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ABSTRACT 

Background : Pn .. "Vtnlion ofmother-ID-child transmission ofHlV (PMTCn is delivered in stages 

(or cascades) and high level of retention at each cascade step by mother and lalcrb ymother-infant 

pairs is required to eliminate maternal transmission of HIV which occurs through pregnancy. 

childbirth andbreastfeeding. Reasons for low rates of retention in Ghana are nOI well understood 

though HIVsentinel sites situated across the country serve as good resourcefo rcollectingdatafor 

generatingsuchknowlcdge.Theaimsofth isstudyweretodetermine retention rates at each stage 

of tile PMTCT cascade and explore patient and provider- level factors affecting retention at the Ho 

Municipal J-losp ilal 

Metbods: Retrospective data was collected from fo ld ers and electronic record s of 69 women who 

were enro lled into PMTCT from January 20 14 to December 2015. Data was enten::d into a PMTCT 

Cascade Analysis Tool and retention rates at different stages of th e cascade was calculated. In-

depth interviews were conducted for twelve mothers and seven carefully selected frontline 

PMTCT care providers. Patient-level and provider-level fac tors were manually extracted and 

codedfromtranscribl.'drtoofdedconversalion 

FindingslRe!ult!: Twelve-month postpartum retention was 66. JOIo. The highest drop-ofT along the 

cascade was found at the ' first at-risk ch ild visit' for which 20 out of52 babies were not brought 

for early infant diagnosis (EID). Prov ider-level factors identified as detcnninants for retention 

included coun selling support, assurance of anonymity. clinic location and supportive and 

understanding team . Patient- level factors that emerged were desired qu al ity life.social supportand 

acceptance, sligmaand partner innuences. 

Conc lu!ion: Retention in PMTCT at the Ho Municipal Hospital was lower compared to reviewed 
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literature from olher resource constraint locations. Good counselling support, assurance or 

confidenliality. desired treatmenloutcomeand privacy of clinic location aresomeofth ereasons 

shown 10 aJTectrelention allhissile 
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DEfINITION Of KEY TER\1S 

The following are theworkingdefinilions employed throughOUI the study period : 

Adherence refers to compliance 10 programme recommendations 

inc1uding drug treatmenl schedules, dosage, as well as presence on 

schedule visits and applying recommendcd advice. 

Atlritionreferstoasituation whcre beneficiaries are no more seen 

in PMTCT due to either death or lost to follow-up (LTFU) 

It is the shunningofHIV-infecled mother from social interactions. 

Italso means treating her unfairly because of her HIVstatus 

Drop-off': Refers to all individuals who do not report for scheduled visit 

regardless of the duration of absenteeism 

Ea rly in fa nt diagnosis: Infants born 10 \\Iomen living with HIV receiving a virological test 

for HIV within two months of birth 

Lou to follow- up: An individual is losl to follow-up if sthc misses schedule visits 

successively up to aboul Ihree follow-up periods. ForeKample for 

monthly follow-up that will bc three months since last vis it. 

Stigma: 

Individuals living with HIV known to beon treatment and who are 

present at the elinic on a schedule date andlor any programme­

rccommended period. II is measured al a specific programme time 

Perccivcd disgrace or untit fo r social acccptancc duc 10 HI V-status 

Vertical tnnsm~sion: Transmission of HIV infection from mother 10 child. 
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CHAPTER ONE 

INTRODUCTION 

l.l Background 

Globally, an estimated 50% of the over 37 million persons living with HIV (PLWHIV) are women. 

Almost 1.4 million of these women. 9Q01o of whom reside in sub-Saharan Africa (SSA) give birth 

annually (Nachegaet aI., 2016: UNAIOS, 2016a). One hundred and sixty thousand children born 

in 2016 were infected with HIV. three new infections in every ten minutes (UNAIDS. 2017). In 

the absence of interventions. accumulated rates of mother-to-child HIV transmission (MfCl) 

range from 15% to 45% of all pregnancies among infected women. This accounts for more than 

900;., of all H1V infections in children less than 15 years old. However. maternal transmission of 

HIV can be reduced to less than 5% in breastfeeding mothers and 20/0 in non-breastfeeding 

popu lations through evidence-based strategies (UNAI OS. 20 lib). Retention of more than 9()O/o at 

each step of the PMTCT step (or cascade) is required to achieve good results (Ambia& Mandala. 

2016). 

The 2016 estimate of HIV prevalence in Ghana was 1.6% with 290,000 people estimated to be 

living with the infection. Fifty-three per cent (53%) of this number is made up of women while 

more than 11% are children below 15 years old. Currently, 90.000 Ghanaians are on antiretroviral 

therapy (ART), the unmet needs rising above 60% and low paediatric ART coverage of 

approximately 30%. The national HIV prevalence among women reporting for antenatal clinic for 

the first time was 2.4% in 2016 increasing from 1.8% in 201S. (NACP& GHS. 2016). The rate of 

mother-la-child transm iss ion of H1V in Ghana in 2016 was [2% far above the nationaJ programme 

target of 5% (NACP & GHS. 2017). 
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Risk reduction interventions include HlV testing and counselling services (HTS), antiretroviral 

treatment(ARn,avoidingunintendedpregnancies. electivecaesareansection, whenindicatedand 

where safe and feasible, safer delivery practices. antiretroviral (ARV) prophylaxis for HIV­

exposed infant as well as infant-feeding counselling and support for safer feeding p ractices(GAC 

& GHS. 2014). These interventions are included in the prevention of mother-to-child transmission 

ofHlV (PMfCn package which is delivered in a step-wise approach called ' cascades'. The World 

Heahh Organization (WHO) provides leadership Ihrough research and publication of periodic 

guidelines for adaptation and further adoption by member countries. 

The new PMTCT guidelines recommend lifelong ART in women enrolled into PMTCT regardless 

of C[)4+ cell count or clinical staging. The new policy is referred to as the PMfCT Option B+ 

which is a scale up of the previous strategies. Options A and B (WHO. 2013b). The new approach 

promised increased chances of survival and reduced risk of mother-to-child transmission of HIV 

(MTCn at lower costs to health systems and patients ( Ishikawa et al.. 2014). It also simplifies 

PMTCT services by reducing the need for assessing eligibility through CD4+ cel l monitoring and 

switching between different regimens that were associated with the earlier options and which are 

challenging to health systems of lower and middle income countries (Adler, Riley. Bandazi, & 

Davis. 2013). 

Retention in care (RJC) and comp liance to antiretroviral therapy (ARn have been identified as 

key factors innuencingthe impact of the programme. Previous studies showed that facility-. 

provider-, patient- and community-related factors are associated with uptake and retention in 

PMTCT services by eligible women and their babies (Ambia & Mandala. 2016; Anlgihije, Ageda, 

& Nweke. 2016; Geldsetzer et aI., 2016; Hodgson el aI., 2014; Koh ler et aI. , 2014; Mekuria, Prins, 

YaJew, Sprangers, & Nieuwkerk. 2015). 
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1.2 problemitaftmenf 

Though the H1V and AIDS epidemic has received substantial political attention and commitment 

ofrcsourusin efTorts to scaleup access to ART and other support services. high ratcsofattriti on 

is affecting retention in continuum of care, resulting in increased risk of mother-to-child 

transmission (MTCn (Kak. Chilsike, Luo. & Rollins. 2010; WHO. 2006). Identified barriers 

include male partner involvement. socio-economic faclOrs, religion and culture. stigma and 

discrimination as well as some facility-level factors. such as acceptanc e,privacy.coun sellingand 

availability of logistics (Anigilaje et al.. 2016). 

The efTectiveness of the PMTCT intervention aimed at achieving elimination of perinatal HJV 

transmission requires that HIV-positive women and breastfeeding mothers with th eir chi ldren 

successfully go through a number of steps referred 10 as the PMTCT cascade which includes HIV 

testing and oounselling services (HTS) at first antenatal visil provision of ART. prophylactic 

treatment for babies born to these women. infant HIV testing and provision of antirctroviral drugs 

(ARVs) for babies inf«ted (Ambia & Mandala, 20 16). To achieve successful reduction in MTCT. 

a retention of 90% or mOfe is required at each step of the cascade (UNA IOS. 20l4b). However. 

drop·offsoccur at all stages of the cascade. A large study in SSA showed that 7()OIo of HI V positive 

women actually received ART. 64% of babies born were tested at 6 weeks and 55% of these babies 

receive their fmal diagnosis at 18 months (Kim et a!.. 2015; Wettstein et al .• 2012). 

Limited data on reten tion of mothers in PMTCT exisl in Ghana and predictors of retention or 

factors associated with Joss to follow-up within the programme have been generalized with 

experiences from sister sub-Saharan African countries. Knowlooge of relention at the Ho 

Munieipal Hospital has not been generated in the past and limitedinfonna tionisavailableonthe 
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enhancers and barriers of retention at the site. 

Data on retention from othel' resource· limited regions employed quantitative methodologies 

requiring expert statistical analysis ofpredetennined responses. Little work has been done to 

understand the real life experiences of the affected women. Employing qualitative data collection 

approach is useful to better understand what works or nOI from the perspectives of the 

beneficiaries. For example. how treatment hasalTected uptake and retention in care and how 

PMTCT has contributed in shaping their perception about lifelong ART and raising HIY·exposed 

butuninfected(HEU)children. 

This study assessed PMTCT cascade flow using simple adaptable cascade analysis 1001 to measure 

levelofretention.Thestudyalsousedin-depthinterviewstocollectdataneededtounderstandthe 

reasons behind retention in PMTCT from both patient and provider perspectives. 

1.30bjeCI"iesortheliludy 

CeneralObjeclivell 

The general objective of the study was to assess retention of pregnant women in PMTCT and 

associated factors at the Ho Municipal Hospital. 

1.3.2 Spec:irlCObjectives 

The specific objectives were: 

I. To detennine the rates of retention alall stages ofPMTCT from 1st January 2014 to 31st 

December20lS 

2. To e"Plore provider·level factors associated with retention in PMTCT 

3. To explore palient (clientlpalienl).related factors associated with retention. 
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ResearcbQuestionll 

I What proportion of women was retained at each PMTCT cascade step between January 

2014 and December 20 15 inclusive, at the Ho Municipal Hospital? 

2. What are the provider-level factors associated with retention in PMTCT? 

3. What are the patient-level factors associated with retention? 

4. What are the implications of provider and patient level factors for !iUccessful 

implementation of PMrCT at the He Municipal Hospital? 

JUlltirlC&lion o(the Study 

Following successful implementation ofprevenlion of mother to child transmission of HIV in 

many African countries, concerns begin 10 rise with respect to compliance and retention in 

continuum of H1V care among 'A"Omen enrolled (Mitiku , Arefayne, Mesfin, & Gimw, 2016). 

Retention in care measurement arc varied and complex; measurement tools requiring adaptation 

to fit local contexts. PMrCTcascadeanalysis is noexceplion. 

Ghana has recorded improvement in mortality statistics among people living with HIV and AIDS 

(PLWHIVA) from about 30.000 in 2003 to 15,000 in 2016. Orphaned and vulnerable children 

were estimated 10 be 170.000 in 2003 and 124,779 in 2014 (Ghana AIDS Commission, 2014; 

NACP & GHS, 2016; UNAIDS, WHO, & UNICEF, 2004) . Though there is hope that concerted 

efforts can result in bener outcomes for PLWHJVA especially women and children, Ghana made 

linlcprogressinproviding acccsstoanliretroviraldrugstocxpectantmothersascapruredinthe 

fmal Millennium Development Goals (MDGs) report for Ghana (UNDP & NOPC, 2015). Thcre 

is also limited documentation on patient-level experiences of intervention programmes. Concerns 

of patients are unnoticed by caregivers, while programme managers miss these opportunities to 
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address programme challenges because of limited research (UNA I DS, 2009) 

This srudy used facility-adapted toOls in accessing PMTCT cascade flow, explore and document 

experiences of ~'Omen in prvrTCT, as well as seek the view of care givers on implementation 

challenges and successes. The findings will provide ev idence on how PMTCT has affected women 

enrolled at du: Ho Municipal Hospital and the challenges they face in raising HIV exposed 

children. Their concems will infonn healthcare workers on the best way to adapt service delivery 

in order 10 improve retention in order to reduce childhood infection through pregnancy, delivery 

andbreastfeeding.PolicymakerswitlneedtoreplicatethisstudyonalargerscalefordecisionslO 

betaken on improving components that witl ensure greater impac1. 

1.6 ConeepluaIFrame""ork 

The conccprual framework in Figure I depicts factors that have been shown in available literature 

La be associated with retention in PMTCT care as described below: 

The framework is in three broad categories: the first one, comprising of provider- and patient-level 

factors shows variables that can be tempered with in order to achieve desired outcomes in the other 

two categories. The second category represents clinical characteristics of the patient. These are 

CD4+ cell count and viral load, two vital determinants of clinical symptornsofpatients. The higher 

the CD4+ ctlls per mil1ilitreofblood, the lower lheviralload and vice versa. These two laboratory 

investigations are required in order to access the progress of treatment (NACP & GHS, 2016). The 

!hird category is !he outcome category comprising of retention in car eand status of expos cd infant. 

The reasons for desiring optimum responsiveness of health care provision is to enhancc posili ve 

clienlattitude which will ultimately culminate into reduced viral suppression, increased C04+ cell 

count, reduced clinical symptoms and rmally retention in care so as to prevent the HIV-exposed 
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baby from being infected. 

The availability of trained and skilled provider supported by the requisite logi stical inputs in the 

provision of supportive counselling to clients. thereby alleviating their f earsofincreasedmorbidity 

and death has been demonstrated in a study done in an urban setting in Kenya. The study found 

out that in <KIdition to supportive counselling, admiration from nurses and doclors in a client-

friendly environment has direct etTe<:t on patients who found hope to fulfil their lifelong desires to 

be mothers and to raise un infected children. The same study also demonstrated the effects stigma, 

family and community support have on uptake of services in a hospital sening. Same can be said 

of cultural hindrances (Murithi, Masho. & Vanderbilt, 2015). A systematic review of 34 

interVentions to improve PMTCT service delivery and promote retention showed that training of 

healthcareworkers. availability of home-based care (after-clinic supportserv ices), integration of 

PMTCT services (comprehensive care) and enhanced refelTaI are significantly associated with 

increased male partner involvcmenL patient's compliance, improved symptoms and reduced 

vertical transmission of HI V (Ambia& Mandala. 2016). 

Two separate studies conducted in Addis Ababa and Myanmar on retention and risk factors for 

attrition demonstrated statistically significant relationships between the following clinical 

characteristics and retention in continuum of care: severeimmunedeficien ciesatenro lment,being 

bcd-ridden or ambulatory. low CD4 count, being anaemic. low body mass index, having high 

WHO clinical staging and being on b.lberculosis treatment (Mekuria et al.. 2015; Thida et al.. 

2014). 

Severe immune deficiency is a direct result of reduced CD4 cell count due to increased viral load. 

which follows the nalural course of HIV infection without any intervention or due to non-
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compliance or treatment failure. Worsened disease condition, undesirable symptoms as well as 

side effects of medicines have also been shown to affect adherence due to antiretrov iraltreatment 

Physical. emotional and economic stress, postpartum deprcuion and ART dosing frequency (p ill 

burden) have alsobecn found to be barriers to adherence 10 treatment in a syste maticreviewand 

meta-analysis of 51 studies involving 20.153 HJV-infected expectant mothers (Nachega et al.. 

2012; Dionne-Odom ctal., 2016; Geldsctzcr el al., 20 16; Gour/ay et a!., 2015: Mekuria t:t al., 2015; 

Milikuetal .• 2016:Tenlhanietal.,2014;Woetkelal .• 2016). 

Finally, early initiation of ART, breastfeeding and safe practices during pregnancy and post-

delivery are good indicators for reduccxi MfCT of HI V and improved growth and survival of 

children (Altan etal., 2016). 
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Figure I Factors associated with retention in PMTCT: Conceptual model 

Source: Developed by author. July 2011 
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CHAPTER TWO 

2.0 LITERATURE REVIEW 

ThebodyofknowledgeavailableaspublishedliteratureandpolicydocumenIS have been reviewed 

under this chapla". There are ten sections describing the burdcn of HI V and AIDS. what the virus 

is and how it rl-plicatcs in a host cell. Therapeutic efforts to arrest lhe growth of the virus, global 

response 10 the epidemk and evidence of successes have been presented. The Ghana ART and 

PMTCT guidelines are introduced. Available literature on retention in different parts of Ihe workt. 

retention definitio n and ilS measurement and factors enhancing andlor impeding efforts to improve 

retention have been discussoo here. Knowledge gaps discovered are outlined and the basis ofth is 

study finnlylaid . 

2.2 Burde n orH/Vand AIDS 

Globally, as at December 2016, 36.7 million people are living with HIV and AIDS. 69.5% oflhem 

reside in sub Saharan Africa (SSA). About 18 million women above 15 years are HlV-posirive 

globally. Children below age 15 living with the virus stood at an estimated figure of2.1 million in 

2016. Nineteen million people are living with HIV in Eastern and Southem Africa whi lst 6.3 

million live in West and Central Africa. About 3S million people died of AIDS-related causes 

globally since thebeginningofthel-pidcmic. One million died in 2016, 42.2%0c.culTingin Eastern 

and Southem Africa and 30"10 in West and Central Africa. Global antiretroviral coverage was 19.5 

million (13.9 million in SSA) in 2016 (UNAIDS. 2017). Though ART improves survival of 

PLWHIV. the coverage: is still low in resource limited region s. In 2016 for example, almost half 

of all pregnant women living with HI V in West and Central Africa did not receive ART to prevent 
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mother-ro-child transmission of H1V and only about 22% of children infected are accessing ART 

(UNAIDS,2017). 

The first caseofAJDS to be reported in Ghana was in the year 1986. Since then. the incidence 

have been increasing. By 2003.76,139 total number of cases have been documented with high female 

to male ratio. The prevalence of infection is highest amonglhe' R:productive age group (NACP. MOH. 

& GHS. 2005). The 201 5 HlV prevalence in Ghana is 1.8%. a 0.2% increase from the 2014 figure. 

This has reduced further to 1.6% in 2016(GAC. 2016b). As at the end of2014. 197 ART sites and 

2.152 PMfCT and HTS sites have been established by the Ghana Health Service (GHS) (NACP. 

GHS. & MOH. 2016). Out of the 2.3 million children living with HIV worldwide in 2014, 21,223 

live in Ghana with 30010 ART coverage (NACP & GHS. 2016). Chitdhood mortality due to 

HlV/AIDS in Ghana was recorded in 2014 as 1,295. Malemal orphans due to AIDS in 2014 was 

61.198. asitualion that calls for effeclivc prevention activities in reproductive age group and 

increased maternal ART coverage and retention (Ghana AIDS Commission. 2014) 

The Ghana [kmographic and Health Survey had reported higher fertility rales among rural women 

than urban dwellers and also in women with less than secondary schoo l education than those who 

had al least secondary school education. The risk of HI V infection is however higher among morc 

educated women than those with linlc or no education. According to economic status. 'Nomen in 

the very low and vcry high economic class has lower prevalence of HlV compared 10 those in the 

middle class. I-Iowcver. rural women and women wilh less education and or belong the lower 

socio-economic lass sufTermore abuses and are more likely to engage in risky sexual practices 

with theirhu~andsdue fO inability to negotiate for safer-se)( practices (GSS. GHS & ICF-I , 20 15) 

A critical rcvitw of literature from Nigeria and I\.1alawi demonstrated that socia-economic and 

socia-cultural factors affect successfu l implementation of H1V transmission reduction 
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interventions such as the PMfCT (Okoli & LansdO,,"l1. 2014). 

2-1 TheHIV"'irus 

Human immunodeficiency virus (HIV) is the name given to lile viru s implicated in AIDS 

(Acquired immunodeficiency Syndrome). The name was formalized by Th e International 

Committee on the Taxonomy of Viruses in May 1986 (CDC. 201 1). Previously, the US National 

Cancer In stitute described HTLV-III ( Human T-Lymphotfopic Virus Type III ), a retroviru s as the 

The farstcase definition forAlDS was ' 

"a disease at least moderately predictive of a defect in cell-mediated immunity, occurring in a 

perJon with /10 known case for diminished resistance to that disease" (CDC, 20 11 ) 

The above definition is in reeognition of the clinical presentation ofad vanced disease at the timc 

which comprises of lowered immun ity, increased o pporrunistic infectio ns and higher risk o f 

Kaposi 's sarcoma, a rare and an aggressive type of cancer. In January 1985, the case defmition 

was modified 10 describe infection wi th HIV (CDC. 201 1). Th e definition is now more refined in 

response 10 advances in laboratory techno logies, and the effort to separat einfectionwithH1Vand 

complications of advanced stage or inrection, an effort 10 limit stigma and discrimination and 

demystify the d isease (COC, 2014). 
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Figure2 Simplified structure and composition of the HlV virus. Source: (AiDSinfo, 2016) 
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The virus attacks a particular cell in the body of infected personsl:alled theT·helperccll (also 

called the CD4 cell) which is a white blood cell responsible for defending the body against 

infections. The virus attaches itself to receptors on the cell surface by use of the H IVglycoproteins 

(scc Figure 2 above) Ihrough a process of binding. Secondly. it fuses itself with the host cell 

surface membrane and releases the viral capsid into the cytoplasm of the CD4 cell. This process is 

called fusio •. Inside the capsid of the virus is a viral RNA which is converted into a viral DNA by 

the help ofviraJ cnzymes after they are released into the cell. This third process is called reverse 

..... tcriptio •. The viral DNA can then cross into the nudeus of the CD4 cell and integrate itself 

into the DNA of the CD4 cell with the help of the integrase enzyme. As the DNA of the CD4 cell 

rcplicalcs,aprocesseverycell goes through to make more proteins for itssurvival,morecopi esof 

the iltcgratcd viral DNA arc made. This fifth process of repikation. uses the cell's O",ll 

mochiWIism to produce all the components (proteins) of the virus: viral enzymes, RNA and capsid. 
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Thesecomponentsmoveootoflhenucieusandaresssembledatthesurfaceofthecell.Aprotease 

enzyme helps in putting together pieces of proteins needed to fonn a complete infectious virus 

which then buds off the cell membrane using the host cell's glycoproteins 10 f onn viral envelope 

thmugh armal process of budd ing. The virus is then matured and ready to infect nearby healthy 

cells. Meanwhile. the infccted CD4 cell will get exhausted after several rounds of bind ing-rusion­

tra nscription_integration_replication_sssempty_binding and then dies ofT. [See Figure 3 for 

illustralionofHJV life cycle and sites of drug aclion] (A IDSinfo. 2016; AVERT, 2011) . 

Women have been shown to be at higher risk of contracting HIV compared to men. l1te 

physiological organization of their reproductive system has bet,'Il identified as the cause. The 

vaginal anatom y provides a greater surface area for viral activity and infection (Tebit, Ndembi. 

Weinberg. & Qumones-tvtateu, 2012) . 

Ithas also be found out that children below the age of 15years are mo stly (over 9()01o of thc time) 

infected through pregnancy,dcliveryand breastfeeding. Reducingmother-to-child transmission 

(MTCn will yield a 90% fold reduction in childhood infection which is associated with significant 

monality. The worsened childhood disease is as a result of the unmet ART needs in this group . 

The best cost effective way of dealing with this is to halt the infection frombeinglransmittedto 

children in the first place (Stanzi, Elaine, Roux, Abrams. Nguyen. & Myer, 2016). 

Since the first case of HIV was recorded in Ghana in 1986 till about 2002, about 90% of a ll 

infections were recorded for poop Ie in theirreproduclive ages, with young women being the 

majority(MOH, 2(02). In 2014, U,eGhanaNDS Commission reponed prevalenceofHIVamong 

men between 15-49 years to be 1.1 whilst for women in the same age group is 2.8 (GAC, 20163) . 

University of Ghana, http://ugspace.ug.edu.gh



2.5 Antiretrovirallherap)' 

AntirdroviraJ therapy is the drug treatment for HIV and AIDS. It slows the progress of the 

infection, thereby reducing development into more advanced clinical stages of AIDS. suppressed 

immunity and opportunistic infections. The main aim of ART is to improve quality of life and 

reduce the rate of hospitalization among persons living with the infection as well as reducing 

mortality (Joint FonnularyCommin.:e. 2016) . 

The medicines are in many classes and perform different phannacological functions. However. for 

effective treatment, two or more drugs must be combined in onc patient. This treatment strategy is 

referred to as combination antirctroviral therapy (cARl). It is also called highly active 

antiretroviraJ therapy (HAARl) (NACP & GHS. 20 16). 

Review of recent evidence by the tt. .. ~hnical working group of the World Health Organization 

maintains the use of combination antiretroviral therapy (cART) comprising of two drugs from the 

nucleoside reverse transcriptase inhibitor group and one drug fro m the non-nucleosidc reverse 

transcriptase inhibitor group as the first line choice of medicines for treatment of HIV infection 

(WHO.2013a). 

The aim of combination ART is to attack the virus at mUltiple stages o f its life cycle so as to 

prevent mutation of the virus and subsequent resistance to the medicines wtli ch CM occur when 

single dose regimen isuscd. Figure 3 shows the life cycle of HI V and the site of action of tile 

varioustypesofantiretroviralmedications. 
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Figure3HIV life cycle and antiretroviral therapy designed to stop HlV at each stage. 

Examples of the nuclcoside reverse transcriptase inhibitors in use in Ghana are Lamivudinc (3TC), 

Zidovudine (AZT/ZDV), Abacavir (ABC) and Emtricitabine (FTC). Tenofovir is a Nucleotide 

reverse transcriptase inhibitor which can be used when AZT or ABC are contraindicated in a 

patient Thenon·nuc!coside reverse transcriptase inhibitor in current use are Efavirenz(EFV)and 

Nevirapine. NVP (NACP & GHS, 2016). 

In the treatment of HIV·type 2, the non·nucleosidereverse transcriptase inhib itors are not used. 

They are replaced by the Protease inhibitors. Examples of protease inhibitors are lopinavir 

(LPV/r). Atazanavir (ATV/r), and Darunavir (DRVlr). All these three are boosted with a low dose 

protease inhibitor known as Ritonavir. The protease inhibitors are also considered as second line 
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options for treatmenl failure of the first line regimens. Integraseslrand Iran sf er inhibitors are group 

ofantiretroviral medicines which have also bcen accepled for use in Ghana as third line regimen 

for managing treatment failure to the first and second line medicines. Examples include 

Dolutcgravir(DTG) and Raltegravir(RAL) (NACP & GHS, 20[6) . Table I summarizes the ART 

guidelines in Ghana 

Table I Antirelroviral therapy in Ghana 

RKommended antiretroviral drugs in Ghana in their pharmarologkal groups 

Nucleoside reverse Non-nucleotide reverse Protease inhibitors Integrasestrand 

transcriptaseinhibitors transcriptaseinhibitors transfer inhibitors 

(NRT~ (NNRT~ (P~ (INSTI) 

Zidovudine(AZTor Nevirapinc(NVP) Ritonavirboosted Dolulegravir 

lOV) Lopinavir(LPV/r) (DTG) 

Lamivudine(lTC) Efavirenz (EFV) Rilonavirboostcd Raltegravir(RAL) 

Atazanavir(ATV/r) 

Abacavir(ABC) Ritonavirboosted 

Darunavir(DRV/r) 

Emtricitabine(FTC) 

Tenorovir (TDF) is the only Nudcotide reverse transcripillse inhibitor(NtRTI) in use in 

Ghana 

Prduredregimen 

Tenofovir+ 

Lamivudine(or 
Emtricitabine) 

Efaviratz 

Ahernativertgimen 

Tenofovir 

Lamivudine(or 
Emtricitabine) 

First Line ART regimen 

Dosage 

Oncedailydosageal NOllobctakenwilhoily 

night meals. Betaken 3 hours 

Tenofovir + 

Lamivudinetaken 
daily after meals 

after meals. 
Caution with Tenofovir 

use in renal dysfunction 

Nevirapineis 

contraindicated in liver 
dysfunction and 

hypersensitivity. Use 

Monitor renal 

function including 

urinalysis 

Stop Nevirapine if 
clienldevelops 

rashes or jaundice 

and call for advice 
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Nevirapinetaken with caution 
or refer for further 

management 
Nevirapine twice daily after 

meals 

Secondaher-native AZTshouldbe 

to betaken twice contraindicated in severe changed toTDF if 

daily after meals anaem ia Hb falls below 
2S%ofbaseline 

Fixed combination Zidovudineis 

Lamivudine(or 
Emtricitabine) 

Nevirapine 

value. 
Also useTDF if 
Hb is less than 

8g1dl 

Second Line ART regimen 

Finlahemaliveregimen 

Lamivudine(or Emtricitabine) + 
Lopinavir/r(orAtazanavirJr) 

Secondaher-nalive regimen 
Tenofovir+ 
Lamivudine (or Emtricitabine) + 
Lopinavir/r(orAtazanavir/r) 

Firstahernlltiver-egimen 

~lutegravir(OrRaltegraVir) 

Secondahernaliveregimen 

Zidovudine isto be used if client used 
Tcnofovir-basedfirsi-lineregimen in the past. 

Also ifLopinavir/rwas used for HIV-2 in the 
pasluseAtazanavir/r 

TenofoviristobeusedifZidovudine-based 
first line regimen used inthepasL 

Consider Abacavir if client has used both 
TenofovirandZidovudine 

Third Line ART regimen 

Dolutegravirand Raltegravircanbetaken with 
or without food 

For patients that have used protease inhibitors 
in the past, Darunavirshould be given twice 
daily. 

Source: NACP. 2016 
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Further infonnation can be found in the NACP's 2016 ART guidelines for further regimen 

combinations in children. adolescents. dual HIV·I and H1V-2 or only HJV-2 infections and in 

patients who ace co-infected with Hepatitis B (NACP & GHS. 2016). 

2.6 Prevention of mother to child transmission of "IV 

The first attempt at recommending treatment for preventing MTCT was by the US Public Health 

Service in December 1985. Subsequently in 1998. and in reoognition of avai lable evidence, the 

Interagency Task Team on the Prevention and Treatment of HIV Infection in Pregnant Women. 

Mothers and Children (IAA n. was established which supported pilot intervention to test PMTCT 

in resource limited settings and subsequent scale up activities through non-governmental 

international collaborations and local commitment efforts (IAAT. 2016). 

Review of clinical sludies in the past two decades reveal some ground-br eaking researches notably 

the ACTG 076.. conducted in 1994 which demonstrated that administration of Zidovudine to 

mother and baby reduced HIVtransmission by 67.5% (Connoret al .. 1994). TheuseofNevirapine 

in a single-dose regimen at the onset of labour was shown in 1999 by the HIVNET-012 study 

conducted in Uganda to also reduce the risk of MTCT. a finding with the potential for 

implementing PMTCT on a wider scale in resource limited settings (Jackson et al., 2003). The 

safety of short course Zidovudine fo r preventing MTCT was investigated in a randomized trial in 

Cote d'ivoire and showed estimated risk in placebo and treatment group of HIV-I transmission at 

24.9% and 15.7% respectively (Wiktoret al .• 1999). Combined use of single-dose Nevirapine and 

standard dose Zidovudineprenatally and during labour and delivery wasdem onstrated to further 

reduce the risk of MTCT to less than 10'% in another study conducted in Thailand (lallemant el 
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aI. , 20(4). More recently in 2008 and WIO. new swdies focusing on more extended use of 

antiretroviral medic:ines in motherandlor infant to cover pregnancy and posmatal period sshowed 

50% decrease in HlV transmission during breastfeeding (Connor et al.. 1994; Kumwenda et al.. 

2008; Shapiro etal .• 2010). 

Globa l response 

Combinalion of the above interVentions 10 expand PMTCT scope and further reduce transm iss ion 

of HlV through pregnancy and postpartum to less than 5% was made possible through the 

leadership of the World Health Organization (WI--K» by publishing periodic PMTCT guidelines 

(AdlerR.etal .• 201J). 

The pioneer guidelines developed by the WHO to prevent mother-to-child transmission of HI V is 

preventive in approach,referred 10 as the Option A guidelines. This approach req uiresprophylactic 

ART for mother during delivery and breast feeding and prophylaxis for baby for 3-6weeks. 

Improvements in data and evidence had informed the scale up of option A to Option B that requires 

immediate comprehensive ART cover for infected pregnant ..... omen until they scize breastfeeding 

and prophylactic ART for baby from birth till six weeks and Co-Trimoxamle till seization of 

breastfeeding. Option 8 recommends lifelong ART for only womc..'1\ w ith significant 

immunosuppression as measured by the CD4+ cell count or WHO clinical staging (WHO. 20l3a). 

The most receO! recommendation is lifelong antiretroviral therapy (ARl) in women enrolled into 

PMTCT regardless of CD4+ cell count or clinical staging in the 2013 guidelines. The new 

guideline., referred 10 as the PMTCT Option B+ (WHO. 2013b) which isa scale up of Options A 

and BismeanllOsimpJifyandharnessthebenefitsdemonstratcd in SC\'eral clinical trials and othcr 

supporting siudics (Adler et al .• 2013). The new approach promised increased chances of survival 
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and reduced risk of mother.to-child transmission of H1Y (MTen at a reduced cost 10 health 

systemS and palienlS (Ishikawa et al .• 2014). II also simplifies PMfCT services by reducing the 

need for assessing eligibility through C[)4+ cell monitoring and switching between different 

regimens thu were associated with the earlier optlons and which pose great challenges to health 

systems of lower and middle income countries. In addition, the scale up requires integrating 

PMTCT services with matemal antenatal care so as to improve access and uptake of these serv ices 

(Adleretal..20I3;WI-IO.2010). 

The Joint United Nations Programme on HIV and AIDS (UNA IDS) has in 2010 developed the 

global plan towards eliminating new HlV infections among ch ildren by 20 15 and keeping their 

mothers alive in 22 priority countries which contribute more than 9()01o to all new infections in 

children worldwide. New infections in children at the time was recorded at 370.000 and an 

estimated 42.000 \0 60.000 pregnant women died because of HI V (UNA IDS. 201 Ia). The larget 

was 10 achieve 90-/0 reduction in vertical transmission of HIV in these low and middle income 

countrit'.>. HowC'Ver. al the end of 2014, 48~. reduction was recorded as against the 90% target 

though dlat was an improvement from the earlier period by some <wo-/o (UNAIDS. 2014a). 

In the midst orlhe challenges. howC'Ver, increased access to comprehensive HI V and pregnancy 

care in resource·limiled countries, though faced with appreciable barrie rs.hasresultcd in marked 

reduction in perinalal transmission of the infection from more than 570,000 in 2003 to about 

110.000 in 2015 within the 21 Global Plan priority countries in sub·$aharan Africa (UNA IDS. 

2014a, 2016b). The new global target is to achieve zero percent transmiss ion rate in keeping with 

the objectives of the Sustainable DevelopmentGoals (SDGs) and the global strategy to elimination 

H1V by 2030 (UNAIDS. 201 Ia, 201 lb. 2016c}. 
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Ghana', efforts to reduce maternal transmission of HIV 

Ghana's fu-st guidelines on PMTCT was published in 2002 with the aim of providing 

comprdtensive healtheare to people living with HIV and AIDS. Among the different populations 

groups viz. heterosexual. homosexual, transgender and others. heterosexual transmission of HIV 

remains the highest mode of infection today. The 2000 sentinel surveillance report estimated the 

rate ofmother-ro-child transmission of H1V to be 15% (MOl-l2002). The same report in 2016 

reports that the 20 14 figure for the same parameter was 15.97 (GAC. 20168). 

Ghana has rolled out the Option B+ PMTCT strategy in July 2015 in order to improve: survival of 

women and reduce perinatal transmission. It is worth noting that incidence of H1V among first 

registrants in antenatal clinics in Ghana was 2.4% in 2016, an increase from 1.6,",0 recorded in the 

previous year. Mother-to-child transmission rate was recorded at 121'10 in 2016 which is still below 

the 5% target envisaged. Retention in PMTCT care poSlpartum has been mentioooo as the main 

factor hampering progress towards me achievement of that goal (NACP & GHS. 2016, 2017). 

Delivering PMTCT in the clinical setting 

Ghana's health system, just like any other is made up of different cadres of professionals who are 

involved in rendering care to patients. In the delivery of PMTCT service, the client is pkhd 

through testing and counselling at the antenatal clinic (ANC) and refefTed to ART clinic for 

continuation of ART care while she still receives antenatal carc at the ANC. laboratory 

invcstigations are done by medicar laboratory scientists who are also respon sib Ie for taking blood 

samples on schedule clinic days. Medicines arc dispensed by phannacists or other trained 

pharmacy staff. 

TheaboveprO(eSS is simplified in many cases in order to improve upon servicedelivery and reduce 
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faligue ofpatienlS in moving from one unit to another. There are recommendations to integrate 

PMTCi services within maternal and dlild healthcare services. A systematic review to assess 

retcntion in lheseintegrated services in resource constrained regions showed low retention rates 

(Adler.etal.,2013;Tudoretal .. 201J). 

2,7 Retention in HI Vcare 

Retcnlion in care (RIC) is required to achieve successfu!suppression 0 f l-IIV, provided adherence 

to ART is improved. The benefits arc im:reased survival and improved quality of life. Retention is 

very crucial in PMTCT. Whilst about 70010 compliance to treatment is required in general ART to 

achieve sufficient viral suppression, approximately 900/. retention isreq uiredatcachstepofthe 

PMTCT cascade to effectively reduce transmission of HIV to exposed babies (Ambia & Mandala, 

2016). A systemalic review of 44 studies in SSA ho ..... ever. n.:vealed that of 94% pregnant women 

tested for HlV. 70% of HI V-positive mothers initiated ART, 64% of HIV·c)(posed babies were 

tested for HIV alsix weeks and only 55.0010 oflhis number had their final diagnoses communicated 

10 thcir mothers or care givcrs at IS months (Wettstein eta 1.,2(12). 

Retention in care is critical for the success of organized medical care and has been USL>J in 

implemc:ntatton research and programme surveillance (Assefa et aI., 2012). The concept had been 

cxplorcdbydifTerentauthorsusingdifferentapproaches. Assefa et al .. (2012), defined Retention 

operationally as 'palienlS who are not registered as dead or lost to follow-up (LTFlJ) for any 

rcason' . Theyauthored a paper that soug,hl todevelopsimplilied tOQ s fo r measuring retention in 

care. Their deflOition described the number of patienlS who are alive and on treatment. The (em 

retention in care can be used in any organillXl system where patients must be followed up for 

continuity of care (Assefaet at., 2(12). 
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Lost to follow-up (LTFlI) is defined as ' patients who miss sched uled visits to the clinic within 

three months aficr the last visif(Assefaet al., 2012). Retention in care can be divided into subsets 

in order- to bring some clarity and ans .... er the concerns of the INSPIR E team who conducted a 

srudyon behalf of the WHO and ooncludod that there is difficulty in standardizi ngthedefinition 

of RIC (Rollinset al., 2014). 'Currentrelention' describes retention rate during a specific period 

among clients who were on treatment sometime durin g the period . 'Cohort retention' is the 

retention determined at the end of a specific period among a cohort of patients ever started on 

l1eatmentand fo11o .... oo longitudinally OVCftime {Assefa et al., 2012) . 'Cumulat;\oeretention ' and 

'Probabi/iIyO!Ulention'werealsouscdintheslUdyabovctomean,respcctively, thetotaloohort 

Idention by the cnd of the follow-up period among patients ever started on ART and the 

probability that a patient would be retained in care after a certain time period on treatment (Asscfa 

C1al.,2012). 

Some of the concerns raised by the INSPIRE team is that, definition of retention in PMTCT is 

particularly challenging due 10 the factthatrctention as aconcepthas,e mbedded in it, the idea of 

continuity and access 10 services when needed. There IS the assumption that pat ients who are 

retained in care are compliant and that they receive the carc at all stages ofthcrapy. They also 

identified that some studies that measures retention define full retent ion in care as the attendance 

to clinic ofmolhcr-baby pairs at 12 months postpartum and ignores what happens in-between 

(Rollins et aI. , 20 14). A longitudinal cluster randomized trial study in SSA employed a five-step. 

facility-level systems analysis and improvement intervention (SAIA) that addressed the above 

challengcs(Sh(''lTetal.,2014). 

University of Ghana, http://ugspace.ug.edu.gh



2.8 Reteution in care mea5urement and toos 

Measuring retention in care is critical to evaluate programme emciency. A very important issue: 

of implementation research is that the outcome should be rdevant to programme managers and 

care givers. However, the measurement tools cUlTently employed in calculating retention such as 

the Kaplan Meier (the most common) requires advanced software: and statistical skills to do the: 

survival analysis and calculate the hazard ratios. The methodology is relatively complex for 

facility-based care givers (Assefa et al.. 2012). In addition, an analysis of six diffc:rcnt tools for 

measuring RIC reveals that there is little hannony berween them (Mugavero et al., 2013). The 

differcncein retention rates calculated by the above tools isdueto thedifTert: Tlceinthedefinition 

of retention adopted by the 3llthors. 

A simplified tool formeasuringculTentretenlion and cohortrelenlion have been assessed bya 

groupofrescarchersfTom Addis Ababa and Belgium. Theauthors,inabidloaddresstheabove 

challenges. create subsets of ret en lion and calculated retention rates along the cascade of care 

(Assefaetal.,2012). 

Another tool that addressed the challenges with measuring retention in care is the PMTCT cascade 

analysis 1001 (PeA n described under seclion 3.11.3. It was developed, tried and adapted for use 

inresource-limiledscttings(Gloydelal..2014;ShelTclal.,20 14;Gimbclctal.,2014).lnhcrcnl 

in this PCAT is the ability 10 inform facility care givers and programme managers. Ihe areas that 

interventions should be concentrated in order to achieve maximum outcome (Gimbel et al .• 20 14). 

The 1001 is also able to calculate retenlion at stages of the programme deemed to be most crucial 

for successful clinical outcomes of exposed babies. 
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2.9 RetenlioDlncareinsub-SaharanAfric:a 

A systematic review of34 peeNeviewed sbJdies was aimed at identifying interventions to improve 

PMTCT service delivery and promote retention in Africa. Twenty-one of these sbJdies aimed to 

improve ART initiation after HTS. eight was aimed at improving retention in the programme. 

nineteen to improve uptake of early infant diagnoses (EJD) and lWo.toimproveearl yinitiationof 

infant ART. The sbJdies reviewed were conducted in South Africa. Kenya, Mozambique. Malawi. 

Democratic Republic of Congo. Swaziland, Tanzania. Rwanda and Ethiop ia. One study from the 

USA was also included. The review investigated interventions such as male parmer involvement 

peer mentoring. conditional cash transfer. community health workers., training of midwives, 

integration ofPMTCT in routine maternal and chi ld healthcare. mobile phone-based interven tions 

and enhancedrefClTal.ltwasconciuded that mobile phone reminders increase uptake of early 

infanldiagnoses(EID) ofH1V, male partner involvements result in reduced infant infectio n, while 

the effects of other inlervenlionson improving effectivenessofPMTCT were not clear. Thereview 

recommended further srudies and stronger evidence on long term effects of interventions 10 

improve retention throughout the PMrCT steps (Ambia & Mandala. 20 16). 

The subject of RIC in sub-Saharan Africa has been exp lored to some extent in General ART care 

butlinle is done in PMTCT care especially in West Africa. 

Another study in Kenya aimed at exploring factors enhancing utilization of and adherence to 

PMTCT services identified disclosure, male partner involvement and stigma as the major 

hindrances to uptake of and retention in care. The mixed melhod srudy revealed that access to 

quality care within afunclion inghealth system, coupled with health education alone does not 

improve the effectiveness of PMTCT; but rather harnessing the positive effects of these faci lity 

2S 
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andprovider-relatcd factors in the context o f the patienl and her immediate social environment 

(Murilili e1 al.. 201 S). This study improved the outcomes of a Nigerian study lhat sought to suggest 

that knowledge of PMTCT, community sensitization . availability and Ilccess to services are 

required for uplalc.e of these services (Arulogun. Adewole. Olayinka-Al1i, &. Adesina. 2001) 

A retrospective cohort study involving 346 pregnant and breastfeeding mothers conducted in 

Ethiopia found a cumulative proportion ofLTFU at 6. 12 and 24 months as 11.9%. 15.7010 and 

22.6% resptctive1y. The rate was higher among younger women , Ihose missing baseline CD4 test 

and those initiating ART on the day of diagnosis as well at women attending large hospitals as 

compared to those attending clinics located within the communities (Mitiku ct al .• 2016). 

2.10 Experitnu'sofwomen in PMTCTand programmechaUenges. 

Though progress has been made in providing access to care and treatment of pregnant women 

infected with HIV. uptakercmains low. 

The health seeking behaviour of women in PMTCT is e)(plained in an Information-Motivation-

Behavioural (1MB) skills model by Smith et al (20 12). The authors postulated that patients in 

chronic medical care requiring continuous follow-up clinical visit s mu stbccquippedwiththeright 

information. they must be well mOlivatcdand also possess the desired behaviouralskillsmorder 

to remain in care (Smith. Fisher. Cunningham & Amico, 2012). This brings to the fore the 

interplay betwcen patient and faciliry levcl factors tailored towards equipping the client with the 

rightinfonnation that will produce the needed motivation to acquirercquired skills n eeded in self­

management of chronic medical issues. 
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Figure 4 Information-Motivation-BehavWlural skills model of retention in HIV care 

(Adapted from Smithet al. 2012) 

Asystematic review and meta-analysis of 51 studies out of 12 original articles involving 20.153 

HIY-infected pregnant women conducted to investigatc ART adherence during and after 

pregnancy in low. middle and high income countries found out that only about 73.5% of pregnant 

women achieve optimal ART adherence. Pooled proportion of adequate adherence was higher 

during pregnancy than after. Barriers reported for nonadherence include physical,economic and 

emotional stress., postpartum depression. alcohol and drug use and ART pill burden. Reviewers 

recommend further research to investigate geographically-specific barriers and interventions to 

address them as an urgent need (Nachegaetal., 2012). 

The Ghana AIDS Commission has also admittcd that lack of logistics was responsible for low 

programme coverage in 2014 as compared to previous years (Ghana AIDS Commission, 2014). 

Logistics constraints include unavailability of testing kits. reagents. PCR inputs, among others. 

Supply chain challenges have also been identified. Other health systems factors identified ina 

study conducted in Kumasi in Ghana are inadequate counselling. perceptions of privacy and 

confidentiality. waiting time, poor relationship with healthcare stafTand fear of being positive 

lKv.apong. Boateng. Agyei-BafTour. & Addy. 2014). 
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A study in South Africa explored the feasibility of mobile health services and community directly 

observed therapies (DOT) as intervention to improve adherence to ART. The study found out that 

majority of women would want to be contacted on schedule reminders., motivational and 

medication updates. A greater percentage also can identify 8 person to be nominated as a 

community DOT supporter. However. concerns regarding supporter lime availability and risk of 

unintendedstatusdisclosures.coupledwithsecurityortcxtmessages",ereexpressed(Nachegact 

al .. 2016). 

Barriers to uptake ofPMTCT in a Nigerian study identified. 'forgetfulness' and 'falling asleep' as 

the reason for poor adherence to ART. 'Financial constraints' hampered attendance to clinic and 

'delivering at home' was the reason for not initiating infant prophylactic Nevirapine (NVP) or 

Zidovudine (AZT). Lack of male partner support, preference for traditional binh anendants, 

unawareness of status., stigma and discrimination have also been identified as barriers to service 

uptake (Anfgilaje et aI., 2016). A study done in Kenya, Lusaka and Zambia a lso found women 

expressing similar concerns as barriers to compliance to PMTCT (Murithi et ai, 2015; Auvinen. 

Kylmll.. Vlilimliki. 8weupe & Suominem. 2013). Supportive counselling. striving for motherhood. 

assurance of confidentiality, affirmation and admiration were identified as factors facilitating 

uplakeofcare(Murithietal.,2015). Women are also unable to insist on safer sex practices though 

they are aware of the negative consequences as reported in a study done in BotwanaandZambia 

(Gupta. lCR W & USA, 2000). 

2.11 Summary and Condusion 

There is increasing interest in the subject of retention in HIV care and recently in PMTCT by 

programme managers and development partners in all 21 priority countries in Africa. There is 
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general recognition of the vulnerabilities of women and children because their fundamental human 

rights arc widely abused in resource· limited regions; a clear violation of the UN Declaration of on 

Fundamental Human Rights (UN General Assembly 1948). Assess to PMTCT services is therefore 

a fundamental right of women and their unborn children. No child, with no fault ofhislhcrs should 

be infttled with HIV and concerted efforts must be expended towards virtual elimination of 

MTCT. 

The complexities of steps required to be complied with in PMTCT coupled with lifelong drug 

therapy in a seemingly heahhy young person are recognized challenges in this ease. Of all SSA 

studies discussed, little was seen in West Africa. There is also few qualitative studies capturing 

the experiences of these women enrolled into the programme along the steps. Factors that affect 

rdentionneed to beexplorcd,especially in West Africa so as 10 infonnpolicydecisions and 

improve servke delivery. Ghana begun enrolling the Option B+ polkyinJuly2015bu\contmues 

10 record high rates of perinatal HIV transmission. The 2016 sent mel survey reported high HIV 

prevalence in the Voha Region or Ghana and reduced success in PMTCT intervention. There is 

however, limited understanding of the reasons associated with these fmdings (NACP, GHS & 

MOH,2016). 

This work aimed at using user·fricndly and less complex methodologies to display the flow of 

women along the PMTCT cascade as well as explore the reasons for attrition among women 

enrolled. This will serve as a proxy in understanding the high rates or mother-to-child HIV 

transmission. 
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CHAPTER THREE 

This chapltl" presents the approaches adoptoo todctennine the IeveJofretention at the study site 

and also to explore factors that are likely 10 affect retention rates. Retrospective analysis of 

5tcondarydata was done to ca1culate retention whiJe qualitative data collected using in·deplh 

interviews was analysed using manual codeextraclionand interpretation. This chapter also oovers 

adescriplionofstudydesign.loealion. inelusion and exclusion criteria employed in recruiting 

study population. sample size dctennination. samp ling approach, ethical issues, data collection 

methods and tools.. How data was analysed has also been presented in this chapter 

3.2Studydl'Sign 

Thestudywasadescriptivecross·sectionalandexplorativestudyincorporatingbolhquantitative 

and qualitative swdydesigns. The design generally emplo)ed descriplive analysisofretrospeclive 

data and quaJitative methodologies. 

3.3 Study locat ion 

The Ho Municipality is located in the Volta Region of Ghana (refer to map in Figure S). According 

to the 2010 Population and HousingCenws, the municipality made up abouI8.4%oflhe nation's 

population with a sex ratio of 89.7. The General fertility rate of the municip alityis14.4binhsper 

100 women aged IS to 49 years (Ghana Statistical Servi«. 2014). The 2014 status repon of the 

Ghana AIDS Commission put the number of pregnant women screened for HIV in the region at 

47.901 with 3% rate of in feCI ion among those tested. The nurnber of babies screencd after PMTCT 
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stood at 110 as at 2014 with 3% failure rate (Ghana AIDS Commission. 2014). The municipality 

has a high urban population of 62% served with one regional hospita~ one district hospita~ few 

privately owned clinics and a number of health centres and CHPS wnes/compounds. 

Source:ghanadistricts.com 
Figure S Map showing Ho Municipality within the Volta Region of Ghana 

The Ho Municipal Hospital is a 140 in-patient bed capacity primary healthcare Ghana Health 

Service facility within a catchment with population of 1147 and 4% pregnancy rate. The IOtal 

antenatal attendance registered for the period understudy is3,IOI.Ou I of this number. the hospital 

detected a totalof34 HIV positive cases. However, the hospital also serves as a PMTCT referral 

centre for a number of maternal and child health c linics within the municipality. The Antiretroviral 

Treatment Clinic of the hospital registered 69 pregnant women in PMTCT care between January 

2014 and January 2016 (Ho Municipal Health Directorate, 2017; Ho Municipal Hospsital. 2017). 

3.4StudypopulatioD 

The primary study population was pregnant women reporting for ANC and who were offered HIV 

tescing and counselling services (HTS) between January 2014 and December20lS. 
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A second study population was PMTCT providers at the facility. These are the professKmals 

actively involved in offering ANC. HTS. ART. prophylaxis and other maternity services specially 

tailored towards reducing transmission of HI V from pregnant women to their babies. The providers 

were selected to give detail information on their experience with the programme and also to 

triangulate information received from mothers enrolled in care and who have consented and gone 

through the qualitative interview. Enrolment of PMTCT staff was done by convenience and 

availability. They were required 10 provide in-depth knowledge about PMTCT successes. 

challenges and limitalionsthat are peculiar 10 ihestudy IoC8tion 

I. All pregnant women who initiated antenatal care visit at the study location prior to 

diagnosis are eligible. 

2. All newly diagnosed of HI V-positive pregnant women from January 1" 20 14 to December 

31 11 2015. 

3. All HIV-positive pregnant women who are successfully undergone PMTCT within the 

period 

4. Study participants for qualitative data must be reachable by phone 0 Thome visit 

5. Healthcare providers to be enrolled in qualitative study must betraine dandknowledgeable 

in PMTCT and must be providing service at the study location before January 1. 2014. 

Exclusion criteria 

I . HIV-ncgativepregnantwomen 

2 Women enrolled in PMTCT before ltl January 2014 and after 31 st December 2015 

3. Heatthcare providers rendering PMTCT after 1"' January 201 4 

4. Heatthcare providers not invo lved in ART 
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3.5Sludynriabla 

The following variables have been shown in available literature to be associated with the research 

objectives. They wereexplon:d 10 fDld out how far each of them relate to the situation at the stud y 

location. Refer to the table below: 

Table 2: Table of variables and measurement 

Ageof~givcr 

Sex of care giver 

Typcofcounsellor 

Number of years in PMTCT 
Service 

Counselling 

Privacy 

Technic.llexpenize 

l ogistics availability 

Cascade Oow nexibility 

After-clinic support 

Acceptance 

age at last birthday 

Male. female 

Peer counsellor. nurse. doctor. phannacist, other 

More: than 5}ears. 2-5 years. below 2 years 

lnfonned. notinfonned. motivated. not motivated 

High level Moderate level. low level no privacy 

Traincd.nottrained.expcrienced 

Excellent (>90%) Very good (70-90%). Good (40·60%). poor 
availability «40%) 

Simple. adaptable. compk:x.,rig;d 

Phone call. SMS. home visit. (very often. not often, not at alii 

Excellent, Very good. good. poor, very poor 

Accepted,notacccpted. rejccted. insu lted 

Assured,notassored,encouraged.discouraged. motivated . IlOt 
motivated 
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Agcofpaticnt 

Marital status 

Occupation 

WHO clinical stage before 
ART 

ARTellpCrience 

PMTCTliteracy 

ARTregim~n 

Modeofd~livery 

Tim~ofinflll1tprophylaxjs 

Inf811lfeedingchoicc 

HIVstatusdisclosun: 

Male partner support 

Family support 

Culture and religion 

Stigma 

Discrimination 

PMTCf Supporter rclalions 

Agcallastbirthday 

Married. not married. widowed, not widowed. cohabiting, other 

Tertiary, senior high. junior high. primary. no education 

Teacher. nurse. banker. trad~r. fann~r. Olh~r 

Stag~ I, Stag~ II. stage III, SIage IV 

Before pregnancy, aft~rpregn811cy 

Always take my medicine (misses 5" 2 doses per month), forget to 

takemedicinesmoSlofthetime(>1daysinamonth),forge1to 

take medicin~s a few times (3-7days in a month) 

Verygood,good,poor 

TDF/lTC/EFV. TDF/HC/NVP, AZT/3TCIEFV, AZT/3TCINVP, 
o\h" 

Clinic with PMTCT support. clinic without PMTCT support., 
hom~. SVD. CIS. by doctor. midwife. stud~nt, TBA. other. 

Immediately after birth. >1-2 w«ks after delivery, >2 weeks 

Exc lusivebrcastfcedingfor6months.breastfedfor6-1 year. no 
breastfeeding(specifyfeedingoption). 

Disclosed (Husband. mother. sibling, friend) no disclosure. 

~,:~support, little support, not support. not infonned, left due to 

Good. linle. rejected, not aware of my status, 

Against PMTCT. support PMTCT. no effect 

Ashamed,nolashamed.mOlivated.dejecled 

High discrimination. less discrimination. no discrimination, noooe 
knowsaboulmy stalus 

Available, notavailabl~, helpfu~ nOI helpful 

University of Ghana, http://ugspace.ug.edu.gh



3.6 Sample size delerminalion 

3.6.1 Quanlilative sample size 

Sample size fonnula for delennination of proportion. (for example. proportion of retention) in 

given (based on Leslie Kish fonnula. 1965) by: 

N = ..u.u..:ru, where: 
d' 

N = sample size 

z=zvaluefor9S%conftdenceinterval=l.96 

p = estimated proportion = prevalence of pregnant women with HIV at first ANC = 2.4% (NACP. 

2016) 

d = maximum error allowed = 5% = 0.05 

Therefore. 

N = (1.96,,*<0.024)*(1-0.024) = 36 
(0.05)' 

Meaning that a minimum of 36 HIV positive pre&'llant women taken from the population of all 

HIV positive pregnant women at any of the PMTCT sites countrywide will be enough to describe 

proportion of retention. This is because a national average of2.4% was used. This figure is higher 

than a proportion of I.O%calculated from the study area. The sample size calcu lat ion has therefore 

been stretched beyond the limits imposed by the srudy location. 

Total number of women registered in PMTCT care within the study period = 69 

Total number of women sampled for retention calculation = 69 

Total sampling approach was however adopted in reviewing background data found to be comp lete 
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and relevanl (or answering the research queslions. This was done because Ihe study populalion is 

a specialized group of pregnant women who were enrolled intO a specialized programme for the 

period understudy. Majority of studies revie .... 'Cd used similar approach. The quantitative data 

analysed in this srudy did not require response from patients. bul rather a retrospective records 

review. The complete data available was therefore conveniently assembled for analysis. 

3.6.2 QuaJit3tivesampicsize 

The total sample of patients satisfying the inclusion crileria was sampled for in-depth interviews. 

Women enrolled in PMTCT from January 2014 to December 20 16 were offered the opportunity 

10 enrol. Qualitative data was collected from participants until saturation point was reached. A total 

ofI2respondentstookpartinin-depthinlerviews. 

The total number of caregivers available at the facility were recruite dand asked to partake in the 

study. EfTortwasmadeloinciudeallthediverseprofessionalgroupsinvolvedwith rendering one 

service or the other in the discussions. Seven heallhcare providers including one each from 

antenatal clinic. labour ward, laboratory, two from ART and Pharmacy were selected for 

qualitative data collection. 

3.1Samplingmethod/approach 

Quantitative sampling approach: 

A non-probability(convenience) sampling method was used for the col lection of samp le data. Data 

of clients who salisfythe inclusion criteria were retrieved. 

A report of clients who were newly registered in PMTCT from I 'I January 2014 10 3 1'" December 

2015 clients was requested from the ART data manager. The date of initiating antiretroviral 

therapy for each patient was also retrieved from the ART database. The pregnancy status of each 

University of Ghana, http://ugspace.ug.edu.gh



patient prior to initialing PMTCT was conftrmed and the list updated in order to select only clients 

who satisfy the indusion criteria. 

Qualitative sampling approach: 

A convenience purposive sampling approach was adopted to select respondents for in-depth 

Qualitative sample was selected after review of background data. During the review. 

characteristics of patients that depict good understanding of the programme was taken note of. 

Example of these desirable characteristics are clients who have never missed a scheduled visit, 

those who have successfully completed PMTCT in the past and those whose clinical records 

showed improved outcome after ART. Patients whose background data suggested that they had 

challenges with the programme were also identified. Some of the characteristics that depict 

challengoopatientsarethosewhodefauttmultipletimesduringtheperiod,those whose clinical 

symptoms suggested advanced disease, those with high viral load or low CD4 ce ll count. divorced 

women, those who were living in discordant relationships, patients with incomplete background 

data and any patient who have gone through the programme but the baby tested positive. A list of 

40 patients were compiled by use ofidentity numbers previously generated from the ART database 

and are unique for each patien!. This list was given to the data manager to identify them and make 

phone calls to schedule date for administering informed consent and in-depth interview of 

consented participants. A total of21 meetings were schedu led. 

The above approach was adopted in order to e"Plore balanced view of diverse patient groups. 

Healthcare providers directly involved in rendering PMTCT services were conveniently sampled. 

Where the head ofdepanment is not directly involved. the designated staff was asked 10 enrol. 
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Figure 6 shows the sampling approKh adopted in recrui1ins pal:ients whose data were to be 

reviewed as well as decide on who to ~cruit for in-depth interviews: 

ART database 

ARTdatamanagcrretrielleS Report~for~ 1 
reportofpatientsregistet'e::l uslnglnduSionand~luSlOn 

inPMTCTfor20Hand2015 i criteria .. I 
6~paticnts ~ ~ __ ~ ._ ~ 

F igure 6 Schematic diagr~ of sampling spproK h Source: Dtv.:loped by Author. 2017 

3.1 DatarollcctioD metbod/approach 

QuaDtitllltive data collection method 

A request for monthly antenatal returns was made to the nurse in charge of the ANC unit. The total 

number of pregnant women reporting for ANC between January 2014 and December 20 I S was 

rdr1evcd from the ANC records. The number of pregnant women offered HIV testing and 

COllft9I:tlinl services (HTS) as well as number testing positive for HIV was also captured. 

The total number of pregnant women referred to ART and reaistercd in PMTC was later p kked 
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from the ART clinic. Researcher introduced himself to unit heads and schedule meeting days that 

were convenient for them in order to access the required information. Reports given were reviewed 

and information needed retrieved and captured using a Microsoft*Excel computer application 

The excel sheet is password proteeted. Copies of month ly returns and patient information were nol 

made. A request for catchment data was sent to the Ho Municipal Health Directorate and data on 

catchment population and pregnancy me were retrieved. Municipal ART Coordinator was also 

contacted and further clarifICation on available data assessed wassoughl fTom him 

Review of demographic and other clinical characteristics was also done using a data extraction 

lOCI to capture retrospective PMTCT records of all 69 palients. Data manager provided access to 

the PMTCT folders from which required data was gathered. Variable s retrieved from folders 

include age, marital status. religion, occupation, Ievelofeduc3tion, dependan tslessthan 18 years. 

age of pregnancy at registration, WHO clinical stage of patient, ART regimen used , expected date 

of delivery and follow-up dates. The last visit date of client was also recorded. Whether or not 

patient is alive, transferred out. loss to follow-up or defaulted was also cap lured with the help of 

data manager 

Labour and delivery records were retrie ved from the labour with the help of the midwife in charge. 

Delivery record book for the period under review was provided. Clients on PMTCT who delivered 

at the facility \I.'Cre marked with a symbol making it easy for investigator to identify and cross­

chcckwith the list from ART . Atlhis poinl names of clients were used to pick data and recorded 

against their codesbUI the names were not captured on data extraction too I. Date of labour. age of 

prrgnancyatthelimeofdelivery.modeofdeliveryandbaby·sbirthweightwererecorded 

Records capturing the provision of prophylactic Zidoyudine or Nevirapine for babies were 
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retrieved from the phannacy department. Babies were bearing their mother's names at the lime, 

making it possible for cross-checking against each palientand recording it as such 

Dried blood spot for early infant diagnosis, test results and DNA pe R test after 18 months was 

retrieved from the records at the ART. At the ART both mother and baby's names were wrinen 

against the test results. 

Qualitath'edalac:oUcctionmcthod 

Meeting time and place was agreed between researcher and panicipanlS. This was done with 

suppon from facility caregiver. Though arrangements werc made to use a sister facility as the 

prcferrcd pJace for in-depth interview fo r patients, only two consented to the use of that facility . 

Ten of the patients preferred lobe interviewed at the study site. In fonned consent was rcad and 

interpreted to clients. Oral consent was given and recorded before interv iewsbegan. No participant 

of"fered 10 be interviewed at home. One respondent consented with the conditio nthal less lhan 30 

minutes be spent in interactions. Two recruits declined to panicipate. A total of 12 interviews were 

conducted out ofa total of40 eligible cl ients. Face-to-face interviews were conducted for each 

panic:ipant which lasted on average for about 35 minutes (minimum 20 minutes; maximum 56 

minutes). The interviewer was seated while the patient was made to seat across and facing him 

with a table in-between . Par1icipants were allowed to adjust their sealing posture 10 ensure 

maximumcomfon. 

All healthcare providers responsib le for PMTCT were ofTered the chance to partake in the study 

One midwife working at the ANC. midwife in charge of labour ward. facility ART coordinator, 

one laboratory technician and member of the ART team, ART pharmacist. Phannacy stafTinvolved 

in PMTCT and ART data manager consented and enrolled into the study. 
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Datacollectiontet:hnique 

Quantitative data was picked from secondary record. Variables such as patients' HIV status. 

marital status. age, clinic attendance, ART regimen, labour and breastfeeding information as well 

as babies test outcomes were collected using a data extraC1ion tool described in section 3.9.1,1. 

Qualitatively. data was collected by face-to-face in-depth interviews in a hospital setting. There 

was a tape-recording of all discussions with patients consent. Interviewer guides were used to 

guide discussions. Some short notes were also taken during the interviews in order to track 

imponant themes emerging. Basic information such as age. occupation, place of residence. 

husbands HIV status and disclosure information was received from client. 

Frontline care givers. who were recruited into the study were made to seat with principal 

investigator fora face-to-face in-depth interviews. Tape recording and note taking was done as 

well. Interviewer guide used ensured that all relevant questions were asked and is sues addressed. 

Interviewwilh patients: 

The Volta Regional Hospital ART clinic was considered to be used for in-depth interview with 

patients. Permission was sought from facility authorities. The distance from the two hospitals is 

about 2.6km (eight minutes' drive; 31 minutes' walk). However. on ly two participants considered 

this arrangement convenient for them. An alternative arrangement was made and an offICe at the 

phannacy department was used to interview three respondents. A separate office meant for use by 

the dietician was also prepared and used for the remaining seven interviews based on the 

preference of the participanls. 

During the interviews investigator periodically repeats what respondent h ad already mentioned in 

order to receive confirmation of emerging themes. 
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Int~r.·iew with b~aUbcare provider 

Care givers ""ere interviewed 81 the Ho Municipal Hospital. Date and time of interview was agreed 

with participants in order not to interferesignificanlly wilh their work schedule but also taking into 

consideration thedatacollcclion time plan. Participants were allowed to interrupt the interviews 

and attend to pressing work demands. Under this circumstance, the recording was paused and 

Infonnation required for analysis was collected using tools described below: 

Qua ntitative data collettion tool, 

The data extraction tool is a modified fill-in fonn that was designed with predctennined fJelds to 

be completed with the help of ART data managers and staff at ANC clinic. Care was taken to 

include as many variables as can be possibly extracted from existingda ta.Thedataextractiontoo l 

is attached to this document in appendix I. This tool was pre-tested at the Sogakofe District 

Hospital and modifJed based on recommendations from ART data managers. 

3.9.1.2 PMTCT·CAT 

The PMTCT cascade analysis tool (peAT) is a Microsoft Excel-based service monitoring tool 

designed by Sherr et o/and lesled in a system analysis and improvement (SAJA) trial (a cluster 

randomized trial) to optimize PMTCT. The study was carried out in three SSA countries using 

national representative samples. The fIDdings. improvements and adaptations for use in SSA 

se«ings was published in Implementation Science. The tool was further ksted by Gimbel et al in 

five c1intcs in MOUlmbique and discussed further with 21 local frontline managers. The final 
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version of the PCAT is simpler than the previous one and can be: used by frontline healthcare 

providers to assess and improve on service delivery (Sherr et al.. 2014). 

PCAT requires data mat is already available from routine service delivery to calculate the number 

as well as me proportion of women and children flowing through specified steps of the PMTCT 

cascade. It begins from the first ANC visit through HTS to ART. follow up CD4 cell count. Viral 

load determination. ART prophylaxis for baby and subsequent PCR testing and enrolment into 

regular ART of eligible children. The tool is able to provide infonnation on the percentage 

retentionandproportionofdropofTsaiongthePMTCTcascade. It also has. inherent in it, a design 

that indicates which step. if improved will resuh in the highest efficiency gains (Gimbe l et aI., 

2014). AcopyofPCAT is presented in appendix 2. 

3.9.2 Qualitative data collection tools 

The following tools were used to colle<:t qualitative data: 

3.9.2.tNotebikillg 

Written note was taken by researcher using notebooks., notepads. high lighters. pencil s,ru1ersand 

pens. Transcription of information recorded was done verbatim using same lools but different 

notebook. The two notes were compared, coded. categories created and themes extracted. The note 

taking Ytas necessary and complementary to the audio recording. 

3.9.2.2Audioret::ording 

A digital audio recording device was used in collecting digital data. Prior consent was sought from 

study participants. Both interviews with care givers and patients were recorded. Recording was 

nceded toe&plllte the details of information gathered during the interviews. Audio recording w as 

done together with note taking, though limited notes were taken due to the face-Io-face nature of 
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the interactions. Recording was copied and password-scripted on a CD rom and deleted from 

digital recorder. CD Rom was locked away in locker and kept safe ly in a secured place. This will 

be discarded after study fmdingsare published or after twO years ifunablet o publish. 

3.9,1.3 Interviewer guides: 

The interview guides are set of tools that were used in the co llection of qualitative data. It was 

used asa guide to help keep track of issucs to be discussed with patients andserviceprovidcrs 

For the purposc of clarity and to reduce confu sion, two sets of interviewer g uides wercadaptcd fo r 

useforeachcategoryofparticipantsmentionedabove.A purposivesamplingtechn ique was used 

10 select individuals who were in a good pos ition to give accurate infonnationaboutthetopic. 

Copies of the interviewer guide arc attachcd to this document inappendi x3.4and5. 

3,10 QuaJitycontrol 

Data extraction too l was pretested at the Sogakofe District Hospital after a consent was sought 

from facility managers as well as National AIDS Control Programme. Consent from antenatal and 

ART managers was also sought. The data extraction tool was used to collect available data on 

patients at the primary study location for analysis. 

Inordertoimprovethequalityofdatacollected,differentapproaches(described below) have been 

adopted and fuscd within each stage of the design : Similar informationava ilable at various units 

were assessed at all those units. For example, delivery information was picked from both patient' s 

folders as well asdclivery books available at the labour ward. Antenatal clinic attendance was 

computed from monthly report and triangulated with annual reports and also with information 

available at the health infonnation deparunentoflhe hospital 
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TranstaJ:ion was made for some participants who could not speak English. Local language used 

was Eve. The local language recordings were transcribed verbatim and traIlslated at the departm ent 

of languages. University of Ghana School of Languages. Back·translation was done by an 

independent person to ensure that infonnation gathered was accurate. Where disagreements exists, 

both parties discussed and came to a conclusion . 

3.11 Analyslsofdata 

3.11.1 Quanlitative analysls of secondary data 

Data from retrospective record review are presented in the results section of this report in 

frequency tables and graphs with the help ofMicrosoft~ Excel and Siaia 14. Inronnation on patient 

flow through the service cascade was entered into the peAT (described in section 3.9.1.2) for 

calculationorretention!evelandproportionofdropoffsacross thecascade. 

3.11.2 Qualitative data analysls of primary data 

Qualitative data collected was transcribed verbatim from audio recording into a notebook. 

Interviews conducted in the local language were translated into English. Local language 

expressions that qualify to be used for theme extraction were discussed with a third party for 

uniformityandpreservationofrespondentinfonnation.Patients'responses were coded PI toP12, 

such thai PI implies patient respondent one. This applied to all twelve respondents. Health 

provider responses were coded in like manner (HP I to HP 7). 

The fmal data was coded and grouped into themes using similarities and differences in identified 

barriers and enablers from both patient and care-giver point of view. 

Final interpretationorinfonnation gathered was done manually by researcher and present edinthe 

analysis section. 
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Ethical clearance was sought from the Ghana Health Service Ethics Review Comminee. Data 

sharing agreement was signed between student and the National AIDS/STI Control programme 

(NACP) and permission to use ART database was received from same authority 

Permission to conduct the study was sought ITom hospital authorities before commencement of 

the study. 

Department-specific requests \.n~rc made and the relevant forms filled where deemed necessary. 

For example. beforc assess was granted to use patients folders, adatareq uest form was fi lled and 

signed by hospital administrator. This also made it possible for the investigator to receive 

information from the DHIMS-20n hospital background infonnation and other relevant details 

from the Health Information department of the hospital. 

All participants (both patients and providers) who participated in this study gave both oral and 

written consent. Facility managers provided written consent on their own behalf and also a fonnal 

pennissionto use data of their clients. Complete infonnation on the study was provided. Patients 

who cannot read or understand English language had it read and exp lained to them in the loca l 

languagesofthelrchoice.Eve was the only local language used during the study. Participants 

were informed thallhe conversation will be tape-recorded. One partic ipant who gave limited lime 

for discussions was not denied the compensation allocated. Consent fonns can be found at 

Appendices 6. 7and8 
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3.12.2 Compensarion 

Compensation was provided in the fonn transportation from place of residence to the discussion 

site. An amount of GH 20 (equivalent of about 5 USD) was given to each patient' respondent. 

Healthcare providers were given recharge caros as compensation for their time. Rejection of 

interview site and alternative site recommended by the participants was considered and agreed on 

by both parties. Healthcare givers at the ART were involved in arranging an alternative site for the 

study. 

3.12.3Confidentiality,privacyandanonymity 

Participants were assured of confidentiality of a ll information gathered. Data retrieved from ART 

database did not contain patient name but coded by use of alphanumeric characters. Other tools 

used to gather information where patients names appear were packaged and kept at the ART clin ic. 

There was agreement between the principal investigator and caregivers for infonnation to be kept 

intact until that time that the researcher is done with final presentation of report and successful 

publication in scientific journal. Where in vestigator delays for mar ethan 3years,thecaregivers 

have the d iscretion to safe ly dispose of data 

Data entered with codes and identity numbers into computerized softwares was password-

protected. Duplication of data was a lso avoided. 

3.12.4 Data storage, sec:urity and handling 

Infonnation was recorded on portable vo ice recorders. copied completely onto a password­

protected storage device. Hard-copy recording materials and interviewer guides were safe ly 

deposited in a locked cupboard. These will be kepI until final publication of the work in a peer­

reviewed journal. 

University of Ghana, http://ugspace.ug.edu.gh



3.12.SConOictofinterest 

The researcher declares hereby that there is noconnict of interest in the designing, sampling 

methods, collection of data, fmdings and analysis of data. Funding of the research work and fmal 

report wasbome by the principal investigator. 

A data sharing agreement was signed with the National AIDS Control Programme. Due 

acknowledgement will be given in all pub lications that will emanate from this research work.. 

3. 12.6 PotentiaJ riskslbenefits 

The methodology makes it possible for facility managers to see at a glance the now of women and 

their babies along the programme cascades. They will be informed on the steps that will yield 

greaterbenefll if interventions are targeted there, keeping other steps as they were. The possibility 

to own the data analysis too l is a lso very likely because it is easy to use and developed purposely 

for frontline managers. 

The patients will however need to travel from their places of residence to be interviewed. Apart 

from risks associated with road transport, the study did not invo lve any procedure on cl ient. The 

working time of both consented patient and healthcare provider will be d isrupted. 

3.12.7 Resean:h funding info rm ation 

The research was fully funded by the princ ipal investigator. There was no additional funding from 

any institution or individual. 
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CHAPTER FOUR 

5.0 PRESENTATION OF THE STUDY FINDINGS/RESULTS 

This chapter presents the major findings that emanated from the analysis and interpretation of raw 

data collected for the study. It is divided into three broad sections. The first part presents 

demographic. clinical and treatmenl history as well as tabour, delivery and in fantbabyfollow-up 

records that were reviewed. The second 5eCtionpresentsresuhsofretention calculation done by 

analysing secondary follow-up records. The final section of this chapter displays the qualitative 

analysis of in-depth interviews and presents resu lts. 

Summaries of key fmdings from both quantitative and qualitative data are also p resented. 

4.2 Background characleri5tics ofmpondenl5 

Characteristics of patients whose data were reviewed have been summarized in Tables 3 and 4 

below. Data on 69 patients were reviewed and retention characteristics described. The mean age 

of sample was 30 years. AbouI13.0% had some basic education and only fo ur of them had tertiary 

education. Three ofthe samp le were in ronnal employment while a lmost 70.0% were involved in 

difTerentkindsofskilledemployment:eithertrading.fanning,taiioringorhairdressing.Morethan 

92.0% were Christian s and 52 out of the 69 of them were either married or cohabiting. Data on 

delivery and subsequent follow-up has a lso been presented. Avai lability of baby for dry blood 

sample lo betaken after six wceksofZidovudine syrup has been shown. 

Follow-up care of baby up to at least six weeks after breastfeeding(usually this is 12 months plus 

six weeks) was also retrieved from retrospective data. Data fo r clients who have completed all 
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thnx tests: flTSt after six weeks Zidovudine or Nevirapine, second test after breastfeeding and third 

IcslatI8monthsoflifeproduccdrourpositivecases,t"oor\Aohichweredetecledat the flf'St lCSling 

and the remaining two at 18 months rollow·up. Majority or the women delivered at the hospital 

and average birth weight or babies born was 2.74kg. Zidovudine was the predominant 

antiretroviralmedicationgivenasprophylaxistobabiesimmediatelyaflerbirth. Rccordsordried 

blood spotrorearly inrant diagnosis were sparse. Mothers did not bring their babie srorlestingon 

lime and those who brought their babics for sample to be llllcen did not receive their results on 

time. Rerer to Tables 3 and 4 
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Table 3 PatienlS socio-demographic. clinical and treatment characteristics 

Age-yean",meaa(SD) 
Educational status" 

No fonnal education or not recorded 
8asic(prinwyandJHS or JSS or Middle school) 
Secondary 
Teniary 

Rdigioo" 
Christian 
Muslim 
Dther. noreligionornotrecorded 

Never married or not recorded 
Maniedorcohabiting 
Di\oQrced or separated 
Widowed 

Re:!Iidentiallocalioo ' 

U"'~ 

O«upatioo· 

Unemployed,studenl. pupil. appremiceship. not recorded 
Workinglinfunrale.g.trader. farmer. searmtress. etc. 44 
Workinglfonnale.g. banker, teacher, lawyer. nurse, etc. 3 

WHO clinical s tage" 
S<agel 
Slagel! 

ARVregimeo given ~ 

IDF/3TClEFV 

1 
Age of prqJlaocy a t Ibe begiaoiag ofPMTCT (weeks), mean, (SD) 20 
Retentioftstatusai llmoftthspostpa rtum 
Active in can: 37 
Transferred out 5 

::Itand Lost to follow-up 

>alw::; an:n (%)WIlcss indicated othawi:w: 
atcnrolmenlin PMrCT 
atlhelimcordalaoollcction 

~ ::::~ 

JSS Junior SCQlndllty Sdlool; 
JHS Junior Hi8hSdlool; :; ~~EUS Vagin~Dclivcry 

(5.96) 

(9.52%) 
(73.01%) 

(11.11%) 

(6.35%) 

(92.06%) 
(4.76%) 
(3.18%) 

(14.28%) 

(82.54%) 
(1.59%) 

(1.59010) 

(34.92) 

(65.08) 

(25.40%) 

(69.84%) 
(4.76%) 

(87.30%) 

(12.700/0) 

(88.89"10) 

(1.59%) 

(7.94%) 
( 1.59) 
(1.55) 

(58.73%) 
(7.94%) 

(30. 15%) 
(3.17%) 

Source: f ield data May-June 2017 
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Table 4 Labour. delivery and baby follow-up record 

Paliealcbanlcteristic 
Gestatioo period at delivery " (\\ftks). meaD, (SD) 
ModeofDeliYery ~ 
SVD,home 
SVD,hospital 
Hospital. caesarean section 
Not determined (record not found) 

B!~:v:ei~~ \ kg 

Betw~n 2-) 
Below 2,0 
Not recorded 

PcibYIa1is(Orbllbyatbirtb 

NY' 
Not given ornorecord found 

DBStakeD at 6-12 " "HU 
y~ 

Undetennined 
DBS takro at 12 moolhii+6weeks 
y~ 

No 

Undetermined 

Oukome of baby follow-up tesa \: 

DNA-PCR mula (OBS taken aftJ:r 6wedls zidovudine) 

Neplive 

Value· 
(1.71) 

10 (15.87%) 

37 (51.73%) , (4.76%) 

" (20.63%) 

11 (17.46%) 

" ('2.38%) , (4.76%) I. (2'.40%) 

SO (79.31%) 
2 (3.17%) 

11 (\7.46%) 

]2 (50.79%) 

20 (31.75%) 
11 (17.46%) 

IS (Zl.81%) 3. (47.62%) 

(28.S7%) 

(3. 11%) 

(49.21%) 

DNA-peR test results (DBS taken /Tom 6 weeks after l!e9S11tion ofbrcastfeeding) 

Neplive 

NotdoneJnot~y 

Antibody tat mulb(sample laken when buby is 18 monti1sold) 

Positive 

Neptive 

SYO 
'CR 
DBS NY. 

(15.870/.) 

(84.13%) 

(3.17%) 

(21.57%) 

(68.25%) 

Source: fie ld data May-June 2017 
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4.3 Retention in PMTCT 

Figure 7 displays the proponion of women retained in PMTCT care during the prenatal period and 

the proponion of woman-baby pairs retained postpanum till all tests for the babies have been done 

and infected babies registered in care and ofTered antiretroviral treatment. The figure was drawn 

from the cascade analysis tool. The tool has., inherent in it, the ability to depict the potential gains 

perstepthatwillbeachievedifthatparticularstepisimprovedloahundredpercentwhileholding 

the interventions at the other steps untouched. 

The seven-step cascade is divided into two broader categories: (I)the prenatal period,made upof 

the first-four steps and the postpanum period which makes up the remainin g three (adapted ITom 

Sherr et al. , 2014). Refer to Figure 7 below. For examp le, the retention of woman-baby pairs at 

Step 4, where the infants are given prophylacticantiretroviral (Zidovudine or Nevirapine) was 

83%. Improving retention to 100% at this step keeping all other interventions at the other steps 

constant will yield a gain of up to I I mother-baby pairs in care as shown. In addition, five more 

babies will be present for DBS if the fifth step is impro ved to 100% keeping every other steps as 

they were. At the end of antibody testing for babies, four children were identified HIV pos itive 

and were a ll registered and taking antirerrovirat medicines. Below is the extract from the PMTCT 

cascade analysis lOOl: 
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Figure 1 PMTtI Cascade analysis 

Souru: Ficld data May-June 2017 
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• Activeincare 

• Transferredout 

• DefaultandLostto 
follow-up 

Figure 8 Retention of women in PMTCT at 12 month postpartum 

Source: Field data May-June 2011 

4.4Qualitativeraults 

Qualitative data was collected by meansofin-depth interviewsofl2 eligible a nd consented clients. 

Batkground data ofrcspondents has bccn presented in Table 5: 

Table 5: Background information on Patient respondents to IDI 

ID Age Disclosure 
Marital status 
Educational 

experience Status 

barkground 

Ottupation 
PI 38 Old ART 

but new to 

No fonnaJ education HAART 

F ...... 

Discloscdto 
husband, mother, 
siblings and 
husband's 
siblings 

Husband and Baby details 

Husband is positive and on treatment. 
Babyis2yearsold,andcompletcdthe 
third test. Baby isuninfected 
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Disclosed to an Partner is negative. (3 HTS sessions). 

Cohabiting uncle Partner's Does not use condom during sex. 

JSS family got to Baby is I year 3 months old. Previous 

Not ...... orking know by testisnegalive 

accidenl. 

P3 39 years Disclosed to Husband is HIV positive but not on 

separated bulne ...... to husband and treatmenI.Nolongersex.uallyactive. 

Primary school HAART Husband provides baby's needs. 

Baby IS 18 months old, yet to do the 

third test previous ones are negative. 

P. 30 years Disclosed to f-Iusband isHIV-2 positive and on 

Married husband only trealment but does not take medication 

Tertiary on time. Baby is8 months old and has 

Teacher (basic completed the first test. the fITSt result 
school) is negative 

PS 36 years Did not disclosed Husband does not staying with us. 
Married to anybody. Does not know husband's status. 
JSS Husband's name Baby istv.·o years old and negative. 

was picked from Will do the last test today. 
folder as 

supporter 

P6 36years. Sye", Not disclosed 10 Husband is perceived talkative. Baby 
Married experience husband or any is22 months old. Lasttesl is yet to be 

in ART. family member done. Child is in school. Husband 
Uneducated status in unknown. 

P7 34years Now 10 Disclosed status Husband refused to tesl. Baby is II 
Married ART 10 husband alone. months old. the IIfSI test is negative. 
Uneducated 

unemployed 

P8 3Oyearsold Disclosed to Husband's status in unknown 

P9 
experienced husband only Babyisuninfected. 

26yearsold ART Disclosed status Husband'S status unknown. Has 2 
Married experienced. to husband previous uninfecledchildren through 
Trader 
JSS 

PMTCT. Curren! child is IS months 

now. Yet to do antibody test 
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20-yearsold 
Cohabiting 
Unemployed 

ISS 

New to Status known (Q Husband is negative but supportive. 

ART husband and Baby is II months o ld. Has done the 

husband'sfamily ftrst test which is negative. 

33yearsold Status known to 

Trader,fanner experienced husband 

No formal education since 2002 

Married. Christian 

32 years old Disclosed status 
Married to husband and 

Seamstress through his brother 

JSS, Christian PMTCT 

K!<:L:PI-PI2:Patientrespondent l-PatiemrespondentI2 

Husband is positive and on treatmenl. 

Husband was positive rllst. Lost one 

child to Hrv in 2002. Now have two 

uninfected children through PMTCT. 

The second ch ild is doing her last test 

today. 

Husband is positive and on treatment 

in another facility. Husband is not 

compliant to treatment. Women is able 
to refuse sex in the absence of condom 

use. Baby is20 months o ld and 

uninfected. 

Source: Field data May-June 20 17 

Another in-depth interview was conducted for seven recruited and consented healthcare workers. 

The background information on this group of people is presented below: 

Table 6 Background information on frontlinehealthcaregiversrecruited 

Age Department No of years in ART care 
S .. proression 

HPI 46 Antenatal care clinic 2 years in the current racility 
Midwife 

HP2 48 Labourward-in-charge 5 years 
Female Midwife 

HP3 53 ART clinic 7 years 
Female Midwife 
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LaboralOry 9 years 

Medical laboratory scientist 

2Syears Medicine counter assistant 4 years 

Male Pharmacy 

36 years ART Clinic 5 years 

Male Biostatistician 

35 years Pharmacy 4 years 

Male Phannacist 
~: HPl-HP7: Healthcare provider respondent 1- Healthcare provider respondent 2 

Source: Field data May-June 2017 

Emerging themes from data collected are structured under the main objectives of the study. Nine 

key themes emerged out of the nineteen in-depth interviews conducted. Five themes reflected 

provider-level factors associated with retention including counselling support, assurance of 

anonymity, clinic location. supponive and understanding team and acceptable treatment outcome. 

Theotherfourthemesarepatient-relatedandtheyaredesiredgoodquality life. social support and 

acceptance. stigma and partner influences. 

4.4.2 Facility-level raClors associated with retention in PMTCT 

The themes were identified as facility-related includes counselling support, assurance of 

anonymity, clinic location, supportive and understanding care team and acceptable treatment 

4.4.2.1 Counselling support 

Counselling is the most mentioned factor by respondents as the key indicator of adherence to 

treatment in the presence of side effects and increased pill burden. Both peer counsellor's role in 

counselling and facility care provider counselling are captured underth e same theme. The second 
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respondent expressed opinions relating to how counselling helped them to compl ywilhtreaunent. 

This quote captures patients' views: 

In the post when I come here, I cry a 101. I had no hope. I Ilwughl I will die . But there was 

a woman who used to counsel us here. She was the one who helped me to stop thinking 

She is so caring and talles to us well. Her encouragement helped be to stop crying ... I began 

laking the medicine and with the continuous advice they give liS, I realized lhal even if you 

have the disease, there is hopefor life. (P1) 

Many other respondents expressed similar sentiments. Counselling support was themed rrom a 

number or categories including the various roles played by peer counsell orsandavailabilityand 

delivery orcounselling services by ART care team. 

4.4.1.2 Assurance or anonymity: 

Most patients would prcrer not to disclose their status to any other person. Most clients who 

expressed this kind orattitude are in the higher and middle socio-econo mic class oFthe community. 

They are mostly health workers and some high profile public servants. They believe that remaining 

unknown by members of society and work colleagues will preserve their selr-image and pride. The 

availability of ART services at the comrort orthis group of people is the only means by which they 

are ready to accept care. This represents the opinions of health workers on the issueofanony mily: 

We have people who are businessmen and workers who will not want 10 step here; 

especially if the person is a health worlCi!r, so you have to find a means by which this person 

can collecl hislher medicines, if the person comes here and people are here, the persOn 

will go bock: unless you are a/one. (HPJ) 
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Though the above is the case: for general ART client behavKlur. it is worth mentioning because. 

this class of people are missing in PMTCf services. All the background data reviewed contained 

/imited infonnationonmiddle-class\\,orkingpopulalion such asheahh workers, teachers, bankers., 

public servants among othcrs 

The provision of standard matcmity services during labour and delivery also ensures that patient's 

privacy and anonymity is maintained. This is so because. both HIV-positive and HIV-negative 

clients are delivered in the same ward using similar standard of care. The labour ward-in-charge 

described it thus: 

We have a symbollhal show., every siaff that will have access to patient's anlenalul card 

the slaoo of the expectant mother in labour. The staff will know thallhis per.fOn is a positi"f! 

ciienl. we do not give any special eme 10 ART clients H.'t' treat them all equally. We only 

e,uure that those thot are no more havitrg drugs, they gel it before (hey go home and we 

make sure lhallhe baby too is bookedfor the six weeks review after delivery ... Everything 

about tklivery is same for all women. You will not know who is positive or who is nol 

("P2) 

Providtts expressed worry aboulthe situation oflrying to hide the status of c lients from the 

immediate family. According to them. non-disclosure 10 immediate family is increasing the risk 

ofinfectingothermembersofthefarnily . 

.. thaI is what J have said that the secret lhat we are keeping is rather leilling us bec.'ouse 

sometimes you see reloth'es doing things lhat they UTe not supposed to do but your mouth 

will be heavy to say it. You see, now we me trying our best 10 use this delivery mal so Ihat 

after delivery we jWI discard the blood and all those thing.v. But ther/! are some who are 
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poor. First delivery things we rinse them with our own detergents; but whal happens when 

lheygohome? When you start educating them ,hat if you go home, do this, do (hal, then 

they start suspecting (hings, so sometimes we find it difficult. Some relatives do nol even 

wait for us to disinfect/he mats, before you reali=e, Ihey have talcen ;t out (HP2) 

Providers recommended that more education be given to the general public in order to de-

stigmatize the disease so that patients can live freely and the family members too will be protected. 

4.4.2,3 Clinic location within the hospital 

This theme describes the structural inconveniences that patients voiced out asa discomfort they 

experience anytime they anend clinic. This has been al luded to by the caregiver in charge of the 

unit as a challenge the facility is working hard 10 address. The ART block is located almost at the 

centre of the hospital surrounded immediately by the diabetic and hypertension clinic, the 

maternity ward, administration block and the general out-patient department (OPD). The block is 

alsosharcd by the obstetric ultrasound scan unit of the hospital. There are two access routes to the 

block and only one is served with a translucenc glass door. Though the ultrasound unit does not 

work on ART clinic days, a mother expressed the following concerns: 

Something should be done about this place ... You see the way this place is? Somelimes, 

some people seat on the corridor there and face this place ... Sorry to say this but some of 

our peers are fIOttak;ng good care of themselves and so when someone sees them among 

u.s. they wi// judge thot may be (his people are suffering from this siclcness .. . when sis 

Cynthia was here, she loch lhe door so thai people sealing on the corridor wi/l not be 

seeing us ... so if they cun xe( a place for us with in-built toilet facilities, it will be of help 

10 us. Those who are having problem with walkinx 100, lheycan manaXc. "(P3) 
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The nurse in charge of the clinic said 

.. Where we are, we are not happy. We are at the middle of the hospital. There are plans 10 

move u.s to Q better place. This whole place is for two things: the HIV clinic and lhe 

scanning. So on clinic days. the scanning is not done. We also do not paste HIVeducational 

posters around this place lor people to know what goes on here So if you are not used to 

this place you will not know what clinic it is. (HPJ) 

The pharmacist responsible for ART at the facility also said the following: 

Our place is a very challenged environment/or those assessing core in general; not only 

those arsessing PArreT. The place is very small. It is not com/ortabie, it is not spacious, 

even patients folders are competing with those of u.s who render care at the clinic. so 

generally. the place is not com/ortable at all. On heavy clinic days, patients do not even 

get spaces 10 seat. some have to sland/or long hours. It actually affects the quality of care 

we give to patients a/the clinic. (UP') 

4.4.2.4Supportiveandundentandingteam 

Patients expressed satisfaction with the services rendered by all the different cadres of staff 

involved in rendering care. When asked whether care at the antenatal is different from what they 

receive from the ART clinic. majority of those interviewed expressed sim ilar satisfaction with 

services at both places. They also mention availability of medicines as a good indicator ofa 

supponive team. A number of the women also mentioned that they would have preferred that their 

ART clinic days are given to coincide with their antenatal visit days, so that they can rec eiveboth 

services at a single schedule visit. Providers also shared similar sentiments. 
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The ART Itave ,heir own schedules and we also hove our Qwn schedule with HI V_positive 

clients. But in tMir vuit days tally with ours, then ,hey will come here and go there as 

For transportation wise, somelimes when you give them dates to come, Somi! will 

say I don 't have money. Money is their complaint. Uh! today, someone whom I aslu!d to 

come in a wed 's time , she went and spent three weeks af home ... Assuming I want 10 repeal 

hutesl at 3-1 weeh. then we wauld have missed Ihol opportunity. (HPI) 

ProvMiers at !he ART recommended that in order to improve the altendance of first referrals to the 

ART, !he ANC nurses should personally accompany clients to the ART unit 

In their views. providers at ANC mentioned that the non-availabi lity of the laboratory stafTto take 

samples of clients on clinic days isafTccting !he take-up of some laboratory services by clients 

The following quote highlights such confessions' 

. they are supposed ta came and luke 'he samples here but they always camplain thai they 

do nat have enough staff. So. for most people. it is difficult for lliem to go and do the lab .. 

thai is ,he problem we have at tlte moment _ .. Formerly. when we started. I wos assigned 

two people 10 be laking Ihe .wmpfes here. They came for /hree times and then they stopped 

coming When I went 'here. their in-charge .{O),S lhey do not hm:e e/lQugh .wofJ (HP3) 

However, patients expressed opinions relating to how the care of nurses at the ART helped !hem 

to cope with their status. Theyexplaincd how the support and care they received from health 

providers gave them hope and reason to comply with treatment. These statements high light such 

whe" il happc:ned like lhallhe boy who gal me pregntJnl !lays he cannot be with me again , 
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he always picb quarrel with me and even beats me up sometimes. Ifnot because oflhe 

hope of the nurses, [would not haw been alive today ... The medicine 100. when I am taking 

iI. I realized that it i.r good ... When I do nollake it. I see changes. (P2) 

The faci lity manages the cl ient at different service point depend ing on which cascade leve l the 

client is assessing service. The availability of supportive therefore is needed to enhance 

compliance. Another example is that the labour ward is supp lied zidovudine syrup 10 be given to 

children at the point of delivery before the baby's six weeks supply is provided later on. The 

matemity ward in-charge, the medicine counter assistant invo lved in PMTCf, the ART nurse and 

the patients themselves mentioned the above arrangement. 

4.4.2.SAcceptablelrealmcnloutcome 

Respondents mentioned that they arc doing well on the treatment. They expressed how being on 

treatment has given them hope because they feel belter now than they used to. Those who are 

raising their second and third un infected children through PMTCT had high praises for the 

Before [ began Ireatmenl. I fall sick a 101. [ gel running stomach, gel dizzy and I am always 

weal. I did a lot of tests but they did not see anything but since I came here and Ihey began 

teac:hing us that Ihe medicine is good and that i/ will keep you from gelling sick of other 

diseases. I was determined 10 lake my medicines well. [do nOlfall sic1cfrequently again 

For about 3 years now. I do nol come to hospital like I w>ed 10 for any other siclrness faa ... 

You yourself, when you ure serious you will see thallhe form in which you were before 

coming. you will change a lot and people will not /mow thai you are in any problem. (P9) 

AdifTeremrespondentalsosaid: 
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I was encouraged and anytime I come and 1 am given medic:i~. ILOkE it too ... 1 do not fail 

Jickagainlikebejorr. lalwayJfoelJlrongwilhinme (PII) 

Th~ categories that were collapsed to create the above them~s are presented in Table 7: 

Table 7 Qualitative data coding (provider-level factors) 

Categories 

Peer counsellor rolcs Counselling support 

l----\-;,sta::Om<C:"mg=-=_='=gth:;:";t:::co i=mp=",:::"=o,::"Ce-o=,-o='=e<=ou=,,e::iilli=,g:-i 
Availability of supportive care 

1----t-..0::-:ut-o:::-f-<:;:;lm;;:::ic::;:d.::'-y_,.,,_vic_e' _____ --1 Assurance of anonymity 

Labour ward anonymity pros and cons 

StnJcturaJinconveniences Cliniclocalion 

I-~Ua~tio-,o~fA=R=T~w.~hin~th~e~fuc~ilit~y-----1 
Availability of services forbolh posiliveand negativ~ 
clicntswilhinthesameblock 
Inadequate waiting space 

Clitnt-tailoredtare 

Availability of logistics and inputs 

1----t-n:::-:~=O~-;cf.I;;-::IS~;:;.:;c:::.ga::ci,--------1 Acceptable trealment outcome 

Have hope that I can live long 

If you do not take mcdicines you do not want 10 liv~ 
to," 

Souru: InteNlCwdaca. May-June 2017 
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Patienl-level factors identified io In-dept h interviews with palients 

As mentioned earlier. four key themes were derived from the interviews that are patient-related 

and have some impact on the retention of women in the intervention designed t oprevenlrnother-

lo-childtransmissionofHIV. Details are described below: 

4.4.3.1 Desired good qualilylife 

Most respondents mentioned that they are discouraged to remain in care because of the hope that 

they will stay alive. Others also desire that they live well and be healthy so the dis ease will not 

show clearly on them. There is embedded in the above expressions.. the desire to hide status from 

immediate fami ly and friends. Child protective instincts of mothers made them ready to accept 

care in order to protect innocentunbom child from future suffering. The following are excerpts 

from some of the respondents· 

... my life and the life of the child I want /0 bring into this world that/he disease will not 

show cleorly on us that is why I have Iv ,ake good care of myself and take the medicines. I 

do not want to fall sick and be going on and off hospitals. I want to remain well and look 

healthy so that people will not know I haw! this problem. (P4) 

Me 100. I am scared thot I will die. In addition 10 that, J do nm want the disease to show 

glare on me. I will not look fine again... The baby's life too is important, though people 

asked me why J stopped breastfeeding early, I do not reply them because I brow what is 

wrong with me and what to do 10 keep myself and my baby healthy, so J do nol give them 

/hatbearingot all. (P7) 

4.4.3.2 Social support and acceptance 

Fear of family rejection and losing their support are expressed by a number of the women_ One 
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also mentioned thai disclosure ofsuuus will destroy her family image and status in society. Many 

others also think believe it is better to remain unknown by immediate family members so that they 

will not lose the respect and support they give her. These are some examples of what the women 

said: 

No one knows aboul my sic/eness. My family does nOI know. I did not tell anybody and I do 

not wontto .... No .... if I do, they will spread me in town. They will even reject me. Thot ;s 

why I have nol disclosed it to anybody. My husband to ;s a talkative so I do nOl wanl to let 

him know. (P6) 

Some patients however gave a comforting side of the above concern and expressed confidence in 

the importance of disclosure of status. 

I do not see that my case will be heard by anyone here. This is because, this people 00 not 

know where I come from. In addition, the one who gave birlh 10 me is the one who brought 

me to clinic first so she ;s awore of my condition. Even if other people know about it, it will 

mOM no difference because they cannot confront me with it. My siblings as well Q.J my 

husband 's ,fib/ing are in the .mown. The reason I do notlhink it is good to hide it from them 

is that. I can fall sick at any time and 01 that point, especially if I am hospitalized. I will 

need their support to reCO\'er better. If they /enow no III, then they know how to tOM care of 

me when that lime comes. (P I) 

The fear of losing family and social support was therefore expressed in both positive and negative 
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4.4.3.3Sligma 

Stigma is well mentioned as a major reason for default by many women especially those of the 

higher soeio-eeonomie status. The second respondent, 22 years., whose partner is HIV negative 

(discordanteohabitingcouple) described her laekofself-worth in the fo lIowingwords: 

For me, la/ways say thot where I am now, J am not good/or anything. I say it every day. 

When I am to/king with someone, I always say it. I a/so tell my man that / am not good/or 

any good thing because a/this disease. / have only ane sexual partner and he is negative 

/ do not understand how I got this disease ... limm. (P2) 

When asked whether or not they cou ld bea peer counsellor. patients responded theyean do but 

only at places where they are not known, 

For me, I will not be able 10 talk on radio (0 advice people because my people are gossips, 

they will ridicule me. I can however do il outside of where I come from. there nobody knows 

me. (PI) 

Partner influences include, support. rejection, lack of understanding, ref usal to test and non-

adherence for those on treatmen t. Some expressed di ssatisfaction with discordant couples. The 

nurse in-charge also mention a few examples. These are their comments: 

My husband does not (a/c£ his medicines well. He is not compliant at all. But I do not know 

how to talk to him about i/. He does nollisten. / am however able to insist on condom use 

duringsex.lfhewillnot use ii, then he wil/ not get it. (PI2) 

We have prob/em with husbands rejecting their wives a lot. Some time ago. a lady came 

University of Ghana, http://ugspace.ug.edu.gh



Mre and " 'as tested posilM. She was asked 10 bring the husband who came, but M tested 

negaJive. After counselling. they left. The lady came bock that the man said she should pack 

and go, so lhe ladyfeft· (HP3) 

... if my husband had been on treatment before refosing to use the condom, I would not 

have been worried. But he says that he wjJI not use i/. He should come for testing too, he 

is rejusing fhof one 100. (P7) 

On a positive note a few of the women upressed support from their partners in refilling their 

prescription and helping them take mcdkations on times though they themselves are not 

complianl.Herearcsomeexamples: 

I am grafe/ullo God thot Ihe father oflhe baby also knows about ii, so I am lucky and / do 

not pUl those things on my mind again. / am relaxed about iI, / asked him to come and do 

the test so that even if he will not come for medicines, anytime I come, I can pick his too 

for him. lie, however is yellO do it; and this is our second child since / tested positive. But 

when I come and go home. he asks me about what It"e learned and / leach him everything 

(P9) 

... sometimes, my husband brings Ihe card to loki! medicines for me, / make sure I gel 

rronsporlOlwn from my ploce to the stOlion al lea.'i/ and then / walk. to Ihe hospital. I also 

will walk back to the station before taking the car home. (P8) 

The following table shows how the themes were generated from the various categories coded from 

the interviews: 
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Table 8 Qualitative data coding (patient· level faclor~) 

Categories 

Fear of worsened disease 

1--~~~:~~ld""~o7"':'::;~;~:m""in~:::;'m="s=----------1 Desired good quality life 

Fear of losing friends 

Preserve family image 

I----+Uto":""-ko-;'-fd=;"'=�o""'"-;'-" --;-____ Social support and acceptance 
Negative peer behaviours 

Family rejection 

I--+.F;:=: .... c..:o7.f lo'""s;::::"g":,.;;-lf_i:-::-m.:C-g.:-, p--.crid,,""". an:-d;-,..-sp-eo,,---j Stigma 

Refusal to test 

1----+~:-C:;;'-':::717"":~=:c:.::-=c::=:med=;=C.'=ion"--------i Panner influences 

Discordantpanneracceptability 

Source: Interview data, May·June2017 
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l.Jrl.:: s (), j ,\ 1\-\,' Jatacodin~r;'.Jtil.'nt-lc· 
----~-----------, =-r __ hemes --i 

__ Desiredgood qualitylife 

Fearoflosingrriends 
Preserveramily image 

I---+=-::':'==~ _________ Social suppon and acceptance 
Negative peer behaviours 

Family rejection 

i--+.L;::'oW:..:se:;;-'f-""wo::.:rth":-;;:-;-::-:----;-;----; __ --.,.---j Stigma 
Fearoflosingselr-image, pride and respect 

Discordant partner acceptability 

Source: Interview data, May-June 2011 
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CHAPTER FIVE 

5.0 DISCUSSIONS 

5.1 Introduction 

The chapter discusses key fmdings from the results presented in the previous chapler. The 

discussion relates results to research objectives and prevailing Ii terature. Variable emerging from 

the finding are also discussed wilh reference to the research questions 

5.2 Background characteristics of respondents 

Review of demographic characteristics revealed that most of the women enrolled in the PMTCT 

programme are from the lower socio-economic status. From the background data reviewed, 73% 

oftheenroleeshaveuptomiddleschoolorJuniorHighSchooleducation and four of them had 

tertiary education. The proportion of women in informal employment such as fanning, trading or 

skilled labour was almost 70.0% as against 5.0% in the fonnal employment, two teachers and a 

banker. The question to ask is whether there is higher rate of reproduction among the lower socio-

economicclassthantheupperclasspopulation,orwhetherornotthere is higher rate of infection 

in the lower class as compared to the highersocio-economic class. 

According to the 2014 Ghana Demographic and health survey, there is lower fertility rate among 

women who had at least secondary school education compared with those who had up to a middle 

school education. The same trend is seen for HIV infection among women from the two sides of 

the socio-economic strata (GSS. GHS, & ICF-I, 2015). Women with lower economic and social 

status have are less likely to insist on their rights especially to negotiate for safer sexual praclices 

with their husbands. Most of them also depend on their husbands for their upkeep and 

transportation to the hospital. This phenomenon has negative impacts on the adherence to 
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programme recommendation such as condom use and honouring schedule visits if the male partner 

is not supportive. A critical literature review of 12 primary research articles from Malawi and 

Nigeria showed that socioeconomic and sociocultural factors are the biggest barriers to PMTCf 

success, as well as limited male parUler involvement (Okoli & Lansdown, 2014). There is therefore 

the need to consider these factors in designing innovative solutions to improve success ofPMTCT 

interventions. 

5.3 Retention in PMTCT care 

The assessment of the proportion of drop-ofTs along the PMTCT cascade is a proxy for the 

measurement of the level of retention in the continuum of care. The 12-month postpartum retention 

of women at the study location is lower compared with what was seen in sister sub-Saharan African 

countries and which has been discussed in the literature review. The losses observed along the 

cascade of care were also higher (section 2.9). The total retention of women at 12 months 

postpartum at the Ho Municipal Hospital was 66.7% including 8.0% transfers. The transferred 

patients were however not followed to measure their compliance to treatment schedule at the 

current sites. There were two deaths and 30% were lost to follow-up. The proportion of babies 

reporting for DBS at six weeks after completing prophylactic anliretrovirai treatment was 51% and 

as high as 84% of records for antibody testing and result at 18 months of babies' life were not 

available at the time of data colleclion. 

A systematic review of 44 studies in SSA reported 64% retention al six weeks postpartum and 

55% retention for testing at 18 months. In addition, the review also found an average proportion 

of94%ofpregnant women testing for HIV whilst 70% of those who tested positive receive ART. 

At the Ho Municipal Hospita~ 96% of pregnant women receive testing and counselling for HIV 
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whilt: 91.3'Yg of those found posilivt: wt:re t:nrolled into the PMTcr programme and had access to 

medications (Wettstein et at, 2012). Though there is improvement in testing at antenatal clinic at 

lhe study site: with improved access (0 ARVs, there is a challenge: is keeping the women in the 

continuum of care as shown in Figure 1 above. There is therefore lower rates of retention along 

continuum of care as well as retention at a 12 month postpartum at the study site compared with 

what was seen in other sister eountric:s though retention in all these cases were below the expectt..-d 

90% at all the cascade steps. As was pointed out earlier, retention ofWIo and above is required in 

order 10 achieve the PMTCT success: which is to eliminate maternal transmission of HIV 

(UNAIDS,2014b). 

From the ensuing discussion, though there iscost-cfTcctiveintervcn tion to reduce mother-to-child 

transmission of H1V. health system factors and their interaction with patient'S expectations and 

community determinants an: affecting the outcome of the programme 

The reasons for the low retention rate as discussed bclow are quite similar to those observed in 

olhcrstudies. The patient-level faclOrsthalemergcd from in-depth interviews included desired 

good quality life. social support and acceptance, stigma and male partner influencl!s. Several 

categories have been merged into each of the themes above as shown in Table 6 above. 

Patient-level factors will be discussed based on the infonnation. motivatio n,andbehavioural-skills 

(1MB) model of health behaviour situated to the demands of retention in care (refer to section 

2.10) 

The demands placed on patients by chronic medical care requin:s that theyareeq uipped with the 
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right information. are ..... -ell motivated and possess the correct behavioural skills i n oroer to remain 

in care (Smith. Fisher, Cunningham. & Amico. 2012). The model is therefore situated within the 

above contexts and the discussions below will therefore be based on this theo ry. 

Information is acquired through supportive counselling on HIV. the role of laboratory 

investigations in caring for the clienL usefulnessofmedicinesand the ir side etTects, patients; rights 

to privacy, dignity in treatment. confidentiality as well as duration of treatment. Misinformation. 

inefTectivecommunication and inaccurate facts can afTect patients , understanding of treatment and 

subsequently their behaviour towards continuation of care. Motivation includes both personal and 

social motivation. Personally. the client will be able to prioritize HIV care over other competing 

interests. monitor results and focus on improved quality of life and longevity. Interpersonal 

motivation stems from involvement of significant others in supportive care at home. The absence 

of motivation from personal and interpersonal point of view can result in skipping schedule visits, 

avoidingclinicsandnon-adherencetotreatmentrecommendations.Finally,themodelislheorizing 

thai patients in chronic care such as HIV care need the right behaviour skills such as systems 

navigation skills (ability to identify care and to enrol. etc.), functi onal (organizational and planning 

skills) which includes the ability to fit personal schedules inlo HIV appointment dates, arrange 

work schedules and maintain privacy, arrange for transportation, etc. The third behaviour skill 

required is activation skills where patient is able to hamess available resources to improve on the 

positive outcomes of treatment while minimizing anxiety and fear, dealing with treatment failure. 

maintain resilience in prioritizing self-care among others. 

The three variables: information. motivation and behaviour skills when harnessed together will 

improve retention in care and subsequently, viral suppression, increased CD4 count, improved 

health and better outcomes that is increased HIV-exposed but uninfected infants. The themes 
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generated from the in-depth interviews fall under either or multiples of the above as discussed 

General reluctance on the part of the women to disclose status to other members of their families 

means that they are not well motivated socially or interpersonally. Some even hid their status from 

their partners. Theresuh of the above behaviour is increased in unsafe sexual practices during 

pregnancy and reduction in male partner support in adhering to treatment schedules. When women 

misstrealment schedules. they an:: not available also for counsclling and refill of their medicines. 

There will be reduced adherence. increased viral load and reduced likelihood of preventing 

mother-Io-child transmission. Many of the women would prefer to remain unknown because of 

pcrceived discrimination and fear of losing support from family and being ostracized by society 

and shun by friends and loved ones. Similar concems were raised in other studies in Malawi and 

Kenya (Kim et aL. 2015: Murithiet at. 2015). The effects of stigma has also been demonstrated 

and ~fusal of male partners to test and receive treatment as well reported less compliance to 

treatmcnt among respondents reveals gender imbalance on designing and implementation of 

PMTCTprogramme 

On the positive side however. almost all of the "'Omen interviewed expressed hope in living 

fulfilled lives and also to secure for their children improved quality of life. This was wellexprcsscd 

by the women and reported at the result section of this repon. The desire to become a mother and 

the hope of raising HIV-negative babies is what keeps some of the women coming for treatment 

every time and improving their compliance to medication. They were however not ab le to negotiate 

safcr sex practices with their husbands. A section of the women who had disclosed their status to 

their spouses also faced similar challenges. This is worth paying attention to because it brings to 

fore the issues of the security of the rights of " 'omen and children as stipulated in the United 
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Nations declaration on human rights(UN General Assembly. 1948). Women and children are 

disproportionatelyaf'fected compared to men and boys who are less likely to s utTer human rights 

abuses. Widespread disproportion of respect for fundamental human rights between males and 

females as well as between children and adults have been wide ly studied and reported. The 

UNA IDS 2016-2021 Strategy on the fast track to end AIDS has recognized gender equality and 

empowerment of women and girls as a major strategy in preventing HIV transmission. 

improvement of access to services. education and employment and paves the path for lives free 

ofviolence(UNAIDS.2016c). 

There is increased disassociation of male partners from HIV counse llin g and testing services. They 

mostly do not avail themselves for counsellin g and therefore are les s informed about the relevance 

of their roles in improving the health of their pregnant wives and exposed children. Male partner 

support is one major determinant ofrctaining women in antenatal and HIV care. Almost all studies 

aimedatunearthingfacilitatorsandbarrierstoretentionincaremention male partner support as 

one of the major determinants (Amb ia & Mandala, 20 16; Anlgi hije et aI., 2016; Auvinen. Kylm!i. 

Vtilimiiki. Bweupe. & Suominen. 20 13: Murithi et a I. , 201S: Okoli & Lansdown. 2014) 

Interventions to improve relationships between discordant coup lesalso do not seen to be working 

at the study site. It was reported by managers of the c linic that though t he men agree to living in 

these discordant relationships, majority of them reject the women in the long run. The women in 

discordant relationships who are negative however accepts the men better. Two out of the twelve 

respondent reported being infected by their husbands while in a discordant relationship. This 

supports earlier discussions suggesting that women arc e ither unable or do not succeed in 

negotiating protection and are less likely to leave relationships they cons iderto be risky hecause 

of their social and economic vulnerabilities. From what had been reported in the r esultssection.it 
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can be seen that women who access service at the Ho Municipal Hospital face s imilar challenges 

as their counterparts in Botwana and Zambia who would allow their husbands to engage in unsafe 

sex practices with them lhough they are aware of the negative consequences to their own health 

and that of the unborn babies (Gupta, ICRW. & USA. 2000). 

Family support and societal acceptance is crucia l for improved self-worth an dpositiveanitudeto 

life which culminated into increased quality of life. Some of the women fear losing the support of 

families and acceptance by peers and society at large and so would rather keep their Hrv status a 

secret and not disc lose it to their immediate fami lies. The respondents mentioned that their families 

take good care of them and that they have not been discriminated against because thei r status are 

not known. The fear of losing family trust and bringing family image into disrepute is preventing 

many women from disclosing their status. It was demonstrated from the study that though people 

readily accept and associate with their friends when status is undisclosed they behave differently 

if told about the positive status of the same person they used to live with. This shows thaI 

discrimination againsc people living HIV and AIDS is still rampant in our communities. Though a 

caregiver raised the issue of demystifying Hrv and removing the ' scare' associated with the 

diagnosis in a way that people can easily disclose their status so as to reduce the risk of infecting 

other family members during times of hospitalization ; it may however be difficult for women to 

disclose their status to their close relatives just as they had voiced out du ring the in-depth 

Other patient-related factors found in the literature reviewed were severe disease at enrolment, 

attending hospital as compared to attending c linics. starting ART on the date of diagnosis, missing 

CD4+ cell count. Receiving diagnosis prior to pregnancy is associated with better retention 

compared with HIV diagnosis during or after pregnancy (Dionne-Odom et al.. 2016; Geldsetzer et 
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al.. 2016; Gourlayet al .. 2015: Mekuriaet aL. 2015; Mitiku eta! .. 2016; Tenthanielal .• 2014: 

Woelk et al.. 2016). The women enrolled in care al the study site were relatively healthy and 

ambulatory because they "-"ere registered fTom antenatal care. Treabnent was also initiated 

immediately as required by the programme guidelines. 55 out of63 women are classified at WHO 

stage I while none is beyond stage II showing that the women were stable on treatment. 

S.S Provider-level (acIOr5 

Provider level factors identified from Ute study suggests that a well-motivated and compliant 

patientean bencgatively influenccd by unfavourable c linic and/or staff co nditionssuchasa 

talkativcstaff. uncaring team. non-availability of logistics as well as poorc liniclocationthatdoes 

notensureadcquateprivacy.Supportivecounsellinghad~ndemonstratedto be directly linked 

totheprovisionoflherighl infonnation to clients which will in Ihe Jongrun help in building the 

required motivation for II.nitudinal change asdcscribed in the 1MB model above. 

Supportive counselling have been reported in few qualitative studies that exist in predicting 

provider-level determinants ofrclention in PMTCT (Murithi el al.. 2015). In-depth interv;cws of 

both beneficiaries of the programme and programme managers showed that both patients and 

healthcare providers consider good counselling as a major contributing factor in improving 

retention rates. All the 1\1."elve patients interviewed mentioned that they were able to cope with the 

treatment regimen partly because of the education and assurance they n..~eived from the care 

givers. 

However the location of the ART clink is not convenient for a lot of the respondents. They 

mentioned the fact that the unit is bcing shared by another department and so their privac:y is not 

assured. The hcahhcare providers alluded to their conccm asa factor that is possible to alTtel 
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acceptance ofcare and hence retention in the programme. 

Though several units offer PMTCT care al different point of care delivery, the respondents 

mentioned that they are happy because each cadre of staff handle them with care. Confirmation, 

affirmation and admiration has been reported in a Kenyan study as a factor women consider to be 

appropriate in keeping them in care (Murithi etal., 20 15). 

Anonymity as mentioned by women in this study can be seen in two different ways: positive and 

negative which has implications for the mother adhering to counselling recommendations. While 

women dread being discriminated against and losing respect and admiration of their families if 

theirstatusisknoWTl,there isincreasingconcem that at the time of delivery. c lose relatives are 

almost always involved in rendering intimate services, puning them at increased risk of infection. 

Anonymity is however provided both at the antenatal clinic and the labour ward which the women 

enjoyed so much as they mentioned in their own words. It is however clear from past studies that 

societies with linle or no discrimination of PLWHIVA promote better survival and increased 

qualityoftife. There is also increased acceptance of service and support is available to improve 

retention in care. Several expert working groups convened by the Joint United Nations programme 

on HIV and AIDS recognized this and always recommend interventions to end discrimination 

against PLWH [VA. The UNAIDS ''On the fast-track to an AlDS·free generation" is an example 

of such publication (UNAIDS,2016b). 

Women also miss scheduled visits because of family and societa l expectations. A conversation 

between principal investigator and programme manager reveal that patien ts from the higher socio­

economic class defauh more. They miss schedule visits due to fear of losing societal respect if 

their status isknOWTl. The patient is not social1ymotivatoo and so is unable to remain in care as 
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theorized by Smith et al(2012). Further investigation is required 10 understand the role ofsocio-

economic status in testing and counsellingas ..... -ell as subsequent adherence. 

In summary. higher rates of drop-offs were seen at HIV testing and counselling as well as new­

borns receiving prophylaxis and first at risk child visit. The highest gains to make from the PMTCT 

will result from paying more anention to these steps while keeping current interventions at the 

other stages constant. In addition. supportive counselling, comfortable clinic space, partner 

involvemenl and a caring clinical staff are needed to retain women in conti nuumofcare. 

5.6 Strenglb.sandlimitationJloftbestudy: 

The study has contributed to the understanding of the reasons behind high I" atesofanritionamong 

women enrolled in PMTCT care at a primary leve l of healthcare fac ility in a low middle income 

country. The other major strength of the methodologies used is thai it employed a simple adaptive 

tool in describing the level of retention along the PMTCT cascade. This makes understanding of 

the research fmdings easy for everyone including the frontline healthcare providers withou t 

requiringtheassistanceofbiostatisticians. 

Asaset-back, the study site was selected based on convenience and sampling tee hniqueused in 

arrivingal the total sample used for the descriptive analysis was a non-proba bilityorconvenience 

method. The unavailability of so me relevant information from facility records has also reduced the 

strength of the fmdings. 

Pan.icipants for in-depth interviews were purposively selected from patients who are a lready 

retained in care. Tracing women lost 10 care and sampling their views will give a different 

perspective to the fllldingofthe study. Qualitative study in itself is an inductive process. The 
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reasons for retention as have been exuacted from all the interviews are highly summarized from 

several categormuion of responses from patients and cart' givers. It is possible to derive more 

thc:mes from the primary data. Thesereasonsforretentionarealsosociallyconstructedandrdlecls 

the views of only women who rccein care at the Ho Municipal Hospital leaving little room for 

generalization 10 the general PMTCT population. Though care have been taken to reduce error and 

improvelhc rigor of the methodology, qualitative research is an intuitive process and personal 

biases are embedded in its analysis. 

5.7 Summary and Condwion 

The chapter discussed the fmdings in the light of available literature and theories. Strcngthsand 

limiwionshave been prescnted . This is helpful to guKle future researcher stodesign a more robust 

and rigorous methodology 
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CHAPTER SIX 

CONCLUSIONS AJ""lO R[CO~L\1ENDATIONS 

This chapter provides a summary of the fU'Jding and the major inferences drawn from research 

findincsandanalysis. The chapter presents the reasons behind the caleulat,:d figures from records 

as well as the qualitative variables discovered from interacting with study participants. Hence a 

basis is laid for recommendations that the author postulates arc key issues ne ededto beaddresscd 

inorderLO improveretemion rates at the Ho Municipal Hospital 

6.1 Condusions 

The level of retention in PMTCT at the Ho Municipal Hospital were 96% at tel·ting and counselling 

and 91 .3% of those who tested positive were started on ART. Out of all the women registered in 

can: that had successfully delivered live babies. 82.5% of the n~borns received ART prophylaxis, 

while 50 .8% of mother-baby pairs reported for firs! al·rirle child visiu. Resuhs for DNA-PCR lest 

al 6 weeks was available for 30 (50.8%) babies. Four babies were identified HIV-positive at the 

end of testing at 18 months. Thirty-seven (37) women comprising 58.7% of those who were tested 

positive at ANC remained in caee at the study site while five (7.1)010) oflhem were transferred out. 

Assuming 100% retention for all those who were transferred oul, 10lal retention al 12 months 

postpartum was 66.7%. All babies who te5ted posilive had been enrolled in care and all of them 

have Ixen put on treatment. Some of the women delivered at home but brought babies for 

prophylaxis. However, many of these women also miss testing at six weeks after breastfeeding 

and 18 months of the babies' life. 

Provderle .. el factors associated "ithretention incareirn:ludcdsupponivc:counsclling,assuranc:c 

of anonymity. clinic Iocalion within the hospitaL supportive and understanding team and 
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acceptable treatment outcome. 

Patient-level factors identified included desired good quality life, social sup port and acceptance. 

stigma and partner influences. 

The study fmdings showed that efTectivenessofinterventions to improve uptake and retention in 

PMTCTdoes not depend only on the availability and accessibility 0 fa functional and heallhcare 

system but also on good interaction between healthcare providers and patients inaclient-&iendl Y 

environmentlhatcnsuresdcsircdpal il!ntcanfidentialityandprivacy. ltcanalsobeeninferredthat 

cantcxtual factors are very imponant in understandinglhe factorsenablin gand/orinhibitingthe 

success of intervention programmes. Though there is a clinic dedicated 10 the provision ofPMTCf 

at the study site, patients raised concems about the fact that the unit i s been shared by other service 

providers which is an in&ingementon their privacy. If this is the case. then separation of the 

Ultrasound Scan unit from the ART should improve patient comfortability with service delivery 

asfarastheirprivacyisconcemed. 

Many HIV-positive mothers are '.vell educated o n their disease condition and well infonned about 

what to do to prevent transmission of infection to their babies but same cannot be said of their 

male partners. This raises the issue of gender imbalances which create so many missed 

opportunities for the women to apply acquired knowledge and mobilize needed support to benefit 

from available services. Male panner issues at the study site are nat different from those from other 

sister African countries. Provision of home-based care involving the male partners may bean issue 

worth considering. 

Healthcare provider characteristics such as provision of counselling and smooth flow of work from 

onelevelofserviceprovisiontotheotherwithoutcompromisingtheintegrityandconfJdentiality 
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of the patient isavery important concern to patients. 

Retention rates at the Ho municipal hospital is below optimum and this will result in increased 

maternal transmission of HIV . The factors discussed above should be employed to improve the 

interest of patients and retain them in care. 

The above stud y is an explorative study that was had been successful in bringing up issues for 

further reviews and investigation. 

I . Further Sludies shou ld be done to uncover more factors associated with less than 90% 

2. Future srudies should consider nOI only review of background data but also strucrured 

intcrviewsand be conducted during clinic days when patients self·report to the facility. 

This will undoubtedly take more than eight months to achieve but is sure 10 achieve bener 

rcsults.Homevisitsshouldalsobedonetoreceivetheviewsofdefaulting cliems and those 

losstofollow·up. 

3 ManagersofPMTCT programme should receive periodic feedback from clients especia lly 

during counselling sessions in order to understand their difficulties an d anempt to address 

4. Healthcare provider shou ld consider integrating their services within the ART in order to 

render comprehensive care to patients at each visit date. 

s. Facility managers should consider expanding the ART unit and separating it from all any 

other service point in order to improve patient confidentiality and privacy . 

6 There should be increased scnsitization of the general public on radio and television about 
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the success rates of PMTCT and the role of all member of the family in helping reduce 

maternal transmission of HIV. 

7. Effects of stigma and discrimination shou Id also be reduced by destigmatizing H IV through 

periodic educalional campaigns. 

8. Sufficient muhi·disciplinary health workforce trained in delivering ART should be ensured 

at all sentinel sites to promote efficient delivery of service. 

9. Timely provision of logistics and capital should also be ensured. 

10. Data management should also be improved at the facility to improve follow·up data 

collection anddl!tennination of retention rates. 
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APPENDICES 

Data [xtraction Tool 

DATA EXTRACUON TOOL CRETROSPECUYE RECORPS RElIIEW) 

MPH DISSERTATIOO -PMTCT RET'ENT1ON ANAL '($15 

NAMEOFRESEAA01ER- lSAACFOtlTSE(UGSPH-HPH/J0599087) 

ETHICAlClERANCE IN5TTTUTION AND NUMBER- GHANA HEAlTH SERVlCEJGH5-ERC: 157/0 2/17 

NAME Of STUOY sm (REGION) - HO MUNrOPAl HOSPITAl (VOLTA) 

RECORDS/ DATABASES 10 BE REVIEWED: [ lANe REGlsrER/MON'THLY REPORT 
[ 1 ART DATABASE 
( ] PATIENT FOlDER 
( JDEUVERYRECOROS 

~NT DEMOGRAPHIC CHARACTERISTICS 

RESIDENTIAlLOCATION: CUI'bIn)Of(nnQ 

AlIVE (A] OR DEAO? (0] 

NUMBER OF DEPENOANTS BELOW 18YRS: ( 

• ~1,!,.oiI 

,' .... ;.:"ial! 

DATE OF ARST ANC V15IT --.l--....1_ 

AGE OF PREGNANCY AT FIRST ANC []weeks 

DATE OF FIRST HN TESnNG AND COUNSEWNG (KTS) --.l--....1_ 

DATE OF REFERRAL TOAATCUNIC --1--....1_ 

LA8OUR. DEUVERY AND AZT (OR NVP) PROPHYLAXIS AT BIRTH 

Dfl...MRy DATE: ---1--1_ 

TIMfOfDEUVERY: --.,;_ PlACEOFDeUVERYl ' 

NJL Of PREGNANCY AT DWVERY I 1 weeks 

==:~::O~(l;~e:secnON( )i other (spedfy) ( 
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Nl,1t"KUt'MTI.J'\AUI'IIOll\ln . i'\Lll 

OATEANDTIMEOFARTPR.QPHYLAXI.S~--1~and~(61rfy.notearfy.tDolate) 

FEEDING OPTICt4: [ .. ' ~ •• 

EXQ.llSlVE?YES[ lorNO[ I 

DURATION OF BREA5TfEfDJNG(If breastfed) f ~.:. 

BA8YWASGIVEN~DURJNGBREASTFEEDlNG?No[)orYES[) 

PROPHYLAXlS[ JOtYES[ J 

BABY AlIVE (Al OR DEAD (0) III 1 AGE AT OEATH(ifdeadl( 

OLIRATION OF 8Rf.ASfFEEOING (If bteastfed) r .,.,cA 

ART CUNIC FOLLOW-UP CARE LIA8Y+MOTHER) 

BABY COMPlETED 6 WEEKS AIr OR NVP? NO [0) or YES [lJ; 

BABY TESTED AFTER 6 WE9(S ZlDOVUDlNE SYRUP (ElD): NO [ Ii YES ( I 

~~ 
RESULT OF 8A8YTESTS [P:posilJw:; (J (J 

~~6:=~y; INFECTED[ I; NOT INFECTED [ ] 

HIV+8A8YENROl£DINTOARn[Ojor[l]; HAART?[Olor[1J;HAARTREGIMEN~..:..J_ 

DATE REGISTERED IN ART c:AAE; ---"~ 

OATEOFINITIATINGMOTHERCt4HAART ----1---.1_ 

BASEUNElA8S, YES[lj,NO[O): F6C( ];CD4(];Vl[];lFT[);RFT( I 

WHO WNlCAl STAGING (mother) ( ] 

TYP£OFCARE:PPOI I TREATM( . l 

RETAINED IN CARE: YES [ 1 NO[] 

DATE OF lASTVlSrT (if not retiMed); ---.1--1_ 
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VOLUME OF 
R£· FlU 

---1-1_ ~~_ ( JTASS 

---1-1~ ~~_ II JTA05 

---1-1~ ~~_ JTASS 

---1-1 __ ,_,_ ( " JTA05 

---1-1.....L _~~_ ( :, JTABS 

---1-1"":'" ~~_ " ]TA05 

---1--1_ • JTA8S 

---1-1 __ ~~_ t ~ lTABS 

..J-1_ ' ." ]TA05 

...1...J.....L_~~_ , :~ ]TABS 

W.drA ~~_ ·, ITASS 

~~~~_ I ' JTABS 

-"-1-'-. _'_'_ ( JTABS 

~-1_ ~~_ ''''-1 TABS 

-1.-1--,- ----i------'_ ( "'L!'I" jTABS 

---1-1 _ _ .~_ I '· JTABS 

---1-1_ ~_,_ ( JTABS 

M~ ~_,_ ( ' J TASS 

~ ----'_ ,_ ) TABS 

---1-1 _ _ ,_ ,_ ] TASS 

---1-1~ _,_,_ "I TABS 

j=:j±= ==:= ~ '~j~:~ 
---1-1_ ~_,_ I JTABS 

~~~_ J TABS 

~ ----'------'_ ] TABS 

---1-1_ ~~_ "~TABS 

---1-1_ ~~_ I ' iTABS 

---1-1_ ~~_ ( ~ ')TABS 

---1-1_ ~_~_ , 1 TABS 

..J-1_ ~~_ I i ' ITABS 

...1-1_ ----i------'_ ( ' ) TABS 
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Inteninv Guide ror Irl-deptb intervie~· witb patient!! 

RESEARCH ASSISTANT 

ME'l'HOOOLOGY 

sruOY POPULATION 

LOCATION OF INTERVIEW 

DURATION OF INTERVIEW 

MPH OISSERTATION - FACTORS ASSOCIATED WIlli 
RmN110N IN PMTCT CARE 

ISAAC FOLITSE, UGSPH/MPH 

. ART COUNSELLOR 

NARRATIVE 

PMTCT BENEFICIARIES 

ART CONSULTING ROOM, VOlTA REGIONAL HOSPITAL 

4Q-60MINlJTES 

DIscUssION TOPICS 

Participants will be called on j:tIoneand schedule meeting arranged with their usual care-givers. 

During the meeting, the purpose of the research is explained to them and they are given the 
chance to enroll or decline, Transportltion to and from their places of residence and lunchwi11 be 
provided to everybody including those who will decline to partake in the study. 

The proposed place of the interview will be the Volta Regional Hospital ART consulting room 

Permission from authorities will be sought for the purpose. Suitability of the location will be 
discussed with participants and they are allowed to suggest locations. 

Interview will be done by the researcher together with a PMTCT trained female counsellor, who 

will be trained in qualitative enquiries by the student researcher. 

Topics to be disoJssed witt nclude the following in~xhaustive list Participants are alklwed time 

to express themselves and nores are taken alongSide. Audio recording witt be done with 

parbcipantconsent. 

The meeting will begin by congratulating the participants on enrolling into the PMTCT. A query 

session to confirm demogra,*,ic characteristics will be held. A PMTCT literacy guide will also be 
diSOJSSed to score participants on three scales, high PMTCT literacy (7/10 or more), low PMTCT 

«4/10) literacy and moderate PMTCf literacy (4-6 on 10 score scale). 

Interview will go on as long as possible with as many eligible participants as haveconsentedtiU 

emerging themes beqinto repeat themselves (saturation point is readled) 
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DISCllS510NGIIIDE: 

Icebreaker question: 
1. You have been identified as one cI the few mothers who are really cCr1C:erned about your 

unbom child. Do you find the PMTCT programme very useful? 

Matemalcare: 

2. It has been found out from research that some facilities do not treat HIV positive mOChers 

with the best of care. How will you describe the kind d care you receive from the facility 

before and after you were tested and counseled? 

3. Willyoudescribethecareyoureceivedas'special'or'asusual·similarcareatANC' 

AssurancerAprivacy: 

4. 00 you feel reluctant to come to clinic here for fear that other people may hear about 

your status from caregivers? 

5. 00 you like the environment where you normally report for PMTCT care? Does the 

environment make you feel that other people are looking at you or know about your 

stabJs? 

6. Have you been assured that receiving care at this unit is strictly between you and the 

caregiver and that your stabJsand information will not be shared with anyone else? If 

not, do you think this information is necessary?[probe further for general perceptions] 

Counselling support: 

7. How do you get to know about PMTCT7 

8. The health faci lity care givers are supposed to give you adequate information aOOutthe 

programme and what to expect. VIhlat are some of the things you remember from the 

discussion? Do you have difficutties practicing any of them [probe further on each ilem j 

9. How will you describe your understanding before and after HTS (probefordarity] 

After-clinic support: 

10. Will you have prefelTed that the nurse, doctor call you at home to remind you of your 

medicines? 

11. What other services are rendered in this facility after you have gone home that makes 

you want to come back? If none, will you recommend some services to be rendered to 
you from the hospital when you are at home? 

Cascade flow and flexibility: 

(PltodrawacascadenOwchartthatrepre.entse ....... ce deUveryItePilatthehOlpbl) 
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12. 00 you come to ooly ANC and you are given all that you need or you have to wal~ ~ 
another unit? Briefly describe what normally happens when you come for scheduled ViSit. 

[theinfonnation prollidedwUlbetr.ln5posedbYCClflftnnation from frontline caregiversl 

ARV shortage/regimen switch/stability: 

13. Do you always get your medicines when you come for re-fill? How often do you have to 

leave without your medicine;? Has your combination ever changed? 

ART adherence: 

14. can you rate yourself on a 10-scorescale how often you forget to take your medicines? 

Let's try it lhereisna penalty for this. L.etus know if you have challenges taking your 

medicines so that we can help you. Do you understand? 

Safety practices: 

15. What feeding practice is best suited for you. Were you counselled to make a chai ce? 

16. What are some of the difficulties you face feeding your child? 

17.can you tell us more about raising a child like yours, especially adhering to safe 

breastfeedingpractices?canyou please share some with us? 

18. Do you think it is important for pregnant women who are living with HIV to insist on 

condom use during sexual intercourse? Have you been informed about the risk of un safe 

safe and the benefits of condom use? Pteasefeel free to share your experience with us. 

It will help us help other women. 

Male partner disclosure and support: 

19. In the horne, you may have challenges with your husband. This is very common. Can you 

share some of the experiences you had or been having with your husband? 

20. Have you disclosed your status to your husband? How did you do it and what was his 

21. Has his attitude changed since the day of disclosure? Does he support your coming to 

clinic and practicing aU that you have learnt from counsellors? [probe further to uncienbnd 

relationship between patient and partner as a result of HIV stlItusdlsclosurel 

Status disclosure to other members of family and/or close conrtdants: 

22. Have you ever told any other person apartfrorn your husband about the infection? Who 

are they and what was their reactions? How do they treat you now? 

Stigma and diSCrimination: 

23. Many of your friends are afraid to tell people about their status. They have not even told 

their mothers about it. This is because of fear eX being rejected. Do you feel the same? 
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How does that fee~ng affect the way you atte1d clinic. 

24. Sane other people th"k that this infecticrl make them less important than un -inrected 

women. Do yoo agree with them? 

25. Have yoo ever have any experience where you have been modced or looked down upon 

or removed from a group because someone knows your ~tus and made it known to 

other people? Can you please share what happened? How does the experience affect yoor 

compliance to sdledule visits and ART adherence 

26. Do you fail to come to clinic or take yoor medicines because you think people will ask 

questions about why you visit the hospital very dten or take medicines all the time? Can 

you please share with us hON you were able to manage all these thooghts? 

Fam i ly support and understand ing: 

27. Do you have any problem with your parents or in-taws in coming to clinic every month, 

taking medicines, breastfeeding or complying with other recommendations? 

28. If your immediate famity is not aware of yoor status, hOW' were you able to stop 

breastfeeding after the recommended period expires. How were you able to take your 

medicines on time and remember to come to clinic all the time? (probe f\l rttI . for r.mlly 

ehilUenges) 

Peerinfluencers: 

29. Do you knOW' someone in the community who also went through the same programme? 

If yes will you confide in her? If not do you think knowledge and retationshipw ithsucha 

person wiU help in living witt"l your condition, attending clinic and raising u ninfectedchild? 

Culture and religion: 

30. Do you have any dlallenges from the society in complying with the recommendations? 

Sane of your peers confirm that their r~tives wanted them to deliver at home with TBAs. 

Some too cannot take medicines because of spiritual reasons-pastors tell them they are 

healed; traditional healers give them herbs that they claim will cure them, etx:. Did you 

face some of these dlaltenges? Please share some of your experiences with us. 

OTHER EMMERGING THEMES: 

31. What advise will do you have for pregnant women reporting for ANC and offered HTS? 

32. Please tell us any other thing you would like us to knQIN. You can add some of the things 

we did not discussed, especially things that you would otherwise not tell anyone. This 

informatial will help us help other peopk: ( review new information }. 

THANK YOU VERY MUCH . WE APPRECIATE YOUR COORPORAnON . 
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Translated Interview Guide (or In.deplh iRterview with patieRts (English·£ue) 

PROJECT NAME MPH DISSERTATION - FACTORS ASSOClAlED WITH 
RETENTION IN PMTCT CARE 

STUDY POPULATION 

LOCATION OF INTERVIEW 

DURATION OF INTERVIEIN 

ISAAC FOLITSE, UGSPHIMPH 

. ART COUNSELLOR 

PMTCT BENEFICIARIES 

ART CONSULTING ROOM, VOLTA REGIONAL HOSPITAL 

40·60 MINUTES 

DlSC"SSJQN mPJC$ 

Participantswillbec.alledon~oneandschedu'emeetingarrangedwlththeirusualcare-givers. 
During the meeting, the purpose of the research is explained to them and they are given the 
chanc:e to enroll or decline. Transportation to and from their places of residence and lunch will be 
provided to everybody Including those who will decline to partake in thesbJdy. 

The proposed place of the interview will be the Volta Regional HOSpital ART coosulting room. 
Permission frQ'TI authorilieswiU be sought fOfthe p.lrpose. SUitability of the klcation will be 
discussed with participants and they are allowed to suggest Ioc:ations, 

Interview will be done by the researcher together with a PMTCT trained female counsellor, who 
will be trained In qualitative enquiries by the stlJdentresearcher. 

Topics to be discussed will indude the following in-exhaustive list. Participants are allowed time 
to express themsetves and notes are taken alongside. Audio recording will be done with 
partidpantconsent 

The meeting will begin by congratulating the participants on enrolling into the PMTCT. A query 
session to confirm demographic characteristics will be held. A PMTCr literacy guide will also be 
discussed to score participants on three scales, high PMTCT literacy (7/10 or more), low PMTCT 
«4/10) literacy and moderate PMTCT literacy (4·6 on 10 score scale). 

Intervlew WIll go cn as loog as possible with as many eligible participants as haveronsentedtill 
emerging Itlemes begin to repeat themselves (satlJration point is readled) 
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fifia la? EkJD vovototo a~ Ie wO juu wO nugJmesese mea? Gbb Dya via ~ tao Dya 

aiawo ju name Ie lruku de4e me. [probe far darity] 

After-clinicsupport: 

10. qe woanyo juwo be d:m:xizikJDlawo naYJ wO Ie afeme aha t:P j'ku atsike nono dzi na 

womaha? 

II.de d:m:xizi.kpJlawo YJ na wo De edzo yi aJe mea? ~a ck! li 8i ana be woaya wo Ie 

aJ'eme eye eeia ta na q,e kplikpa be edze be yeatrJ ava d:lyafe Tesiri? ck! Debu be 

q,c¥J aiabgb~nanJanyi maha? 

Cascade flow and flexibility: 
(PI to awOl c:asc:ade now chilrt that ~presentM""oede'iverv _.-lIt the ho.pital) 

12. Ne eva efu daJe de, WOWJna nusianu nawo Ie t~e il.ekaa; alo edze be na%;ll ayi ttife 

VO\'ovowo hena wodzikJDkpa. Med.e kuku nawO, gbb nusiwo kata dz:ma kple afiaiwo 

kata nede Da Denye be eva cbyafe ... [the information provided wlill be nnspc.ed by 

con,.nnationfromtrontllnecaregi¥ers] 

ARV shortage/regimen switch/stability: 

13. Etea ju XJna wo atikewo kata leaiaTi si neva dJyJ,[ea? chle wodz;)na naQ.ewoli be 

nedzona atike malOmaxJe maha? Mede kuku gblJe fia mi . flo> wotn ataike nawo 

kp38?[repeatuntilpatientunderstandsitright] 

ART adherence: 

14. de ne<lPa jku dzi noa wo atikewo Teawo kata 1I'i maha? Ateju ana mark qpkuiwo de 

wo atike Dono de TeyiTi dzi Ie gasiaga mea? Medzi be nana mia tee kp::t. Kpo card 

sia dzi . NUljJlJb tso deka (1) vasede ewo (10). Nenye be melJlJ atike Dono be kpa 0 

la, natJasi 10 dzi . Nemenonekuraola.natJasi 1dzi.NenyebeedPa1JUkudziafa 

Bfa la DatJ asi 5 dzi. Mede kuku ese egJ mea? Na miatee kpJ. Tohehe a4eke mele 

esiawJWJ me 0, eyata Da ne mianya ne ehia kpekpe dIllJU a~ hena wo atike nObO 4e 

1I'eyi1l'i dzi.\administ2r the VISUAL ANALOGUE Too..l 
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Safety practices: 

15. Devi DUctuchl kae saa nawo wu? Alo QJ! QJ!vi nucb . .lClu kae nehu be oyo wu. De wofia 

wO nufiafia tao QJ!vi nudufu IJUti be nate 1J1 awa titia si Debu be enyo wu Da we) 1JUt:l 

maha? Ate IJU awa titia nyuie t:l maha? (mention earn practice one by one: exclusive 

breastfeeding,generalfeedlng,safersexpractices,condomuse,~rsonalhygiene,etc) 

16. KuIi. kawoe tena ~ dziwo Ie nullud;u nana <tevi la me? 

17. Med.ekuku gbla Duwiwo me neto Da Ie <tevia dzi kpakpa me; Vevieb Ie DODana Ie 

cP~wo dzi wawa me. Me~kuku madi be Da mA wo nutefekpakpa kpli miawo ha. 

18. De nebu be ele vievie na ny:lOU funa siwo IJU dalelea Ie be woazi wosr:J\yo dzi be 

woaza coDdom Ie gbxb:b mea? 

De DeX;) nufiCia alo woxb nuwo tao gbodxb Ie nuwana siwo menyo 0 la lJiua? 

Med.ekuku gbb fia mi wo nuxbmenya tao condom zaza fe vievienyeye 901· 

De netea IJU wana cle a~ siawo dzi.? Nuka woe Dye wo kusi Ie dxP sia me? 

NYA siwo nagbb nami la akpe de Dy:mU bubuwo lJu. Medi be nagbb Dyat~ea Dami. 

Male partner disclosure and support: 

19. Le l\feme Ia, kpataatsa ged.e wo atelJU ava Ie wo kple SrJwo dome, vivieb Ie tblele 

sia kple elJU kuxiwo. NyA si b:J Ie miatawo dome Ie duka bubuwo me. Ate IJU ama. 

wo Dutefekpokpa kpli mi tso alesi srnwo xa wo dalele Ie nyaa? 

20. Egbb wo tblelea Da Sr:JWoa? Alekee newJe, eye alekee wOX:N!? 

21. De efe nanametrJd.e1)UWOtsoleyill'isi negblae n&kplefifia? 

De wokpe Da de nuwO Ie wo dayafe vava mea? Ekpe Da de I]UWO be natelJU aw;) <te 

cbIP siwo kata wofia wO to nuxbme mea? (prolHl turtnet to utlderstJlrtd tel.d_shlp betweetl 

p.IIdent.ndp.rt7ltr.,.reMiltofHIVstltu,dIKlo.ure] 

stabJs disclosure to other members of family and/or close confidants: 

22. ilt· amebubua de ts;) 'wu ~o DyA nu Ie wo dalele fJUa? Ameka woe wODye DaWO 

eye aleke nye wofe Duw:ma esi negbbe nawo? Alekee wo wana nawo fifla? 

Stigma and disaWnination: 

23. Naviwo gecte wo siwo Ie ~ sia te medina be yewoagbb yewo fe dalelea Da &.me 

adeke o. Arne g~wO mena wo nawo kura ha nya o. Susu si ta WOW;) siae nye be 
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wobu be woagble yewo If.i ne wonyA. 

De nUBia ka wobaa? Medelruku gbb wo nut~ekJXIkpo nami. 

24. AmebubuwD bui be HIV wiele kutset&ea w;,wo ame gbJ!)ewo wu amesiwo gu d:Ilelea 

meleo. AlekenekpltsonyasiafJU· 

25. De amewo koa wo alo dua fewu Ie IJUwoa? NutefekPJkp:> kae Ie asiwo Ie amewo fe 

fewudufu amelJu me? De wo~wo Ie hame kpJ d.e wO dalelea ta alo ame aete si neuu 

eme na eye wokakae na amebubuwo maha? Gbb nuwiwo w la name. 

Aleke nUW311a sia gble nu Ie nuwoe? VivietJ aleke wo tltl wqfe dJyafe vava alo 

atsikenonodecJpq,:gu? 

26. De nebu amewo Ie fudeame kpJe fewuctuctu ta eye ne da Ie tby:Ue vava dzi kple auau 

sia be woa bia be nuks tae nele dJ.YJfe vam ¥esiyia alo edziedzi? De ausu siawo be. 

Mecle kuku gbb wO nutefekpokpo nami. Alekee neWJ hafi to esiawo kata me (you 

don't have to a.k Ittls wnot appUc:abIe to patient] 

Family support and understanding: 

27. De kuxi a~ Ie wO kple dziwolawo aiD s~o fe IometJWo dome tao wO dJ.YJ.fe vava 

dzinusiadzinu, atike Donol'esiayi. nonana vid2i alo wJw;:,d.ed.ocPawo kata dzi abe 

alesi wofia wo la ene !Jua? (lttis question should be broken down and asked in short brief 

28. Euu WO wlelea me na wo IometJ viviewoa? Ne melee me nenema 0 <k; aleke neWJ 

bafi wxle non ana Ie adltlJU ~cPwo kata dzi? Aleke ha. new;:, have dzuw nooana Ie 

lI'eyiTi si wodP nawO ladzi? De netea 1JU noa atikewo katA Ie Yeyil'i dzi? Aleke netearJU 

noa wi) atikewo de yeyi¥i dzi kple aleai neva Da dJyJie de 4ldP nu yesiayi? [probe 

fuI1tIertorf .. mllych,II"a_1 

Peerinfluencers: 

29. De nenya. ame ade Ie miaJe dume alo taka me ai ha Ie clKk> sia tea? Ne ele eme 

nenema dee. midze ai mianJe woa? De mietea IJU uua miaclokui me na mia Duewo 

maha? 

Ne enye be menya ame ~ke oenema 0 !\e, dee nebui be aanyo be yeak.,., kpekpe 
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<lerp gede tao ame siafomevi goo Ie cblele siafe kuxiwo kata me, Ie kp:xie1JU me, Ie 

~fe vava, atike DOno alo <levia dzikplk~ me malta? 

Culture and religion: 

30. Kuxi ka woe DedO Da goe Ie dua me'? [X kuxi siawo xea m:) ns wo atike nono alo 

cby.ie vavaalo4xlobubuawokatadzi w:JWJa'? 

31. Ny:mu a~wo gbb be fomet::Jwo zi yewo dzi be yewoadzi vi ~ !\feme. Amebubuwo 

ba metelJU noa atike 0 de subasuba fe susu tao 08Ofo a<tewo gbb na dewo be Mawu 

y:) cb wo, eyata merna be woamo atike o. ame a<!ewo ha x:) atike tso aJ'eme gbedalawo 

glr.! si wobu be da cb na yewo ho. Enya siawo t:Jgbe b:) alegbegbe. WohA de numawo 

fe ~ ~ fu nawOa? Me4e kuku, gbla wO nut~ek~kp:> fia mi. 

OTHER EMMERGING THEMES: 

32. A4:uJu tilC\P kae Ie asiwo na fun:> kple vidzim siwo Ie cbdo sia te; viviet:> esiwo va 

fudaje zi gbab eye wo nawO dodokp:> Ie m:>nukp:>kp:>? 

33. Me4ekuku gbb nya siwo kata nebube mianya la name. Ate lJu agbb nya ~sia4e si 

akped.e mia1)U be miatrn asi Ie <I.o<l.oa IJU Ie d:>yafe sia si aW:Je be mikpe ~ amebubuwo 

1)U. Nya. siwo nagbb nami la maqp to bubu adeke me o. AtelJU agbb nya. siwo 

megbl~o la kped.e esiawo kaa IJU. [review new Information]. 

AKPE NAWO. MIEKro DZIDZE BLmO TSO WO KPEKPEDEI)U IJUTI. 
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nteniew Guide (or In-Depth Interview: Healthcare worker 

.OCATION OF INTERVIEW 

)URATION OF INTERVIEW 

MPH DISSERTATION - FACTORS ASSOCIATED wrn< 
RflENllON IN PMTCT CARE 

ISAAC FOLJTSE, UGSPH/MPH 

ART COUNSELLOR (recording and nolE taking) 

NARRATIVE 

PMTer CARE GIVER 

ART CONSULTING ROOM, HO MUNICIPAL HOSPITAl 

20-30 MINUTES 

DIscUSSION TOPICS 

"he complexity of this group of people Is ackncmledged. The challenge that may arise with 
egani; to competing routine work schedule and possibility of leave from work and off-duties is 
Ilsoconsidered.Effortswittbetakentocontactthefacilitymanagersandthestudyparticipants 
veil before the data collection date. Each person will be allowed to fix their own schedule and 
~acerLmeeting(incasethesuggested location is not favourable) . 

Ihe am of this session is to confirm some challenges expressed ~ patients with respect to 
iKility-level barriers to service uptake. They will also be required to comment on some logistic 
md human resource challenges they face in rendering the service. Participants will inctude, 
Joctors, nurses, phannacists, biomedical SCientist, peer counsellors and any ather person 
nvolved in care for the HlV-positive mother. 

, flON chart rL PMTCf flow, beginning from ANC wilt be drawn with ttle help of this group. PCAT 
Nill also be discussed with them to consider the possibitity of local adoption. 

ICEBREAKER QUES110N, 

1. Your facility is one d the few sites identified and supported to render PMTCT 

programme. What has been your personal view about the policy? 

Matemalcare: 

2. 00 you prioritize the care you give at this unit, or do you give standard care that is 
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receiYed at the ANC? 

3 What will you say is different trcrn the are givEn to wanef'1 undergoing PMTCT and 

those who are not? 

4 . There have been recommendations about the method of delivery and prevention 

measures during labour and delivery. What measures do you imP'ement here? Are 

these measures dIfferent from what is given to all women as part d standard maternity 

PMTCT cascade flow and flexibility: 

[ Pltotketdl.e.K.ldenowcMrtwittlttle"elpofe.regive~l 

5. Can you please take us through the steps involved in registering a client for PMTCT? 

6. Kindly help me draw a flow mart of the flow of services from HlS to registration in 

Ac:c:essibility and structural privacy: 

7. Is the clinic very easy to locate by patients? [PI to walk around and e)(perlence.1 .. rII lCceu 

8 How does the location of the clinic (from other service points) ensure that patient 

privacy and confidentiality is enhanced? 

9. How will you rate the use of service here? Can you please help me fill this form at the 

end cI the interview? [PCATadapbtlonforuM) 

Counselling support: 

10. 00 you have a standard mecklist for counselling? ls it easy to follow? HCJIN long since 

you have been trained have you been using it? [ Probe further to discover more on 

counselling barriers. Probe knowledge on Infant feeding, condom use, other items] 

1 I . Can you confirm that you do not always have everything you need to renderthis care? 

Can you share some experiences with us [ probe further to confirm response and 

gather further evidence] 

12. 00 you agree with people who suggest that retention in care is the responsibility of 

caregivers? Please give us your suggestions? 

13.Who is directly involved in counselling? [Doctors], [nurses], [peer counsellors], 

[other]. Do you thmk the training counsellors receive is adequate to help the clients? 

Please give your views. [ probe to understand perceptions about the qualiftaUon of 

counsellors] 

14. 00 you ever have the incidence of client expression dissatisfaction alx>utcounselling 
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service rendered by a member of the counselling team or preferring one counselbr 

over the other? What in your view constitUte good counselling support? 

Logistics: 
15. Challenges with ANC, KTS, and PMTCT logistics have been well dOOJmented. What 

are some of the bottjenecks you face with regard to that? 

16. Doyou receive your supplies from regional or district medical stores or you procure 

them from the open martcet? 

17. How oft:l:!n do you ron out of medicines and l:e:;ting kits as well lab reagents and other 

logistics? Please help me fill this form ' 

HIVOral ickKit 
Kit for HIV confirmatorv test 
DNA-PCR Test Kit 
CD4-CountMachine 
CD4-CountReagents 
Viral load machine 
Viralloadreaents 
Adult ARV imen: lDF 3T EFV 
Paediatric ro lactic imen: /lZforNVP 

After-clinicsupportservices: 

AVEREAGE PERCENTAGE 
AVAILABILITY _ ~ 

.-

.-

18. Do you call your patients at home to remind them of schedule visits and/or 

medications? How effective do you think this approach is? 

19. Will you prefersrns textingto phone call? Please help us under5tand your 

20. Do you think the Ghana AIDS Commission should provide resources for following up 

on patients by phone, sms, home visit, etc. 

OTHER EMERGING THEMES: 

21. What do you think should be done to retain patients in care? 

22. Please tell us every other thing. Including what you think works for people who are 

successful in the programrneand those who are not. 

WE ARE VERY GRATEFUL FOR YOUR HELP. THANK YOU. 
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APPENDIX 6 

Consent form: Hospital Authoritie:s 

Int roduction: My name is Isaac Folitse. a student of the University Of Ghana School Of Public 

Health. I would like to seek your approval and pennission to conduct an academic study in your 

facility (details below). This study is part of the requirements for the award of Master of Public 

Heatthdegree 

Project Topic: Assessing Retention of women in PMTCT 

ObjKth'es of the Study: Successful uptake and retention in prevention of mother to child 

transmission of HlV programmes is a prerequisite for achieving a sustainable low prevalence of 

HIV infection. It has been shown that there are identifiable and modifiable barriers affecting 

retention (and loss 10 follow-up) of pregnant women enrolled or the loss of their babies after 

delivery. Identification of system s barriers and patient factors wil l inform loca l strstegiesinorder 

10 improve upon service delivery and quality of life of children. The facili ty will not be neg.atively 

implicated in anyway. 

Study Metbods: I will be collecting infonnation on the number of women registered for ANC. 

HTS. PMTCT. ART. I will also co llect infonnation on ART prophylaxis for HIV -exposed babies 

and early infant diagnosis. I would require ART data. ANC records. patient folder and maternity 

record for this work. Patient anonymity will be ensured. J will be conducting interviews for women 

who went through the programme and currently enrolled onto the regu lar ART. I will also conduct 

interviews for frontline care givers in the ART and ANC units. I wou ld like to use elect ronic 

r«ordi ngdevice togatber information for ana lysis. This exercise is for academic purposes 

only and information gathertd will bc well protecled until analysis is completed when it will be 

safely and completely destroyed. 

Study participants : PMTCT women will be asked to enrol in the study vo luntarily. I would like 

10 ask for your assistance 10 recruit care givers at the ANC and ART into the study to provid~ 

infonnation needed. I will not coerce anybody to partake in the study. The anonymity and 

conridentialitywilibeensurcd.Compensationswillbeprovidedforpartieipants 

Other activities : I would like to engage the participants in in-depth interviews at the Volta 
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Regional Hospital. This location is chosen on the basis of availability of larger ART space as we ll 

as ensure cJients feel free to express theirconcems to a third party for academic purposes only. 

Transportation fares will bc refunded for participants and lunch packs or money for lunch wi ll bc 

provided. Trained counsellor will be recruited from a siSler facilit y to help me with data co llection. 

Benefits oftbe Study: The methodo logy makes it possible for facility managers to see at a glance 

the flow of women and their babies along the programme cascades. You will be infonned on the 

steps that will yield greater henefn if interventions art targeted therc. keep ing other stepsas it is. 

The possibility 10 own the data analysis tool is also very likely. 

Potential risks/ interruptiolU due to the study: The patients wou ld have to travel from their 

places of residence to the study site. Apart from road transport risks. the sludydo nol invo lve any 

procedure on client. Their working time may also be disrupted . I will be engaging some stafT of 

your facility during working hours. There is the potential of reducing active working time during 

thc study period . But your stafT is free to excuse researcher and attend towork-re latedissues. 

Confidentiality: I assure the authorities of the hospital of utmost security of all infonnation 

gathered. The informat ion of patient gathered from hospital record as well as from interviews will 

be treated with the highest levclofconfKlentiality. 

Consent Declaration : 

I. (name and position in the facility): 

would like to introduce the above researcher to your unit. Kindly give him the necessary suppon 

with his work. I have read the detailsofhi s3Ct ivities and have considered all the impli cations and 

benefrtsofstudy. 

Signature 
............ ....................... (Rcsearcher) 
(024-890-6259;ifolibCr'(i"ljJ,u,.edu.gh) 

In caw or any eoocern you can eonlact the Ethics Adminislrator, Ms Hannah Frimpong. 

GIiSfERCoD:0243235225 / 0507041223 
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ConseDtform: Patients 

Introduction: My name is Isaac Folitse. a student of the University Of Ghana School Of Public 

Heahh. I had sought permission from the medical director of the· hospital and would like you seek 

your assistance in completing my study on schedule. You can at any point during the sludy 

discontmueparticipation.Ho",'ever, I would be glad if you can help me till the end. 

Projttt Topic: Assessing Retention of women in PMTCT 

Objedives of t he Study: Your participation in the programme invo lving the use of medicines 

from this unit to prevent infecting the baby means that you are a beneficiary ofa sponsored 

programme. It is expected that some things are put in place to help you benefit from it fully. 

However, scientists have realized that other women from other countries face some challenges 

making it difficult for them 10 complete the process. If you help me, we would be able to throw 

more light on what is happening in our area here that help the programme and those things that are 

drawing women backwards from achieving success in the programme. Your name will not be 

mentioned and your voice recording will be discarded after I have finished the analysis and will 

not be shared with anyone without coming back to ask you for permission. 

Study Methods: I will be asking you several questions and will require that you tell me genuinely 

whal you experienced. This is necessary in order to te ll the true story. The hospital will not know 

who said what. I will be maki ng an audio ruording of a ll our d iscussions to help me remember 

what we discussed here so t bat 1 can analyse it la ter. I will not a llow any other person to have 

access to your voice recording and it will be destroyed after I have fin ishedwritingeverythingout 

on paper. Your name will not be written agai nst the t ranscribed information. I have also 

asked a nurse from regional hospital to help meso that you can feel free to tell her anything you 

feel you cannot tell me personally. 

Study participants: all other women who were pregnant and were given treatment to prevent 

infection to the baby are a lso part of this research. I will not force any of you to partak ein the 

sbJdy. The anonymity and confidentiality will be ensured. You can stop the discussion anytime in. 

between if you fee l you cannot continue with it. Your decision to leave will not affect you when 
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you come back to this hospital or any other hospital for service. But I will be happy if you can help 

us 10 the end. 

Benefits oftbe Study; the work we are doing will help the hospital taking care of you know how 

the programme is helping you and your baby. It will also show the problems facing you and your 

olhercolleaguesthoughtheywillnotbeabletotellwhoprovidewhichinfonnation. 

Potential risks/i nterruptions due to the study; The study will take some or your working time. 

I have made provision roryourtransponation.though I agree that the car eyou take to his place is 

a risk.. Apart from that I have takcn my time to reduce other risks invo lved with protection of your 

identity to absolute zero. 

Confidentiality: The inrormation I will gather lTom you are strict ly confidential. I will not discuss 

your personal inronnation with the hospital authority. 1 will however inronn them about the frnal 

fmdingswhichisacol lectiveexperienceoralioryou.Thiswillonlybedoneirtheyareinterested 

in sharing the rmal inronnation. I also will only agree to share the inronnation with them if they 

agree to use it to improve service delivery. 

I have read (or was read and explained to me) the details orthis research work an dlagreetotake 

pan in it. I also understand that I can withdraw at any time in-between. I grant th eresearchermy 

permission to record interviews with the condition that infonnation will be protected until analysis 

when it will be sare lydcstroyed. 

Signature 

........... (Researcher) 

(24-890-6259;i1QJj~~) 

In CMe of any concern you can contact the Ethics Administrator, Ms Hannah Frimpong, 

GHSIERCon:0243235225/0507041223 
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APPENDIX 8 

Consent (orm: Frontline heahhcare providers 

Introduction: My name is Isaac Folitse. a student of the University Of Ghana School Of Public 

Health. I had sought pennission from the medical director of the hospital and would like you seek 

your assistance in completing my study on schedule. You can at any point during the study 

discontinue participation. However. I would be glad if you can help me till the end 

Project Topic: Assessing Retention of women in PMTCT 

Objectives of the Study: Your work with women enrolled into this programme requires that high 

rate of retention is ensured SOllSto be successful. Manyotherstudies have shown that some barriers 

can be modified to improve outcome. It is my aim to help the facility to unearth barriers and 

enablers of retention in care so that yourefTorts and sacrifICe cu lminates into good outcome. 

Study Methods: I will be collecting infonnation on the number of women registered for ANC, 

HTS. PMTCT. ART. I will also collect infonnation on ART prophylaxis for HIV·exposed babies 

and early infant diagnosis. I would require ART data. ANC records. patient folder and matemity 

record for this work. Patient anonymity will be ensured. I will be needing your help in collecti ng 

lhe above information and would also like you to partake in a 20 minutes interview. I will be 

making an audio recording of all our discussions to help me remember what we discussed here so 

I can analyse it later. I will not allow any other person to have access to your v oice recording and 

it will be destroyed after J have finished writing everything out on paper. Your name will not be 

written againsl the transcribed information. Infonnationreceived from yo u is confidentia l and shal l 

be protected. 

Study participants: PMTCT women will be asked to enrol in the study voluntarily. I wou ld like. 

I will not coerce anybody to partake in the study. The anonymity and confidentiality will be 

ensured. You are at liberty, at any point. during the interviews, to excuse the researcher and ane nd 

to other work·related issues. 

Benefits oftbe Study: The methodology makes it possible for facility managers to see at a glance 

the flow of women and their babies along the programme cascades. You will be informed on the 

steps that will yield greaterbenefrt if interventions are targeted there, keepi ngotherstepsas it is. 
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The possibility 10 own the data analysis 1001 is a~ very likely. 

Potential riskslinterruptionsdue to the st udy: Thesrudy witl take some o r your .... orking time. 

Perm ission have been sought from the medical director so thaI you can spend some time with me. 

The methodology however have no inherent hann to panicipants. 

Confidentiality: The inrormat ion I will retrieve rrom record are confidential and will be treated 

as such. The inrormation you will provide during the interviews will also be protected . Destruction 

or recorded inrormation will be done after analysis or data. 

Consent Deda ratio n 

I have read the details o rthis research work and agrce 10 take part in it . I also understand that I 

can withdraw at any time in-between . I grant the researcher my permission to record interviews 

with the condition that inrormation will be protected until analysis when it will be sare lydeslroyed. 

Signature 

.... (Researcher) 

(024-890-62S9;~~t.ulI.edu.yh) 

In ease or any concern yo u ean contact the Ethics Administrato r, Ms Hannah Frimpong. 

CHSlERCon:024J235225 / 0507041223 
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APPENDIX 9 ApprovalletteB 

Ethical Clearance from Ghana Health Service 

r.'IIUICForilR 

~~:~!7~b~~~:aJth 
Le"on.A""..,. 

• Subm ... ionof ycarlyprogrcs, I1Oport of tho nudy to lhoEthie9 ReviewCommi ttec(ER C) 

· =..r::.~~ ~~i~:::~OlM adverse events related to this study to the ERC within three day~ ~erb1llJy and 

• Submiss'onofafinat repOrt aftercompleTionofthe.tudy 

• InfonningtheERCandyour,pol1sor(whef1lappl'Cable)befof1lHnypublicationoflheres<:archfinding5 

Please note Ih-c Iny modifiClllion orthe study without ERe appro~pl of the amendment ;s invalid 

~:I":;"::. (1)"",""" or call"" 10 be observed procedures and rec:ord!J of the study during and filler 

KindlyqllO(C Ihe protocol identificlILiun numb", in 1111 fulUrecolTespondence I nrellllinntothl.llpprovedprolol:ol 

SIGNED D.: C·~';;;:;.MAN . 
(GHS-ERCCI IAIRPERSON) 

C<;., Th"Di_lOr. RlOSI;!lL/"Ch&.Developmenl()1Vision.GhanalleajthS~"'icc:.AC<;.ra 
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Data Sbaring Agree ment "'i th National AlDSISTI Control Programme 

NATIONAL AIDS/STI CONTROL PROGRAMME 
(NACP) 

{'.~-.:.~ 

~~ 

PO BoxKBS47 
Korle-Bu, Accra 

Tel 1233-302)678<151 - 9 
Fax (233-302) 662691 
Ema"~ 

241~May . 2017 

B E- SUppORT of QATA SHARIN G AQREEMENT ' 
MB ,$A,AS EO! !ISE 

We wish 10 slale that the Natiooal AIDSISTI Control Programme (NACP) hae signed 
a data shanng contract with Mr Isaac Folrtse of the School of Public Heatlh. 
University of GhaoB, legon. to enable him ac:quiredala for his research actlvllies 
ulliog HfV dala at the Ho Municipal Hospital, He will oeed slmllar Information from 
the DJlltrict Hospital In Sogakope to be uled for pre-test 

In hne With the above. please be ioformed that the NACP has agreed to allow Mr 
laaac F04itse the rlghl of limited acoess to the datasets for the research activities 
II&In9 HIV dala at the Ho MunIcipal Hospital aod the Sogakope District Hospital 

He may therefore go ahead with the said research taking into consideration the 
condllions in the agreement 

Wecouotonyot.trcooperation 

THE MEDICAL SUPERINTENDENT 

~g.~~~~~~AELci1g~PITAL 

THE MEDICAL SUPERINTENDENT 
SOGAKOPE DISTRICT HOSPITAL 
SOGAKOPE, VOLTA REGION 

Mr.lsaacFolltee 

~~~'o~~~~:~~i';:laon'ng & Management 

UoivelllityofGhana 
Legon 
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Pennissionto oo!tduct researtb at tbe HoMunicipal Hospital 

IncaseolreJlly the numb .... 

1_"*,ooldllequol"" 

PEOPu;s.CENTEII.OSIiRVICES 

IHHOVAnOH/ Di(ELLENC£ 

{® .. ~~ 
. :'. 

~ 

TIrE 1IF'..AD OF DEPARTMtNT 
O[PAlrrMENT OF ImAl.TII POUCY 
I'LAl'iNING ANn MANAGEMENT 
SCIfOOLOF PUUUC III<:Al.TII 
UNIVERSITY OF GIIAI\A 
LEGON - ACCRA 

811i· PERMissiON TO rormllg " P"8!lI 

:!t:.~nowiedge receipt of your k:Ller dilled November 15, 2016 in n:lalion 10 the IIbove subject 

MaRII&OftCnt of the 110 Municipal Hwpilal would like to inform your outfit Ihal approllll! hils 
bcenlh'cnloMr.b .. ~'ollbeloCirryoul wlthhisresearchilllhc hospltal 

'Tbankyou. 
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O. Oatarequcstform 

; :.,.-.~, 

i " t GIIANA IIEAI:rll SERVICE (:' \ 
DATA REQUEST FORMS .';'" 

\; ,..-t.. , -... ( l.li 1 ,,-

,,,,"''1'''' .u~\"(W.(.,.~I:r u't- \!""r. ~ 
"" ()~C'6) r, .,~ t l .. '.,'" • :,l .. . ",,,·IttJ)-

::cr 
=- q::-DJ.--'l ~':h"c.-el-l.,.t: e,cy-' 
=r I ~ ..J! c:kl~ -..,d Sd'- "'-~~~ 

G: -t\I>~t -N G.~c,"'-A<j- ~oJlJ 
.:i ~t;.~"'''~ C. \vc:.D: 

l~'""'~'''' ''''~ 
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E. Request to access Dislricl heallhdala 

ISAAC FOLITSE 

Department of Health Policy 
Planning and Management 

School of Public Health 
UnivcrsityofGhanll 

Legon 
Grell~",rAc .. ra Region 

Emu'" IIprue1ih'PbPP 

tI2L11:· "...., .... "' .. K • •• · .. " •• ".,r....,mcnenn>lJeo.IlnI>Mrc ·I .... I,,: lh .. M .... i<.:ip .... ll. " r-" " " 
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