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Abstract 

Background: The transmission of the Human Immune Deficiency Virus (HIV) from mother to child during 

pregnancy, birth and breastfeeding period is the most common way of HIV infection in children. Prevention of 

Mother to Child Transmission (PMTCT) of HIV program is aimed at reducing the Mother to Child Transmission 

of HIV. The study aimed at exploring and describing factors which affect compliance to the utilization of 

PMTCT service package among HIV positive mothers who delivered outside a health facility. 

Methods: The study adopted a descriptive qualitative study design and entailed in-depth interviews with the 

HIV positive postnatal mothers attending the maternal child health and family planning clinic (MCH/FP) at 

Turbo Health Centre as key informants.  The interviews were taped with a voice recorder, transcribed and 

analysed using NVivo computer software for qualitative research to document emerging themes.  

Results: Four themes emerged from the results as follows 1) Knowledge of PMTCT services 2) Utilization of 

PMTCT services 3) Patient Factors that hinder compliance to PMTCT program and 4) Health centre related 

factors that hinder compliance to PMTCT program. Mothers did not take up the option to deliver at the health 

due to abrupt onset of labour, lack of transport and fees to pay for the delivery services at the health centre. Also, 

health related factors such as lack of incentives, staff attitude and lack of consistent information contributed to 

the mothers delivering at home. 

Conclusion: It was apparent that the HIV + mothers were recruited in the PMTCT program, and appropriate 

follow-up made to ensure that they remain on course and comply fully with the PMTCT program. Home 

delivery was the missing link towards full compliance to PMTCT program.  

 

ABBREVIATIONS 

AIDS:   Acquired Immune Deficiency Syndrome  

AMPATH:  Academic Model for Providing Access To Health care  

ANC:  Antenatal Care 

ART:   Antiretroviral Treatment 

ARV:   Anti-Retroviral 

BF:      Breast Feeding 

EBEW: Exclusive Breastfeeding and Rapid, Early Weaning  

EDD: Expected Date of Delivery 

FP:  Family Planning 

GTZ:   Gesellschaftfur Technische Zusammenarbeit 

GTZ:   German Agency for Development and Technical Cooperation  

HIV:                 Human Immuno Deficiency Virus 

HIV+:               HIV Positive 

IATT: Inter-Agency Task Team 

IREC:  Institutional Research and Ethics Committee  

KAIS:  Kenya AIDS Indicator survey 

Kshs:  Shillings in Kenyan Currency   

MCH:  Maternal Child Health 

MOH:             Ministry of Health 

PLWHA: People Living With HIV AIDS 

PMTCT: Prevention of Mother to Child Transmission of HIV 

PMTCT Plus:  Prevention of HIV, Care, and Support services for mothers, their   children, and their families 

Prof:  Professor 

MTCT:  Mother to Child Transmission 

M2M2B: Mothers-To-Mothers-To-Be 

MS:   Micro Soft 

NACC:  Kenya National AIDS Control Programme  

NASCOP:        Kenya National AIDS Surveillance and Coordinating Programme 

RF:   Replacement Feeding  

TBAs:   Traditional Birth Attendants 
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UNGASS:  United Nations General Assembly Special Session  

UNAIDS:  United Nations Program on Aids 

VCT:  Voluntary Counselling and Testing 

UNICEF: United Nations Children’s Fund 

WHO:  World Health Organization 

 

DEFINITION OF TERMS 

UTILIZATION: Making use of the recommended strategies in the prevention of HIV transmission from mother 

to child service package.  

HOME DELIVERY: Deliveries outside a health facility where PMTCT intervention strategies may not be 

practiced or understood by un skilled or un trained birth attendants assisting the HIV+ woman to deliver her 

baby. 

MOTHER-TO-CHILD TRANSMISSION: Transmission of HIV from an HIV+ woman to her child during 

pregnancy, delivery or breastfeeding. The term is used because the immediate source of the infection is the 

mother, and does not imply blame on the mother. 

PMTCT SERVICES: A comprehensive package of intervention strategies in the prevention of mother-to-child 

transmission of HIV to decrease the number of HIV infected babies born to HIV positive mothers, who were 

asked  questions on wether they used Niverapine at the onset of labor, what they did to ensure there was no 

contact of maternal blood and the babys during delivery and wether they exclusively breestfeed or formular feed.  

NVivo: Computer software for qualitative data analysis which helps researchers to organize and analyze 

complex non numerical or unstructured data. The software allows users to classify, sort and arrange thousands of 

pieces of information; examine complex relationships in the data.  

NIVERAPINE: Also marketed under the trade name Viramune is a non-nucleoside reverse transcriptase 

inhibitor used to treat HIV-1 infection and AIDS. It has shown positive test results for the prevention of 

transmission of the HIV virus from a pregnant mother to her child. 

 

Introduction 

Every day, approximately 5,000 women are newly infected with HIV and more than 3,000 die from Acquired 

Immune Deficiency Syndrome (AIDS) related illnesses (UNAIDS: 2004). In most parts of the world, HIV 

infection is increasing faster among women than men. This trend is more apparent in sub-Saharan Africa where 

women comprise 58% of existing HIV infections (UNAIDS, 2002). The situation is further compounded by the 

fact that, nearly 50% of these women are within the reproductive age i.e. 15-49 years (UNAIDS, 2004). 

In Kenya about 650,000 children are orphaned due to HIV and 100,000 are infected with HIV.  It is 

estimated that of all childhood HIV transmissions, 90% are attributed to Mother to Child Transmission (MTCT). 

According to NACC (2005), 5-10% of children are infected during pregnancy, 15% during delivery and 5-15% 

through breastfeeding.  

The challenges involved in preventing mother-to-child HIV transmission are even greater, and 

progress has not been as rapid as expected. In response to the goal of  the United Nations General Assembly 

Special Session (UNGASS), of reducing MTCT by 20% by 2010. (UNGASS 2006), the World Health 

Organization (WHO) developed an approach to PMTCT of HIV/AIDS that has been adopted as the global 

model. The original WHO model suggested a three-pronged approach to prevention of MTCT of HIV/AIDS 

(WHO, 2002). These are Primary prevention of HIV among parents-to-be, prevention of unintended pregnancies 

among HIV positive women and prevention of transmission from HIV positive women to their infants.   

Recently,  a fourth prong has been added thus PMTCT intervention which encompasses follow-up for and 

linkages to long-term prevention, care, and support services for mothers, their children, and their families 

(PMTCT-Plus). 

 The PMTCT initiative was introduced in the country in 2000 to try and reduce maternal infection of 

children (NASCOP, 2008). However, since PMTCT program was introduced in 2000, it has been evident that    

utilization of Prevention of Mother to Child Transmission of HIV (PMTCT) services in general and prophylactic 

ARV drugs in particular are low especially in resource poor settings where the transmission rate is high. 

According to the 2006, UNAIDS report, only 6% of HIV positive women living in sub Saharan Africa got 

prophylactic ARV drugs (UNAIDS/WHO, 2006).  

Each year 640,000 children worldwide are born with HIV and of the approximately 1.5 million 

children born while in Kenya, 50,000 to 60,000 are infected with HIV annually, mostly due to MTCT 

(NASCOP, 2008). To address this problem, the Kenyan government has implemented PMTCT services 

throughout the country. These services include routine HIV counselling and testing, improved obstetric practices 

during health facility deliveries, antiretroviral therapy, counselling and support for safer infant feeding practices, 

and family planning.  

To meet the UNGASS PMTCT goal, at least 80% of HIV positive women in developing nations would 
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need to be reached with PMTCT program. Estimates vary but currently far less than 20% of HIV positive 

women in these countries receive any form of ART, a key element in reducing MTCT. Given the availability of 

various prophylactic antiretroviral drugs, the PMTCT coverage is below the target globally.  

The 2006, UNAIDS report revealed that actions directed to mitigate MTCT are not satisfactory. 

Globally less than 10% of the HIV positive women who are in need of prophylactic ARV received the drug, 

which is far behind the 80% 2005 global target. The coverage was even less (6%) in the sub-Saharan region 

where the majority of HIV positive mothers give birth outside a health facility (UNAIDS/WHO, 2006). where 

PMTCT practices may not be complied with by both mother and baby.  

 

Research question 

What factors affect compliance to the utilization of PMTCT services among HIV+ women who deliver at home? 

 

Specific objectives 

1. To describe the knowledge and utilisation of PMTCT services available to mothers who delivered at home 

at  postnatal MCH/FP clinic  in Turbo Health Centre 

2. To describe the factors that hinder expectant HIV + mothers from complying with the PMTCT program. 

3. To describe the barriers to compliance to the utilization of PMTCT service package among mothers who 

delivered at home attending post natal clinic in Turbo Health Centre.  

 

METHODS 
The study was based at Turbo Rural Provincial Health Training Centre which is situated in Eldoret West District 

of Kenya, 26 Kilometers west of Eldoret town. The total population of the HIV positive mothers who delivered 

at home attending postnatal/MCH/FP clinic in Turbo Health Centre bringing their babies who were less than 

nine months of age at the time of the studywere estimated to be 300. Also included were the health care 

providers based at the health centre MCH/FP clinic who served as the key informants. This was a descriptive 

qualitative study, targeting HIV+ mothers who attended postnatal/MCH clinic, but had delivered their babies 

outside a health facility at the beginning of the study. Purposive sampling method was used because only 

postnatal PMTCT mothers who delivered at home and key informants handling them were included. Client 

participants were identified during their postnatal clinic appointment and by use of MCH registers, a 

confirmation that they delivered at home was made. Key informants who included two nurses and two clinical 

officers attending to these mothers were selected on basis of working in the PMTCT clinic. All approached 

participants consented to take part in the study 

 

Inclusion criteria 

Included were PMTCT mothers who delivered at home between one and nine months prior to the date of the 

study and had attended ANC clinic where they were screened for HIV. They were aged between 18 to 49 years 

and willing to participate in the study. Also included were the Key informants attending to these clients at the 

postnatal/MCH clinic. 

 

Exclusion criteria 

Mothers who, despite being HIV+ and having attended ANC clinic, delivered at home who were too sick to 

participate in the interviews.  

 

Data Collection procedure  

Data was collected using in-depth interviews for client participants and key informant interviews for the health 

care providers attending to them. This was aided by interview guides designed specifically for each of the two 

groups of participants. The purpose of the study was first explained to the participants individually and they gave 

consent before interviews began.   

Each interview lasted approximately 40 minutes and was recorded using a digital recorder for purposes 

of transcription. Eleven interviews were conducted in Kiswahili and four key informants’ interviews in English. 

The investigator was the moderator and was assisted by a PMTCT counsellor who also served as the time 

keeper.  

In-depth interviews for the key informants were done in their offices, whereas those for client participants were 

conducted in a private room identified earlier within the postnatal clinic. Interviewer guided questions in order to 

get personal accounts and understanding related to PMTCT were used and helped get views and understanding 

on factors that affected utilization of PMTCT services amongst the home delivery clients. Demographic data was 

collected by use of a self administered questionnaire. 

 

Data management and analysis  
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The interviews were transcribed by typing them on Micro Soft ward. Eleven interviews that had been done in 

Swahili were then translated and back-translated before they were analysed. NVivo (Version 7.0) computer 

software for qualitative research was used to code and analyze content of the data, enabling identification, 

exploration and consolidation of the emerging key themes.  

Comparisons of responses from the various interviews, using thematic analysis approach was done. 

NVivo computer software allowed for exploration of trends in the qualitative data. Cross-referencing of the 

interviews was also done which enabled the lead to themes in the various interviews.   

 

Ethical consideration 

Permission to carry out the study was sought from Institutional Research and Ethics Committee (IREC). 

Permission from MOH Eldoret West District was acquired. No names were indicated on the interview guides. 

Information obtained from the study was kept confidential. The field notes and the tape recorder were kept in a 

drawer under lock and key until the research was over and thesis written when these materials will be destroyed. 

Collected data will be stored without exposure to unauthorised persons. 

 

Findings 

Table 1: Demographic Data for Participants 

Participants N=11 

                                    Range                               Number 

Age                              20-30                                2(18.2%) 

                                     31-40                                8(72.7%) 

                                     41-50                                1(9.1%) 

Marital Status            Married                               9(81.8%) 

                                   Single                                 1(9.1%) 

                                   Separated                           1(9.1%) 

Number of Children               2                            2(18.2%) 

                                                4                           6(54.5%) 

                                                5                           2(18.2%) 

                                                6                           1(9.1%) 

Gestation period  

When started ANC               2/9                        2 (18.2%) 

                                               4/9                       1(9.1%) 

                                               5/9                      1(9.1%) 

                                              6/9                       3(27.3%) 

                                              7/9                      3(27.3%) 

                                               8/9                    1 (9.1%)                                                         

Highest Education                  Primary                 7(63.6%)     

                                                Secondary            4 (36.4%) 

                                                Tertiary                0(0%) 

Religion                                 Christian                11(100%) 

                                          Others (specify)           0(0%) 

 

The mothers that were interviewed were between the ages of 29 to 42 with an average age of 34.18. Their parity 

ranged from 2 to 6 children with an average parity of 1.55. The mothers were recruited in the study while they 

came to the maternal and child health clinic when they came to receive various services. 

Table 2: Demographic Data for Health Care Workers 

Health Care Providers N=4 

 HCP-1 HCP-2 HCP-3 HCP-4 Average 

Age 45 51 28 35 39.75 

Sex F F F M  

Level of Education Secondary Secondary Secondary Secondary  

Professional Qualifications Diploma Diploma Diploma Diploma  

PMTCT Training Yes Yes Yes Yes  

Experience 6 4 2 6 4.5 

Four Health Care Providers formed key informants. Their ages ranged from 28years to 51 years. All of 

them were diploma holders two in Nursing and two in clinical medicine. They were all trained in PMTCT. They 

also had worked at the MCH/post natal clinic for an average of four and half years. 

From the study four themes were derived. This was achieved after the data was transcribed, translated 
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and managed using NVivo computer software, which enabled the researcher to explore the interviews in search 

of ideas. These ideas were scrutinized to identify patterns and major ideas. These partners formed the themes and 

sub-themes.  The table below shows the various themes and sub themes as were identified. 

  

Table 3.  Summary of the Major Themes and sub-Themes 

Theme Sub themes  Objective addressed 

Knowledge of PMTCT 

services  

  To describe the knowledge of PMTCT 

services available to mothers who deliver at 

home at  postnatal/MCH clinic  in Turbo 

Health Centre 

Utilization of PMTCT 

services  

  To describe the knowledge and utilization 

of PMTCT services available to mothers 

who deliver at home at  postnatal/MCH 

clinic  in Turbo Health Centre 

Patient Factors that 

hinder compliance to 

PMTCT program  

Home 

deliveries 

 To describe the factors that hinder 

expectant mothers from complying with the 

PMTCT program Reasons for 

home deliveries 

Abrupt labor pains, 

Lack of means for 

transport to the 

health Centre, 

Financial issues 

 

Health centre  related 

factors that hinder 

compliance to PMTCT 

program 

Lack of 

consistent 

information, 

Lack of 

incentives to 

encourage  

 To describe the barriers to compliance to 

the utilization of PMTCT service among 

mothers who delivered at home. 

 

Theme 1: PMTCT knowledge  

From the study, it was evident that the clients attending antenatal care at Turbo Health centre had received 

information on the importance of testing for HIV when pregnant, and the ways of preventing the HIV from being 

transmitted from the mother to the baby. The mothers who did not already know their HIV status were 

counselled; they gave consent to the HIV test and had received their positive results. They were able to describe 

the teaching/information they received from the health care providers in the clinic and from the health care 

providers who had gone to their homes on home testing and counselling; which included exclusive infant 

feeding; breast feeding for six months or formula feeding. They were also taught on family planning methods 

like the use of injectables, pills and tubal ligation. The health care providers demonstrated to them the use of 

condoms and were provided with condoms to use with their partners to prevent further re-infection of the HIV. 

Others said that they were told not to get pregnant again now that they were HIV positive. They also received 

information to deliver at a health facility where staff are trained on PMTCT, and they would be given drugs 

when labor starts to both the mother and baby once delivered. 

 One client narrated what she had been taught regarding feeding: 

 “When breastfeeding, the child should not be given any other foods, not even water. This is because if 

the baby is given other feeds/drinks, they can hurt the baby’s throat allowing the HIV to get through”.  

“I was also told to breastfeed for 6 months and then I give porridge with cows’ milk.”   

Participants were able to outline the benefits of PMTCT and the need to adhere to PMTCT regime. Asked 

whether and how she was taking her ARVs and coping with the demands of caring for her infant, one mother 

observed the following: 

“Yes, the baby gets treatment which I follow, and I am also on treatment. I adhere to the drugs’ 

guidance…” 

Most participants when asked how HIV transmission could be prevented from mother to child they wondered 

“before or after delivery?” one client answered; “It is hard to transmit HIV when the baby has not been born… 

how can that be possible when the baby is still in the uterus?” She reported to not know how it can be 

transmitted before the baby is born. “How can I know?” 

When key informants were asked what preparation they gave the mothers concerning delivery, they reported to 

give individualized birth plan. This focused on how each mother would be able to reach the hospital for delivery 

and what means of transport are available. They also reported to hold monthly meetings where they handled 

challenges faced by these mothers and taught them on among others items, the importance of breast care to avoid 
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nipple cracks or abscesses which could be routes of HIV transmission to the baby. When asked what advice they 

gave mothers on infant feeding, it was found that the advice from various key informants differed. While most 

advised mothers to exclusively breastfeed for 6 months if they opted for breastfeeding, one taught her clients to 

go on for 12 months. She put it thus:  

“…with the research that has been done…previously we were telling them not to breastfeed, but now 

we are telling them they can…we came, we said ‘Breastfeed for six months’, now we are saying 

‘Breastfeed for one year’.” 

 

Theme 2: Utilization of PMTCT services. 

Most mothers reported to never have skipped ANC appointments. However, some clients expressed difficulties 

in adhering to drug regimen where they had to take ARVs daily, citing other demanding engagements so that 

they either forgot to take drugs, felt the drugs were not necessary or did not consider taking them a priority. One 

such reported:  

“… they told me to attend PMTCT clinic…I didn’t continue with treatment nor attended clinic. I was 

confused…”  Another mother said she felt “sick” as a result of ARVs and therefore “left these drugs”.  

On clinic attendance, while key informants reported they followed-up clients referred to the PMTCT clinics to 

ensure adherence, and also ensured involvement of their male partners, some clients were reluctant to 

immediately utilize available services upon enrolment. This is despite reporting knowledge of the benefits 

therein. Asked to comment on the benefits of delivering in a health facility, one client felt that: 

“There are many benefits…sometimes you are not able to deliver, you get help…when you are HIV+, 

you get drugs…the baby is protected or helped early.”  

Another client who was counselled and had her HIV test at home by home testing and counselling health care 

providers, She was HIV+ but her husband was HIV negative, had initially had difficulties attending clinic said: 

“I did not attend clinic immediately as I was referred…I know this would protect my baby… I stayed 

until the heath care workers from Turbo Health Centre followed me again at home…. when 

they came home…they talked with me…I now decided to come to the clinic. I was already 6 

months pregnant; i was shocked and confused about my HIV + test”  

From the interviews, it was reported that the health workers in the health centre utilized the Traditional Birth 

Attendants (TBAs) to encourage mothers adherence to the PMTCT program by referring/escorting the pregnant 

mothers to the clinic, since they are close to the mothers and the mothers trust them and go to them to be 

palpated and for delivery. Although some participants utilized the TBAs to deliver them at home, there were 

widespread reports that they were being used to accompany the HIV positive mothers to the clinic. One nurse 

had this to say about the role of the TBAs on the PMTCT program. 

“For the TBAs who are still active (working for us), they are always told to show the client the way to 

the clinic. They escort the client to this place” 

Other roles that the TBAs were used for included fighting HIV stigma, giving moral support and motivating the 

mothers to attend clinic which increased the number of women who came for antenatal care in Turbo Health 

Centre.  

 

Theme 3: Patient factors that hinder compliance to the PMTCT program.  

From the study, the mothers who had been counselled and screened for HIV and had positive HIV results were 

recruited into the PMTCT program where they were followed up during pregnancy. Among the things that were 

indicated in the clinic, for a successful prevention of infecting the baby with the HIV virus, the mother was 

required to deliver at the health facility where she would be monitored, delivered by skilled birth attendance and 

be given Niverapine at the onset of labor as well as the newborn baby immediately after delivery. However, it 

was evident that these mothers that were recruited in the study delivered at home with the full knowledge of the 

need to deliver at a health facility. This theme describes the factors that led them to deliver at home and the 

circumstances under which these deliveries were done.  

 

Sub-theme 1: Home deliveries   

Mothers delivered at home using various modes. There were those that delivered by themselves without any 

assistance, and those that were assisted by a relative or a neighbour and those that were assisted by the traditional 

birth attendants.  

Self delivery was conducted when the mother had no one to help, or when the onset of labor was rapid. For 

instance, a mother narrates how she managed to deliver by herself. 

“Labor pains came abruptly. There was no one to assist me when I delivered.  However, I was unable 

to cut the umbilical cord of the baby by myself. I called a neighbour to help me and she came.” 

The participants that self delivered the baby acknowledged that it posed a risk of contaminating the baby based 

on their ability to quickly cut the umbilical cord before blood of the mother came in contact with the baby. 
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However, in most cases, it was reported that due to exhaustion associated with the labor, the mother was too 

weak to address the baby as was narrated here 

. “My leg was swollen and immediately the baby was out I did not have energy to cut the umbilical 

cord. The baby was out for 30 minutes before a neighbour came to cut it,” 

For the traditional birth attendants commonly referred as TBAs, they were preferred to assist in deliveries 

because they were in the village living close to the mothers, and charged less or would be given a “lesso” as a 

token of appreciation. In addition, it was observed that the mothers would prefer to deliver under the assistance 

of the TBAs because they trusted them more than they would the health facility as narrated by the nurse 

“The TBAs are just there in the community, they are next to them. And to them they think they are being 

trained…they are trained midwives. They have a lot of trust in them.” 

Another participant who delivered at home assisted by a TBA said; 

“I delivered at home assisted by a TBA whom i belief understands HIV prevention because she is trained” 

In some instances, the mothers indicated that the TBAs had the sterile supplies that were needed for the 

deliveries such brand new sterile razor blades and sterile gloves. Others however used unsterilized items such as 

kitchen knife to cut the blades under unhygienic conditions. 

 

Reasons for home deliveries 

Several reasons were cited for the failure of the mothers to not deliver at the health facility. However, they 

recognized too well that they were required to deliver at the health facility, take antiretroviral drugs and that the 

fact that the baby stood a high chance of contamination when the babys’ blood come in contact with the mothers 

blood during delivery. This implied that the mother was empowered with knowledge from the antenatal clinic 

teachings. The following are the reasons cited for home delivery. 

 

Abrupt labour pains 

Majority of the mothers who delivered at home indicated that they had instantaneous labor that they could not 

manage to go to deliver at the health facility as they had been informed at the ANC. This was more so among the 

mothers who had more than one delivery. In addition, they also asserted that the labor pains began earlier than 

the time it was indicated in the ANC card, expected date of delivery (EDD). The earlier labors took them by 

surprise so much that they had not prepared adequately for hospital delivery. These labors could come as early as 

ten days before EDD as was narrated by a mother who was prepared to deliver at the hospital. A mother who 

encountered a similar scenario tells the story.  

“I was in labor earlier than the date I was given in the clinic. This came at a time I least expected as I 

was not prepared for it at that time i thought i still had ten days, i delivered on 8
th

 instead o 18
th

 . There 

was no one to assist me and the baby just came.  My grandmother came and cut the umbilical cord.” 

 

Lack of means of transport to the health centre  

Being a rural health centre, Turbo Health Centre is catchments for people who live far off areas where the road is 

impassable with no or few means of transport. Patients travel long distances on foot from the villages to seek 

health care from the health facility. This situation could be made worse if the need to seek health care happens at 

night. Labor pains can come unannounced and this implies that the mother may not be aware of these pains till 

later in the night. In this research, the mothers observed that since labor would come earlier than expected, or 

late in the night, or where there is no one nearby to help, the mothers would opt for the easier option which is to 

deliver by themselves or assisted by someone. A case in point for this scenario is as follows; 

“I did not choose to deliver at home. I delivered at home because I was in labor at night and there was 

no car at that time and the TBA was nearby and the hospital was far, so it forced me to deliver at home 

when it was approaching morning. I was in labour for only 3 hrs. I had prepared money to use when 

labor begins actually I had planned to deliver in a health facility.” 

 

Financial issues  

Financial constraints among the pregnant mothers were also cited as a reason for women not coming to deliver at 

the hospital. The prevailing poverty ensured that these mothers could not afford transport charges, or the fees 

that are charged by the health centre to deliver there. These costs proved inhibitive and this further provided a 

reason for women to deliver at the health facility. This mother reflected on the financial constrain to PMTCT 

adherence; 

“The moment I knew I was HIV+, I knew that my life was over, but I have never missed their 

consultation (PMTCT) they usually give encouragements that we don’t loose hope”. The only challenge 

for me is lack of fare/transport and money to pay the hospital pills” 

When asked how the HIV + mothers were encouraged or motivated to come and deliver their babies at the health 

facility, one health care provider in the PMTCT clinic said;  “you know we CAN NOT waive everybody” 
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Theme 4: Health related factors that hinder compliance to the PMTCT program  

This theme describe factors emanating from the health facility or health professionals that act as barriers to the 

effective utilization of the PMTCT by HIV+ mothers.  

 

Sub theme 1- lack of consistent information 

From the discussion with the health care providers who served as key informants, it was evident that the 

information that they provided to the mothers are inconsistent and unharmonised. They would provide the 

information to the mothers in a way that is unstructured and casual.  One of them said that she was not certain of 

the information she provided to the patients regarding follow up.  This is exemplified in the excerpt below. 

 “What is hindering (adherence) is that when the mother comes in our clinic and she’s seen, we fail to 

be given information maybe on these meetings we have with them. So they might just be coming to the 

clinic for ANC but they are not getting this information, so maybe that I would say the staffs need to be 

sensitized on the need to inform the patients appropriately.” 

Although the mothers pay for the delivery at the health centre of Kshs 500, those that cannot afford the fees are 

waived.  However, the patients are never told that if they cannot afford to pay the delivery fees, they could be 

waived in an effort to encourage and motivate the mothers to come and deliver at the health facility. One health 

care provider said this in this respect as follows;  

“The health centre charges Kshs 500 to deliver.  But even if a mother cannot afford, we still waive the 

ones who don’t have the money.  It is not a must that they have the money. But still for some mothers 

who think that if they don’t have the money they won’t come (to deliver at the centre). So as staff I think 

we should inform the mothers, whether they have money or not they should come and deliver at the 

hospital.”(health care provider in ANC). 

 

Sub-themes 2- lack of incentives to encourage mothers to deliver at the centre 

The administration of the health centre acknowledges that the loss to follow-up of HIV positive mothers occurs 

at the time of delivery. This is a critical moment in determining the success of PMTCT. However, the heath 

centre where the mothers attend the clinic said that they have not done managed to provide adequate 

encouragement and motivation to the mothers to come and deliver at the health centre. One health care provider 

observed the following; 

“Maybe if we would provide maybe tea for these mothers after delivery and sanitary pads,  it would 

motivate them more to come to the hospital because if they know they have something, though small, 

they will be convinced it is helping them and they will deliver at the health centre.” 

 

Sub-theme 3: Staff Attitude  

It was reported by the participants in this study that sometimes, the staff at the health centre were unfriendly to 

the expectant mothers. This hostility towards them may serve to stigmatize them further. As a result, the mothers 

may opt to deliver by themselves or assisted by the TBAs who have been described as understanding, supportive, 

affordable and available.  A health care provider at the health centre lamented at the perception the mothers have 

towards them; 

“Our attitude as staff may not be a good one; we don’t have that welcoming attitude. I think that may 

be a reason why they don’t deliver at the centre. In contrast, when they are there in the village they are 

able to talk in one language with the TBAs and then their attitude towards them is good as they are 

perceived to be friendly.” 

 

DISCUSSION AND CONCLUSION  

PMTCT Knowledge of PMTCT 
It was evident that client participants had been taught on PMTCT and each knew and could describe/otline at 

least two or three strategies in PMTCT. This however differed amongst clients and did not translate directly to 

the quest for access and utilisation of the services. Whereas there have been concerted efforts to improve 

knowledge of PMTCT to mothers since inception of the programme in 2000 (Population Council, 2002; 

NASCOP, 2008), that some participants did not clearly state or outline the PMTCT strategies although they had 

been taught this reveals that more effort in terms of passing information and increasing incentives and 

motivation needs to be put in place in order to increase both knowledge and utilization of PMTCT services. This 

is explained by fact that some did not find it necessary to strictly comply to protocol and guidelines given on 

PMTCT clinic. Further, although majority knew the PMTCT strategies and could outline them, there was a 

disconnect between knowledge and utilization of the services. It is evident that knowledge does not necessarily 

directly translate to utilization.  



Journal of Medicine, Physiology and Biophysics                                                                                                                              www.iiste.org 

ISSN 2422-8427     An International Peer-reviewed Journal 

Vol.15, 2015 

 

96 

This was consistent to findings that only about 40-50% of all HIV-positive mothers accessed PMTCT 

services against a global target of 80% by end of 2007 (NASCOP, 2008). Other studies have also shown that 

awareness of the mechanisms through which HIV can be transmitted from mother to child is variable at 

community level. A study in Uganda found only 40% of women knew that MTCT was possible during 

pregnancy, 58% knew it was possible during delivery, and only 19% knew it could occur during breastfeeding 

(Population Council, 2002).  This is consistent with the different levels of knowledge demonstrated from the 

current findings, and the fact that utilization bases on individuals’ understanding and perception on benefits. 

Because of the varied often un structured health education given by key informants to mothers in the 

ANC and PMTCT clinic, these mothers, though seemingly knowledgeable, they were left with varied 

understanding of what they were told to do. This compounded the dilemma they experienced on choice of 

various interventions that would prevent MTCT. Together with factors that were primarily from the clients, these 

issues appeared to affect how clients utilized PMTCT services.  

 

Utilization of PMTCT services 
Although most mothers reported consistency in complying with the clinic appointments and knew the benefits of 

utilizing the services available at the health centre, utilization of PMTCT services was generally sub-optimal. 

While there was evidence of late first ANC attendance, clients further discontinued these services at the time of 

delivery and the time to bring back the baby to MCH which was beyond the recommended 72 hours after 

delivery for ART. This was because of lack of money to pay at the delivery unit, lack of transport from the 

village to the health centre at night, abrupt labor pains. 

When PMTCT clients attend clinic for the first time late into the pregnancy, underutilising of PMTCT 

services and the risk of MTCT is higher. Discontinuation appeared to be influenced by the both level of PMTCT 

knowledge they had acquired and the perceived benefits of fully utilizing the services. Misinformation also 

affected utilization of PMTCT services such that mothers who ‘felt sick’ because of taking ARVs got a solution 

in self-discontinuation from the service. When follow-up by the health care providers for such mothers lacked, 

they were generally more disadvantaged because their failure to use the services rendered through PMTCT 

program put their babies at greater risk for MTCT. Moore (2003) had documented loss of track of mothers 

already identified as PMTCT clients often meant that they would not utilise facility-based delivery where 

improved obstetric practices are available, would miss on ARVs and would be more pre-disposed to low uptake 

of recommended infant feeding behaviours. 

Reluctance in enrolment into the PMTCT immediately following a positive HIV test result also 

contributed to low utilization of the services. When this is the case, the rate of MTCT is increased because the 

necessary ARVs which decrease the viral load, advice on choice of feeding method to avoid mixed feeding and 

selection of the safest mode of delivery are all lacking. Without these markers of utilization of PMTCT services, 

babies and foetuses of the HIV+ mothers are in more danger of contracting the HIV.  

 

Clients’ factors that hinder compliance  
All the study participants had delivered at home. The aim of the study was to gain an insight as to the reasons 

that led them to do so yet they had attended ANC clinic and received counselling, were screened for HIV and 

had information on PMTCT.  

The study participants had home deliveries due to the following reasons; access to the traditional birth 

attendants who were described as trusted by the pregnant women as stated by the health care providers. Whereas 

the delivery conducted by the traditional birth attendants was cheap, as there were no monetary charges, it was 

expressed that they enhanced infection of the baby with HIV,  through the use of unsterilized kitchen knife they 

would use to cut the umbilical cord. The mothers who are HIV positive would be encourage to always prepare 

for delivery in case they are not able to reach the health facility they ensure they have a new sterile razor blade to 

be used to cut the umbilical cord when the baby is born. 

In addition, it was also indicated that the pregnant mothers lacked transport to come to the health 

centre when the labor pains came especially at night. The expressed lack of transport money reflects badly 

regarding the preparations that these mothers received at the ANC clinic. Focus at the ANC clinic should have 

also been devising mechanisms within which the mothers can be facilitated to reach the health centre on time. 

However, from the health care perspective, mothers used the excuse of lack of transport, abrupt labor which 

went on for more than 15 hours devised by mothers to avoid coming to the clinic for delivery.  

Considering that a majority of the mothers who delivered at home said they lacked transport, the Kshs. 

500 charged at the delivery unit could also be prohibitive. The health care providers at the health centre, 

expressed that although there is a charge of Kshs. 500 per delivery, those that could not afford it would be 

waived. However, it was not clear if the waiver of the said amount was communicated to the mothers during the 

ANC clinic attendance.  This fee many therefore have served as an obstacle for hospital delivery.  

Some mothers reported to have delivered by themselves because they were alone at home at labor and 
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the person they sent to come and assist arrived when they had already delivered.  The delay in cutting of 

umbilical cord may have allowed the blood of the mother to contaminate the babies hence making it possible for 

the baby to get HIV infection from the mother. Moreover, in majority of the mothers who delivered at home, 

most of them forgot to swallow the Nevirapine drug, either because they forgot or because the labor pains were 

swift in coming or did not have the Niverapine.  

Subsequently, the babies did not receive their dose of Nevirapine and it was not surprising that the 

children turned to be HIV positive when they came to the hospital. A research by Kasenga, Hurtig and Emmelin 

(2007) on the implication of home deliveries on the adherence to Nevirapine showed that while 59% of the 

mothers who delivered at home took the Nevirapine before labor began, none of them gave the neonates the 

drug.  

 

Health facility related factors preventing compliance 

Problem of drug adherence can be attributed to lack of proper patient education (Avert 2010). The health care 

providers working at the health centre said that due to the nature of the workload, they do not emphasize enough 

on the need to adhere to the PMTCT regiment. Moreover, some of them who were said not to have a good 

attitude the patients could have made patient education ineffective. Elsewhere it has been reported that 

discriminatory practices centred on provider’s behaviours within the sexual and reproductive care setting, and 

the effects of negative or indifferent attitudes toward women with HIV/AIDS on their willingness to access 

appropriate care (Engender health 2006). 

In addition it has been found that in countries where PMTCT program is being implemented, there are 

shortages of staff which in essence compromises on the quality of services they offer to the patient.  For instance, 

despite some improvements in quantity (small) and quality (more significant) of the workforce in Tanzania, 

severe staff shortages persist, particularly among the higher qualified cadres (Human Development Trust: 2009). 

The shortage of staff is further aggravated by the increasing number of HIV positive mothers whose lives are 

improved due to ARTs.    It is therefore not surprising that the patients noted that the quality of care and the 

information given was inconsistent and inadequate.  

 

Conclusion  

From the study, it was apparent that the HIV positive mothers are appropriately recruited in the PMTCT 

program. In addition, it was clear that appropriate follow-up is made to ensure that they remain on course and 

adhere fully to the PMTCT program. However, the mothers did not take up the option to deliver at the health 

centre as a requirement for them due to various reasons such as abrupt onset of labour, inaccessibility of the 

heath centre, and lack of transport and fees to pay for the delivery services at the health centre. In addition, it was 

also apparent that although not directly, health related factors such as lack of incentives, staff attitude and lack of 

consistent information contributed to the mothers delivering at home. The home delivery was the missing link 

towards full compliance to PMTCT program. The circumstances under which these home deliveries were done 

made it impossible to prevent the mother from transmitting the HIV virus to the baby. This include self delivery 

where the mother delivered themselves and cut the cord by themselves, or asking the neighbour to do so, 

delivery through poorly equipped neighbour or traditional birth attendants. This set course for the infection of the 

neonates with HIV, as were reported by the participants.  
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APPENDIX I: CONSENT FORM 

 

TITLE: UTILIZATION OF PMTCT SERVICES AMONG HIV POSITIVE MOTHERS WHO 

DELIVERED AT HOME: A CASE OF TURBO HEALTH CENTRE, ELDOET NORTH DISTRICT. 

INVESTIGATOR 

Murei, Sally Jelagat 

SCHOOL OF PUBLIC HEALTH 

P.O BOX 4606, ELDORET 

PURPOSE AND BACKGROUND-This study intends to explore, and describe the factors which affect 

compliance to the utilization of PMTCT service packages among HIV positive women who delivered outside a 

health facility, between one and nine months at the time of study attending postnatal/MCH clinic in Turbo health 

centre.    

PROCEDURE-This will be a cross sectional qualitative study. The researcher will  

conduct in depth Interviews with HIV positive postnatal women who delivered their babies outside a health 

facility as PMTCT users, at turbo health centre.  

BENEFIT AND RISK-There will be no risk. The benefit of the study will be to explore the participant’s 

experiences and learn from them strategies that may increase utilization of PMTCT services at their community 

level. 

CONFIDENTIALITY-All information given in this study will be considered confidential and will be used only 

for the purpose of the study.  

VOLUNTARY PARTICIPATION-Participation in the study is entirely voluntary and participants are free to 

accept or refuse to take part in the study and also withdraw at anytime of the study. 

CONSENT- I have read/heard the nature of the study and voluntarily agree to participate in the study. 

Signature / verbal Consent of participant     -------------------- Date -------------Signature of the researcher                                        

-------------------- Date--------------- 

 

 

APPENDIX II: PARTICIPANTS INTERVIW GUIDE   

 Interviewer guide for HIV + post natal mothers who delivered at home 

 

Section A 

Demographic data  

1. Age        

2. Parity        

3. Marital status       

4. Religion       

5. level of education      

 

Section B 

ANC  

6. What was the last gestational week that you visited the clinic? 

7. What were you taught with regard to the following in the course of ANC visits? 

• Breastfeeding  

• Delivery 

• Family planning  

• Use of condoms  

• medication 

 

History of HIV 

8. When were you diagnosed with HIV? Or how and when did you learn about your HIV status? 

• Does your partner know that you are HIV+? 

• If yes when he learnt and what was his reaction 

• Is his HIV status known? 

• Who else knows your HIV status?  

9. Do you receive support from the people that know your HIV status? 

 

PMTCT 

10. Can HIV be transmitted from the mother to the unborn child? Elaborate your answer  
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11. What hardships did you face in adherence to the PMTCT program  

 

       Delivery 

12. What is the importance of hospital delivery for a HIV + expectant woman? 

13. tell me why and how  you chose to deliver at home 

14. What did you do to yourself and the baby immediately after the delivery  

15. How were you managed when you came back with the baby to the MCH clinic? 

16. What are your  plans with regard to future pregnancies  

 

Thank you  

APPENDIX III: KEY INFORMATS INTERVIEW GUIDE  

Key Informants interviewer guide  

 

Demographic  

• Age  

• Sex  

• Level of education  

• Professional Qualifications  

• Pmctc training  

• Experience  

 

Section B:  

1. Tell me more about the PMTCT program  in this place  

• Education on the importance of delivering at the health facility 

• Prophylaxis ART 

• Breastfeeding choices  

• Family planning   

2. What are the reasons that make HIV+ mothers who have been attending ANC clinic and PMTCT services 

opt to deliver at home rather than in the hospital  

• Hospital policy on HIV positive mother( waiver) 

• Do they make it easy for these mothers to deliver at the hospital(motivation/incentives) 

3. have you encountered expectant mothers that have difficulties complying with the PMTCT program  

• reasons that the mothers give for not delivering  

4. what remedial measures are available to the mothers who default on PMT CT program and give birth when 

they come to the clinic facility 

• policy- to prevent the neonate from contracting HIV(referral)  

• practice- medication  
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