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ABSTRACT

OBJECTIVE: The main objective of the study was to establish the determinants of
knowledge on MTCT of HIV among pregnant women attending ANC in Ndola Urban
District.

DESIGN: This was a cross sectional study, which took an analytical approach.
Using a Likert scale, two groups of women were generated, one group was
knowledgeable and the other was not knowledgeable. A structured interview schedule

was used to establish the determinants of their knowledge.

SETTINGS: The study covered six health centers, two from each of the three zones
in Ndola Urban District in the Copperbelt province of Zambia.

SUBJECTS: The subjects consisted of 300 consenting pregnant women who were

randomly selected from antenatal clinics.

MAIN OUTCOME MEASURES: Pregnant women’s knowledge levels on MTCT
of HIV measured as knowledgeable or not knowledgeable and factors that influenced
the knowledge on MTCT of HIV among the pregnant women were seen as the main

outcome measures.

RESULTS: Out of 300 pregnant women who were enrolled for the study, 165 (55%)
were knowledgeable and 135 (45%) were not knowledgeable on MTCT of HIV.
Logistic regression revealed that pregnant women with no formal education and
primary education were 85% (95% CI 0.03, 0.70) and 89% (95% C1 0.04, 0.30) less
likely to be knowledgeable on MTCT of HIV than pregnant women who attained

College/University education.

Pregnant women who listened to the radio everyday were 2.23 (95% CI 1.47, 3.38)
times more likely to be knowledgeable on MTCT of HIV than pregnant women who
did not listen to the radio everyday.

A statistically significant difference (p<0.001) was also observed in knowledge on

MTCT of HIV between being able to read the education materials received and not
xi



being able to read. Healthcare provider’s reception was independently associated with
knowledge on MTCT of HIV. Compared to pregnant women who said the healthcare
provider was not friendly, pregnant women who said the healthcare provider was
friendly were 4.78 (2.40, 9.55) times more likely to be knowledgeable on MTCT of
HIV.

There was no association (p=0.724) between availability of VCT centers and
knowledge on MTCT of HIV. Distance to VCT centers was independently associated
with knowledge on MTCT of HIV. Pregnant women who stayed far away from VCT
centers were 38% (95% CI 0.40, 0.96) less likely to be knowledgeable on MTCT of
HIV than the pregnant women who stayed nearer to VCT centers. Compared to
pregnant women who had never gone to VCT centers, pregnant women who had gone
to VCT centers were 60% (95% CI 1.05, 2.45) more likely to be knowledgeable on
MTCT of HIV.

CONCLUSION AND RECOMMENDATIONS: The study concluded that there
was an association between education level; listening to the radio everyday;
healthcare providers® reception; accessibility to VCT centers; going to VCT centers
and knowledge on MTCT. The study also concluded that younger women aged
between 15 and 24 were not knowledgeable on MTCT of HIV. The report concluded
with recommendations that there was an urgent need for target specific interventions
in disseminating of information; improving the utilization of VCT centers;
intensifying IEC in healthcare settings; ensuring women aged 15-24 have access to
the right information, education and services; and that both electronic media and print
media should continue to be used in disseminating information on MTCT of HIV

infection using local languages.

Xii



CHAPTER ONE

1.0 BACKGROUND INFORMATION

Mother to child transmission (MTCT) of the human immunodeficiency virus (HIV)
infection that causes the acquired immunodeficiency syndrome (AIDS) has become an
issue in which citizens, medical experts and government have expressed their concerns.
To date, AIDS has caused the deaths of more than three million children worldwide,
while more than one million are currently infected with the HIV (UNAIDS, 2000). The
HIV destroys the biological ability of the human defense mechanisms. A person can be
infected with HIV and remain asymptomatic but transmit the infection through sexual
contact to other people. HIV can also be transmitted through blood transfusion of
infected blood, vertical (perinatal) transmission from infected mother to her fetus during

pregnancy or childbirth.

Mother to child transmission of HIV is increasing faster than prevention efforts. This is
because pregnant women who are seropositive may transmit the infection to the fetus or
baby. Women who are seronega/tive before conception may seroconvert during
pregnancy or following delivery and consequently transmit the HIV infection to the
baby through breast milk. High HIV prevalence in pregnant women has severe
implications on the transmission rates and survival of the unborn and the new born.
MTCT of HIV is said to be associated with abortions, stillbirths, low birth weight,
infant/child morbidity and mortality. Many Sub-Saharan countries including Zambia
experience a high infection rate from heterosexual and perinatal transmission, which

happens during pregnancy or up to one week after birth.



Mother to child transmission of HIV infection during pregnancy, delivery and
breastfeeding has been found to be the major cause of HIV/AIDS among children less
than 15 years of age. In the absence of preventive measures, the risk of an infant of an
HIV positive mother being infected with the virus ranges from 25-35 percent in

developing countries (UNAIDS, 1999).

Worldwide the MTCT of HIV infection attributable risks during delivery has been
reported to be 10-20%; pregnancy 5-10%; breastfeeding 10-20%; early (first 2 months)
5-10%; late (after 2 months) 1-5%. The contributing factors to MTCT include breast
conditions, oral lesions in infants, untreated STIs, behavioral factors (multiple sexual
partners) and new infections during breastfeeding (De Cock, 1998). The potential for
MTCT of HIV infection through breastfeeding calls for concern among policy makers,
programme managers, service providers and researchers in developing countries where

the majority (about 95%) of mothers breastfeed their children (Mbizvo et al, 2001).

The UNAIDS global priorities include empowering women as an essential part of
reducing their vulnerability to HIV and also reducing by 20% by year 2005 and 50% by
year 2010 the proportion of infants born with HIV (UNAIDS, 2000). If the relevant
targets of prevention and reduction of MTCT are to be met, the knowledge and

awareness about MTCT of HIV will have to increase considerably.

Historically, one of the earliest maternal HIV infection case in Zambia was a 28 year old
Zambian woman living in Australia in 1985 who, 7 months pregnant, was admitted to
hospital and found to be suffering from AIDS. Upon being flown back to Zambia she

was admitted to the University Teaching Hospital (UTH) and one of the nurses refused



to nurse the woman and was later suspended (Baylies, 2000). This shows that MTCT of
HIV infection has been a long standing problem in Zambia and worldwide and needs

concerted efforts to prevent it.

Zambia, like other countries worldwide mostly affected by the problem of MTCT of
HIV infection has responded by setting up programmes and organizations to spearhead
the prevention and control campaign. The core interventions of these programmes
include voluntary counselling and testing (VCT), short term antiretroviral prophylactic
treatment, counseling and skills training and education on infant formulas and

breastfeeding.

Recent studies have shown that giving short-term course of Zidovudine (AZT) to
pregnant women reduces the risk that HIV will be transmitted from mother to child
(Dabis, 1996). Unfortunately the antiretroviral drugs, popularly known as Highly Active
Anti HIV Therapy (HAART) are expensive to be made available to all pregnant women.
Worse still because of the costs and economic crises most of the developing countries

like Zambia which are the most hit with the infection will not access enough drugs.

Although it is acknowledged that knowledge is not a predictor of behaviour, being
informed is a prerequisite to effective action. Nyblade et al (2000, unpublished)
reported that in studies carried out in Zambia and Botswana on community involvement
in prevention of mother to child transmission (PMTCT); the levels of knowledge about
HIV and MTCT prevention ranged widely among Botswana residents as compared to
the Zambian residents who knew little about MTCT due to lack of a prevention

programme. Therefore it is important that women and men intending to have children be



equipped with knowledge on how to prevent the transmission of the infection as the
primary intervention in the reduction of the transmission. Exposure to accurate
information (knowledge) has been shown to help individuals personalize HIV risk and
develop confidence in their own ability to change behaviour. The information,
education and communication (IEC) messages to be effective should be tailored to target

the vulnerable groups so that they change their behaviour to positive health.

1.1 STATEMENT OF THE PROBLEM

Mother to child transmission of HIV is a serious global problem and more especially in
the developing countries. MTCT of HIV infection is still on the increase at an alarming
rate and the high prevalence constitutes a major public health problem that is likely to
draw on scarce health resources in the developing countries. It is estimated that 90% of
paediatric HIV infection is directly linked to that of the mother (IAS, 2000 unpublished).
Of the 2.4 million HIV infected women worldwide delivering each year about 600,000
transmit the infection to their babies leading to increase in infant and child morbidity
and mortality (UNAIDS Tech Update, 1999). Across the continent, at the end of 2000,
it was estimated that the region was home to over 90% of all children who became
infected through mother to child transmission (UNAIDS, 2001). In Africa, where the
seropositive of HIV infection in pregnant women exceeds 20% in many areas, perinatal

HIV transmission rates have been reported to be 20-42% (De Cock, 1998).



The HIV prevalence rate in Zambian pregnant women is over 20% in urban centers.
The mother to child transmission risk is estimated to be 39.5%. It is also estimated that
every year approximately 30,000 infants become HIV infected during pregnancy; at the
time of birth or while breastfeeding (MOH, 2000). With the incubation period in these
children being mﬁch shorter, the children tend to develop AIDS within three years of
becoming HIV positive and death tends to follow in less than 12 months. This is what is
increasing the infant and child morbidity/mortality rates. The paediatric HIV infection
has also undermined the global achievements of reduction of infant and child
morbidity/mortality through global programmes of immunization, promotion of

breastfeeding and control of diarrhoeal diseases.

In Ndola, which is the “AIDS Belt” where AIDS epidemic is at an advanced stage, HIV
prevalence is between 20-40% among women in childbearing age, which is as high or
higher than the average for urban areas in Zambia (Rutenberg et al, 2000). This dramatic
increase in maternal HIV infections calls for concerted efforts in reversing the situation
in order to prevent more infanis from being infected with HIV. If 30 out of 100
pregnant women are HIV positive, and the transmission rate is 25% during pregnancy
then eight (8) infants are likely to be infected before or during delivery. Five infants are
also likely to be infected if they all breastfeed as the transmission rate is about 15%

through breastfeeding.

The continuous increase in the transmission rates despite prevention programmes being
set up shows that the problem of MTCT is multifaceted. It needs the Zambian
government and intersectoral initiatives to mobilize individuals, families and community

support for the prevention of mother to child transmission of HIV.



The problem of MTCT of HIV is influenced by many factors such as biological,

economical, logistical arrangements, non-availability and/or costs of antiretroviral drugs,

and the knowledge of people on MTCT. For the purpose of this study, the focus will be

on knowledge among pregnant women because of the high HIV prevalence in antenatal

mothers.

1.1.1 MODEL SHOWING DETERMINANTS OF KNOWLEDGE ON MTCT

OF HIV INFECTION
e Mass media
e  Peer Education
e Language

I

Type or source of
information

Access to
information

Availability of
VCT facilities

e Reception

e Explanation

Health care
providers’ attitude

v

Knowledge on
MTCT of HIV

+

Socioeconomic
factors

This model shows the hypothesized associations between the independent variables and

dependent variable.

MTCT of




1.2 JUSTIFICATION OF THE STUDY

The justification of this study lay in the fact that, it aimed at identifying the knowledge
gaps among pregnant women that may be existing on the transmission of HIV from
mother to child on one hand and the knowledge aspect of treatment, prevention and

reduction on the other hand.

To this effect it was envisioned that the findings of the study would add to the existing
knowledge in the areas of PMTCT, in order to strengthen evidence based intervention
strategies. Policy makers, programme planners and managers, and the health care

providers will use the information in planning appropriate IEC strategies that are more

target specific.

THE RESEARCH QUESTION
What are the determinants of knowledge on MTCT of HIV among pregnant women

attending the ANC in Ndola Urban District?

1.3 HYPOTHESIS

It was hypothesized at 95% level of confidence that there was no association between:

e The knowledge on MTCT of HIV infection among pregnant women attending ANC
and Age, level of education, Parity, Marital status and socio economic status.

e The knowledge on MTCT of HIV infection among pregnant women attending ANC
and availability, accessibility, utilization of VCT centres.

e The knowledge on MTCT of HIV infection among pregnant women attending ANC

and accessibility to information.




e The knowledge on MTCT of HIV infection among pregnant women attending ANC
and types or sources of information.
e The knowledge on MTCT of HIV infection among pregnant women attending ANC

and Health care providers’ attitude.

1.4 RESEARCH OBJECTIVES
1.4.1 GENERAL OBJECTIVE
To establish determinants of knowledge on MTCT of HIV among pregnant women

attending ANC in Ndola Urban District.

1.4.2 SPECIFIC OBJECTIVES

1. To estimate knowledge level on MTCT of HIV among pregnant women
attending ANC in Ndola urban district.

2. To determine the association between socioeconomic status of pregnant women

attending ANC and their knowledge on MTCT of HIV.

3. To determine whether specific sources of information are associated with
knowledge on MTCT of HIV.
4, To determine the association between availability, accessibility, utilization of

VCT and knowledge on MTCT of HIV.

5. To determine the association between accessibility to information and
knowledge on MTCT of HIV.
6. To measure the association between the health care providers’ attitude and

knowledge on MTCT of HIV amongst pregnant women attending ANC.

7. To make recommendations to the relevant authorities.



1.5

OPERATIONAL DEFINITIONS

For the purpose of this study, the following terms were operationally defined:

1.

KNOWLEDGE: Means defining correctly what MTCT is; how the HIV is
transmitted from a mother to her child and how it can be prevented.

MTCT: Is when the virus passes from an HIV positive mother to her child.
PREGNANT WOMEN: Women attending and receiving antenatal care at
antenatal clinics.

PERINATAL TRANSMISSION: HIV transmission from mother to child,
which happens during pregnancy or up to one week after birth.

VERTICAL TRANSMISSION: Transmission of HIV from mother to child,
which occurs during pregnancy, labour and delivery and through breastfeeding.
HEALTHCARE PROVIDER’S ATTITUDE: Positive attitude if provider is
friendly, teaches on MTCT of HIV at ANC, allows questions, and responds to
questions using simple explanations; and negative attitude if provider is

unfriendly or not meeting criteria set for positive attitude.



CHAPTER TWO
2.0 LITERATURE REVIEW
INTRODUCTION
Despite having adequate information on clinically based studies on the transmission
rates of HIV infection from mother to child and the paediatric HIV infection worldwide,
there is scanty literature specifically pertaining to knowledge on MTCT of HIV infection
and the determinants of knowledge on MTCT of HIV infection among pregnant women.
Therefore, in this literature, ideas, research work and suggestions that have been
documented by other authors on the subject of MTCT of HIV infection and paediatric

infection pertinent to the topic understudy will be highlighted.

In the past, knowledge among women was acquired within the community through
interactions with adults. Information and advice on pregnancy to would be a mother was
usually given during initiation ceremonies or just before marriage. These days many
mothers especially in urban areas get the information and advice on pregnancy and all
other related issues from different sources including media and health institutions.
ZDHS (1992) results showed that 92% of mothers attended antenatal clinics. This means
that antenatal mothers would benefit from the clinics if the healthcare providers would
use the opportunities to teach and give advice to the mothers on various issues related to

mother to child transmission of HIV infection.

Studies carried out in Botswana and Zambia on community involvement in PMTCT of
HIV infection revealed that in both countries health education talks at antenatal and
well-child clinics were the source of information about health issues in general and

HIV/AIDS in particular (Nyblade et al, 2000 unpublished).

10




In his report Persson (1994) revealed that due to their economical dependence women in
Sub-Saharan Africa often lacked access to radio and television, and were therefore, not
reached by available information given on HIV transmission. He further reported that
women marry at a tender age and as their marital age lowers, the period of child bearing
is prolonged and the probability of vertical transmission is increased. Further more he
reported that, because the educational level and literacy rates of many women in
developing countries are low, they are reached less effectively by anti AIDS campaigns
relying on printed material. This leads to insufficient knowledge on HIV transmission

among women and less perception of risk and inadequate knowledge on prevention.

In another study conducted in Sub-Saharan Africa in which the knowledge on
HIV/AIDS transmission, awareness and risk perception was compared among females
aged 15 and 24 years, the results indicated that 98% had heard of HIV/AIDS. The study
further revealed that awareness was high but misinformation on who gets infected and
mode of spread were equally high (Monasch, 1998 unpublished). According to the joint
WHO/UNICEF/UNAIDS (2002) report more than 80% of young women aged 15 to 24
years in countries with generalized HIV epidemics do not have sufficient knowledge

about HIV.

A study conducted in Kuwait by Al-Owaish et al (1999 unpublished) among non-health
professionals to assess their levels of knowledge and beliefs regarding HIV/AIDS
transmission, showed that two thirds of the study participants had good knowledge about
the main modes of HIV transmission. The study further revealed that the level of
knowledge was positively associated with level of education, age, years of hearing about

HIV/AIDS, and the socioeconomic status.

11



The Zambia Sexual Behaviour Surveys (1998) reported a high level of knowledge of
HIV/AIDS transmission routes and prevention strategies. The report further revealed
that knowledge was higher among women aged 30-39 years (89%), among women who
resided in urban areas (93%) and among women with more than secondary education
(99%). These findings on education lévels were supported by the findings from the
Zambia Demographic Health Survey (2002), which reported that knowledge on HIV

prevention methods was strongly related to education level.

The ZDHS (2002) reported that age was related to HIV/AIDS knowledge; education
level and residence also appeared to influence levels of knowledge about MTCT of HIV.
The report further revealed that 65% of women knew that HIV could be transmitted
during delivery, 79% of women knew that it can be transmitted during pregnancy and
71% of women know that it can be transmitted through breastfeeding. According to the
ZDHS report on population’s access to various common print and electronic media, 44%
of women listen to the radio at least once a week, one in four women watch television

once a week and 11% women utilize print media.

A comparative investigation done by Stoneburne et al (2002) between Uganda and other
countries in East and Southern Africa found that the majority of the Ugandan women
received HIV/AIDS information more from personal (friends/relatives) networks than
their counterparts in Zambia and Kenya who mostly received the HIV/AIDS information

from mass media and institutions.

Ashok (2003, unpublished) reported that in India, only four out of ten married women

and only 18% of illiterate women have ever heard about HIV/AIDS transmission. He

12



also revealed that recent data from Bangladesh and Nepal showed that knowledge about
HIV/AIDS transmission and preventive measures was higher among the more educated

persons while lower literacy rates were associated with lower awareness.

The AIDS epidemic update bulletin (UNAIDS/UNICEF, 2001) reports that 50% adult
women in Tanzania and Zimbabwe knew where they could be counseled and tested for

HIV, yet only 6% and 11% respectively had been to these centers.

According to Bor (1994), where VCT services have been fully utilized there has been a
reduction in HIV transmission. The reduction has been attributed to the knowledge
acquired during counseling session on HIV transmission, preventive measures, available

medical care and support.

A study conducted by the ZVITAMBO counseling project in Zimbabwe to assess
mothers’ knowledge on MTCT of HIV showed that MTCT of HIV knowledge increased
significantly with exposure to the program. The study further revealed that 22.7% of
women erroneously believed that most women or all babies born to an HIV-infected
woman would themselves become HIV infected at birth, and 28.6% thought that most or
all would become infected through breastfeeding; 52.8% women interviewed could
name at least one condition that increases the risk of postnatal HIV transmission and
60.6% knew at least one measure that could be taken to reduce HIV transmission

through breastfeeding. (SARA/ZVITAMBO project, 2002 unpublished)

According to a study done in Botswana among women {0 assess their knowledge on

MTCT of HIV and their awareness on PMTCT of HIV interventions found that 73% of

13



all the women had a lower education attainment (up to 10 years), all women had some
knowledge on MTCT/PMTCT of HIV and 55% discussed with their partners. The study
further revealed that most of the women who discussed MTCT of HIV with their

partners were of higher educational level. (Maule-Nkhwalume, 2003 unpublished)

A study conducted in Thailand among the women revealed that 63.6% sourced their
MTCT/PMTCT of HIV information from the health institutions, 58% from media and
9% from the schools/study site. The study further revealed that HIV could be transmitted
through breastfeeding, 85% knew about HIV transmission during pregnancy and labour;
85% understood that there were medicines to prevent MTCT of HIV, 24% of women
knew that using infant formula instead of breastfeeding could prevent HIV transmission

to their infants. (National PMTCT programme, 2002 unpublished)

According to a report from Barcelona ICASA (2002) on a study done in Uganda to
assess knowledge, attitudes, beliefs and practices on MTCT/PMTCT of HIV, knowledge
was found to be still low among the resource poor community. The report further
revealed that only 40% reported a possibility of MTCT of HIV during pregnancy, 58%
during delivery and 19% during breastfeeding and 61% knew that an HIV positive
woman can give birth to an HIV negative baby. The report also showed that 29%
women had heard of a drug that can prevent MTCT of HIV, 11% knew that women
using Nevirapine could give birth to HIV infected babies and 80% felt that Nevirapine
should be given to all pregnant women who are HIV positive or do not know their HIV

status.

Clinical Studies on MTCT of HIV infection have been carried out globally and these

14



studies have shown that most babies born from HIV infected mothers get infected with
HIV. According to a report by Newell et al (1997), transmission rates of HIV from
mother to child range from around 15% to 25% in Europe and USA, from 25% to 40%

in some African and Asian Studies.

The following factors have been identified globally by UNAIDS, UNICEF and WHO,
(1999) as affecting mother to child transmission of HIV: recent HIV infection, severity
of HIV infection, infection with sexually transmitted diseases, obstetrical factors,

condition of the breasts, condition of the baby’s mouth and duration of breastfeeding.

According to the current policy recommendations of the World Health Organization
women should be encouraged to breastfeed unless a safe alternative to breast milk can
be assured; as the benefits of breastfeeding outweighs the risk of HIV transmission.

The responsibility of health or social work professionals who counsel HIV positive
women about infant feeding is to give them the fullest available information on the risks
associated with breastfeeding and to discuss the feasibility methods in the light of

personal circumstances (UNAIDS Q & As 1999).

Nico (1995) argued on the relative benefit of continued breast-feeding among the HIV
infected women, that because women who seroconvert while breastfeeding are highly
infectious and as a result of the high viral load they can transmit the HIV infection to
their infants. A study by Nduati and colleagues conducted in 1995 in Kenya compared
the rates of HIV transmission and mortality between breastfed and formula infants. The
study showed that the frequency of transmission of HIV through breast milk was 16.2%

and that the majority of the infections (75%) occurred by 6 months. The use of formula

15



prevented 44% of infant infections and was associated with significantly improved HIV-

1 free survival (Nduati et al, 1995).

Breast milk transmission has also been described in women acquiring HIV infection
through heterosexual contact in the postnatal period (Perre, 1991). Hira et al (1990)
reported that 19 out of 634 Zambian women followed for 12 months seroconverted
postnatally and of these 15.7% infants born to women who seroconverted were also
seropositive at 12 months of life. None of the infants of seronegative women were HIV
seropositive and the report further revealed that the HIV infected among the infants of
seropositive women was most likely due to breast milk exposure. Another study
conducted in Malawi suggested that mastitis was associated with higher HIV load in

breast milk and higher mother to child transmission of HIV (Semba et al, 1999).

Adverse pregnancy outcomes have been reported in a number of African studies
including complications of both early and late pregnancy. HIV infection in Africa has
also been linked to a higher rate of spontaneous abortion (Gnaore, 1998). HIV
seropositive women were 1.47 times more likely to have had a previous spontaneous
abortion, and this rose to 1.81 in women in Uganda who were seropositive for both HIV
and syphilis (Byabamazina, 1995 unpublished). An American study showed a three-fold
increase in early spontaneous abortion in a prospective follow up study (Langston et al,

1995)

Increased stillbirth rates have been reported in HIV epidemic areas especially where it

has been present for a long time. In some African centres, the lower risks have been
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reported in asymptomatic women, and stillbirth rates have been reported to be more than

double those in HIV seronegative mothers (WHO, UNAIDS, 1999).

Intrapartumly, vaginal delivery has beén shown to increase the risk of HIV transmission.
The European collaborative study reported an overall transmission rate of 16.2% among
infected mothers and their children. The rate was 17.2% for vaginally delivered babies
and 11.7% for caesarean section delivered babies. HIV transmission was also reported
to be higher in vaginal deliveries in which scalp electrodes, episiotomy, forceps or

vacuum extraction were used (ECS, 1992)

In a study done in South Africa, vaginal deliveries were reported to double the risk of
infection when compared with caesarean sections. The study further revealed that
vertical transmission was associated with multiparity, and risk factors such as prolonged
rupture of the membranes, breastfeeding and gestational age (Moodley et al, 1994). In
the French perinatal study, preterm delivery, intrapartum hemorrhage and obstetric
procedures were related to transmission risk (Moandelbrot, 1996). In an American study,
duration of ruptured membranes of over four hours nearly doubled the risk of infection

regardless of the eventual mode of delivery (ECS, 1994)

Routine anti retroviral (ARV) therapy in many developed countries has led to lowered
transmission rates. In the USA between 1992 and 1995, the estimated annual incidence
of perinatal infection declined by 27% after the widespread implementation of ARV in
pregnancy (CDC, 1996). Antiretroviral drug Zidovudine (AZT) when given to HIV
positive pregnant women orally five times daily from the 14™ week of pregnancy

onwards, and intravenously during labour and when administered to their infants for six
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weeks after birth, the risk of transmitting HIV from mother to child is reduced by over
two thirds if breastfeeding is strictly avoided (UNAIDS Qs & As, 1999). However, this
regimen (ACTG 076) is costly (approximately US$1000 per mother and child pair), long

and complicated to administer.

In Uganda a study was conducted in which a regimen known as HIVNET 012 was used.
The study showed that Nevirapine given as single oral dose at the onset of labour and
followed by a single dose of syrup given to babies within 72 hours of birth was effective
in reducing MTCT of HIV by 47% at 14 weeks and by 42% at one year (MoH-Uganda,
2001). In Zambia a recent study on Nevirapine (NVP) is reported to be showing some
encouraging results. Nevirapine regime is said to be easy to administer, and less

expensive (under $4 per woman) than AZT (MoH-CBoH, 1999).

CONCLUSION

It can be concluded from available literature that the advent of MTCT of HIV infection
has added a new lethal dimension to the problem of HIV/AIDS worldwide. A lot of risk
factors contributing to the MTCT of HIV infection have been revealed and if preventive
measures are directed at these factors then a marked reduction in HIV transmission from
mother to child can be achieved. Health education should be a major component in the
prevention of MTCT of HIV. From the literature reviewed there is an urgent need for
public airing and debate on MTCT/PMTCT of HIV because of their impact on child
health. It is believed that determining the knowledge levels on MTCT of HIV infection
and the determinants of this knowledge would be beneficial to both the clients and the

health institutions.
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CHAPTER THREE

3.0 METHODOLOGY
3.1 IDENTIFICATION OF VARIABLES
3.1.1 DEPENDENT VARIABLE

e Knowledge of MTCT of HIV
3.1.2 INDEPENDENT VARIABLES

e Social economic factors

e Availability of VCT facilities

e Accessibility to information

e Source of information

e Health care provider attitude

32 STUDY DESIGN
This was a cross sectional study that took an analytical approach in establishing the
knowledge levels and the determinants of knowledge on MTCT of HIV infection among

pregnant women attending antenatal clinic in Ndola urban district.

3.3 STUDY SETTING

The study was conducted in Ndola, which is a major urban centre on the Copperbelt
province of 7ambia. It is a commercial town with many industries and many big
companies though most of them not operating at full capacity and some closed down. It
has a population of 393,793 (Census 2000) out of which the estimated number of
pregnancies is 54%. The city has 18 health centres run by the District Health
management Team (DHMT). For administrative purposes the health care delivery

system is divided into three zones. The 3 zones are northern, central and southern. The
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northern zone has 7 health centers, central zone has 6 and the southern zone has 8.
Antenatal care is offered in all the health centres in their maternal and child health
(MCH) clinics. There are 6 health centres with each zone being covered, conducting
deliveries and operating 24 hours to cater for emergencies both curative and women in
labour. The 3 zones: S€rve all the residential areas namely high cost, low cost and
unplanned settlement. (Ndola DHMT, HIO, 2002). Ndola urban was chosen for this
study because of its heterogenous population characteristics; and this is also where the

epidemic is at advanced stage (Cohen, 1996).

3.4 STUDY POPULATION
All pregnant women in Ndola urban district were the target population and all pregnant

women attending ANC in Ndola urban district was the sampled population.

INCLUSION CRITERIA
All pregnant women attending antenatal clinics and residing in any of the selected

residential areas of Ndola urban district that agreed to take part in the study.

EXCLUSION CRITERIA
e Pregnant women not attending antenatal clinics
e Pregnant women not residing in selected residential areas.

e Unconsenting pregnant women.

35 SAMPLE SELECTION
The study sample was drawn from all the zones: Northern, Central and the Southern

zones. The simple random sampling method was used to sample six health centres
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namely; Bwafwano, Chipulukusu, Lubuto, Main Masala, Railway Surgery and Twapia;
that is 2 health centres from each zone. The respondents who were included in the study
were randomly selected by interval (systematic) sampling method, which involved

selecting pregnant women at equal intervals.

A number of the total antenatal care attendees per day was estimated (N) which was
divided by the number of antenatal mothers to be interviewed daily to get the sampling
interval (K). The first element or number between 1 and K was randomly selected using
random numbers on the scientific calculator. The subjects were selected at an interval of

K; and every K™ antenatal mother who agreed to take part in the study was interviewed.

3.6 SAMPLE SIZE

The sample was determined to be 360 based on the 2002 expected pregnancies (5486,
over a period of 3 months in which data collection could be done) for Ndola urban
district; using Epi Info version 6 STATCALC at 95% confidence level. As the level of
knowledge on MTCT of HIV was not known, 50% was taken to be the expected

frequency and 45% to be the worst acceptable result.

3.7 DATA COLLECTION

Data was collected over a period of three months beginning first week of April and
ending fourth week of June. A structured interview schedule was used to collect data.
The structured interview schedule was considered most appropriate because responses
could be obtained from a wide range of subjects and questions may be clarified if they

are misunderstood.
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e The respondents’ level of knowledge was assessed using a scale derived from
LIKERT (Brinks 1996). This scale constituted questions measuring the
following; MTCT definition, modes of transmission, ways of preventing MTCT
including the use of ARV drugs. In order to score, respondents’ responses were
circled on a five-point scale, ranging from strongly agree to strongly disagree.
Therefore 2 levels of knowledge were determined; knowledgeable and not
knowledgeable. A knowledgeable pregnant woman was that woman who scored
70% and above; and the woman who was not knowledgeable was that one who

scored below 70% on the Likert scale.

TRAINING OF RESEARCH ASSISTANTS

Practicing nurse-midwives were selected from maternal and child health clinics within
Ndola urban district and recruited as research assistants. The recruited research
assistants were trained over a period of 2days on how to interview respondents using the
Likert scale and the structured interview schedule. The training on how to conduct the
interviews was important as this ensured consistency and validity for data that was

collected.

3.8 ETHICAL CONSIDERATION

Ethical clearances were obtained from the University of Zambia Research Ethics
Committee and the Directorate of Research. Permission to conduct the study was
obtained from the District Director of Health at Ndola DHMT and a memo was sent to
all health center in-charges. This was important because it facilitated co-operation
between the respective authorities and the researcher. This also made it possible for the

research team to find all involved health centres expectant, interview rooms arranged
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