of the health
institutions. March 2009, Adama

SNo. Type of the health institution Profession of the respondents

(number) (health service provider)

Medical Registered
doctor nurse =|
1 Government hospital (1) 2
2 Government health centers (2) 0
3 Non-governmental health center (1) 0
4 Private hospitals (2) 4

Private higher clinics (2)

All health professionals interviewed work in more than one department and 14 (45.2%)
of them spend more of their time in ANC department, 2 (6.5%), 9 (29%), and 6 (19.4%)
of the health workers spend more of their time in a well baby clinic, labor ward, and
family planning departments respectively. All health providers were knowledgeable
about ways of MTCT. Providers were asked for the basic training for PMTCT they had
and the training gap existing was identified according to providers’ perception which is

as presented below.
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Adama, March 2009.

Table 8: Trainings taken by health professionals and their need for further training.

SNo. Basic trainings topic Received training Need more training
Yes No Yes No
Freq. (%) Freq. (%) Freq. (%) Freq. (%)

1 Antenatal care 11(35.5) 20 (655) 15(484) 16 (51.6)

2 el S L L L 6(194) 25(80.6) 19(613) 12 (38.7)

3 Basic counseling 14(452) 17(548) 8(258) 23 (74.2)
VCT for the prevention of mother-

4 to-child transmission 24 (77.4) 7 (22.6) 10 (32.3) 21 (67.7)

5 HIV testing 20 (655)  11(355) 10(323) 21 (67.7)
Provision of antiretrovirals for

6 PMTCT 20 (65.5) 11(35.5) 10(32.3) 21 (67.7)

7 Nutrition counseling 9 (29) 22(71)  18(58.1) 13 (41.9)
Infant feeding counseling and

8 ST o - e T 13 (41.9) 18 (58.1) 14 (45.2) 17 (54.8)
Optimal obstetric practices for

9 HIV-positive women 12 (38.7) 19(61.3) 15(484) 16 (51.6)

G 0 el R 18(58.1)  13(419) 7(226) 24 (717.4)
service provision

11 Training on universal precautions 12 (38.7) 19 (61.3) 20 (65.5) 11(35.5)

Seven (22.6%), 8 (25.8%), and 16 (51.6 %) of the providers have been providing PMTCt

services for less than six months, for six months to one year, and for more than one year
respectively. Among the total providers; 21 (67.7%), 28 (90.3%), 29 (93.5%) of them are

involved in provision of HIV counseling, infant feeding counseling, and obstetrics care

respectively.

The average hour spent per day for counseling for MTCT by the counselors was 5.2

hours whereas the average day per week spent was 5.5 days. About fifteen (15) mothers
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are counseled on average by each counselor per day for MTCT. From the total PMTCT
providers interviewed, 22 (71%) of the providers said that their workload has increased
since the introduction of the PMTCT service and all of them had got no incentives for
providing those PMTCT services. Support from the respective health institutions was
offered always for 18 (58.1%), sometimes for 9 (29%), and not usually or never for 4
(12.9%) of the PMTCT service providers. Among health professionals who provide
obstetrical care (n=29), only 21, and 1 of the professionals were instructed on safe
obstetric practices for HIV-positive women, and do not deliver HIV positive women
respectively.

The top three most difficult problems providers encounter in performing their job in
providing PMTCT-related services were lack of training, lack of feedback on job

performance and inadequate salary.

7.3 Review of secondary data

To triangulate and complement the other data sources, secondary data were collected
from monthly reporting formats and PMTCT register books as per the indicators on the
national PMTCT guideline (table 9). Thus, conformation to the national guideline and

achievements were evaluated.

As can be seen on table 8, data were collected from one government hospital and two
government health centers as per the PMTCT national indicators for the period of six
months September 2008 — February 2009. These indicators are selected to assess the
activities towards meeting the third prong of the national PMTCT strategy (prevention of

HIV transmission from infected women to their infants).
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Table 9: PMTCT performance of the governmental health facilities from September 2008 to
January 2009 based on the PMTCT indicators. Adama, March 2009.

S.No Indicators
1 Total number of new ANC attendees for the six months 1522
2 Total number of new ANC attendees counseled 1502
3 Total number of new ANC attendees tested 1338
4 Total number of new ANC attendees received their test result 1285
5 Total number of new ANC attendees tested positive 72
6 Total number of pregnant women received ARV prophylaxis 100
7 Total number of HIV infected women who received counseling on

infant feeding 97
8 Percentage of new ANC attendees counseled 98.7%
9 Percentage of new ANC attendees counseled and tested 87.9%

10 Percentage of new ANC attendees counseled, tested and received their

test result 84.4%
11 Total number of new ANC attendees partners tested 101
12 Percentage of partners of new ANC attendees tested 6.6%0

The second approach undertaken to assess effectiveness of the third prong in the
aforementioned institutions was assessing the HEI management and follow-up. In the six
months period specified, there were 54 HIV exposed live births in the facilities. Among
those the number of HEIs who received ARV prophylaxis were 48 (97.4% of the total
HIV exposed live births). On the HEI follow up assessment, there were a total of 687 HEI
enrolled in the follow up and cotrimoxazole prophylaxis was started at two months of age
for 87.4% of the infants. HEIs charts were reviewed for infant feeding practice till the age
of six months for those infants, 410 (100%) whose card’s was filled, and 219 (53.4%),
120 (29.3%), and 71(17.3%) of the HEIs were on exclusive breast feeding, exclusive

replacement feeding, and mixed feeding respectively till the age of six months. Among
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HEI who are more than one year of age (216), HIV test was done for 61.3 % of the
infants using either DNA/PCR or HIV antibody test at one year of age.

For assessment of activities in fulfilling the second prong of the national strategy for
PMTCT (prevention of unintended pregnancies among HIV infected women), all charts
of HIV infected reproductive age group women who are enrolled to HIV care were
reviewed. Among a total of 3786 women of reproductive age group, only 684 (18.1%) of

them were counseled about family planning and started to use family planning.
7.4 Assessment of institutional capacity to provide PMTCT services

A structured checklist was used to assess eight of (all of) the health facilities
preparedness to provide sustainable PMTCT services and the way the facilities record
and maintain all PMTCT related information or data for their coherence and
completeness of the data in the six months time period (September 2008 — February
2009) was also assessed. The checklist comprises assessment of equipments and supplies
(drugs, laboratory supplies, infection prevention supplies, basic obstetric supplies, and
job aids and IEC materials). HIV test instruments were available in all of the institutions
included in the study and all of the institutions provide HIV test for PMTCT activities.
Nevirapine tablets or syrups are available in all of the government and two of the private
hospitals. The two higher clinics and the non-governmental health center have the referral
mechanisms in such cases when nevirapine is needed. In places where nevirapine was

available; it was kept in both ANC clinic and labor and delivery ward.

The national PMTCT guide line was found in two of the government health institutions
only. PMTCT monthly reporting format was available in the governmental hospital. The
PMTCT labor and delivery register form, ANC register form, and ARV infant log were
found in all governmental health facilities and the documentation were incomplete. The
key informant from the government health facility said that, “the new HMIS has
incorporated much information which are less essential and omitted information which

are more important”. All institutions had a delivery couch, delivery sets, and oxytocin.
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Intra-facility referral slips were available in the governmental health institutions only.
According to the key informant from the special zone health office, the recent
institutional intervention BPR had created more commitment to job and also brought
good management of time and other resources. So, clients are served fast and take the

service they want