Chapter One
Introduction
1.1 Background to the Study

The primary method of human immunodeficiency virus transmission in children under the
age of 15 is mother-to-child transmission (MTCT). While unprotected sexual contact remains
the primary means of HIV transmission, a significant proportion of transmission@'&@(n}e virus
also happen straight down from mother to kid. When HIV is passed from . ﬁ@ r to her kid

during pregnancy, delivery, or breastfeeding, this is known as mother-to-child transmission

N
(MTCT)'. &%)\&

HIV transmission from mother to child continues to &Qr)najor cause of the pandemic,
accounting for 9% of new infections worldwide?. 16 "Start Free, Stay Free, AIDS Free
framework" set goals that by 2018, 95% .Qne ant women living with HIV would be
getting lifelong antiretroviral medicati%gnd fewer than 40,000 children would contract the
virus®. Though this was a dro%@%0,000 in 2010, an estimated 150,000 children were

newly infected with HIV m%e,w, and only 85% of pregnant HIV-positive women were
receiving antiretrov@)m&@tion“.

The humar@odeﬁciency virus (HIV) is a viral pathogen that compromises the immune
syste r@e ing individuals susceptible to various opportunistic diseases. This has emerged
as a@iﬁcant worldwide health concern, particularly in Sub-Saharan nations®. Based on
data provided by UNAIDS, the global population of individuals affected by HIV/AIDS in
2018 was estimated to be 37.9 million. Among this population, 36.2 million were classified
as adults, while 1.7 million were children aged 14 years or younger. In the year 2018, it is
projected that over 1.7 million individuals globally acquired new HIV infections. Among this

population, there were approximately 160,000 cases of infection observed specifically among



children aged 0 to 14 years®. According to reports, Nigeria is currently recognized as the
second greatest HIV epidemic globally’. In 2018, it was estimated that over 1.9 million
individuals in Nigeria were afflicted with the Human Immunodeficiency Virus (HIV). The

decline in prevalence estimates for the country can be due to improved surveillance methods?.

Without the presence of any intervention, the cumulative risk of vertical transmission of HIV
from mother to child during pregnancy and childbirth ranges from 15 to 3(){Ncent.
Breastfeeding is associated with a heightened risk ranging from 20 to @rcerﬁ”o.
According to empirical studies, the administration of antiretroviral ( \medications to
expectant mothers and their infants has been found to signiﬁcanbl@%e’ése the likelihood of
vertical transmission of the human immunodeficiency virus (@g}rom mother to child 1213,
Untreated HIV infections in children are correlated it;@ﬁcantly elevated mortality rates
1415 The findings of a comprehensive investigat'é the outcomes of new-borns infected

with HIV in sub-Saharan Africa indicate@it in the region, around 35 percent and 52

percent of HIV-infected children @ience mortality by the age of one and two,

respectively'. \)Q)

The efficacy of PMTCT @yws utilizing short course antiretroviral medication treatment
has been convincipgly proven through empirical evidence in extensive programs

implement @1 normal prenatal and obstetrics settings in South Africa and Zambia'®!7-18,

Earl@ Diagnosis (EID) is an integral component of the comprehensive package of
services for infant, maternal, neonatal, and child health within the framework of interventions
for the prevention of mother-to-child transmission (PMTCT)!. The Polymerase Chain
Reaction (PCR) technique, employed in Early Infant Diagnosis (EID) tests, detects HIV DNA
directly instead of relying on the presence of HIV antibodies. This method offers a conclusive

diagnosis for children below 18 months of age?. The implementation of Early Infant



Diagnosis (EID) enables timely clinical assessment, administration of prophylactic measures
against opportunistic infections, and initiation of antiretroviral medication (ART) for HIV-
exposed newborns, as deemed necessary?!. In addition, doing a comprehensive analysis of
HIV test outcomes inside an Early Infant Diagnosis (EID) initiative presents a distinct
prospect for assessing the efficacy of the Prevention of Mother-to-Child Transmission
(PMTCT) program'®. Nigeria bears a significant portion, namely 30 percent, of the
worldwide burden associated with mother-to-child transmission (MTCT) of HI@S worth
noting that Nigeria is among the 22 target nations identified by the Glg@ Eliminate
MTCT, highlighting its importance in addressing this issue on ‘a\‘ obsa scale. While the
Nigerian Government is making concerted efforts to enhance t@ﬂ'CT program in order to

fulfil its objectives, there is a dearth of comprehensiv’e{w\slge)nce regarding the efficacy of

PMTCT interventions or the obstacles that hinder theiriniplementation??.

In order to accomplish the objective set @H)\b\ﬂue United Nations to eliminate new HIV
infections, a program aimed at prevc%-@g the transfer of the virus from mother to child,
commonly referred to as Prev&%f Mother-to-Child transfer (PMTCT), was initiated. In
many countries, the impl fation of effective measures, such as the administration of
antiretroviral (AR@ic tions, obstetric interventions, and adjustments in new born
feeding prac 'c@sﬁs resulted in a significant reduction of mother-to-child transmission
(MTCT) @es o less than 2%?2*?4. This has significantly reduced the incidence of paediatric
HIV/ and associated morbidity and mortality in those countries. The prevalence of
mother-to-child transmission in Nigeria has persisted at a significant level, with an estimated
rate of 22% in the year 201622°, Therefore, the reduction of mother-to-child transmission

continues to be a significant focus area.

The initiation of the national Prevention of Mother-to-Child Transmission (PMTCT) program
in Nigeria took place in 2002, with assistance provided by the World Health Organization
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(WHO) and the United Nations Children's Fund (UNICEF)?’. The extent to which PMTCT
programs are applicable and effective in Adeoyo Maternity Centre Yemetu, Ibadan is not
well understood. Therefore, this study aims to examine the effectiveness of the Prevention of

Mother to Child Transmission of HIV program in Adeoyo Maternity Centre Yemetu, Ibadan.
1.2 Statement of the Research Problem

The transmission of HIV from mother to child, also known as mother-to-child t@%ssion
(MTCT), poses a significant obstacle in the context of the HIV/AIDS pa d@arﬁculaﬂy
in resource-limited settings, such as developing nations. Africa bear;%greatest disease
burden, with approximately 90 percent of paediatric HIV infecti.o@arring in this region.
In 2009, an estimated 370,000 children worldwide contr.ac@/ , primarily through mother-
to-child transmission (MTCT). This transmissi ‘@argely attributed to inadequate
knowledge of prevention methods and non:a@nce to treatment by the mother. Nigeria
bears a significant portion, namely 30 @, of the worldwide burden associated with
mother-to-child transmission (MTCT IV. It is worth noting that Nigeria is among the 22
nations prioritized by the Glowan to Eliminate MTCT, highlighting its importance in
addressing this issue ong@gl?al scale. Despite the Government of Nigeria's intensified

efforts in the PMTQT)rogram to meet its goals, there is limited research regarding the

effectivene Q’MTCT interventions and their adherence to recommended therapy.

The%@ds study aims to address this gap in knowledge.

1.3 Justification of the study

The Human Immunodeficiency Virus (HIV) is a significant contributor to global mortality
rates and is particularly responsible for the highest number of deaths among women of
reproductive age worldwide. Nigeria, specifically, is among the four nations that have an

annual incidence of over 10,000 new cases of pediatric HIV infections®. On a global scale,



there exists a significant disparity in the prevalence of HIV between women and men, with
women between the ages of 15 and 49, who are of reproductive age, being particularly
susceptible to HIV infection.The annual incidence of pediatric HIV infections?®. Despite a
notable decline of 52% in new HIV infections among children since 2010, it remains
concerning that children still constitute a substantial population of 1.7 million individuals
living with HIV. Furthermore, the year 2021 witnessed the occurrence of 160,009 new HIV
infections specifically among children®. Qh)(\

The Nigerian government has demonstrated its dedication to the worl . e%rt aimed at
eradicating the transmission of HIV from mothers to their childr.eIK 'th,\the ultimate goal of
achieving zero new infections by the year 2025. However, it @concerting to note that a
significant number of pregnant women in Nigeria, spe’c@% 83,000, have tested positive
for HIV. A mere 44 percent of individuals are@'?ﬂy receiving antiretroviral therapy

(ART), hence posing a potential threat @g transmission of HIV from mother to
e

child*®. According to existing literature al issues have been discovered in the provision
of Prevention of Mother-to- hil@‘ansmission (PMTCT) services in Nigeria. These
challenges include the lowe%til'i}zation of antenatal services by women and the insufficiency
of the national PM Q’que identification systems in facilitating the delivery of high-
quality care. Thk\%vaﬂable evidence on the efficiency and acceptability of Prevention of

Mother-to- Transmission (PMTCT) programs in Nigeria is limited due to a dearth of

rese@onducted to assess the efficacy of PMTCT services.

The fundamental objective of the Prevention of Mother-To-Child Transmission (PMTCT)
program is to mitigate the likelihood of HIV transmission from mother to child. This
initiative primarily focuses on preventing HIV infection in women of reproductive age, as
they are the primary sources of paediatric HIV transmission’. Despite the implementation of

interventions aimed at preventing mother-to-child transmission (PMTCT) of HIV, a



significant proportion of new-borns continue to be infected with HIV and experience
mortality due to HIV-related complications. The results of this study will serve as a catalyst
for health professionals and policymakers to develop targeted health education programs and
policies for women. These initiatives will enhance women's knowledge of PMTCT of HIV,
leading to improved access to and utilization of PMTCT services. Consequently, this should
result in a reduction in mother-to-child transmission of HIV and an enhancement .of maternal
and child health outcomes. The findings of this study will also provide Valué;\data for
nursing education and other healthcare professionals, enabling them t ; %y meet the
needs of pregnant women by providing comprehensive inforrr}ati abgout HIV/AIDS and

improving the quality of care for HIV-positive mothers. @
1.4 Aim and Objectives of the Study &

The aim of the study would assess the eﬁf@/eness of interventions in reducing the

transmission of HIV from mother to child.< \)
Specific objectives include Q:b‘

1. To assess the interventioﬁP\MTCT on HIV positive infant born to HIV-positive mother
in Adeoyo maternity ¢ @;%badan, Oyo state.

ii. To assess he&qwledge of healthcare providers on PMTCT of HIV in Adeoyo maternity
=

centre, Ibadan, Oyo state.

1ii. "@lermine the perception of HIV positive pregnant women, HIV-positive mother in
Adeoyo maternity centre, Ibadan, Oyo state.

iv. To determine the effectiveness of PMTCT provided by the health care providers on HIV

positive pregnant mothers in Adeoyo maternity centre, Ibadan, Oyo state



1.5 Research Questions

1.

What are the experiences and perceptions of healthcare providers regarding the

interventions to prevent mother-to-child transmission of HIV in Adeoyo Maternity Centre?

What are the knowledge and awareness of HIV-positive pregnant women, HIV-positive

mothers regarding the interventions to prevent mother-to-child transmission® V in
Adeoyo Maternity Centre? Qg)&

What is the effectiveness of the interventions to prevent mother—to%transmission of

HIV in Adeoyo Maternity Centre, as measured by the propo?g@f?—HV—positive infants
born to HIV-positive mothers? QQ}&

To what extent are the interventions to pre@er—to—child transmission of HIV
0

acceptable to healthcare providers and HIV‘—E sitive pregnant women and HIV-positive

N

mothers in Adeoyo Maternity Centre?< \)

How can the implementation of i entions to prevent mother-to-child transmission of
HIV be improved in Adeoyo Maternity Centre, based on the experiences and perceptions

'\
of healthcare provide IV-positive pregnant women?

fuss
1.6 Signiﬁcancg& study
Q

1.

This stu ill reduce the burden of HIV/AIDS in the population and improve maternal
é@gd health outcomes by improving the effectiveness of interventions to PMTCT of

HIV.

Understanding the experiences and perceptions of healthcare providers and HIV-positive
pregnant women regarding the interventions to PMTCT of HIV could help identify areas
for improvement in the delivery of healthcare services, including communication,

counselling, and follow-up.



3. By exploring the acceptability of interventions to PMTCT of HIV among healthcare
providers and HIV-positive pregnant women, this study can provide insights into how to
ensure that care is patient-centred, respectful, and responsive to patients' needs and

preferences.

4. This study will also provide and contribute to building research capacity in Nigeria and
strengthen the evidence base for policy and practice in the field of HIV/AIDS and

maternal and child health. Q}(\
1.7 Scope of the study ‘%\ C

The study included HIV-positive pregnant women, HIV—poS@fhothers and infants

born by HIV-positive women receiving PMTCT servic%ﬁ;%Adeoyo Maternity Centre,

Ibadan, Oyo state. Q&

1.8 Limitation of Study

As a result of the sensitive nature of this ngrch, it was not possible to collect a population
frame for the Primary Healthca ntres (PHCs) utilized. Anonymity served as a

fundamental principle that info%d)the execution of this study.
'\

The participants in @exhibited hesitancy in disclosing personal information and need
0

many reassurance$,on the confidentiality of their responses. Therefore, it is probable that the
presence of responder and recollection bias could have influenced the replies obtained as a
resu@ objective character of the instruments. Certain participants may have engaged in
over-reporting their activities with the intention of enhancing their self-esteem and presenting
their marriages or relationships in a positive manner. Conversely, others may have engaged in
under-reporting their activities due to apprehension of being perceived as incorrect or facing
potential repercussions for undesirable behavior. Nevertheless, the researcher made concerted

efforts to minimize the probability of such an occurrence to the utmost extent.



The researcher notes that the selection of respondents in this study may have introduced bias,
as alternative sources of respondents, such as HIV pregnant women visiting private facilities
or other government facilities, were not considered. The study exclusively included pregnant
women with HIV who sought care at the Adeoyo health centre. The recruitment of
participants occurred exclusively during visits to the antenatal care (ANC) clinic, resulting in
the exclusion of pregnant women who did not seek care at the clinic from the assessment.
Hence, these findings do not provide a fully comprehensive representation of, }regnant
population at the Adeoyo health centre. Nevertheless, we contend th t. Néﬂly provides
significant insights into the comprehension of the acceptabil.it){&iqterventions for the
prevention of mother-to-child transmission (MTCT) among l@)sitive women who seek
e

healthcare services at the Adeoyo health facility. ¢ $

The study's cross-sectional design precluded theq ishing of causal relationships from the

findings, as it did not encompass an evah@%&df

criteria under consideration occurred. '6,

1.9 Expected Outcomes \)
'}

1. Identification of @hat influence the effectiveness of the interventions to prevent

linical variables. No manipulation of the

mother-to-child tr‘r:{gﬁsion of HIV in Nigeria.

2. Re?:%iendations for improving the delivery of healthcare services related to

@%entions to prevent mother-to-child transmission of HIV, including
communication, counselling, and follow-up.

3. Identification of barriers and facilitators to the implementation of interventions to
prevent mother-to-child transmission of HIV from the perspectives of healthcare

providers and HIV-positive pregnant women.



4. Identification of patient-centred approaches to interventions to prevent mother-to-

child transmission of HIV that are acceptable to HIV-positive pregnant women.

1.10 Operational Definition of Terms

HIV refers to the human immunodeficiency virus. There are two types of HIV: HIV-1 and

HIV-2.
HIV-1 is responsible for the vast majority of HIV infections globally. &
Acute infection is the period between a person being infected with HI antibodies

being detectable by a serological assay. . ‘6.\

ARV (antiretroviral) drugs refer to the medicines used to trea@%

ART (antiretroviral therapy) refers to the treatme @ infection with a combination of

three or more ARV medications. ART requi{e%%oing medical care. Combination ART and

A

extremely active ART are synonyms. C_)

>
Use of ARV drugs for HIV preverition refers to the advantages of ARV medication for HIV
prevention. These benefits i 1u£\1 the prevention of HIV from being passed from mother to
child (PMTCT), the @f HIV transmission to sexual partners who are discordant, and
the prevention of\{@cquisition following exposure (PREP and post-exposure prophylaxis,
or PEP).

Virz@pression refers to a viral load below the detection threshold using viral assays.

Viral failure is used to describe the incapacity to attain or sustain viral suppression below a
specific level. After taking antiretroviral therapy (ART) for at least six months, viral failure is
defined as a continuously detectable viral load over 1000 copies/mL (two consecutive viral

load assays within a 3-month gap with adherence assistance between measurements).
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Universal access to ART is defined broadly as a high level of treatment coverage (80% or
more of the eligible population) that is accessible and affordable. It does not necessarily mean

100% coverage.

Prevention of mother-to-child transmission of HIV refers to the use of ARV drugs to
prevent the transmission of HIV from the mother during pregnancy and breastfeeding.
Previous WHO guidelines have used the terms “options A, B and B+” to refer to @ifferent

&

approaches to the prevention of the mother-to-child transmission of HIV. QO

Combination prevention refers to a combination of behavioral, biomedical and structural
approaches to HIV prevention to achieve maximum impact on f% cing HIV transmission

and acquisition. . QQ‘)&

Early infant diagnosis is the testing of infantx&@%rmine their HIV status following

possible exposure to HIV during pregnancy 'dé\(&%?r and postpartum through breastfeeding.

Point-of-care testing is conducted at o%ar the site at which care is being provided. The test
results are usually returned rapi%%)hat clinical decisions can be made in a timely and cost-

effective manner. *

PEP of HIV is the use QA%V drugs by people who are not infected with HIV but who may

N\

have been ex @to HIV to block HIV infection.

(Pr 1 PrEP of HIV is the use of ARV drugs by people who are not infected with HIV

to block the acquisition of HIV.

Rapid diagnostic test: in vitro immune-chromatographic or immune-filtration diagnostic test
for detecting HIV-1 and -2 antibodies and/or HIV p24 antigen. Dispensing ART includes
dispensing medication to people who are already receiving ART between regular clinic visits

and assessing any new signs and symptoms and providing adherence monitoring and support.
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Distribution of ART is the process of physically transporting ART from one geographical

point to another.

Continuum of HIV care refers A continuum of HIV care is an all-inclusive package of
services for HIV testing, prevention, treatment, and care that is offered to individuals who are
at risk of contracting the virus, as well as those who are living with HIV and their families.
Palliative care, HIV testing and connection to care, managing opportunistic infcc{@ﬁ and
other concomitant diseases, initiating, maintaining, and monitoring antire%@[ therapy
(ART), transitioning to second- and third-line ART, and combined Hl@ion, including

PrEP, are a few examples of these services. . 6“

A\
&
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Chapter Two
Literature Review

This chapter provides an overview of prior research conducted by scholars that is pertinent to
the present topic. The literature review encompassed various components, @%ng the

theoretical framework, theoretical review, empirical review, assess lit€rature, and

conceptual model. . %03
S
2.1 Conceptual Review QQ}&

2.1.1 Concept of Human Immunodeficiency Vi@

This chapter provides an overview of priorqe:}&%} conducted by scholars that is pertinent to

the present topic. The literature revi%' ompassed various components, including the
theoretical framework, theore%e ew, empirical review, assessment of literature, and

conceptual model'.

'\
2.1.11 Epidemiol@y@iman Immunodeficiency Virus Worldwide

By the ¢ 21, there were about 38.4 million [33.9-43.8 million] HIV-positive
indi@iving in the world, and 1.5 million [1.1-2.0 million] new HIV infections (World
Health Organization, 2022).1. Right now, 75%-97% of HIV-positive individuals are aware of
their status. An additional 4.0 million people must be made aware that they are HIV positive
in order to meet the 95% target. Worldwide, 28.7 million HIV-positive individuals were
getting antiretroviral medication (ART) in 2021. 75% [66—85%] of HIV-positive individuals
were receiving treatment in 2021, falling short of the second 90 objective by 5.9 million. In
2021, there were 1.5 million [1.1-2.0 million] new cases of HIV infection. There has been a

16



32% decrease in new HIV infections since 2010—from 2.2 million to 1.7-2.9 million. In
2021, 650 000 [510 000—860 000] persons lost their lives to HIV-related causes. HIV-related
mortality have decreased from 1.4 million [1.1-1.8 million] to 1.8 million [since 2010], a

52% decrease (World Health Organization, 2022)".

In 2021, there were an estimated 25.6 million HIV-positive individuals in the Africa region.
Of these, 88% [80—>98%] were aware of their status, 78% [72-88%] were %giving

W

million individuals receiving antiretroviral treatment. According to esﬁ%s, 60 000 [660

treatment, and 72% [66-81%] had viral suppression. In 2021, there were an &ed 20.1
oo
000—1.2 million] persons contracted HIV for the first time in ZOR@anections across all
age groups declined from 0.86 [0.66—1.18] per 1000 uninfecl@%ple in 2020 to 0.78 [0.60—
1.07] in 2021. In 2021, HIV-related causes were res o@for about 420 000 [340 000—530
000] deaths, a drop of about 7.1% from 20202, 6
S

According to the Americas study, there reg&festimated 3.8 million [2.9—4.7 million] HIV
positive individuals in 2021; of thes o [64—>98%] were aware of their status, 74% [56—
92%] were receiving treatmentNand 66% [50-81%] had viral suppression. In 2021, an
estimated 2.8 million indi %js? were receiving antiretroviral therapy. In 2021, there were an
expected 160 000 [Q)))QOO—ZIO 000] new HIV infections. The rate of new infections across
all age groups %ed constant at 0.16 [0.11-0.21] per 1000 uninfected individuals. In 2021,
arou @)0 fatalities (between 28,000 and 58,000) were ascribed to HIV-related causes;

this represents a 7.4% decline over 2020'3,

An estimated 3.8 million [3.3-4.4 million] people in the South-East Asian region were
predicted to have HIV in 2021; of these, 74% [65-86%] were aware of their status, 63% [55—
73%)] were receiving treatment, and 55% [48—64%] were virally suppressed. In 2021, an

estimated 2.4 million individuals were receiving antiretroviral therapy. In 2021, there were an
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expected 110 000 [82 000—160 000] new HIV infections. The rate of new infections across all
age groups stayed constant at 0.06 [0.04—0.08] per 1000 uninfected individuals. In 2021, an
estimated 86 000 [62 000—120 000] fatalities were ascribed to HIV-related causes; this is an

approximate 2.0% increase from 20202,

In the European Region, the expected number of individuals living with HIV in 2021 was 2.8
million [2.5-3.1 million]. Of these, 73% [65-81%] were aware of their status, 63%{'570%]
were receiving treatment, and 60% [53-66%] had viral suppression. In 2021, %}ﬁlated 1.8
million individuals were receiving antiretroviral therapy. In 2021, there'%}l expected 180
000 [150 000-210 000] new HIV infections. The rate of new infe@ﬁ\cross all age groups
stayed constant at 0.20 [0.16-0.23] per 1000 uninfected ind@%& In 2021, about 39 000—
60 000 fatalities were linked to HIV-related cau esf@&senting a 0.2% increase from
20203, An estimated 430 000 [380 000-600 @people in the Eastern Mediterranean
Region were predicted to be HIV positiv@%ﬂ ; of these, 41% [35-57%] were aware of
their status, 27% [24-38%] were r ing treatment, and 24% [21-34%)] were virally
suppressed. In 2021, an estim&%é,OOO individuals were receiving antiretroviral therapy.
In 2021, there were an expgéted42 000 [36 000—67 000] new HIV infections; the rate of new
infections across a@g ups stayed constant at 0.06 [0.05-0.1] per 1000 uninfected

individuals. , an estimated 19,000 fatalities (15 000-28 000) were linked to HIV-
eslih

is represents an increase of approximately 7.6% over 2020,

related ¢
SO

An &ated 1.9 million [1.4-2.4 million] people in the Western Pacific Region were
predicted to have HIV in 2021; 88% [64—>98%] of them were aware of their status, 79%
[57—98%] were receiving treatment, and 76% [55-94%] had viral suppression. In 2021, an
estimated 1.5 million individuals were receiving antiretroviral therapy. In 2021, there were an
expected 120 000 [83 000—160 000] new HIV infections. The rate of new infections across all
age groups stayed constant at 0.06 [0.04—0.08] per 1000 uninfected individuals. HIV-related
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causes were identified as the cause of 42 000 [24 000—64 000] deaths in 2021, an increase of

approximately 1.7% over 20202,

The World Health Organization advises everyone who might be at risk of HIV to get tested
for the virus. Individuals who are more likely to contract HIV should look for thorough and
efficient HIV testing, prevention, and treatment programs. Rapid diagnostic assays that are
easy to use and reasonably priced, in addition to self-tests, can identify HIV infeg\ . The
5Cs—consent, confidentiality, counselling, accurate results, and connection t&%}(ment and

other services—must be adhered to by HIV testing services'. ‘%\

. "
As soon as possible after diagnosis, people with HIV should %\\ﬁ%ed and connected to
antiretroviral therapy (ART). They should also be rout@\raluated using clinical and
laboratory indicators, such as the test to assess the ﬂ@ the blood (viral load). ART also

stops HIV from spreading to other people if it {&en regularly'2.

To determine a person's immunologicaggu), a CD4 cell count should be performed at the
time of diagnosis or shortly after b@‘dng ART. A blood test called the CD4 cell count is
used to monitor the course %V infection, as well as the likelihood of contracting
opportunistic infecti n@o helps determine when to start preventive medication. A
person's CD4 cou&tisQ&dd vary between 500 and 1500 cells/mm3 of blood; in those who are
not getting‘%e not responding well to ART, the level gradually declines over time. A
per@\unity is seriously weakened if their CD4 cell count is less than 200, making

them vulnerable to illnesses and even death. An individual is classified as having advanced

HIV disease (AHD) if their CD4 count is less than 200'->3,

The amount of virus in the blood is measured by the HIV viral load. This test is used to track
the rate of viral replication and the efficiency of antiretroviral therapy. The objective of

treatment is to bring the blood viral load down to undetectable levels (less than 50 copies/ml).
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In HIV-positive individuals receiving antiretroviral therapy (ART), a persistently detectable

viral load (more than 1000 copies/ml) is a sign of insufficient treatment response and a

recommendation to modify the treatment plan. The 2022-2030 global health sector plan on

HIV by WHO is to lower HIV-related mortality from 680,000 in 2020 to fewer than 240 000

by 2030, as well as HIV infections from 1.5 million in 2020 to 335 000 by 2030'.

N
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Figure 2.1: Worldwide Distribution of HIV-1 Infections, Modes of Transmission, and

HIV-1 subtypes HSex=heterosexual. MSM=Men who have sex with men. IDU=injection

drug users. Based on Joint UNAIDS and WHO AIDS epidemic update December, 2005,
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2.1.1.2 Estimating HIV Incidence in Sub-Saharan Africa

The COVID-19 epidemic over the past three years has had an impact on sub-Saharan African
health systems, which were already heavily impacted by other infectious diseases including
HIV-1. Despite significant global progress in lowering the rate of new HIV in &'@ﬁs, two-
thirds of HIV-positive individuals live in Africa, where the impact is g@oﬂionme“.

In order to meet the global goal of 95% HIV testing, treatme

S

suppression by 2030, it will be necessary to develop sophisti nd novel approaches to

.
g\n controlled viral
comprehending HIV transmission dynamics at the nationangional, and sub-regional levels

as well as to make new treatments and preventive @5&@ widely available*>,

Because incidence studies are expensive .Qoﬁnlex, most nations have concentrated on
HIV population prevalence studies deSpite the importance of incidence studies in HIV
monitoring programs. Prevalen%ﬁdles are losing significance since more individuals with
HIV are surviving longer result of increased access to antiretroviral therapies. A new
technique that com@@%emaﬁcal algorithms with laboratory testing to estimate current
infections giy, sé%irect measure of incidence in cross-sectional surveys, hence lowering the
expense of longitudinal incidence investigations®. These intricate studies are usually funded
by th@resident's Emergency Plan for AIDS Relief (PEPFAR), yet they can still be

expensive.

In a pooled cross-sectional analysis of data from 13 Population-Based HIV Impact
Assessment (PHIA) surveys and two PHIA-like surveys carried out in 15 high-burden
countries in sub-Saharan Africa between 2015 and 2019, Nora Rosenberg and colleagues

(2023) estimated adult HIV-1 incidence rates in The Lancet HIV. Among the 265 million
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HIV-1-negative individuals in the target group, the scientists calculated an HIV-1 incidence
of 2:6 per 1000 person-years (95% CI 2-1-3-2). This translates to about 689000 (95% CI
546000-833000) new HIV-1 infections annually. Additionally, they projected that 6-1%
(95% CI 5-8—6-3) of the 283 million persons represented by the surveys had long-term HIV-1
and 0-1% (0-1-0-1) had recent HIV-1. More than 60% of the most recent illnesses were in
women, and 72.5 percent affected younger people between the ages of 15 and 34..The results
of this analysis show that HIV-1 incidence varies by sub-region in sub-Sahararé&a, with

over half of new infections occurring in the southern African region. ,%\QO

For the past five years, PEPFAR-supported nations have utilized)\\“&fHIA surveys carried
out in sub-Saharan Africa to perform standardized monitor%\%HIV trends. Even so, the
assumptions made in order to estimate cross-sectional %@ences are susceptible to sensitive
algorithm imprecisions, which frequently depend omnlimiting factors such as antigen-avidity
enzyme immunoassay normalized optica@&? alues of 1-5 or lower, a viral load of at
least 1000 copies per millilitre, the lg@ of time the infection has been recent, the assay's
cut-off time, and the percentaﬁ&ecem false-positive cases. Any imprecision of those
parameters—cut off times utation, and HIV subtypes, for example—raises the possibility
of estimating rec@e ions incorrectly. Despite these drawbacks, cross-sectional
incidence esti erived from algorithm testing offer novel insights into a field that has

ed heavily on far more questionable mathematical models’.

previousl&

The&ase of ART and the ensuing decline in mortality and new infections have been the
primary drivers of the progress made in HIV control thus far. Nonetheless, the benefits are
still marginal and brittle when considering how pandemics compete for dwindling resources,
particularly in low-income environments*®. Proven-to-be-effective therapies like as pre-
exposure prophylaxis (PrEP) need to be expanded and implemented. Regretfully, in
comparison to other places with lower incidence but better access to treatments, sub-Saharan
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Africa still lacks access to PrEP despite the region's ongoing high incidence levels.
Unacceptably high structural and financial hurdles continue to impede access to effective
preventive tools. Many of these issues are present in sub-Saharan Africa, where complicated
HIV programs necessitate a deeper comprehension of HIV dynamics at the national, regional,
sub-regional, and district levels, as noted by Rosenberg and colleagues in 2023%!°. Ten to
twenty times more female sex workers in Kigali than in the overall population—rqu hly 50%
of them are HIV positive. The current approach of directly targeting female sexz%;l'\(érs with
testing and treatment could potentially reduce the frequency of n% ons at the
community level by approximately thirty percent'!. . ‘6.\

The HIV epidemic is still mostly affecting Sub-Saharan Afr%fa-:ﬁ\d projections suggest that
the pandemic is not slowing down as expected. A e@ost 40 years, the promise to end

~

AIDS by 2030 still needs to be kept. New approa, at can identify infections in real time

and adjust to the communities they target {re; ﬁ)}de , in addition to strong language'!.
2.1.1.3 HIV Prevalence in Nigeria (b:é'

4
The first two cases of AIDS i &éia were discovered in 1985 and made public in Lagos in
1986. One of the cases @Q -year-old girl who worked as a sex worker for a young West
African country. irg)AIDS was believed to be a disease exclusively affecting homosexual
American{,%ews of this first case sparked fear, scepticism, and denial across the nation.
At t, many acronyms emerged, such as "American Idea for Discouraging Sex," as a
result of people's perception that Americans were behind the AIDS epidemic and were trying
to discourage sexual activity'?. Based on available data, Nigeria is home to the second-largest
HIV epidemic globally and has the highest rate of new infections in the area. In 2020, there

were 1.7 million HIV/AIDS positive individuals in Nigeria!’. The prevalence of HIV in

adults between the ages of 15 and 49 is 1.4%, with women more likely than men to be
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infected (1.9 percent versus 0.9 percent). The greatest gender gap in HIV prevalence is seen
in younger individuals, where young women are over three times more likely than young
males in the same age group (20—24 years) to be infected. Based on the most recent data,
0.2% of children between the ages of 0 and 14 are HIV positive. Eighty percent of HIV cases
in Nigeria are transmitted through heterosexual relationships. Ten percent of all other
methods of transmission are through mother-to-child transmission, contamin.ated blood

transfusions, and the use of blood products'®. Qh)(\

An estimated 200 million people live in Nigeria. Since 1986, the Hum@unodeﬁciency
Virus (HIV) has spread throughout the entire nation, infecting bo@sﬁ‘s and children, men
and women. With 1,900,000 positive cases, HIV is consid%%widespread epidemic that

has impacted all geographic areas, ethnic and reliii(;&roups, and business sectors. The

combined effects and repercussions of the sickn%m a detrimental influence on the growth

and development of the country, paﬂicul@\)}‘t s of the economical, cultural, physical
health, and general well-being of hou ds and communities'>. Over the course of the last
three decades, the country ha&n?‘@yed diverse strategies and resources to implement a
concerted national respons €d at mitigating and easing the effects of the epidemic. There
were 130,000 new@s%o infection, up from 120,000 in 2010, and 53,000 deaths from
AIDS-relatedcc , down from 72,000 in 2010'¢. In accordance with the 90-90-90 targets
that the 1 ‘§ional community and UNAIDS have suggested for 2020, by the end of 2018
81%@1 HIV-positive individuals would be receiving treatment, and about 73% of all HIV-
positive individuals would have suppressed viral levels. In actuality, as of the end of 2018,

only 67% of all HIV-positive people knew they were positive; of these, 53% were taking

treatment and 42% had viral suppression in place!”.

Nigeria is currently the fourth-highest HIV-positive country in the world (1,900,000), after
Mozambique (2,200,000), South Africa (2,100,000), and India (2,100,000). 7.700,000,000).
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The main causes of the HIV epidemic in Nigeria include low personal risk perception,
multiple concurrent sexual relationships, transactional and intergenerational sex, ineffective
and inefficient services for STIs, inadequate access to and poor quality of healthcare services,
and concurrent acute and chronic health conditions. The persistence of prejudice and stigma
around HIV/AIDS, together with long-standing gender inequality and injustices, chronic and

>

HIV prevalence in the country peaked in 2001 at 5.8%, then decreased to §.O&§)&014 after
tly

debilitating poverty, and these elements all play a major role in the virus's spread!®.

reaching a peak of 4.4% in 2005, 4.6% in 2008, and 4.1% in 2010. Co \1 , the whole
population's HIV prevalence dropped from 3.6% to 3.4%. Even wiiite fhe Key Populations'
numbers were higher than the overall population's, their pr%@%zmce also declined. With
the exception of BBFSW (37.0 % in 2007, 27.40 % 1 . %Hd decline to 19.40 % in 2014),
NBBFSW (30.20 percent in 2007, 27.40% in 2010, 8.60 % in 2014), and Men Who Have

Sex with Men (whose prevalence has clir@b 13.50 % in 2007, 17.20 % in 2010, and

22.90 percent in 2014)". cb:é,

In 2018, the country conducted National AIDS Indicator and Impact Survey (NAIIS), a
cross-sectional survey d 4esj'\to gauge the prevalence of HIV in the general population.
The survey found \thaf, following South Africa, India, and Mozambique, the national
prevalence irus was 1.3% (15-49 years), with an estimated 1.9 million people living
with @s in the nation. With a 3.1% prevalence rate among individuals aged 15 to 49,
the &-South area of the country has the highest rate of HIV prevalence. HIV prevalence
rates are high (1.9%) in both the North Central Zone (2.0%) and the South East Zone (2.0%).
HIV prevalence rates are lower in the North West (0.6%), North East (1.1%), and South West

(1.1%) zones'.

2.1.2 Mother to Child Transmission of HIV
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The General Assembly pledged to eradicate AIDS as a hazard to public health by 2030 in its
Political Declaration on HIV and AIDS. This commitment was made in 2016%°. A
commitment to "eliminate new HIV infections amongst children by reducing infection rates
by 95% in every region by 2020" was part of this?!*2. The World Health Assembly approved
the World Health Organization's (WHO) 20162021 global health sector initiatives on
sexually transmitted infections (STIs) and HIV/AIDS in the same year®. The.se (ﬁlicies
require Member States to work together to achieve the following objective%&'}dicating

congenital syphilis by 2030; preventing viral hepatitis as a public healj%\?@ 2020; and

zero new HIV infections in babies by 2020. %.\

HIV infections acquired from mothers continue to be a maj o@%@ of the epidemic, making
up 9% of new cases worldwide?*. The 2016 "Start Fr e& ree, AIDS Free framework" set
goals that by 2018, 95% of pregnant wome ﬁg with HIV would be on lifelong
antiretroviral medication, and less than 4@1 ren would contract the virus®. The 2016
"Start Free, Stay Free, AIDS Free % work" set goals that by 2018, 95% of pregnant
women living with HIV would@ifelong antiretroviral medication, and less than 40,000

children would contract th ﬁ%ﬁé.

Every year, almost Q)ﬂillion women and girls who are living with HIV become pregnant
worldwide %k of HIV transmission from an HIV-positive woman to her unborn child
duri@ancy, labour, delivery, or breastfeeding is between 15% to 45% in the absence of
intervention. Therefore, as soon as HIV infection is confirmed, a link to treatment and care
for the rest of one's life should be made available, along with assistance in staying in

treatment and receiving viral suppression as well as partner services?’.

Antiretroviral therapy (ART) was available to 85% of women and girls worldwide in 2019 in

order to avoid mother-to-child transmission (MTCT). High levels of ART coverage, however,
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do not account for the ongoing transmission that takes place after women are first recorded as
having had treatment. In order to meet the worldwide eradication targets, maintaining care
retention and preventing incident HIV infections in people that are not infected continue to be
top priority. Virtual elimination of MTCT, also known as vertical transmission, has been
demonstrated to be possible since the world shifted to and accelerated implementation of

highly effective, simplified therapies based on lifetime ART for pregnant women living with

HIV) &

Global commitments, the promotion of integrating MTCT preveﬂ%\strategies into
maternity, new born, child, and adolescent health services, and-e@e’bl health systems all
substantially support the elimination of MTCT of HIV. Fu@re, there is a strong push
for better access to sexual and reproductive hea tl}.@gylces, which include preventing

unwanted pregnancies and providing women an living with HIV with screening and

treatment for STDs?7-28, Cj\&

The Triple Elimination Initiative, wh'@@'omotes person-centered care and lowers incidence,
morbidity, and death, is theM of the integration of initiatives. By using strategic

information for response @g, the project also improves disease surveillance?’28,

N
Injecting drug %g'&rere thought to be responsible for 10% of new HIV infections
worldwide"&%%”. International declarations and agreements push and assist nations in
offe@mprehensive services for the prevention of mother-to-child transmission (PMTCT)
of infectious diseases to women and girls who use or inject drugs®’. "Promoting measures for
the prevention of mother-to-child transmission of HIV, hepatitis B and C, and syphilis among
women who use drugs" was the resolution 61/4 passed by the Commission on Narcotic Drugs

during its sixty-first session, which took place in Vienna in March 20183!.
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Programs and treatments that are specifically designed to reach drug-using women who
would not otherwise be able to seek care because of stigma and discrimination are crucial.
The majority of drug users access health and social services through harm reduction
programs, which are crucial in the prevention of HIV, viral hepatitis B and C, and syphilis in
drug-using women?’. Women who use drugs and their offspring will continue to be
disproportionately affected by these diseases unless they have access to harrr.l reduction

programs and have strong connections and integration with other pertinent healt "g&ces.

2.1.3 Pathogenesis of Hiv-1 ‘%\ C

The worldwide spread of HIV-1 indicates that the virus eff.e@ﬁr.\counteracts innate,
adapted, and intrinsic immunity?23*, Despite having a sn.la@'ne (Iess than 10 kb) and few
genes (figure 2), HIV-1 is quite good at using c @)athways to its advantage while
neutralizing and evading the various immune m components#33-3¢, Notably, research on

non-human primates and subtype B Virqu\réquently contributes to our understanding of

pathogenesis. Q:b‘

The complicated HIV-1 life cl'? figure 2) is influenced by target cell type and activation in
terms of both time a d@'%% HIV-1 enters cells in the early stages without immediately
killing off cells, however the process of entry can trigger intracellular signal cascades that
could aid iﬁ%kgreplication”’”.

QO

The ¢ or glycoprotein (gp120) and trans- membrane protein (gp41), two components on
the HIV-1 envelope, combine to create the spikes on the surface of the virion*’. Gp120 first
binds to the CD4+ receptor in order to adhere to the cell membrane during the entrance phase.
Irreversible conformational change is caused by subsequent contacts between the virus and
chemokine co-receptors (such as CCRS5, CXCR4). The viral core is released into the cell

cytoplasmigger irreversible conformational change during the actual fusion event, which
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occurs in a matter of minutes due to pore development*'*2. The viruses own reverse
transcriptase enzyme reverse transcribes the viral genome into DNA once the core
disassembles®’. This mechanism can result in the generation of related but unique viral
variants since reverse transcriptase is prone to errors and lacks proofreading function’’. The
viral genome is inserted into gene-rich, transcriptionally active regions of the host's
chromosomal DNA at the halfway point of infection by the viral protein integra.se working
with host DNA repair**#+#, Integration is facilitated by the host factor LED@@ 5 (lens
epithelium-derived growth enzymes factor), which binds to integ .Qﬁrreversibly
changes the cell into a potential virus generator. Viral particle f.o 'og requires both host-
driven and virus-driven transcription during the final stages37>4f@’fansported to the vicinity
of the cell membrane, viral proteins assemble there. Thé )@u ar sorting pathway (ESCRT-I,
I, 1II), which typically mediates the budding o@ omes into multivesicular bodies, is
used by viruses during their non-lytic exit b@ s¥49 HIV-1 binds to TSG101 through its
late domain, a small sequence motif p6 that allows access to this protein-sorting
pathway>>%°. Mature infectious{@re created when the viral protease cleaves the Gag-

Pol polyprotein®’. -

Virion features are @)@gbm the cells in which they were formed, as the new viral particle
incorporates o@nents of the cell surface lipid bilayer and cytoplasmic molecules of the
producin%e 0. A virus's phenotypic can be determined by integrated host molecules in a
variet ways, such as by influencing the characteristics of replication in the subsequent

infection cycle or by mediating the immunological activation of bystander cells™.

Research on what transpires immediately after HIV-1 crosses the mucosal barrier points to
the possibility of a window of time during which host defences may be able to limit viral
spread and viral proliferation is not yet well-established!. Two chemokine receptors, CCR5
and CXCRA4, are significant co-receptors for HIV-1 infection. The majority of new infections
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are caused by viral variations that depend on CCRS5 use, regardless of the mode of

transmission>2.
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Fig@z: HIV-1 is a Retrovirus that Encodes Three Structural Genes (Gag, Pol, and
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(A) The surface of the virion is spiked by envelope glycoproteins gp120/41. The gag protein

is broken during maturation, forming the core as Gag p24. Encapsulated components of the

virus include the reverse transcriptase (RT), integrase, and other host proteins.
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(B) Distinct phases of the viral life cycle within cells and possible targets for therapeutic

therapies.

(C) To combat the restriction factors TRIM5a and APOBEC3G/3F, HIV-1 has developed
defense mechanisms. When a target cell becomes infected with HIV-1 Vif, APOBEC3G/3F
encapsidates into the egressing virion and causes G-to-A hypermutations in the viral genome.
Before the target cell reaches the reverse transcription stage, Rhesus TRIMS5a blec IV-1

&

replication in the early stages of infection®2. . QO

Strong evidence from models using non-human primates (such as rhesus\macaques infected
with the simian immunodeficiency virus [SIV]) indicates that .v@.lransmission causes
infection of a tiny number of dendritic cells, macrophage&@CD4+ T lymphocytes found
in the lamina propria’!. Potential viral transmissio @nclude attachment of the virus to
mannose C-type lectin receptors (e.g., DC-SEC@\\L&l endritic cells and macrophages, as well
as endocytosis and transcytosis®*. A mod at\primary amplification results from the initial
replication, which is constituted of all number of viral variations and occurs in the
regional lymph organs (such awing lymph nodes). Massive infection of susceptible cells
occurs as a result of seco ?npliﬁcation in the spleen, bone marrow, and gastrointestinal
tract following the%gration of infected T lymphocytes or virions into the circulation.
Clinical sy, Q after primary HIV-1 infection can appear in close temporal proximity to

the s @nt peak of viraemia (e.g., 10° to 107 copies per mL plasma) (figure 3).

One or two orders of magnitude separates the level of viraemia characteristic for the chronic
phase of infection in an individual (viral set point) from the peak viraemia. Target cell
restriction may also be involved, however HIV-1 specific CD8+ responses are primarily
responsible for this decrease. Early on after transmission, the viral population is most

homogeneous; however, as viral quasi-species diversify in different biological compartments,
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mutant viruses resistant to neutralization by antibodies, cytotoxic T cells, or antiretroviral

medications are produced and stored in long-lived cells, or viral reservoirs.

Activated and memory CD4+ T lymphocytes in the gut-associated lymphoid tissues have
been markedly reduced in those who have been detected early in the infection process’.
Years of antiretroviral therapy have not stopped the preferential depletion of CD4+ cells in
mucosal lymphoid tissues, a startling finding that contrasts with the ability of anti viral

therapy to restore normalcy in the peripheral blood's CD4+ T lymphocyte cpu@

>

HIV-1 infection is characterized by a progressive depletion of naive and\memory CD4+ T-
lymphocyte populations, with AIDS being the last stage of the d.%%&f?gure)%. Even in the
early and chronic phases of the disease, when symptoms &@n absent, HIV-1 replication
is ongoing. A single virion's half-life is so brief th. f the plasma virus population can
be replenished in under 30 minutes. Addi.tio y, a chronically infected individual may
produce up to 10 particles of virus dail@%uring HIV-1 infection, lymphocyte turnover
rates are elevated several times, but ntiretroviral therapy reduces viral replication, cell
proliferation falls.15, 60 various“depletion mechanisms have been suggested, but a growing

body of evidence po1nts®nerahzed immunological activation as the root cause of the

N

CD4+ cell reservoir's,ongoing reduction®'.

Since imwﬂ%cgvation indicates the course of a disease, it appears to be a key component
of pc HIV-1 infections®. In their natural hosts, such as African green monkeys, Nef
proteins from SIV line-ages that are not pathogenic have recently been shown to down-
regulate CD3-T-cell receptors, which lowers cell activation and apoptosis®. The high level of
immunological activation observed in infected individuals may have resulted from HIV-1

Nef's inability to suppress T-cell activation.
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Acute Asymptomatic but progressive AIDS
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iracini

Plasma V@

(bottotn)/ Primary infection characterised by high plasma viraemia (red line, top), low CD4

a (top), and dynamic changes of the CD4+ T-lymphocyte compartments

cells (green line, bottom), and absence of HIV-1 specific antibodies (orange line, bottom).
Viraemia drops as cytotoxic CD8+ T-lymphocytes (CTL) develop (blue line, bottom) and an
individual viral-load set point is reached during chronic infection. Viral set points differ
greatly among individuals (e.g. red dotted line, top) and predict disease progression. Viral

diversity increases throughout the disease (closed circles, top). The risk of transmission is
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highest in the first weeks when viraemia peaks (closed circles, top). GALT=gut-associated

lymphoid tissues.
2.1.4 Clinical Management of HIV
2.1.4.1 Diagnosis

There are numerous commercial kits available for the detection of specific antigens,
antibodies, or both, which is the basis for the diagnosis of HIV-1 infection. F&i(bening,
serological testing are typically utilized. One significant development is 1 ?@ssibility of
quick HIV-1 antibody testing. These tests allow for accurate di gI'ISO is and specimen
collection in the same visit because they are simple to perfor, can yield results in as
little as 20 minutes. Healthcare professionals withe h@%ﬂ laboratory experience can
accurately perform rapid tests on plasma, semr@@& blood, or saliva. These tests are
crucial tools for monitoring, screening, and\ nosis. These serological tests have two
limitations: they cannot detect HIV-1 %’gdts under the age of 18 months who may have
maternal antibodies, nor can they @ infection during primary infection when antibodies

are lacking. There is no othﬁé&)ce in these cases except for direct virus detection (e.g.,
S

o
quantification of VirtR@t ndard] or p24 antigen in heat-denatured serum [less costly])®.
Measurement, iraemia and CD4+ cells are necessary for staging purposes. The
measurement \of plasma viral load is commonly employed to track the effectiveness of
antire@x%l therapy. Sensitive measurement of plasma HIV-1 RNA copies is possible using
a number of commercially available techniques. The initial suboptimal performance for non-
B subtypes has been overcome by the more recent iterations of the Amplicor and Quantiplex
assays (Roche, Indianapolis, IN, USA, and Bayer Diagnostics, Walpole, MA, USA,
respectively)®. The number of CD4+ cells indicates the degree of immunodeficiency and is

therefore used to measure the stage of infection, whereas the viral load specifies the rate at
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which the immune system is destroyed. Important factors for classifying HIV-1 illness
include CD4+ cell counts and clinical indicators (such as the incidence of opportunistic

infections). The most common technique for quantifying CD4+ cells is flow cytometry.

Conventional techniques for measuring CD4+ cell counts and virus loads necessitate
sophisticated lab facilities, and assays demand that a material be examined quickly after
collection. For environments with limited resources, these criteria provide d@llties.
Transporting samples required for virological evaluations has been made easi @u’t by the
use of dried blood spot specimens®®. In the future, less expensive optio 6&6 found by
measuring reverse transcriptase activity in plasma samples, strea g gene amplification
techniques (like Tagman technology), and using papeé(;% quantification (dipstick

assays)®7%% In resource-constrained environments, @@r methods for determining the

degree of immunodeficiency include total white co (panleucocyte gating), CD4+ chips,

and microcapilliary flow-based devices’’} &

2.1.5 Drug Treatment Q)(b:é'
2.1.5.1 Antiretroviral Co xg

ounds
ga

The best course of @3@% long-lasting viral suppression and, consequently, for lowering

morbidity an§ r@t@lity rates is antiretroviral therapy. However, lifelong treatment may be

required as ent medications do not completely eradicate HIV-1 infection. The viral
reve@anscriptase or protease is the target of 20 of the 21 antiretroviral medications that
are presently licensed by the US Food and Drug Administration. Replication of viruses is
inhibited by eight nucleoside/nucleotide analogs and three non-nucleoside reverse
transcriptase inhibitors during cell penetration but prior to integration. Drugs with a long half-

life permit once or twice daily dosage, and fixed dose combination tablets ease treatment

regimens by minimizing the number of pills required each day. Eight protease inhibitors stop
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virions from maturing and producing non-infectious particles instead. The first drug in its
class to maintain efficacy against viruses with decreased resistance to protease inhibitors is
darunavir, which was just licensed. Enfuvirtide inhibits the fusion process prior to cell
infection by targeting the gp41 region of the viral envelope. Due to its potential to overcome
pre-existing drug resistance, this medication must be injected twice daily and is only to be
used in the treatment of patients with extensive drug experience’’>. Targeting molecyles that
reverse transcription, integrate, mature, or target entrance is the main focus Qﬁ}eloping
novel antiretrovirals. Since many patients treated in the past few dec . iral strains
with reduced susceptibilities to many, if not all, existing medicazio cq.qipounds targeted to
block resistant viruses are desperately needed. Reduction ,é;.\me morbidity and death
commonly associated with HIV-1 infection is the airﬁ@ntiretroviral therapy. For most
people, this requires a combination of three or mo@'%medications. Treatment that works
brings both CD4+ and CD8+ T-cell turno r!\‘s@%)back to almost normal®. The options for

first- and second-line chemotherapeuti%l' pies are improved by potent yet well-tolerated

medications with extended half-li\w?% streamlined regimens.

2.1.5.2 Combination Antiretroviral Treatment

The properties of thQijus that contribute to the diversity of HIV-1 species (quasi-species) in
chronically,_in @d individuals are high rate of viral replication, low fidelity of reverse
transcei 1@, and ability to recombine. Highly active antiretroviral therapies (HAART) were
justified by this significant genetic diversity. Viral replication is inhibited to such low levels
by a combination of multiple powerful antiretroviral drugs that the generation of drug-
resistant HIV-1 variants was, if not prevented, at least delayed. This results in an increase in
CD4+ T-lymphocyte counts and immunological reconstitution to the extent necessary to

overcome clinically evident immunodeficiency. With the dramatic drop in morbidity and
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death that followed the widespread use of HAART in developed nations, there is now hope

that HIV-1 infection may be managed as a chronic illness’®7"-78,

The recommendation for starting HAART 1is based on a set of criteria that includes clinical
symptoms, absolute or relative CD4+ cell counts, and plasma viraemia concentration. In
patients with clinical symptoms of immunodeficiency (AIDS-defining diseases, for example)
or with CD4+ levels fewer than 200 per pL, the benefits of treatment clearly e@d the
possible side-effects (US Department of Health and Human Services, Oct 005). In
asymptomatic individuals with modest levels of viraemia (less thaﬂ%}'o copies per
millilitre) and minor depletion of CD4+ T cells (more than 350 pe@sfhe optimal timing to
start treatment is still up for debate’. It is challenging t@%duct studies with clinical
outcomes that demonstrate the efficacy of early v @erapies in individuals who are
asymptomatic, and there is currently a dearth of clinteal evidence. Early treatment initiation is
recommended due to early depletion of @)@4 T lymphocytes, rising viral variety, and
limited regenerating capacities of im@ﬂ immune system populations®®. Treatment costs
and long-term drug toxicities @er quality of life are barriers to the widespread use of
this concept. Decade-lo HAART is complicated by long-term issues such as

immunological rec@o illness, metabolic alterations (such as lipodystrophy, diabetes

mellitus), an. tc@&ies (such as renal, hepatic, mitochondrial)8!:828384,

Struc @eatment breaks have been one tactic used to address HAART compliance on a
regular basis for the rest of one's life. This strategy was justified by the idea that, in situations
where viral replication was kept to a very low degree, the body's immune system could
control the infection. If effective, this tactic might lower treatment expenses and limit drug
toxicity®®. . Despite conflicting preliminary results about the strategy's benefits®®8738  The
SMART trial's recent early completion was justified by higher rates of morbidity and death in
the treatment interruption arm®°.
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2.1.5.3 HAART in Resource-Constrained Settings

In resource-constrained environments, AIDS has not yet fully evolved from a chronic illness
in industrialized nations. Humanitarian access to HAART is crucial to prevent the deaths of
those who are essential to the continued existence of their nations®®. Surprisingly high rates of
therapeutic effectiveness have been demonstrated in these areas despite lim@health
infrastructures and a wide range of co-morbidities; adherence rates are r@&l par with
those found in developed nations®!*%>%. The standard first-line regime‘r%

. N
WHO and UNAIDS treatment guidelines for resource-constr in@ttings, along with a

recommended by

series of more costly second-line options®>. These .gui %&S also call for the use of
standardised decision-making steps, such as whe , substitute for side effects, and
switch for virological failure®>*°., Current es}ig& imply that 80% of patients infected with
HIV-1 who have a clinical need for treat@g\o not currently have access to antiretroviral
medications. Restrictive licensing es further limit treatment alternatives in many
countries.1. Antiretroviral ther%*)s an effective strategy for prevention, thus efforts and

e Y. . .
initiatives to further scale@atment access are imperative®7-2%:9%,100,101,
2.1.5.4 Drug Reﬁi\sign)ce

Q
The most ‘fﬁuem cause of therapy failure is the emergence of medication resistance.
Sub(@al drug concentrations can cause viral rebound due to inadequate compliance,
pharmacological adverse effects, or drug-drug interactions. Since viral resistance has been
linked to all antiretroviral medications, it represents a significant clinical and public health

102

concern' . The series of mutations that lead to treatment resistance varies throughout HIV-1

subtypes, and some polymorphisms that occur naturally may actually affect resistance!%*1%4,

Drug-resistant HIV-1 is contagious and, in nations where anti-retroviral are widely available,
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can be found in up to 20% of newly infected people!®. In areas where treatment is scarce, the

untreated population's drug resistance prevalence is still modest!%,

Interventions based on short-term anti-retroviral are successful in preventing mother-to-child
transmission. Nevertheless, the mother, child, or both may develop drug-resistant virus
variations as a result of these therapies'?’. About 50% of the women who took nevirapine
once to stop the spread of the virus from mother to child have viruses that are «e nt to
NNRTISs, or non-nucleoside reverse transcriptase inhibitors'**!%°. These resis @mses are
capable of rapid replication, are transferable through breast milk, and m‘a%}ce the efficacy
of subsequent NNRTI-based therapy regimens if small resistant p ﬁésl'\ns persist long after

110,111

the intervention Combining lamivudine, nevirapine '&g@ short-course zidovudine

lowers the incidence of nevirapine-resistant 6@@ Whlle preventing peripartum

transmission!! %
2.1.5.5 Viral Reservoirs < \)

A tiny population of long-lived rne@cbi T cells and anatomical sanctuaries are the two main
components of viral reservoirs. -1 latency in long-lived cell types (such as macrophages
and memory T lym %resents a challenge to eradication since integrated proviruses
from resting cells\&i& be eradicated with current antiviral combo therapy. Various tactics,
such as 1@modulatory substances (interleukin 2, anti-CD3 mAb, interleukin 7) have
beeed, have been used in the context of HAART, to stimulate dormant cells.
Histone deacetylase-1 inhibitors, such as valproic acid, trigger the release of a transcriptional
block, which encourages the development of viral long terminal repeats'!®>. The number of
latently infected CD4+ T cells was decreased (29-84%) by augmenting standard
antiretroviral therapy with enfuviridine and valproic acid; however, it is challenging to

determine the proportional contributions of each medication to the ultimate result'!4,
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2.1.6 Prevention
2.1.6.1 Prevention of Mother-to-Child Transmission (PMTCT)

Both in industrialized and resource-constrained environments, there have been advancements
in the prevention of mother-to-child transmission!'>!16117 By making interventions more
| J
widely available, such as giving the mother and new born a single dosage o&i&lrapine,
[ ]
intrapartum transmission has been decreased''®. Concerns about drug-r iral strains
have led to several trials with combination treatments to reduce %ns ission during the
°
intrapartum period!!'>!16!1% In some circumstances, elective an delivery can further

prevent HIV-1 transmission during the intrapartum phasa;&%érertheless, post-partum sepsis

and rising maternal mortality may outweigh the be@( the surgery!'?’.

In many situations, replacement feeding s .® since breastfeeding can spread HIV-1.
However, formula feeding is not an o@n in these situations due to poor access to clean
running water; instead, exclu%%rsing combined with abrupt weaning represents one
strategy for minimizing tw%ngissionlzuzz. Antiretroviral medication taken daily while
breastfeeding is a @)@% innovative technique that is now undergoing testing. Pregnant
women are b gi@qg to receive more attention, with particular emphasis on the introduction
of antiretrovital medication in moms with low CD4+ counts both during and after
preg@llzlm. Regarding the health of uninfected children delivered to HIV-1-positive
moms, there is a dearth of information'?. No significant clinical symptoms were observed in
a European cohort of exposed but uninfected infants, at least not in the short- to medium-term

(median follow-up of two years) (exposure to antiretroviral medication in utero or early)!'?.

2.1.7 Sexual Transmission
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In many places of the world, reducing heterosexual transmission is essential to controlling the
epidemic'?”1?8, Reducing the frequency of discordant sexual acts or the likelihood that HIV-1
will be transmitted during discordant sexual acts are two ways to achieve prevention. The
first can be accomplished by abstinence and sexual relations between individuals who are
concordantly seronegative. Clinical trials are now being conducted on a number of therapies
targeted at reducing the risk of transmission for discordant sexual acts, as abst.inence and
lifetime monogamy may not be sufficient for many individuals. Condoms, b@}(ale and
female, offer a reliable and reasonably priced option for prevention'Z: .\%éther, these

choices are also more widely known as the ABC method (absti cg, stay faithful, use

condoms). &%'\

Male circumcision, antiretrovirals for prevention (e @pre exposure or post-exposure),

chemo prophylactic treatment of herpes si @Hus -2 (HSV-2), microbicides, and

vaccinations are other biomedical prevent@

beneficial benefit of male circumcisi% been eased by the results of one of three separate

ches. Some of the uncertainty around the

phase III trials that are cuner@ing place in South Africa, Kenya, and Uganda!3!:132,
According to the results & South African experiment, male circumcision had a 60%
protective effectm@o skin contains Langerhans cells that express CD4 and other

receptors in;a@}en to apocrine glands that release lysozymes, which could be the

mechams It is thought that these skin-specific dendritic cells contribute to the virus's
trans@on to T cells that are vulnerable to it. Studies on the foreskin mucosa using
immunofluorescence reveal that these tissues may be more vulnerable to HIV-1 infection
than the cervical mucosa'3®. Prior to policy formulation and widespread access as a

preventive strategy, results from this proof-of-concept trial should be compared with

evidence from the two trials that are still ongoing in Kenya and Uganda, acceptability data,
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behaviour change following circumcision, surgical complication rates, and logistics of

carrying out the procedures!3”-138139,

Does lowering the viral load in the infected spouse through, say, antiretroviral treatment,
lower the chance of HIV-1 transmission in the uninfected sexual partner, given that high
plasma viraemia raises the risk of transmission by up to an order of magnitude?'*’. The Adult

Clinical Trials Group and the HIV Prevention Trials Network (www.hptn.org) % now

W

there are little data on the best drug combinations and the@?&acy, post-exposure

conducting a trial in order to investigate this subject. Up to 80% HIV-1 redyc%?predicted

mathematically, while there are currently few observational data availa . Although

prophylaxis is advised following exposure to both non—occ@%nal (such as sexual abuse
and rape) and occupational (such as needle stick% osures!#+143.146 - Several studies

evaluating the advantages of once-daily preex@hemoprophy]axis using antiretroviral

drugs with extended biological half—li@

d141,142

tenofovir) have been suspended or
terminate . The drug itself is w ccepted; the protests stemmed from neither the

general concept of pre—exposm&{%lylaxis nor from the medication itself. Clinical trials in

low-resource environmenti ‘the apparent dearth of effective solutions safeguarding these

vulnerable groups \'@P

HSV-2 may_r 'che chance of contracting and spreading HIV-1'47148 " Antivirals, such as

ain sources of concern.

acycd valaciclovir, are useful in lowering HSV-2 transmission and viral shedding in
heteroséxual couples that are not in harmony!'#$14%150.151 ' The vaccine that is presently being
developed may hold the key to the future of HSV-2 prevention'*?. It is unclear if using
acyclovir prophylactically in populations with high HSV-2 prevalence and incidence rates
lowers HIV-1 incidence rates, however a number of trials, such as HPTNO039, are

investigating this question.
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Gender differences are a fundamental factor contributing to the vulnerability experienced by
women. It is imperative to offer women with prevention alternatives that can be utilized
autonomously, irrespective of their male sexual partner's awareness or agreement'>3. Despite
the fact that addressing these differences poses a long-term problem, there are numerous
preventative strategies that can be undertaken in the meantime, given our limited
understanding at a biological level of the risk of HIV-1 for women. For instance,.a P&tential
association has been observed between the levels of sexual hormones, such as Sterone,
and the probability of transmission'>*. Observational studies have .Qﬂzidated the
correlation between aberrant vaginal flora and an elevate.d cePtibility to HIV-1
infection'>>!5¢, The incidence of vaginal infections, such as K@ial vaginosis (30-50%),
vulvovaginal candidosis (10-13%), and trichomonas® alis (7-23%), among African
women is significantly linked to an increase@'%ﬁbility to HIV-1 transmission!.

Furthermore, ongoing trials are being cond é@valuate the efficacy of alternative barrier
g g

technologies, including cervical caps, 3 le condoms, diaphragms, and diaphragms in

conjunction with microbicides,, in @‘mn to the promotion of female condom availability

and the treatment of vario sg%;ually transmitted illnesses!>®. The examination of vaginal
»

infections as a po@

unexplored and Xerants further investigation. The potential use of periodic presumed

egy for reducing the risk of HIV-1 transmission remains

therapy fo;%mal infections is currently being investigated as a strategy for preventing

HIV@anmissionm.

2.1.7.1 Microbicides

Microbicides are a significant biomedical intervention technique that is discreet and
empowers women with control over their own health!3®. The potential utilization of these
topical medicines for the prevention of HIV-1 transmission through the rectal and vaginal
routes has been a subject of investigation. However, the demonstration of their feasibility and
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effectiveness has proven to be challenging. The results of the initial microbicidal product
(nonoxynol-9) trials conducted between the mid-1980s and 1990s, specifically the three
phase III trials, did not demonstrate any significant protective effects. However, these trials
have contributed valuable insights to the medical community regarding the selection of
products, clinical testing procedures, and safety evaluations. Over the course of the last five

years, significant progress has been made in the domains of investment and (‘goduct

[ ]
developmentl59,160,161,162 h(\

2.1.7.2 Vaccines ‘%\

The implementation of a cost-effective vaccine that ensures safé%x\ﬁ);rotection will likely
serve as the most effective and maybe singular approacl.l t@aﬁng the widespread impact
of the HIV pandemic!®. Despite extensive research f%} the creation of a viable candidate
vaccination continues to be challenging and ?a‘s&yet been achieved. The utilization of live-
attenuated virus as an immunogen is r@d due to safety considerations'®*. Over the
course of the last twenty years, ¢ range of methodologies utilizing recombinant
technology have been activelyMred. The primary focus of the early efforts was on the
production of neutralizi %'t\lbodies using recombinant monomeric envelope gpl20
(AIDSVAX) as therhunogenl“’mé. The administration of this vaccine did not elicit the
production Qralizing antibodies, which, as anticipated, resulted in the phase III trials
failin @nonstrate any protective effects'®”!%8. The process of neutralizing HIV-1 through
antibody mediation is hindered by several factors, including the extensive genetic variability
of the variable areas, the presence of epitopes concealed by a carbohydrate shield (known as
glycosylation), and the limitations imposed by structural or energy constraints'®®. Given that
CDS8 T-cell responses have been observed to exert control on viral replication in vivo, there

has been a recent emphasis in vaccine research on the induction of cellular immune responses.
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One of the hurdles in the field is finding ways to overcome pre-existing immunity against

replication deficient immunogenic vectors, such as recombinant adenovirus type 5'7°.

Ongoing investigations are being conducted to assess the safety and immunogenicity of
replication deficient vaccine vectors, following initial trials in non-human primates that
shown a degree of protective efficacy'®. The ability of the immune system to naturally
eliminate HIV-1 is often ineffective, and the specific factors that determine protecti}o\ ainst
the virus remain poorly understood'®!”!. Nevertheless, it is widely accepte t%h&strategies

hQd the most

focused on inducing both humoral and cell-mediated immune res \1

potential for preventing or, at the very least, managing retroviral ir@ﬁ},m'
2.1.8 Pregnancy and Mother to Child Transmission 0@
2.1.8.1 Pregnancy @

The gestation period, encompassing th .@%ﬁon of the embryo and its subsequent
development until birth, is a hig Intricate and critical phase in a woman's
life,!72173.174,175,176,177,178,179,180 uri@(gis time, it is imperative to ensure comprehensive
follow-up of ANC (Antenatal Care) and PMTCT (Prevention of Mother-to-Child
Transmission) serv@@%implementaﬁon of family planning programs in Sub-Saharan
Africa (SSA), remains a complex task, despite the numerous advantages it offers in terms of
enhancin%fe ility rates, promoting child health, and lowering mother-to-child transmission
MT f diseases. In order to effectively address the issue of mother-to-child transmission
of HIV (MTCT), it is imperative to implement a comprehensive intervention strategy, such as
Prevention of Mother-to-Child Transmission (PMTCT) programs, which aim to ensure the
birth of HIV-free infants!’?. Nevertheless, the majority of Prevention of Mother-to-Child
Transmission (PMTCT) programs in Sub-Saharan Africa (SSA) have limitations due to

resource constraints, challenging working conditions, as well as social and economic hurdles
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that hinder access to healthcare services. According to data from the World Health
Organization (WHO) and the United Nations Children's Fund (UNICEF), it has been shown
that over 35% of infants who contract HIV are affected through vertical transmission,
wherein the virus is transmitted from infected mothers!’31"175176 " Pregnancy is influenced
by a multitude of factors, encompassing various elements such as educational background,
geographical proximity to healthcare facilities, lack of access to family planning support, and
the preference for traditional healers as an alternative form of family planning”@we, the
expansion of Prevention of Mother-to-Child Transmission (PMTCT) p . rovision of
HIV testing services (HTS), promotion of awareness regarding on . H.RV status, as well as
early commencement of antiretroviral therapy (ARV) and en@ continuity of treatment,
are crucial factors in the eradication of Mother-to-Child @smission (MTCT) of HIV. This
enhancement in therapy is significant as the maj 0\’@ other-to-child transmission (MTCT)

infections in the pediatric population arise:’h@he stages of pregnancy, labour, delivery,

and breastfeeding!817817° The Vertica@ ission rate of HIV is significantly elevated in

moms who have high peak V@% compromised immunological system, and chronic
illnesses!$2172178.179 = PMT grograms include comprehensive information pertaining to
viral and CD4 counts; t@ization of antiretroviral medications, and various approaches to

infant feeding”?‘(&ese strategic methods are essential for the eradication of mother-to-child

transmissiolt%l' CT) and the enhancement of maternal health.
2.1®’repartum/Prenatal Mother to Child Transmission of HIV

This refers to the prepartum period preceding the onset of labour and the subsequent delivery.
The efficacy of interventions aimed at reducing the risk of vertical transmission of HIV
during prenatal pregnancy is mostly contingent upon the HIV status of the mother and her
understanding of antenatal care (ANC) and prevention of mother-to-child transmission
(PMTCT) healthcare measures'®?. Understanding the socioeconomic situation of mothers is a

46



crucial factor that can be utilized to enhance the effectiveness of early preventative efforts.
Early initiation of highly active antiretroviral therapy (HCT) can facilitate the provision of
appropriate counselling, prompt engagement in treatment and care, establishment of
connections to comprehensive prevention of mother-to-child transmission (PMTCT)
programs, and attainment of many health advantages!’?. In a study conducted by Drake et al.,
it is argued that the timely recognition of unaddressed sexual reproductive health gSl({g)/HIV
concerns among mothers is crucial for enhancing maternal well-being an%%mizing
mother-to-child transmission (MTCT) of HIV. This statement aligns wi h. rld Health
Organization's declaration for the global elimination of mother-t(:-(i\" t@nsmission (MTCT)
of new HIV infections. Research indicates that a notable K@i’tion of mother-to-child
transmission (MTCT), specifically ranging from 5% to® lﬁ\ﬂkqékes place during the prenatal
period, which refers to the time before to c}@% particularly in situations where

interventions are not accessible or implenij%ﬁs“’lgo. The present analysis pertains to the

delayed initiation of prevention of her=to-child transmission (PMTCT) interventions,
coupled with inadequate pro%@‘erage and a notable attrition rate within PMTCT
programs'®?. The implemet&tig\n of early novel creative preventative techniques, such as
ensuring that 90% @ant women are aware of their status and are connected to

treatment and ca)%has the potential to reduce the course of prenatal pregnancy and the

related risk‘%bther-to-child transmission (MTCT).
2.1.®ntrapartum and Mother to Child Transmission of HIV

The period including the process of labour and delivery. The activities that occur during the
intrapartum period have a substantial impact on the likelihood of mother-to-child
transmission (MTCT) of infections during the process of labour and delivery'®>. The vertical
transmission of the human immunodeficiency virus (HIV) from an infected woman to her
child during the process of labour and delivery has been extensively reported in scientific
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literature!36:175:178.187.18% = Regearch findings indicate that in the absence of intervention
strategies, around 5-10% of mothers who are infected with a certain condition are at risk of
transmitting the infection to their infants throughout pregnancy, while the risk increases to
10-20% during the process of labour!®®!”>,  Additional factors contributing to this
phenomenon include chorioamnionitis, which refers to the inflammation of the amniotic
membrane leading to its prompt rupture. Consequently, this exposes the infant to (rnbaternal
blood, thereby significantly increasing the likelihood of heightened HIV virus %ﬁ}tym’”o.
The research conducted by Tita et al. revealed that chorioamnionitis h. a. %Sﬁd increased

N

likelihood of inducing early new born mortality and other adverse%a,kt consequences in
pregnant women with HIV, as compared to pregnant wo ithout HIV!®". A study
conducted by Minkoff et al. demonstrated that won’l@vql?h low CD4 counts have an
increased likelihood of transmitting HIV whei@i fetal membranes are ruptured!®>,
Likewise, the condition known as plac ‘t%‘%aracterized by placental inflammation,
facilitates the transmission of Human@ odeficiency Virus (HIV) across the placenta,
thereby directly exposing the new @‘to mother umbilical HIV fluid!®7-1%%185 Intrapartum
events encompass the sprea o% sexually transmitted infections (STIs) and other conditions
that impair the mot '@une system!'$*172  These identified risk factors contribute to the
increased transmk&ion of mother-to-child transmission (MTCT). The vulnerabilities are
particularlf%ent in mothers who lack awareness of their HIV status and other sexually
tran%nfections (STIs) during the process of labour and delivery ! . Incorporation of
HIV testing for moms during labour should be considered as a normal technique, as
suggested by the report conducted by Ekouevi et al. 2. In this context, it is plausible to
establish a connection between the absence of prenatal detection and subsequent implications

193

for treatment and care'®”. Furthermore, it is recommended that pregnant individuals who have

received a negative test result during the previous three months undergo retesting upon
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entering the labour process. This presents a chance to identify undetected instances and the

window period of HIV infections!®4.
2.1.8.4 Post-partum/Postnatal Exposure of Mother to Child Transmission of HIV

The postpartum period, which encompasses the time immediately following delivery and
throughout breastfeeding. The postpartum period has emerged as a critical phase in the battle
against pediatric HIV epidemics, as it presents an opportunity for the elim@ﬂ and
eradication of mother-to-child transmission (MTCT)!83195, Despite ongo'nx%ds to revise
and expand Prevention of Mother-to-Child Transmission (PMTCT) p‘r%ms, the issue of
ensuring that infants are born free of HIV remains a significant %&ﬁsﬁ,mo' The occurrence
of mother-to-child transmission (MTCT) during the pos @Y period is estimated to be
around 10-20% in areas where no interventions are A@e, compared to 1.3-4% in settings
where preventative programs are accessiblel.g“’lgfhe transmission of HIV to infants during
the post-natal period is primarily linked @y factors, including the techniques of infant
feeding, the educational background mother, and, to a lesser degree, instances of blood

transfusions and exposure to contaminated sharp objects. Additional examples of breast

inflammation that ca 4csur in mothers include mastitis, nipple sores, and

abscesseslsz’”z’lm{? )

The provi:m‘%adequate nutrition to newborns who have been exposed to HIV continues to
prov@%niﬁcan‘[ obstacle in the efforts to eliminate and control the transmission of HIV
in Sub-Saharan Africa (SSA). There is a lack of clarity in certain contexts regarding the
various types of baby feeding, including exclusive breastfeeding (EBF), exclusive formula
feeding (EFF), and mixed feeding (MF). There is evidence to suggest that certain mothers
have reported receiving inaccurate information on infant feeding practices from ANC

(Antenatal Care) and PMTCT (Prevention of Mother-to-Child Transmission) programs!'?.
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However, the dependence of MTCH on the feeding strategy employed is an important factor
to consider. The majority of risk is notably connected with mixed feeding MFEFF and
EBF'#3175, Despite the utilization of health services by moms, they continue to encounter the
predicament of selecting appropriate techniques for feeding their children!”. Breastfeeding is
widely practiced in various contexts, aligning with the World Health Organization's
recommendation of exclusive breastfeeding (EBF) throughout the initial six m9nths of an
infant's life. Additionally, it is recommended that antiretroviral therapy (ARVS%;}(’POVided
to all HIV-positive mothers who choose to breastfeed!’*!71%  Pr 1. Q6érents with
information regarding the many feeding strategies that are mos‘f sui blg‘s for their newborns
contributes to improved health outcomes. This study also enco@es an examination of the
public health ramifications associated with new born T@]gs, an analysis of the national
infant feeding policy, and an evaluation of the anf@%ﬂ drugs (ARVs) that are accessible
to support programs aimed at preventin %to-child transmission (PMTCT) of HIV.
Socio-cultural disparities can potentialljzimpact feeding behaviours®®. In the context of South
Africa, certain factors have be%@%ed as influential in shaping family decisions about
baby feeding practices. '%esg\ factors include maternal age, HIV stigma, economic
a

considerations, and C

worth noting thaK{}}ese factors exert an impact on family choices despite the existence of

titudes surrounding breast milk and HIV transmission. It is

governmen‘t%&cy 97 The selection of baby feeding strategies should prioritize the
pro of HIV-free newborns through enhanced and improved practices. According to the
World Health Organization (WHO), it is imperative that preventative measures include

198 Tn cases when

qualities of acceptability, feasibility, affordability, sustainability, and safety
infants have already contracted HIV, optimal counselling strategies should encompass

breastfeeding as well as life-saving interventions such as prompt treatment, comprehensive

care, and appropriate nutritional support!4,
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2.1.9 Child Feeding Methods Exclusive Breastfeeding (EBF) and Mother to Child

Transmission of HIV

During the first period of 0-6 months, newborns are only nourished by breast milk and are not
provided with any other kind of sustenance, including water. The only exceptions to this
exclusive breastfeeding practice are the administration of vitamin supplements and
immunizations. Breastfeeding is a traditional and widely prevalent maternval\ ctice
observed across several cultural contexts'’®!*. The methodology employe %}%ﬁis study
offers significant advantages and plays a crucial role in delivering vital %ﬁtlons for child

survival throughout the critical phase of early infant dev ent!86:191  Exclusive

breastfeeding (EBF) has been found to be a cost—effectivez{;&ronmentally friendly, and

Q\

financially accessible option in low-income cont x@éccording to the World Health
Organization (WHO), exclusive breastfeeding @ is a valuable complement to the
provision of antiretroviral therapy (ARVs@&seale—up interventions for infants who are
born to HIV-positive mothers and hav@vived without acquiring the infection'’®. Research
has indicated that exclusive bl@ing (EBF) during the initial six months of an infant's
life significantly reduces thétisk) of mother-to-child transmission (MTCT) by a factor of 3-4
when compared to @e ing (MF22). This suggests that it is important for HIV pediatric
programs to be mized in order to provide assistance for exclusive breastfeeding during
the initia@mths following an infant's birth. Despite the presence of these advantages,
theregill a lack of awareness among mothers participating in Prevention of Mother-to-
Child Transmission (PMTCT) programs in certain contexts on the health benefits associated
with Exclusive Breastfeeding (EBF). For example, according to a study conducted by
Ndubuka et al. in Botswana, almost 50% of mothers participating in Prevention of Mother-to-

Child Transmission (PMTCT) programs shown awareness of Exclusive Breastfeeding (EBF),

whereas only 19.8% were able to adhere to exclusive breastfeeding practices for their
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infants'’®. In a similar vein, Kazaura documented a prevalence of 30% of mothers engaging
in exclusive breastfeeding (EBF) within a rural context in Tanzania’®. This observation
indicates that there is still a prevailing issue regarding the understanding and implementation
of exclusive breastfeeding (EBF) programs, as seen by a decreasing number of women who
are unable to grasp and embrace such initiatives!’s. Research conducted on evidence-based
implementation has demonstrated a strong correlation between the provision of coynseling on
baby feeding strategies within programs focused on preventing mother-to-childé'p}iﬂission
(PMTCT) and the adoption of exclusive breastfeeding (EBF) practices!/ .. isiphenomenon
has been observed to rely on the level of knowledge and un sta\nding of exclusive
breastfeeding (EBF) and its impact on maternal heal;{%‘tcomes 176 Additional
characteristics that are associated with this phenome’r@include the level of education
attained by the mother, her attitude towards exclﬂ!@%astfeeding, and the inadequacy of
breast milk production®. Despite the exis P@%esearch, it has been demonstrated that a
significant proportion of newborns, ra&%l'gom 10% to 20%, contract HIV through the act
of nursing in situations when %@b‘nﬁons to prevent HIV transmission are implemented
184,175,180 - Additional researc%a% indicated that there is an increased risk of mother-to-child
transmission (MTC @’ in cases when women have high viral loads, mastitis, breast
abscesses, cracke&{:ipples, low immunological response, ulcers around the nipples, and other
maternal illnesSes'’*!7>, There is a significant correlation observed in low-income settings
bet mothers with weakened immune systems and HIV-related morbidity and
mortality! "%, Mothers who breastfeed and possess robust immune systems tend to have
infants that exhibit enhanced health and vitality in comparison to mothers with weakened
immune systems. Mothers who are on antiretroviral therapy (ARVs) and practice exclusive
breastfeeding (EBF) typically observe a substantial decrease in the occurrence of postnatal

vertical transmission of HIV. This reduction is estimated to be below 2%/!74184201 This is due
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to the fact that exclusive breastfeeding (EBF) facilitates the early establishment of a healthy
gut in infants and confers resistance against infectious microbial agents, including HIV!84, In
addition, breast milk possesses antimicrobial characteristics that are absent in alternative

feeding approaches!'s®

. Research findings indicate that infants and young children who are
breastfed exhibit a mortality rate of less than 1%, which is significantly lower in comparison
to alternative feeding practices!’*!76, Alternative feeding strategies, such as exclusive formula
feeding (EFF), are typically only used when a mother who is exclusively breastf@%'ag (EBF)
becomes unwell and is unable to nurse her infant. In addition, it is i : do further
evidence-based research in order to gain comprehensive unders;tan g.sof alternate feeding
strategies that are both safer and more inexpensive, while also@ less costly and easier to
implement. Indeed, there is evidence to suggest that HI sitive women who are infected
and exclusively breastfeed their infants from birth@'%onths of age, while simultaneously
receiving highly active antiretroviral me 'é@tend to observe more favourable health
outcomes for their infants in comparis%'t ose who choose for either exclusive formula
feeding or mixed feeding prac%%%umerous clinical trials have demonstrated that HIV-
infected mothers who enga%ir% breastfeeding while receiving Atripla antiretroviral therapy
(ARVs) effectively @%e risk of mother-to-child transmission (MTCT) to below 1%
throughout the ana al period?®%. Due to the good results and health benefits associated with
breastfeedin ny governments have implemented revisions to their breastfeeding policies.
Thels10ns aim to promote exclusive breastfeeding (EBF) and gradually phase out the
provision of complimentary infant formula to newborns of both HIV-positive and HIV-

negative mothers'®’.
2.2 Theoretical Framework

2.2.1 Theory of Planned Behavior
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Behavioural change interventions, such as those aimed at reducing sexual risk and promoting
consistent condom use, continue to play a crucial role in HIV prevention initiatives,
particularly in light of the ongoing challenges associated with discovering a cure or vaccine
for the virus 2°%2%, As an integral component of the HIV/AIDS preventive approach, the
preventive of Mother-to-Child HIV Transmission (PMTCT) program endeavours to mitigate
the vertical transmission of HIV, namely from mothers to their offspring. The rec.orr(%ended
interventions for the prevention of mother-to-child transmission (PMTCT) enco%;} several
strategies, such as HIV counselling and testing, administration of ; %g@ral (ARV)
prophylaxis, adherence to safe obstetric procedures, and provisio.n ‘0\‘ Lu}selling on safe new
born feeding practices®®. The primary objective of HIV coung&@and testing is to identify
pregnant women who are HIV positive in order to pro’v@%em with appropriate therapies
for the prevention of mother-to-child transmiSsion) (PMTCT). In resource-constrained

contexts, HIV testing was exclusively provi q@%ugh an opt-in strategy until the year 2004.
In this particular methodology, the i%ai& of testing is attributed to the client and is
presumed to be of a voluntary %@%evertheless, the acceptability and rate of HIV testing
remained below ideal level dl}? to several social and institutional constraints?*®207. As a
result of this occurr c%& orld Health Organization (WHO) advocated for a change in
the approach of N{iggestingzog. Following that, the practice of conducting routine opt-out
HIV testing een established as the prevailing standard of healthcare for pregnant women.
Afte@%roduction of the routine opt-out strategy, a notable enhancement in acceptability
has been documented, with testing rates varying from 55% to 100%7206299-210.211 However,
there exists data suggesting that the integrity of pre-test counselling and the option to decline
participation may be affected. Research conducted in Kenya and Uganda revealed that the

communication of information on the option to opt-out during group pre-test counselling

sessions was found to be inadequate 2!>2!, Numerous scholars contend that pregnant women
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residing in resource-constrained environments exhibit lower levels of empowerment, hence
diminishing their capacity to reject the influence exerted by healthcare providers in antenatal
care settings®!3214215 Certain women may undergo testing even if they first express an
intention not to do so, as they perceive testing as a prerequisite for receiving subsequent
medical attention?!4?!®, Numerous studies pertaining to routine opt-out testing generally
center on the inherent conflict between enhancing testing rates and the potential iI}fringement
against ethical precepts?!2213:215217.218219 "However, there is a limited body of res%i;@\that has
examined this matter from a cognitive-behavioral perspective. Jessor .7}?{@?@ that the
determinants of behavior, particularly those linked to HIV, can .be egQrized according on
their conceptual proximity to the immediate experience of the @c behavior??°, Cognitive
processes, which serve as proximal determinants, plaﬁ@gniﬁcant role in mediating the
effects of distal influencing elements suc‘@'gcultural and socio-demographic
characteristics??!. Based on this premise, ;{&%‘[er one's understanding of the cognitive
determinants that impact a specific bel@o the more facilitative it becomes to modify said
behaviour. The concept under @ tion pertains to a theoretical framework that focuses

'\
behavior. The theo @ppears to serve as a practical instrument for examining HIV

on the cognitive factors thaj%e in close proximity to and have a direct influence on human
testing behavior *ﬁ{iantenatal settings and for identifying factors that hinder or promote
behavioral ¢ e. The Theory of Planned Behavior (TPB) posits that perceived behavioral
con@?@ is equally important as attitude and subjective norm in predicting behavioral
intention. This suggests that these three predictors indirectly influence later behavior by
influencing behavioral intention. The key proximal predictor of behavior is intention. Based
on the Theory of Planned Behavior (TPB), behavioral intention is determined by attitude,

which is a positive or negative assessment of the specific behavior, and subjective norm. The

concept of subjective norm pertains to the individual's perception of the social pressure
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exerted on them to engage in a particular behavior. Perceived behavioral control pertains to
the level of ease or difficulty that is associated with the execution of a particular behavior.
The constructs of attitudes, subjective norms, and perceived behavioral control are supported
by the underlying factors of behavioral beliefs, normative beliefs, and control beliefs,
correspondingly. Numerous studies have substantiated the efficacy of the Theory of Planned
Behavior (TPB) in accurately forecasting individuals' intentions and subsequ.ent actions
pertaining to various health-related behaviors???2. Armitage and Conner (2001)(6&;}ucted a
meta-analysis wherein they found that attitude, subjective norms, and e.QSQ behavioral
control (PBC) collectively explained 39% of the variance in inte.ntio CEOSS A sample of 154
applications. Additionally, intention and PBC accounted for 2@1@ variance in behaviors
across a subset of 63 applications®?’. However, certé@search have indicated that the
Theory of Planned Behavior (TPB) exhibits a r&%'?y low level of explanatory power,
ranging from 13% to 7%?2?*2??4. Previousl ’t@B has been used in sub Saharan African
settings to predict HIV preventive bg¢haviours mostly in small scaled studies of cross-
sectional design?23226227:228.229 Nevértheless, there is still a need to establish the extent of the

'\
when utilizing obje 'V%’Q’easured behaviors in prospective research. Numerous empirical

connection between intentic%nd ehavior in the context of routine HIV testing, specifically
studies have deQ nstrated that factors beyond the Theory of Planned Behavior (TPB)
framework‘%ccount for a significant percentage of the variability in describing both
inte@and behaviour 203230, After accounting for the factors in the Theory of Planned
Behavior (TPB), it was shown that past behavior and descriptive norms continued to have
significant effects on both intention and behavior??%229-230231 The term "descriptive norm" in
this context pertains to the perceptions held by women regarding the behaviors of other

prenatal attendees, such as friends, sisters, and neighbours, in relation to HIV testing. This

study aimed to investigate the factors influencing intended and actual HIV testing among a
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cohort of pregnant women who were accessing antenatal care services, both public and
private, for the first time in their current pregnancy. The expanded version of the Theory of
Planned Behavior (TPB) was utilized to provide a comprehensive understanding of these

factors.
2.3 Review of Empirical Studies

2.3.1  Studies on the Knowledge and Attitude of HIV-Positive Pregna@bmen

towards PMTCT of HIV ° QO

A cross-sectional study was undertaken in Mecha district during the @ng of July 1-30, 2016,
involving a total of 853 women of reproductive age. The st %\vas community-based in
nature. The objective of this study was to evaluate th %ectiveness of interventions in
preventing the transmission of HIV from motk% their children among women of
reproductive age in Mecha district, locate)és the northwestern region of Ethiopia.
Additionally, the study attempted to& ify and analyze the factors related with this
prevention strategy. Data were ac using a multistage sample strategy, including a pre-
tested questionnaire. The x%gmployed bivariate and multivariable logistic regression

models. Approxima elé%4

understanding regqJ the prevention of mother-to-child transmission (PMTCT) of HIV.

o of the participants exhibited a satisfactory level of

The resultﬁ'ﬂ%@ study indicate that there are several factors that are significantly associated
wit@dge on Prevention of Mother-to-Child Transmission (PMTCT) of HIV. These
factors include urban residence (Adjusted Odds Ratio [AOR] = 2.486, 95% Confidence
Interval [CI] 1.160-5.328), education level of secondary and above (AOR = 5.445, 95% CI
2.698-10.986), history of antenatal care follow-up (AOR = 4.430, 95% CI 1.471-13.340),
history of institutional delivery (AOR = 4.766, 95% CI 2.004—-11.334), comprehensive

knowledge on HIV/AIDS (AOR = 1.697, 95% CI 1.011-2.846), knowledge about mother-to-
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child transmission of HIV (AOR = 2.203, 95% CI 1.37-3.54), and discussions with husbands

regarding HIV/AIDS (AOR = 2.700, 95% CI 1.658-4.396) 2*2,

A study was conducted at the Federal Medical Centre in Katsina State to investigate the
knowledge and attitudes of pregnant mothers towards prevention measures for mother-to-
child transmission of HIV/AIDS. The study aimed to test three hypotheses and generate
important recommendations based on the findings. The present study employe{ﬁgrious

N

methodologies to investigate the research question. The study employed a “sectional

W

research design. The target population was selected using a process @p ing from the
entire population, resulting in a final sample size of 67 participi@l'ﬁ this study, a self-

A

constructed questionnaire on a four-point Likert scale wa%‘@oyed to gather data. All
collected data were subjected to statistical analysis s@ Chi-square test and correlation
coefficient. Additionally, all hypotheses were eva éat a significance level of 0.05%33,

A research investigation was carried out i@nia, South Africa, and Malawi, focusing on
the provision of group post-testing ¢ ing for HIV-negative women. This approach raised
concerns regarding the potenmadvertent disclosure of HIV status. In over 90% of
healthcare facilities, anti@rgl therapy (ART) was provided to patients on the same day
and in the same lo tioQ as their HIV diagnosis. Concerns expressed by women regarding
postpartum,re @ encompassed factors such as unfamiliar healthcare personnel, inadequate
level @Vacy, and lengthy waiting times. The adoption and execution of policies for the
integration of HIV and maternal health services exhibited variability across different contexts.
The manner in which patients perceive and encounter these policies has the potential to
impact their decision to engage in and maintain their involvement in healthcare services?*.
2.3.2 Studies on the Acceptance of the Intervention of PMTCT of HIV

Qualitative sub-research was conducted in order to investigate the obstacles to adherence and

the impact of FIs on enhancing viral suppression (VS) among participants of the HIV
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Prevention Trials Network (HPTN) 065 study. These participants were classified into
adherence stages related to SOC, based on the changes observed in their viral load tests from
the first assessment to the follow-up. Out of a total of 73 individuals, the majority were found
to be in the Maintenance stage (n = 31), which is characterized by the attainment of viral
suppression (VS) throughout the duration of the HPTN 065 study. Additionally, a significant
number of people were identified to be in the Action stage (n = 29), which is d.escribed as
transitioning from a state of virally unsuppressed to suppressed in 50% oré;} of the
conducted tests. A total of 13 individuals had low adherence, as they r. 38@0 attain the
desired variable success in fewer than 50% of the administered.tesLKTb@ second group had
significant obstacles in terms of social and structural adhereng&@é individuals involved in
the Action stage implemented constructive modiﬁcatioﬁs\&heir adherence routines in order
to attain the desired outcome of variable success. Tadividuals in the Maintenance department
exhibited a lower level of motivation towat ncial incentives, as their commitment to
their tasks was already established. Ig‘éndings of this sub-study indicate that the
effectiveness of FI may differ ep@g on the stage of change continuum, with the most
significant effects observed m%ng individuals who are starting antiretroviral treatment or
who do not have Q’d adherence habits. FIs might not be adequate in addressing

significant societﬁ%r structural obstacles, and they may not be essential for individuals who

are inherent icated to maintaining adherence??>,

A r@?investigation was undertaken at five healthcare facilities located inside the
Lilongwe area of Malawi. In the period from July to August 2018, a total of 24 women
presenting with postnatal depression (PND) were selected for in-depth interviews. The
sample size each location consisted of the first 4-5 women. The classification of Postnatal
Depression (PND) was determined by a threshold score of 10 or higher on the Edinburgh

Postnatal Depression Scale (EPDS). Ten further in-depth interviews were done with
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providers specializing in HIV and mental health at the five clinics. The majority of
participants expressed support for the practicality of incorporating integrated prenatal and
postnatal depression (PND) screening, as they held the belief that PND carried the possibility
of substantial morbidity. Within the group of healthcare professionals, several obstacles to
conducting screenings were discovered. These obstacles included unfavorable attitudes
among staff members towards taking on extra responsibilities, insufficient stafﬁng.levels, and
time limitations. Proposed strategies for addressing obstacles encompassed the@sion of
comprehensive health worker training, effective supervision mechani s. 33@‘6 use of a
concise screening tool. The preference for patient-centered cou lltglg procedures over
medicine was observed among people living with HIV (WLH&%XS the preferred treatment
option, while healthcare providers acknowledged thé @ted function of medication in
addressing severe depression. The identification @%as the most appropriate healthcare
professionals for delivering task-shifted i fe@ ions was underscored by providers, who
also highlighted the necessity of additi g‘l%lining to enable the successful implementation
of task shifting?*®. \)%Cb,

A more research investigatién\The HIV testing rates during pregnancy in Sudan are said to be
low. The scalabilit@t e of PMTCT services are constrained by various issues within
the healthcare_s , one of which is the motivation of healthcare providers. This research

>

paper ou@

intervention plan within a health facility setting. The aim of the intervention was to enhance

he process of developing, implementing, and evaluating a health promotion

the utilization of Prevention of Mother-to-Child Transmission (PMTCT) services. The
Intervention Mapping approach was employed in this study. The intervention plan
incorporated determinants at both the individual and environmental levels, as previously
established. Several factors influenced women's intention to undergo HIV testing during

pregnancy. These factors encompassed the amount of knowledge on mother-to-child
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transmission (MTCT) of HIV, the healthcare provider responsible for administering the HIV
test, the emotional distress associated with contemplating HIV/AIDS, the lack of
confidentiality surrounding test findings, and the individual's self-efficacy. This study offers
valuable insights on the strategies involved in the development, implementation, and
evaluation of a facility-based health promotion intervention. The utilization of a pre-
assessment played a crucial role in informing and guiding the developm.enthc:f the
intervention, ensuring its relevance and adherence to evidence-based pé;:\&s. The

utilization of the Intervention Mapping approach allowed the syst;@xé@ign of the

intervention and provided guidance for its implementation?’. 6.\

A research investigation was undertaken, involving a sa%&of twenty-three pregnant

women diagnosed with HIV (WWH), ranging in g@% 18 to 45 years and currently
undergoing antiretroviral therapy (ART). These p Qants were randomly assigned to either
a psychosocial intervention targeting depés-)%‘}‘a d adherence or a control group receiving
standard treatment (TAU). The prim@ ectives of this study were to assess the feasibility
and acceptability of the interv@as well as to examine its initial impact on depressive
symptoms and adherenc “ART. Assessments were administered prior to therapy,
immediately follo ing&ment, and three months after treatment, encompassing a
qualitative exit @fview. A majority of eligible persons, specifically 67.6%, successfully
registere%n e program. Additionally, a significant proportion, 71%, completed at least
75% ofythe sessions. In comparison to the treatment as usual (TAU) group, the participants
who received the intervention demonstrated substantially higher enhancements in their
depressive symptoms both immediately after the therapy (f = -11.1, t(24) = -3.1, p < 0.005,
95% CI[-18.41, -3.83]) and at the 3-month follow-up (B =-13.8, t(24) =-3.3, p < 0.005, 95%

CI [-22.50, -5.17]). There were no statistically significant variations observed in adherence to

antiretroviral therapy (ART), levels of social support, or experiences of stigma. The
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intervention yielded significant gains in terms of social support, self-esteem, and problem-
solving adherence hurdles, as observed through qualitative analysis. Participants expressed a

desire for further sessions to further enhance these outcomes?3®.
2.3.4 Studies on the Effectiveness of Interventions of PMTCT of HIV

The study conducted in Dar es Salaam, Tanzania involved the random assignment of twenty-
three health facilities to a peer-mother intervention group, while twenty-four hea@'ﬂities
were assigned to a control group. Ninety-two women with HIV who ha r,@a%perience in
antiretroviral therapy (ART) were selected and provided training to se% peer educators.
Their role was to offer education, support for adherence to .@@ .:, and psychosocial
assistance to women who were enrolling in prevent_io&@other-to-child transmission
(PMTCT) care at the designated intervention facili T\fhe study encompassed pregnant
women who were registered in Preventio.n\ Mother-to-Child Transmission (PMTCT)
programs across 47 healthcare faciliti S,Qgp ing from January 1, 2018, to December 31,
2019. These women were thereafte@q%red until July 31, 2021. The main objective of this
study was to assess the timeNok for individuals to discontinue antiretroviral therapy
(ART), specifically thos@gid not attend their regular appointments for more than 90
days, excluding tra Qs Additionally, the study aimed to determine if there were any
variations 4 Q)ne-year retention rates for prevention of mother-to-child transmission
(PMTET)and ART care between the institutions that received the intervention and those in
the control group. The secondary outcomes assessed in this study included the achievement
of maternal viral suppression, defined as having less than 400 viral copies per milliliter, and
the occurrence of mother-to-child HIV transmission (MTCT) within a period of at least 12
months after childbirth. The analyses employed Kaplan Meier and Cox regression to examine
ART retention and attrition, generalized estimating equations to assess viral suppression, and
random effects logistic regression to investigate MTCT. The results were reported in terms of
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rates, proportions, and 95% confidence intervals (CI). A total of 1957 women were included
in the peer-mother group, whereas 1384 women were enrolled in the control facilities for
routine prevention of mother-to-child transmission (PMTCT) care between 2018 and 2019.
These women were followed for a median duration of 23 months, with an interquartile range
(IQR) of 10 to 31 months. The median age of women in both groups was found to be 30 years,
with an interquartile range (IQR) of 25 to 35 years. However, there were small .differences
seen between the two groups in terms of the proportions of women in the thir@(ester of
pregnancy (14% vs 19%), those with advanced HIV (22% versus 27% : q@: who were
ART naive (55% versus 47%). The attrition rate per 1000 perso.n\ th§ was notably lower
in peer-mother facilities compared to other facilities, with a @'onﬁdence interval of 14
(13, 16) versus 18 (16, 19). Additionally, the one-year A ﬁ%ggntion was significantly higher
in peer-mother facilities, with a 95% confidence 1@%‘ 78% (76, 80) versus 74% (71, 76),
as observed in unadjusted analyses. Howey T@ adjusting for other factors, the effect size
.

was not statistically significant [adjuste& d ratio of attrition (95%CI) = 0.85 (0.67, 1.08)].

The rates of viral suppression %/@ﬁdence interval) were comparable in the two groups,
with 92% (91, 93) in one group %nd 91% (90, 92) in the other. However, among women who
were ART naive, @% viral suppression was considerably higher in peer-mother
facilities at 91%&% ) compared to control facilities at 88% (86, 90). The mother-to-child
transmissionntate (MTCT) with a 95% confidence interval (CI) was comparable across the
twos, with rates of 2.2% (1.4, 3.4) and 1.5% (0.7, 2.8) respectively. In summary, our
findings indicate that the incorporation of peer-mother services into standard prevention of
mother-to-child transmission (PMTCT) care resulted in enhanced adherence to antiretroviral
therapy (ART) across all women and better viral suppression among ART-naive women.
However, it did not demonstrate a meaningful impact on the prevention of mother-to-child

transmission of HIV (MTCT)?¥.
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2.4 Conceptual Framework of PTMCT

Service provider
experiences/perceptions of
interaction with PMTCT
programme and its service
users

Utilization of

PMTCT lifelong

treatment

s

%

1) Adherence
the long-term ability for service users to
follow the PMTCT programme i.e. the
ability to take medication routinely, not
miss dosages, attend follow-up
appointments

2) Access

the equality and equity of care in the
healthcare facilities in which service users
utilize PMTCT, no matter their nationality

and legal status

R
Availability
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information provision
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Affordability
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Figure 2.4: The Utilisation of PM&) ervices Conceptual Framework
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2.5 Summary of Gap of Literature Reviewed

Source?*?

There is a diverse array of efficacious solutions available for enhancing access, utilization,
and continuity of prevention of mother-to-child transmission (PMTCT) services. It is
imperative for programmes to meticulously assess, give precedence to, and strategize
interventions that are highly suitable for the specific local context and effectively target the
prevailing deficiencies in PMTCT healthcare provisions. The primary mode of HIV
transmission among young children is through mother-to-child transmission, which occurs
when HIV is transmitted from an infected woman to her unborn baby during the stages of

pregnancy, childbirth, or nursing. All pregnant or breastfeeding women who are HIV positive
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are eligible for antiretroviral therapy (ART). Antiretroviral therapy (ART) has demonstrated
significant efficacy in mitigating the risk of HIV transmission to the infant and safeguarding
the maternal well-being throughout the course of pregnancy and postpartum. The monitoring
of antiretroviral therapy (ART) efficacy during pregnancy involves the assessment of viral
load, which refers to the quantification of viral particles present in the bloodstream of an
individual infected with the virus. It is recommended that Antiretroviral Therapy (ART)

initiation coincide with the day of HIV diagnosis for pregnant women.
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This section presents an elaboration on the research methodologies employed in the present
study. The paper examines many techniques and procedures employed in this study,
including the research design, sampling frame, study population, sample size, sampling

procedure, study location, research instrument, and analytical method.
3.1 Research Design

The present study employed a sequential exploratory mixed-methods approach,.'{&(ating

quantitative data obtained through surveys with qualitative data deriveé 'f@cus group

discussions (FGDs), the study specifically focused on health care providers, HIV-positive

. "
pregnant women, mother-infant pair who were seeking care @yo maternity centre,

located in Ibadan, Oyo state.

S
3.2 Study Population QQ

This study covered the health providers @ositive pregnant mothers who registered

and received antennal care (ANC) in @yo maternity center, Ibadan.

Ibadan, situated in the Oyo StaMigeria, serves as both the capital and the most populous
city within the region. @ (?pulation of 3,649,000 as of 2021, this city ranks as the third
most populous iq\' ia, following Lagos and Kano. Moreover, its metropolitan region
accommod%%ost 6 million individuals. In terms of geographical expanse, it holds the
disti f being the most expansive city within the nation. In the year 1960, Ibadan held
the position of being the second most populated city in Africa, following Cairo. Additionally,
it should be noted that this city holds the distinction of being both the largest and most
densely inhabited metropolis in Nigeria. Ibadan, a city situated in the southwestern region of
Nigeria, is positioned approximately 530 miles (330 kilometres) to the southwest of Abuja,

the nation's capital. Furthermore, it is located 128 miles (80 kilometers) inland from Lagos. It

serves as a pivotal junction for transportation linking the country's inland regions with its
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coastal areas. Ibadan has served as the central hub of the former Western Region's
administrative framework since the initial phases of British colonial governance. A number
of the urban area's antiquated fortifications remain intact in the present day. The research was

conducted at Adeoyo Maternity Center, located in Yemetu, Ibadan, Oyo state.
3.3 Sample and Sampling Techniques

The qualitative data study employed purposeful sampling to choose individuals @ssess
a specific set of characteristics, namely their expertise in delivering Preve 'o%’\/lother-to-

Child Transmission (PMTCT) of HIV services. Quantitative data pertaining to survey reports

[ ) ﬂ
of HIV positive pregnant women was gathered by the utilization @m simple sampling.

The qualitative study collected information by conducti@s group discussions (FGDs)
with key healthcare professionals, including physi%%rses, nursing assistants, midwives,
and psychosocial chaperones. These professia\%ﬁk)were involved in the implementation of
HIV-related prevention of mother-toéch'g) transmission (PMTCT) strategies or were
responsible for the care of HIV-inﬁ@% pregnant and breastfeeding women in the selected

study. The participants' con&&necessary in order to partake in the study.

o
The participants fo@@%ntitative cross-sectional survey were recruited from a pool of
HIV-infected, br eeding women who were frequently monitored in the chosen healthcare
institutions‘.% decision to select these women was primarily influenced by their reported
exte@%gagement with PMTCT services, suggesting a presumed high level of familiarity
with PMTCT interventions. The participants' consent was necessary in order to partake in the
study. Based on the 2014 Demographic and Health Survey, which reported a regional HIV
prevalence of 24.5% among pregnant women, a minimum sample size of 300 women will be

determined.

n=Za’pq (Leslie-Kish formula)
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dZ

(where z2=1.96% p=0.065, q= 1-p, d>=0.05?)

n=1.96%x 0.245 x 0.785

0.052

n=3.8416x 0.245 x 0.785 =300

0.0025 ‘Z}i\

0

A total of 300 questionnaires will be distributed for the survey study s N

. ‘ﬁ'\
3.4 Eligibility Criteria CS\
&

Inclusion Criteria

Pregnant women, and nursing mothers with P@e included to this study. Moreover,

healthcare providers attending to HIV mo@r also be included in this study.

Exclusion Criteria (b,%'

0\

3.5 Description 0@% Instrument

Pregnant women, and nursir@érs with negative HIV status were excluded in this study.

The data w‘@ered through the utilization of modified and self-designed questionnaires.
The s instrument consisted of both closed-ended and open-ended questions. The
qualﬁnalysis of the Focus Group Discussion (FGDs) involving mother-infant pairs
seeking care at Adeoyo maternity center in Ibadan, Oyo state, utilized an interview guide.
The validation of the research instrument has been conducted. The study employed the

following instruments:
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1. Socio-Demography data questionnaire among mother-infant pair seeking care at Adeoyo
Maternity center, Ibadan, Oyo sate.

2. Knowledge of the Interventions to prevent mother to child transmission of HIV in
Adeoyo maternity center, Ibadan, Oyo state.

3. Acceptance of the Intervention to prevent mother to child transmission of HIV in Adeoyo
maternity center, Ibadan, Oyo state

4. Effectiveness of the Intervention to prevent mother to child transmissioqh%\HIV in

Adeoyo maternity center, Ibadan, Oyo state. ,%\QO
%w

3.6 Method of Data Collection °

The process of data collecting was carried out by Qagéying a standardized survey
questionnaire. The questionnaire included in this s 'Q\was derived from comprehensive
national guidelines that integrate recommenda&ﬁ%for HIV prevention, treatment, and care'.
The user's text is already academic. Pni rQy}mmencing data collection, the Chief Medical
Officer of each Adeoyo matemitéi@tre was provided with an introductory letter and
obtained ethical permission., TheYdata collection period was from June to August 2023.
Following the approval@ l?ent was provided with an explanation of the study strategy
and the procedurgii oyed to ensure privacy maintenance. The purpose of implementing
this meas@o enhance the efficacy and confidentiality of the data collection process.
The 4ndh als included in the study were those who provided voluntary agreement to

participate. The surveys were translated into Yoruba, the language understood by the

participants, by the Research Assistants in order to facilitate effective communication.

3.7 Method of Data Analysis

Thematic analysis was used for qualitative methods.
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The quantitative data was analyzed and processed using SPSS version 21. The analysis will
incorporate descriptive statistics, namely frequency and percentages, to examine the data.
Additionally, the impact of different interventions on mother-to-child transmission (MTCT)
of HIV will be assessed by the application of the Pearson chi-square test to establish

statistical significance.

3.8 Ethical Approval . @
The study received ethical permission from the University ResearcEgE[@bCommittee
HRIE

(HREC) of Lead City University, Ibadan, Oyo State (NHREC/OYOS C/10/11/22), as
well as from the Ibadan, Oyo State Ministry of Health Departré%;‘\éf .Ianning Research &
Statistics Division (NHREC/OYOSHRIEC/10/11/22), m&earchers acquired official
authorization from the hospitals that were invo&éﬂi@tﬁis study. A written information
statement was distributed to all participants pr@ gaining their informed verbal consent. In
order to obtain informed verbal permi ion_rkl participants, the information statement was
orally presented in the local langu@ﬁgruba. The research included a sample of women
who possessed formal educ%bp} as well as women who lacked formal education.
Consequently, obtainin@@gd verbal agreement was deemed more suitable and received
approval from bo‘th\‘gnjlal committees. Furthermore, the study was conducted in the form of
a survey, %@ research posing minimal danger to participants. The participants were
provi @th the option to inquire about any concerns or seek clarification before the
commencement of the interview. The process of obtaining consent was conducted in a
designated private space by trained individuals responsible for collecting data, following the
completion of the respondents' regular clinical care appointment. The participants were
provided with information regarding the voluntary nature of their involvement and were

explicitly advised of their right to decline participation or withdraw their consent at any point

during the study. It was explicitly stated that engagement in this research endeavour did not
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have any influence on the provision of medical treatment to the participants. The participants
were moreover notified that the survey encompassed inquiries that could potentially elicit
feelings of embarrassment or intrusiveness, as well as concerns around their reproductive
health matters. Additionally, the participants were provided with the information that they
had the autonomy to decline answering any question that they found uncomfortable, and they
had the option to withdraw from the study at any point or opt out of responding toa specific
topic. Female nurses were equipped to offer psychiatric assistance in the event %&t\became
necessary. During the process of data collecting, the anonymised data : @sﬁy stored on

password-protected laptops. The data were securely stored on com rs\that were protected

asSwords. \
by p d o Q}&%

Endnotes
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1. Federal Ministry of Health, “Federal Government of Nigeria. National Guidelines on
Prevention of Mother to Child Transmission (PMTCT) of HIV in Nigeria”, 2017.
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Results and Discussion of Findings

The use of both qualitative and quantitative research methods yielded volume and insight to

the subject matter investigated.

This chapter presents the data and outcomes derived from the investigation. This study aims
to conduct an analysis to evaluate the effectiveness of interventions implemented at Adeoyo

Maternity Centre in preventing mother-to-child transmission of HIV. ;&

The chapter consists of four sections. The initial portion included a descri .V%@lysis of the
socio-demographic characteristics of the respondents. The subse nt.\ section provided a
descriptive analysis of the participants' understanding and ‘iﬁy with interventions
aimed at preventing the transmission of HIV from mothe&kqeﬁild. Following that, the third
section presented the level of acceptance towavﬂ@% interventions. Lastly, the fourth

section examined the effectiveness of the inter@gns.

4.1 Demographic Data Analysis '6'

4.1.1 Descriptive Analysis of Q#dents’ Socio-demographic Characteristics.

This section provides @Riew of the demographic and personal attributes of the
participants includedwin’ the research. Based on the data provided in Table 4.1, it can be
observed t@verage age of the respondents is 31.04 years, with a standard deviation of
2.96 ermore, it is noteworthy that a majority of the respondents, specifically 56.3%,
fall within the age range of 30-34 years. The analysis of religious affiliation indicates that
61.7% of individuals adhere to the Islamic faith, whilst 38.3% adhere to Christianity. The
analysis of ethnicity distribution indicates that the majority, specifically 71.3%, of the
population identifies as Yoruba. Additionally, 6% of the population identifies as Igbo, 14.7%
identifies as Hausa, and the remaining 8.0% belongs to various other ethnic groups. A

significant majority of 86.0% of individuals adhere to the monogamous system of marriage,
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whilst the remaining 14.0% engage in the practice of polygamy. The data pertaining to the
educational system indicates that a significant proportion, specifically 82.7% of the
respondents, possessed a tertiary degree of education. Among the many occupational
categories, traders constitute 45.7% of the population, whereas teachers make up 18.3%.
Additionally, other professions like as lawyers, accountants, and healthcare workers are also
represented. Approximately 35.3% of individuals possess a family size consistipg of three
children, while approximately 29.3% have a family size of four children. é&@\ﬁonally,
approximately 26.3% of individuals have a family size of two childre .ﬁS@ remaining

portion of the population having either one kid or no children. N

Table 4.1: Socio-Demographic Characteristics
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Individual Characteristics Frequency (n=300) Percent
Age (years) 31.04+2.966
25-29 90 30.0
30-34 169 56.3

35 & above 41 13.7
Religion . %
Christianity 115 38.3 Q
Islam 185 ,@Q«%
Marriage . \%.\
Monogamy 258 @,&%\ 86.0
Polygamy 42 ‘ ,$ 14.0
Ethnicity QQ
Yoruba 1@ 71.3
Igbo héfé 6.0
Hausa QY 44 14.7
Others (Edo, Ibibio, Tiy; ,\V 24 8.0
Nupe, Fulani) C)QQ

Educational st%&

Primary 8 2.7
Secé@'Q 44 14.7
Tertiary 248 82.7
Occupation
Accountant 10 33
Auditor 12 4.0
Banker 8 2.7
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Dentist 12 4.0

Engineer 22 7.3

Health worker 36 12.0
Lawyer 8 2.7

Teacher 55 18.3
Trader 137 45.7
No of children

0 15 @QO

1 12 . N 4.0
2 79 ,&%‘\\‘ 26.3
3 106 ‘ ,$© 353

4 88 Q 293
Employment status : :@

Fulltime 4 91.3

Part-time Q)%’ 26 8.7

Age at testing for the baby

.’
< 6 weeks Q)QQ 200 62
6 weeks to 6 mon\% 80 28
6- 18 month 20 10

N . .
**V@ in parenthesis are in percentages**

Source: Field Result, 2023

4.2 Presentation of Data
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Research Question One: What are the knowledge and awareness of HIV-positive pregnant
women and HIV-positive mothers regarding the interventions to Prevent Mother to Child

Transmission of HIV?

This section provides an analysis of the participants’ knowledge and awareness on
interventions aimed at preventing the transfer of HIV from mother to child. Based on the data
shown in Table 4.2, it can be observed that all respondents possess knowledge regar their
HIV status, as well as the transmission risk of HIV from an infected woma Q‘h%r unborn
child. The data reveals that all respondents possess knowledge on the’@ission of HIV,
namely during pregnancy, labor/delivery, and nursing. All particip‘i@yf\the study expressed
the belief that there were strategies to mitigate the transmissi%gch—HV from mother to child.
A significant majority, approximately 85.3%, rep r@taining their information from
hospitals, while a smaller proportion relied on fri Qd family members as their sources of
information. A majority of the respor{e:r'ljg&s ecifically 75.0%, concur that exclusive
breastfeeding is the optimal choice t@sventing the transmission of HIV from mother to
child. Conversely, the remain@% of respondents hold the belief that infant formula

represents the superior fegdingoption in this regard. The statement that mother-to-child

transmission of Hl@i ble received unanimous affirmation from all respondents.

>

QQ

Table 4.2 Knowledge and Awareness of Interventions to Prevent Mother to Child

Transmission of HIV
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Statements Yes No
Are you aware of your 300(100.0) 0(0)
status
Are you aware /do you 280 (92.0) 20 (8.0)
know a mother with HIV

can infect her unborn with

HIV

Are you aware that/do you 300 (100.0)
know that mother-to-child

transmission can take place

during the following:

1. Pregnancy 295 (98.0) @ 5(2.0)

ii. Labour/delivery 100 @;@

iil. Breastfeeding

Do you know there are @% (95.0)
N
Q¥

child from being in f@

ways to prevent unborn

with HIV?

Do you knowrthe initiation 100 (33.0)
time‘@lgeantiretroviral

prophylaxis for HIV

positive women in

pregnancy

Did you practice exclusive 165 (56.5)

breastfeeding for 6 months

200 (70.0)
250 (85.0)

10 (5.0)

200 (67.0)

135 (43.5)
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Do you know the mother- 250 (80.0) 50 (20.0)
to-child to child
transmission is

preventable?

**Values in parenthesis are in percentages**

Source: Field Result, 2023 . ®

Research Question Two: What extent are the interventions to Prevegf @r to Child

Transmission of HIV acceptable to HIV-positive pregnant women and HIVspositive mothers?

. \ |
This section provides an overview of the participants' feedb@garding their knowledge
and acceptance of interventions aimed at preventing the%&n&g? of HIV from mother to child.
Based on the data provided in Table 4.3, it can be@d that all respondents, constituting

100% of the sample, have undergone H:V@?g. All of the respondents in the study

confirmed that their partners possess%' edge of their HIV status. A majority of the
participants, specifically 87%, @% that they are now utilizing prescribed drugs for the
treatment of HIV. The ﬁndi%sjn icate that a significant proportion (85%) of the participants

actively engaged in Q;@

A significant prop%tl

utine prenatal care appointments throughout their pregnancy.
, specifically 67% of the participants, engage in educational sessions
focused on‘%tervention strategies aimed at preventing the transfer of HIV from mother to
chil@%ﬁﬁcaﬂt majority of the participants, specifically 88%, expressed agreement with
the practice of having their CD4 count assessed. Approximately 60% of the participants
indicated their willingness to give birth in a healthcare facility during the course of their
pregnancy. A significant proportion of the participants, approximately 56.3%, expressed their
opposition to adopting replacement feeding for their infants during the initial six months.

Similarly, 50.3% of the respondents indicated that they would refrain from engaging in mixed
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feeding practices within the same time frame. All participants agreed to engage in postnatal

follow-up of their infants at the hospital.

Table 4.3 Acceptance of Interventions to Prevent Mother to Child Transmission of HIV

S/N Statements

Yes No

1 Have you had HIV test done in

pregnancy?

2 Is your partner aware of your status?

3 Do you encourage spouse to get tested
for HIV?

4 Do you engage in interventions to

prevent mother to child transmission?

5 Are you on prescribed drugs for HIV?

consultations? Q)(b§'

7 Do you participate in eduéfya&al
. . N
sessions on the 1nte@pn for

N

prevention of transmission from
motn@ld?
8 @J engage in HIV screening and

counselling?

9 Do you have your CD4 count
measured?

10 Will you accept to deliver baby in a

health facility?

6 Do you attend regular antenatal care(_}

99

300 (100.0) 0(0)

300 (100.0)

5
245 (77.0) 55 (23.0)
. @w

N
200 (_67&(2) 100 (33.0)
D

Q’Q

%70 (87.0) 30 (12.0)
260 (85.0) 40 (15.0)
200 (67.0) 100 (33.0)
200 (67.0) 100 (33.0)
269 (88.0) 31 (12.0)
180 (60.0) 120 (40.0)



11 Will you accept Caesarian section as 282 (94.0) 18 (6.0)
mode of delivery?
12 Will you accept replacement feeding 131(43.7) 169 (56.3)

for your child in the first six months of

birth?
13 Will you practice mixed feeding in the 149 (49.7) 151(50.3) .
first 6 months Q’(\
14 Will you accept to take the baby for 250 (80.0) 50 OSO
follow up visit in the hospital %.\
A
**Values in parenthesis are in percentages** ,@‘

Source: Field Result, 2023

Research Question Three: What is the Effectiveness of the Interventions to Prevent Mother

to Child Transmission in Adeoyo Maternity Centre?
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This section presents respondents’ responses on their Information on the effectiveness of
interventions to prevent mother to child transmission of HIV. From the data gathered as
presented in table 4.4 below, 44.7% of respondents have been infected with HIV for 5 years
and above. 83.7% agrees that they have had a life birth after their infection with HIV, while
16.3% have not had any birth of a child since their infection of HIV. 32.2% of the
respondents had given birth to 3 or more children since their infection with HIV, a£1d majority
of the respondents which is 81% affirms that the children were given birth @Adeoyo
maternity centre. 57.7% of the respondents delivered the babies with no . al delivery,
while 29.3% delivered through Caesareans section. 80% of the .re‘s&dents actively engage
in the PMTCT interventions and also engage actively in ﬂ@bunselling, antiretroviral
therapy and use of antiretroviral drugs. 80.3% whi&@%vs the majority of the baby

delivered after HIV infection of the respondents«'@%gative. 88.7% of the respondents

agrees that they had a good experience; @19.3% suggest that government should

encourage and improve on prevention %' mission of HIV from mothers to infant amidst

other. 75.0% of the responc}% rm to the statement “do you practice exclusive

S”
03

Q&
>
S

breastfeeding for six month %
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Table 4.4 Effectiveness of Interventions to Prevent Mother-to-Child Transmission of

HIV
S/N Statements Yes No
1 How long have you been infected 1 2 3 4 Syears
and
above * \Cb,
12 10 8 63 134 Q’&

1
(4.0) (3.3) (27.0)0 (21.0 '}Q)O
. @'\
2 If yes, how many 1 Q’&% 3 and
Q& above

Q}j@ 70 23.3)  98(32.7)

3 What was the method of delivep& Vaginal delivery Caesarian

V% section
‘%" 173 (57.7) 88 (29.3)
4 Do you enga@d ; CT? 260 (80.0) 40 (20.0)

5 Do y‘o@\’k intervention 241 (74.3) 59(25.7)

el@l?
6 Qat was the baby’s HIV status Negative Positive
241 (80.3) 59 (19.7)
7 Do your baby received 280 (90.00) 20 (10.0)

cotrimoxazole for prophylaxis

8 What was your experience like? Good Bad
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288 (88.7) 34 (11.3)
9 Do you practice exclusive 225 (75.0) 75 (25.0)

breastfeeding for 6 months?

*Values in parenthesis are in percentages™*

Source: Field Result, 2023

The table 4.5 below reveals the relationship existing between select% tions
‘knowledge on HIV transmission and the selected demographic ;cl@ristics of

respondents.’

[ ﬂ
A chi-square test was conducted to examine the association b@eligion and the source
of information. The obtained significance value for religio@%g found to be 0.000, indicating

a statistically significant relationship. Given tha@edetermined significance level (P

-ir\\@sd that there is no statistically significant

value) was established at <0.05, it may b
iﬂ and the religious affiliation of the respondents.

relationship between the source of info%l'

The null hypothesis (HO) is thus de@'to be accepted.

A chi-square test was conductedfo examine the association between ethnicity and the source
of information. The@)@egp—value for ethnicity was found to be statistically significant at

0.005. Given,t e predetermined threshold for statistical significance, denoted as the P
eét:,ab

value, was

signi relationship between the source of information and the ethnicity of the

lished at a level of <0.05, it may be inferred that there is no statistically

respondents. The null hypothesis (HO) is thus deemed to be accepted.

A chi-square test was conducted to examine the association between educational status and
the source of information. The obtained p-value for educational status was found to be
statistically significant at 0.0015. Given that the predetermined significance level (P value)

was established at <0.05, it can be inferred that there is no statistically significant relationship
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between the source of information and the educational status of the respondents. The null

hypothesis (HO) is hence deemed to be accepted.

A chi-square test was conducted to examine the association between religion and new born
feeding choices, yielding a p-value of 0.139 for the variable of religion. Given that the
predetermined threshold for statistical significance, denoted as the P value, was established at
a level of <0.05, it may be inferred that there is no statistically significant correlationthetween

the choices of infant feeding and the religious beliefs of the participants. The Qgéypothesis

(HO) is thus deemed to be accepted. ‘%\

A chi-square test was conducted to examine the association bety @Bnicity and newborn
feeding options, yielding a p-value of 0.210 for ethrzic@wen that the predetermined
significance level (P value) was established at <0 5Q$\11ay be inferred that there is no
statistically significant correlation between .thxe\xice of newborn feeding methods and the

ethnic background of the participants. Th@ypothesis (HO) is thus deemed to be accepted.

A chi-square test was conducted t@ﬁ\ine the association between educational status and
baby feeding options, yieldi g'\a p-value of 0.411 for educational status. Given that the
predetermined thresh. l@istical significance, denoted as the P value, was established at
a level of <0.05) i‘iﬂ)

y be inferred that there is an absence of a noteworthy correlation

between tﬁ%\ous choices of new-born feeding and the educational attainment of the

indiarticipating in the study. The null hypothesis (HO) is thus deemed to be accepted.
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Table 4.5 The Association between Knowledge of HIV Transmission, Selected Socio-
demographic Characteristics of Respondents and Effectiveness of ART Prophylaxis on

the Mother and the Infant

Knowledge on HIV Transmission

Source of information

Hospitals Friends Family P-value @l

Members

Religion ‘%}

Christianity 115 0 *%'0 00 115

Islam 141 30 146& 185
Total 256 @ 300
Ethnic ‘ @ X =18.476

Yoruba 18 14 P =0.005 214

Igbo 13\) 0 0 18

Hausa 10 0 44
Others ( Q i24 0 0 24

Total 6\* 256 30 14 300

0
Q)‘b
"

Educatio tus X =12.355

Prlmg 8 0 0 P=0.015 8

Secondary 34 10 0 44

Tertiary 214 20 14 248

Total 256 30 14 300
Infant Feeding Options
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Exclusive Infant formula P-value Total

breastfeeding
only
Religion X =2.186
Christianity 92 23 P=0.139 . AL
Islam 134 51 2'5\1 85
Total 226 74 ,%\QO 300
Ethnic . "

Yoruba 158 56 ,&%)\\‘X =4.522 214
Igbo 12 6 ',$© P=0.210 18

Hausa 34 %‘Q 44
Others 22 C‘;\,‘\ﬂZ 24

Total 226 'él 74 300
Educational Status %(b
Primary ‘%.’V 3 8
Secondary Q)Q% 8 X=1.777 44
Tertiary 6\‘ 185 63 P=0411 248
Total 226 74 300
QQ Maternal ART
Infant HIV Status P-value Total
Negative Positive

ART before 180 0 X =17457 180
pregnant
ART during 80 0 P=0.03 80
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pregnant

ART after delivery 18 2 20
No ART 4 16 20
Total 300 300
Infant ART
Infant HIV Status P-value Total

NS
Negative Positive Q')i\
Infant 278 2 ,%\QO 280

ART/cotrimoxazole =.§1.974

No infant 4 16 é\\‘P =0.04 20
&

ART/cotrimoxazole ¢ Q
D

Total 300 QQ 300
Source: Field Result, 2023 (.j\\.x

>

Q

4.2.1 Multivariate Analysis

o
Table 4.6 presents i@@dy participants who are below 20 years of age and have a
secondary level e% fon or lower. The odds ratio for this group is 1.03 (95% CI=0.81-2.95,
p=4.96) fof%lg knowledge of HIV mother-to-child transmission (MTCT). In comparison,
paﬂi@gaged over 30 years with a higher degree of education have an odds ratio of 1.23
(95% CI=0.251-0.470, p=<0.02) for having knowledge of HIV MTCT. Similarly, individuals
who had prior experience of attending antenatal visits and receiving HIV counselling and
screening exhibited odds ratios of 1.23 (95% CI=0.233-1.002, p=3.06) and 1.34 (95%

CI=0.111-0.456, p=<0.01) respectively, indicating a higher likelihood of possessing
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knowledge regarding HIV counselling and screening compared to those who had not attended

such visits.

Furthermore, it was observed that pregnant women below the age of 20 and with a primary
level education or lower, who were receiving care at Adeoyo maternity centre, exhibited a
decrease in odds of 1.00 (95% CI=0.545-1.943, p=<0.01) and 2.30 (95% CI=0.223-0.934,
p=0.01) respectively, in terms of their knowledge regarding Prevention of Mothe@Child
Transmission (PMTCT). This decrease in odds was in comparison to pregna@wn aged

over 30 years, who had attained a secondary or higher education level. ‘%\

Participants who are below 20 years of age and have a secon %v.gl education or less
exhibit odds of 2.70-8.70 (95% CI) with a p-value of 4..56@Ution to the age at first PCR.
Similarly, individuals in this group show odds of 0 8@ (95% CI) with a p-value of less
than 0.01 compared to those aged over 30 Xe@th a higher level of education. Similarly,
individuals who engaged in exclusive Qef}ffeeding and received HIV counseling and
screening beforehand exhibited odd s of 0.93 (95% CI=0.65-2.56, p=5.67) and 1.45
(95% CI=0.89-3.30, p=0.01), Mctively, indicating a higher likelihood of engaging in
mixed feeding comparedQ )@yg who did not attend such counselling.
C
WV
Q

>
S
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Table 4.6 Multivariable Logistic Regression Analysis to Assess the Association between

Participant Characteristics and Knowledge of Effectiveness of Prevention of HIV

Mother-to-Child Transmission

Variable OR 95% Cl1 P value
Age
20-29 1.00 0.806-2.960 4.96 \
30-34 1.23 0.251-0.470 0.02* Q')&
35 above 3.30 0.162-0.641 ‘%\
Education Format
Primary 1.00 0.563-3.854 Q)&%\ 3.06
Secondary 1.34 0.342.1 0.06
Tertiary 1.23 Q 0.03*
Antenna care (j\\‘
Yes 5.23 (bu 0.233-1.002 0.02*
No 1. 34\)% 0.563-5.432 1.90
HIV Screening and %'\
Cancelling C)QQ

1.34 0.123-1.120 0.43

-

1.00 0.343-2.340 1.00
Knowledge of PMTCT
Yes 2.23 0.223-0.934 0.00*
No 1.00 0.545-1.943 2.34
Age at 1st PCR test
< 6 weeks 1.60 2.70-8.70 3.56
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6 weeks-6 months
6-18 months
Pharmacologic
Intervention
Mother and baby
Mother only
Baby only

None

3.56

2.30

1.10

2.33

1.90

7.67

Infant feeding choices

at 15t PCR test

Baby Formula

1.00

Exclusive breastfeeding  0.93

Mixed feeding

1.45

1.54-8.76

0.68-1.65

0.66-1.70

0.59-7.04

0.79-6.69

5.50-11.50

4.56

0.02*
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4.2.2 Findings from the Qualitative Survey-Focus Group Discussions (FGDs)

The specifically focused on healthcare providers, HIV-positive pregnant women, HIV-
positive mothers and infant pair (service users) who are seeking care at Adeoyo Maternity

Centre.

4.2.2.1 Health Care Providers

4.2.2.1.1 Theme: Prevention Measures for Mother-to-Child Transmission %ﬂ}(’(’b‘
Sub-Theme: Counselling and Education: The commencement . Q@cus Group
Discussion (FGD) sessions entailed engaging in discussions and .soli in% the perspectives of
the participants regarding the methods implemented to mitigq@ risk of Mother-to-Child
Transmission (MTCT) of Human Immunodeficiency ‘){ASQHIV). The participants held
differing opinions on the matter, with a majority of@%are providers expressing the belief
that there exist preventive strategies for tl{\%ther—to—chﬂd transmission of HIV. The
following excerpts are offered from ex &with the participants:
S
Q

We counsel nursin %l)ers on the benefits of PMTCT by testing their status

including t 'r@%and counselling of all pregnant women on MTCT of HIV. F2

Anothe@”tlcipant said, health talk about HIV infection for nursing mothers and

pr@t women are consistent in their ward. Also, the participant indicated that the

Q@of drug during pregnancy, such as, prophylaxis drug treatment for child of HIV
positive mothers are procedures adopted to prevent MTCT in their ward. F4

One of the participants said, counselling and drug adherence are enough to educate

the HIV mothers about MTCT F6
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One respondent said, availability of testing kits and counselling of all pregnant
positive women, service delivery point;, antenatal care, general out patient
department, antiretroviral therapy clinic, labour ward are the measures adopted to

prevent MTCT of HIV F9

4.2.2.1.2 Theme: PMTCT Care for HIV-Positive Pregnant Women for Mother\(b

Sub-Theme: Availability of Antiretroviral Therapy. The healthcare E@%ﬁ delineates

various packages of care for the prevention of mother-to-child transmission (PMTCT) of HIV.
They elucidate the implementation of these care packages, en AQl?lg that their center
ensures primary prevention of HIV infection in women 9f @Octive age and their partners,
prevention of unintended pregnancy among H Xve women, prevention of HIV
transmission from HIV-positive mothers to ﬁ%ll‘ infants, and provision of appropriate
treatment, care, and support to HIV-positi@herS, their infants, and families. The PMTCT
procedures encompass the availabili antiretroviral therapy for all HIV-positive women,
prophylaxis for their infants, health/education, and follow-up of the child until 18 months of
age. Some of the speci@r?ponents of the care package provided by the healthcare

provider are outlined\beJow:

Oﬁ%lge healthcare provider participants said that the PMTCT package of care
@ilable for HIV in their ward are divided into two classes; the package services
for mothers and package services for HIV exposed infant. She said the package
services for mothers include; ART for all HIV positive women, TB screening,
prophylaxis, infant feeding counselling and support, collection of viral load result
(32-36) weeks Gestational age, sexual and reproductive health and family planning,

cervical care screening, psychosocial support, pre-exposure prophylaxis. The
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package services for HIV exposed infant include; ARV prophylaxis, routine
immunization and growth monitoring and support, Early Infant Diagnosis, TB
screening, AZT+3TC+NVP for 0-36 months, AZT+3TC+EFV for 3-10 years,
Nutritional care and support, prevention and treatment of malaria, ART for HIV
infected infant Fl

QP
)

The participant said, proper monitoring of mother and child an @FO elivery till
0

18 months, psychosocial support, Antiretroviral prophylaxis forsboth mothers and

[ ) ”
child, partner counselling and testing were special pagg@vailable for PMTCT

care in the ward F4 . QQ'&
D

¥
Another healthcare provider has . ‘ﬁan update regarding the package of care
for the prevention of mother%ghild transmission (PMTCT) of HIV. The update
emphasizes that the mt%) use of HIV antibody testing should be for screening
infants and childrea%ekgw 18 months of age. This is particularly important in cases

where the Qz‘)@%s not undergone HIV testing or is unwilling to be tested, as it

help;;j a’%@nine the exposure status of the child. Continual provision of counseling

and support for newborn feeding. The topic of discussion pertains to the screening

Qnd management of tuberculosis. The topic of discussion pertains to the prevention
and treatment of malaria. The provision of nutritional treatment and support. The
provision of psychological care and support. The provision of antiretroviral therapy
to all children infected with HIV. The provision of symptom management and
palliative care, if deemed necessary, is an essential aspect of patient care.

F7
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4.2.2.1.3 Theme: Attendance Rate of HIV-Positive Pregnant Women

Sub-Theme: High turnout for routine services. The healthcare provider provides an update

on the participation of HIV-positive expectant mothers in Prevention of Mother-to-Child

Transmission (PMTCT) programs. It is noted that a significant proportion of @positive

mothers consistently attend clinics for regular check-ups, as well as t é&g prescribed

medications and other related resources. The responses providedﬁb}‘\ e individual are

One of the participants said HIV pregnant posf&h@tot}zer are really showing up F2

displayed below:

Another healthcare provider participan%ai at majority of them showed up except

those pregnant women that are u% of being HIV positive  F5
4.2.2.1.4 Theme: Duration of P Services

Sub-Theme: Continuity of Seryice. The majority of healthcare providers have claimed that

'\
there is no specifi @% for Prevention of Mother-to-Child Transmission (PMTCT)

services. They e&&r}ce the quality of their talk by offering a concise overview of the services'

routing. The'sesponses provided by the individual are presented below:

Qne of the participants stated that there is no specific duration for the services. She

said the service is continuation F5

Another participant gave clear view that the PMTCT service start from antenatal

care visit to the time of delivery and child follow-up after 18 months Fl
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Another healthcare professional expressed a divergent viewpoint, asserting that the
provision of Prevention of Mother-to-Child Transmission (PMTCT) services
commences at the moment of conception and continues until the time of delivery.
Additionally, she asserted that a period of 6 months postpartum and 18 months of

child follow-up is sufficient for the prevention of mother-to-child tranSmission

S

(PMTCT). F2 .
%

4.2.2.1.5 Theme: PMTCT Effectiveness

[ ) ”
Sub-Theme: Positive Outcomes. A significant proportion of @ndems expressed the

viewpoint that methods aimed at preventing mother-to-clu@*ansmission (MTCT) of HIV,

including those related to prevention of mother@ transmission (PMTCT), are very

efficacious. However, another participant e ‘é%sed the view that there is a need for

improvement in the Prevention of Moth& hild Transmission (PMTCT) packages in order

to enhance their effectiveness. This@cause, despite the implementation of these packages,

there are still instances whe&a\bﬁg are born HIV +.

.\
One the h@%mvider said that she believes that the programme is effective

due to ositive outcome it provides, it prevents MTCT. She explained further by
%e reason for her response; she said that the majority of the HIV positive
Qregnam‘ women that detect/ aware of their status earlier were always eager to
adhere to our counselling and they also adhere to HIV drugs compliance than those

that does not know their status. Fl

Another participant said, I think PMTCT packages need improvement to be more

effective, because despite of these services, some babies were still HIV positive
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tested. Maybe the pregnant mother doesn’t take our advised/ counselling seriously
and some of them don’t take their drugs regularly the normal way they should. All

these are still major setback of the programme. Fi10
4.2.2.1.6 Theme: HIV Testing Procedures in Infants Limitations on Childbirth

Sub-Theme: Testing the baby for HIV. All the participants said that there are standard
available kit and machine/equipment for testing HIV status in the individual, @hlaﬂy

baby. Below is the one of the participant’s responses: ° é)

There is various method adopted to test for HIV status for b@%} 'z\n our ward. We use
HIV diagnostic testing by using dried blood spot for at birth between 6-8
weeks of age and 6 weeks after breastfeeding has«b&ﬁ. However, HIV antibody test

can be used for HIV screening for childrd@ than 9 months where virologic test

is not available -F&ﬂ
)

4.2.2.1.7 Theme: HIV Positive Preg%t Women Infant Limitations on Childbirth

X

Sub-Theme: HIV-Positive ﬁg&})ant Women Limited Specific Number of Children.
Majority of the h re worker responded that HIV mother can give birth to any
number of @% they wish. They said no children limited for HIV mother except
those @comphcatlon during pregnant or during birth that warrant them to stop

s@q ent pregnant. Their responses are written below:

One of the participants said that HIV positive pregnant women are not limited to the

number of children they can give birth to Fl
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Another healthcare giver said that HIV mothers are not limited to specific number of
children except those encounter complications during pregnancy and labour that

warrant them to stop given birth F5
4.2.2.1.8 Theme: Testing of the Baby for HIV

Sub-Theme: Importance of PMTCT Measures. The participants expressed their intention
to conduct certain tests on the infant in order to confirm their safety, well-being, @sence

of HIV transmission that may have potentially occurred from the mother. _° é)

One of the participants said, we start PMTCT measures bego e birth. We give

counselling and also carry out some test. If the test res egative at birth, we will

keep testing 6-8 weeks after birth and also after b@%eeding has ended F4

The participant said, no, baby @axis drug is compulsory immediately after

birth F10 %’
P

4.2.2.1.9 Theme: Type of Hl%e}st for Babies
.\

Sub-Theme: DN l@kit and Antibody Tests. The participants provided a
comprehensive eggueration of the several types of HIV tests that can be utilized to assess the

infant's HIV 'statuis. Below are a few examples of their responses:

Q'his participant said, we use DNA PCR kit (PCR: Polymerase Chain Reaction) and

Dried Blood spot to check for HIV status of 6-8 weeks baby Fl

Another participant stated that, we use HIV anti-body test for HIV screening for

children older than 9 months F3
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4.2.2.1.10 Theme: PMTCT Initiation Time

Sub-Theme: Point Baby start Receiving PMTCT. The majority of participants indicated
that the provision of Prevention of Mother-to-Child Transmission (PMTCT) services
commences promptly upon the registration of an HIV-positive mother for antenatal

care. The following statement is the response of one of the participants:

The participant responses, we will start given PMTCT services immeo@’ after

delivery of the baby and even we have already commenced immeg@easure for

the HIV pregnant mother from the start of their first visit beforexthe delivery of the

baby. F5 C}%'\
&

4.2.2.1.11 Theme: PMTCT service Insight

Sub-Theme: Opinions on PMTCT. Some health@roviders expressed the viewpoint that
PMTCT services are an effective measure .p@ting mother-to-child transmission (MTCT)
of HIV. Conversely, other participant%ld the belief that there is potential for enhancing

these services to better suppo\th)z))verall well-being of HIV-positive mothers and their

children. %0\

Q

One of %\uarticipants said, ‘it is a good process’ Fl

.@t er participant said, ‘in my opinion, is a good process, but need improvement to
:further improving the standard of living of the mother and their children by

empowering us to do follow-up’ F5
4.2.2.1.12 Theme: PMTCT Service Insights

Sub-Theme: Feeding Plans for HIV-Positive Mothers
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Several participants provided differing perspectives on the existence of a unique feeding
plan for HIV-positive pregnant mothers. While some participants asserted the absence of
such a plan, others emphasized the importance of counseling HIV-positive pregnant mothers
regarding their feeding plan during pregnancy. Below are the responses provided by the

participants:

We don’t advise any specific feeding plan or meal plan for the HIV positive ﬁ&gnant

FI0 Q}i\

%\%

Yes, we advise them on balance diet and other nutritionk@ac'kage that will boost

women while receiving the PMTCT services

their immunity as well as for good lactation Q’)&% F6
4.2.2.1.13 Theme: PMTCT Service Insights Q’Q\

Sub-Theme: Challenges Faced. The majorit)l\&&farticipants who are healthcare providers
expressed their thoughts regarding thc%)' les they face in the prevention of mother-to-
child transmission (PMTCT) of HI%%e variables that have been identified as affecting the
provision of Prevention of otg\e-)to-Child Transmission (PMTCT) services include a lack
of family support, oa&%gmatimﬁon, inadequate nutritional support, low levels of
adherence to HI\QnQd%cation due to limited awareness, and insufficient support from the
governrnen‘l%Q

Q

Q

In my opinion low nutritional support for vulnerable HIV mothers is greater factor

affecting PMTCT services Fl

To me I believe that stigmatization, inadequate family support, low knowledge of

HIV, low feeding practices and lack of adequate support from government

increasing MTCT Fi10
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I we say some spouses are not cooperating with their spouse F5
4.2.2.1.14 Theme: PMTCT service insights
Sub-Theme: Government’s Role

According to the participants, the government plays a vital role in facilitating the
effectiveness of Prevention of Mother-to-Child Transmission (PMTCT) programs. This
includes providing essential resources such as test kits and medications, raisi%ﬁeness
about PMTCT services, and ensuring the availability of trained cog@ rsonnel to

support HIV-positive individuals, particularly pregnant women. Th fg\llowing are diverse

)
S

1 will say that government are trying their be@oviding necessary instruments?

remarks provided by the participants:

Equipment for PMTC services. Some of t terials government provided are test
kit, drugs and comprehensive mfoqtjzéw nd education. Fl
I will say that government @umge awareness and also campaigned against

discrimination or stig tiz%ﬁon of people living with HIV F4

4.2.2.1.15 Theme: Feedi ode

Q

Sub-Theme: Infq@e&ding Recommendations. The participants emphasized the
mandatory% f exclusive breastfeeding and further emphasized that after the first six
mo clusive nursing, mothers have the autonomy to choose any feeding plan for their

infants. The following responses are provided below:
1 will go for breast milk any time, any day F4
I will say breastfeeding for 6 weeks, after that, you can then add baby formula F8

4.2.2.1.16 Theme: Exclusive breastfeeding
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Sub-Theme: Safe Exclusive Breastfeeding. The Majority of participants explained that
exclusive breastfeeding is compulsory and it safer to boost the baby immunity against

diseases. Here are their responses below:

Yes, exclusive breastfeeding is safe and very good to boost the baby immunity during

first week of life Fl
4.2.2.1.17 Theme: Duration of Breastfeeding ‘:\\QO

Sub-Theme: Exclusive Breastfeeding Practice for 6 months. @gymicipants explained
that exclusive breastfeeding is compulsory and strengthenir@her that after 6 months of
exclusive breastfeeding, the mother can decide on .h@to stop breastfeeding. But they

sated that it is better to stop breastfeeding at 1 year maximum. Here are their responses

below: Cj\\c%

1 will say 6 months for exch@reastfeeding and after that the mother can decide

when to stop given brwut one year is enough for breastfeeding F3

'\
4.2.2.1.18 Theme: Inf@e ing Plans

Sub-Theme: wd eeding or Exclusive Breastfeeding. Some participants are on the
opined that\no mixed feeding for the first 6 months. However, another participant believe

thaer can be given water along the breastfeeding. Here are their responses below:

I will say no, it is not advisable to mixed the baby breastmilk with anything during

first-six months. Fl

Another participant said, if the nursing mother wish to mix feeding in only

exceptional case, they can go ahead, no issue about that F9
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4.2.2.1.19 Theme: Delivery Mode

Sub-Theme: Caesarean Section or Vaginal Birth. About half of the participants believe
only vaginal birth delivery is the best delivery method while other participants no specific
best method of delivery, it depends on the patient’s condition before and during labour as

well as patients’ choice. Their responses are stated below:

I will say vaginal birth is the best method of delivery F3

O
S
1

I will say caesarean section is the best method of delivery if patieyts can afford it, if

[ ) ”
not vaginal birth is safe too as well Fi10 \

N

4.2.2.1.20 Theme: Family planning counselling offemi&&ng ANC

Sub-Theme: Importance of family planning. %bme participants supported that family

counselling is offered during antennal careéf@w the response of one of the participants

1 will say yes, we offer famil@ning counselling during our antennal care service

FG5 \)Q)

'\

4.2.2.1.21 Theme: Pl\@ervice Insight

Sub-Theme: C%&es for PMTCT related services or supplies charges. Majority of the

participants teported that they don’t charge for PMTCT services in their ward. Below is the

respone of the participants

I will say no, we don’t charge for the PMTCT services FG5
4.2.2.2 Service Users Response

4.2.2.2.1 Theme: Experiences of Service Users
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Sub-Theme: Antenatal Registration. More than half of the participants were of opined that
they register for antennal care after their first trimester while three quarter of the participants
responded that they did not attend and/ or register for antennal during first trimester. Also,
few of the participant depend on the local herb because she believes in her mother

counselling about local herb for foetus care. Below is their various opinion on the questions;

Yes of course I registered for Antenatal immediately after my first trimester (b‘ F3

Honestly, I initiated my enrollment in Antenatal care four months; ir@ pregnancy

due to a delayed realization of my pregnancy. F5

. "

1 registered for my Antenatal care after second trimes ause I discovered I was

pregnant late because I did not have early signs an&@mptoms Fé6

[ registered for Antenatal Care immediawer my first trimester, but I make use

of Traditional Birth method mor@m my mom is a Traditional Birth Attendant
i >
4.2.2.2.2 Theme: Experienceﬁggrvice Users

'\
Sub-Theme: PMTCT @es Received: The HIV pregnant mothers outline various

PMTCT packageéﬁailable they received during their ANC and explained how they have
been carri«%@fhey indicated that the package of care is provision of drugs, test kit,
cou iNg,) appropriate treatment, care and support, infants’ nutritional advice and families’

support. Some of the care provided by the mothers are outlined below:

The PMTCT rendered to me during my Antenatal Care visit are proper counselling,
adherence to antiretroviral drugs compliance and they also check my vital signs

which includes, pulse rate, blood pressure, respirate rate, weight etc Fl
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The PMTCT services rendered to me at every antenatal visits are maternal
Antiretroviral prophylaxis, vital signs as well as health education, nutritional

education and personal hygienic ~ F6

4.2.2.2.3 Theme: ANC Timing

Sub-Theme: Visiting Schedule for your ANC. The participants give different perception on

their visit to antennal care units. Below are their views: &
1 visit the hospital for my ANC weekly, initially it was once in a now I visit
weekly making it 4 times in a week F2 %”

[ attend Antenatal care 2 times in a week F11 6&%\

1 use to attend once in a month before, bu%@tend once in week, that makes it 4

times in a month Fé6

1 only visit whenever I have pr%@ related issues and compliant Fl

[ attend Antenatal Care w before my first trimester, then after my first trimester

I attend ANC once%z\rronth F5
4.2.2.2.4 Theme: @gces of Service Users

Sub-Theme; ous Childbirth Experience. Majority of the participants said they have

give@efore while Two quarter of the participants said that they have not given birth

before, this would be their first experience. The reports of the participant are stated below:
Have experienced child birth before, I am an expectant mom with 3 kids already F4
1 have not given birth before, this would be their first experience F6

4.2.2.2.5 Theme: Experiences of Service Users
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Sub-Theme: Mode of Delivery. Some participants have vaginal mode of delivery while
other participants experience caesarean mode and some have not experienced any mode of

delivery yet because they just experience pregnancy. The reports of the participant are stated

below:
1 gave birth through vaginal delivery mode Fl
1 gave birth through caesarean mode Fé6 ) ®
1 have not experienced any mode of delivery yet ‘%\
4.2.2.2.6 Theme: Experiences of Service Users ‘\%'\

Sub-Theme: HIV Testing of Baby Post-Delivery: Majo@ﬂmed their responses below,
they stated that their baby was tested for HIV %}@ r delivery while some of them

explained their experience below: 4%

N

My baby was tested for HIV i mthely after delivery, when I heard the news that
my baby was negative, | c@ars of joy because there is this perception that HIV

positive women alwa :S}Ngbirth to HIV positive babies F5
.3

Yes of cour @%by was tested for HIV immediately after delivery, and the test
result was_negative, 1 was really happy about it, the PMTCT services is really
efg 1ve honestly, to God be the glory F7
Q

My baby was tested for HIV immediately after delivery, and the test result came out
positive, i was really devastated. I had almost gone mad, if not for God’s grace I just
thank God. A healthcare provider counselled me and told me that wasn’t the end of
the world that my child be fine if I adhere with PMTCT services regularly and
properly. Fé6
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4.2.2.2.7 Theme: Experiences of Service Users

Sub-Theme: Antiretroviral Drugs given to baby immediately after Birth. Some of the
participants stated that their baby was given antiretroviral drugs immediately after birth while

other said that the antiretroviral prophylaxis was given after one month.

Antiretroviral prophylaxis was given to my baby immediately after child birth and

my baby was given nevirapine syrup and Zidovudine because of my hig@ load

. yﬁ'\
Antiretroviral prophylaxis was given to my baby aft%%onth of delivery F3

4.2.2.2.8 Theme: Experiences of Service Users Q@

result F1

Sub-Themes: PMTCT Services for Babies, \\@ity of the participants outlined various
PMTCT services provided to them by the @Jﬁh care provider which includes provisions of

test kit, drugs, routine immunizatio@mtional care, malarial net and other palliative care.

Their reports are written down m:

'\
The PMT CCS)@%; render for my child at our ward were antiretroviral drugs,

routine &&@unization and support. They gave my baby cotrimoxazole prophylaxis at
6 weeks, they carried out HIV testing using dried spot for DNA at 7 weeks of age
Qnd 6 weeks after breastfeeding has ended. They screening my baby for tuberculosis,
they also provide mosquitoes net and ensured treatment of malaria, nutritional care

and support and other palliative care F6

1 will say, routine immunization, HIV testing, Early Infant Diagnosis test, nevirapine

and further follow up are the PMTCT services rendered to my baby after delivery F1

4.2.2.2.9 Theme: Experiences of Service Users
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Sub-Theme: HIV Antibody Tests. Majority of the participants ensure/ adhere to the

healthcare provider schedule visit to ensure their baby is free from the HIV virus. Their

responses are stated below:

I make sure I attend the hospital to do child follow up for my baby based on the
healthcare provider schedule, I always come for routine care, immunizations,

prophylaxis, infant feeding counselling and support and isoniazid prevenﬁy{&gmpy
F2 i %&

Yes, I ensure I check my baby HIV status during 6 months aud the healthcare
[ ) ”
provider do HIV testing within 8§ weeks and 1 year lateé@)e same test to ensure

my baby is negative F6 6&

I do follow up for my baby bas .&@ healthcare provider schedule, during 6

months they do HIV test and I(Year later they do the same test to ensure my baby is

negative. F5 V%‘-b‘

4.2.2.2.10 Theme: Exp(;@e? of Service Users

Sub-Theme: Ex gw)Breastfeeding Practice for 6 months. Some participants responded

that they b@for 6 months while other participants are on the opined that they added

fo

eir baby food due to prevention of HIV infection. Below are their various

responses to the questions:

I don’t practice exclusive breastfeeding, I give my baby water and food sometimes
because of hiccups and I also add formula because I don’t want my baby to be

infected. F6
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I practice exclusive breastfeeding for 6 months it is part of the instruction given to

me during counselling session F5
4.2.2.2.11 Theme: Experiences of Service Users

Sub-Theme: Advised or Counselled to stop Breastfeeding child at age one. Majority of
the pregnant HIV mother reported that they have been counselled by healthcare provider to

stop breastfeeding when their baby at age one. Their comments are reported below&

Yes, I have been advised to stop breastfeeding when my baby getiédﬂsg)ne Fl
. yﬁ'\

1 have been counselled by the health care provide@@p breastfeeding when my

baby clocks one Fé6 Q@

4.3 Discussion of Findings (Quantitative S",@ and Qualitative Survey)

S

This study aimed to evaluate the efﬁc@ PMTCT intervention among pregnant women
attending antenatal care at A@% Maternity Centre, Ibadan. The demographic
characteristics of the partici@tg\in this study indicated that the average age was 31.04 = 2.97
years, with a majori @) falling within the age range of 20-34 years. This finding aligns
with the results @)l’ted by Sama et al. (2017), where the majority of participants (59%)
belonged to ‘the age group of 20-34 years, with an average age of 38.8 years!. Similarly, a
stud@cted in Zambia by Stringer et al. (2013) observed that the ages of the participants
also fell within the range of 20-34 years®. Similarly, in a study conducted by Ndege et al.
(2016), participants in Western Kenya were questioned, and the researchers found that the
average age was 31.04 £ 2.97 years, with the majority of respondents belonging to the 26-34

age range’.
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The study revealed that a significant proportion of the participants resided in monogamous
households, with a majority of 86.0% being married. Additionally, the data indicated that the
Muslim population outnumbered the Christian population, accounting for 61.7% of the
participants. The majority (71.3%) of individuals belonged to the Yoruba-speaking tribes of
Nigeria. The majority of individuals (14.7%) possessed a minimum level of education
equivalent to secondary school, while a significant proportion (82.7%) had completed their
study at the higher level. The study found that a significant proportion (62%) @k infants
underwent testing within the first 6 weeks following birth. The re 1. fants were
divided into two groups: those tested between 6 weeks and 6 mclnt‘h\‘&&‘;/o), and those tested
between 6 months and 8 months (10%). This discrepancx&@esting timelines can be
attributed to the lack of awareness or negligence on thé of some mothers, who failed to
promptly bring their infants to the clinic for teﬁ%'%ter birth. This study aligns with a
previous study conducted in the South-Soé@%g of Nigeria, which focused on the testing

and screening of HIV-exposed infants [@' n their age*.

In order to ensure the success?%g)ention of vertical transmission of HIV from mother to
baby, it is imperative thE pregnant woman adheres to the guidelines outlined in the

Prevention of Mot er—gl‘ ld Transmission (PMTCT) programme. This entails initially

accepting HI @eelling and testing, followed by the administration of antiretroviral (ARV)
prophyla@le woman tests positive for HIV, and the adoption of safe infant feeding
practices! Studies undertaken in Zambia and Ivory Coast have demonstrated that the
implementation of the Prevention of Mother-to-Child Transmission (PMTCT) guideline is
feasible in settings with limited resources. These studies revealed that over 80% of attendees
at antenatal care (ANC) accepted the HIV test, and a significant proportion of HIV-positive
women initiated antiretroviral (ARV) prophylaxis for PMTCT??. The present study reveals

that a significant proportion of pregnant women, specifically 67%, actively participated in
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HIV education, counselling, and screening interventions within the Prevention of Mother-to-
Child Transmission (PMTCT) cascade. The primary objective of these interventions is to
mitigate the risk of HIV transmission from mother to child. The findings from the focus
group discussions (FGDs) give evidence in favour of this concept, since both healthcare
providers and patients (referred to as service users) expressed their approval of the Prevention
of Mother-to-Child Transmission (PMTCT) program among HIV-positivg ngnant
individuals. It has been said that the effectiveness of the project stems from its a%ﬁ;;\rto yield
positive outcomes. This is achieved by the implementation of e .\?l@ diagnosis,
counselling, and adherence to HIV treatment compliance for bo‘fh t nxqther and the infant,
hence preventing mother-to-child transmission (MTCT). Ne@less, this study presents
findings that contradict the results of a study condué@n Nigeria. The Nigerian study
reported that almost one third (58%) of the moth@%ouples did not receive any type of
chemoprophylaxis for the prevention of @%o-child transmission of HIV (PMTCT)
(citation). The study provided more c%'i;{ion regarding the association between patient
attrition and a comparatively lov@%te of attendance for antenatal care (ANC). This
combination is believed %3% a contributing factor to the inadequate utilization of

antiretroviral (AR&?&;’
i

(PMTCT), as fou&k’n eir research.

axis for the prevention of mother-to-child transmission

Q
In this stlé,%aj ority of the respondents were aware of the intervention cascade of PMTCT.
100% ‘af/the HIV pregnant mother were aware of their status and known that a mother can
infect unborn children via pregnancy (98%) and labour (30%). This current study is not in
parallel with a study carried out in Arba Minch, Ethopia, which found that HIV pregnant
mother have a low understanding and awareness of |[HIV transmission and prevention®. The
basis for their claim can be attributed to the difference in the study's location, with the

previous study being done in a rural area and the present study being conducted in an urban
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environment where individuals have access to several sources of information. The patients
indicated that their primary source of knowledge regarding the PMTCT program intervention

was their visits to the hospital or prenatal clinic’.

The findings of this study indicate that a significant proportion of patients (85%) had the
belief that breastfeeding does not pose a risk of transmitting HIV to infants. However, the
majority of participants in the study reported engaging in mixed feeding (46.5%)1{wowed
by exclusive breastfeeding (41%), with a smaller proportion opting for baby a (25%).
According to the 2010 guidelines issued by the World Health Orgari '\( HO) about
HIV and new born feeding, it is advised that HIV-infected. ‘%n'\should exclusively
breastfeed their infants for the initial six months of life, as @g%’}either the mother or the
baby is getting antiretroviral therapy (ARVs) for hg.@w ic purposes or as a preventive
measure. Following the completion of a six—n& eriod, it is recommended to initiate

complementary feeding alongside the t@ti

reaches 12 months of age, unless % feeding methods are deemed acceptable, viable,

n of breastfeeding until the new born

economical, sustainable, and sdfe forsboth the mother and her child prior to that point®. The
Prevention of Mother-to-CHild Transmission (PMTCT) guidelines in Nigeria align with the
World Health Orgafiiza HO) guidelines on infant feeding. However, pregnant women
who receive }@Ve test result face a challenging decision regarding the feeding method
for their &an . This decision is further complicated by limited access to adequate feeding
cou@g support and the influence of family members who adhere to culturally and
socially accepted feeding practices. The outcome of this phenomenon ultimately leads to
inadequate infant feeding practices, as seen by the elevated prevalence of mixed feeding
observed among the HIV positive women participating in this research investigation. The
provision of precise and reliable information, unambiguous instructions on infant feeding

practices, and continuous assistance from healthcare professionals and family members are
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crucial factors in facilitating the achievement of desired outcomes for HIV positive moms.
The findings of the focus group discussion (FGD) corroborate the aforementioned
assumption that a significant proportion of HIV-positive mothers do not adhere to exclusive
nursing practices. These mothers expressed their inclination towards providing their infants
with water and food on occasion, primarily due to concerns related to hiccups and the desire
AR

The implementation of early infant diagnosis (EID) facilitates timely clinical %ment and

to minimize the danger of transmitting the infection to their babies.

connection to antiretroviral therapy (ART) care for newborns who have‘%kposed to HIV.

The study revealed a concerning result, indicating that only 5.7% 59 infants who tested

positive had documented proof of enrollment for pediatric ar@%’}iral therapy (ART) at the

designated study facility. The lack of traceability a@ected loss to follow-up of the

majority of infants who are HIV positive contrad'g perspective of HIV-positive mothers
3

regarding the routine screening and anti@

approximately 80% expressing conce%,Based on the observed illness progression and

ARYV) treatment of their offspring, with

mortality rates among untreate&ae@?ns with HIV, it is plausible to infer that a significant
proportion of the childre ho were lost to follow-up had succumbed to the disease.
Nevertheless, this s@)@d ot provide the means to determine the exact number of infants
who had pe 'ské\among those who were no longer being monitored. Previous research

conducte%‘ estern Malawi has also documented elevated rates of loss to follow-up among

both@exposed infants and their mothers®!%-!1,

Enhancing client monitoring and establishing a robust connection between the Prevention of
Mother-to-Child Transmission (PMTCT), Early Infant Diagnosis (EID), and pediatric
Antiretroviral Therapy (ART) initiatives, alongside comprehensive and efficient counselling
for mothers of HIV-exposed infants prior to and following the DNA Polymerase Chain
Reaction (PCR) test, will augment the probability of enrolling and maintaining HIV-exposed
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infants in ART interventions. An effective approach to enhance the follow-up care for these
infants involves integrating the follow-up of HIV-exposed infants with standard childhood
vaccination services. The current concept is undergoing a pilot phase in Rwanda, and initial
findings indicate a high level of promise'?. The exploration of an approach to enhance the
accessibility of Prevention of Mother-to-Child Transmission (PMTCT) services in Primary
Healthcare Centres (PHCs) involves permitting CD4 count testing through a 'hub. and spoke'
laboratory referral system, as well as providing short course antiretroviral dmg@&h’ s) for
PMTCT at PHCs. The efficacy of this approach has been evidence 1. X?@Jia, despite
encountering difficulties in conducting CD4 count evaluations at.pri ry\healthcare centers!?,
The technique being advocated also possesses the potential ;{qgﬁgate patient attrition, as

Primary Healthcare Centres (PHCs) typically offer great‘e@essibility to patients.

Q

In the conducted study, a significant proportion, o infants who were subjected to HIV
screening, specifically over 86%, were fo@@e been breastfed. This data aligns with a
previous study conducted in Zambiacb:@erein it was observed that approximately 84% of
newborns exposed to HIV, W@ords were examined, had a history of breastfeeding'*.
Furthermore, our researc vealed that irrespective of the pharmaceutical intervention
administered to t %—baby pairs, there was a notable rise in the age-specific
transmission at@mong the subgroup of infants who were exclusively breastfed and those
who recei ﬁombinaﬁon of breast milk and other forms of feeding. Conversely, the HIV
trans@on rates specific to different age groups of infants who were fed with formula
exhibited marginal fluctuations during the observed period. The extended duration of nursing
is expected to have influenced the rates of HIV transmission among infants who underwent
the DNA PCR test at a later time, in comparison to those who underwent the test at six weeks.

Furthermore, the study findings indicate that infants who were exposed to HIV and received

mixed feeding had significantly higher age-specific transmission rates compared to those who
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were exclusively breastfed. This implies that exclusive breastfeeding may be a safer choice
for feeding HIV-exposed newborns, as opposed to mixed feeding. This finding aligns with
the evidence observed in Zimbabwe, where it was shown that early mixed feeding, in
comparison to early breastfeeding, was linked to a four-fold increase in the probability of
HIV transmission at six months of age for infants exposed to HIV who had previously tested
AP

The study findings indicate that both healthcare providers and HIV-positive pﬁg?&ﬁt women

negative at six weeks of age'>.

expressed agreement that the Prevention of Mother-to-Child Tr ion (PMTCT)
program has significantly benefited a majority of HIV-positive @fﬁ and their children
since its initiation. However, the study also highlights the l%c%"fz)r further improvement in

certain aspects of the program, which is hindered by i@resources.

The findings from the multivariate regressigra&ysm indicate that women aged 30-40 and
older generally had a higher level of l@dge and expertise about the Prevention of
Mother-to-Child Transmission (PM program compared to women in the 20-29 age
range. Furthermore, a significan portion of women within the age range of 30 and above
possessed advanced ed %1?11 qualifications. This feature may contribute to their
heightened level o@vledge and active participation in antenatal care and counselling, in
comparison,_t %men aged 20 years and below. The infants aged less than six weeks
recei @ta le follow-up treatment from their mothers, and a significant correlation was
observ@ between the timing of initial treatment and the mothers' age and level of education.
moms aged 30 and above, who possess higher educational degrees, had a greater degree of
adherence to the treatment of antiretroviral (ARV) therapy for infants aged zero to six weeks,
in comparison to moms aged 20 and below. Nevertheless, there was a notable disparity in the
adherence to exclusive breastfeeding for a duration of 6 weeks between expectant mothers
aged 30 and above and those aged 20, with the former group exhibiting lower levels of
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compliance. The primary motivation behind this decision was to prevent the transmission of
HIV to infants. However, this precautionary measure may increase the susceptibility of

newborns to early infections and hinder their ability to acquire maternal immunity at an early

stage.
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Chapter Five
Conclusion
5.1 Summary of Findings

This study employed a cross-sectional design and employed a mixed-method approach to
examine the acceptability and efficacy of interventions for the prevention of mother-to-child
transmission (PMTCT) among pregnant women receiving antenatal care at Ade%hatemity
Centre in Ibadan, Nigeria. The level of awareness and acceptability o .th%vention of

Mother-to-Child Transmission (PMTCT) program among HIV-posi%e men in Adeoye
101.

0
. \ %
was shown to be higher compared to similar settings in anoth Additionally, it was
observed that pregnant women within the age range efQ% exhibited a higher level of
awareness of PMTCT intervention in compari@lose below the age of 20. This
phenomenon can be attributed to disparitié\&% educational attainment and experience
between older adult HIV positive p%' women and their younger counterparts. A
significant proportion of the parti@%s engaged in mixed feeding, mostly motivated by
concerns regarding the pote tia}gnsmission of HIV to their infants. A link was observed
between the qualitat've@antitative findings, indicating a shared acceptance of various
interventions for v{ig#evention of mother-to-child transmission (PMTCT) among pregnant
women in‘%@oyo. These interventions include screening, counselling, education,
adn of antiretroviral (ARV) medications, as well as immunization of both the
exposed infants and their mothers. Nevertheless, a significant proportion of mothers have the

belief that breastfeeding does not pose a risk of HIV transmission to their infants,

necessitating ongoing surveillance.
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5.2 Conclusion

The results of this study indicate that it is feasible to decrease the transmission of HIV from
mother to child by the implementation of effective interventions for the prevention of mother-
to-child transmission (PMTCT). The implementation of enhanced screening measures and the
promotion of antiretroviral (ARV) prophylaxis, along with the enforcement of suitable new
born feeding practices, play a crucial role in mitigating the vertical transm1s510n~0 V. In
addition, it is crucial to develop strategies that effectively tackle the progra & problems
associated with extended turnaround time, the availability of skilled hea@personnel, and
the dissemination of accurate awareness. There is a need to % e the utilization of
Prevention of Mother-to-Child Transmission (PMTCT) prog@ at incorporate early baby
diagnosis, as they have demonstrated efficacy i @ducmg HIV transmission rates.

Additionally, it is crucial to implement appro % erventlons to ensure the success and

impact of mother-to-child transmission (N@

grams.
5.3 Recommendations Q:b‘

Based on the findings of this ﬂtli , we propose the following recommendations, as suggested
order to enhance the provision of Prevention of Mother-to-

by the stakeholders inv;
Child Transmissi @TCT) services and improve the quality of life for mothers living with

HIV and th%posed infants.

5.3. @commendatlons to Pregnant Women

1.) Adoption of healthy eating habits during pregnancy to maintain a healthy weight that

would aid wellbeing

2.) Having a regular exercise schedule that would help in weight maintenance and boost

stamina
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3.) Adoption of positive attitudes towards counselling and education during pregnancy

4.) Avoidance of public stigmatization and acceptance of one body structure and image

which would aid comfortability with partner/spouse before, during and after pregnancy

5.) Being open-minded and actively participate in health talks giving during ANC clinic

session

6.) Exploring ways to foster greater partner bonding through using condo%}b‘%ay of
daily affection and intimate communication to avoid spreading of the di e%o

. yﬁ'\

5.3.2 Recommendations to the Community @

1.) Curbing the dissemination of myths and miscon@s

2.) Cancellation/rejection of harmful cultura&c ices such as FMG and domestic abuse

3.) Creation of health-promoting pg es that would offer protection and adequate care
e

to pregnant women throughout partum period

4.) Supporting a change ohé culture of coping in silence adopted by many women to

a culture of safe@;@;nd protection for women, especially during pregnancy.

5.3.3 Reco 1@ tions to Health Professionals

@ﬁcation of prenatal (ANC) consultation and health talks to capture PMTCT

durihg pregnancy.

2.) Health education interventions on a mass scale such as mass media adverts and
programmes to create more awareness and understanding on HIV during pregnancy and
its importance to help dispel fears and misconceptions of harming the unborn child(ren)

on a larger scale.
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3.) Promotion and provision of counselling sessions for couples to engender positive
behaviour disposition towards embracing and increasing wellness to seek professional
help/discuss HIV and its potential troubles during pregnancy and how it can be

transmitted to baby when necessary.

4.) Inclusion of PMTCT programme in the health education changes of the HIV positive

pregnant women e.g., through dissemination of messages via online platform ch as
WhatsApp. Q?

5.) Adoption and display of friendliness and trustworthiness traits ih, order to enhance

interpersonal relationships between themselves and their che@

5.3.4 Recommendations to Policy Makers

1.) Conduct of trainings to teach healthcaﬁb iders on interviewing and relational

skills to be able to handle this 1ss§l®%nesse in a professional manner, and also

engender attitude dispositions would aid openness and comfortability in

handling/discussing the @1 clients

2.) Heightened re Sfforts in investigating HIV positive before, during and after

pregnancy a@e}?osed babies.

3) "%mon of National guidelines policy to broaden the scope of PMTCT

@ramme, especially in regards to pregnancy.

4.) Inclusion of topics on HIV positive before, during and after pregnancy in
health/sex education received at the secondary and tertiary education levels to correct
misconceptions and myths from an early stage.

5.) Governmental support and investments in the creation and operation of HIV

clinics
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5.4 Contribution to Knowledge

The physical and psychological changes, relationships and sociocultural environment dwelt
in during HIV positive infection of pregnant women cause and aggravate abnormal behaviour,
depression, unserious and poor drug compliances; hence healthcare providers should consider
these factors in the provision of healthcare services that would more appropr’(%b’ offer
coping skills for the improvement of PMTCT programme. Strategies to e h@e PMTCT
programme should take into cognisance the important roles heal& providers and
spouse/partner play in assuring the psychological and mental hea WV positive women,
which is closely linked to the overall quality of thei.r &%}ship and general life. The
provision of research grants in this field would ai e@duct of larger/national studies for

more data that would inform evidence-based practices in health promotion.

5.5 Suggested Areas to Further Rese&'gJ

This study focused on Assess@%ffectiveness of Interventions of PMTCT in Adeoyo

Maternity Center, Yemetu, 1%&9,11, Opyo state; it is suggested that further studies in the field

can be done: C)QQ

1. Male pa @Volvement in HIV testing and counselling among partners of pregnant

women. Q

2. Male involvement in prevention of mother-to-child transmission of HIV and associated

factors.

3. Knowledge, Attitude and practice towards PMTCT among male partner of pregnant

women.

142



Bibliography
E-Books

Hasselgard-Rowe, J., Burke-Shyne, N., & Fordham, A. “Public health and international drug
control: Harm reduction and access to controlled medicines.” Research Handbook on
International Drug Policy; Edward Elgar Publishing: Cheltenham, UK, 2020, 248:264.

Mukhopadhyay, B, “AZT Treatment to Prevent Maternal-Infant Transmission @& 1994.
In Top Artzcles in Primary Care (pp. 323-326),” Cham: Spring ational
Publishing.2023 %

. )
Journals @

Abdel-Mohsen, M., Richman, D., Siliciano, R. F., Nuss &elg, M. C., Howell, B. J.,
Martinez-Picado, J., & Montaner, L. J. “ Recommen ns for measuring HIV reservoir
size in cure-directed clinical trials”’, Nature W 26(9), 2020, 1339-1350

Adeoye Oluwatosin, Kenneth Alau, Salo Chika-Igbokwe, Paul Nwaogu,
Rosemary ,Roselyn Odeh, Kucheli Wudl);\ orrelates Of HIV Prevalence Among Key
Population In Nigeria," Journal of IV Research, 13, no. 2, 2021, 22-27.

Ahmed, 1., Akram, Z., Igbql, H. M., S@unn, A. L. “The regulation of Endosomal Sorting
Complex Required for Transp d accessory proteins in multivesicular body sorting

and enveloped viral bu ng n overview.” International Journal of Biological
Macromolecules, /27,

Anang, S., Richard, J., %a C., Goyette, G., Chiu, T. J., Chen, H. C., & Sodroski, J.
“Characterizatio man zmmunodef iciency virus (HIV-1) envelope glycoprotein
variants select r resistance to a CD4-mimetic compound,” Journal of Virology,

96(17), 2@ 0636-22.

Anderson, alk, E., Madlala, H. P., Nyemba, D. C., Kassanjee, R., Jacob, N., & Davies,
{Increased infectious-cause hospitalization among infants who are HIV-exposed
»% eCted compared with HIV-unexposed.” AIDS, 35(14), 2021, 2327-2339.

Assoumou, S. A., Paniagua, S. M., Linas, B. P., Wang, J., Samet, J. H., Hall, J, ... &
Beckwith, C. G. “Rapid versus laboratory-based testing for HIV and hepatitis C at a

drug detoxification treatment center: a randomized trial.” The Journal of Infectious
Diseases, 222(Supplement_5), 2020, S376-S383.

Auma, A. C., Guya, B., & Mjiwa, M. “Intermediate vaginal flora is associated with highly
active antiretroviral therapy in HIV positive pregnant women on highly active
antiretroviral therapy in Kisumu, Kenya.” Access Microbiology, 000529-v1, 2022

Avettand-Fénoél, V., Mélard, A., Gueudin, M., Maillard, A., Dina, J., Gousset, M. & ANRS-
ACI11 HIV Quantification Working Group. “Comparative performance of the Biocentric

143



Generic Viral Load, Roche CAP/CTM vi. 5, Roche CAP/CTM v2. 0 and m2000 Abbott
assays for quantifying HIV-1 B and non-B strains: Underestimation of some CRF(2
strains.”” Journal of Clinical Virology, /70, 2019, 36-41

Awofala Awoyemi Abayomi, & Ogundele, Emmanuel Olusegun. "HIV epidemiology in
Nigeria." Saudi Journal of Biological Sciences, 25, no. 4 2018, 697-703.

Awopegba, O. E., Kalu, A., Ahinkorah, B. O., Seidu, A. A., & Ajayi, A. I. “Prenatal care
coverage and correlates of HIV testing in sub-Saharan Africa: Insight from demographic
and health surveys of 16 countries,” PloS One, 15(11), 2020, €0242001.

Bachmann, N., Von Siebenthal, C., Vongrad, V., Turk, T., Neumann, K., Beerenwinkel, N.,
& Metzner, K. J. “Determinants of HIV-1 reservoir size and long-term dynainiés’during
suppressive ART.” Nature communications, /0(1), 2019, 3193

Barr, B. A. T., van Lettow, M., Van Oosterhout, J. J., Landes, M., Shiraishiy, R#W., Amene,
E., & Jahn, A. “ National estimates and risk factors associated With=early mother-to-

child transmission of HIV after implementation of option B+:a cross-sectional
analysis”, The lancet HIV, 5(12), 2018e688-¢695.

Barnabas, R. V., Szpiro, A. A., van Rooyen, H., Asiimwe, §.,*Billay, D., Ware, N. C.,, &
Celum, C. “Community-based antiretroviral therapy( vérsus standard clinic-based
services for HIV in South Africa and Uganda (D@Q ART): a randomised trial.” The
lancet Global Health, §(10), 2020, e1305-e13 15

Behrens, G. M., Aebi-Popp, K., & Babiker, A “Close to zero, but not zero: what is an
acceptable HIV transmission risk throughgreastfeeding? ” JAIDS Journal of Acquired
Immune Deficiency Syndromes, §9(4), 2022, e42.

Beck, 1. A., Levine, M., McGrath, C. J.{Bij, S., Milne, R. S., Kingoo, J. M., & Frenkel, L. M.
“Pre-treatment HIV-drug resgstanece associated with virologic outcome of first-line
NNRTI-antiretroviral therapy: dCohort study in Kenya”. EClinical Medicine, 18, 2020.

Beksinska, M., Wong, R.« & «Smit, J. “Male and female condoms: Their key role in
pregnancy and STI/H{\puevention.”” Best Practice & Research Clinical Obstetrics &
Gynaecology. 66, 2020755-67.

Benton, D. J,, Gamblin, S. J., Rosenthal, P. B., & Skehel, J. J. “Structural transitions in
influenzg ha@emagglutinin at membrane fusion PH.” Nature, 583(7814), 2020, 150-153

Bertagnolie, S., Jordan, M. R., Giron, A., & Inzaule, S. “Epidemiology of HIV drug
resistance in low-and middle-income countries and WHO global strategy to monitor its
emérgence.” Current Opinion in HIV and AIDS, 17(4), 2022, 229-239.

Bessong, P. O., Matume, N. D., & Tebit, D. M. “Potential challenges to sustained viral load
suppression in the HIV treatment programme in South Africa: a narrative overview.”
AIDS Research and Therapy, /8, 2021, 1-17.

Blazkova, J., Gao, F., Marichannegowda, M. H., Justement, J. S., Shi, V., Whitehead, E. J. &
Chun, T. W. “Distinct mechanisms of long-term virologic control in two HIV-infected
individuals after treatment interruption of anti-retroviral therapy.” Nature Medicine,
27(11), 2021, 1893-1898.

144



Boyce, C. L., Sils, T., Ko, D., Wong-on-Wing, A., Beck, I. A., Styrchak, S. M. & Frenkel, L.
M. “Maternal human immunodeficiency virus (HIV) drug resistance is associated with
vertical transmission and is prevalent in infected infants.” Clinical Infectious Diseases,
74(11), 2022, 2001-2009.

Ceulemans, A., Bouzahzah, C., Prat, 1., Urassa, W., & Kestens, L. “CD4-T cell enumeration
in human immunodeficiency virus (HIV)-infected patients: A laboratory performance
evaluation of Muse Auto CD4/CD4% system by World Health Organization
prequalification of in vitro diagnostics.” PLoS One, 14(1), 2019, ¢0209677.

Chauke, P., Huma, M., & Madiba, S. “Lost to follow up rate in the first year of ART in adults
initiated in a universal test and treat programme: a retrospective cohort ‘siudy in
Ekurhuleni District, South Africa.” Pan African Medical Journal, 37(1), 202Q.

Chi, B. H., Mbori-Ngacha, D., Essajee, S., Mofenson, L. M., Tsiouris, F.; \Mahy,?)M., & Luo,
C., “Accelerating progress towards the elimination of mother-to-child~transmission of
HIV: a narrative review,” Journal of the International AIDS Society, 23(8), 2020,
e25571.

Chimoyi, L., Chikovore, J., Musenge, E., Mabuto, T., Chetty=Makkan, C. M., Munyai, R., &
Setswe, G, “Understanding factors influencing «utilization of HIV prevention and
treatment services among patients and proyidexs\in a heterogeneous setting: a
qualitative study from South Africa,” PL4S “Global Public Health, 2(2), 2022,
e0000132.

Chipojola, R., Lee, G. T., Chiu, H. Y., Changy P. C., & Kuo, S. Y.  “Determinants of
breastfeeding practices among mpothers in Malawi: a population-based survey”
International Health, 12(2), 2020 [$2-141.

Coffey, S., Bacchetti, P., Sachdev, B.Bacon, O., Jones, D., Ospina-Norvell, C. & Gandhi, M.
“RAPID antiretroviral thergpy: high virologic suppression rates with immediate

antiretroviral therapy ihitiation in a vulnerable urban clinic population.” AIDS London,
England, 33(5), 20195825

Cohen, M. S., Couneil, O. D., & Chen, J. S., “Sexually transmitted infections and HIV in the
era of antiretkgviral treatment and prevention: the biologic basis for epidemiologic
synergy==Journal of the International AIDS Society, 22, 2019, e25355.

Collins, ID\R., Urbach, J. M., Racenet, Z. J., Arshad, U., Power, K. A., Newman, R. M., &
Walker, B. D. “Functional impairment of HIV-specific CD8+ T cells precedes aborted
spontaneous control of viremia.” Immunity, 54(10), 2021, 2372-2384.

Dabestani, N., Katz, D. A., Dombrowski, J., Magaret, A., Wald, A., & Johnston, C. “Time
trends in first-episode genital herpes simplex virus infections in an urban sexually
transmitted disease clinic.” Sexually transmitted diseases, 46(12), 2019, 795-800.

Daftary, A., Monal, S., Zelnick, J., Friedland, G., Seepamore, B., Boodhram, R., & O'Donnell,
M. R. “Dynamic needs and challenges of people with drug-resistant tuberculosis and
HIV in South Africa: a qualitative study,” The Lancet Global Health, 9(4), 2021, e479-
e488.

145



Dandachi, D., Fabricius, M., Saad, B., Sawkin, M. T., & Malhotra, K. “Antiretrovirals for
people with HIV on dialysis.” AIDS Patient Care and STDs, 36(3), 2022, 86-96.

De Starke, C. E., Vinton, C. L., Ladell, K., McLaren, J. E., Ortiz, A. M., Mudd, J. C., &
Brenchley, J. M. “SIV-specific CD8+ T cells are clonotypically distinct across lymphoid
and mucosal tissues.” The Journal of Clinical Investigation, /30(2), 2020, 789-798.

Dunn, R., Wetten, A., McPherson, S., & Donnelly, M. C. “Viral hepatitis in 2021: The
challenges remaining and how we should tackle them.” World Journal of
Gastroenterology, 28(1), 2022, 76.

Dybul, M., Attoye, T., Baptiste, S., Cherutich, P., Dabis, F., Deeks, S. G., & Sikazwe, I,
“The case for an HIV cure and how to get there,” The Lancet HIV, 8(1), 2021 ¢51-e58.

Egan, K., Hook, L. M., Naughton, A., Friedman, H. M., & Awasthi, S. “Herpes)simplex virus
type 2 trivalent protein vaccine containing glycoproteins C, D and. K profects guinea
pigs against HSV-1 genital infection.” Human Vaccines & Immunotherapeutics,
16(9), 2020, 2109-2113.

Ejekam Chioma Stella, Annie Fourrier-Réglat, & Ambtres¢” Isah. "Evaluation of
Pharmacovigilance Activities in the National HIV/AIDS,YMalaria, and Tuberculosis
Control Programs Using the World Health \Ovganization Pharmacovigilance
Indicators.” Sahel Medical Journal 23, no. 4 2020, 226.

Esbjornsson, J., Méansson, F., Kvist, A., da Silya, Z. J., Andersson, S., Fenyo, E. M. &
Wilhelmson, S. “Long-term follow-up.0f HIV2-related AIDS and mortality in Guinea-
Bissau: a prospective open cohort stugdy.”)The lancet HIV, 6(1), 2019, e25-e31.

Frigati, L. J., Ameyan, W., Cotton, M, E.)Gregson, C. L., Hoare, J., Jao, J., ... & Ferrand, R.
A. “Chronic comorbidities in @hidren and adolescents with perinatally acquired HIV
infection in sub-Saharan Africa in the era of antiretroviral therapy,” The Lancet Child
& Adolescent Health, (9), 2020, 688-698.

Gallo, R. C. “HIV/AIDSResearch for the Future.” Cell host & microbe, 27(4), 2020, 499-
501. Grande, F+ Occhiuzzi, M. A., Rizzuti, B., loele, G., De Luca, M., Tucci, P., &
Garofalo, AX‘CCRS/CXCR4 dual antagonism for the improvement of HIV infection
therapy.”Mplecules, 24(3), 2019, 550.

Ganser-Pornilles, B. K., & Pornillos, O. “Restriction of HIV-1 and other retroviruses by
{RIVES.” Nature Reviews Microbiology, 17(9), 2019, 546-556.

Graybill, L. A., Kasaro, M., Freeborn, K., Walker, J. S., Poole, C., Powers, K. A. & Chi, B. H.
(2020). Incident HIV among pregnant and breast-feeding women in sub-Saharan Africa:
a systematic review and meta-analysis. Aids, 34(5), 761-776.

Gaiser, M. L., Winkler, A. S., Klug, S. J., Nkurunziza, S., & Stelzle, D, “Determinants of
stunting among children under age five in Burundi: Evidence from the 2016-2017
Burundi Demographic and Health Survey (BDHS 2016-17).” Food Science &
Nutrition, 2023.

Hans, L., Cassim, N., Sarang, S., Hardie, D., Ndlovu, S., Venter, W. F. & Stevens, W. “HIV
Viral Load Testing in the South African Public Health Setting in the Context of Evolving

146



ART Guidelines and Advances in Technology, 2013-2022,” Diagnestics.” 13(17), 2023,
2731.

Hargrave, A., Mustafa, A. S., Hanif, A., Tunio, J. H., & Hanif, S. N. M. “Current status of
HIV-1 vaccines, ” Vaccines, 9(9), 2021, 1026.

Hojilla, J. C., Marcus, J. L., Silverberg, M. J., Hare, C. B., Herbers, R., Hurley, L., & Volk, J.
E. “Early adopters of event-driven human immunodeficiency virus pre-exposure
prophylaxis in a large healthcare system in San Francisco.” Clinical Infectious
Diseases, 71(10), 2020, 2710-2712.

Isaac Elon Warnow, Alfred Annabi Massa, Suraj Abdulkarim, Ayomikun Ajani,&\Christiana
Oyeniyi. "Comparison of State Prevention Of Mother-To-Child Transmission Of HIV
And National Biennial ANC HIV Sentinel Surveillance Data: Ten YearsExpetience From
Gombe State, North East Nigeria." World Journal of AIDS 10, no. 1,2020: 1-14.

Jain, V. G., Willis, K. A., Jobe, A., & Ambalavanan, N. “Chokieantuionitis and neonatal
outcomes, ” Pediatric Research, 91(2), 2022, 289-296.

Jasinska, A. J., Pandrea, 1., & Apetrei, C. “CE€RI\@8 a coreceptor for human
immunodeficiency virus and simian immunodeficienty viruses: A prototypic love-hate
affair,” Frontiers in Immunology, 13, 2022,435994. 58.

Jacobs, J. L., Halvas, E. K., Tosiano, M. A, &Mellors, J. W. “Persistent HIV-1 viremia on
antiretroviral therapy: measurement Gnd wechanisms,” Frontiers in microbiology, 10,
2019, 2383.

Johnston, C., Magaret, A., Son, H., Sterff, M., Rathbun, M., Renner, D. & Wald, A. “Viral
shedding 1 year following firstepisode genital HSV-1 infection.” JAMA, 328(17), 2022,
1730-1739.

Joshi K, Lessler J, OlagWwore, O, “Declining HIV incidence in sub-Saharan Africa: a
systematic review ‘qndSmeta-analysis of empiric data,” Journal of the International
AIDS Society 24; 2021: e25818.

104.Kantor R, \Katzenstein DA, Efron B. “Impact of HIV-1 subtype and antiretroviral
therapy~\on protease and reverse transcriptase genotype: results of a global
colldboration.” PLoS Med 2005; 2: el12.

Kariyatwa, P. T., Yager, J., Salciccioli, L., Lazar, J. M., Polman, D. J., Chandrakumar, H. P.,
& McFarlane, 1. M. “HIV-associated extracranial arterial aneurysms: a systematic
review.” American Journal of Medical Case Reports, 8(5), 2020, 128

Klatt, N. R., Silvestri, G., & Hirsch, V. “Nonpathogenic simian immunodeficiency virus
infections,” Cold Spring Harbor perspectives in medicine, 2(1), 2012.

Koethe, J. R., Lagathu, C., Lake, J. E., Domingo, P., Calmy, A., Falutz, J., & Capeau, J.
“HIV and antiretroviral therapy-related fat alterations.” Nature reviews Disease
primers, 6(1), 2020, 48.

147



Koirala, S. “Women’s Land Ownership and Gender Equality in Nepal,” Journal of Applied
Social Science, 16(2), 2022, 533-547.

Kovacs JA, Lempicki RA, Sidorov 1A, “Identification of dynamically distinct subpopulations
of T lymphocytes that are differentially affected by HIV,” Journal of Experimental
Medicine, 2001; 194: 1731-41.

Lerner, G., Weaver, N., Anokhin, B., & Spearman, P, “Advances in HIV-1 assembly,”
Viruses, 14(3), 2022, 478. 47.

Landman, R., de Truchis, P., Assoumou, L., Lambert, S., Bellet, J., Amat, K. & DECOSTER,
L. “A 4-days-on and 3-days-off maintenance treatment strategy for adults with HIV-1
(ANRS 170 QUATUOR): a randomised, open-label, multicentre, parallel, nowinferiority
trial.” The Lancet HIV, 9(2), 2022, ¢79-¢90.

Lapaillerie, D., Lelandais, B., Mauro, E., Lagadec, F., Tumiotto, C., Miskey, €.\& Parissi, V.
“Modulation of the intrinsic chromatin binding property of HI-1 integrase by
LEDGF/p75,” Nucleic Acids Research, 49(19), 2021, 1124114256

Lehman, D. A., & Farquhar, C. (2007). “Biological meehanisms of vertical human
immunodeficiency virus (HIV-1) transmission, “Reviews)in medical virology, 17(6),
381-403.

Long, Q., Guo, L., Jiang, W., Huan, S., &“lang,>S. “Ending tuberculosis in China:
health system challenges.” The Lancet Public Héalth, 6(12), 2021, €948-¢953.

Lowe, S., Mudzviti, T., Mandiriri, A., Shamu, .Y Mudhokwani, P., Chimbetete, C., & Pascoe,
M. “Sexually transmitted infectigns\the silent partner in HIV-infected women in
Zimbabwe.” Southern African journal of HIV medicine, 20(1), 2019.

Lv, Y., Zhou, S., Gao, S., & DengN\H. “Remodelling of host membranes during herpesvirus
assembly and egress,” Protetw’'& Cell, 10(5), 2019, 315-326.

Maree, L., Kriigel, M., Reifthardt, B., & Glass, A. J. “Evaluation of the Alinity m HIV-1 assay
for the quantificatign\of, HIV-1 RNA plasma viral load in a high-throughput molecular
laboratory in South)Africa.” Journal of Clinical Virology, 132, 2020, 104644.

Martinez, DR\ _Tu, J. J., Kumar, A., Mangold, J. F., Mangan, R. J., Goswami, R., ... &
Permar,"S."R. “Maternal broadly neutralizing antibodies can select for neutralization-
resistant, ‘infant-transmitted/founder HIV variants.” Micro Biology, 11(2), 2020, 10-
N28)

Mbuya, W., Mcharo, R., Mhizde, J., Mnkai, J., Mahenge, A., Mwakatima, M., & Chachage,
M. “Depletion and activation of mucosal CD4 T cells in HIV infected women with HPV-
associated lesions of the cervix uteri.” Plos One, 15(10), 2020, ¢0240154.

McCluskey, S. M., Siedner, M. J., & Marconi, V. C. “Management of virologic failure and
HIV drug resistance.” Infectious Disease Clinics, 33(3), 2019, 707-742.

Meyer-Myklestad, M. H., Medhus, A. W., Lorvik, K. B., Seljeflot, 1., Hansen, S. H., Holm,
K., ... & Reikvam, D. H. “Human immunodeficiency virus—infected immunological

148



nonresponders have colon-restricted gut mucosal immune dysfunction.” The Journal of
infectious diseases, 225(4), 2022, 661-674.

Milne, R. S., Silverman, R. A., Beck, I. A., Mckernan-Mullin, J., Deng, W., Sibley, T. R., &
Frenkel, L. M. “Minority and majority pretreatment HIV-1 drug resistance associated

with failure of first-line non-nucleoside reverse-transcriptase inhibitor antiretroviral
therapy in Kenyan women.” AIDS, 33(6), 2019, 941-951.

Mtshali, A., San, J. E., Osman, F., Garrett, N., Balle, C., Giandhari, J. Ngcapu, S. “Temporal
changes in vaginal microbiota and genital tract cytokines among South African women
treated for bacterial vaginosis.” Frontiers in immunology, 12, 2021, 730986.

Mushambi, F., Timire, C., Harries, A. D., Tweya, H., Goverwa-Sibanda, T. P., Mungefa, S.,
& Apollo, T. “High post-exposure prophylaxis uptake but low completion) Fates and
HIV testing follow-up in health workers, Harare, Zimbabwe.” Journal, o¥infection in
developing countries, 15(4), 2021, 559.

Muzny, C. A., Lensing, S. Y., Aaron, K. J., & Schwebke, J. R., “lusubdtion period and risk
factors support sexual transmission of bacterial vaginosis ju»women who have sex with
women.” Sexually transmitted infections, 95(7), 2019, SN -915.

Napyo, A., Tumwine, J. K., Mukunya, D., Waako,aAP% Tylleskdr, T., & Ndeezi, G.
“Exclusive breastfeeding among HIV exposed ‘infagits from birth to 14 weeks of life in

Lira, Northern Uganda: a prospective cohortstudy.” Global Health Action, 13(1),
2020, 1833510.

Namara-Lugolobi, E., Namukwaya, Z., Owory M., Ouma, J., Namale-Matovu, J., Nakabiito,
C. & Musoke, P. “Twenty years of\Prevention of Mother to Child HIV Transmission:
research to implementation at aGational referral hospital in Uganda.” African health
sciences, 22(2), 2022, 22-33.

Nsanzimana S, Rwibasira GN, Malamba SS, “HIV incidence and prevalence among adults
aged 15—64 years infRwanda: results from the Rwanda Population-based HIV Impact
Assessment (RPHI4)\aud District-level Modelling, 2019,” International Journal of
Infectious Disease, 2022, 116: 245-54.

Nsanzimana ‘S, \Mills E, Harari O. “Prevalence and incidence of HIV among female sex
workers~and their clients: modelling the potential effects of intervention in Rwanda,”
BMJ Global Health, 2020; 5: €¢002300.

Njugunags I. N., Cranmer, L. M., Wagner, A. D., LACOURSE, S., Cyrus, M. U. G. O., Benki-
Nugent, S., & Grace, J. S. “Cofactors of mortality among hospitalized HIV-infected
children initiating ART in Kenya.” Journal of acquired immune deficiency syndromes
(1999), 81(2), 2019, 138.

Nwaiwu, O., Olatunde, F. A., Harrison, N. E., llomuanya, M. O., & Oduniyi, O. A. 9).
“Evaluation of adherence to Nevirapine for prevention of mother-to-child transmission

amongst infants of HIV positive mothers in the first 6 weeks of life in Lagos Nigeria.”
World Journal of AIDS, 9(02), 2019, 70-84.

Nyato, D., Nnko, S., Komba, A., Kuringe, E., Plotkin, M., Mbita, G., & Wambura, M.
“Facilitators and barriers to linkage to HIV care and treatment among female sex

149



workers in a community-based HIV prevention intervention in Tanzania: A qualitative
study.” PloS One, 14(11), 2019, ¢0219032.

Olakunde, B. O., Adeyinka, D. A., Olawepo, J. O., Pharr, J. R., Ozigbu, C. E., Wakdok, S., ...
& Ezeanolue, E. E. “Towards the elimination of mother-to-child transmission of HIV in

Nigeria: a health system perspective of the achievements and challenges. International
Health, 11(4), 2019, 240-249.

Osorio, D., Munyangaju, 1., Nacarapa, E., Muhiwa, A., Nhangave, A. V., & Ramos, J. M.
“Mother-to-child transmission of HIV infection and its associated factors in the district
of Bilene, Gaza Province—Mozambique” PLoS One, 16(12), 2021, €0260941.

Ouattara, E. N., MacLean, R. L., Danel, C., Borre, E. D., Gabillard, D., Huang,”M. &
Freedberg, K. A “Cost-effectiveness and budget impact of immediate, antiretroviral

therapy initiation for treatment of HIV infection in Cote d’IvoiteNA¢model-based
analysis.” PloS One, 14(6), 2019, ¢0219068.

Ozigbu, Sabastine Wakdok, Tolu Oladele, & Echezona Ezeanolye, “fowards the Elimination
of Mother-To-Child Transmission Of HIV In Nigeria: A Heal{l System Perspective Of
The Achievements And Challenges.” International Health\l I¥'no. 4, 2019: 240-249.

Patterson BK, Landay A, Siegel JN. “Susceptibility te_hwman immunodeficiency virus-1
infection of human foreskin and cervical tissue\gxown in explant culture.” American
Journal of Pathology 2002; 161: 867-73.

Phanuphak, N., & Gulick, R. M. “HIV treqtmient and prevention 2019: current standards of
care.” Current Opinion in HIV and\AIDS, 15(1), 2020, 4-12.

Rodger, A. J., Cambiano, V., Bruun, 1\ Vernazza, P., Collins, S., Degen, O. & Pechenot, V.
“Risk of HIV transmission thraligh/tondom less sex in serodifferent gay couples with the
HIV-positive partner taking‘suppressive antiretroviral therapy (PARTNER): final results

of a multicentre, prospective, observational study.” The Lancet, 393(10189), 2019,
2428-2438.

Saladini, F., Giammarine; F., Maggiolo, F., Ferrara, M., Cenderello, G., Celesia, B. M., &
PRESTIGIOx Study Group. “Residual phenotypic susceptibility to doravirine in
multidrug-resistant HIV-1 from subjects enrolled in the PRESTIGIO registry.”
International Journal of Antimicrobial Agents, 61(3), 2023, 106737.

Samlgurty,"B! M., Kimiywe, J., Young, S. L., Wekesah, F. M., Wanjohi, M. N., Muriuki, P., ...
&NKimani-Murage, E. W. “ Realities and challenges of breastfeeding policy in the
context of HIV: a qualitative study on community perspectives on facilitators and
barriers related to breastfeeding among HIV positive mothers in Baringo County,
Kenya,” International breastfeeding Journal, 16(1), 1-13.

Scriven, Y. A., Mulinge, M. M., Saleri, N., Luvai, E. A., Nyachieo, A., Maina, E. N., &
Mwau, M. “Prevalence and factors associated with HIV-1 drug resistance mutations in
treatment-experienced patients in Nairobi, Kenya: A cross-sectional study.” Medicine,

100(40) 2021.

Seidel, V., Weizsécker, K., Henrich, W., Rancourt, R. C., Biihrer, C., Kriiger, R., & Feiterna-
Sperling, C. “Safety of tenofovir during pregnancy: early growth outcomes and

150



hematologic side effects in HIV-exposed uninfected infants.” European Journal of
Pediatrics, 179, 2020, 99-109.

Siegfried N, van der Merwe L, Brocklehurst P, Sint TT. “Antiretrovirals for reducing the risk
of mother-to-child transmission of HIV infection.” Cochrane Database Systematic
Review 2011 ;(7)

Seabright, G. E., Cottrell, C. A., van Gils, M. J., D'addabbo, A., Harvey, D. J., Behrens, A.
J., ... & Crispin, M. “Networks of HIV-1 envelope glycans maintain antibody epitopes in
the face of glycan additions and deletions” Structure, 28(8), 2020, 897-909.

Shinar, S., Agrawal, S., Ryu, M., Walmsley, S., Serghides, L., Yudin, M. H., & .Muiphy E.
Murphy. “Perinatal outcomes in women living with HIV-1 and receiving antiretroviral
therapy—a systematic review and meta-analysis.” Acta Obstetricia et Gynaécological
Scandinavica, 101(2), 2022, 168-182.

Silhol, R., Coupland, H., Baggaley, R. F., Miller, L., Staadegaard, L., Gottlieb, S. L. & Boily,
M. C. “What is the burden of heterosexually acquired HIV dueXo*HSV-2? Global and
regional model-based estimates of the proportion and ~twmber of HIV infections
attributable to HSV-2 infection.” JAIDS Journal of Ae¢quired Immune Deficiency
Syndromes, 88(1), 2021, 19-30.

Staudt, R. P., Alvarado, J. J., Emert-Sedlak, L. A.;"Shi,\H., Shu, S. T., Wales, T. E., ... &
Smithgall, T. E. “Structure, function, and imhibitor targeting of HIV-1 Nef-effector
kinase complexes.”” Journal of Biological €hemistry, 295(44), 2020, 15158-15171.

Tazinya, R. M. A., Hajjar, J. M., & Yaya, S. \"Strengthening integrated sexual reproductive
health and rights and HIV servicesprograms to achieve sustainable development goals 3
and 5 in Africa” Reproductive Health, 19(1), 2022, 223.

Troeger, C. E., Khalil, I. A., Blaeker, B. F., Biehl, M. H., Albertson, S. B., Zimsen, S. R., ...
& Seyedmousavi, S, “Quantifying risks and interventions that have affected the burden

of diarrhoea among ghildren younger than 5 years: an analysis of the Global Burden of
Disease Study 204 7. *yFhe Lancet Infectious Diseases, 20(1), 2020, 37-59.

Tuomala RE, ShapiroDE, Mofenson LM. “Antiretroviral therapy during pregnancy and the
risk of anadverse outcome.” New England Journal of Medicine 2002; 346: 1863-70.

Van Damme DIy Ramjee G, Alary M. “Effectiveness of COL-1492, a nonoxynol-9 vaginal gel,
gn WHX 1 transmission in female sex workers: a randomised controlled trial.” Lancet

2002; 360: 971-77.

Woodward, S. C., Baynes, A. M., Tyson, H. A., Dunlop, W. A., & Martin, S. J. “Is non-
occupational HIV Post Exposure Prophylaxis (nPEP) still used? An exploration of nPEP
use since widespread availability of HIV PrEP.” International Journal of STD &
AIDS, 33(10), 2022, 914-919.

Wilmschen, S., Schmitz, J. E., & Kimpel, J. “Viral vectors for the induction of broadly
neutralizing antibodies against HIV.” Vaccines, 7(3), 2019, 119.

West, N. S., Schwartz, S. R., Yende, N., Schwartz, S. J., Parmley, L., Gadarowski, M. B., ...
& Van Rie, A. “Infant feeding by South African mothers living with HIV: implications

151



for future training of health care workers and the need for consistent counseling.”
International Breastfeeding Journal, 14(1), 2019, 1-7.

Wessels, J., Sherman, G., Bamford, L., Makua, M., Ntloana, M., Nuttall, J.,& Feucht, U.
(2020). “The updated South African national guideline for the prevention of mother to
child transmission of communicable infections” (2019). Southern African Journal of
HIV Medicine, 21(1) 2019.

Thesis/Dissertation

Garrison A, “Parasitic infections during pregnancy and their consequences on child
development in Benin,” Doctoral dissertation, Sorbonne Université 2021. . cb"

&>

%\%

152



Appendix I
Informed Consent Form . (b'

Informed consent for Assessing the Effectiveness of Interventions to Prevent l%ér-to-Child

Transmission of HIV in Adeoyo Maternity Center, Yemetu, Ibadan, Oyo state Nigeria.

. %
This informed consent form is for HIV-positive pregna@n and HIV-positive
breastfeeding mothers participating in the research title@sessing the Effectiveness of

Interventions to Prevent Mother-to-Child Transmj@ﬂV in Adeoyo Maternity Center,

Yemetu, Ibadan, Oyo state Nigeria” . )ﬁ

Names, Affiliations and Positions of the réSearchers conducting the study:
a. Name: Miss, Eniola Oyeku\)Q)
. . . M) L
Affiliation: Lead City UHQ.QSI , Ibadan, Nigeria.
Position: Principaﬂ\lrgegtigator

b. Name: Dr.'Folahanmi Tomiwa Akinsolu

Afﬁ&: Lead City University, Ibadan, Nigeria.

Position: Supervisor

You will be given a copy of the full Informed Consent Form
Part 1: Information Sheet

My name is Miss Eniola Oyeku and presently, I am a post graduate student of the department
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Of Public Health, Lead City University, Ibadan. I am conducting a study which hopes to
Assess the Effectiveness of Interventions to Prevent Mother-to-Child Transmission of HIV in

Adeoyo Maternity Center, Yemetu, Ibadan, Oyo state Nigeria.
The research requires a short questionnaire to fill to assess your experience and views on the

PMTCT. Whenever a study is to be carried out, we ask for the permission of the participants

after explaining the procedure to them. . ‘{b
&>

You do not have to decide today whether or not you will participate in %rch. Before
you decide, you can talk to anyone you feel comfortable with about t%e research. If there
happens to be any word you need clarification on, you can as}@%r ny research assistant

around and we will definitely take our time to explain tor t@%ﬁ of your understanding.

Purpose of the Research Q

This study proposes to evaluate the know@'gj:\attltude, and acceptance, effectiveness of the
use of PMTCT services among HIV@ive pregnant women, HIV- positive mothers and
infant pairs. This research worN&viden their horizon on the use of PMTCT services and
eliminate their fear of t 't't‘ing HIV to their unborn baby or infant. The study will
provide important @%ation and examine the factors that influence the effectiveness of
interventiog%@vent mother-to-child transmission of HIV, It would also identify barriers
and fa 'li@r to the implementation of interventions to prevent mother to child transmission
of HQom the perspectives of healthcare providers and HIV-positive pregnant women. In
addition it would also improve the delivery of healthcare services related to interventions to
prevent mother to child transmission of HIV, including communication, counselling and
follow-up. Lastly, the study would identify patient-centered approaches to interventions to

prevent mother to child transmission of HIV that are acceptable to HIV-positive pregnant

women.
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Participant Selection

We are inviting all HIV-positive pregnant women and HIV-positive mothers receiving

PMTCT services at Adeoyo Maternity Teaching Hospital, Yemetu, Ibadan, Oyo state, Nigeria.
Voluntary Participation

Your participation in this research is entirely voluntary. It is your choice to choose whether to
participate or not. Whether you choose to participate or not, all the services %&eceive at

this clinic will continue and nothing will change. You may change your@% and stop

Duration . Qé

The research takes place over a period of 1 month®

Risks C@

There is no known risk involved in @ating in this research
Benefits \)

'\

participating even if you agreed earlier.

There may not be a@egi ate and direct benefit for you but your participation is will help

us find the ‘2@\6 the research questions.
Con@lity

We will not be sharing the identity of participants of this research. Any information that we
collect from this research project will be kept confidential. Participant’s information will be
coded with numbers which only the researchers will have access to and it won’t be shared

except with necessary stakeholders.
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Sharing the Results
Only what is permitted by law and research ethics will be shared, participants of the research
will be notified through meetings in their ART centers after which results will be published in
academic journals for academics.
Contact Information .

>

Who can I contact about this study? If I have questions or concerns abou%’research

>

study, whom can I call?

.\
You can call us with your questions or concerns. Our telephonf‘a@’\mers are listed below. Ask

NS
questions as often as you want Q@

Miss Eniola Oyeku Deborah, . 6

Department of Public Health, E

Lead City University, Ibada Q)

+2348140781766 ,@"
Oyekueniola6@ g@m

If you want s;gk with someone involved in this research study, please contact:
Dr. l@anmi Tomiwa Akinsolu

Department of Public Health,

Lead City University, Ibadan

+2347033171050

Folahanmi.tomiwa@gmail.com
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You can talk to them about:

1. Your rights as a research subject

2. Your concerns about the research

3. A complaint about the research and also, if you feel pressured to take part in this research

study, or to continue with it, they want to know and can help. . '{b"

When you call or write about a concern, please provide as much information {%&ble,

including the name of the researcher, the Ethics Committee number (a t‘h;:%m of this form),

and details about the problem. This will help Ethics Committg@ls to look into your
N

concern. When reporting a concern, you do not hax%@gyour name unless you want to.

=
&
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Informed Consent Form for Study Participants on Assessing the Effectiveness of
Interventions to Prevent Mother-to-Child Transmission of HIV in Adeoyo Maternity

Center, Yemetu, Ibadan, Oyo State, Nigeria.”
Certificate of Consent

I have read the foregoing information, or it has been read to me. I have had the opportunity to

N

ask questions about it and any questions that I have asked have been answered to@

satisfaction. I consent voluntarily to participate as a participant in this r \?O

Signature of Participant . ‘\QQ
Date QQ
Day/month/year C’@

If illiterate Cb,%'

Name of Participant

A literate witness must sign &mﬂe, this person should be selected by the participant and
.\

should have no C@Qto the research team). Participants who are illiterate should

include their );hu%.print as well.

I have i@ssed the accurate reading of the consent form to the potential participant, and the
individual has had the opportunity to ask questions. I confirm that the individual has given
consent freely.

Name of witness AND Thumb print of participant

Signature of witness
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Date

Day/month/year
Statement by the Researcher/person taking Consent
I have accurately read out the information sheet to the potential participant, and to Ih?giSt

O

of my ability made sure that the participant understands that participants wilQ%;s%ed to fill

a short questionnaire to assess their experience and views on PMTCT services.

. "
I confirm that the participant was given an opportunity to ask a@ about the study, and

all the questions asked by the participant have been answe@rrectly and to the best of my
ability. I confirm that the individual has not been cﬁ&lto giving consent, and the consent
has been given freely and voluntarily. ‘ '@

A copy of this Informed Consent Fon@' been provided to the participant.

'\

Signature of Resear@)r@&%on taking the consent

Print Name of Researcher/memg the consent

Date \

QQ
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Lead City University (L.CU)

Faculty of Public Health ﬁg‘“‘+”““°*%
Department of Public Health g o 2
Moftto: Redefining Health w

Lagos-IThadan Express way, Toll Gate Area.
P.0O. Box 30678, Secretariat, Ibadan Oyo State Nigeria. Tel: 02-7510682

Appendix I
L
Lead City University ,%\QO
Ibadan, Oyo State.

&

Assessing the Effectiveness of the Interventioﬂs@ Prevent Mother to Child

Study Questionnaire

Transmission of HIV in Adeoyo Maternity Cent metu, Ibadan, Oyo State

Dear Respondents, C‘@
S

Tam covveviniininnnnnnnnn an M%%)dent from the Department of Public Health, Lead City
University, Ibadan. I am @:ﬁng a study to “Assessing the effectiveness of interventions
to Prevent Mother, to Child Transmission HIV in Adeoyo Maternity Center, Yemetu,
Ibadan Oy t@“ All rtndn provided within the questionnaire will be treated with the
utmost cé%iality Please kindly answer the questions appropriately. Thank you for your

coopcrauon.

Socio Demographic Data.

Please fill in the gap and tick (\) as appropriate response in the space provided below, each of

the following provided will be kept strictly confidential.
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SECTION A: Socio-Demographic Data

Please kindly tick [ ] in appropriate space provided.

9.

. Age [in years]:

Religion: [i] Christianity [ ] [ii] Islam [ ] [iii] Traditional [ ]

Ethnicity: [i] Yoruba[ ] [ii] Igbo [ ] [iii] Hausa[ ] [iv] Others [ ]&b
Marriage setting: [i] Monogamy [ ] [ii] Polygamy [ ] \QO
Educational Status: [i] Primary [ ] [ii] Secondary [ ] [ii] T§¢%\ []

S

Educational Status: [i] Primary [ ] [ii] Secondar@qﬁii] Tertiary [ ]

Number of Children:[ ] ®
Employment status: [ ] ':@

Occupation [ ]

SECTION B: Awareness/Knowledg@f Interventions to Prevent Mother- to Child

Transmission of HIV in Adeo%%.ﬁernity Centre Yemetu, Ibadan Oyo state.

10. Are you aware of %ﬁtus? [1] Yes [ ] [1i]No[ ]

11. Are you aw@you know a mother with HIV can infect her unborn with HIV?

\V

[i])@ ] [i]No[ ]

ou aware that /do you know that mother to child transmission can take place
during any of the following:

i. Pregnancy [i] Yes[ ] [ii]] No[ ]
ii. Labour/delivery [i] Yes[ ] [ii] No[ ]
iii. Breastfeeding [i] Yes [ ] [ii] No[ ]

iv.I don’tknow [ ]
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13. Are you aware/do you know there are ways to prevent the unborn child from being
infected with HIV? [i] Yes [ ] [ii]No[ ]
14. If YES, source of information? [i] Hospital [ ] [ii] Friends [ ] [iii] Family members

[ ]

[iv] Media [ ]

15. Are you aware of the/ do you know the initiation time for antiretroviral pr laxis

N
weeks of

for HIV positive women in pregnancy? [i] During early pregnancy [ii] QO
pregnancy [iii] After delivery [iv] Don’t know ‘%\
16. Which of the infant feeding options is best before 6m0n¢h\ prevention of mother

child transmission? [i] Exclusive breastfeeding only& [1i]] Mixed feeding [iii]
Infant formula 'Q\A

17. Are you aware/do you know that mother to child transmission of HIV is preventable?
[i] Yes [ ] [ii]No[ ] ( .)\\‘

SECTION C: Acceptance of the In ntions to Prevent Mother to Child Transmission

N
S

18. Have you%g'l’)\f test done in this pregnancy? [i]Yes[ ] [ii]No[ ]

of HIV

19.1s y‘%artner aware of your status? i] Yes [ ] [ii]]No[ ]
@ou encourage your spouse to get tested for HIV test? [i] Yes[ ] [ii]]No[ ]

21. Do you engage in the interventions to prevent mother to child transmission of HIV? i]
Yes[ ] [ii]No[ ]IFIMAY ASK, are these the interventions 22-32?
22. Are you on any prescribed drugs for HIV? [i] Yes [ ] [ii]]No[ ]

23. Do you attend regular antenatal care consultations? [i] Yes [ ] [ii] No[ ]
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24. Do you participate in the educational sessions on the interventions to prevent mother
to child transmission of HIV? [i] Yes [ ] [1i]No[ ]

25. Do you engage in HIV screening and counselling [i] Yes[ ] [ii]No[ ]

26. Do you have your CD4 count measured? [i] Yes[ ] [ii]No[ ]

27. Will you accept to deliver baby in a health facility? [i] Yes [ J[ii] No [ ]

28. Will you accept cesarean section as a mode of delivery? [1] Yes [ ] [ii] ch [

29. Will you accept replacement feeding for your child in the first six month @th"
[i] Yes [ ] [ii]No[ ] ,%.\%

30. Will you practice mixed feeding in the first 6 months of bqr@ Yes[ ] [ii] No
[ ] Q)&%

31. Will you accept to administer prescribed HIV, m& on to newborn?’

X

32. Will you accept to take baby for follo '}p visit in the hospital? [i] Yes[ ] [ii] No

[ ] Q)Cb,

SECTION D: Effectiveness&f th€ Interventions to Prevent Mother to Child
.3

Transmission of Hlf Q’Q

33. How !Er@eye you infected with HIV? [ ]

34. Do you have any life birth/ Have you given birth since you have been infected with

@Q' )
V?1] Yes[ ][ii]No[ ]

35. If yes, how many?

[1] Yes [ J[ii] No [ ]

36. Where do you deliver the baby?
37. What was your method of delivery? 1 Cesarean Section delivery 2. Virginal/normal
delivery

38. Do you actively engaged in the PMTCT interventions? [i] Yes [ ] [ii] No[ ]
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39.

40.

41.

42.

43.

44,

45.

46.

47.

48.

Do you actively engaged in any of the following interventions? HIV counselling and
testing, Anti-retroviral therapy, ART monitoring and follow-up, Use of Antiretroviral
drugs. [i]Yes [ ] [ii]No [ ]

Do you find the intervention useful /helpful? i] Yes [] [ii]] No [ ]

What was the baby’s HIV status?

What was your experience like?

What is / are your perceived benefits of taking / engaging in the interven%'&\
What is/are some of the barriers / challenges encountered in the L@a@ns to
prevent mother to child transmission?

What will you suggest to be put in place/ improve in thK% entions to prevent
mother to child transmission?

If No to question 34, ......... 2222222 34 @

The questions below should be add&‘s@ the health care worker/ providers in this
unit %
Do you practice exclusiﬁ\bgﬁt feeding for 6 months?

%w

,%Q
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Appendix III: Interview Guide
Lead City University, Ibadan
Department of Public Health

Interview Topic Guide

Introduction to Research

Hello. My name is and I am doing a study » (b

looking at how PMTCT services protect HIV-positive pregnant wome@

mother-infant pair for my MPH thesis at Lead city Universi '.\
%o

information from this study will be used to help HIV-positive ‘women
have healthy pregnancies. I have a lot of questions, but \Q%eﬁ)ecially
interested in what you think, so anything you s %}l help. This
interview is casual, like a conversation, and ev ihg you say to me
will stay between us. There is no right or swer; we just wantto

ussed, our interview will

be audio recorded. This way, we

hear about your own experiences. As we
%k freely and I will not forget

, and it will be deleted when we have

the things you tell me. No one other than myself and my supervisor will
be able to listen to the rec@

finished the study. '\)Q)

FOCI&C‘%{OUP DISCUSSION (FDG) GUIDE

This FGD is aimed q};@%g subjective views on the experience of ...Please rest assured
that your responsg willbe kept confidential and your identities will remain anonymous. To
this end, with @permission, only a voice recording and manual documentation of

discussiop-during this interactive session will be taken. The interview will last approximately

25—3@1utes.

Thank you in advance for your assistance.
Agenda

1. Arrival and welcoming of discussant (10 am)
2. Introduction of project topic

3. Discussion starts
4

. Appreciation
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5. Distribution of incentive
6. Departure
Guide

Qualitative Research In-Depth Interview Guide

A. Health Care Providers

1. Twould like to know the actual measures you carry out in your place to actually
prevent the MCTCT of HIV?

What are the PMTCT procedures or how is it carried out? Q»)(\
Are the HIV pregnant positive women really showing up? ° QO
What are the durations of the PMTCT services during pregnancy’

How effective is the PMTCT on the HIV positive pregnant V\K%@ﬂ?

What type of procedure is carried out to test for HIV?

A R o

Are HIV positive pregnant women limited to spe.ciﬁ& ber of children they can
give birth to?

8. Do you test for HIV in the baby after deliv@%e giving PMTCT?

9. What type of HIV test is used to chec&k@?e HIV status in the baby?

10. After delivery, at what point woul th»ﬁby start receiving PMTCT, is it immediately

after delivery or some months ldehy?
11. What do you feel abou , 1s it a good process or there is a limitation?

12. Is there a specific fee 1n an or meal for the HIV positive pregnant women while
receiving the PM rv1ces‘7
13. What are t ec es of PMTCT?

14. What ar “l\g roles of government in providing the PMTCT services?

. ¢ best infant feeding option?

1 @c usive breastfeeding safe for the baby?

ﬁow long or what is the duration of time a mother can breast feed their infant?

18. Can they practice mixed feeding for the first 6 months of birth?

19. What the best mode of delivery for HIV positive pregnant women receiving PMTCT?
20. Is family planning counselling offered during ANC?

21. Do you charge for your PMTCT related services or supplies?

B. Service Users
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A S RO S

_—
—_ O

Did you register for Antenatal after first trimester?

What is the PMTCT services rendered to you during your ANC visit?

What is your visiting schedule for your ANC?

Have you had experience in giving birth before?

What is your mode of delivery (caesarean or vaginal birth)?

After delivery, do they test your baby for HIV?

Is Antiretroviral drugs given to your baby immediately after birth?

After delivery, what are the PMTCT rendered to your baby?

Do you do follow-up for your baby after 6month and a year to ensure they aré%g}étwe"

. Do you practice exclusive breastfeeding for 6 months? »\QO

. Have you been advised or counselled to stop breastfeeding when your'ehild is age one?
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Bio-data

A. Personal Data

Full Name: Eniola Deborah OYEKU
Address: No 33B, Ifesowapo Street, llorin, Kwara State
E-mail Address: oyekueniolab@gmail.com . (b'

Phone No: 08140781766

&
%
Date of Birth: 2nd of Nov, 1999
.\
2
Place of Birth: Kwara State ,&%\
. QQJ

Nationality: Nigeria Q@

Marital Status: Single . )ﬁ

Name of Next of Kin: Oyeku B%'

Address of Next of kin: N@) fesowapo Street, Ilorin, Kwara state

B. Educational Bac@ﬁh

Educational Ins;'{go)]s Attended with Dates and Qualification:

Q

St. Joseph sery and Primary School 2003 — 2008
Smi&mational Baptist Academy, Ogbomoso 2009 —2014
Adeleke University, Ede, Osun State 2016 —2020
Lead City University, Ibadan, Oyo State 2021 till date

Qualifications Obtained with Date

First School Leaving Certificate (FSLC) 2008
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West African Examination Certificate (WAEC) 2014
Bachelor of Science (BSc) in Public Health 2020
Masters of Public Health (MPH) in Public Health In-view
C. Work Experience

Nigerian Armed Forces Resettlement Centre, Lagos State 2021 till date . (b‘

Occupation safety officer, immunization, pest management and ﬁmﬁ&@%)

House-to-house inspection, water treatment, plant inspection, health education and
promotion. N

Providing information and training to employers, empl(@md general public.

Investigate work place accident and illnesses, cof@amples of material for analysis,
and inspect spills of hazardous.

Ensure health and safety regulation ayq ty plans, inspect products and processing
methods, prepare reports and ensurczg\ tions are followed.

Lagos State Primary Health Care % Yaba (January 2020-August 2020)

Role: Public Health PractitiNart-Time
ﬁ

e Meat and A@@%pection

e Fumi a%k;and pest control

o Fog$ food premises inspection

@wironmental beautification with flowers and other ornaments

e Water sanitation

Federal Airport Authority, Lagos (January 2019- July 2019)
Role: Assurance Quality Intern (Port Health)

e Identified disease surveillance activities and measures

e Boarding and inspection of ships, aircrafts and land vehicles
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e Provision of curative and preventive health care services including referral and
laboratory services

¢ Disinfection, disinsection, decontamination of food and food products, equipment,
vessels, premises, luggage, parcels and second hand goods.

e Control of food processing and screening of food handlers

e Environmental Health activities such as sanitation, pollution control and waste
disposal

Nigerian Red Cross Lagos (August 2018 — December 2021) Q‘)(\

Role: Intern ‘%\

e Properly extended relief and help to victims of any calamftgéﬁ% Hood famine,
earthquakes ,&

e Procure and supply blood for the victims of war a ﬁ%ther calamities

e Educate people in accident prevention @
e Extended all possible first aid in a )8@1%

e Look after maternal and child weMare centres

D. Publications: Nil \)Q)%

Dissertations ® "

o Perceptlo g&zttltude of women of child bearing age towards caesarean delivery at
Prim th Care centres in Ede south local Government Area Osun state. (B.Sc.
the&mpubhshed B.Sc. dissertation submitted to the Department of Public
I1thy'Adeleke University, Ede, July, 2020.

\

Conference Presentation

e OYEKU D. Eniola, BANKOLE A. Samuel, ADEWOLE E. Ifeoluwa, LAWALE A.
Abisola, RASHEED Abdul Aziz, ADEOYE Enitan, BULUS-EJOGA Afiniki,
ADEGBITE B. Saidat, AKINSOLU T. Folahanmi Contraceptive Use among Sexually
Active Women living with HIV in Ibadan, Oyo State, Nigeria. Faculty of Natural and
Applied Science Abstracts. Poster presentation delivered at the FASCON 3rd

international conference, Lead City University Ibadan, Ibadan, Oyo State. November
2022.
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OYEKU D. Eniola, BANKOLE A. Samuel, LAWALE A. Adedamola, ADEOYE
Enitan, ADEGBITE O. Zainab, ADEWOLE E. Ifeoluwa, RASHEED Abdul Aziz,
BULUS-EJOGA Afiniki, AKINSOLU T. Folahanmi Psychological Well-being and
Adherence to Antiretroviral Therapy Among Women Living with HIV in Ibadan,
Nigeria. Faculty of Natural and Applied Science Abstracts. Poster presentation
delivered at the FASCON 3rd international conference, Lead City University Ibadan,
Ibadan, Oyo State. November 2022.

OYEKU D. Eniola, Adedamola, BANKOLE A. Samuel, ADEOYE Enitan,
ADEGBITE O. Zainab, RASHEED Abdul Aziz, BULUS-EJOGA Afiniki,
ADEWOLE E. Ifeoluwa, AKINSOLU T. Folahanmi Psychological Challenges
experienced by Women Living with HIV during the perinatal period adan,
Nigeria. Faculty of Natural and Applied Science Abstracts. Poster
delivered at the FASCON 3rd international conference, Lead City, U

Ibadan, Oyo State. November 2022. ‘%\

Conferences Attended ¢ )\\, "

CD

Attended Environmental Health Officers Registgat@mcil of Nigeria (2022)
African Institute of Public Health Professi@ncﬂ (2021).

Attended Effective Leadership Skillg f@achers in Dubai (2019).

Certification ,: 0

Strengthening Communi alth worker programs an online course of Harvard
University successfu&émpleted with passing grade and verified certificate
(January, 2021). o

World Heatj@%zation: Introduction to Infection Prevention and Control (IPC)

World th Organization: Leadership and Programme Management in Infection
Pr and control (2020).

E. @a-Curricular Activities

Volunteer works

Organized and mobilized HIV, Hepatitis B, Hepatitis C, and Diabetes awareness as
well as free screening (Jan 2022).

Administration of World Health Organization Recommended Vaccines (Oral- polio

vaccine, yellow fever vaccine and measles vaccine) to children from ages 0-5 years in
Schools (Jan 2023).
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e Administration of World Health Organization Vaccines (Oral Polio vaccines, MMR,
Varicella, CSM, Yellow Fever, diphtheria, tetanus, Pertussis, Haemophilus influenza,
Hepatitis, BCG, ROTA (Feb 2023).

Referees:

Oyeku M. Oyedele

Director FIIRO

FIIRO, Lagos .

+2348023415016 &
4

ovekuovedele@gmail.com

Prof James Atolagbe s \\

Dean of Public Health
Adeleke University, Ede, Osun state ° ‘\%.\
+23734602974 '&%\

atolagbejames@gmail.com

Signature \ Date
Q
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