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Abstract
Antiretroviral drugs reduce viral replication in pregnant women either by lowering plasma viral load or through postexposure prophylaxis in their new born. Mother to child transmission is the predominant mode of transmission of HIV in
infants and young children. This transmission occurs during pregnancy, labour and delivery and breastfeeding. Providing all
HIV positive pregnant women with lifelong ARVs regardless of CD4 count/disease stage is an effective strategy to avert
MTCT of HIV. Eliminating vertical transmissions globally is still a challenge. In Busia district, the uptake of antiretroviral
drugs by HIV positive pregnant women is about 41%. Despite the varied interventions employed to avert MTCT a number
of exposed babies have been seroconversion.
Objective: Factors influencing utilization of ARVs by HIV positive pregnant women.
Methods: Cross sectional study was done through Purposive and random sampling. The study area and the HIV positive
pregnant women were purposively selected. Quantitative approach was employed using standardized questionnaires. Exploratory data analysis was preceded by monovariate analysis. Results were summarized using tables and text. The quantitative data was analyzed by Statistics package of social science.
Results: Percentage (30.6%) of women started ARVs in the 3rd trimester. Percentage (37.4%) hides while taking the drugs
due to self-stigma and fear of husband. Percentage 57.9% took freely. Half of those who were not on ARVs indicated they
were afraid of their husbands while the other half were not willing to take the ARVs.
Conclusion: We found out 85% of the women had their first antenatal care visit in the second trimester while (30.6%)
started ARVs in the 3rd trimester. ARVs taken for more than 17 weeks reduces the risk of MTCT. Disclosure of HIV status
of pregnant women is essential. Male participation in antenatal care, treatment, counselling and testing for HIV, will increase
use of interventions for eMTCT.

Keywords: Mentor Mothers; Antiretroviral Drugs; Prevention of Mother to Child Transmission of HIV; HIV Positive
Pregnant Women.

Broad Objective

Background

To determine factors influencing the utilization of antiretroviral
drugs by HIV positive pregnant women in Busia district.

It has been reported by the WHO that globally HIV positive
Pregnant women not receiving ARVs to prevent MTCT of HIV
is 50% and women not on ARVs during breast feeding is about
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80% and further reported that they are responsible for 65% of
MTCT [1-4].
Globally, Sub-Sahara Africa continue to bear the burden of
maternal to child transmission due to low utilization of ARVs and
accounts for the highest number of new pediatric HIV infections
[1]. This transmission occurs during pregnancy, labour and
delivery and breastfeeding. HIV/AIDS transmission from mother
to child in Kenya is one of the biggest health and development
challenges. Globally, an estimated 350,000 infants acquires the
infection [1, 2]. In Kenya about 38,900 infants acquire HIV
from mother annually. The most significant risk factor appears
to be the HIV viral load in the women who are not on ARVs or
have poor adherence and compliance [1, 3]. There are now more
facilities in Busia that offer HAART to HIV positive pregnant
women to address previous bottlenecks of few facilities that had
resulted into congestion [4]. A study carried out in Busia district,
96% HIV positive pregnant women were identified but antenatal
uptake of ARVs is 41% [3, 4]. HIV prevalence among pregnant
women is 5.1% which almost mirrors the national figure of 7%.
In Busia county, 65% of HIV positive pregnant women do not
deliver in the hospital despite the maternity services being availed
at no cost [4-7]. According to Busia District Health Information
System (DHIS, 2012-2013) 3,500 children are in need of ARVs,
but only 1,431 are on treatment [4]. 280 children die monthly of
AIDS related conditions and poor health seeking behavior [4].
Most studies that have evaluated factors influencing PMTCT were
conducted prior to 2007 when HAART was not being routinely
used for prophylaxis to avert vertical transmission. We sought
to determine if the same factors influence utilization of ARVs
now that HAART has been availed for all HIV positive pregnant
women.

Research Design

http://scidoc.org/IJHR.php

n = z2 p (1-p)/ ∂2
n = estimated sample
p = prevalence 5.1% (prevalence of HIV infection among
pregnant women in Busia)
∂ = error margin set at 5%
z = standardized normal variable value corresponding to 95%.
Confidence interval is a normal distribution frequency which is
1.96.
Prevalence 5.1/100=0.051
n = z2 p (1-p)/ ∂2
n = (1.96)2 x 0.05 (1-0.05)/0.05 x 0.05
n = 3.8416 x 0.051 x (0.949)/0.05 x 0.05=0.7530784/0.05 x 0.05
n = 0.7530784
n = 75

Sampling method
Cluster random sampling method was used to identify HIV
positive pregnant women. Each cluster comprised of women
that were linked to a mentor mother who provided a list of HIV
positive pregnant mother. The participants were then picked
randomly for interview at the time when they visited the facility
at the antenatal clinic.

Ethical consideration and Consent
Ethical approval for this study was obtained from the Kenyatta
National Hospital and University of Nairobi Ethical Review
Committee. Additional clearance was obtained from Busia District
and County Referral Hospital Research and Ethics committee.

Data analysis

This was a cross sectional study that employed quantitative
method.

Data was collected using a standardized data collection tools and
entered into a password protected database. The validity of the
questionnaire had been obtained during the pretesting. The data
was analyzed through (SPSS) Statistics Package of Social Science.

Study population

Study findings

The study population comprised of HIV positive pregnant
women in Busia County.

Demographic data

The study was carried out in 3 County government hospitals and
their surroundings (Busia District Hospital, Alupe Sub-District
Hospital and Matayos Sub-County Hospital).

We enrolled 108 HIV positive women who were pregnant. Fifty
percent of these women were taking ARVs. Among all enrolled
women, 63% had attained primary education, 25% secondary and
3.7% had no formal education. Seventy three percent had spouses
as next of kin, 82.2% were married, 94.4% were self-employed,
86.9% were Christians and 10.3% were Muslims.

Data Collection Instruments

Antenatal data

The tool that was used in this study was adapted from a study
conducted in Zambia by Rosemary Mwanza (2009) that focused
on factors influencing the uptake of ARVs for PMTCT.

Women without a previous pregnancy were 14.8%, one child 25%,
and 2 children 18.5% and 3 children 20.4%. Majority of women
(67.3%) had previously used family planning. The most common
method used was injectable (44%) followed by orals (12%) and
implants (12%) with only 5% IUDs. Majority of the women
(85%) came for their antenatal clinics after the first trimester with
33% first attending during the 4th month (18wks), 25% during the
5th month, 22% during the sixth month (28wks) and 5% coming
after 6months (28wks).

Study area

Sample size
One hundred and eight (108) women were recruited. However,
the number required for the study was seventy-five women
according to sample size calculation using Fishers’ exact formula
1954 is illustrated below.
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Over half (59%) of women came to the antenatal clinic to check
the status of their pregnancy, 27% because they were unwell,
13% because they were advised by the health worker and only 3%
because they were informed of free maternity services. During
the ANC visit, all women were checked for blood pressure and
weight, 97% had a physical exam, 90% had counseling, 52% got
ARVs, 39% had a HIV test, 11% were tested for malaria and 9%
were given antimalarial drugs. A small number of women 27%
came for just a single ANC visit, with 37% coming for two visits,
11% coming for 3 visits and only 24% coming for 4 visits. During
the antenatal visits, only 4% of the women reported waiting for
less than 15 minutes, with 11%, 36%, 44% and 5% waiting for half
an hour, one hour, over one hour and the whole day respectively.
Majority of the women (82%) reported the services to be friendly,
1% said the service providers were rude or hostile and 16% said
the service providers were kind but busy (Table 1).
HIV status disclosure, treatment and adherence
Majority of HIV positive pregnant women were tested between
the year 2012 and 2015 with only 5% being tested before the year
2005. At the time of testing 59% of the women were pregnant.
After testing for HIV, a third 34% of the women were shocked,
22% cried, 18% were sad while the rest had other various

emotional reactions. A half of the women 50% disclosed their
HIV status to someone; 40% to spouse, 34% to a parent, 14% to
a relative, 10% to a friend and 2% to a sibling. On disclosure, 64%
of those disclosed to were supportive, 11% were in shock and
5% were unsupportive. Among the reasons for non-disclosure
was; breakage of marriage 34%, secrecy 25%, fears of rejection
20% and stigma 20%. In terms of awareness of mother to child
transmission of HIV, 95% of the women knew of transmission
during breastfeeding, 91% during labor, 86% during pregnancy
and 11% during weaning. Ninety eight percent of the women were
aware that it was possible to prevent mother to child transmission
using ARVs. 42% reported not being on ARVs at the time of the
study with 68% reporting starting ARVs between the years 2012
and 2015. Only 5% reported starting ARVs before the year 2006.
All women reported being counseled on use of ARVs. However,
37% reported fear and had to hide ARVs while taking them, 5%
felt stigmatized and 58% took the ARVs freely. Percentage 64%
of the women took ARVs at specific times and 35% at any time,
with 35% reporting missing ARVs at least once and 24% missing
ARVs more than two times. 14% reported missing ARVs for
more than 5 times. Almost two thirds of the women 61% had a
treatment partner who checked on them daily 48%, weekly 38%,
two-weekly 2% and monthly 8%. All women reported knowing
that ARVs benefits HIV positive pregnant women (Table 2).

Table 1. Antenatal clinic first visit.
Antenatal clinic first visit
3 months
4 months
5 months
6 months
over 7 months
Antenatal visits
Number of ANC visits

Once
Twice
Three times
4 times

N
16
36
27
24
6

%
14.80%
33.30%
25.00%
22.20%
5.60%

30
40
12
26

27.70%
37.00%
11.20%
24.10%

Table 2. Adherence to ARVs.
Variable
On ARVs
Time for taking ARVs
Time missed to take ARVs during this pregnancy

Do you have treatment buddies?
Buddies check ARVs

Category

N

%

No

46

42.60%

Yes

62

57.40%

Specific time

35

56.50%

Any time

27

43.50%

Once

15

24.20%

Twice

9

14.50%

Thrice

11

17.70%

More than 5 times

6

9.70%

No

42

38.90%

Yes

66

61.10%

Daily

52

48.10%

Weekly

42

38.90%

Two weekly

3

2.80%

Monthly

9

8.30%
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checked on them daily, 48% weekly and 38% two-weekly. This
study has shown that 56% of the women took ARVs at specific
times, with 24% reporting missing ARVs at least once.

Discussion
Our study revealed that, 63% of the interviewed women had
attained primary education, 25% secondary and 3.7% had no
formal education. Level of education helps an individual to
make important decisions in life. Women with primary level of
education have a different understanding of the use of ARVs
compared to those with secondary level of education. This is
evidenced by a study in Tanzania which showed that men, who
had attained secondary education, were more likely to be involved
in the intervention of PMTCT compared to those who had
primary or no formal education. Education has influence over
the utilization of ARVs. We found out that majority of women
(85%) make their first antenatal care visit in the second trimester.
Previous studies revealed the importance of starting antenatal
care early. When ARVs are taken for more than 17 weeks, it lowers
viral load thus reducing the risk of MTCT. Early antenatal care
attendance can optimize ARVs utilization for PMTCT.
A study done in Uganda [20, 21] on awareness among pregnant
women about PMTCT improved the health of HIV positive
pregnant women in both urban and rural areas. This attitude
improved the uptake of the ARVs because the communities
were sensitized on the importance of ARVs among HIV positive
pregnant women.
HIV status disclosure, treatment and adherence
We found out that disclosure can influence the uptake of ARVs
among pregnant women. A half of the women (50%) disclosed
their HIV status to someone; 40% to spouse, 34% to a parent,
14% to a relative, 10% to a friend and 2% to a sibling. Disclosure
has been found to be a source of distraction in the family in SubSaharan Africa. Among the reasons for non-disclosure were;
fear of breaking marriage 34%, keeping as a secret 25%, fear of
rejection 20% and stigma 20%. The study also revealed that 37%
hide themselves time for taking ARVs, 5% felt self-pity when
taking. If a woman has not disclosed her status to the spouse she
cannot feel free to swallow her drugs in his presence.
Almost two thirds of the women 61% had a treatment buddy who

Our study has shown that male partner involvement in PMTCT
increases ARVs uptake, behaviour change, and compliance.
Moreover, several studies from Uganda and Tanzania have shown
that male participation in the antenatal care increases use of
the interventions for PMTCT. Desire et al (2005) in his study
confirmed that male involvement in PMTCT was a very powerful
tool in the uptake of ARVs by pregnant women who test HIV
positive. Comparing with the other studies done by Gourlay et al
(2012) male involvement was minimal because of socio-cultural
and economic factors that negatively influence them (Table 3).

Conclusion
We should advocate for early start of ANC because ARVs taken
for more than 17 weeks reduces the risk of MTCT. Adherence is
important for good results. Disclosure of HIV positive results is
crucial for the utilization of ARVs. There need for community
sensitization on the utilization of ARVs by HIV positive pregnant
women. To achieve the goal of eMTCT, male participation in
antenatal care is very important.
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Time 3. HIV status disclosure.
HIV status disclosure
If yes, please could you specify the relationship with
the person you disclosed to

Reasons for not telling anyone

No
Yes
Spouse
Siblings
Parents
Relative
Friend
Self-stigma
Fear of rejection
Fear of breaking marriage
To keep it a secret

58
50
20
1
17
7
5
11
12
20
15

53.70%
46.30%
40%
2%
34%
14%
10%
20%
20.70%
34.50%
25.90%
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