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Objectives. Despite the availability of services to prevent mother-to-child transmission (PMTCT) of HIV, socio-cultural, health
system and operational factors constrain many pregnant women from accessing services or returning for followup thereby
increasing the risk of vertical transmission of HIV to newborns. We highlight and describe unique contextual factors contributing
to low utilization of PMTCT services in Arba-Minch, Ethiopia. Methods. Qualitative research design was utilized to obtain data
through focus group discussions and in-depth interviews with antenatal clinic attendees, health workers health facilities in the
study area. Results. Awareness of PMTCT services and knowledge of its benefits was nearly universal, although socioeconomic,
cultural and health system factors, including stigma and desire to prevent knowledge of serostatus, impede access to and utilization
of services. Health system factors—lack of appropriate followup mechanisms, inadequate access to ARV drugs and poorly equipped
manpower also contribute to low utilization of services. Conclusion. Reducing mother-to-child transmission of HIV in sub-Saharan
Africa will be more effective when unique contextual factors are identified and addressed. Effectiveness of PMTCT interventions
rests on a well functioning health system that recognize the importance of social, economic, cultural contexts that HIV positive
pregnant women live in.

1. Background

In 2009, the United Nations AIDS Program (UNAIDS) re-
ported that 430,000 of the approximately 2.5 million children
under the age of 15 living with HIV were newly infected,
the majority in sub-Saharan Africa [1]. Many of these
children acquired the infection from their mothers during
pregnancy, birth, or breastfeeding. Timely administration
of antiretroviral drugs to a HIV-positive pregnant woman
and her newborn child significantly reduces the risk of
mother-to-child transmission [2]. Now recognized as an
attainable public health strategy, preventing mother-to-child
transmission (PMTCT) has four basic components: (i) pre-
vention of primary infection among women, (ii) prevention
of unintended pregnancies among HIV positive women,
(iii) provision of specific interventions to reduce the risk
of mother-to-child transmission, and (iv) provision of care,

treatment and support to HIV infected women, their infants
and families [3, 4]. Providing highly active antiretroviral
therapy to a woman will reduce viral replication and viral
load during pregnancy, and as a postexposure prophylaxis,
prevent infection in newborns [3, 5, 6].

Interventions to reduce pediatric HIV infection have
become readily available worldwide, especially in low and
middle-income countries. In 2009, 53% of HIV-infected
pregnant women worldwide received antiretroviral (ARV)
drugs to prevent mother-to-child transmission [7]. While
coverage is increasing in sub-Saharan Africa, ranging from
8% in some settings to 54% in others [3], PMTCT programs
in the continent are still plagued by multiple problems.
For instance, many HIV positive pregnant women still face
constraints in accessing ARV drugs because they refuse to
participate or are lost to followup in existing programs.
Health system factors (critical shortage of personnel, lack
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of skilled attendant at birth, poor infrastructure, and inade-
quate supply of PMTCT kits) as well as individual and socio-
cultural factors (stigma, nonawareness of PMTCT services,
lack of spousal and family support, loss to followup, negative
experiences with hospital staff, the preference for home deliv-
ery) have been highlighted as barriers in the literature [8–13].

Ethiopia, like most countries in sub-Saharan Africa, is
experiencing a high prevalence of HIV with about 2.1% of
the adult population living with the virus [14, 15] largely
due to heterosexual transmission. Besides heterosexual trans-
mission, vertical transmission of HIV from mother-to-child
accounts for more than 90% of pediatric AIDS [16]. To
reduce the number of mother-to-child HIV infections, the
government set a goal of universal access and increased the
capacity for the delivery of HIV counseling and testing,
prevention of mother-to-child transmission, and provision
of ARVs by about 2-, 6-, and 8-fold, respectively [15]. Despite
this increase, the number of women accessing these services
is still low. For instance, after more than 5 years since the
goal for universal access was established, less than 7,000
HIV positive pregnant women received ARV prophylaxis,
representing about 19% of the annual targets [16]. Similarly,
Nigatu and Woldegebriel [17] showed from nationally
available data that 47% of known HIV positive pregnant
women were not receiving ARVs and 62% of known HIV
exposed infants were not receiving ARVs, alarming results
that are consistent with findings from other low-income
countries [10, 11, 13, 15, 18, 19].

The reasons why HIV positive pregnant women are not
accessing PMTCT services or return for followup varies
from one context to another. Generally however, biological,
operational, and local-contextual factors continue to impede
the uptake of PMTCT services in many parts of sub-Saharan
Africa even when services are available [3, 13]. To address
the problem of low utilization of PMTCT interventions, it
is important to highlight and understand unique contextual
factors and how they affect the performance of PMTCT
programs. Few studies exploring these issues in Ethiopia have
used quantitative or mixed method approaches [17, 19–22]
and none to our knowledge has qualitatively explored these
factors in Arba Minch to allow for rich and detailed descrip-
tion of peculiar contextual factors that facilitate or inhibit
the effectiveness of PMTCT interventions. The aim of this
study was to highlight and describe specific sociocultural,
health system and operational barriers that contribute to
the low uptake of PMTCT services in Arba-Minch, Ethiopia.
Understanding the factors that affect the success of PMTCT,
programs will contribute valuable information that will aid
in developing new strategies and policies towards achieving
the targets of universal access not only in Arba Minch and
elsewhere in Ethiopia, but in similar communities across
sub-Saharan Africa.

2. Data and Methods

2.1. Study Setting. The study setting is Arba Minch, the
largest town in the Gamo Gofa zone located in western
side of the Great Rift Valley in the Southern Nations,
Nationalities and People’s Region of Southern Ethiopia.

In addition to the main town, there are several villages
inhabited by people who rely primarily on farming as
a source of livelihood. Arba Minch is the administrative
headquarters of Gamo-Gofa zone and boasts an array of
economic and educational institutions, including the Arba
Minch University. It is also a major tourist center situated
about 500 kilometers from the capital, Addis-Ababa and 275
kilometers from the regional town of Awassa. Arba Minch
was chosen as the study setting due to reports of increasing
in HIV prevalence [23] and subsequent large number of
HIV positive pregnant women needing antenatal care and
access to PMTCT services. Of the 63 PMTCT sites located
in the Southern Nations, Nationalities and People’s region
of Ethiopia in 2008, only 4 were sited in the Gamo Gofa
zone to serve an estimated population of nearly half a million
residents. Two major health facilities—the district hospital
and the health centre were included in the study. Provision of
antiretroviral therapy in Arba Minch Hospital commenced
in 2003 and continued with the introduction of national
free antiretroviral program launched by the government in
2005.

2.2. Research Design and Data Collection. The study was
based on an exploratory qualitative research design to
obtain data through focus group discussions and in-depth
interviews. Interviews and discussion groups were held in
two health facilities, purposively selected for the study. Both
are equipped with basic facilities for the provision of HIV-
and AIDS-related services including voluntary counseling
and testing, prevention of mother-to-child transmission and
provision of highly active antiretroviral therapy. Although
the district hospital is equipped to cater for a population
of 250,000, it now serves an estimated population of nearly
500,000, while the health centre, originally equipped to cater
for not more than 25,000, now caters for far more due to a
continuously growing population in the area.

Qualitative data consisted of focus group discussions and
in-depth interviews that were held with clinic attendees,
health facility staff, and other key informants. In each facility,
four focus group discussion sessions, consisting of 8 or
10 participants were held, equally divided between clinic
attendees and health facility staff. Participants were recruited
on the basis of homogeneity, convenience, and willingness
to participate. Health workers (nurses, HIV counselors,
midwives, etc.) in the facilities were recruited if they were
affiliated with any of the following units: antenatal care,
labor and delivery, voluntary counseling and testing, and
prevention of mother-to-child transmission of HIV. One
discussion group with health workers was held in the
morning and the other in the evening in order to accom-
modate participants’ availability. Antenatal clinic attendees
were recruited after they were approached, briefed about
the purpose of the research and consented to participate in
focus groups interviews. In-depth interviews were conducted
with one matron/head nurse, one physician at the district
hospital, and 2 male and 2 female community leaders. All
discussions and interviews were conducted in Amharic, the
local language, by a team of three, including a moderator,
note taker, and an observer.
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2.3. Data Analysis. We used Nvivo version 9 for qualitative
data analysis, which followed a thematic framework. First,
tapes from focus groups and interviews were transcribed
and translated from Amharic to English before they were
double checked for consistency and accuracy by the authors
and other independent native speakers of Amharic. Where
possible, transcripts were sent back to each interviewee for
validation and to ensure accuracy in the data generated
before analysis. Following this, the authors independently
reviewed the transcripts several times to become familiar
with the content before the process of sorting, coding, and
theme identification [24, 25].

Following data validation, themes were developed based
on an inductive and deductive process of issues that emerged
from the interviews [25–27]. Each author initially developed
themes independently, which were subsequently compared
before deciding on which themes to report on. Furthermore,
index cards were used to develop codes that were then
systematically applied to the themes. This process ensured
the mapping of themes and facilitated the application of
relevant codes and themes. Following this process, a final list
of codes and themes was derived and applied to the data. In
presenting the data, relevant verbatim quotes are reported to
aid in the interpretation of the data.

3. Results

3.1. Respondents’ Characteristics. There were seventy-two
participants in the focus group discussions. The health
workers included antenatal care providers, pediatric nurses,
midwives, auxiliary nurses, community health workers, and
HIV counselors. The majority were women, have a mean age
of 32.4 years and 5.6 years of work experience. Antenatal
clinic attendees were all married and had a mean age of
23.5 years. About two-thirds were residents of the main
town and the rest from surrounding villages. The majority
was either Protestant or Orthodox Christian, reflecting the
dominant religious groups in the study area. Although more
than two-thirds of the women, the majority reported low
incomes given that the majority was not in formal or self-
employment. The reported average household income was
727 Ethiopian Birr (ETB) (42.5USD) with the highest being
7168 ETB. In-depth interviewees were 3 women and 3 men
including a matron/head nurse, one doctor, and 2 female and
2 male community leaders with ages ranging from 40 to 65
years.

3.2. Awareness of and Availability of PMTCT Services. We
examined participants’ awareness and knowledge of PMTCT
and availability of related services. Awareness of PMTCT
services in health facilities was universal with all respondents
indicating they knew that services were available. The major-
ity also indicated that testing for HIV was important for
pregnant women since “there is a possibility of transmission
from mother-to-child”. They further indicated that antenatal
visits, counseling, hospital delivery, use of ARV drugs, and
avoiding breastfeeding were measures that could prevent
HIV transmission to an unborn child.

3.3. Barriers to Utilization of PMTCT Services. We reviewed
antenatal service statistics from the two facilities to deter-
mine the number of women returning to the facilities to
deliver their babies after visiting the clinics and diagnosed
with HIV. Of the 74 women diagnosed with HIV in the 3
months prior to this study, only 5 (7%) returned to the facil-
ities to deliver their babies. Twenty-nine HIV positive preg-
nant women who were not enrolled on the ANC-PMTCT
register were also recorded to give birth in both facilities.

Interviews with focus group participants and key infor-
mants revealed reasons why many women do not return to
health facilities to give birth. Socioeconomic, cultural, and
health system factors compel HIV positive pregnant women
to stay away from health facilities when they are due to
give birth. Focus group participants report that HIV related
stigma could be inhibiting the effectiveness of PMTCT
services in Arba Minch as women who test positive want to
keep such information from close relatives and significant
others who play an active role during child birth. Culturally,
husbands or older female relatives tend to be present during
labor and/or delivery, and for HIV positive women who
desire to keep their status confidential, the tendency is often
to avoid returning to facilities where they were diagnosed,
preferring a home or assisted delivery in a facility where their
status is unknown. As one FGD participant reported:

“It is a shameful thing to be diagnosed with HIV.
How would you say you got it? Even if your
husband is responsible, the people will conclude
it is your fault. To avoid trouble, most women
don’t give birth in the hospital where their status is
known so that relatives will not become suspicious
when they give special medication [ART] to the
mother and baby shortly after birth” (Clinic
Attendee, FGD participant)

“It [HIV] is a big issue in this community, so
people do whatever is necessary to prevent others
from knowing their status because of stigma. That
is why women who are positive do not go back
to where they are diagnosed for fear of meeting
someone who will know them and tell their
family” (Clinic Attendee, FGD participant)

“. . .The rules clearly state that we must initiate
follow up and aggressively so, but unfortunately,
many HIV positive women run away from giving
birth in the hospital because they don’t want
anyone to know they are HIV positive, especially
their relatives who will accompany them into the
labor room” (Nurse Midwife, FGD participant)

“Some women are very cooperative when it comes
to testing for HIV and being put on ART. However,
there are problems when we expect them to return
to the facility to give birth. Several things are
responsible for this problem including the cultural
practices, the nature of the women’s work, low
socioeconomic status and frequent change of their
addresses, which makes follow up very tedious”
(PMTCT Nurse, FGD participant)
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Stigmatizing attitudes also manifest within the hospital
setting. For instance, participants in focus groups suggested
that many health workers are not enthusiastic about handling
deliveries for women who are known to be HIV positive
for fear of accidental infection. One key informant reported
“many health workers don’t have the necessary skill and
equipment to confidently handle delivery for an HIV positive
woman and given the risk of accidental exposure, most nurses
shy away from dealing with such patients.” The concern about
health workers’ ability to handle HIV positive patients was
repeated in several group and individual interviews, thus
underscoring the need for the training of health facility
staff in safety precautions and procedures. As another key
informant puts it:

“Those of us who work here still need a lot of
training to effectively handle the challenges of
PMTCT beyond counseling women, placing them
on the PMTCT register and encouraging them
to return to the hospital” (Health facility Key
Informant).

These problems are compounded by the fact that other
health system factors also contribute to the low numbers of
HIV positive women who return to health facilities to give
birth. A key issue identified in interviews is inadequate mon-
itoring and referral structures within the health system. For
instance, as one matron reported “we don’t have appropriate
monitoring strategies to follow up when HIV positive women
miss antenatal appointments. The fact that we continue to
see previously undiagnosed HIV positive women during labor
indicates to me that something is not right”. Another key
informant reported:

“Most women are still able to avoid the system
since we have no way to trace them so that they
don’t go to other facilities when the time comes
for delivery . . . health facilities should be able to
share information about HIV positive women so
that our efforts to prevent the fetus from becoming
infected can be more effective. It is not just enough
to give counseling and ART, we need strategies to
address current lapses within the health system”
(Health facility Key Informant)

Inadequate human resource capacity was also identified
as a constraint to effective delivery of PMTCT services in the
study areas. Key informants and health workers who partici-
pated in focus group discussions reported that PMTCT units
are inadequately staffed and available ones are overworked.
Thus, as one health facility key informant reported: “the
problem is not just that of training, but we need more staff to
increase our capacity to provide effective services”.

Other factors that constrain the effectiveness of PMTCT
services include inadequate ARV supply, cost of accessing
services and low-socioeconomic status of women. Focus
group participants and key informants reported that access
to PMTCT services is severely restricted for many low-
income women who live on the outskirts and have to travel
long distances to reach health facilities.

“Several times, we exhaust our supplies of ARTs
for both the mothers and children and this hinders
our ability to intervene in those critical early
hours of the life of a new born during which
first line drugs should be administered. I don’t
blame the women if they fail to return because
they lack confidence in our ability to prevent their
child from getting infected” (Health facility Key
informant).

“The women who come here are poor and many
find it difficult to pay the fees before they are
treated. I am not surprised many don’t show up
. . . when they cannot afford to pay for transport or
drugs, they will be discouraged” (Health worker
FGD participant).

4. Discussion

There are nearly 1.1 million Ethiopians living with HIV and
prevalence continues to increase despite efforts by the Ethio-
pian Ministry of Health and the US government through
United States Aid Agency (USAID) initiatives. Despite these
efforts, only 8% of eligible HIV positive pregnant women are
currently receiving antiretroviral drugs to prevent mother-
to-child transmission. Although PMTCT interventions can
be highly successful in reducing the risk of HIV transmission,
access to and utilization of PMTCT services is still limited
in many parts of sub-Saharan Africa owing to a variety of
structural-contextual factors. Although Ethiopia has made
progress in the quality of PMTCT services provided, cover-
age, especially in rural areas, still remains abysmally low. In
Arba Minch, our findings highlight individual, sociocultural,
and health system related factors that contribute to the low
usage of PMTCT among HIV-positive women.

Overall, study participants demonstrated high levels of
awareness and knowledge regarding the importance of using
PMTCT services to prevent maternal transmission of HIV
to their children. While women recognize the importance
of preventing mother-to-child transmission and have all
received HIV counseling and testing (HCT), their despera-
tion to conceal their positive status from close family mem-
bers compels them to stay away from the facilities where
they were diagnosed and to give birth either at home or in
facilities where their HIV-positive status is not known. As
women are concerned about the ramifications of close family
members becoming cognizant of their positive status, efforts
to improve the effectiveness of PMTCT programs must
identify and involve these significant others in the process
to help dissipate the stigmatization of HIV-positive women.
The importance of family support for women living with
HIV can never be overestimated especially when husbands
and mothers-in-law in particular have traditionally played
key roles in the care and maintenance of expectant mothers.
As studies have highlighted, there exists huge potential
for improving the effectiveness of PMTCT programs when
people living with HIV have the support of their families
[13, 17, 28–33].
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Stigma is still a major feature of the AIDS milieu in many
communities and people living with HIV experience stigma
at various levels, including health workers [34–36]. Subtle
stigmatizing attitudes and discriminatory behavior from
health workers, which are often overlooked, can limit the
potential impact of interventions for people living with HIV.
For example, health workers’ reluctance or refusal to assist
HIV positive women during the birthing process due to their
concerns of contracting HIV through occupational exposure
may be the result of poor training or lack of personal protec-
tive equipment. Although such concerns are not unfounded,
failure to address them allows the perpetuation of stigma and
discrimination against women and leads to a less desirable
enrollment in prevention, care, and treatment programs for
people living with HIV [13]. Providing mandatory education
that focuses on changing and addressing attitudes and how to
share sensitive information about people living with HIV to
health workers will be an important step in changing subtle,
but powerful stigmatizing attitudes among health workers.

Lack of knowledge of a woman’s HIV status and/or
availability of skilled birth attendance represents a missed
opportunity for initiating prophylactic ARV therapy among
pregnant women and for postexposure prophylactic ARV
therapy for newborns. As previous studies have shown,
women’s struggle with serostatus disclosure and stigma
makes it difficult for them to participate in PMTCT pro-
grams and to initiate and continue the use of ARV therapy for
their own health and that of their children [10, 13, 37]. Since
2006, antenatal clinics in Ethiopia routinely offer HIV testing
to all pregnant women (opt-out approach) [14], with the aim
of getting as many women as possible to be tested for HIV
infection. In countries that implement this approach, there
is evidence suggesting wider coverage in HIV testing but a
low enrollment in PMTCT services as women try to conceal
their status in communities where stigma is still pervasive
[10, 18, 38, 39]. This can contribute to an increase in the
number of HIV positive women not linked to care and failure
to prevent mother-to-child transmission.

Structural inadequacies also hinder the effectiveness of
PMTCT services in many low- and middle-income countries.
Health system factors, including the critical shortage of
skilled manpower, high staff turnover, inadequate physical
infrastructure, poor quality of pre-/posttest counseling, lack
of monitoring and referral programs, inadequate supply of
antiretroviral drugs, and poor quality of service delivery have
all been highlighted as barriers to the effectiveness of PMTCT
services [17, 20, 40]. Our findings confirm that similar
factors play a role in the lack of effectiveness of PMTCT
services in Arba Minch, for example, how the organization of
pre- and posttest counseling can compromise confidentiality
of results. In addition, lack of appropriate monitoring and
referral systems for HIV positive women meant there was no
way to trace those who are lost to follow up even if they go to
other facilities to give birth.

Failure to utilize PMTCT services was further compli-
cated by cost of accessing services. Low incomes meant
many women could not afford the huge cost associated
with transportation and other logistics of accessing PMTCT
services that were offered for free. This is even more

challenging for rural residents who find transportation cost
to the clinics prohibitively expensive due to the long distances
that must be travelled. The implication is that even when
women recognize the need to and want to access care, the
inability to overcome the transportation barrier constitutes
another challenge.

To address these problems, it is necessary to establish
guidelines and protocols that regulate the conduct of health
workers caring for HIV positive pregnant women. Addi-
tionally, it is important to develop monitoring and referral
structures to promote followup and complement already
existing PMTCT services. This will require investments
in cost effective administrative and information sharing
infrastructure at local, regional, and national levels, while
taking into account the need to promote patients’ rights to
confidentiality and privacy. While the opt-out strategy has
contributed to an increase in the number of pregnant women
testing for HIV, its potential to limit the proportion that is
linked to care, given deep-rooted stigma, highlights the need
to consider peculiar contextual factors that may limit the
effectiveness of this approach. Moreover, the decentralization
of the response to HIV/AIDS as demonstrated in the Mil-
lennium AIDS Campaign launched in 2006 to improve
access to treatment is a strategy that should be vigorously
implemented, while addressing the sociocultural and other
contextual factors that have been highlighted in this study.

To improve the effectiveness of PMTCT programs in
Arba Minch and similar contexts, it is important to change
perceptions of HIV that encourage stigma and discrimi-
nation against PLHIV at both local and national levels. It
will help to emphasize that with access to ARV therapy and
proper treatment and care, people living with HIV and AIDS
can lead healthy, productive, and long lives. Furthermore,
interventions to mitigate the impact of HIV should involve
all stakeholders including health workers, families, and com-
munities. For example, the use of health extension workers
(HEWs) has contributed to improving health outcomes [41–
43] in remote rural areas, thus demonstrating that such
strategies can catalyze a change in how people perceive and
treat people living with HIV.

5. Conclusion

This study has a number of limitations including the purpo-
sively selected facility-based sample of HIV positive pregnant
women from one district of Ethiopia, which may not ade-
quately reflect the circumstances of HIV positive pregnant
women who do not frequent health facilities. In addition, our
data may be inhibited by reporting bias due to interviews
being conducted within health facilities and participants’
fear of the negative repercussions that may result from
them reporting their opinions. Furthermore, the use of ANC
service statistics may have included women with different
characteristics to those not accessing PMTCT services.

Despite these limitations, the policy implication of the
study is clear—the effectiveness of PMTCT programs in
low- and middle-income countries rests not only on a well
functioning health system but also on the interplay between
social, cultural and peculiar contextual circumstances. Our
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findings, which are consistent with those of similar studies
in other parts of Ethiopia [17, 20, 40] show that overall, the
social and cultural issues highlighted in this study as well
as the organizational and service delivery mechanisms (poli-
cies, procedures, and health system factors) through which
PMTCT services are organized and delivered constitute
serious challenges to the goal of universal access set by the
government. To achieve the target in view of these findings
will require a thorough review and reorganization of existing
policies and current approaches to increase uptake in services
among women, especially those living in areas similar to the
study area. In addition, understanding how unique contex-
tual factors limit women’s access to or utilization of PMTCT
services is critically important, if not crucial. Addressing
these contextual factors requires engaging communities to
understand the importance of PMTCT to develop innovative
and sustainable strategies for removing the barriers that
women face in accessing and utilizing PMTCT services.
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