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Definition of Terms for this document

Acceptability

Accessibility

Affordability

Availability

Coverage

Utilization

Relates to social and cultural distance, HIV
counseling and testing, to utilize PMTCT services,
perceived cost and quality of services.

Location of supply and location of users (distance,
cost, travel time, transportation resources).

Prices of services, ability to pay, direct and
opportunity costs.

There is no shortage of the required services.

The percentage of all target population who can
receive or have received service intervention.

The ratio between output and service capacity.
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Abstract

In Addis Ababa HIV/ AIDS remains a major health problem. Adult HIV
prevalence was at 7.5% in 2007 and among pregnant women in 2005 was
11.7%.

The main purpose of this thesis is to analyze 3 years trend and to identify
factors influencing utilization of PMTCT services among preghant women
attending ANC services.

In Addis Ababa PMTCT services started in 2004 and now 49 health facilities
are providing services.

The Andersen model of health services utilization was used to systematically
describe factors influencing utilization of PMTCT services international and in
Addis Ababa based on literature review and reports from Addis Ababa health
bureau.

This study revealed that there are human resource constraints, lack of
training, insufficient allocation of budget, inconsistent supplies, inadequate
counseling rooms, limited access to PMTCT information and services. There
is HIV/AIDS related stigma and discrimination in the community, gender
inequality, and low male involvement, inadequate knowledge, accessibility
and affordability of PMTCT services are the major constraints for low
utilization of PMTCT services.

The review shows that while there is a clear HIV/AIDS policy, strategic
framework and PMTCT guidelines, there is lack of commitment and services
are underperforming. In addition there is inadequate awareness in the
community and low utilization of services.

It is recommended that to raise budget, capacity building of health workers,
and train non-health professionals for counseling. Increase awareness;
involve community to alleviate stigma and discrimination. Improve accesses;
strengthen referral linkages and supervision of PMTCT services.

Key words: HIV/AIDS, PMTCT, utilization, barriers, Ethiopia, sub-Saharan
Africa.

Word count: 14,954
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INTRODUCTION

Ethiopia is one of the most affected countries by HIV/AIDS pandemic in sub-
Saharan Africa. According to MOH (2005) estimations a total of 128, 922
new HIV infections occurred in the country. Of these 30,338 were HIV
positive births (mother-to-child infections) and in the same year 134,500
AIDS deaths occurred, out of which 20,900 in children under 15 vyears
(MOH/NHAPCO 2006).

The United Nations General Assembly special Session on HIV/AIDS made the
declaration of commitment (UNGASS, 2001) on HIV prevention among
infants and young children. It set a goal to reduce the proportion of infants
infected with HIV to 20% by 2005 and by 50% by the year 2010 by ensuring
PMTCT service access for 80% of pregnant women. To achieve the targets
Ethiopian government issued national PMTCT guidelines in 2001. These
guidelines were updated in 2007 to include latest managerial, technical and
clinical developments and nationally and internationally accepted recording
and reporting formats. In Addis Ababa the PMTCT program started as pilot in
April 2004 in five governmental health facilities. In the same year the
service was expanded to 33 health facilities under the AAHB and three
hospitals under MOH in Addis Ababa (AAHB, 2006/7).

The author of this thesis has been working as head of Bole sub-city health
department (one of the ten sub-cities in Addis Ababa) over five years. One
of his main responsibilities is coordinating and supervising implementation of
the health programs in sub-city. The author feels that there is a problem on
utilization of PMTCT services in the city, which is an entry point for
prevention and care interventions for HIV/AIDS in the family and which can
reduce HIV infection to infants. The aim of this thesis is to look into supply
and demand factors that are affecting utilization of the PMTCT service, and
then to come up with practical recommendations to improve the utilization of
PMTCT services and reduce vertical transmission of HIV in Addis Ababa.

The content of the thesis is divided into six major chapters. Chapter one
discusses the background information, government response and HIV
situation in the city. Chapter two presents statement of the problem,
objectives and methodology. Chapter three illustrates the three years trend
in PMTCT utilization in Addis Ababa. Chapter four presents international
experiences on factors influncing utilization of PMTCT services. Chapter five
analyses factors influencing utilization of PMTCT services in Addis Ababa.
Finally conclusion and recommendation are presented in chapter six.



CHAPTER 1 BACK GROUND INFORMATION ON ADDIS ABABA CITY
ADMINSTRATION, ETHIOPIA

1.1 Geographical, Political & Administrative structure

Addis Ababa is the capital city of Ethiopia and largest city in the country,
located in the heart of the country on an area of 540 square kilometers. It is
situated between 9 degrees latitude and 38 degrees east longitude in the
plateau that stretches at the range of 2,200 - 2,800 meters of altitude above
sea level. The lowest and the highest annual average temperature are
between 9.89°% and 24.640° (CSA, 1994).

Addis Ababa is an influential city in Africa due to its historical, diplomatic and
political significance. It has been a seat for the African Union, the
headquarters of UN Economic Commission for Africa and many other
international organizations.

There was decentralization in 2002 which included the devolution of power
to lower level administrative organs. According to the amendment of Addis
Ababa City Government Charter, currently the administrative structure of
the city is the City Government, 10 sub-cities and 99 Kebele (the lowest
administrative structure) (AACG, 2001).

1.2 Socio- demographic and economic situation

Addis Ababa is densely populated. Currently total population of Addis Ababa
is 2,738,248 of which 1,304,518(47.6%) are males and 1,433,730(52.4%)
are females, (CSA, 2008). The number of females is considerably higher
than that of males. The population growth rate is 2.1%. The structure of the
population indicates the dominance of young population. The population of
those under the age of 15 accounts for 45%, while those in the reproductive
age group (15-49) account for 47.2% of the population. The age and sex
structure of the pyramid shows a wider base and a narrower top, which is a
typical characteristic of a developing country (CSA, 2008).

Among those beyond the age of 15 years, 43.9% are married, 38.8% never
married, 5.8% are widowed and 9.3% are divorced (DHS, 2005). Primary
school enrolment for both sexes is 91%, while secondary was 33% in 2002.
Female primary enrolment is 53.2% and secondary 51% (AAHB, 2005)

The city is multi-cultural, multi-religious and a big tourist destination.
Religious wise 59.1% are orthodox, 25.95% Muslims, 13.5% protestant,
0.6% Catholic, 0.3% traditional and 0.6 are others (CSA, 2008).
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Around 53% of the active working population is engaged in some kind of
employment with the cross sectional actual employment status of 37.47%.
Unemployment is at 30% of the active population. Around 50% of the city’s
people lives below the poverty line. Forty-four percent of the employed are
woman while 68% are men, (AAHB, 2005).

1.3 Health care delivery system

Health services in Addis Ababa are provided by the federal government
hospitals, Addis Ababa regional health bureau, private and NGOs health
facilities. In the city there are a total of 35 hospitals, 29 health centers, 456
clinics and 29 health posts which are managed by different organizations
(MOH, 2006/7).

The ministry of health-owned hospitals provides services to referral cases
throughout the country. Defense and police hospitals offer services for their
staff.

Addis Ababa regional health bureau is responsible for both curative and
preventive health care of the city, under which there are 5 hospitals, 1
Regional laboratory, one clinical nurses training school, 24 health centers, 7
clinics and 37 health posts which are serving the population(MOH, 2006/7).

All public hospitals charge a fee which is commonly known as user fee or
cost sharing. Health centers, public clinics and health posts are almost free.
Costs of private health care services are high and most health services are
not available to all. Some basic health indicators of the city show an infant
mortality rate of 45 to 1000 live births and maternal mortality of 566 per
100,000 live births, (AAHB, 2005).

1.4 HIV/AIDS situation

In Ethiopia the first evidence of an HIV/AIDS infection was detected in1984.
The prevalence was very low in early 1980s; it has been increasing during
the past years. However the country’s HIV prevalence in 2007 was 2.1%,
(MOH, 2007) with males accounting for 1.7% and females 2.6%. Urban and
rural prevalence was 7.7% and 0.9% respectively. Estimations of people
living with HIV/AIDS were 977,394, of which 75,420 were pregnant women
and the annual HIV positive births were estimated at 14,148, (MOH, 2007).
The national HIV prevalence of 2.2% in 2004/5 and 2.1% in 2007 suggest
that the epidemic is stabilizing.



The impact of HIV/AIDS epidemic is felt across the country from the
household level to all communities and all sectors. The most affected is the
sexually active age group 15-49yrs who are also the economically productive
age group. Nationally deaths due to AIDS in the age group (15-49)
progressively increased up to 2005 when they accounted for 35% of young
adult deaths (MOH/NHAPCO, 2006). The loss of young adults in their most
productive years will affect overall economic growth.

HIV/AIDS remains a major health problem for Addis Ababa. The adult
prevalence in the city increased from 7.2% in 2004 to 7.5% in 2007. The
prevalence is the highest in the country (MOH, 2007).

In Addis Ababa the adult HIV incidence is estimated to be 1.52%, New HIV
infections in all age groups are 21,585 out of this 808 occurs in children. The
main root of HIV infection for infants and children is through vertical
transmission (MTCT) (MOH, 2007). The number of HIV positive pregnant
women in 2007 was estimated 6,223. According to national ANC based
sentinel surveillance, HIV prevalence among pregnant women in 2005 was
11.7% in the city. The number of HIV positive pregnant women since the
past three years (2004 to 2006) increasing at an annual average rate of 3%.
The annual HIV/AIDS deaths decreased substantially from 892 in 2005 to
539 in 2007(AAHAPCO, 2007). This decline may be attributed to the
availability of ART.

1.5 Responses to HIV/AIDS and coordinating structure

Ethiopia is one of the hardest hit countries by the HIV epidemic. In the
response to the epidemic, the National AIDS Control Program (NACP) was
established at a Department level at the MOH in 1987. They began
surveillance activities, designed medium-term prevention and control plans
and implemented them. The HIV/AIDS Policy was formulated by the
ministry of health and approved by the Council of Ministers in 1998. This
positive political commitment created an enabling environment for HIV/AIDS
prevention and control programming. Two years later the national HIV/AIDS
Prevention and Control Council and National HIV/AIDS Prevention and
Control Secretariat (HAPCO) were established.

The council is chaired by the president of the country. The members of the
council are government higher officials, multilateral and bilateral donors;
national and international nongovernmental organizations, Religious bodies,
PLHIV, and civil society. The response to HIV/AIDS has been guided by the
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national HIV/AIDS policy and strategic frameworks developed for five year
periods, (2000-2004), and for 2005-2008.

In this multi-sectoralism approach all members of the council are involved in
activities. Some of those activities are focused on the provision of
prevention, care, support and treatment. The efforts have resulted in an
increase in number of VCT sites in the country, from 34 in year 2001 to 524
by 2005. From 2005 the number of health institutions which are providing
VCT, PMTCT and ART dramatically increased, with VCT sites increasing from
524 to 1005, PMTCT sites from 72 to 408, ART sites from 32 to 271. During
these years the VCT service uptake increased from 448,241 to 1,898,191,
(MOH 2007).

The national HAPCO was mandated to provide the required leadership
embracing “Three Ones” principles (NHAPCO, 2007) namely:

e One agreed national HIV/AIDS Action Framework that provides the
basis for coordinating the work of all partners:

e One agreed National AIDS Coordinating Authority with a broad-based
multi-sectoral mandate:

e One agreed country-level Monitoring and Evaluation System.

Addis Ababa regional HIV/AIDS Prevention and Control office (AAHAPCO)
was established in 2001. The city HIV/AIDS prevention and control programs
are lead by the Addis Ababa HIV/AIDS prevention and control council, which
is chaired by the city Mayor. There is a management board which is selected
by the city government for close follow-up and better facilitation of
HIV/AIDS prevention and control activities.

The role of AAHAPCO is to coordinate all HIV/AIDS prevention and control
programs, offer technical support for government, NGOs and FBOs who are
engaged in HIV/AIDS activities, project appraisal, funding, monitoring and
evaluation.



CHAPTER II STATEMENT OF THE PROBLEM AND METHODOLOGY

2.1 Statement of Problem

Children are mainly infected with HIV through of mother-to-child
transmission (MTCT) at the time of pregnancy, labor and delivery or through
breastfeeding.

MTCT of HIV has created enormous social and economic problems. Besides
the dominant heterosexual transmission of HIV, vertical transmission from
mother to child accounts for more than 90% of pediatric AIDS. Particularly
in developing countries, MTCT has become a critical child health problem.

Globally about 370,000 children were newly infected with HIV in 2007.
Mainly through mother-to-child transmission More than 90 per cent of
children were infected through MTCT. Nearly 90% of this MTCT of HIV
occurred in Sub-Saharan Africa. Without appropriate treatment, out of these
infected children approximately half of them will die before their second
birthday (WHO, 2007)a.

According to UNGASS (2001) on global guiding principle a comprehensive
strategic approach to the prevention of HIV infection in infants and young
children’s which includes the following four components.

The first one is primary prevention of HIV infection which is to prevent HIV
infection among women of reproductive age by creating awareness, HIV
testing and counseling, safer sex practices and economic empowerment of
women.

The second point, prevent HIV-infected women from getting pregnant
through voluntary counseling and testing services. This allows women to
know their HIV status before becoming pregnant and providing appropriate
family planning services to women living with HIV to enable them make well-
versed decisions concerning their reproductive health.

The third point is preventing HIV transmission from HIV-infected women to
their children by providing quality antenatal and delivery care, HIV testing
and counseling in ANC, antiretroviral therapy for pregnant women eligible for
treatment, ARV prophylaxis to prevent infection being passed to their child
and adequate infant feeding counseling.

The fourth one is providing care for HIV-infected mothers and their infants
through nutritional counseling and support, sexual reproductive health
6



services including family planning, psychosocial support and access to
antiretroviral therapy for the eligible infected mothers and children (WHO,
2007)a.

The service, prevention of mother to child transmission (PMTCT) plays a
major role in limiting the number of children being infected by HIV. Without
any interventions, in the range of 20-45% of infants would be infected; 5-
10% during pregnancy, 10-20% during labor and delivery, and 5-20%
through breastfeeding. By implementing PMTCT program, the overall risk
can be reduced to less than 2% (WHO/ UNAIDS/ UNICEF, 2008).

While evidence and experience indicates that currently in Sub-Saharan Africa
deaths of children due to AIDS show a declining trend mainly due to
prevention of mother-to-child transmission (PMTCT) services. However, in
most sub-Saharan African countries including Ethiopia the PMTCT services
are not utilized as most needed, see annex 3 (WHO, 2007)a. In this
countries women’s are not willing to disclose their HIV status due to fear of
stigma and discrimination, (CHAGA, 2004).

In Addis Ababa in 2006/7 the antenatal service coverage was 81%. Pregnant
mothers tested for HIV are only 38.7 %. Of the total tested pregnant
mothers 5.8% were HIV positive. From HIV positive pregnant mothers, 44%
had received Nevirapine and babies born of HIV positive mothers 75% had
received co-trimoxazole prophylaxis, (AAHB, 2006/7).

The main purpose of this study is to analyze three years’ trend on utilization
of PMTCT services among pregnant women attending ANC services and to
identify factors influencing utilization of PMTCT services among preghant
women attending ANC services in Addis Ababa.

Study Questions

1. What is the trend in utilization of PMTCT service among pregnant women
who attend ANC services in Addis Ababa?

2. How are health services and policy related factors influencing utilization of
PMTCT services?

3. What are individual, socio-cultural and economical factors influencing
PMTCT services utilization?

4. What are international experiences on factors influencing utilization of
PMTCT services?

5. What can policy makers do to reduce barriers to PMTCT services

utilization?



For whom is the thesis primarily intended?

This study intended primarily to benefit pregnant women and their newborn
children. It also gives recommendations to Addis Ababa City Administration
health workers, policy makers particularly for those who are working in
PMTCT services and programs to develop strategy for interventions that will
help to utilize PMTCT service at full scale in Addis Ababa.

2.2 General Objectives

To identify factors influencing utilization of PMTCT services in Addis Ababa.
To suggest realistic recommendations for health care providers especially
working in PMTCT programs and policy makers to improve access and
utilization of PMTCT services in Addis Ababa.

Specific Objectives

1. To assess trends in PMTCT utilization among preghant women who attend
ANC services in Addis Ababa.

2. To explore health care delivery system and policy related factors
influencing PMTCT services utilization in Addis Ababa.

3. To identify individual, socio-cultural and economical factors influencing
PMTCT services utilization in Addis Ababa.

4. To gather international experiences regarding factors influencing
utilization of PMTCT services.

5. Based on the study findings to provide practicable recommendations for
policy makers and service providers.

2.3 Methodology

To answer my questions literature review will be carried out from Internet
and KIT library, WHO, UNAIDS and USAID. To analyze factors which affect
utilization of PMTCT services systematically, Anderson model of health
service utilization adapted as conceptual framework. The conceptual
framework used to describe the situation in Addis Ababa and internationally.
National and regional data unpublished reports were also used. Available
unpublished PMTCT services report of the last three years of Addis Ababa
Health Bureau analyzed.



Literature Search Strategy

Electronic sources pub med through VU Library, Scopus, Google scholar,
Google, KIT library.

The data bases were searched using the following key words: HIV/AIDS
Policy, PMTCT and Guidelines, Culture, Gender, Human Right, Human
Resource for Health, PMTCT Utilization in combination with Sub-Saharan
Africa, East Africa, Ethiopia, Addis Ababa, Pregnant Woman, Barriers,
Voluntary Counseling and Testing, Acceptability, Access, Breast Feeding,
Stigma and discrimination, Anti retroviral Therapy and Public Health
Facilities.

Study limitation
e Little information had been found on factors affecting PMTCT services
utilization in Addis Ababa.
e The available data for PMTCT related services was incomplete and weak
quality.



CHAPTER III TRENDS ON UTILIZATION OF PMTCT SERVICES IN
ADDIS ABABA

3.1 Trend analysis among pregnant women on utilization of PMTCT
services in Addis Ababa (2004/5, 2005/6 and 2006/7)

The source of the data is Addis Ababa Health Bureau unpublished routine
reports see annex 2a, b and C.

Table 1: PMTCT related services and results for three consecutive

years
Years
f’\leor PMTCT related services 2004/5 2005/6 2006/7
n (%) n (%) n (%)

1 ANC attendance 151,493 39,143 138,438
2 Pre-test counseled for HIV |43,889(29) 12,448(31.8) | 53,563(38.7)

test
3 HIV tested 26,250(60) 6,843(55) 32,753(61.1)
4 | Received HIV test result 23,451(89.3) | 6,737(98.5) | 28,725(87.7)
5 HIV test positive 2,410(9.1) 567(8.9) 1,901(5.8)
6 Partners tested 585 (24.3) 314 (55.4) 1,366 (71.9)
7 Women received NVP 1,235 (51) 184 (32.5) 835 (44)
8 Infant born to women HIV+ 265 (11) 505(89.1) 1,227 (64.5)

received co-trimoxazole

prophylaxis
9 HIV+ women counseled on 1,808 (75) 374 (66) 1,423 (75)

infant feeding

AAHB Routine PMTCT report (unpublished)
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Fig: 1. Trend among ANC attendant women pre-test counseled for HIV test,
HIV tested, received HIV test result and HIV test positive.
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Results

1. ANC attendance

ANC attendance in 2004/5, 2005/6, 2006/7 was 151,493, 39,143 and
138,438 respectively. In 2005/6 the data are very low as compared to other
years. It considered as weak quality data. The weak quality data on
reporting and registering supported by the end report of Intra health
International (IHI) and Hareg project in Ethiopia, (2007)

2. ANC clients pre-test counseled

As shown in the table 1, from the total ANC attendance 29% were counseled
in 2004/5, 31.8% in 2005/6, and 38.7% in 2006/7. However, the majority
of pregnant women in the three consecutive years did not attend pre-test
counseling. The possible explanation may be due to lack of adequate
information about PMTCT benefits fear of stigma and discrimination from
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community after disclose test result, shortage of counselors to provide
counseling services, or inconsistence of service availability and lack of
necessary materials.

The possible explanation was supported by the end of project report of IHI
and Hareg project in Ethiopia, (2007) that shortage of health care providers,
socio-cultural and logistical barriers, are leading pregnant women to low
utilization of PMTCT services.

The number of pregnant women accepted pre-tested counseling shows an
increasing trend for a period of time. The possible explanation is the benefits
of PMTCT services became widely known. A study which was conducted on
determinants of acceptance of HIV testing among pregnant women
attending ANC clinic in selected health centers in Addis Ababa shows that
those with third, fourth pregnancies were found to accept HIV test than
those with second pregnancy. Frequent ANC visits will expose pregnant
women to more information on PMTCT benefits that lead them to use PMTCT
services (Seid, 2007).

It was globally agreed that 80% of the pregnant women attending antenatal
care should have access to routine HIV-testing and counseling by the year
2010 (UNGASS, 2001). According to this report Addis Ababa PMTCT services
coverage is far away from the target.

3. HIV test uptake among counseled ANC attendants

Among the total pregnant women who were counseled about PMTCT, those
who accepted HIV testing were 60%, 55% and 61.1% in 2004/5, 2005/6
and 2006/7 respectively. The acceptance rate is very low. The possible
explanations are weakly understood the benefit of PMTCT services during
counseling for HIV testing or fear of stigma in the community or both.

The same possible explanations was mentioned by PMTCT program
supporting NGO (IHI and Hareg project in Ethiopia) on the end of the project
report (2007) stated that, the differences between ANC attendants and
uptake of HIV test in ANC client is may influenced by surrounding stigma on
people living with HIV.

4. Pregnant women who received their test result

As depicted in the table pregnant women who received their test results are
89.3%, 98.5% and 87.7% in 2004/5, 2005/6 and 2006/7 respectively. The
trend shows that in 2005/6 the percentage of pregnant women who received
their test results is the highest. The possible explanation could be the
population size (n) is smaller compared with other years. In addition to that
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the trend shows that if women get adequate information on PMTCT benefits,
before HIV-test, they are keen to know their sero-status. The study
conducted by Seid, (2007) confirms the above possible explanation, that if
pregnant women have adequate knowledge on the benefits of undergoing
HIV test, this increases their interest to know their sero-status and to save
the life of the unborn child.

5. Pregnant women who tested HIV positive

According to this report, there is a decreasing trend on the number of
pregnant women who tested positive. In 2004/5, 9.1% tested positive, 8.9%
in 2005/6 and 5.8% in 2006/7. In 2006/7 the prevalence showed a
remarkable decline compared to other years. The possible explanation can
be that actual HIV prevalence among pregnant women is declining. This
finding supported by the end project report of IHI/Hareg project on 2007 in
Ethiopia, that shows HIV prevalence among pregnant women declining trend
from 2004/5 to 2006/7(IHI/Hareg project, 2007). Another supporting
document is the national ANC-based HIV sentinel surveillance survey results
show that the national urban HIV prevalence among pregnant women
reveals slow and gradual declining (MOH/NHAPCO, 2006).

Another possible explanation is that this can also happen by chance or/and it
is also possible that in later years more lower-risk women were willing to be
tested as testing gained wider acceptability.

6. Partners tested for HIV

Mothers who had HIV positive test results and got their partners tested for
HIV were as follows: 585, (24.3%), in 2004/5, 314 (55.4%) in 2005/6 and
1366 (71.9%), in 2006/7. As indicated in the figure 1 there is an increasing
trend of male involvement. The possible explanation may be increased
awareness of PMTCT services in the community. But compared to the women
pre-tested counseled and general population it is low.

The cultural barriers that, ANC is considered as a women'’s responsibility, are
reflected on PMTCT utilization. However, males should be considered as
major players and contributors to the community to the acceptance of
PMTCT services (Theuring et al., 2009).

According to WHO, (2007)a guiding principles of PMTCT scale-up male
involvement has been recognized as a priority focus area to strengthen
PMTCT services.

13



Fig: 2. Trend among HIV positive women received NVP, infant born to HIV
positive woman received co-trimoxazole prophylaxis and HIV positive women
counseled on infant feeding.
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7. Pregnant Women received NVP

According to the report, among pregnant women with HIV positive result in
2004/05 51%, 2005/06 32.5% and 2006/07 44% have received NVP. The
trend shows that swinging trend, declined in 2005/06 and increased in
2006/07. The possible explanation may be pregnant women discontinued
ANC follow-up, home delivery or/and shortage of NVP or/and due to
inadequate knowledge women refused to take NVP. It may be weak quality
of data.

Global agreed commitment to reach 80% of pregnant women living with HIV
should be received antiretroviral prophylaxis or antiretroviral therapy to
reduce the risk of mother-to-child transmission for the year 2010 (WHO,
2007)a. In Addis Ababa to meet this target needs special attention on
improvement the PMTCT services.

8. Infant born to women HIV positive received co-trimaxazole prophylaxis

Infant born to HIV positive women received co-trimaxazole prophylaxis 11%,
89.1% and 64.5% in 2004/05, 2005/06 and 2006/07 respectively. The
percentage in 2004/05 is very low compared to other years. This low uptake
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may be, since it was the first year of the PMTCT program to be
implemented, knowledge of women was still inadequate, no trust on the
drug effectiveness and may be drug shortage and loss to follow-up. It may
be also a weak quality of data.

9. HIV positive women counseled on infant feeding

From the total HIV positive women in 2004/05 75%, 2005/06 66% and
2006/07 75% was counseled about infant feeding. For this low result the
possible explanation may be the issue not well addressed by health care
providers or women lost to follow-up or weak data quality. A study done in
Addis Ababa, on assessment of quality of ANC linked HIV counseling and
testing for intervention of PMTCT services shows that half of the counselors
had not taken the basic VCT training (Ismail, 2008). Untrained counselor,
due to lack of adequate knowledge on PMTCT services they may pass
inadequate information to clients during infant feeding counseling.
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CHAPTER IV  INTERNATIONAL EXPERIENCE ON FACTORS
INFLUENCING UTILIZATION OF PMTCT SERVICES: A REVIEW OF
LITERATURE

In this section, factors which are influencing on utilization of PMTCT services
were reviewed. To describe the factors systematically, Andersen model of
health service utilization has been adapted as a conceptual framework. The
environmental variable; health care delivery system factors and individual,
socio-cultural and economical factors influencing PMTCT services utilization
analyzed by using literature review and the country situation. The
conceptual framework served as a supportive tool in better describing of

factors affecting utilization of PMTCT services.

Figure 3:
services
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Adapted from: Andersen R, M., 1995
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4.1 Behavior for PMTCT related services

The pregnant women decision-making for HIV testing and counseling
depends on many factors. One of the factors is the client perception
regarding ANC and PMTCT services and the benefits such as getting care and
support, knowing free ART drugs for herself and the baby and having future
follow-up. If the clients have negative attitude about ANC, PMTCT and
inadequate knowledge about the service benefits they prefer traditional
healers instead of health facilities. Therefore, the existence of integrated,
adequate, quality and reliable ANC and PMTCT services make mothers to
seek the services more. Utilization of PMTCT services interventions are
began with different behaviors (WHO, 2007)a.

Figure 4: PMTCT services related Behaviors
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Adequate maternal and child health (MCH) services are the cornerstone of
any intervention to prevent mother to child transmission. Upgrading and
expanding MCH services has a great impact in increasing the uptake of
PMTCT services (CHAGA, 2004). Having numerous antenatal care attendants
is an important opportunity for health care providers to provide information
routinely on the benefits of HIV testing and counseling to pregnant women.

Even though, most of sub-Saharan African countries have adopted WHO
guidelines and on the process of scaling-up PMTCT services. These countries
utilization of ANC services is high, PMTCT service utilization is low. Joint
Progress Report of WHO/ UNAIDS/ UNICEF, (2008) shows that antenatal
care coverage rate in South Africa and Zambia were 92% and 93%
respectively but a low proportion of 64% and 65% pregnant women
respectively tested for HIV. This low utilization of PMTCT may be a result of
mothers having inadequate knowledge regarding the benefits of P