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1.0 BACKGROUND OF THE REVIEW PROCESS

The overwhelming call for implementation of interventions known to prevent mother to child transmission of HIV (PMTCT) is hindered in many countries by lack of experience and capacity to take programmes to scale. Many countries in the sub-Saharan region have initiated pilot PMTCT programmes and some have started to roll out the intervention to other sites. While a lot of work has been done on methods and tools to monitor and evaluate existing PMTCT programmes, little attention has been paid to how these findings can address the capacity and systems constraints to scaling-up. It was therefore essential to articulate the present infrastructure/resources and costs in order to plan for capacity and financial needs to improve sustainability of the programmes.

In recognition of this UNICEF initiated a review process to substantially inform national plans for scaling-up and to describe experiences that will assist countries without established programmes. The review process involves five countries namely, Uganda, Kenya, Burundi, Malawi, and Botswana. This review will use the Human Rights Based approach.

1.1 THE HUMAN RIGHTS BASED APPROACH TO PROGRAMMING 

This approach essentially involves the identification of duty bearers, their duties, and the extent of their capabilities. This entails four steps:

Step 1: Causality analysis which demands an assessment of the functioning of existing PMTCT programmes as well as the functionality of systems required to support any scaling up.

Step 2: Role or pattern analysis 

Step 3: Capacity analysis
Step 4: Identification of candidate strategies and actions.

1.3 THE PMTCT CASCADE

The central challenge in the PMTCT programme has been the low uptake of services as out lined in figure 1 below. 

Figure 1: Low uptake of PMTCT services at various stages
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1.2 KEY PERFORMANCE AREAS

Utilisation of services has been the central challenge to  provision of effective PMTCT services as illustrated by the PMTCT cascade (fig. 1) above. This in turn depends on some factors or key performance areas (KPAs) 

An effective Programme must fulfil the following key performance areas

· Organisational frame work, policy, and protocols

· Human resource and quality of services

· Management systems and supplies

· Community awareness, mobilisation, and support.

The key performance areas outlined above contribute to this drop off. When implemented well PMTCT can serve as an opportunity to strengthen existing general health services and as a first step in the wider testing and treatment for HIV/AIDS.

1.4 OBJECTIVES OF THE REVIEW PROCESS

The aim of the review was to collect sufficient, relevant information to allow managers and policy makers to assess the quality of each key performance area. 

The specific objectives of the review process were as follows

1. To develop a conceptual framework that would inform the scaling up of PMTCT programmes using a human rights based approach to programming

2. To identify key performance areas and components necessary for scaling up PMTCT programmes

3. To collect relevant data that allows an assessment of the quality of the key performance areas

4. To utilise the data to identify key constraints and identify the relevant duty bearers

5. To conduct an analysis of the capacity gaps constraining the relevant duty bearers 

6. To make strategic, relevant, and specific recommendations to the national plan of action for scaling up of  PMTCT programmes

This is a multi-country review conducted in Uganda, Kenya, Burundi, Malawi and Botswana co-ordinated by UNICEF – East and Southern Africa regional Office (ESARO).  

2.1 REVIEW OF THE Uganda PMTCT PROGRAMME 

Uganda has been Implementing PMTCT since the year 2000.  It started with 5 pilot sites in 3 districts and currently there are 71 sites in 35/56 districts.

The uptake of PMTCT services at the implementing sites shows a similar pattern as that observed in other countries. The typical “PMTCT uptake cascade” indicates that clients are lost at every stage of the PMTCT service delivery (See figure 2).  This has been shown to occur despite increase in the number of new PMTCT sites. 

Figure 2
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2.2 CHALLENGES FACED DURING SCALE –UP

· The health service delivery system is still weak and substantial resources are required to build the physical and human resource capacity to effectively implement the PMTCT Programme

· Integration of Voluntary counselling and HIV testing with in the Antenatal Clinic as well as its acceptance by the mothers are still low. There is need for upgrading of facilities in terms of physical structure and human resource to provide enough counselling rooms and counsellors.

· Despite being discouraged, mixed feeding is still practised by some of the HIV positive mothers. This could potentially erode success of the intervention. 

· There is need for appropriate easy to use replacement feeds that can be used by mothers in resource constrained settings.  The supply of free formula was discontinued and even more important is the fact that it was not easy for the majority of mothers to safely handle this option.

· Community education and mobilization with emphasis on involvement of the male partner and spouses has been relatively weak. The same applies to effective involvement of the civil society organizations: NGOs, CBOs as well as the private sector. 

2.3 PURPOSE OF THE REVIEW

There has been no formal review of the PMTCT Programme in Uganda since the pilot phase.  There is a challenge to scale up and provide quality PMTCT services. Knowledge of constraints and barriers to effective PMTCT implementation will inform planners, managers and implementers of PMTCT scale up. 

Aspects that were taken into consideration in the Uganda context include:

· Human resource capacity  (e.g. counsellors

· Quality of counselling

· Integration of PMTCT into RH services 

· Management capacity at district level

· Supplies for PMTCT implementation

· Community mobilisation and support 

Personnel who conducted the review

 A team of consultants was contracted to conduct the review together with the UNICEF PMTCT focal person and PMTCT Monitoring and evaluation officer from Ministry of Health 

2.4 DATA COLLECTION METHODS

1. Desk review of previous reports and documents on PMTCT 

2. Key informant interviews with the National PMTCT co-ordinator, District Directors of Health Services and PMTCT site co-ordinators. 

3. Structured questionnaires administered to Directors of District Health services and health workers at PMTCT sites.

4. Focus group discussions with health workers at the sites as well as with community members. 

5. Exit interviews of Antenatal clinic clients who have come for pre-test, post-test or infant feeding counselling.

These data collected was grouped into 5 modules namely;

1. National and local PMTCT policy and protocols.

2. An audit of existing PMTCT services and other programmes

3. An in - depth assessment of PMTCT services based on purposeful sampling at 6 sites.

4. Community context.  (Investigating the issues, dynamics and factors that influence a pregnant woman and her spouse/partner’s participation or non- participation in PMTCT programmes).

5. Budget projections (what costs go into setting up a PMTCT site?)


(Data collection for this section is  going on )

2.5 SELECTION OF SITES FOR IN-DEPTH ASSESSMENT 

The criteria for selection of the sites where in-depth assessment of PMTCT services was conducted took into consideration the following.

· The length of time that the site has been in operation. The site should have been implementing PMTCT for more than 6 months.

· Whether the site is rural or urban

· Site with a special feature such as strong community component, male involvement and/or MTCT-plus

Effort was made to ensure regional balance.

The six sites selected are indicated in the table below:

	Old sites
	New sites
	Site with special feature

	Arua Hospital
	Bwera Hospital
	Kalongo Hospital

	Nsambya Hospital
	Masaka Hospital
	Mukuju HC IV


Arua was selected because it was one of the pilot sites that started implementing PMTCT in 2000; it is NGO driven but involves the hospital in the PMTCT activities. In addition, the site is implementing MTC-plus and strongly encouraging male involvement in PMTCT. 

Nsambya hospital has similar features with Arua hospital but in addition is an urban site that serves a more affluent clientele. About 50% of HIV positive mothers opt not to breastfeed their babies. The site had just initiated MTCT-plus.

Bwera and Masaka hospitals are both relatively new sites serving large populations. 

Tororo is implementing PMTCT at health center IV level with support from development partners (Plan International). UNICEF supports the site with the necessary supplies. The site has strong community mobilisation and sensitisation activities related to PMTCT.

Kalongo Hospital in Pader District was chosen for its location an area of insecurity and yet inspite of these problem reports indicate good performance with regard to PMTCT. It is getting some support from partners such as AVSI and GOAL, 

 3.0 RESULTS

This report gives an overview of the findings from the review process. A detailed report will follow once data analysis is completed. The findings are presented in four sections corresponding to the key performance areas assessed. These are

· Organisation framework, policy, and protocols

· Human resource and quality of service

· Management systems and supplies

· Community awareness, mobilisation, and support.

3.1 ORGANISATION FRAMEWORK, POLICY, AND PROTOCOLS

The PMTCT Programme in Uganda is a sub-program under the STD/ ACP in the Ministry of Health. It is headed by a National PMTCT co-ordinator who has other duties within the STD/ACP. The program has two full-time and three part-time officers.

3.1.1 Working Groups:

There is a working group at central level called the PMTCT Technical Committee. Its role is to advise the national programme and participate in setting guidelines for PMTCT implementation. It is constituted of program officers, and stakeholders from Ministry of Health, development partners and NGOs. The working group meets quarterly.

3.1.2 PMTCT Policies:

Two policy documents were developed, distributed, and are currently in use

· Policy on Prevention of Mother to Child Transmission 

· Policy and Guidelines on Infant Feeding in the context of HIV/AIDS

Co-ordination of PMTCT Activities at Regional Level:

The center works together with regional referral units (hospitals) to build capacity and offer support supervision to districts within the region. 

Co-ordination of PMTCT at District level

Only three of six districts assessed ( Arua, Masaka and Tororo) had a PMTCT working group. Of these only two districts (Arua and Tororo) had a functional working group (had met at least once in the last six months). The composition of these working groups included district officials, representatives from NGOs e.g. TASO, AIC, and other development partners.

3.2 HUMAN RESOURCE AND QUALITY OF SERVICE

3.2.1 Distribution of Staff

At all sites there were few health workers trained as counsellors and they are over worked. In some cases health workers oriented in PMTCT were distributed to wards where they cannot implement it.

Four of the six districts assessed had plans or were in the process of training health workers for the scale up of PMTCT (orientation on PMTCT, or counselling). 

Turn over at sites ranged between 18% and 55% since the programme started.   In 3/6 sites (Bwera, Kalongo, Mukuju) the site co-ordinators had left and the new ones were not oriented on PMTCT.

3.2.2 Training Materials and Plans

Both regional referral hospitals assessed had training teams. However they did not have training materials. 

3.2.3 IEC Materials

All health units assessed had posters in both English and the local language apart from Nsambya where they were only in English.  The key messages included Immunisation, nutrition, treatment of STDs and danger signs in pregnancy. Posters with Information on PMTCT were available only at Nsambya (in English only) and Bwera (in the local language) hospitals..

3.2.4 Post-training Supervision

Two of the six sites assessed(Nsambya and Mukuju) reported having been supervised at least once in the three months following orientation on PMTCT. However all sites reported no supervision in the three months following training for counselling for PMTCT, and Infant feeding counselling.

3.2.5 Quality of PMTCT Counselling Services 

Counsellor 

Counsellors were interested in their work, supportive and had good communication skills.  There was good counsellor-client relationship. 

There were few counsellors per site and they were overloaded. Each counsellor sees an average of 12 clients for post-test counselling in addition to other duties. This has been addressed in various ways. At some health units counsellors come from other wards to help out while in others midwives who are not trained in counselling give a hand. At all six sites, counsellors were observed working without a break.

At all six sites the counsellors mentioned peers and site supervisors as their source of technical and emotional support.

Counselling Space 

Four out of six sites assessed had provided at least one room dedicated to counselling. At Nsambya hospital group counselling was conducted in the corridor of the ANC, the laboratory or examination rooms this lead to competition with midwives when they wanted to examine mothers.  At Mukuju admission rooms were used temporarily for counselling. At Bwera hospital group counselling was conducted from the veranda.

The counselling environment was not conducive for counselling. some rooms were used as stores for medical and non-medical equipment.  The sitting arrangement was poor with barriers between the counsellor and clients. 

Counselling process 

The counselling process varied from site to site.  At one of the sites (Masaka Hospital) it varied from one counsellor to another.  Only Arua had a site- specific counselling protocol. In some sites health education sessions tended to generate into counselling sessions with compromise on the content of the counselling sessions. 

General VCT and ANC clients were counselled together at two of the six sites (Tororo and Bwera).  At three of the six sites (Nsambya, Mukuju and Kalongo) couples and individuals were counselled together. At Bwera and Mukuju the AIDS Information Centre VCT card was filled in and they had to go through all the questions, some of which are not relevant to Pregnant women in PMTCT setting. 

Content of Counselling

 Very little information on PMTCT was given during counselling sessions. Some information was inaccurate such as, “If you wash your breast before breast feeding your baby will be HIV negative”. At times the counsellors could not answer clients’ questions about PMTCT such as “Why does the baby have to take the drug after the mother has had a dose of the same drug?”. Very little or no information was given to HIV negative women concerning HIV risk reduction.

Most times clients were advised about the “suitable“ options instead of counselling them.

Condom use was demonstrated in only 3/6 sites (Masaka, Bwera, Arua)

At all sites except Bwera HIV positive clients were informed about available support services and encouraged to access them.  Bwera had no organisation or centre offering HIV/AIDS care and support.

Confidentiality

Confidentiality was not explained at 5/6 sites. In Nsambya where it was done, HIV positive women together with other high-risk mothers were given a green card to present to the midwife at subsequent visits or when they come in labour. 

Consent

 No guidelines were available to explain how consent should be obtained.  Three of the sites (Mukuju, Kalongo, Bwera, Masaka) obtained written consent while the rest obtained verbal consent. 

Waiting time

Clients stayed long hours in the clinic and some went away without getting their results. 

Infant Feeding Counselling

Only three counselling sessions on infant feeding were observed throughout the study period. During 2/3 sessions (Kalongo and Mukuju) mothers were advised to exclusively breastfeed while in Arua infant feeding options were discussed. 

Best Practices 

Use of visual aides during counselling. This was observed at Kalongo hospital.

Standardisation of the counselling process and information given during counselling by using a site-specific counselling guide containing talk points. 

At Nsambya clients were handled in smaller groups (one counsellor per group) and taken through all the services available in the hospital. This reduced waiting time in the clinic. 

Provision of MTCT–plus services at Nsambya and Arua.

Referral of HIV positive mothers to clinics / centre where they can access on going medical care and support. This was done at all study sites apart from Bwera that lacked these centres. The services include

· Arua – AHAP providing ART, treatment of opportunistic infections, provision of BMS, and ongoing counselling

- NACWOLA

· Nsambya – home based care and MTCT plus

· Masaka – TASO, Uganda Cares.

· Mukuju – TASO, Post-test club

· Kalongo – Prayer Group, treatment for opportunistic infections.

Other Aspects on the Quality of Counselling

Masaka

The methods used for counselling left the majority of clients without any information about prevention of mother to child transmission (PMTCT) of HIV. During one session the counsellor started by outlining the services offered at the ANC and then asked those who wanted to test for HIV to remain behind while those who did not want to test could leave. All clients walked out of this session, and no counselling took place that day. 

Mukuju 

At Mukuju although HIV testing is officially free of charge each client was asked to pay Ushs. 500 for a pair of gloves. Clients who had accepted to test but could not afford to pay for gloves missed the service.  

3.2.6 Quality of Testing Services

Location and Equipment

At 3/6 sites (Arua, Masaka, Nsambya) the laboratory is located within the ANC setting. These laboratories were very small and congested. Masaka ANC had a room used only for laboratory work (dedicated), and was equipped to perform RPR, Hb, and urinalysis. Arua and Nsambya had temporary laboratories that performed only HIV tests. Both Masaka and Nsambya had a laboratory technician dedicated to the ANC.

The other 3/6 sites used the central laboratories for ANC tests. 

Safety 

All six sites assessed followed proper sharps and other waste disposal. 

At 2/6 sites (Arua and Masaka) the personnel were observed taking meals in the laboratory.

At Nsambya hospital the laboratory technician was observed handling specimens and performing HIV tests with bare hands.

Quality Control

External quality control for HIV testing was non- existent at all six sites.

3.2.7 Staff Motivation

Satisfaction of Staff Regarding Training

Facility staffs indicated that they needed more training in the following areas

· PMTCT training. Some respondents said that the training period was too short for them to understand the various subjects

· Infant feeding counselling

· HIV counselling

· Data collection, management, and analysis 

· Palliative care

Turn over of Staff at Central Management Level

 There has been no turn over of staff at central level

3.2.8 Utilisation of Services

The rate of counselling of women attending the ANC ranged between 23.7% and 100%. The results of service uptake since the program started at each site are summarised in table 2 below.

Table 2: Uptake of PMTCT Services at Sites   

	Site
	ANC attendees counselled (%)
	Enrolment rate

(%)
	Post natal follow up at 15 months (%)

	Arua Hospital
	
	
	

	Kalongo Hospital
	100
	63.1
	37.0

	Nsambya Hospital
	93.7
	49.4
	85.0

	Bwera Hospital
	23.7
	40.0
	62.5

	Masaka Hospital
	69.8
	56.7
	U

	Mukuju HC IV
	70.8
	25.2
	100


As shown in the table Kalongo and Nsambya Hospitals had the highest counselling rates while Bwera had the lowest rate. The performance at Bwera was attributed to the inconsistent availability of test kits (counselling does not take place when test kits are not available). The average counselling rate was 71.6%.

Enrolment ranged between 25.2% at Mukuju and 63.1% at Kalongo Hospital. Average enrolment rate was 46.9%. These figures however, do not take into consideration those women who were not yet due for enrolment. 

Postnatal follow up was highest at Nsambya and Mukuju Hospitals. Mukuju has 28 children under follow up and the oldest was approaching 17 months.  The rate for Masaka was unknown. 

3.2.9 Impact of PMTCT Programme on Other PHC Services

Integration of PMTCT into the ANC had both negative and positive effects on PHC services.  Positive effects included
· Improved screening for syphilis and anaemia

· Enriched health education messages

· Administration of multivitamins, iron, folate and mebendazole

· Improved care during  labour and delivery

The negative effects include

· Increased workload for staffs especially midwives

· Increased waiting time in the ANC

· Space is compromised and some services displaced. At Mukuju HC the dental clinic was displaced into the immunisation room

· The quality of the postnatal clinic was compromised as staff were re-deployed to more demanding areas of the ANC.  

3.3. MANAGEMENT SYSTEMS AND SUPPLIES

3.3.1 Availability of Supplies

The supplies measured were HIV test kits, STD treatment (erythromycin), ARV (nevirapine, AZT) and prophylaxis of opportunistic infections (cotrimoxazole). Results of the availability of supplies in the three months prior to the study are summarised in table 3 below.

Table 3: Availability of supplies (% time) at PMTCT sites

	Site
	HIV test kits (%) 
	STD Drugs

(%)
	ARV

(%)
	OI prophylaxis

(%)

	Arua Hospital


	100
	
	100
	100

	Kalongo Hospital


	33
	100
	100
	100

	Nsambya Hospital

 
	100
	100
	100
	100

	Mukuju HC IV


	100
	100
	100
	100

	Masaka Hospital


	30
	70
	60
	70

	Bwera Hospital
	30
	0
	100
	100


3.4 COMMUNITY AWARENESS, MOBILISATION AND SUPPORT

METHODOLOGY

1: FOCUS GROUP DISCUSSIONS (FGDs)

A total number of 24 FGDs were conducted to gather information from the community, and these are categorised as below:

	Study District/ Site
	Antenatal Mothers
	Community - Men
	Community - Women
	Health Workers
	Number completed

	Masaka (Hospital)
	1
	1
	1
	1
	4

	Tororo (Mukuju)
	1
	1
	1
	1
	4

	Kasese (Bwera)
	1
	1
	1
	1
	4

	Arua (Hospital)
	1
	1
	1
	1
	4

	Pader (Kalongo)
	1
	1
	1
	1
	4

	Nsambya (Hosp)
	1
	1
	1
	1
	4

	Total
	6
	6
	6
	6
	24


Characteristics of FGD participants: selection criteria
(1) Antenatal care mothers – aged 18-45 years, attending clinics at least for a second time. 
(2) Community (men) – aged 20-50 years.  Should have been responsible for a pregnancy or head of a household with wife and children.
(3) Community (women) – aged 18-45 years with experience of a pregnancy, with children.

(4) Health workers – health facility staff with experience in ANC, HIV/AIDS and PMTCT services.

2: KEY INFORMANT (KI) WORKSHOPS

One Key Informant workshop was held at each study site, comprising of between 12-15 participants, drawn from clinic staff with experience in HIV/AIDS, PMTCT, or counselling; people from the community involved in HIV/AIDS, PMTCT, and other health related work as community mobilisers; or lay counsellors.  

Methods used to gather information included participatory discussions and brainstorming, as well as role playing/drama based on local experiences and characterisation in form of an unfolding story.  The primary focus was on the pregnant woman; her behaviour in seeking health care, and experience with PMTCT and decision-making regarding testing for HIV, infant feeding options; as well as post-natal follow-up health seeking practices.  Also explored were providers’ perspectives regarding PMTCT service provision to the pregnant mother, including counselling.

RESULTS

6.0 
KEY GENERAL AND HEALTH PROBLEMS

A number of general and specific health problems, including other related issues affecting the community and their health were explored in the 24 FGDs.  FGD participants mentioned leading diseases that affect their people, as well as general problems like poverty, insecurity, unemployment, lack of clean water and sanitation, and other socio-economic factors, among other issues.

6.1 Diseases and general problems 
Malaria (17/24), HIV/AIDS (17/24), malnutrition (9/24), STDs (7/24), and diarrhoea 6/16), were the top five diseases mentioned in all the districts.  However, some other diseases were specific or common to some districts, that included: typhoid in Arua (3/4); cholera in Kasese, Arua; TB in Masaka and Arua; and measles in Arua and Kasese.

Poverty (11/24) was mentioned in all the districts, as a major factor that compounds all problems including health; others like unsafe sources of drinking water (5/24), and poor sanitation (5/24), were also mentioned.  There were particular problems mentioned in some districts such as alcoholism in Kasese and Tororo, insecurity in Kasese and Pader; for instance in Kalongo about 48400 people were congested in an IDP camp near Kalongo Hospital.  This situation has several associated problems like poor sanitation, malnutrition, lack of food, and prostitution, to mention a few.  Much ignorance or low levels of awareness were also mentioned in Arua and Kasese Districts as contributing to key health and related problems.

6.2 General healthcare seeking

In terms of health seeking behaviour most people in the districts get treatment from private clinics – a majority of FGDs (21/24); public health units (19/24); Mission/NGO health units 16/24); and traditional healers (14/24); TBAs (6/24); and self treatment (3/24).  Others stay at home or get drugs from drug shops.

6.3 Existence of community structures, CBOs and NGO’s for health care and their roles

There were various (community) health structures such as health committees at parish level, TBAs, community mobilisers, PDCs, as well as CBOs and NGOs mentioned to be providing health and other development services in the districts.  Although health committees were only specifically mentioned in Arua and Kasese, all local council structures in the districts have secretaries for health affairs.  Their roles are outlined below.

· Health Committees 

Some of their roles include: community sensitization/education about health issues, HIV/AIDS; and mobilising community for participation in health activities and/or interventions e.g. immunisation.

· Traditional Birth Attendants (TBAs) 

Roles include provision of antenatal services, and conducting deliveries, or making referrals in case of complications.

· Community Health Workers (CHWs) 
Roles include: raising community awareness/sensitization on health issues e.g. nutrition, family planning, mobilization for immunization; as well as health education activities in the community.

· Community-Based Organisations (CBOs) and Non-Governmental Organisations (NGOs) 
There are various CBOs/NGOs operate in all districts that are involved in a number of health and related activities, especially in the area of HIV/AIDS (Table 1).   Their broad activities include support for PWAs, as well as related services, particularly in:

· HIV/AIDS counseling, care and support

· Health education in the community, including nutrition education

· Education and support, immunisation, etc.

· Water and sanitation 

· Reproductive health, including family planning and condom distribution.

· Provision of food, materials, milk, and other supplies.

NGOs working with HIV/AIDS related work were particularly commended by the various FGD groups for their efforts in areas like condom distribution, education, community awareness and care in form of food and other material supplies to PWAs.  Among those specifically mentioned were TASO, World Vision, Goal, CDC, Plan International, MSF, AHAP, NACWOLA, as well as the Verona, Comboni, and Fraciscan Missions in Arua, Pader, and Kampala (Nsambya) districts, respectively.

6.4 How men and women learn about sexual topics and illnesses related to sexual activities in community 

Sexual topics and illness related to sexual activity information and knowledge is mainly given through radio programmes (6/24), health workers (8/24), between couples/husband and wife (5/24), NGOs (3/24), peer educators (2/24), as well as through newspapers, and religious leaders. In schools the senior women teachers give the information to the girls as part of their health and guidance activities.  Traditionally for women they learn of such matters from their aunties, peer groups and in some instances during courtship. Men also learn from their peers.  However, topics on sexual issues still carry some kind of taboo as a subject for discussion in some places, and no concerted effort in the area of sexual and reproductive health, seems to be sustainably undertaken at the moment, especially for the adolescents/youth.  One example from an FGD illustrates this situation: 

“Among the Lugbara such matters are treated as private or shameful.  Some efforts have been made especially at sub-county level like teaching adolescents in each parish, but were frustrated by lack of funds from the DDHS” (FGD, Men Arua).  

6.5 HIV/AIDS and Knowledge of MTCT and PMTCT services

As a main thrust, we explored Issues concerning general awareness about HIV/AIDS; its impact on the community; community perceptions of those groups more prone to HIV/AIDS and their community to the problem; and knowledge about MTCT of HIV/AIDS were also explored, and this part of the report based only on the FGDs.

6.5.1 Perceptions of the magnitude of HIV/AIDS and impact on community

HIV/AIDS is still a major problem and its impact is reflected in the consequences that were mentioned by FGD participants in the 24 FGDs.  In particular, the question of increased numbers of deaths (9/24), orphans (10/24), widows/widowers (4/24), were perceived as the most visible impact.  Others were poverty (7/24), and hindered development due to the heavy burden of the HIV/AIDS epidemic (9/24). High school drop outs (6/24), early marriages, and burdened health workers (increased workload), and increased food shortages were also mentioned.  Most of the impact seems to be on the youth who are clearly the most affected, being the main productive labour force.

“When we look at the economic consequences, you find that as many people get HIV/AIDS they cannot work and so they cannot raise money to support their families, or if they are working they stop going to work, and so even the government loses because they lose the labour force”  

(FGD, Health workers, Arua)

“AIDS has affected families of people negatively, for instance, if the household head has HIV/AIDS, he/she consumes family resources, stays long sick, and becomes unproductive”  

(FGD, Antenatal women, Masaka)

The community gets to know that a person has HIV/AIDS in a number of ways which include history of death of a spouse/partner, outstanding signs and symptoms of HIV/AIDS such as skin rash, persistent fevers, diarrhoea, cough, having opportunistic infections like T.B and typhoid, and observed frequent deaths of children in the family when still young with HIV/AIDS related symptoms.  However, the community also infers that one has HIV/AIDS when an individual decides to go for testing.

6.5.2 Groups of people more prone to getting HIV/AIDS 

The following groups of people are considered more prone to getting HIV/AIDS: those with multiple sexual partners (6/24), prostitutes (5/24), adolescents/youth, who are reportedly sexually active and like to enjoy luxuries (13/24).  Also mentioned were drug abusers (bhang smokers and alcohol drinkers (6/24), and pregnant women.  Health workers were also said to be at high risk of getting HIV/AIDS by nature of their work especially in situations where they do not have protective wear (4/24); categories mentioned in particular were, the midwives and laboratory technicians.  Married people were also mentioned to be prone especially men, who are generally taken to have more than one sexual partner, and remain insincere to their official wives.  

6.5.3 Community response to HIV/AIDS epidemic

In the communities people have responded to HIV/AIDS individually, as a family, and at local community levels.  These responses include behavioural change, safe sex practices like condom use, abstinence and faithfulness.  At family level relatives and friends care for and support people affected by HIV/AIDS. And in terms of community action, some communities have reportedly taken action against widow inheritance practice and polygamy e.g. in Kalongo, because of the dangers posed by the HIV/AIDS epidemic. Other responses include health education and sensitisation about HIV/AIDS to communities by health workers. Community members have reportedly also formed post-test clubs for encouraging testing and living positively by giving personal testimonies, drama and counseling, by groups such as NACWOLA and TASO-supported initiatives.

“Traditional practices should be abolished e.g. inheriting widows… prolonged funeral rites to stop too…health education to be encouraged”  (FGD, Men, Kalogo)
“Care for HIV/AIDS was first taken up by hospitals, when TASO came up it spread to other hospitals…Other groups were formed e.g. women’s group in Alia called ‘KWASA’ took part in care of HIV patients, and also nationwide there is NACWOLA.  Presently we have Arua branch which is caring for HIV positive patients and they also lobby out for these patients”  (FGD, Health Workers, Arua Hospital)
Other responses at the local community, district and national levels included initiatives supported through CBOs, NGOs, or by government and development partners.  Some of the activities and programme strategies are outlined in the table below:

Table 2: 

	District/

PMTCT site
	CBO/NGO HIV/AIDS -related organizations/ programmes
	Activities undertaken/performed

	Masaka
	· World Vision

· Kitovu Mobile

· TASO

· GOU/UNICEF
	· Construction of health centers/schools 

· HIV/AIDS counseling, care and support, provision of food supplies, HIV/AIDS education, community mobilization for health, 

· HIV/AIDS counseling and testing; community sensitization on health; care and support, etc.

· HIV/AIDS care support, PMTCT, RH, other health services

	Tororo

(Mukuju HC IV)
	· Plan International, 

· CDC

· St. Anthony Mission Hospital.

· Government/
UNICEF
	· Health/school facilities construction; paying school fees for orphans, support to PMTCT at Mukuju, etc. 

· Clean water supply, HIV/AIDS care and support; ARVs; follow-up, etc.

· General health care provision; community sensitization on health, including HIV/AIDS care

· HIV/AIDS care support, PMTCT, RH, other health services

	Kasese
	· NYASUDEPU

· RASCO: VCT

· Kasanga Mission

· GoU/UNICEF
	- Health education; counseling; community mobilization; sustainable agriculture.

- VCT; HIV/AIDS education

- Primary Health Care, HIV/AIDS education; VCT.

- Counselling, VCT, PMTCT, HIV/AIDS Care & education

	Arua
	· NACWOLA

· MSF

· TASO

· AIC

· Catholic Mission

(Verona Mission)

· Church of Uganda

· GoU/UNICEF

· Other Development Partners: WHO, WFP, etc.
	· HIV/AIDS care and support, community awareness 

· PMTCT, ARVs, infant feeds (Infant formula to HIV + mothers

· HIV/AIDS counseling and testing; community sensitization on health; care and support, etc.

· HIV/AIDS education & care, VCT, post-test activities, 

· HIV/AIDS education, counseling, community awareness, general healthcare; Maracha Hospital.

· Through Kuluva Hospital – HIV testing and counseling; HIV/ AIDS education and community awareness

· HIV/AIDS care support, PMTCT, RH, other health services

· Support to HIV/AIDS activities; ARVS, support to PMTC/VCT; food /supplements, etc.

  

	Pader
	· Comboni Missions, 

· GOAL, AVSI

· GoU/UNICEF

· AVSI
	· General health care; VCT, HIV/AIDS, Care and support, Supplementary food for malnourished children, treatment of OI

· RH and Sanitations, HIV/AIDS Education.

· HIV/AIDS care support, PMTCT, other health services

· Financial/logistic support to Comboni Mission Kalongo Hosp.

	Kampala 
	· Nsambya (Fransiscan) Hospital

· NACWOLA, 

· TASO, 

· Fransican Missionaries, 

· IMAU

· AIC

· GOU/UNICEF
	· Home Care and Support for HIV/AIDS, VCT, ARVS, PMTCT, IGAs, general health services.

· HIV/AIDS education support, drama/messages, PWAs

· VCT, care and support to PWAs, etc.

· General health services, care & support for HIV/AIDS

HIV/AIDS education; PMTCT

· HIV/AIDS education & community awareness

· HIV/AIDS education & care, VCT, post-test activities

· HIV/AIDS care support, PMTCT, other health services


The above-mentioned initiatives are mainly doing work in PMTCT, HIV/AIDS care and support, general health services.  Others like World Vision have constructed schools and health facilities in the some districts like Masaka.  In Pader Goal is doing work in reproductive health, water and sanitation (construction of shallow wells, etc.).  In Masaka, the Rakai Project has long been involved in HIV/AIDS work, including research.  Other collaborative research and HIV/AIDS care work have include other institutions like the MRC, Makerere University, Johns Hopkins University, etc. 

Among the major constraints faced by these initiatives in doing their work include lack of funds to run activities, inadequate community response to non-technical staff in health.  Few health centers are currently providing health services such as VCT, PMTC; there are shortages of materials and supplies like vacuum extractor, re-agents, learning aids, IEC materials, etc.  Others include lack of transport; and low levels of knowledge about HIV/AIDS especially awareness of PMTCT services in the community.

6.4 Access to media and information about HIV/AIDS and preferred sources of information

Most of the communities get information about HIV/AIDS and MTCT from health workers (24/24), radio programmes (19/24), seminars (2/24), churches/worship places (11/24), and newspapers (8/24).  Others include schools (7/24), CBOs/NGOs like TASO, and NACWOLA (9/24), TV (2/24), burial places (4/24), and community meetings (6/24).  The same sources of information about HIV/AIDS were mentioned as those people would prefer to receive their information from, namely; health workers (8/24); radio (6/24); CBOs/NGOs (6/24); community meetings (4/24) church (2/24); newspapers (3/24), and during burials (1/24).

The contents of MTCT of HIV/AIDS include general information about MTCT of HIV/AIDS, modes of transmission of HIV/AIDS, prevention of MTCT of HIV/AIDS, PMTCT services, and VCT; also covered are messages given to ANC mothers about benefits of deliveries in the health units.  Frequency of messages on radio in Kampala were about once a week on Voice of Africa FM, and in Kalongo women get it twice a week during ANC attendance at Kalongo Hospital.  For pregnant women the messages are given on a daily basis for those who attend in Arua, 2 days in a week in Bwera Hospital and Mukuju, and daily in Masaka and Nsambya Hospitals.

6.5 Community knowledge about MTCT of HIV/AIDS and PMTCT  

Generally speaking, men in the community were less aware about MTCT of HIV/AIDS and PMTCT, while the ANC mothers and women in the community had fairly good knowledge of the modes of transmission and how they can be prevented.  Health workers, especially those who work in the ANC, counseling and laboratory staff, had generally good knowledge about MTCT of HIV/AIDS and PMTCT.  The men were also only vaguely aware of the various PMTCT services, for they were mostly getting messages about PMTCT services either from the women or sometimes on radio.  Women on the other hand were aware of PMTCT services offered, that included VCT, ARVs, delivery advice, family planning, and infant feeding information.  The following quoted statement clearly illustrates the current level of awareness or understanding of MTCT and PMTCT, as perceived by women and men.  The first statement shows the better level of awareness among women of PMTCT, while the second depicts the kind of vague understanding by men:

“During child birth the HIV positive mother can infect the baby with HIV.  If the health workers are not fast enough during delivery the baby may get infected.  In addition to that in the process of delivery when they are cutting the umbilical cord the baby can get infected.  During breast feeding the baby with sores in the mouth can get HIV from the mother” (Community FGD, Women, Kampala District, Makindye Division).

“I have heard of a vaccine that can be given to the pregnant women.  This can prevent the baby from getting the virus” (Community FGD, Men, Kampala, Makindye Division).

6.6 Infant feeding options in the community for HIV positive mothers

There are many factors that influence a woman’s decision on infant feeding and preferences.  For a married woman, the husbands’ views, as well as those of the relatives, especially the in-laws, are important; generally, there is stigma attached to anything other than breastfeeding, and for an HIV positive mother the situation is made worse.  The baby in the community belongs to the extended family, and so members of the family may start complaining as to why the woman should not breastfeed.  There is pressure from the community, and the environment at home for the married woman dictates what options she has to make.  She cannot make the decision alone; and her HIV status also makes it difficult for her to disclose, for what will they think? Other factors like poverty will also complicate the situation for her or family, especially regarding availability of feeding options.  

Regarding infant feeding practices and options, exclusive breastfeeding, and cows’ milk are common options in all regions, according to FGD participants.  Infant formula is highly stigmatized (associated with HIV positive mother); also exclusive breastfeeding for three months brings suspicion that the mother may be HIV+.  The commonest options for infant feeding babies born to HIV positive women mentioned in the six districts include the following: exclusive breast feeding, cow’s milk, soya milk and porridge, millet porridge, maize (posho) porridge.  Local foods like matooke, potatoes, given with animal or vegetable soups, sauce, or paste e.g. from groundnuts or simsim, soya, fish, etc are added.  In Kampala, given a largely urban and more sophisticated population, infant milk such as NAN, SMA was reportedly commonly used by some women who can afford it, unlike the other districts that are mainly rural, who have a poorer population, thus with fewer options.  In Arua, and for some time in Nsambya, infant formula is/has been provided by MSF/Nsambya Hospital while it is still/was available, as part of their follow-up programme.  

The above pattern regarding infant feeding options suggests that there is a very narrow range of choices available to the HIV positive mother, thus posing a real dilemma to her, her relatives, as well as the health workers who have to help her make a most suitable regimen for feeding her infant.  The following statement clearly illustrates a typical dilemma facing an HIV positive mother in one of the districts:

“Most mothers here choose exclusive breast feeding for the early months because they fear to be known at home because people will question them why they are giving infant formula but there is no answer to that.  With exclusive breast feeding for 3 months they will tell them later that the breast milk has dried up and use that as an excuse for giving cow’s milk” (FGD Health workers, Arua Hospital).

6.7 Antenatal Care (ANC), HIV Counselling and Testing 

ANC mothers and women in the community were generally well aware of the benefits they gain from attending antenatal care.  Men too were aware of the benefits of antenatal care, although women blamed their men (husbands/ partners) for not supporting them enough to access the services; like not giving their wives/partners money for transport, or for payment for ANC services; heavy domestic workload; and a general lack of moral support.

In appreciation of antenatal services, ANC mothers identified a number of benefits they derive by attending: health education and nutrition education/advice for the mothers; treatment of illnesses such STIs, malaria, VCT/PMTCT services; and correction of abnormal positions of the foetus/complications, among others.  Most women go for the ANC in public health units, and NGOs health facilities.  Some go to TBAs and private clinics.  Regarding deliveries of babies in Kampala most attend public health units such as Mulago Hospital where there are free health services.  In Masaka Hospital most go to public health units and in Arua district most deliver at TBAs and some at home by themselves/relatives, the remaining go to public health units like Arua hospital and NGOs health units like Kuluva Hospital, and private health units for those with money.  In Tororo most deliver their babies with TBAs, while most women deliver their babies in Kalongo hospital for the Kalongo residents.

Constraints to attending antenatal care

There were several reasons why some pregnant women do not attend antenatal clinics, among which were: long distances to the health units providing ANC services, lack of money for transport and payment of services.  Other reasons mentioned included lack of adequate privacy in health units, fear to expose themselves naked in front of health workers and the hospital method of delivery, which requires women to lie on their backs while delivering compared to the preferred method of squatting during delivery.  In addition, a number of constraints at service delivery points that prevent mothers from access to the antenatal clinic were mentioned.  These include shortage of staff i.e. midwives, laboratory staff, counselors and doctors, inadequate space for examinations, inadequate drugs, supplies and sundries such as reagents, urine testing equipment, BP machines, cotton wool and gloves to mention some.  The negative attitude of some health workers was also identified among the main factors that scared away some pregnant women clients; as observed by FGD participants.

A number of measures were suggested by FGD participants to encourage pregnant women to attend antenatal care; among them, are improvement of education and sensitization of communities and pregnant women about the benefits of attending antenatal care by health workers, including use of radio talks about pregnant related issues, provision of ANC services nearer to the communities, improvement of quality of ANC care like health workers being more friendly, provision of privacy and adequate provision of supplies, drugs and equipment.  Other suggestions for improvement include; the use of referral services for antenatal complications by TBAs; and male involvement through giving support to their wives/partners to attend antenatal care, by providing transport, taking the pregnant women to hospital; and other forms of moral support.

6.8 Experiences of people who have tested for HIV

Regarding experiences of people who have been tested for HIV, where they went for the test and how they were treated.  For those who test HIV negative, they are usually happy and may encourage others to go for an HIV test.  They also change their behaviour and practice safe methods of preventing HIV infection. However, for those who test HIV positive, the experience is generally scaring, with feelings of hopelessness, trauma, or stigma.  While some may experience behavioural change and start living positively, others reportedly will run berserk and start infecting others maliciously through unsafe sexual practices such as non-condom use and having several sexual partners.  

“It is a scaring experience.  It is a matter of life and death.  People have the misconception that when you are HIV positive, you are going to die tomorrow, but it is wrong (Female FGD, Kampala)
Other experiences for those who test HIV positive reported include non- disclosure to people close to them until late; or taking some steps like joining HIV/AIDS related CBOs and NGOs such as NACWOLA, TASO; post-test clubs and getting benefits form treatment including ARVs.  Some of those who have undergone HIV testing have served as ambassadors in demystifying the HIV testing procedures, such as the issue of how much blood is taken for HIV testing, and counseling and how friendly these processes are to people.  They have also assisted many by giving their personal testimonies on how they have lived positively over time.  

6.9 Circumstances under which a woman in a community will make a decision to go for an HIV test

The circumstances that may make or influence a woman decide to test for HIV centre around key factors or considerations that might make her to decide to test; such as availability of VCT services including ARVS, accessibility of the HIV testing services in terms of distance, and whether or not there are charges for the service.  Another factor is acceptability of the services in terms of quality services, providing confidentiality, privacy, and little or no delay in counseling, testing and receiving of test results.  Other considerations relate to personal circumstances of the individual woman and her current or past relationships with other people, such as presumed death of husband/partner due to HIV/AIDS; or deaths of children or frequent miscarriages and abortions; rape or defilement; or for the unmarried woman, intending to get married.  For the married woman, when her husband has several sexual partners, or is frequently sick, showing signs and symptoms resembling HIV/AIDS, she might decide to test, and if necessary, to get appropriate treatment; or it might just be the desire to know her HIV status.

Before considering to test, the married woman may first consult with her husband, or a close friend, sister-in-law, or nearby health worker; whereas the unmarried woman usually consults her partner, best friend, parents, or a health worker, before going for an HIV test.

6.9.1 Reactions of a woman when she is told that she has HIV virus

The reactions of the woman in the community when she is told that she has HIV virus are varied according to FGDs.  These depend a lot on individual behaviour, the nature of relationships and her environment.  Some get shocked, seek advice from friends, or blame husband/partner to be the source of infection.  Other reactions mentioned include maliciously spreading of the disease by some individuals; committing suicide; or more positively disclosure, and proper planning with spouse for the future, and positive living.  Some women who test HIV positive share their results with best friends, older children, aunties, mother, and husbands, especially when they are reportedly in good relationships.

Reasons mentioned for wanting to share results with these people were: to seek or expect care and support, and the need for proper planning for the family.  There are women who do not share their HIV positive results with anyone because of the fear of being talked about (stigma), or to be isolated; and for some of the unmarried, the fear to lose their ‘market’ when they disclose.

6.9.2 Reactions of husband/partner, family and community 

In some instances the husband/partner may separate/divorce, abandon or blame his spouse/partner for being unfaithful.  In some cases, he also might not react much, either because he had prior knowledge of his status, or plans with her for the future.  Household members/family are likely to blame the woman for her sexual unfaithfulness to the man; especially the in-laws; children get worried because they know they will lose her or both their parents’.  Family members often also react n a much more understanding way and will comfort the HIV positive member of the family.

The community’s reaction on the other hand when told that a woman has HIV virus might reflect on how this one person may affect the whole community with HIV status.  They might react negatively, such as by back biting her; or even stop her from marrying anybody in area with the general fear that she is likely to infect other people in the community, as well as causing disorder in families of those who might have had sexual relations with her. On the other hand, some people would sympathize with her if she was considered a good person, and give her necessary care and support.   The above-mentioned reactions of community members may lead respond in a one of several ways e.g. shifting or changing residence, expression of regret, repenting, or showing remorse.

6.10 Circumstances under which a man will make a decision to go for an HIV test

The circumstances under which a man can decide to go for an HIV test seem to be more of individual/personal concerns or depending on nature of the man’s relationships with other people.  These include: constant or frequent sickness, or showing signs/symptoms related to HIV/AIDS, such as skin rashes, persistent fever, diarrhoea, cough, and opportunistic infections like T.B.  Also presumed death of wife/partner, and children due to HIV/AIDS; or if the person is intending to get married; and the desire to know his HIV/AIDS status.  Before going for an HIV test, the man is most likely to first consult a close friend, people living with HIV/AIDS, wife/partner; and for the unmarried man, he will also consult his parents.

6.10.1 A man’s reaction when he is told that he is HIV positive

The man’s reactions when he is told that he has the HIV virus are seen to be predominantly negative in nature, according to workshop participants.  The positive reactions mentioned include: a decision to properly plan for family and children; and asking his wife/partner to go for HIV testing.  According to FGD participants, a man, when told that he has HIV/AIDS is likely to share his test results with his mother, best friends, brother, wife, and in some cases, the older children.  Reasons as to why he shares his HIV positive results with these people include the need for care and support; advice especially from best friends, and to plan well for family with his wife.  He might also do it in order to warn his brothers not to inherit his wife after his death.

On the other hand, negative reactions include: denial of test results, rage and anger, hopelessness, squandering of resources, malicious spread of HIV/AIDS by engaging in unsafe sexual practices; and in some instances, committing suicide.  Also in most cases no disclosure to the wife or partner.  

6.10.2 Reactions of wife/partner, family members and community       

When the wife is told that the man is HIV positive she might react negatively; that is, become angry, worried and depressed.  She might also decide to separate or divorce, and sometimes fight or blame the husband for being the source of infection in their marriage.  On the other hand, she might also decide to go for an HIV test herself, or seek counsel and support from the man/partner, her parents and older children.  Family members’ reaction:  especially children will express worry, fear and hopelessness.

The community’s reactions when told that the man is HIV positive are ironically less negative than in the case of the woman, though some reactions are similar to the woman’s case.  The community members may start pointing fingers and back biting at him, laugh with scorn in case he was a considered a bad man, some will isolate him; while others will get worried or affected by his fate.  His sexual partners (female) may also shift or move out of the area.  The community on the other hand, may also be sympathetic, console, guide, and support him. 

Regarding HIV/AIDS related stigma women feel HIV/AIDS stigma more acutely than men as reflected in the community’s descriptions of how HIV infected women are generally treated or regarded.  This appears to be a case of gender bias and attitudes towards women regarding their sexual and reproductive roles that are subordinate to men’s.

6.11 Decision-making of a pregnant woman to take an HIV test at the antenatal clinic

If a pregnant woman goes for antenatal clinic and is well counseled and told about availability of free ARVs, she most likely to accept to take an HIV test, in particular the initial counseling experience can make a difference for pregnant women to take up HIV testing.  This is contained in the observations of FGD participants that a pregnant woman’s principle concern and pleasure is to produce a healthy baby.  On the other hand, some are frightened, and may consult friends, and ANC clients consult fellow peers before taking a decision, especially after clearing such misconceptions about the amount of blood taken for an HIV test.

Making a decision to take an HIV test when attending antenatal is relatively easy for the woman, depending on the quality of counseling given, or availability of free VTC services; and other benefits gained, including access to ARVs.  Another reason may be the behaviour of the husband/partner, like when he has several sexual partners.  A woman may take the decision to test in order to establish her status to see whether or not she is infected.  On the other hand, if she does not take a decision herself, she may first consult her husband or partner, a friend, or other ANC atttenders or peers.  The reason why she consults husband first is to seek permission, and to obtain his support.

6.11.1 A husband’s reactions if he is not consulted and finds out about the HIV test of his wife

Reactions of the husband or partner are generally negative; and they include, feelings that wife showed him disrespect by not informing him or consulting him first; feeling bad and quarreling (causing domestic disputes or sometimes violence); and in some cases, even denial of responsibility over the pregnancy. Some men, on the other hand, may appreciate the wife taking a decision, because they are interested in the health status of his spouse or child to be born.

6.12 Community views about taking an HIV test

The community had both good and bad things to say about taking an HIV test.  The good things which were mentioned were: knowing one’s HIV status, getting more information about HIV/AIDS, STDs and appropriate treatment, behavioural change such as avoiding HIV infection, positive living and better planning for family. Communities also mentioned that it helps government make good planning for its people.  The bad things perceived about taking an HIV test were: people get stressed/traumatized and may die suddenly due to the shock; some women faint and get hospitalized; for some, they demand separation or divorce; others get harassed by family members.  Some of those tested may resort to negative behaviour such as squandering their resources; or and engaging in unsafe sexual practices that may result into infecting others, or self re-infection.

6.11 Why people in the community do not go for HIV counseling and testing

According to FGD participants, people do not go for HIV counseling and testing for various reasons. Some of the reasons were: lack of easy access to VCT services, in terms of distance; or absence of these services, especially in the rural areas.  Lack of money to pay for the services; lack of awareness or ignorance were also mentioned, especially in the rural areas.  Other reasons include men being barriers to women’s access to VCT/PMTCT, by not supporting their partners, or direct partner violence. Stigmatisation is still a hindering factor, being reflected in people fearing to test, expecting bad results, or receiving blame; being abandoned by spouse, and discrimination.  There are still misconceptions about HIV testing concerning the amount of blood taken for testing, which leads to refusal or denial to take the test.

Traditional healers reportedly also confuse their clients saying that their health problems are best managed by traditional herbal therapies; and also attributing the disease to witchcraft.  That seems to be a common problem in Masaka, Kasese, Arua, and Kalongo areas.

A number of suggestions were made by the focus group participants to encourage people in the communities to test for HIV.  Provision of free HIV testing and counseling services to the community; provision of free ARVs, and establishing more HIV testing centers.  Increased sensitization, education and mobilization at the local level by use of LCs, radio, posters, community health workers, and drama clubs, by the community e.g. men’s clubs and post-test clubs.  There is also need to train more health personnel for couselling and testing; increasing outreaches to the communities; improvement of the quality of VCT services, such as keeping confidentiality; giving clear information about VCT; and more involvement of men especially in PMTCT.  Men need to be attracted or invited to ANC or PMTCT centers for more information on available services, as well as to get tested, and to give more moral and material support to their pregnant women to enable them attend the services.

In order to improve access the communities preferred VCT services to be offered at community level for easy access, as well as the decentralisation of VCT services to peripheral health units, especially in the rural areas.  The most preferred channels for community PMTCT communication, sensitization and mobilization include radio programmes, messages by health workers, outreaches to the communities; and, use of posters and drama shows in local languages.

3.8 Reasons why some HIV positive women refuse to take the drugs that prevent MTCT

According to community views some HIV pregnant women refuse to take drugs, which prevent MTCT because many people are not informed about PMTCT.  The fear of side effects of ARVs also requires clarification; some pregnant women reportedly fear to take the drugs for fear of their HIV status being disclosed or known by others.

In order to encourage HIV pregnant women to take the drug that prevents MTCT the following were suggested: the need for more education, sensitization about HIV/AIDS/PMTCT and ARVS that prevent HIV transmission to the unborn baby.  That the PMTCT programme should avail more outlets for information and sensitization, and government should identify strategies for more male involvement in the PMTCT programme.

3.9 Acceptability of counsellors

The community preferred Medical/health workers as counselors for HIV counseling and testing.  Reasons for the preference were: health workers have technical knowledge and experience about HIV/AIDS and also because of their professional training and skills.   Information given by health workers is regarded as more credible and more accurate.

7.0 QUESTIONS SPECIFIC TO EACH STEP IN PMTCT: INSIGHTS FROM THE KEY INFORMANT WORKSHOPS

7.1 Introduction

The primary element of this strategy was to illustrate typical PMTCT related dynamics, through exploration of a case study or life history of a pregnant woman attending antenatal care in one of the facilities where PMTCT services are now available.  In this respect, the three scenarios focused on a married (totally or largely dependent on the husband); a single adult unmarried woman; and a teenage or youthful mother currently at school or living with the parents, as the most typical profile types.  These were the commonest profiles identified in all the six study districts by workshop participants.

The study focused on a broad range of topics including factors influencing antenatal health care seeking behaviour (HCSB), that influence implementation of the PMTCT -VCT programme; such as the dynamics surrounding women’s HIV testing choices (women’s experiences of PMTCT/VCT and factors affecting VCT uptake – e.g. why do women reject or accept PMTCT/VCT?); factors influencing infant feeding preferences and regimens; social and behavioural impact of PMTCT/VCT with both intra-partum and postpartum practices, etc.  Efforts were also made to capture the perspectives of health care providers involved in PMTCT such as counselors/midwives, laboratory personnel, nurses and doctors.

7.1.1. Factors that determine/influence a pregnant woman’s health seeking behaviour HCSB), or lead her to the clinic or elsewhere     

According to the workshop participants, a number of factors will determine or influence a pregnant woman’s decision to seek antenatal care.  The issues raised point to such factors as level of awareness of the services, and search for knowledge/seeking information; availability, easy accessibility, and adaptability of services; quality of the services; as well as status of the pregnancy.  In all her antenatal care practices she engages in, a pregnant woman is likely to consider a number of factors surrounding her pregnant status.  These may include the attitude of the health workers in the clinics or health units such as being simple, welcoming, and tactful, so as to make the woman decide to visit the facility.  This means on the part of the health worker, accepting the socio-cultural situation from which the client comes, including the need understand even some cultural practices that might be contrary to good antenatal practices that she might be used to.  The health worker needs to be a good professional advisor and able to handle the client in a friendly and empathetic manner.  Ultimately, the pregnant woman will most intimately be influenced by factors that are consistent with her expectations of the services, as well as other considerations for her health and pregnancy condition.  It will lead her to her chosen facility; which may include some or most of the following considerations that will either facilitate or constrain her from attending antenatal care:

· Sickness – seeking treatment for some ailments

· Need to confirm the pregnancy

· To know whether the foetus is normal in the womb

· Socio-economic status of the woman/family e.g. related costs involved for transport; decent clothing or dress

· Distance to the heath unit

· Need to acquire an ANC card so as to be attended to promptly

· Previous experience of difficult labour at home

· Referrals by TBAs and/or other community members    

· Education of the mother making her aware of the services

· Urban residence (more sophisticated ones) - 

· Charges for services

· Relationships – in the family and community

The age of the woman was identified as another factor that influences or determines her decision to go or not to go for antenatal care.  Teenage mothers, in particularly, are reportedly shy and need most attention from health workers, as well as their mothers or other protective relatives.  On their own, they are not likely to decide to go for antenatal care, and these other persons will therefore play a central role in deciding for the young mother to be, and thus influence their antenatal practices.  

A number of relatives take decisions that have a bearing on the woman’s antenatal practices.  For the married woman, the decision is often taken by herself, her husband, or in some cases in-laws e.g. the mother-in-law.  The attitudes of the husband and other close relatives are likely to affect her decision whether to attend or not to attend. The unmarried woman on the other hand, may consult others to help her decide, like her peers/fellow women or friends; teenage mothers or youth may seek the decision of parents or their peers.  Other persons like TBAs, health workers, community leaders, community resource persons, as well as CBOs, and other media like the radio, also play a major role in influencing the pregnant woman’s antenatal care seeking behaviour.   

7.1.2. Factors that lead a woman to decide to participate in the PMTCT programme  

Factors that make a woman decide to accept or reject counseling or testing once she is at the ANC range widely, and include the quality of counseling and information given.  When all the information and health education is given regarding HIV/AIDS, STDs, as well as the mode of transmission, and the risk involved as far as the unborn child is concerned are explained, she is likely to have a positive attitude towards the programme and join it:

“If all these are explained properly…studying and evaluating her experiences, and she has understood the significance of this programme…she can change her attitude positively towards the PMTCT programme” (A Workshop participant, Kalongo)

The character of the counselor was considered very important for the pregnant woman to decide to participate in the programme.  More especially, if the health worker accepts to share his/her experiences with the pregnant mother, and how this matters to her pregnancy – especially cultural and social matters, she is likely to consider it, according to participants.  

When confidentiality is assured, and the woman trusts the counselor enough to keep that confidentiality and allay possible stigma; and when during the pretest counseling the client was received nicely, with a good welcoming attitude; issues were clarified through answering questions and reviewing, etc.; privacy kept, and trust established, she is likely to accept to be enrolled on the programme.  

Other factors that may lead to the pregnant woman to accept or reject include personal issues that the she consciously goes through; the dynamics of her situation; as well as other considerations, such as family dynamics and other relationships important to her.  These consist of both positive and negative, or facilitating and constraining factors, in her situation: 

Facilitating or neutral factors






· The desire to know one’s HIV status

· Wanting to join PMTCT for tangible benefits e.g. care and support

· Proper counseling leads to accepting to do the test

· Availability of drugs e.g. ARVs, drugs for treatment of opportunistic infections, etc.

· Health facility nearby

· No charges

· Desire to get an antenatal card

· Status of the unborn baby – desire to know its condition or preferred gender
· Husband/partner encouragement
Constraining factors

· Lack of information

· Health facility far

· Financial costs – service charges, transport, etc.

· Fear of husbands/partner to abandon her, or other relatives; for example, husbands may hinder them from attending actively

· Mistrust of health workers; some mothers fear that health workers will discuss or share their status with others, or will not keep her status secret

· Negative traditional dictates or beliefs – e.g. fear of FP (value for large family), negative ideas about condoms, etc.

· See no need - past babies born without help; time-wasting

· Fear of poor treatment or handling by health workers in case she is HIV positive or discrimination
· Marital status or relationships e.g. polygamous relationships
· Poverty – e.g. mother unable to afford a decent dress

· Fear of stigma by the community
· Language barrier between health worker and mother
· “TBAs can equally do and are near us”
· Widowhood – fear of facing the truth e.g. inheritance
· Fear of the screening process e.g. how much blood is drawn?
· Group influence or intimidation; ‘what will my friends think?’ 
· Lack of post-test care and support
Most clients go through pretest counseling, but not all go through the whole process.  Some do not accept to test and of those who go through post-test counseling, some drop out.  In Kalongo Hospital, acceptability was said to be very high, about 90% due to the high level of capturing many women who come for antenatal care, and easy mobilization.  In Arua, acceptance was stated to be around 70%, while in Kasese 67.8%; and in Nsambya; …in Tororo (Mukuju), and… in Masaka.
7.1.3. Factors that determine providers’ behaviour
The counselor-client interaction is a crucial factor in the woman’s remaining with PMTCT services or dropping out.  In particular, the initial counseling experience can make a difference between continuing with PMTCT (and getting an HIV test or not).  Key informant workshop participants preferred health workers to lay counselors for a number of reasons:  health workers have a good reputation in eyes of the community for being more technically knowledgeable about HIV/AIDS issues; they can provide more competent answers to the client or person information.  

Among the factors that surround counsellors’ behaviour are the professional demeanour or behaviour, with attributes like caring for the client (empathy), being firm (strong-hearted); good training; and an enabling work environment – enough room, with privacy, well-arranged, adequate ventilation, etc.  The counselor has got to be knowledgeable, with good skills of listening, not distracted easily, good language/ communication skills, and able to keep/maintain confidentiality.  Other factors that determine a counsellor’s behaviour include client workload, with the need to maintain an optimum number per counselor (ideally 5 clients per counselor) that will not lead to fatigue or stress.  It is also very important to give them incentives that include tea (with the client if possible), lunch, or even financial incentives that will keep them motivated, according to the counsellors. 

“Looking at the time we have…from eight o’clock to one o’clock, I think the ideal numbers of women each counselor should handle should be something like five clients, but you can find counselors handling over ten mothers”  (KI Workshop, Nsambya)    

On the part of the client, experience in the group or individual counseling sessions tend to suggest that there should be a clear process of moving from the one to the other.  The pregnant woman should understand the counsellor’s messages or information in order to make an informed decision.  Everything must be explained in detail before she accepts or rejects the offer of a test.  A number of factors or experiences may influence her decision, including interactions with other clients:

“Mothers may understand messages in group counseling but when some individual fellow pregnant woman openly talks negatively she may discourage others to take individual decision”  (KI Workshop, Arua)  

“Most women do not want to mention their problems in a group of people.  They could even be knowing each other so it becomes hard to disclose certain things; there is fear of gossip”  (KI Workshop, Masaka)  

Whilst group counseling reduces the time mothers may spend at the ANC, individual counseling may make mothers decide to test under fear or when they are not prepared, and eventually make the woman not come back for the test result.  In a group situation, some women tend not to reveal their secrets; while others will freely share experiences, knowledge, and discuss some of the benefits.  There may be meaningful interpersonal interactions and comforting of one another; while for some, they may either discourage or encourage their peers to test.  On the other hand, an overwhelming number of clients in the group counseling situation may lead to rushing and affect the quality of information that can be given to the clients to decide to enroll or not; adequate information therefore is vital.  In some group counseling sessions, while women may interact with others and some feel comforted, in others there may be some dominant individuals.  For individual counseling, some women are able to expose their minds, or open up and talk about their lives or family matters.

From the counsellor’s perspective, moving from group to individual counseling, one must be sure that the woman has understood your message and when they have accepted to test, you will be ready to give the test results in an individual counseling situation; that is giving results one by one, and that the client will be prepared to receive the result.

7.1.4. A woman’s experiences in receiving a test result

In giving a test result, the counselor calls the individual client after collecting the result on the individual card, and briefly reviews the woman’s knowledge of the pretest counseling, and asks her whether she is ready for the result.  If she is not, the counselor should request the client to come back when she is ready to receive the result.  Normally, there is a lot of fear and/or eagerness from the client; she is anxious, and may be become shocked; but the counselor needs to be firm and calm in releasing the results, and explains the meaning of the result.  The counselor should be prepared to handle the reactions of the client like crying, quarreling, or aggressive behaviour in receiving a positive result, or happiness, elation, relief or surprise, on receiving a negative result.  In Arua, it was stated that mother were generally anxious to receive their results and interested, and that is why they stayed for most of the day, watching videotapes, waiting to get their results.  The reaction to receiving the result, however, very much depends on the quality of pre-test counseling given, and state of readiness of the individual client to receive either a positive or negative result:

“This depends on the counseling sessions.  If well conducted, the women will come back for the results.  A woman is told what to do in case she is sick and what to do in case she is negative. (KI Workshop, Bwera, Kasese)

It was mentioned a number of times that married women who are positive usually blame their husbands, and may cry and even complain to the counselor how unfair, since she has been faithful.  Those who are negative on the other hand are happy, and may even thank the counselor, ‘as if it is they (the counselors) who made them negative’ 

7.1.5.  Impact of receiving a (positive or negative) test result

Clients react differently to the release of results; a positive result may be received depending on the individual person and/or previous experience.  Others may have tested before and simply come to confirm their status.  Those who least expect a positive result may react by crying, and quarrelling in the home with the husband; while others do not disclose to the husband etc.  Some may refuse to accept the results, however, and may go for another test, elsewhere.  A negative result, on the other hand may be received happily, but with uncertainty for example, when the window period is explained.  Clients behave differently after knowing their results; some might disclose to the husband, if she had been faithful, and think it is the husband who infected her; while for those who lost their partners in other relationships, they will not disclose.  In Tororo, even negative results were reportedly hard to disclose to husbands; for according to the participants, “husbands are hard to deal with”; and in a polygamous situation, it is even more complex, since there is lack of cooperation among the family units.  Generally, younger girls may want to share their results with their mothers or sisters; unmarried HIV positive women on the other hand may tell their mothers.   In Masaka and Kasese, most positive women reportedly will not tell their husbands unless the husband had known what was going on; the main reason is fear of desertion.  If negative, however, she will tell the husband and might even advise him to test.  Unmarried women usually tell their friends or a trusted person in the family.   

“Positive results make women feel, ‘I am gone now’.  Those negative normally hesitate.  Usually, they come knowing that they are gone, only to find that they are okay’  (KI, Bwera, Kasese)

The biggest impact of receiving a positive result is the fear of stigmatization, and the most difficult aspect is to accept one’s position, and deciding to live in a positive way.  

7.1.6. The pregnant woman’s experiences specifically with regard to the counseling on infant feeding
Breastfeeding and mixed feeding is a common social norm: everybody in the village, husband, in-laws, etc. will always ask: is the baby feeding well?  It is reinforced by many cultural beliefs and practices.  Infant formula, on the other hand, was stated to be highly stigmatized in the context of free distribution; it is now associated with HIV-positive mothers, especially when breastfeeding is stopped.  For this reason women are of the view that having to collect tins from public clinics is a disincentive to choosing infant feeding option.  Poverty forces women to continue breastfeeding beyond the recommended three months, and to mix feeds, whether or not they are aware of the risks involved. 

“In making choices usually the counselors do their best to explain to them, but to choose is the factor to consider, because the counselor may advise that the baby should not be fed on breast for more than 3 months, but it will depend on the capacity of the mother and father to give artificial feeds.  In most cases, people are poor; in particular in this our PMTCT, the majority always feed their babies exclusively on breast milk, because they cannot afford the artificial feeds such as cow’s milk, and for that matter, the option is left with them to decide”  (PMTCT, Coordinator, Kalongo)  

In Tororo, whist it was said that women generally appreciated advice on breastfeeding, a number of constraints were identified, such as, husband’s decision or agreement; financial position; public opinion as to what they might say about breastfeeding or stopping it; question of keeping hygiene of feeding materials; obtaining alternative milk, etc.   In Masaka, the husband too has to decide on whether to continue breastfeeding or not; as well as to consider to buy milk, or other feeds to be given to the baby.  Unmarried women and teenage mothers who are at a more disadvantageous position will seek help from other people like the parents who will have to decide what foods they are able to provide.  
When a woman is positive there is a real dilemma of choice; this is made more complex by cultural expectations on the part of community for the breastfeeding mother.  In-laws have much influence on the woman, and public opinion dictates too; in such a case disclosure becomes a big problem for her:

“Culturally, after the mother has delivered, she is expected to breastfeed immediately.  If she refuses to breastfeed, in-laws will pressurize her and she will fear to tell them her status”  (KI, Bwera, Kasese)
“Even the relatives, especially the brother-in law, when he finds the kid crying and does not know about the mother’s condition, he will ask the reason why she is not breastfeeding.  In Buganda a baby belongs to the extended family so they will start complaining why she is not breastfeeding their baby or recommend her to be chased away from home.  

(KI Workshop, Nsambya Hospital)

The area of infant feeding and couselling the mother adequately seems to be rather weekly dealt within PMTCT services.  Very few members of PMTCT staff seem to have been properly trained to handle it, and some of the health workers did admit to their little experience in dealing with feeding behaviour of the mother.  In particular, the advice given is often limited, depending on the local circumstances of the mother and the information or resources available to the counselors or institution running the programme.

7.1.7. Feeding choices available to the mother – how her HIV status affects these options

According to counselors, everything is done to explain to the HIV positive mother the choices for infant feeding in view of her HIV status.  But, however much the mother may understand the situation and be willing to exclusively feed for the 3 months only, they do not have artificial feeds at home to sustain the infant’s feeding needs.  From another perspective, culture may also be another impediment; for example, in-laws will question the woman as to why she should stop breastfeeding a suckling child.  The question of cost (expenses), as well as culture conspire to compound the problem of infant feeding, as it is portrayed in the statement below:

“These mothers usually have the problems of expenses such as buying flasks, cow’s milk, or generally feeding the child, because they are instructed from the hospital to buy a flask after stopping breastfeeding the child, so as to keep whatever they give to the child should be fresh and warm.  If the husband is not rich, and it is the mother alone, it is not possible.  But due to fear, she might tell the in-laws that when she delivered there was no breast milk”  (Participant, KI Workshop, Kalongo)  

In most districts, just like it was found during FGDs, feeding options include exclusive breastfeeding, cow’s milk, soya milk or porridge, millet porridge, maize, mashed potatoes or matooke, or beans and other vegetable and animal source soups and sources.  Only in urban areas (mainly Kampala) was infant formula milk mentioned.  Other options like wet-nursing or heat treatment of expressed breast milk were not readily acceptable for cultural reasons, although wet nursing as a practice has been known in some areas.   For example in Kalongo, participants disclosed that the baby is usually cared for (wet-nursed) by the grandmother, (mother-in-law of the child’s mother), on the death of the baby’s mother.  However, that also calls for establishing the HIV status of the wet nurse first.  Mothers-law in especially, and other influential relatives should be called in and be counseled in feeding and caring for the baby.

7.1.8. A woman’s delivery experience
Not all mothers who deliver in hospital take nevirapine at home, especially when the labour starts suddenly, according to midwives in Arua; and in Kalongo nevirapine was reportedly not enough because they are given when labour starts and after delivery.  For some who deliver at home, they may not be allowed to come out with the newly born baby for some days until the cord falls, due to cultural beliefs (Arua).  In Bwera (Kasese), those who test positive reportedly take nevirapine, while in Tororo, with proper sensitization, it was reported that mothers found it easy to take it.  However, TBAs were reported to confuse the women over it.  In Masaka, a number of women were reported to deliver from private clinics, especially unmarried ones, so it was not certain whether they took nevirapine or not.  The baby can be given Nevirapine up to three days after delivery.  According to the PMTCT staff, they do not encourage mothers to deliver at home, but give them the nevirapine just in case the mother starts to have labour pains.  During ANC, mothers are counseled to inform staff of their HIV status in the maternity ward, or she is identified by a code on the ANC card, and that enables staff to take the necessary precautions in conducting the delivery. 
7.11 Factors that affect delivery staff’s behaviour toward the client/patient

Some health workers see PMTCT/VCT as an additional workload to their own normal schedule of duties.  This is most likely to compromise the quality of service they can deliver, especially the midwives in the course of their delivery of pregnant women.  In the event, they may become tired and consequently respond rudely to patients.  This aspect was repeatedly mentioned during the workshops, and leads to a common stance taken by delivering women who fear to deliver in health units, especially in government facilities.  In addition to the heavy workload situation, lack of supplies and equipment such as gloves and sundries exposes the staff to infections, thus creating fear and unprofessional practices that compromise standards and behaviour, such as asking patients to bring these items, or even asking them for money.  Poor staffing and lack of delivery equipment/supplies were major areas of concern, as well as the risk of infection on the part of the staff:

“The biggest problem is staffing.  Quality service is poor because a lot of work is put in one person.  Sometimes you are rude when you are tired, yet these mothers on PMTCT need care” (KI Workshop Bwera, Kasese)
“No nurse, will risk to handle delivery without gloves”  

(KI Workshop, Mukuju, Tororo)
“The gloves are not enough in this hospital, because I used to bring pregnant mothers here to deliver and wash such clothes stained with blood bare handed several times myself.  So there are not enough gloves here”  (Community mobiliser, KI Workshop, Kalongo)

Handling delivering clients also has its problems, and the staff has to be very calm and tolerant in the circumstances 

“During the delivery process, these mothers are so rude, even if the health workers tried to explain to her this or that, she will not even listen to you at all.  We try to talk to them but it is not easy to deliver them, they are always very rude…because they know that you know their status.  but we try to keep ourselves a bit calm”  (KI Workshop, Nsambya)
4.1.10. Mother’s post-delivery care experience

Many women tend not to return for follow-ups after delivery for many reasons, some of them due to economic constraints such as no support towards follow-up at home; or due to other reasons like the woman not seeing it necessary to come back to the clinic for follow-up.  Such factors as distance, support of the partner/husband, relatives, or stigma towards the HIV positive mother do affect her post delivery experience and use of services.  In Arua staff said that most of their clients return for immunizations, more milk, and treatment of minor illnesses like malaria and referrals to AHAP for care and support.  In Kalongo on discharge mothers are given a date to return (after 6 weeks) to bring the baby for immunization and the mother for placenta examination.  Due to insecurity, however, mothers who live outside the hospital catchment area find it difficult to return, and this poses a difficulty in the treatment of the HIV positive mother.   In Tororo, mothers were reportedly happy (feel proud) to bring their children for the nurses to see; and quite a few came back for check ups.  However, distance and cost of transport, and certain negative activities of some staff were mentioned as constraining factors, such as asking clients for 500/= for gloves or other uses.  In Kasese, most mothers reportedly do not return, due to lack of follow-up support, and no easy transport means from the hilly/mountainous terrain. 

7.1.11. Infant’s post-delivery care experience 

The infant post delivery experience very much depends on the capacity of the mother to cope, as well as the support she gets from the family.  Much of what goes on in the post-delivery period to the mother applies to the infant’s case, and will be more so affected by the mother’s HIV status and circumstances at home, such as acceptability of her situation in the community and support, as well as continued access to the PMTCT services.  

In Tororo and Kasese, there was not much experience of this, as the programme had not reached 18 months.  In Masaka, most children reportedly were brought back for follow-up.  In Nsambya, the emphasis is to follow up the child and see the outcome.  Care is for both the child and the mother; they are told that they want to follow the baby and see what comes out.  They do reportedly come, especially when they had a follow-up or monitoring process that was supported for some time, and they would come; then they would be followed up every three months, until the baby is one a half years.  In Arua

4.0 REMARKS/ CONCLUSIONS

1. Working groups at district level

The composition of working groups at district level is not uniform. It would be better to encourage formation of a PMTCT task force under an existing body such as District AIDS Committees.

2. Distribution of staff

Encourage in-house training at PMTCT sites so that all staff at the site are well informed about PMTCT and counselling issues. 

3. Training materials

The Training and Supervision manuals should be distributed to Regional Training Teams.

4. IEC materials

To ensure that PMTCT sites are appropriately equipped “starter packs” could be given to all sites. These packs would consist of charts, brochures, HIV test kits, protocols (PMTCT, HIV counselling, infant feeding counselling) etc. 

5. Post-training supervision

Post- training supervision after PMTCT orientation or counselling training is lacking. Trainers should be obliged to supervise and provide a written report within three months after training.

6. Space 

There was a general lack of space for counselling purposes. Every PMTCT site requires at least three rooms dedicated for counselling.

7. Awareness of MTCT and PMTCT

There is need to improve awareness of MTCT and PMTCT services, among men and women, but more so among men who are relatively less informed.  Men should be specifically targeted with information on MTCT and PMTCT through the media that is most accessible to them, like the radio, TV, and newspapers, as well as information during meetings and clubs.  Men whose wives attend ANC should equally be encouraged to give moral, financial, and other forms of support /care, such as accompanying them to the clinics for more information. 

8. Comprehensive ANC, VCT, ARVs 

The question of shortages of supplies, logistics, staff, lack of structures and space for ANC, VCT and other PMTCT activities should be seriously addressed.  

9. Attitudes towards ANC, VCT, MTCT, PMTCT, ARVs

There is a general appreciation of availability of these services.  However, there is need to clear any misconceptions and fears surrounding the services by availing clear and confidential information to service users. 

10. Existence of media for communication – radio, posters, door-to-door, meetings, etc.

Strategies should be laid out to improve access to information by use of existing forms of media that include radio, print media, TV, visual aids, plays (drama), and community meetings.

11. Availability of CBOs, NGOs that support PLWAs

In order to strengthen and support community-based interventions to improve utilisation of PMTCT services, it would be necessary to create meaningful partnerships between government, community, CBOs and NGOs.  This should be aimed at addressing key limitations like lack of funds, supplies and equipment, shortage of staff, and other resources, to improve services to support PLWAs.  

12. Community outreaches

There was a general outcry or constant request for outreach services from the community.  It would be pertinent to consider the issue critically in view of implications in terms of resource availability and constraints. 
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