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ABSTRACT

The study focuses on the investigation of the challenges faced by HIV positive pregnant
mothers in accessing ARVS. Guided by the Department of health policy which provided
guidelines in how to deal and assist positive mothers the study was undertaken to check if

positive mothers in the area are complying with the strategies and women know their status

in advanced.

In the area under investigation the researcher realized that there are challenges that

women facing, among them; challenges to reaching the women in need of PMTCT, a risk of

the transmission of HIV, assessment of antiviral therapy for expectant mothers and her new

baby.
To arrive at the hospital at the advance stage of labour, these challenges included some

socio demographic factors, that some women who tested positive drop out of PMTCT
programmes for fear of discrimination and rejection by male partners as well as difficulties

of some women in the rural areas faces in reaching clinics following onset of labour

particularly during the night which leads to their delivery at home or arrive at the hospital at

an advance stage.
In some cases it is found that women lacking symptoms did not feel the need to taking

ARVs while some develop a stigma and fear of disclosure to partners and family members
which act as major barriers to uptake of PMTCT ARV interventions. The national HIV

counselling and campaign shows greater impact as more HIV positive know their status at

booking however two thirds still do not know their status when booking.

The researcher used both qualitative and quantitative research methodologies. For research

design the researcher used field study. A non-probability sampling and its subtype purposive
sampling method was used to select the respondents. Two data collected instruments were
used to collect data, namely, questionnaire and interview. For data analysis, two data
analysis methods were used, which are statistical package for social sciences (SPSS) version
22.0 and the thematic analysis. Various ethical considerations were applied in the study.
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Major findings of the study are:

Majority of the respondent in the study revealed that HIV positive pregnant mothers receive
PMTCT. The study focused out that HIV positive pregnant mothers take AR’S to protect their
unborn babies. The researcher found that Majority of the respondents revealed that

information is given on ARVs to HIV positive pregnant mothers.

The finding shows us that HIV positive pregnant mothers receive support from the families
wherein responded that they agree that the families support the HIV positive pregnant

mothers. This percentage is high and mdlcates the family involvement in assisting HIV

positive pregnant mothers.

The health facilities are user friendly to HIV positive pregnant mothers indicated by high
percentage. Though such facility functions only during the day and they close during the
night. The findings show that the community is involved in supporting of HIV positive

pregnant mothers with high percentage.
The recommendations of the study are:

The study was conducted in a small village. The study must be conducted which can cover
the entnre ward 28 of Thulamela Municipality. Further study must be done which ca'n
includes more respondents from other municipality. The mobile teams must be trained on
PMTC T and NIMART to be able to test initiate client at the community level. The

Department of health needs to ensure that all clinics operate for 24 hours with enough staff

which can cover day and night shift.
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CHAPTER 1

ORIENTATION OF THE STUDY

1.1  INTRODUCTION

This study focuses on the challenges faced by Human Immune Virus (HIV) positive pregnant;
mothers in accessing Antiretroval treatment (ARVS): a case study of Tshirenzheni village at
Thulamela municipality of Vhembe district.In sub- Saharan Africa an estimated 60% Of
people living with HIV-1 are women mostly in reproductive age group. Each year

approximately 1.4 million positive women become pregnant (World Health Organization

2009).

This chapter presents introduction and background of the study, problem statement, aim of
the study, specific objectives of the study, critical research questions, significance of the
study, delimitation of the study, limitations of the study, and definitions of operational

concepts as well as organisation of chapters.
1.2 BACKGROUND OF THE STUDY

Evian (2003:3) contends that Human Immune Virus (HIV) was discovered by the scientists in
September 1983in America. HIV as a virus which causes disease which is known as Acquired
immune Deficiency Syndrome AIDS) was discovered in America in 1981. Acquired Immune
Deficiency Syndrome was known as a disease which affects people between 25years to
35years but now is affecting all ages (Evian, 2003:3).Evian (2003:3) further stated that in
1985 the Elisa antibody test for HIV was discovered. The virus appeared to be coming from
chimpanzees to the monkey and to the human beings. The migration and the movement of
people across large distances, socioeconomic instability, and intravenous drugs and multiple

partners’ sexual activity enabled the virus to spread rapidly worldwide.

HIV can be transmitted from mother to child during pregnancy, during delivery and during
breast feeding. The introduction of a single dose of Nevirapine to pregnant mother during
labour after she has been tested and found being positive has reduced the transmission.The
program was started in 2000 in South Africa (National guideline, 2008:13).The study is about

challenge which leads positive pregnant mothers not accessing antiretroviral treatment in

1
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rural areas where there is a lack of information. Most of the positive pregnant mothers
deliver at home due to the problem of transport.This becomes a 'problem where positive
mothers who deliver at home failing to bring their children for immunization and testing.
Stigma aroundHuman Immune Virus(HIV) andAcquired immunodeficiency syndrome(AIDS)
is still a challenging issue in the rural areas and thus make it difficult for people to disclose
their status resulting in them not going for voluntary counseling and testing. Some of the
clinics under the hospital have no good link with antiretroviralclinic. Without treatment,
around 15-30% of babies born to HIV positive women will become infected with Human
immune virusduring pregnancy and delivery. A further 5-20% will become infected through
breastfeedi.ng. This research seeks to provide recommendations which might help to

prevent the transmission of Human immune virus from mothers to children during

. pregnancy and childbirth and medical management of Human immune virus positive

pregnant women. It is intended to complement the Department of Health Guide for

maternity care National guideline (2004) revised by Gourlay et al., (2013:16:18588).

1.3  PROBLEM STATEMENT

South African National AIDS Council Revised Prevention of Mother to Child Guideline
(2013:5) encouraged pregnant mothers to book for giving birth as early as possible
preferably before 14 weeks of gestation. The National Guideline provides that no women
must be returned back when trying to book. Further the National Guideline stated that all
women coming to the clinic for antenatal booking must be seen on the same day. The
National Guideline (2013:19) stipulates the baseline which provides the screening of all
pregnant mothers and brovides information by means of group counseling in all positive
pregnant women who do not consider their CD4 350 or more than 350mml.It is stipulated in
the Bill of Right (Act No.108 of 1996, Section 24) that every person has a right to an
environment that is conducive to his or her health or well-being .This right also applies to
HIV positive pregnant mothers and protect them from being exposed to harmful
environment at the health facilities. Furthermore, Section 12(1)(c) of the Republic of South
Africa Constitution, 1996 provide that all persons have the right to freedom and security of
person ,which includes the right to be free in accessing the ARV treatment from public

source(RSA 1996: Section 12(1).The right to bodily and psychological integrity, dignity,

2
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ned in the Bill of Right further rprotects the HIV bositive pregnant

privacy and equality enshri

mothers.

Despite the National Guidelines there are still some significant challenges remains to

ge of counselling and testing for pregnant women and initiation of ARV

achieve the covera
n do not attend Antenatal service

pregnant women. Many wome

provision for HIV positive
kely to complete the World Health Organisation (WHO)

and those who do not aré unli
pregnancy period.There is a need for expansions of

recommendation of visits throughout @
can accessservice(e.g. Maternity ward, family

her setting were women
community h

the services to ot
sation clinics, ealth centres and mobile clinics World
any women deliver at home rat

ailing to take the needed dose for antiretroviral at the

her than in a health facility

Health Organization (2009). M

g women and their babies f
d delivery. Stigma and disc

ing cultural systems that d

rimination play a role in preventing mothers to
ijsempower women and then create a

ging to follow through on essential PMTCT programme(Word

situation that makes it challen
yis conducted in order to come up with the solution on

Health Organization, 2009).The stud

ed by HIV positive pregnant mothers on accessing ARVS.

the challenges fac

1.4  AIM OF THE STUDY

s to investigate the challenges faced by HIV positive pregnant

in accessing ARVS: a case study of Tshirenzheni villages atThulamela Municipality of

The main aim of the study i

mothers
Vhembe District.
IVES OF THE STUDY

1.5  SPECIFIC OBJECT

ges faced by HIV positive pregnant mothers in accessing

e To describe the challen

ARVS.
Vs by HIV positive pregnant mothers.

portance of taking AR

o To explore theim
ility of ARV t0 the residents of Tshirenzheni Village.

e To assess the accessib
s that can be used to address the problems faced by HIV

To determine the strategie

gnant mothers in accessing ARVS.

positive pré
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1.6  CRITICAL RESEARCH QUESTIONS

e What are the challenges faced by HIV positive pregnant mothers in accessing ARVS?

e What is the importance of taking ARVs by HIV positive pregnant mothers?

ccessibility of ARV 10 the residen
can be used to address the problems faced by HIV

o Howlsthea ts of Tshirenzheni Village?

e What are the strategies that
in accessing ARVS?

positive pregnant mothers in
1.7  SIGNIFICANCE OF THE STUDY

be important because it will increase number of positive pregnant

The study findings will
health facilities and mobile clinics. To empower clinic nurses

women in accessing ARV in the
rmation on PMTCT progra
munity on HIV and AIDS cou

mme. The study findings will increase awareness

with info
nseling and testing on pregnant mothers at the

campaign to com
local chief’s kraal, churches, itional health practitioners. To let all

pension pay point tradi

pregnant mothers, have information on PMTCT.

1.8  LIMITATION OF THE STUDY

Constrains of the study include shortage of funds for stationery, transport, computer,
printer and binding materials. Someé respondents may supply wrong information to impress
the researcher instead of reporting what is _exactly happening; and some respondents may
| ethical considerations shall be followed to win the

probably not cooperate however; a

hearts of the res

pondents t0 participate freely in the study.There would be transport
or the whole area. The problem with this

enzheni villages and to cov

constrains to visit Tshir
y withdraw from participating in this research, because the

study is that respondents ma
and there is still stigma attached. This study will be

research topic is very sensitive

hirenzheni village rural community and may not be representative of the

conducted in TS

larger Vhembe District population.

1.9 DELIMITATIONS OF THE STUDY

The study is based on the challenges faced by HIV positive pregnant mothers in accessing
ARVS and the study will be conducted at Tshirenzheni village rural community of Thulamela

| 4
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n to give it to the clients on PMTCT programme.

informatio

1.10 OPERATIONALDEFINITION

The definition of concept in guarantee that there will be clarity to the author, as well as the
reader, about what is meant by various concepts (Van der Wald2004:4).The researcher

scribed are defined in the precise sense in

wants to ensure that the concepts that are de

the definitions to be made more

which they are to be used in this study. This requires
Id convey observable behavior under given conditions. The

main concepts are explained below:

e Antiretroviral

edicines that have specific effect on the virus in which renders it

The Antiretroviral is the m
inactive thus improving the immuné system. (Clinical guidelines, 2010: ii).

e Pregnant mother
mothers are women who have conceived

The Clinical Guidelines (2020:ii) defines a pregnant

between 25yrs to 45Yrs.

e Prevention of mother to child transmission

other to child transmission refers to the protection of the unborn baby of
idelines, 2010:ii).

ainst the HIV virus (Clinical gui

Prevention of m

HIV infected mother ag

e Mother-to-child transmission‘(MTCT)

s an HIV-infected pregnant woman passes the virus to her baby. This can occur during

nd delivery and during breastfeeding (Clinical guidelines Prevention of

pregnancy, labor, @
ion, 2010: ii).

STUDY

mother to child transmiss
1.11 ORGANIZATION OF THE

ganized into the following headings:

The mini-dissertation presentation is or.

jons and orientation of the study

Chapter 1: Introduct!

5
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s the purpose and organization of the

d of an introduction, statement of problem, purpose of the

research. The chapter is compose
e of the study delimitation of the study, limitation

study, objectives of the study, significanc

hniques and research methodology. It also indicates the divisions

of the study, reference tec

of chapters in the study as a whole.

Chapter 2: Literature review

re review in chapter 7 is the review of different literature,

The main focus of the literatu
jon of the empirical studies and / or documentation

he theoretical foundat

on challenges faced by pregnant mothers in Tshirenzheni village with regards to challenges

of not accessing antiretroviral treatment

Chapter 3: Research design and methodology

ethodology which would be used when the study is conducted.

The chapter describes the M
population, sampling, research instrument, data

It consists of the research design,

collection, data analysis and definition of concepts.

Chapter 4: Data presentation, analysis and interpretation

The results of the investigation aré presented and analyzed. The data will be compared to

identify concurring and divergent views.

Chapter 5: Findings, conclusion and recommendations

n the findings, recommendations and conclusion and it therefore

The chapter focuses 0

brief summary of the whole study.

constitutes a

: 6
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CHAPTER 2

LITERATURE REVIEW

2.1 INTRODUCTION

rature in terms of the study. Access to Prevention of Mother to
Child Transmission PMTCT programmes provided is critical in order to realize the goal of the

National Strategic Plan of HIV and AIDS and STIs 2007-2011 which states that

Comprehensive Care Management and Treatment (CCMT) services including provision of
accessible to 80% of people requiring them and to ensure the at least

less that 5% of the babies tested for HIV should test positive (SANAC and National

Department of Health, 2007).

f literature consulted for this review is generally articles from journals and reports
produced by government departments and or partners providing aid relief in HIV and AIDS

programmes. This chapter includes the literature review on health care workers experiences
in when implementing the prevention of mother to child transmission programme. The
following aspects are reviewed: Global and national responses to PMTCT of HIV and AIDS,
Trends of HIV and AIDS among Antenatal in South Africa, Global Situation of MTCT,
Challenges facing PMTCT implementation, barriers on the ‘implementation of PMTCT
programme, South Africa PMTCT guidelines interventions and Situation of PMTCT in South

Africa including various Conceptual framework that can be used to improve PMTCT.

2.2 LEGISLATIONS ON HIV POSITIVE MOTHERS

The Sub-Saharan Africa Region accounted for: 67% of HIV infections; 68% of new infections
among adults and 90% among children and 72% of AIDS-related deaths. About 5.7 million
people in South Africa were estimated to be infected with HIV, the highest in Southern
Africa and globally (UNAIDS, 2009a). In 2007, there were about 350 000 people believed to
have died from AIDS in South Africa (UNAIDS, 2008). This could be attributed to South
Africa’s high population prevalence of HIV infection and high-risk heterosexual behaviour;
the practice of having multiple concurrent sexual partners, unprotected sex and sexual
relations with persons whose HIV status is not known; high levels of sexually transmitted

infections; population mobility patterns; high HIV viral loads coupled with recent HIV
7§
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infections or advanced HIV disease and high levels of vulnerability due to poor socio-

economic conditions (Matjila et al.,2008).

Since its attainment of democracy in 1994, South Africa has formulated several policies and
legislative acts such as the constitution of Republic of South Africa 108 of 1996, National
Health Act No 61 of 2003, Medical scheme Act No 131 of 1998, Employment Equity Act No
55 of 1998, the Non-Profit Organisations Act No 71 of 1997, Promoting of Equality and
Prevention of Unfair Discrimination Act 2000 and Sexual Offenses Act No of 1957 that
address the HIV and AIDS epidemic. The policies in the first decade of attaining democracy
are well documented and authors are generally critical of the poor response of the
Government to the epidemic. Butler (2005), Johnson (2005) and Schneider (2002) discuss
some of these policies at length. In contrast, recent policies have indicated shift in policy as

-government and civil society demonstrate more collaboration than before.

According to Stevens et al., (2007), the HIV & AIDS and STI Strategic Plan for South Africa
2007-2011, represents a broad consensus for an effective national response to the HIV and
AIDS as well as other epidemics. The Prevention-of-Mother-to-Child-Transmission (PMTCT)
programme, Voluntary Counselling and Testing (VCT) and Antiretroviral therapy (ART) and
their implementation challenges constitute the main debate regarding women and HIV and

AIDS policy and legislation.

In 2008, the National Department of Health released a document on the Policy and
Guidelines for the Implementation of the PMTCT Programme in order to provide an update
on the approach to the implementation of the National PMTCT programme. The updated
policy outlines four stages of PMTCT, in line with the international standards for a

comprehensive PMTCT strategy, namely:

e Primary prevention of HIV especially among women of childbearing age;

e Preventing unintended pregnancies among women living with HIV;

e Preventing HIV transmission from a woman living with HIV to her infant; and

e Providing appropriate treatment, care and support to women living with HIV and

their children and families (National Department of Health, 2008:13).

8
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While these four goals are international basic recommendations, the recent National PMTCT

programme prioritises the primary prevention of HIV among women of childbearing age and

the providing of appropriate treatment, care and support to women living with their

children and families. The policy considers it important to involve civil society in the

implementation programme, (National Department of Health, 2008). In July 2008, dual

therapy with Nevirapine and AZT was introduced for the PMTCT.

This recent PMTCT policy update is in line with the current HIV and AIDS and STI National

Strategic Plan in which PMTCT also features as the third goal to be achieved through two

main objectives: firstly, the broadening of existing mother to child transmission services so
that they include other related services and target groups and secondly, increasing coverage

and improving quality of PMTCT to reduce MTCT to less than 5% by 2011 (South African

National AIDS Council, 2007). In 2010, the Department of Health and the South African

National AIDS Council issued guidelines on the management of PMTCT entitled Clinical

Guidelines: PMTCT (Prevention of Mother-to-Child Transmission). According to the Minister
of Health, Dr Aaron Motsoaledi, these guidelines are meant “q serve as a new guide to
health practitioners with regard to the comprehensive management of pregnant women

who are HIV positive,” (Department of Health and South African National AIDS Council,

2010, p.1). This document gives an update of the national PMTCT policy guidelines and

intends to provide continual guidance regarding reducing the vertical transmission of HIV,

building on work done since the launching of the programme and the 2008 Policy and

Guidelines document (Department of Health and South African National AIDS Council,

2010).

The Department of Health’s annual antenatal survey for HIV and AIDS showed that on its

2008 sample of 33, 488 women attending 1, 415 antenatal clinics in all the nine provinces,

28% were estimated to be living with HIV. Provinces of KwaZulu-Natal, Mpumalanga and

Free State recorded the highest HIV rates, while the Northern Cape and Western Cape

recorded the lowest prevalence (National Department of Health, 2009).

The success of the present policy will be measured by its ability to address challenges that

have, for long, negatively impacted on the implementation of PMTCT. According to Paradath

et al., (2006), there was poor postnatal follow-up, especially in rural areas. A significant

9
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proportion of women attending PMTCT services were not offered testing due to shortages

of counsellors, testing supplies and consent forms (Nkonki et al, 2007). Poor

implementation was also due to the fact that the programme was implemented vertically

and without any proper integration into the health care system (Beksinska et al., 2006). The
majority of South African HIV infected women lacked proper information for decision
making regarding pregnancy and childbirth issues since there were some negative factors

to pregnancy prevention and others were unable to access condoms and

and obstacles

contraception consistently (Ramkissoon et al., 2006).

The recent HIV and AIDS policy announced by President Jacob Zuma on the World AIDS Day
of 2009 shows how determined the South African Government is to prevent the

f HIV from mother-to-child. Within the old
r treatment if their CD4 count was less than 200, whilst the new

transmission 0 policy, HIV positive pregnant
women were eligible fo

policy, which came into effect on 1st April 2010, states that all pregnant HIV positive women

with a CD4 count of 350 or who merely sho
olicy also provides that all other HIV positive pregnant women who do not

can now access treatment at 14 weeks of pregnancy in order to

w symptoms regardless of CD4 count, can access

treatment. The p
fall under this category

protect the baby, instead of at the |
South Africa shifted fro

ast term of pregnancy as per the old policy (Zuma, 2009).
With this policy, m the ART rationing model recommended by WHO

(that of CD4 count of 200) to the one recommende
D4 count of 350) which would increase access to ART from 9.5% to

d by the US Department of Health and.

Human Services (of C

56.3% (Rosen et al., 2005).

The recent guideline for 2013 provide that all women who are newly diagnosed as HIV

e durmg pregnancy and women w
and no active psychiatric iliness or renal disease to be started on

positive anytim ho enter ANC with known HIV positive

status and not yet on ART
F, FTC, EFV). These positive pregnant mothers they are
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Act No 131 of 1998, Employment Equity Act No 55 of 1998, The Non-Profit Organisations Act
No 71 of 1997, Promoting of Equality and Prevention of Unfair Discrimination Act 2000, and
sexual Offenses Act No of 1957

2.2.1 The constitution of Republic of South Africa, 1996
The South African Constitution, 1996 in basis of human rights in South Africa.
2.2.2 The National Health Act (Act 61 of 2003)

In general, the National Health Act, 2003 (Act 61 of 2003) provides a framework for a
structured uniform system within South Africa according to the obligations imposed by the
Constitution and other laws on the qatiqnal, provincial and local governments with regards
to health services, (Republic of South Africa, 2004). Chapter one reaffirms the right of access
of pregnant wemen and children below the age of six to free health services and of all
persons to free primary health care services, unless they are covered by a medical aid
scheme. However, Government’s delay in implementing certain sections of the Act can
defeat the original purpose intended; for example, the delay n implementing Certificates of
Need provided for in Section 36 (Gray and Jack, 2008). The Certificate of need is meant to

increase the coverage of health establishments in the country.
2.2.3 Choice of Termination of Pregnancy Act,(Act 1 of 2008) (as amended)

The Choice of Termination of Pregnancy (Act 96 of 1996) amended in 2008 (Act 1 of 2008),
(hereafter referred to as TOP), was passed in order to increase access to reproductive health
care services. The Act was amended in view of delegating the monitoring, implementation

and functioning of TOP from national to provincial levels.

The Choice of Termination of Pregnancy, 2008 (Act 1 of 2008) recognises the decision to
have children as fundamental to a woman’s physical, psychological and social health. TOP
provides that a woman does not need consent from her husband or partner before she has
termination. Section 1 of the Act defines a woman as a female of any age. This means that
ages of consent in terms of the Children’s Act (as amended) do not apply to girls requesting
a termination of pregnancy. Important is that the woman/girl should have the capacity to

give the required consent. It also implies that no parental or guardian assistance is needed

11
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at any stage unless the girl agrees to do so. The Act makes provision for an abortion up to 12
weeks gestational age and after 20 weeks but under specified conditions (Republic of South

Africa, 1996).

HIV-positive women who choose to terminate their pregnancies in order to safeguard their
health may find this ,legislation helpful; conversely, it has several implementation
challenges. In other cases, women with HIV suffered discrimination from health workers
when seeking services related to TOP (Ramkissoonet al, 2006). There are also instances
whereby HIV-women seeking TOP services were reported to have been sterilised without
their permission (De Bruyn, 2006). Since HIV testing at antenatal services is normally done at
about 14 weeks gestation, late termination involving labour cannot, unfortunately, be

avoided by women that seek TOP services at this advanced stage (Thom, 2003).
2.2.4 Criminal Law (Sexual Offences and Related Matters) Amendment Act, 2007

The Criminal Law Amendment Act, 2007 (Act 32 of 2007) pays attention to sexual offences
and HIV (Republic of South Africa, 2007). In most cases, it is women and young girls that are
victims. There was an incidence of 143per 100, 000 of the women population sexually
assaulted in 1997 and only about half of that were reported to the police (Statistics South
Africa, 2000). Of the 4, .000 women interviewed during a survey in 1998, 1 in every 3 was
socially assaulted (BBC News, 1999). In 2002, it was estimated that a woman born in South
Africa had more chances of being raped than going to school (Dempster, 2002). Police
statistics show that 55, 000 rapes were reported between.ZOOS and 2006. However, a
survey by Action Aid revealed that out of 25 men accused of rape in South Africa, 24 walk
free (Hunter-Gault, H., 2009). There is also a myth that sexual intercourse with a virgin cures
a man of HIV and AIDS (Govender, 1999). This belief leads to a culture that leaves the girl

child vulnerable to HIV infection given the high prevalence of HIV in the country.

Chapter 5 of the Criminal Law Amendment Act, 2007 recognises the possibility of a sexual
offence victim being exposed to HIV infection. For that reason, it allows for a victim of a
sexual offence at risk of exposure to HIV to have access to post exposure prophylaxis but
only after reporting the crime to the South African Police Service within 72 hours after the
alleged sexual offence. it also gives the victim permission to have the offender tested for

HIV within 90 days of the alleged offence. Survivors of unreported cases do not benefit from
12
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Disease progression three qualitative research studies revealed that HIV positive pregnant
women lacking symptoms did not feel the need of taking ARVs (Duff, Kipp, Wild, Rubaale,
Okech-Ojony, 2010).

Stigma and disclosure of HIV status and community support. Stigma regarding HIV status
and fear of disclosure to partners of family member (particularly grandmother or mother-in-
law) are major barriers to uptake of PMTCT ARV interventions in almost all qualitative

research (Vargaand Brookes, 2008).

The national ART programme demonstrates increased access through more women being
on triple ART at booking, and increasing numbers of pregnant women starting triple ART.
This contributes to maintaining the high antenatal prevalence of HIV due to increased

survival of women on ART. The national HIV counselling and testing campaign shows greater

-impact, as more HIV-positive women know their status at booking; however, two-thirds still

do not know their status when booking.

Many challenges to South African PMTCT programmes remain. Pregnant women need to
book earlier, and facilities should accommodzte them without turning them away for later
appointments. Women may seroconvert during late pregnancy or breastfeeding, potentially
resulting in vertical transmission. Retesting of HIV-negative women through their antenatal
phase to the end of breastfeeding is required. This may be done through community
outreach by community care workers and can include testing of household members. CD4
cell testing of mothers and early PCR testing in infants need to be increased, which may be
facilitated by point of care CD4 and PCR technology. Longer-term outcomes of children are
poorly reported in this and other South African studies owing to difficulties in follow-up of
mothers and children. This is best addressed through community care workers who
understand PMTCT and support mothers through their pregnancy to after weaning,

ensuring regular testing of children at local clinics.
24  THE IMPORTANCE OF TAKING ARVS HIV BY POSITIVE PREGNANT MOTHERS

HIV and AIDS is now the leading cause of mortality among women of reproductive age and,
in several high —burden countries such as South Africa and Zimbabwe, HIV is the leading
cause of maternal mortality The major challenge is to provide more effective ARV

14
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50 percept of the population with the campaign message (World | Health Organization
Guideline, 2010).

Field implementation of current recommendations, impact of prophylactic regimens on
subsequent ART response and possible new indications of ART in pregnant women will be
reviewed in this study (World | Health Qrganization Guideline, 2010).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 participated 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 (World | Health Organization Guideling, 2010).

The ability to access PMTCT service will be further influenced by the societal policy and
legislative level where the availability or lack of PMTCT services or cost of accessing these
resources can impede usage as a result of poverty that places this beyond the realm of
those most in need. The social ecology model describes four level s of address in in
communication for social and behavioural change: societal, community, social networks and
individual. These level are used to categorise the findings of literature according to the
following areas: barriers to PMTCT implementation, the key participants to be addressed,
key communication themes and messages, and good practices in planning and

implementing successful PMTCT communication campaign (UNICEF, 2009).

Disclosure rate reported in one of the studies ranged from 16.7% to 86%, with women
attending free-standing voluntary HIV testing and counselling clinics more likely to disclose
their HIV status to their sexual partners than women who were tested in the context of their
antenatal care. Barriers to disclosure identified by the women included fear of accusations

of infidelity, abandonment, discrimination and violence. Between 3.5% and 14.6% of women
16
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period (World Health Organisation: 2009). The impact of the HIV epidemic on maternal
mortality has been most serious in sub-Saharan Africa, where an estimated nine per cent of
all maternal deaths are directly due to AIDS, particularly in countries where HIV prevalence

rates are high (Wilmoth, 2010).

The first PMTCT policy was drafted in 2001. Due to these operational and political factors,
the PMTCT programme was implemented at pilot sites in 2001, but only nationally in 2002

and currently the national PMTCT programme is available in 3 000 primary healthcare

facilities across the country. It has been estimated that 35 000 babies were born with HIV

because a feasible and timely ARV programme was not implemented in South Africa. The

Department of Health published new guidelines for PMTCT in 2010 from 2008 PMTCT

guideline and the Western Cape was the first to roll out dual therapy regimens (UNICEF,

2009).

The most widely acknowledged shortcoming in South Africa’s response to the HIV/AIDS
epidemic has been the country’s delay in availing treatment for the prevention of mother-
to-child transmission (PMTCT) of HIV as well as antiretroviral therapy (ARV) for those with
~dvanced HIV infection (UNICEF 2008). It is estimated that by August 2005, PMTCT services
were available to HIV-positive pregnant mothers at 2 525 sites nationwide and only 51.7%
of mothers who were identified as HIV positive receive treatment. Further studies indicate
that, 90% of districts in South Africa now offer PMTCT, ‘although coverage varies
substantially from 48 to100% between districts and provinces (South Africa National
Department of Health, 2007). Through the introduction of PMTCT in South Africa, the:
percentage of HIV positive pregnant women receiving antiretroviral treatment increased
from 30% in 2005 to 57% in 2007 (UNAIDS 2008). Improved results were also apparent in

Botswana whereby the percentage of women reached by PMTCT services increased from

58% in 2003 to more than 95% in 2007 (UNICEF, 2008).

A study conducted by Medical Research Council (MRC) in 2011, which was presented at the
5th South African AIDS Conference, held June, 2011 in Durban, showcased the recent
remarkable achievements of the country’s HIV/AIDS response. This include breakthrough on
PMTCT intervention findings which shows that HIV prevalence is down to 3.5% at the first

immunisation visit at 4 to 8 weeks post-partum. The study reveal that the percentage of

: 8
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children who ultimately become infected will be higher, particularly since a significant

proportion of the children are not being fed safely with either exclusive breastfeeding or

exclusive formula feeding by their caregivers (Smart, 2011).

UNICEF’s overall PMTCT strategy is based on a comprehensive four-pronged strategy aimed

at integrating key interventions into essential maternal, newborn and child health services.
The first prong emphasizes the importance of preventing HIV among women of

reproductive age before they get pregnant. The second prong is focused on the prevention

of unintended pregnancies among women living with HIV. The third prong focuses on

pregnant women who are already infected and demands that HIV testing be integrated into
antenatal care, that they receive ARVs to prevent transmission of the virus and for their own
health and that they are counselled adequately on the best feeding option for their baby.
TFhe fourth prong calls for better integration of HIV care, treatment and support for women

found to be positive and their families (UNICEF, 2011).

South Africa is impiementing a national action framework for PMTCT that covers the 5 years
from 2012 to 2016 (Draft National action framewcark Department of Health 2011) the
framework was tailored to individual districts and provinces and aims to provide a clear
understanding of the operational issues that influence the continuous improvement of
PMTCT programmes. In addition, there are on-going efforts to increase the ability of local

health-care workers to collect high-quality data and use those data to improve the PMTCT

programme.

If the national action framework for PMTCT is implemented in tandem with the envisaged
strengthening of the health-care system, there is a high probability that, within the next 5

years, South Africa will be on the path to achieving the global goal of eliminating mother-to-

child HIV transmission by 2015.

Consequently, reducing vertical transmission became one of the highest priorities in the
South African National HIV/AIDS Strategic Plan of 2007 to 2011. The goal has been to reduce
HIV transmission to 5% in HIV-exposed infants by 2011. To accomplish this, performance
would have to be improved along each step of what has been called the PMTCT cascade
meaning the separate interventions involved in the programme including coverage, HIV

testing uptake, results delivery, intervention delivery, follow-up and support (Smart, 2011).

19
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how many, quantity) tends to document

Quantitative monitoring (measuring how much,

numbers associated with the program, such as how many posters were distributed, how

many counseling sessions Were held, or how many times a promotional radio spot was

aired. It focuses on which program elements are being carried out and how often.

Quantitative monitoring tends to involve record-keeping and numerical counts. The

activities in the project/program timeline of activities should be closely examined to see

what kinds of monitoring activities might be used to assess progress. The method for

monitoring and its associated activities should be integrated into the project timeline.

Qualitative monitoring (quality) will ask questions about how well the elements are being

carried out. Questions may include: how are people’s attitudes changing toward stigma,

family planning, care and support; what is the influence of program activities on real or

incipient behavior change; how information permeates communities “at-risk;” and so on. To

obtain this type of information— which can also work as part of the feedback system—such

qualitative methods as in-depth interviews and focus group discussions are often used.

2.7  THE IMPACT OF HIV AND AIDS IN SOUTH AFRICA

The HIV/AIDS pandemic is a rhajor threat to social and economic development. The

estimated number of HIV-infected people in South Africa rose from 3.8 million in 1999 to 5.5

million in 2006. This represents an estimated adult prevalence rate of 21.5%, which is

substantially higher among the black parts of the population than the white. Of the 500 000-

750 000 people who currently need anti-retroviral treatment (ART), only 130 000 have
access to it. The pandemic’s effects in the medium and long term will be to reduce the total

population, the average life expectancy, and the proportion of the population that is

economically active, while drastically increasing the number of orphans. The social and

economic costs will be staggering. Field implementation of current recommendations,

impact of prophylactic regimens on subsequent ART response and possible new indications

of ART in pregnant women will be reviewed in this paper (WHO 2009).

Improving national prevention of mother-to-child transmission (PMTCT) services in South
Africa has been challenging. PMTCT outcomes were analysed at 58 primary- and secondary-
level antenatal facilities across seven high HIV burden sub-districts in three provinces, over

an 18-month period during which new South African PMTCT clinical guidelines were
20
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Sub-Saharan Africa has made remarkable strides in expanding access to services to prevent

mother to child HIV transmission. In 2008, 45% of HIV-infected pregnant women received

antiretroviral drugs to prevent transmission to their new-borns, compared with 9% in 2004.

However, coverage is much higher in eastern and southern Africa with 64% than in west and

central Africa with 27% (World Health Organizaticn, United Nations Children’s Fund, &

UNAIDS, 2009). In 2008, an estimated 390 000 children were infected in sub-Saharan Africa.

As services to prevent mother-to-child transmission have been brought to scale, the annual

number of new HIV infections among children has declined fivefold in Botswana, from 4600
in 1999 to 890 in 2007. There is also evidence that mother-to-child transmission is
contributing a declining proportion of new infections in Lesotho. Although the vast majority

of infections in children are the result of mother tc child transmission, indications suggest

that a small proportion of infections in children under the age of 15 could be the result of

rape or other sexual abuse (UNAIDS HIV and AIDS epidemic update, 2009).

Southern Africa continues to bear a disproportionate share of the global burden of HIV as
35% of HIV infections and 38% of AIDS deaths in 2007 occurred in that sub-region.
Altogether, sub-Saharan Africa is home to 67% of all people living with HIV. Women account
for half of all people living with HIV worldwide, and nearly 60% of HIV infections in sub-
Saharan Africa. An estimated 370 000 children younger than 15 years became infected with
HIV in 2007. Globally, the number of children younger than 15 years living with HIV
increased from 1.6 million in 2001 to 2.0 mi!lion in 2007 and almost 90% live in sub-Saharan
Africa. In Swaziland, children were estimated to account for nearly one in five (19%) new
HIV infections in 2008. Prenatally acquired infection accounted for 15% of new HIV
infections in Uganda in 2008. In the United Republic of Tanzania, only 53% of women and

44% of men reported awareness that medications and other services are available to reduce

the risk of mother-to-child HIV transmission (UNAIDS HIV and AIDS epidemic update, 2009).

In southern Africa, reductions in HIV prevalence are especially striking in Zimbabwe, where
HIV prevalence in pregnant women attending antenatal clinics fell from 26% in 2002 to 18%.
In Botswana, a drop in HIV prevalence among pregnant 15 to 19 year olds, from 25% in 2001

to 18% in 2006 suggests that the rate of new infections could be slowing.

22
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ar to have stabilized, amid some evidence of

The epidemics in Malawi and Zambia also appe

favorable behavior changes and signs of declining HIV prevalence among women using

antenatal services in some urban areas. in Lesotho and parts of Mozambique, HIV

prevalence among pregnant women is increasing. In some of the provinces in the central

and southern zones of the country, adult HIV prevalence has reached or exceeded 20%,

while infections continue to increase among young people. After dropping dramatically in

the 1990s adult national HIV prevalence in Uganda has stabilized at 5.4% (UNAIDS HIV and

AIDS epidemic update, 2009).

Prevention of mother to child transmission (PMTCT) interventions such as antiretroviral

(ARV) prophylaxis have dramatically reduced the risk of vertical transmission from around

40% to less than 5% in some research and pilot settings in Sub Saharan Africa. Governments

have committed themselves to reduce the proportion of infants infected with HIV by 50% by

2010, by ensuring that 80% of women have access 10 PMTCT interventions. However recent

data show that overall coverage of ARVs for HIV positive' pregnant women is 33% and there

is poor coverage in countries with the greatest number of pregnant women living with HIV

such as South Africa with 50% coverage, Nigeria with 3% coverage and Tanzania with 15%

coverage (Doherty, Chopra, Nsibande & Mngoma, 2009).

To achieve wide coverage, PMTCT programmes must be integrated into existing public

health systems, with services provided by all antenatal and delivery clinics. So far, only a few

low and middle-income countries have achieved this goal (UNICEF, 2003).

The epidemic in Zimbabwe is believed to be declining as a result of prevention programmes,
in particular behavior change and Prevention of Mother to Child Transmission (PMTCT), as
well as impact of mortality. The number of patients on ART increased from 99 408 (9 594
children) at the end of 2007 to 148 144 (13 278 children) in December 2008 and 218 589 (21
521 children) by end of December 2009. The 2009 number represents 56.1% of adults and

children needing treatment (Zimbabwe Country UNGASS special session report on HIV AND
AIDS, 2010).

The level of knowledge about HIV and AIDS prevention was high with 75.7% women (15-49
years) and 81.3% men (15-54 years) who knew that condoms could be used to reduce the

risk of getting HIV. A decline in HIV prevalence among all pregnant women (15-49 years) in
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more consistent policies and support for infant feeding practices

The new guidelines enable
negative mothers in the general population. Given the

among both HIV-positive and HIV-
d survival intervention, the availability of ARV

importance of breastfeeding as @ chil
to reducing child mortality in the entire

interventions could make a major contribution
community (World Health Organisation, 2014).

The major challenges in scaling-up national PMTCT services and implementing the new
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national and international level.
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(World Health Organisation, 2014).
OF TSHIRENZHENI ON HIV POSITIVE PREGNANT MOTHERS IN

2.10 EMPIRICAL EVIDENCE

ACCESSING ARVS
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2.11 CONCLUSION
s that a number of barriers currently prevent the successful

The literature review confirm
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CHAPTER 3

RESEARCH DESIGN AND MIETHODOLOGY

3.1 INTRODUCTION

h design and methodology that were used when conducting

This chapter presents researc
Ive the research

dology is a way 10 systematically so

the research study. Research metho
s that are generally adopted by a researcher in

s the study of various step
problem along with the lo
r to design his methodolog

problem. It i
gic behind them. All this means that it is

studying his research
y for his problem as the same may

necessary for@the researche

differ from problem to problem.

3.2  RESEARCH DESIGN
2009:175) research design is 2 plan of how the researcher plans to

According to Mouton (
lem that has been formul

ated.Kothari (2004:175) defines a

execute the research prob
nd analysis of data in a

nt of conditions for collection a

research design as the arrangeme
ance to the research purpose with economy in

manner that aims to combine relev

procedure.
reach more participants. Field study is

he field study in order to
ried out of the usual enviro
dwork is the collection of information outside of a

The researcher will use t
nments where a phenomenon

because the investigation is car

d. Field research or fiel

has occurre
methods used in field research vary across

workplace setting. The approaches and

disciplines. The research

er will use interview and questionnaire. Although the method

qualitative research, it may (and often does) include

generally is characterized as

quantitative dimensions.

3.3 RESEARCH METHODOLOGY

nes methodologyas the choices that is made about appropriate

Silverman 2006:402)defi
ds of data gathering Sform

models, cases to study metho s of data analysis .Polit and Hungler
fine methodology @5

methodology involve

the ways of obtaining, organizing and analyzing data. In

(2004:233) de
d a selection of appropriate research approaches

this study, research
' 29
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research methods, sampling procedures, respondents and instruments for collecting and

analyzing data .In this study qualitative and quantitative method were used.

Creswell (2003:33) defined qualitative study as an inquiry process of understanding social or
human problems based on building complex holistic nature formed by reporting detailed
views of information and conducted in a natural setting. Kothari (2004:169) defines
qualitative research as more subjective in hature and involves examining and reflecting on
the less tangible aspects of a research subject. The qualitative research produces narratives
which document the course of the research project itself and it make a researcher to find

natural history Sampford .R.,Jupp V. (2006:244).

Burns & Grove (2003:30).define. quantitative research as formal, objective, systemic process
in which numerical data are used to obtain information about the world. Kothari (2004:169)
defines quantitative research are the way of collecting data from more participants, so it is
not possible to have the depth and breadth of knowledge about information. Quantitative is

usually highly detailed and structured and results can be easily collated and presented

statistically.

3.4 STUDY AREA

The study will be conducted at Tshirenzheni village in Thulamela Municipality in Vhembe
District between Siloam village and Tshikombani village along the main road from
Thohoyandou to Wyllie sport. The researcher needs to identify the gaps which make the HIV

positive pregnant mother not accessing ARVS.

3.5 STUDY POPULATION

Sapsford, JUPP (2006:27) defines population as the total collection of element actually available for
sampling, rather than in some more general way.Neuman (2000:54) defined a population as a
group of many cases from which a researcher draw as sample.The population in this study

comprises of all HIV positive mothers of Tshirenzheni village composed of 500 HIV positive

mothers.

30
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3.6 SAMPLING
s considered for actual inclusion in population

D
eVos (2001:119) views a sample 3

consi } Ak
nsidered for actual inclusion In the study. Kothari
ample from a given population. S

: (2004:55) defines a sample design as a
efinite plan for obtaining a i
of HIV

positive pregnant mothers and clinic staff.

3.6.1 Sample methods

In thi fik

this study the researcher is going to use non-probability sampling and its subtype of
eo

enable the researcher to use his/her judgement to

purposive sampling method. These
ble that best meet the researcher’s objectives

cho :
ose people that are presented or are availa

or target groups.

3.6.2 Sample size
ve pregnant women at Tshirenzheni village. Only

conducted from HIV positi

The study will be
o0 will be HIV positive preg

participants of which 4 nant women are selected and 10 clinic

staff.

3.7  DATA COLLECTION
measuring information on variables of

ocess of gathering and
matic fashion that enables on
te outcomes. Sapsford&dupp(2006:56) defines the

ion about the world with the intension of

Data collection is the pr
e to answer stated research

Interest, in an established syste

questions, test hypotheses, and evalua

e collection of informat

be used by others in a Vv
a research which involves a series of strategic decisio
ns

data collection as th
ariety of ways. Bulmer & Warwick

guiding behaviour which can

(2000:146) define data collection as

g attention at every step in the research, from the initial
ia

of objective requirin
gation to the final analyses of the

question under investi

y the researcher used questionnaire and interview

conceptualisation of the

information collected. For this stud
naire as a structured set of questions, containi
;4 ng

121) define question
for'respondents to fil

s wording of questions in m
ion wording that take the field somewhat beyond

Sapsford&jupp (2006:
| in by themselves. Warwick &Bulmer

all necessary instructions
ore an art then a science
'’ 4

(2000:149) define questionnaire a
n the effect of quest

systematic research 0
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the realm of art and considerable practical experience suggesting proven means of avoiding
bias in many situations. Sapsford & Jupp 2006:159) define open -ended questionnaire as a
m to answer in his or own way rather than in terms of researcher’s predefined

freedo

answer categories The researcher used a structured questionnaire to collect data.

Sapsford & Jupp (2006:117) define interview as asking questions structured by an

interviewer to research information according to his or her research interest. Bulmer &

Warwick (2000:205

place by personal enumeration or face t

) define interview as a form of census and surveys; this normally takes

o face interview. Noaks & Wincup (2004: 80) define

open——ended interview as active listening in which the interviewer, allows the interviewee

the freedom to t
project. For this study the researcher applied an open-ended interview.

alk and ascribe meanings while bearing in mind the broader aims of the

3.8 DATA ANALYSIS

Mogorosi (2003:19) defines data analyses as the actual process of analyzing raw data as
eceived from anc agreed a plan on pro
adapt from Cresswell (2003:190).The Statistical Package for Social Sciences (SPSS

: cess. In this study the following procedure of data

analyze,
Version 22.0) would be used to analyses data collected through questionnaire and the

information will be presented in the form of frequencies, percentages and means

differences.

Data collected through interview will analyzed by thematic analyses and the information wil|

presented in a narrative way.The researcher qualitatively analysed the data by using

be

creswell’s steps (1994). The steps are discussed as follows:

o Planning for recording data

researcher should plan for the recording of data in a systematic manner that s

The
e to the setting, participants or both, and that will facilitate analysis before datg

collection com
rding observations, interactio
_going flow of daily events. The researcher planned for the recording of daty

mences. The researcher should demonstrate awareness that techniques for

ns and interviews should not be i i
e e introduced excessively op,
the on

ystematically and made sure that it was appropriate to the setting and participants, The
5 E
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researcher also made sure that the instrument and other equipment that were used for

data recording and collection were available.

o Data collection and preliminary analysis

Data analysis in a qualitative inquiry necessitates a two-fold approach. The first aspect
involves data analysis at the research site during data collection and the second aspect

involves data analysis away from the site, following a period of data collection.

¢ Managing or organising the data

This is the first step in data analysis away from the site. At the early stage in the analysis
process, researchers organise their data into files folders, index card, or computer files.
Researchers convert their files to appropriate text units, for example a word, a sentence, for

analysis either by hand or by computer.

e Reading or writing memos

After the organisation and conversion of the data, résearchérs continue to analyse by
getting a feeling for the whole database. Writing memos in the margins of field notes or
transcripts or under photographs help in this process of exploring a database. These memos
are short phrases, ideas, or key concepts that occurred to the reader. After the conversion
and organizing of data, the researcher continued with analysis by reading and writing
memos. The researcher read all the data that was gathered from the respondents with the

aim of getting the understanding of the data.
e Generating categories, themes and patterns

This is the most difficult, complex, ambiguous creative and enjoyable phase. The analytic
process demands a heightened awareness of the data, a focused attention to the data and

openness to the subtle, tacit under currents of social life.

e Coding the data

Coding the data is the formal representation of analytical thinking. The tough intellectual
work of analysis is in the generating of categories and themes. The researcher then applies

some coding scheme to those categories and themes and diligently and thoroughly marks

33
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passage in the data using the codes. This is the part where the researcher applied analytic

thinking and coded the categories. The researcher also worked the passageé in the data by

using codes.
e Testing the emergent understanding

The researcher begins the process of evaluating the plausibility of his developing

understanding and exploring them through the data. Part of this phase is evaluating the

data for their usefulness and creativity.

e Searching for alternative explanation

As the researcher discovers categories and patterns in the data the researcher should
engage in critically challenging the very patterns that seem so apparent. The researcher
searched for other meaning of the information that was gathered from the respondents

that made it easier to understand since respondents only gave their own experiences but

with different explanations.

e Writing the report

The researcher presents the data, a package of what was found in text, tabular or figure

form, for example, by creating a visual image of the information. The researcher may

present a comparison table of a matrix. The researcher wrote a report after the completion

of collecting data. The researcher used tabular form which created a visual image of the

information.
The researcher will use the following steps when collecting data:
e Planning for recording data,

e Reading and writing memos,

e Coding the data,

e Searching for alternative explanations, and

e Writing the report.

34
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3.9  ETHICAL CONSIDERATIONS

De Vos (2008) defines ethics as asset of moral principles which individual or group, is
subsequently widely accepted and which offers rules and behavior or group. Dienar and
Grendal (2004) define ethics as ethical principles and guidelines that helps to prevent
abuses to client. In this study the researcher will dealing with sengitive issues. The following

issues were taken onto considerations to protect the welfare and the right of participants.

3.9.1 Permission to conduct research

Permission to conduct research will be requested from the University of Venda, District and
the Provinciél Department of health and Ethics committee. The political office bearers and

Headmen of Tshirenzheni village will b2 consulted. Informed consent will be obtained from

all participants.

3.9.2 Voluntary participation

Saunders, Lewis and Thornhill (2003: 131) define voluntary participation as the rights of
individuals to withdraw partlally or completely from the process. For the purpose of the
study the researcher will use a voluntary involvement by respondents. The researcher did

not force the respondents t0 be included in the study and only included those who

volunteered to be included in the study.

3.9.3 Anonymity

Saunders, Lewis and Thornhill (2003:131) defines anonymity as the means of ensuring the

client’s name that will not be published, this principle is very importanf particularly in the

this topic as a contributory factors to young women becoming HIV positive while pregnant.

3.9.4 . Confidentiality

Saunders, Lewis and Thornhill (2003:131) defines confidentiality is when only the researcher

is aware of the participants’ identities and has promised not to reveal those identities to

others. Participant will be assured that whatever is being discussed is not going to be shared

with anybody or exposed to others and their names will not appear or published anywhere.

35
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mber of barriers currently prevent the successful

The literature review confirms that a nu

B tati £ PMTCT programme having critical implications for the design of effective
implementation o

i i i is that
icati ‘as. One important reason for the improving access is
PMTCT communication strategies.

HIV testi ong pregnant women is increased and expansion of provider —initiated
esting am

testi d counseling in antenatal clinics, labour and delivery centers, and other health
esting an

tti It can be concluded that access to ARVS for the positive pregnant mothers in
care settings.

order to protect their children not to be infected by HIV there is a little progress. The
er to

positi regnant mothers must be given informetion on the programme in order for them
. positive p

to make decision on their reproductive live.
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CHAPTER 4

DATA PRESENTATION, ANALYSIS AND INTERPRETATION

41  INTRODUCTION

he research design and the subsequent methodologies

The previous chapter presented
h indicated the structur

her followed and whic

e and the procedures that

that the researc
er the researcher’s study questions. It has been revealed that the

were followed to answ
here qu.alitative and quantitative research

mixed methodology w

_study was conducted in @
alysis and interpretation of the study.

.methodologies were used and this chapter present, an
: tems are presented graphically in tabular form and the

to the questionnaires i

. The responses
nd are followed by a brief

pview items aré presented in narrative form a

responses to the inte
detailed findings aré discussed in chapter five.

“synthesis of the findings for the item and the

LLECTED THROUGH QUESTIONNAIRE

4.2  ANALYSIS OF DATA CO
nts the data collected through questionnaire.

In this section, the researcher prese

4.2.1 Section A: BiographiCaI Information of Respondents

e biographical information of the respondents in this study. The
lowed by a synthesis of the

This section presents th
d tabular form and fol

information is presented In graphical an
findings.
Table 4.1 Gender of respondents
BRI 01 T 22%
2 | Female 44 97.8%
45 100%

TOTAL

e biographical information of the respondents in terms of

The above table presents th

gender. A total of 45 respondents
eas 01 (2.2%) res

took part in this study, of the 45 respondents, 44 (97.8%)

pondent was male. All targeted 45 respondents

were females wher
all the questionnaires were analysed. From the

managed to return the questionnaires, and
n be drawn that majority of the respondents at 44(97.8%) were

table below, a conclusion €@

females. ®
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Table 4.2 Age of respondents

2 | 21-30Years 14 31.1%
3 | 31-40Years 11 ; 24.4%
4 | 41-50VYears 09 20.0%
5 | 51 Years and Older 05 T 11.1%

TOTAL 45 100%

Most of the respondents at 14 (31.1%) who took part in this study were aged between 21
and 30 years. Eleven (24.4%) of the respondents were aged between 31 and 40, and 09
(20.0%) were between 41 and 50 years. Six (13.3%) respondent were less than 20 years and
there were 05 (11.1%) respondents from 51 years and older. It can therefore be concluded

that in this study, majority of the respondents who took part in the study were aged

between 21 and 30 years.

Table 4.3 Gestational Period of respondents

2 | 06 Months 07 15.6%
3 | 09 Months 28 62.2%
TOTAL 45 100%

GRS SYEESEE

With regard to the gestational period of the respondents, majority of the population at 28
(62.2%) were between the period of 09 months whereas 10 were less than 04 months. Few
respondents at 07 (15.6%) were having the gestational period of 06 months. From the above
information, the researcher conclude that majority of the respondents who took part in the

study were having 09 months gestational period.
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Table 4.4
e
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Distance
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2 06 13.3%
b ]

TOTAL 45 100%

ondents in this study at 17
) stated that they are staying far from the

hat majority of resP (37.8%) revealed that

e clinic while, 22 (48.9%

they are staying near to th
) indicated that the

y are staying very far from the clinic.

clinic. Few respondents at 06 (13.3%

dents who took pa

far from the clinic.

Majority of respon rtin the study are staying

, Status
e "2 48.9%
: 2o ; 17 37.8%
8 Satisfactory > i
& = 03 6.7%
_ 45 100%
A o R

ental status of the respondents. A total of 22 (48.9%)
- (1]

The above table presents the m
good, while 17 (37.8%) revealed that there good

indicated that there metal status is very

Three (6.7%) of the respo

03 (6.7%) revealed that there
ed that there men

ndents indicated that there mental status is satisfactory while also

mental status is poor. Majority of respondents who took part

in the study show tal status is good.

positive pregnant Mothers

4.2.2 Section B: HIV
In this sub-section, datd is analysed using graphical statistics which is further divided into
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strategies than can be used to address twchallenges faced by HIV positive pregnant

mothers.

4.2.2.1 Challenges faced by HIV positive pregnant mothers

This sub-section presents data regarding the challenges faced by HIV positive pregnant

mothers. The data is presented in the form of tables followed by brief interpretation

1 Strongly agree
19 42.2%
2 Agree
02 4.4%
3 Not sure
3 03 6.7%
4 Disagree
02 4.4%
5 Strongly disagree
TOTAL 45 100%

Table 4.6 indicates that 19 (42.2%) of the respondents strongly agreed that HIV positive

pregnant mothers receive PMTCT, while also 19 (42.2%) agreed with the statement. Three
(6.7%) of the respondents disagreed that HIV positive pregnant mothers receive PMTCT,
whereas 02 (4.4%) strongly disagree. Two (4.4%) of the respondents were not sure whether
HIV positive pregnant mothers receive PMTCT or not. From the above statistics, a conclusion

can be drawn that majority of the respondents agreed that HIV positive pregnant mothers

receive PMTCT.
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Table 4.7 Community support HIV Positivé mothers

1 Strongly agree

2 Agree 29 64.4%

3 Not Sure 06 13.3%

4 Disagree 03 6.7%

5 Strongly disagree 02 4.4%
TOTAL . 45 100%

The majority of the respondent at 29 (64.4%) agreed that community support HIV Positive
mothers, while 05 (11.1%) strongly agreed with the idea. Three (6.7%) of the respondents
disagreed that community support HIV Positive mother, whereas only 02 (4.4%) strongly
disagreed with the statement. Six (13.3%) of the respondents revealed that there are not
sure whether community support HIV Positive mother or not. The above information
revealed that majority of the respondents agreed with the idea that community support HIV

Positive mother.

Table 4.8 HIV positive pregnant mothers receive support from families

Strongly agree

2 | Agree 26 57.8%
3 Not Sure 10 22.2%
4 Disagree 03 6.7%
5 Strongly disagree 0 0.0%
TOTAL ' 45 100%

The above table presents whether HIV pcsitive pregnant mothers receive support from
families, and majority of the respondents at 26 (57.8%) agreed with the statement, while
only 03 (6.7%) of the respondents disagreed. Six (13.3%) of the respondents they strongly

agreed with the idea that HIV positive pregnant mothers receive support from families,
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whereas there was no respondent who stron disagréed with the idea. Ten (22.2%) of the

respondents indicated that there are not sure whether HIV positive pregnant mothers

receive support from families or not.

Table 4.9 Religious believe allows HIV positive mothers to access ARVs

SR o

Strongly agree - g 3 AN .7%

2 Agree 07 15.6%

S Not Sure 10 22.2%

4 Disagree 19 42.2%

- Strongly disagree . 06 13.3%
TOTAL 45 100%

The above table present 19 (42.2%) disagree that religious believe allows HIV positive
mothers to access ARVs the majority, 10 (22.2%) of the respondent are not sure that
religious believe allows HIV positive mothers to access ARVs. Seven (15.6%) agrees that
religious believe allows HIV positive mothers to access ARVs. Three (6.7%) of the respondent
strongly agrees religious believe allows HIV positive mothers to access ARVs. Six (13.3%)

strongly disagree that religious believe allows HIV positive mothers to access ARVs.

Table 4.10  Staff has good attitude to HIV positi

ve pregnant mothers

N o T e A

2 Agree ‘ 3600 35.6%
3 Not Sure 07 15.6%
4 Disagree 05 11.1%
S Strongly disagree 02 4.4%
TOTAL 45 100%

Table 4.10 indicate that sixteen respondents which make (35.6%) agree staff has good

attitude to HIV positive pregnant mothers. Fifteen (33.3%) strongly agree staff has good
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attitude to HIV positive pregnant mothers. Seu (‘rﬁ"ﬂ% are not sure of staff has good

attitude to HIV positive pregnant mothers the statement or not. Five (11.1%) disagree staff

has good attitude to HIV positive pregnant mothers. Two (4.4%) strongly disagre<ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>