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Mother-to-child transmission (MTCT) of human immune virus/acquired immune deficiency syndrome
(HIV/AIDS) is the largest mode of HIV transmission among children. This study assesses the prevention
of mother to child transmission (PMTCT) of HIV/AIDS service utilization and associated factors among
mothers attending antenatal care (ANC) in selected public health facilities of Horo Guduru Wollega
Zone, Oromia Region, Ethiopia. Facility-based cross sectional study was conducted among mothers
attending ANC in five public health facilities of Horo Guduru Wollega Zone from February to March,
2016. Randomly selected four health centers and one public hospital were included in the study. The
study participants from each health facility were recruited by using systematic sampling technique. Exit
interviews were conducted among mothers attending ANC services. Bivariate and multiple logistic
regression analyses were performed to identify factors associated with PMTCT service utilization of
mothers. A total of 378 pregnant mothers having antenatal visit during the study period participated in
the study. All of the study participants were offered HIV counseling and testing at that particular
antenatal visit. Among these, 317 (83.8 %) were counseled and tested for HIV as part of PMTCT service.
Age, residence, mother’s educational status, male partner involvement during antenatal HIV testing,
and service providers’ perceived handling of clients were associated with PMTCT service utilization of
mothers. The utilization of HIV testing as PMTCT service in this study was lower when compared to the
national recommendation set forth in the national PMTCT guideline, which recommends that every
pregnant woman coming for ANC visit to health facilities should get HIV counseling and testing.
Key words: Prevention of mother to child transmission (PMTCT), HIV/AIDS, Horo Guduru Wollega Zone,
Ethiopia.

INTRODUCTION
Globally, an estimated 36.7 million (30.8-42.9 million)
people were living with HIV in 2016, of which 17. 8 million
(15.4-20.3 million) were women and 2.1 million (1.7-2.6
million) children under 15 years of age. An estimated 1.0
million (830,000-1.2 million) AIDS related deaths occurred

globally in 2016, of which 120,000 (79,000-160,000) were
children under 15 years of age. The burden of the
epidemic continues to vary considerably among regions
with 25.6 million people living with HIV in 2016 living in
Africa alone, which accounts for nearly 70% of the overall
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global burden (WHO, 2016, 2017). The vast majority of
this number occurring in Sub-Saharan Africa, low- and
middle- income countries (AVERT, 2017).
According to the Federal HIV/AIDS Prevention and
Control Office (FHAPCO), 741,478 people are living with
HIV, with 16,865 AIDS related deaths in Ethiopia in the
year 2015 (FHAPCO, 2015). The pediatric HIV population
in Ethiopia are mostly those vertically infected in earlier
years when MTCT rates were high but the coverage and
effectiveness of PMTCT in the country was low
(FDRPCO, 2014).
Mother-to-child transmission (MTCT) of human immune
virus (HIV) refers to the transmission of HIV from an HIVpositive woman to her child during pregnancy, labour,
delivery or breastfeeding. It can take place in utero, during
labour, delivery and postnatally through breastfeeding
[WHO, 2010]. It is the most common way that children
become infected with HIV (WHO/PMTCT, 2016). Ninetyfive percent of HIV infected children acquired the
infection through mother-to-child transmission during
pregnancy, around the time of labour and delivery, or
during breast feeding (WHO/UNICEF, 2007). Mother-tochild HIV transmission (MTCT) accounts for the vast
majority of more than 700,000 estimated new HIV
infections in children worldwide annually (USPEF, 2017).
In 2015, there were roughly 2.1 million new HIV
infections, 150,000 of which were among children. Most
of these children live in sub-Saharan Africa and were
infected via their HIV-positive mothers during pregnancy,
childbirth or breastfeeding (AVERT, 2016).
In the absence of prevention of mother-to-child
transmission (PMTCT) services, 30 to 40% of pregnant
women with HIV will pass the disease to their infants
during pregnancy, delivery, or breastfeeding (Colvin et
al., 2008; WHO, 2006). Effective interventions of PMTCT
can reduce the risk to below 5%, and effective PMTCT
programme require women and their infants to receive a
cascade of interventions including uptake of antenatal
services and HIV testing during pregnancy, use of
antiretroviral treatment (ART) by pregnant women living
with the virus, safe childbirth practices and appropriate
infant feeding, uptake of infant HIV testing and other
post-natal healthcare services (WHO/UNICEF, 2007).
In 2011, a Global Plan was launched to reduce the
number of new HIV infections via MTCT by 90% by 2015.
The World Health Organization (WHO) promotes a
comprehensive approach to PMTCT programme which
includes: Prevention of new HIV infections among women
of childbearing age, preventing unintended pregnancies
among women living with HIV, preventing HIV transmission
from a woman living with HIV to her baby, providing
appropriate treatment, care and support to mothers living

with HIV and their children and families (WHO/UNICEF,
2007; WHO/PMTCT, 2016).
According to WHO, Ethiopia is one of the top 10 priority
countries accounting for 75% of the global PMTCT
service need. It was estimated that the effective scaling
up of PMTCT interventions in these countries would
prevent over 250,000 new infections annually
(WHO/UNICEF, 2007). Despite there has been an
increase in the number of health facilities providing
prevention of mother-to-child transmission (PMTCT)
services in Ethiopia, the proportion of women who
receive HIV test during pregnancy as well as HIV-positive
pregnant women who receive antiretroviral drugs (ARVs)
for PMTCT remains low. This is believed to be due to
weak referral linkages, poor male partner involvement,
inadequate awareness and low utilization of available
PMTCT services, limited use of antenatal and postpartum
services, HIV-related stigma and discrimination, the
uneven quality of care in antenatal and obstetric settings,
insufficient community involvement and low prevalence of
institutional delivery (FDRE, 2012; ESPS, 2012; EPHI,
2009).
Ethiopia developed a national guideline on Prevention
of Mother-to-Child Transmission (PMTCT) of HIV
infection which adopts the PMTCT strategy of
WHO/UNICEF/UNAIDS emphasizing primary prevention
of HIV infection, prevention of unintended pregnancies
among HIV infected women, prevention of HIV
transmission from infected women to their infants, and
treatment, care and support of HIV infected women, their
infants and their families. Most recently, a revised
strategy for accelerated implementation of the PMTCT
programme was endorsed, with an “opt out” strategy
recommended by international PMTCT guidelines. In the
„opt-out‟ strategy, HIV counseling and testing is offered to
all women during pregnancy, delivery and postnatally
(FDRE, 2012; FHAPCO/MOH, 2007).
Despite remarkable achievements on HIV prevention and
control, there is a wide concern all over the country and
efforts for PMTCT have been lagging behind (FHAPCO,
2010). In response to these challenges and to rapidly
expand PMTCT service facilities, the government has
developed a rollout plan comprising systematic
preparation, planning, capacity building, strengthening
logistics and supply, coordination of concurrent activities
at national, regional and district levels. On the same line,
the five-year strategy for intensifying multi-sectorial
response underscores the need for concerted effort to
address current gaps in prevention, treatment and care
including strengthening PMTCT services (FDRE, 2012).
In Oromia national regional state, alike the national
context, PMTCT of HIV/AIDS was one of the crucial foci
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of the regional health care programs. According to Horo
Guduru zone annual report of 2011, PMTCT service was
initiated in the zone since 2008. On the other hand,
according to the annual performance report of the federal
HIV/AIDS prevention and control office (FHAPCO) for
2010, Oromia region got low performance on PMTCT
service in the country (EPHI, 2009; FHAPCO, 2010).
PMTCT services are one of the vital areas that need to
be ensured for achievement of the sustainable
development goals (SDGs) related to health, particularly
SDG 3. HIV counseling and testing during pregnancy is
the pre-requisite for application of PMTCT interventions.
It is the first point of all PMTCT services and crucial for
success of subsequent PMTCT programmes.
Prevention of mother to child transmission of HIV/AIDS
is one of the national priority programmes of the Federal
Ministry of Health (FMOH) and utilization of the service
by pregnant women has been of vital health concerns in
the country. Despite PMTCT has nationally been
regarded as one of the important strategies to prevention
of HIV/AIDS, particularly mother-to-child transmission of
the infection, there are only few studies showing
utilization of PMTCT services in different parts of the
country; and utilization status of the service in Horo
Guduru Wollega Zone is not yet investigated. Therefore,
filling this gap the current study assessed PMTCT service
utilization among women having ANC visit in selected
public health facilities in the area. The finding provides
program planners at various levels with updated
information as to implementation of PMTCT programmes.
It has particular relevance at local level in providing
updated information on PMTCT service utilization of the
community and direct future efforts.
MATERIALS AND METHODS
Study design, setting and population
Facility-based cross sectional study was conducted from February
to March 2016 among mothers attending ANC in selected public
health facilities in Horo Guduru Wollega zone which is one of the
eighteenth zones in Oromia region, located 314 km west of the
capital Addis Ababa. The Zone shares internal borders with West
Shewa, East Wollega of Oromia region and West Gojam Zone of
Amhara Region. Currently the Zone is divided into nine rural
districts and one town administration. The total population of the
Zone for the year 2015/2016 was estimated to be about 700,000,
and with an estimated 25,486 pregnant women. There is one public
hospital, 39 public health centers, and 185 health posts in the zone.
Each of ten districts in the zone had one health facility offering
various PMTCT services.

Sampling
Sample size was determined using single population proportion
formula by considering proportion (p) of PMTCT service utilization
Accordingly, the final sample size was calculated to be 398. Among
one public hospital and 39 health centers found in the zone,
randomly selected four health centers the one hospital purposively
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included in the study. Accordingly, Fincha health center, Jarte
health center, Guduru health center Hareto health center and
Shambu District hospital were included in the study. The desired
sample size was allocated proportionally based on the estimated
average case flow of each health facility, and study participants
from each health facility were recruited by using systematic
sampling technique.

Data collection and analysis
Data was collected by using a structured interviewer administered
questionnaire which was developed after reviewing different
literatures. Exit interviews were conducted among mothers
attending ANC services. After obtaining informed consent, the
interviews were conducted at a private room in all the selected
health facilities. Statistical package for social sciences version
sixteen (SPSS 16.0) was used for data processing and analysis.
Bivariate analysis with crude odds ratio (COR) used to assess
variables crudely associated with PMTCT service utilization and
select candidate variables for multivariable analysis. Those variables
with p-value ≤ 0.25 in the bivariate analysis were considered as
candidate for multivariable analysis. Finally, multiple logistic
regression analysis providing adjusted odds ratio (AOR) with 95%
confidence interval (C.I) was performed to identify factors
independently associated with PMTCT service utilization of mothers.
In this final model p-value ≤0.05 was used to claim statistical
significance.

RESULTS
Socio demographic characteristics
A total of 378 pregnant mothers receiving ANC services
participated in the study. Age of the mothers ranged
between 20 and 43 years with mean (±SD) of 28.60
(±6.0) years. With regard to residence, 179 (52.6%) of
the mothers were from rural and 199 (47.4 %) from urban
settings. The largest proportion, 288 (76.2%) of
respondents were Oromo in their ethnicity. Regarding
ANC visit, 266 (66%) of mothers were having their first
ANC visit, while the rest 112 (34%) had had repeated
ANC follow-up (Table 1).
Reported knowledge of mothers of PMTCT services
Among the respondents, 320 (84.6%) had ever heard of
mother to child transmission (MTCT) of HIV, for whom
health workers and social media such as radio and
television were the common source of information. Out of
those who reported to have the information, 313(82.8%)
reported that HIV can be transmitted during pregnancy
and 280 (74%) reported that HIV can be transmitted
during labour and delivery. On the other hand, 228
(60.3%) of mothers reported that utilization of ANC
service is important for PMTCT, and 208 (55%)
recognized institutional delivery to be important for
PMTCT. The larger proportion (289 (76.5%)) of the
mothers reported availability of ARV prophylaxis for HIV
positive pregnant mothers to be used for PMTCT while
the rest 89 (23.5%) reported as having no information
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Table 1. Socio-demographic characteristics of ANC clients at selected public health facilities of Horo Guduru Wollega Zone, Oromia
Region, Ethiopia (March, 2016).

Variable

Category
20-24
25-29
30-34
35-39
40-44

Age category (years)

Frequency
126
98
71
65
18

Percent
33.3
25.9
18.8
17.2
4.8

Residence

Urban
Rural

199
179

52.6
47.4

Religion

Orthodox
Protestant
Muslim
Other*

103
154
57
64

27.2
40.7
15.1
16.9

Educational status

Cannot read and write
Read and write only
Primary education (1-8)
Secondary education ( 9-12)
Above Grade 12

48
144
117
29
40

12.7
38.1
31
7.7
10.6

Mother‟s occupation

Housewife
Government employee
Private worker

257
56
65

68.0
14.8
17.2

Marital status

Never married
Married
Divorced
Widowed

15
297
43
23

4.0
78.6
11.4
6.1

Oromo
Amhara
Other**

288
63
27

76.2
16.7
7.1

Number of ANC visit

First visit
Multiple ANC visit

226
152

66.0
34.0

Place of delivery for last child

Home
Health facility
No previous delivery

301
47
30

79.6
12.4
7.9

Walking distance
facility

Less than 30 min
30-60 min
60-90 min
90-120 min

178
98
88
14

47.1
25.9
23.3
3.7

Partner‟s educational status

Cannot read and write
Read and write only
Primary education (1-8)
Secondary education (9-12)
Above Grade 12

15
96
99
44
51

4.0
25.4
26.2
11.6
13.5

Partner‟s occupation

Government employee
Private businessman
Farmer

49
124
138

13.0
32.8
36.5

Ethnicity

to health

*Other includes Waqefata and other traditional religions; **Other includes Tigre, Guraghe.
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Table 2. Mothers reported knowledge on HIV/AIDS and PMTCT services in selected health facilities of Horo Guduru Wollega Zone,
Oromia Region, Ethiopia (March, 2016).

Variable
Ever heard of MTCT of HIV

Response
Yes
No

Frequency
320
58

Percent
84.6
15.4

Source of information

Social media
Health worker
Media and health worker

22
167
131

5.8
44.2
34.6

Know transmission of HIV during pregnancy

Yes
No

313
65

82.8
17.2

Know transmission of HIV during delivery

Yes
No

280
98

74
26

Know transmission of HIV during breast
feeding

Yes
No

285
93

75.4
24.6

Use of ANC service is important for PMTCT

Yes
No
Do not know

228
92
58

60.3
24.3
15.4

Institutional delivery is important for PMTCT

Yes
No
Do not know

208
86
84

55.0
22.8
22.2

ARV prophylaxis prevent MTCT of HIV

Yes
No

289
88

76.5
23.5

Counseling on breast feeding important for
PMTCT

Yes
No
Do not know

241
130
7

63.8
34.4
1.85

about prophylaxis for positive pregnant mothers (Table
2).
Mothers’ perception towards PMTCT services
Among the respondents, 329 (87%) had favorable
attitude towards the PMTCT service provision in terms of
client handling by service providers, while about 49 (13%)
claimed uncomfortable service provision. The majority
[346 (91.5%)] of respondents had favorable attitude on
pretest counseling given by service providers, while 43
(11.4%) claims no better counseling given by service
providers. On the other hand, 291 (77%) were
comfortable with the waiting time in the facilities while the
rest 87(23%) were complaining of long waiting time for
the services (Table 3). Mothers‟ belief on timing
appropriate for HIV counseling and testing was assessed.
In this regard, 278 (73.5%) believed it is appropriate to
get tested any time, and 25 (6.6%) believed on testing
during pregnancy (Figure 1).
PMTCT service utilization of mothers
All of the study participants, 378 (100%) were offered for

HIV counseling and testing at that particular ANC visit. Of
these, 363 (96%) clients received pretest counseling, and
317 (83.8%) tested for HIV as PMTCT service utilization;
while 61 (16.1%) of the mothers refused pretest
counseling and refrained from HIV testing. Among those
tested, 314 (83%) received their HIV test results and
subsequently received posttest counseling. Out of those
who counseled, tested and received their test results, 5
(1.3%) tested positive and were linked to ART clinic
(Table 4). When the reason for refraining from HIV
counseling and testing is assessed, among the total of 61
ANC clients who refused pretest counseling and refrained
from testing, 26 (42.6%) refrained due to fear of stigma
and discrimination by the society against potential
positive test result, 20 (32.7%) due to their own fear of
accepting positive test result, and 15 (24.5%) for being
tested in the last three months (Figure 2).

Male partner involvement on utilization of PMTCT
services
The majority, 354 (93.7%) of the study participants agreed
on importance of discussion with partner about HIV
counseling and testing. Nearly three fourth, 277 (73.3%)

6

Med. Pract. Rev.

Table 3. Mothers‟ perception towards PMTCT service in selected health facilities of Horo Guduru Wollega Zone (March, 2016).

Variable
Service providers‟ perceived handling of clients

Response
Friendly
Unfriendly

Frequency
49
329

Percent
13.0
87.0

Pretest counseling importance

No
Yes

32
346

8.5
91.5

Posttest counseling importance

No
Yes

43
335

11.4
88.6

ANC room comfortability

No
Yes

39
339

10.1
89.7

Service waiting time

Comfortable
Not comfortable

87
291

23.0
77.0

Perceived confidentiality

No
Yes

147
231

38.9
61.1

80
70
60

Percent

50

73.5 %

40

30
17.2%

20

6.6%

10

2.6%

0
Any time

When critically ill

During pregnancy

For marriage

Perceived timing for HIV test
Figure 1. Reported timing perceived appropriate for HIV counseling and testing among mothers
attending ANC services in selected health facilities of Horo Guduru Wollega zone, Oromia
Region, Ethiopia (March, 2016).

of mothers reported having less concern and no
involvement of their male partners. Among the total of
317 mothers who took antenatal HIV counseling and
testing as PMTCT service utilization at the current ANC
visit, only 46 (14.5%) took the service together with their
male partners (Table 5).

Bivariate analysis
Bivariate analysis was performed to see crude
association of each of individual explanatory variables
with PMTCT service utilization of the mothers. In the
bivariate analysis, age above 35 years, residence,
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Table 4. Antenatal HIV counseling and testing as PMTCT service utilization among ANC attending mothers in selected public health
facilities of Horo Guduru Wollega Zone, Oromia Region, Ethiopia (March, 2016).

Variable
Ever been counseled and tested for HIV
(n=378)

Response
Yes
No

Frequency
310
68

Percent
82.0
18.0

Offered for HIV counseling and testing at current
ANC visit (n=378)

Yes
No

378
0

100
0

Received pretest counseling (n=378)

Yes
No

363
15

96
4

Tested for HIV as PMTCT service utilization
(n=363)

Yes
No

317
46

83.8
12.2

Received HIV test result and posttest counseling
(n=317)

Yes
No

314
3

83
0.79

Positive to HIV test (n=314)

Yes
No

5
309

1.3
81.7

Referred to ART clinic (n=5)

Yes
No

5
0

1.3
0

45
40
35

Percent

30
25

42.6%
32.7%

20
24.5%

15
10
5
0
Fear of positive result

Afraid of hasband and
community discrimination

Tested for last three months

Reason for refraining from HIV testing
Figure 2. Reason for refusal to HIV testing among mothers attending ANC services in selected health
facilities of Horo Guduru Wollega Zone, Oromia Region, Ethiopia (March, 2016).

mothers educational status, male partner involvement
during antenatal HIV testing, service providers‟ perceived

handling of clients, partner‟s perceived reaction towards
mother‟s HIV test result had significant association with
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Table 5. Male partner involvement during antenatal HIV counseling and testing as PMTCT service utilization in selected health facilities
of Horo Guduru Wollega Zone, Oromia Region, Ethiopia (March, 2016).

Variable
Partner presented with spouse at current ANC visit

Response
Yes
No

Frequency
47
331

Percent
12.4
87.6

Been HIV counseled and tested with partner at
current ANC visit

Yes
No

46
332

12.2
87.8

Received HIV test result with partner (n=46)

Yes
No

46
0

12.2
0

Partner would come to service if asked to come

Yes
No
Cannot be determined

277
55
45

73.3
14.6
11.9

Male partner‟s perceived reaction towards mother‟s
test result

Approve result
Disprove result
Cannot be determined

238
51
43

71.7
15.1
13.2

PMTCT service utilization (with p-value ≤ 0.05). All the
variables with p-value ≤ 0.25 in the bivariate analysis
were selected for multivariable analysis, while mother‟s
occupation, current marital status and number of ANC
visit had p-values above 0.25 and hence excluded from
further processing (Table 6).

Multiple logistic regression analysis
Multiple logistic regression analysis with Backward
Logistic Regression (LR) method was performed to
identify independent predictors of PMTCT service
utilization expressed in terms of utilization of antenatal
HIV counseling and testing. All variables which had pvalue ≤ 0.25 in the bivariate analysis were entered in to
multiple logistic regression model. Accordingly, age
category, residence, mother‟s educational status, place of
delivery for the last child, partners‟ occupation, male
partner involvement during antenatal HIV testing, service
providers‟ perceived handling of clients, and partner‟s
perceived reaction towards mother‟s HIV test result were
entered in to the model. Among these, age, residence,
mother‟s educational status, male partner involvement
during antenatal HIV testing, and service providers‟
perceived handling of clients were significantly associated
with PMTCT service utilization of mothers. Women in
their advanced age (35-44 years) were about 63% less
likely to be tested for HIV for PMTCT as compared to
those in their earlier age (25-34 years) (AOR=0.367;
C.I=0.139-0.967). Similarly women from rural settings
were 43% less likely to be tested for HIV for PMTCT as
compared their counterparts from urban settings (AOR=
0.57; C.I=0.063-0.90). It was observed that women with
formal education were about 6 times more likely to get
tested for HIV for PMTCT service as compared to those

who had no formal education (AOR=5.7; C.I=1.13-15.7).
Those women who reported to have involvement of their
male partners during antenatal HIV counseling and
testing were about 4.5 times more likely to get tested for
HIV as part of PMTCT service when compared to their
counterparts with no partner involvement (AOR=4.49;
C.I=2.12-31.2). Mothers‟ perception on service providers‟
handling of clients was also affecting utilization of the
services. In this regard, mothers who perceived that the
service providers‟ were unfriendly to clients were 76%
less likely to get HIV testing for PMTCT service as
compared to those who had favorable attitude
(AOR=0.24; C.I=0.08-0.72) (Table 7).

DISCUSSION
PMTCT service utilization
Antenatal HIV counseling and testing is the pre-requisite
for application of PMTCT interventions. It is the first point
of PMTCT services, and utilization of the service is crucial
for success of subsequent PMTCT programmes. In this
study, 83.8% of the study participants were tested for HIV
on their current ANC visit as part of PMTCT service, and
83% received their test result and subsequently received
posttest counseling. This figure was lower when
compared with the national recommendation set forth in
the national PMTCT guideline, which recommends that
every pregnant woman coming ANC visit to health
facilities should get HIV counseling and testing
(FHAPCO/MOH, 2007). The finding is, however,
comparable with that of the study from Western Amhara
region in which 94.8% of ANC clients were tested for HIV
and received their test result (Worku, 2007). According to
another study conducted in Addis Ababa, 92.6% of
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Table 6. Bivariate analysis of different variables with HIV counseling and testing as PMTCT service utilization among women having
ANC services at selected public health facilities of Horo Guduru Wollega, Zone Oromia region Ethiopia (March, 2016).

Variable

Antenatal HIV testing (PMTCT service utilization)
Yes
No

COR (95%C.I)

P-value

0.52

Age category
15-24
25-34
35-44

119
148
47

7
21
36

0.992 [0.99, 5.86]
1.000
0.186 [0.09, 0.34]

Residence
Urban
Rural

175
139

24
40

1.000
0.47 [0.24, 0.82]

Mother’s occupation
Housewife
Government employee
Private worker

216
49
49

41
7
16

1.000
1.32[0.56, 3.1]
0.58[0.3, 1.1]

Mother’s educational status
No formal education
Formal schooling

139
175

53
11

1.000
6.0 [3.05, 12.0]

Marital status
Single
Married
Divorced
Widowed

14
247
34
19

1
50
9
4

2.8 [0.36,22.0]
1.000
0.76 [0.345, 1.6]
0.96 [0.31, 2.94]

0.32

Number of ANC visit
First visit
Twice and above

183
131

43
21

1.000
0.68 [0.38, 1.20]

0.31

Place of delivery for the last child
Home
Health facility
First time pregnancy

250
36
28

52
10
2

1.000
0.43 [0.79, 1.4]
0.25 [0.52, 1.2]

Partner’s occupation
Government employee
Private worker
Farmer
Other

46
102
111
55

3
22
26
13

3.5 [1.02, 12.3]
1.01 [0.57, 2.01]
1.000
0.9[0.46, 2.02]

Involvement of male partner during antenatal HIV testing
Yes
46
No
268

2
62

5.3 (1.26,22.5)
1.000

0.000

Service providers’ perceived handling of clients
Friendly
289
Unfriendly
25

40
24

1.000
0.144(0.07, 0.276)

0.000

Partner’s perceived reaction towards mother’s test result
Accept result
245
Do not accept result
29
Uncertain
40

26
28
10

1.000
0.11(0.06, 0.21)
0.424(0.19, 0.94)

0.000

0.009

0.51
0.58

0.000

0.50
0.94

0.153
0.09

0.045
0.81
0.96

0.000
0.006

9
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Table 7. Multiple binary logistic regression analysis of independent predictors of HIV counseling and testing as PMTCT service
utilization among women having ANC services at selected public health facilities of Horo Guduru Wollega, Zone Oromia region Ethiopia
(March, 2016).

Variable

Antenatal HIV testing (PMTCT service utilization)
Yes
No

AOR (95%CI)

P-value

Age category
15-24
25-34
35-44

119
148
47

7
21
36

1.11(0.36, 3.40)
1.000
0.367(0.139, 0.967)

0.005

Residence
Urban
Rural

175
139

24
40

1.000
0.57(0.063, 0.90)

0.014

Mother’s educational status
No formal Schooling
Have formal Schooling

139
175

53
11

1.000
5.7(1.13, 15.7) *

0.000

Service providers’ perceived handling of clients
Friendly
289
Unfriendly
25

40
24

1.000
0.24(0.08, 0.72)

0.002

Involvement of male partner during antenatal HIV testing
Yes
46
No
268

2
62

4.49(2.12, 31.2) *
1.000

0.000

Partner’s perceived reaction towards mother’s test result
Approve result
245
Disprove result
29
Uncertain
40

26
28
10

1.000
0.085(0.03, 0.23) *
0.913(0.06, 0.65)

0.000
0.043

*Statistically significant with p ≤ 0.001.

women attending ANC service were willing to be tested
for HIV (Maedot et al., 2007). The figures observed
consistently from these reports seems to be effected from
the fact that HIV counseling and testing is offered at ANC
services for every pregnant mother as an “opt out”
strategy and mothers who did not receive their test result
could be due to fear of accepting potential positive result
and discrimination from family and community. Male
partner‟s involvement with PMTCT service utilization was
poor in this study as only 14.5% of mothers who took
antenatal HIV counseling and testing used the service
together with their male partner.

Factors associated with PMTCT service utilization
In the current study age, residence, educational status,
male partner involvement during antenatal HIV testing,
and service providers‟ perceived handling of clients were
affecting PMTCT service utilization of mothers. It was
observed that mothers from rural settings were less likely
to utilize PMTCT services as compared to their urban

counterparts. This finding is in line with that of the study
conducted in Western Amhara region which showed that
women who lived in urban settings utilized HIV testing
more than those who lived in rural settings (AOR=1.75;
CI=1.16-2.64) (Worku, 2007). This could be explained by
the fact that women in urban settings have better
accesses to ANC/PMTCT services, better education,
information and awareness about the services when
compared to those in rural settings.
Furthermore, the study indicated that mothers in their
late age of pregnancy (34-44 years) were about less
likely to utilize PMTCT services as compared to women
in their earlier ages. This finding agrees with the study
conducted in Jimma zone, southwest Ethiopia, in which
pregnant mothers who were in the earlier 15 to 29 years
of age utilized PMTCT services more likely than their
counterparts in the later age category (Hussein et al.,
2011). In contrast, a study conducted in Nekemte town,
Ethiopia, indicated that the percentages of willingness to
utilize HIV counseling and testing among pregnant
mothers increased as age increased (Hasen, 2009). The
possible reason for the difference among the findings
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might be due to differences in the study settings; that is
the current study considered ANC clients from both rural
and urban settings, whereas mothers participated in the
later study of Nekemte town were women only from
urban settings.
In the current study maternal education was positively
associated with utilization of HIV counseling and testing
services. It was observed that mothers who had formal
schooling were about 6 times more likely to utilize the
service as compared to those who had no formal
schooling. This finding is supported by the finding from
the study conducted in Kenya, in which women who were
more educated were more likely to use VCT services. In
line, a study conducted in Uganda indicated that mothers
who had educational level beyond seven years of primary
school were almost three times more likely to report
willingness to be tested when compared to those who did
not complete primary school or had not been educated at
all (Bajunirwe and Muzoora, 2005). The link with
educational status could be directly explained that those
educated have better knowledge of MTCT HIV/AIDS and
better understanding of benefits of PMTCT service
utilization and could be more likely to respond to health
promotion messages (Namazzi, 2010). For instance, a
study conducted on acceptability of HIV counseling and
testing services at Dilchora Hospital, Dire Dawa, Ethiopia,
revealed that knowledge on MTCT was significantly
determining acceptance of the service among ANC
clients (Maedot et al., 2007).
It was observed from the current study that 16.1% of
the study participants refused pretest counseling and
refrained from HIV testing, of which 76.5% due to fear of
stigma and discrimination following potential HIV positive
test result. This is in congruent with similar studies from
Addis Ababa, Ethiopia, in which women‟s perceived
ability to cope with positive result and perceived negative
community response determined voluntary counseling
and testing (VCT) acceptance of the study participants
(Abebaw et al., 2009). According to a study conducted in
Ghana, stigmatization and discrimination constitutes a big
challenge that 73.9% of women who had not been tested
for HIV were willing to do it only if anonymity is strictly
ensured. The study magnifies stigma, fear of potential
positive test result, and issue of confidentiality to be
among important factors affecting utilization of the
services (Addo, 2005). It has been estimated that over
50% of vertical HIV transmissions from mother-to-child
globally can be attributed to the cumulative effect of HIV
stigma and discrimination when accessing PMTCT
services, and HIV-related stigma and discrimination affect
a pregnant woman's decision to enroll in PMTCT
programmes (WHO/PMTCT, 2016). The important point
to be noted from these findings is that HIV stigma and
discrimination in the community continues to be a big
challenge to the implementation of PMTCT programs and
utilization of the services.
Male partner involvement during antenatal HIV
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counseling and testing was determining PMTCT service
utilization of mothers. A study conducted in South Africa
revealed that increased male participation, enhanced
communication, HIV counseling and testing, adherence,
sero status disclosure increase couples‟ communication
and encourage adherence to PMTCT services (Peltzer et
al., 2011). Similarly, a study conducted in Cameroon also
pointed out that male involvement is necessary for
improving women‟s utilization of PMTCT services. It
has been linked to greater uptake of testing, greater
uptake of anti-retroviral drugs, increased condom use,
increased communication and support for infant feeding
choices (Bissek et al., 2011). According to another study,
among the strongest predictors of women‟s‟ willingness
to accept HIV test was the woman's perception that her
husband would approve her test result; women who
thought their husbands would approve their test result
were almost six times more likely to report willingness to
be tested as compared to those who thought their
husbands would not approve it (OR=5.6; CI=2.8-11.2)
(Bajunirwe and Muzoora, 2005). Similarly, different
studies from Addis Ababa, Ethiopia, indicated that
involvement of male partner has significant association
with women‟s acceptance of voluntary HIV counseling
and testing (Jebessa and Teka, 2005; Abenet, 2007). As
revealed from a study conducted in West Amhara region,
Ethiopia, partner participation in VCT and couple
counseling is found to increase success of PMTCT
programs (Worku, 2007). Men‟s participation in ANC/
PMTCT is usually affected by socio cultural barriers
centered to cultural beliefs and traditional gender roles
(Nkuoh et al., 2010).
It was observed that service providers‟ perceived
handling of clients affecting PMTCT service utilization of
mothers as those mothers who perceived unfriendly
handling by service providers were less likely to utilize
the service. This finding is in agreement with that of the
study conducted in Addis Ababa, Ethiopia, in which
76.8% of women who have positive attitude towards
testing process at facilities determine VCT utilization for
PMTCT (Abenet, 2007); and also supported by another
study from Arba Minch, Southern Ethiopia (Sanou et al.,
2016). This implies that the service providers‟ handling of
clients has great contribution to utilization of the services,
and clients‟ perception and attitude towards service
providers or the service provision has great impact to
acceptance of the services.
This study has tried to assess the level of utilization of
PMTCT services and tried to investigate some factors
affecting it. We believe that using the same sex (female
nurses) who were not working in the health facilities
where the study is based for data collection could have
assured friendly communication in providing unbiased
data for the study. The cross sectional nature of the study
in ascertaining cause effect relationship between PMTCT
service utilization and the explanatory variables under
consideration we declare as limitation of the study.
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Conclusions
The utilization of antenatal HIV testing as PMTCT service
utilization was lower when compared with the national
recommendation. This gap provides program planners,
local health offices with important information regarding
PMTCT service utilization of the community, and would
serve as important evidence to direct effective future
efforts. Age, residence, educational status, male partner
involvement during antenatal HIV testing, and service
providers‟ perceived handling of clients were affecting
PMTCT service utilization of mothers.
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