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Abstract

Mother-to-child transmission (MTCT) of HIV/AIDS remains a critical public health
challenge in Nigeria. Despite global efforts to eliminate MTCT, gaps persist in the
uptake of prevention practice. This study investigates the factors influencing
prevention practices among women of reproductive age (19-45 years) in Ilorin West
and Ilorin South Local Government Areas (LGAs). The study was anchored by
Precede-Proceed Model. A cross-sectional design was employed for the study,
selecting 341 women through a multistage sampling technique from antenatal clinics
in Ilorin South and West LGAs. Paper form questionnaire was used for data eglection
which assessed knowledge, attitude, perception, prevention practices, and"influencing
factors. Data was analysed using descriptive statistics and chi-square t€sts\to' examine
associations between variables and prevention practices, using SPS§v25=The findings
of this study revealed that 61.6% of women of reproductive agefifiNlorin demonstrate
high knowledge of prevention practices for mother-to-¢h#ld’ transmission of
HIV/AIDS. It also, showed that 65.2% of the respondents“have positive attitude
towards prevention practices of mother-to-child trampsmission of HIV/AIDS among
women of reproductive age in Ilorin, Kwara State,\Nigeria. Similarly, this study
discovered that 67.9% of the respondents indicated a positive perception of
prevention practices of mother-to-child transmission of HIV/AIDS. Furthermore, this
study showed that the level of engagement ifintether-child transmission of HIV/AIDS
preventive practices is at 60.4%. The study also revealed that all the factors, such as
partner’s involvement, stigmatisation,\and cultural beliefs, to some extent affects
mother-to-child HIV/AIDS preventien practices. Education level was significantly
associated with knowledge of YTCT prevention (x?>= 13.999; df=3; p < 0.05), but
religious affiliation and maritalstatus had no significant association with attitudes or
practices. Religion was significantly associated with stigmatisation (x2 = 11.942; df = 3;
p < 0.05) but not with partner involvement or cultural beliefs. This study concluded
that while awarendss of MTCT prevention is high, practice gaps persist, driven by
education digpatitiesy stigma, and male partner engagement. Therefore, this study
recommended, that targeted interventions should prioritize male-inclusive PMTCT
programs,( stigma reduction initiatives in religious communities, and tailored
educagion for low-literacy women.

Keywords: Factors, HIV/AIDS, MTCT, Pregnant women, Prevention Practices,
Women of reproductive age

‘Word Count: 273
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Chapter One
Introduction
1.1 Background to the Study

Over the past 30 years, HIV infection has increased and has had a significant influence
on the health, welfare, employment, and criminal justice sectors'. It also &s all
social and ethnic groups globally. Based on recent epidemiolog@)@ta, HIV
continues to be a public health concern that has a persistent n impact on our

economy, having claimed the lives of nearly 25 millicp%pe in the last three

decades”. Global estimates suggest that 19.2 million @en were living with HIV in

2019 constituting 52% of all adults living with %b?ections.

After 33 years of military control, the nats ’?already plagued by political instability
and widespread political corm@iw, it appears set to "wipe out" the virus in a
few decades*. However, a$ @itutional reforms and political will to combat the illness
have advanced, Q&ople in the nation are receiving life-saving active
antiretrovira@;}é'%

HIV. T@t two cases of AIDS in Nigeria were identified in Lagos in 1986 after

(ART) to improve the prognosis of those who test positive for

beié‘%gnosed in 1985. One of the cases included a 13-year-old girl who worked as a
sex worker and was from a West African nation’. As AIDS was thought to be a disease
exclusive to American gays, the announcement of this first case caused fear,
skepticism, and denial throughout the country. The AIDS tale was viewed by some as

an American effort to discourage sex, leading to the emergence of other acronyms,



like "American Idea for Discouraging Sex." A fairly recent PhD thesis on "Modelling
HIV/AIDS Epidemic in Nigeria" that is available online thoroughly documents the
antecedent views, skepticisms, and responses of the Nigerian people toward the
"foreign" AIDS case and HIV/AIDS in general®. Despite the aforementioned
misperception held by the Nigerian people, 220,000 additional cases of HIV infection

have been documented since the epidemic's start in the mid-1980s’. Adul® the

O
,\Q

There are around 400 distinct ethnic groups in Nigeria, % se differences in

age of 15 years made up most cases®.

sociocultural and religious customs have an impact o sk of HIV transmission’.
Notably, certain behaviors contributed to the @; of HIV transmission. These
behaviors include having multiple sexual (@ers at the same time, giving birth
outside of a medical facility Wifh@ assistance of a trained birth attendant,

mutilating female genitalia, u@c@\ unsterile traditional bloodletting, and getting

.\
traditional tattoos andgm@sm.

The main soum\\’o'k{lIV infection in children under the age of 15 years has been
determine&) e mother-to-child transmission (MTCT), also referred to as vertical
HI@rgnissionu. During pregnancy, labor, delivery, or nursing, an HIV-positive
mother might infect her child and cause MTCT'%. MTCT is thought to be the primary
source of over 90% of HIV infections in children, with the largest prevalence

occurring in Sub-Saharan Africa (SSA)".



Equatorial Guinea and Eswatini had the highest rates of HIV/AIDS prevalence in the
world, ranging from 7.3% to 26.8% in 2020". The WHO advises lowering MTCT by
preventing HIV in women of reproductive age, preventing unintended births among
HIV-positive women, and giving antiretroviral medication (ARTs) to HIV-positive
mothers to lower the prevalence of HIV/AIDS". Since the commencement of mother-
to-child transmission prevention programs, 1.5 million deaths and 2.9 m@l—lIV
infections among pregnant women and children have been avoid&l&yse of these
initiatives'®. $O

Studies conducted by Legesse & Reta'” on PLHIV h d numerous factors that
are likely to influence adherence to ART an}@bd@\HIV—positive patients on this
treatment. These factors include side effect@e medications, distance to the ART
center stigma and discrimination,.alc&%’iubstance use, and non-disclosure of HIV
status'®. However, due to diffekg%zs in demographic characteristics, geographical
settings, and health syst@%mamics, the factors influencing the prevention practice
of MTCT amon%&ne of reproductive age living with HIV must be investigated in

different régigqyo aid in improving adherence in those particular areas'.

O

H@, knowledge on MTCT of HIV/AIDS is one of the factors influencing the
prevention practice among women of reproductive age. Research indicates that
women's knowledge on MTCT of HIV is limited””. Women of reproductive age in
Ethiopia had 34.9% knowledge on MTCT of HIV/AIDS”. Additionally, a study

conducted by Oyefabi* has shown that factors like maternal age, place of residence,



maternal education, occupation, wealth status, marital status, media exposure,
HIV/AIDS status, and previous use of PMTCT services influence the prevention

practices of MTCT of HIV/AIDS.

However, to improve the use of PMTCT services among women of reproductive age,
it is important to discover the factors that influence women of reproductive ;age to
adhere to prevention practices of mother-to-child transmission of HIV@ Using
exacting scientific techniques, the goal is to offer trustworthy a%&tﬁrate views

about the factors influencing prevention practices of Mothex: d transmission of

HIV/AIDS among women of reproductive age. QQ

1.2 Statement of the Problem 6’§
(o)

Human Immunodeficiency Virus (H mains a serious global public health
concern. Over 40 years after the@ry of HIV, an estimated 79.3 million people
got infected with HIV; %@on people died; a plethora of people have been in
pain, grief, and livi@%\chronic disease worldwide®. In 2020, an estimated 37.7

million peop{;@hving with HIV globally while a total of 1.5 million people

acquired irus. HIV can also be transmitted from the infected mother to the baby
du@egnancy, childbirth, and breastfeeding with a risk of 15% to 45%?*. The risk
of MTCT of HIV ranges from 25% to 48% in developing countries which is higher

than the case in developed nations®.

In 2021, 62,790 people were living with HIV in Canada, 4.5 people per 100,000 were

diagnosed with HIV, and 25% of new HIV infections are black people living in



Canada. However, the black community constitutes less than 5% of Canada’s total
population®. In the United States of America (USA) 32,100 estimated new HIV
infections were discovered and the rate was 11.5 (per 100,000 people)”’. People aged
13 to 34 years accounted for 58% (18,700) of the estimated 32,100 new cases in 2021%,
Also, women living with HIV, newly infected with HIV, and dying from HIV-related
causes were 19.7 million, 64,000, and 240,000, respectively, in the same@The
virus can spread from mother to child (MTCT) in the uterus durin&\'&ryncy, in the
birth canal after delivery (intrapartum), and through nursing @he baby is born®.
According to Mirkuzie®, 2% of infants are infected %in Addis Ababa. A
systematic review and meta-analysis studies poole%&eported from different parts
of Ethiopia indicated that 11.4% and 9.90/}66’%‘fants were HIV-infected through
MTCT?'. The overall pooled prevale é\& MTCT of HIV infection among HIV-
exposed infants in East Africa v@% and this finding is high compared to WHO

setting strategies of achi%@ zero incidences of new HIV infection among HIV-

exposed infants by 2@.

Sub-Sahar n@t (SSA) remains among the regions hit hard by the infection
contri@%g to nearly two-thirds of the global total HIV cases®. In 2022, the number
of people living with HIV/AIDS in South Africa is 7.8 million and this makes South
Africa one of the highest HIV rates in the world (14.75%)**. Furthermore, among the
top prevalent countries in the world, the prevalence of HIV/AIDS ranges from 7.3%

to 26.8% in Equatorial Guinea and Eswatini, respectively in 2020®. In Nigeria, PLHIV



is estimated to be 1.8 million in 2022 with Edo state having the highest prevalence

(5.7%, 97% CI: 5.0-6.3)*.

In low-income countries, breastfeeding is the major method of infant nourishment
hence, prevention of mother-to-child transmission is quite challenging”. In
communities that do not breastfeed, the risk of woman to Child Transmission K‘CT)
of HIV is 15%-30% in the absence of any intervention; if an infe@woman
breastfeeds, the risk rises by 5%-20%, reaching a total of 20%@).(%search has

indicated that breastfeeding for a period of 18 to 24 months inerease the chance of
transmission by 30% to 45%". QQ

Mother-to-child transmission of HIV remai 68Q major public health problem,
particularly among reproductive-aged w®%9 — 49 years”. Globally, an estimated
1.3 million women living with Hl&ome pregnant each year. In the absence of
intervention, the rate of ;cran@smn of HIV from a mother living with HIV to her
child during pregna%@, delivery, or breastfeeding ranges from 15% to 45%%. A
review of 13 c@studies estimated the risk of MTCT of HIV in the absence of
antiretrov%t atment (ART) to be 15% to 20% in Europe, 15% to 30% in the USA,
an@% 35% in Africa*. A study conducted by Chi* shows that in South Africa
there is a 2.1% MTCT rate. Also, infants born to women on antiretroviral therapy
(ART) were 93% less likely to have a positive PCR test than those whose mothers

were not on ART®. In contrast, studies in other African countries report MTCT rates

as high as 8.1% in Ethiopia. In Nigeria, the MTCT rates are estimated at 2.74%*.



Despite high levels of HIV testing and ART uptake, MTCT has still not been
eliminated. Possible factors could be late HIV diagnosis and initiation of ART and
poor ART adherence®. However, with specific interventions, the risk of MTCT in
breastfeeding and non-breastfeeding populations, can be reduced to less than 2% and
5% respectively*. Women of reproductive age account for more than half of the
world's HIV cases”. Unintended pregnancies are high among HIV—positiVQ)%en“s.
Added to this, over 90% of HIV infections in children are acquired throu TCT. A
Study by Mpody* indicated that without appropriate PMT '@erventions about
50% of those infants born with HIV will die before th cond birthdays. Another
study on MTCT of HIV by Fassinou® stated th%&e absence of antiretroviral

therapy (ART), roughly 50% of the infect;&ébdren will die before their second

birthday. @
y . ’\\%

While there is a place for preéﬂive strategies, antiretroviral therapy (ART), and
. A{QJ
psychological counselin@he e are also certain factors that act as barriers to the
effective preven§i<' of ‘mother-to-child transmission of HIV. Factors such as social
L
stigma, a g)lural beliefs are the biggest issues in creating barriers to healthcare
servicéécess that hinder women from seeking preventive care. Despite
advancements in antiretroviral therapy and preventive strategies, Mother-to-Child
transmission continues to contribute to the burden of pediatric HIV infection’'.

Sociocultural factors, stigma and limited access to healthcare services further

exacerbate the problem™.



1.3 Justification of the study

The transmission of HIV/AIDS from mother to child, also referred to as vertical
transmission, remains a significant public health issue globally. Mother-to-child
transmission (MTCT) can occur during pregnancy, childbirth, or breastfeeding, and
without effective interventions, the transmission rate from mother to child c&eaeh
as high as 15-45%. Nigeria has one of the largest HIV epidemics in the @ with a
considerable number of women of reproductive age affected by HIV>*According to
the National Agency for the Control of AIDS (NACA), in Z%Qmﬂlion people in
Nigeria were living with HIV, the prevalence rate o as 1.3% and it was the
highest among the female adult population, at 1.6%,and the transmission of HIV from
mother to child remains a persistent challe%§ddressing factors that influence the
success of PMTCT programs is c.r@ achieving the global goal of eliminating

pediatric HIV and reducing maét@ mortality.

Q

.
However, with ade@ention practices, including antiretroviral therapy (ART)
and other medi@erventions, this risk can be reduced to less than 5%. Given these
statistics, there™s a clear need to explore the factors influencing prevention practices
f01\l\//®r¢ among women of reproductive age, as this knowledge can support the
development of targeted interventions aimed at reducing HIV transmission rates and

improving health outcomes for both mothers and children.

This study is justified by the alignment of MTCT prevention with global health

initiatives, particularly those focused on ending the HIV/AIDS epidemic. The World



Health Organization (WHO) and the United Nations have established targets to
eliminate MTCT of HIV as part of the Sustainable Development Goals (SDGs), which
call for an end to AIDS as a public health threat by 2030. Achieving this goal requires
a comprehensive understanding of the factors influencing prevention practices at the
individual, community, and health system levels. By examining these factors, this

study aims to contribute valuable insights toward meeting global targets an@:ing

the burden of HIV/AIDS. «< )
Women of reproductive age are particularly vulnerable to H due to biological,
social, and economic factors. In sub-Saharan Afric e the majority of HIV-

positive individuals reside, women account for nea@éO% of people living with HIV,
and a large proportion are within thein‘@oductive years”. This prevalence
highlights the necessity of implen.le,n\i% effective MTCT prevention strategies in this
demographic. Understanding t&ci\nique challenges and facilitators for women in

adopting MTCT preven@actices will allow for more personalized and effective

interventions. ,&

.
N\

A study b ngfindicate that women’s behaviors, beliefs, and socioeconomic status

sig\if%l y influence MTCT prevention practices’®. Cultural norms, educational

background, access to accurate health information, and family and community

support can all impact a woman’s ability and willingness to adhere to prevention

measures such as ART. Examining these socioeconomic and behavioral factors is

necessary to inform policies and practices that foster supportive environments for



women. Interventions that take into account these influences can be more effective
than those that focus solely on clinical aspects of MTCT prevention, as they are likely

to be more acceptable and sustainable for women and their communities.

In addition, there is a pressing need for data-driven policy decisions and
programmatic support that reflect the realities faced by women of reproductix&ge in
both high- and low-income settings. This study aims to provide evide@%at can
support policymakers in designing MTCT prevention programs th&gﬁﬁer not only
medical needs but also cultural, economic, and psychosocial es. Programs that
address these factors holistically are more likely to s in increasing the rate of
prevention practice uptake, thereby reducing ’%QQT rates. This study will also

contribute to the literature on MTCT pre n, helping to fill existing gaps and

guiding future research in similar c@

1.4 Aim and Objectives of the%dy

This study aimed st the factors preventing practices of mother-to-child
transmission (B@XHDS among women of reproductive age in Ilorin, Kwara State,
Nigeria.rbb

Obj\ebﬁves of the Study are to:

i. identify the level of knowledge on prevention practices of mother-to-child
transmission of HIV/AIDS among women of reproductive age Ilorin, Kwara State,

Nigeria.

10



ii.

1ii.

1v.

examine the attitude towards prevention practices of mother-to-child
transmission of HIV/AIDS among women of reproductive age in Ilorin, Kwara

State, Nigeria.

investigate the perception on prevention practices of mother-to-child
transmission of HIV/AIDS among women of reproductive age in Ilorin, Kwara

State, Nigeria.

determine the preventive practices of mother-to-child transmission of HIV/AIDS

among women of reproductive age in Ilorin, Kwara State, Nigeria.

identify factors affecting prevention practices of mother-to-child transmission of

HIV/AIDS among women of reproductive age in Ilorin, Kwara State, Nigeria.

1.5 Research Questions

1. What is the level of knowledge on prevention practices of mother-to-child
transmission of HIV/AIDS among women of reproductive age in Ilorin, Kwara

State, Nigeria?

2. What is the attitude towards prevention practices of mother-to-child
transmission of HIV/AIDS among women of reproductive age in Ilorin, Kwara

State, Nigeria?

3. What is the perception on prevention practices of mother-to-child
transmission of HIV/AIDS among women of reproductive age in Ilorin, Kwara

State, Nigeria?

11



4. What is the level of preventive practices of mother-to-child transmission of

HIV/AIDS among women of reproductive age in Ilorin, Kwara State, Nigeria?

What are the factors affecting prevention practices of mother-to-child
transmission of HIV/AIDS among women of reproductive age in Ilorin, Kwara

State, Nigeria?

-N\J

1.6 Hypotheses

Ho].I

HoZZ

H031

There is no significant association betwg‘ ducational status and level of
knowledge on prevention practic@ mother-to-child transmission of

HIV/AIDS among women of’l@.\ctive age in Ilorin, Kwara State, Nigeria.

There is no signiﬂcanésociation between religious affiliation and attitude
towards prev%f@ ractices of mother-to-child transmission of HIV/AIDS

among w@ of reproductive in Ilorin, Kwara State, Nigeria.

Thé is no significant association between marital status and preventive

\%‘actices of mother-to-child transmission of HIV/AIDS among women of

Ho4Z

reproductive in Ilorin, Kwara State, Nigeria.

There is no significant association between religious affiliation and factors
affecting prevention practices of mother-to-child transmission of HIV/AIDS

among women of reproductive in Ilorin, Kwara State, Nigeria.

12



1.7 Significance of the Study

The study of factors affecting mother-to-child transmission (MTCT) of HIV/AIDS
among women of reproductive age is crucial for improving public health, maternal
care, and child welfare. One of the primary reasons for its significance is the potential
to reduce transmission rates during pregnancy, childbirth, and breastfeeding. By
identifying the specific factors that contribute to transmission, healthcare providers
can implement targeted interventions that protect infants from acquiring HIV. This
research is also vital for enhancing maternal and child health outcomes, as it supports
the development of comprehensive care strategies that improve pregnancy
management and postnatal care, ultimately leading to healthier lives for both mothers

and their children.

Understanding the dynamics of MTCT informs public health policies that aim to
reduce the burden of HIV/AIDS on a broader scale. Governments and health
organizations can use the data from these studies to allocate resources more effectively,
ensuring that women have access to essential healthcare services such as antiretroviral
therapies (ART) and proper prenatal care. Research into MTCT factors also plays a
critical role in designing prevention programs, particularly in areas with limited
healthcare infrastructure. These programs can be tailored to address key risk factors
such as maternal viral load, breastfeeding practices, and healthcare accessibility,

which are essential to lowering transmission rates.

13



Moreover, studying MTCT helps create targeted education and awareness campaigns
among women of reproductive age (19-45 years). Women of reproductive age are
often central to family and community health, and empowering them with
knowledge about HIV transmission and prevention can reduce stigma and promote
safe health practices. Finally, research into the factors influencing MTCT helps
identify and support vulnerable populations, such as women with limited access to
healthcare or those in low socio-economic settings. This ensures that interventions
are equitable and reach those most in need, contributing to the global goal of

eliminating pediatric HIV and supporting the fight against HIV/AIDS worldwide.

1.8 Scope of the Study

The study was conducted among womemofireproductive age (19 — 45 years) in Ilorin,

Kwara State, Nigeria.

1.9 Operational Definitions of Terms

1. Mother-To-Child'Transmission: refers to the transmission of the virus from an

infected mother to her baby through breast milk and during pregnancy.

2. (Health Service Utilization: This denotes the availability, affordability, and
acceptability of health resources that women of childbearing age would be able

to access and use in the prevention of HIV infection.

14



3. Knowledge about Strategies to Prevent HIV/AIDS: This involves the awareness
and understanding of women regarding the mode of transmission of HIV and

the means through which MTCT can be prevented.

4. Quality of Health Care Services: This is the level of health care that is
delivered at the health facilities and may involve provider com&tency,

person-centered care, and availability of commodities that may ally be

required in the course of the provision of the services, &gﬁicines and

testing kits %Q

5. Male Partner Involvement: This category Qale participation in and

support of the MTCT prevention of l—%@overs his taking part in health

decision-making, attending an@isks, and supporting adherence to

preventives. \é_@

6. Stigma: This may en@ass ill perception, beliefs, and discrimination toward

people living\@TV/AIDS. This may emanate from both perceived, enacted,

and irﬁ@d stigma that can make a woman avoidant to health services

O
&
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Chapter Two

Literature Review
2.1 Conceptual Review

2.1.1 Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome

HIV is a global epidemic characterized by stark disparities. In 2015, a Qﬁtely
25.5 million people were living with HIV infection in sub-Saharan Afficay5.1 million
in Asia and the Pacific, and 1.1 million in the United States'. @gh the number of
new HIV infections has declined in most regions of the@ld since 1998 because of
the increasing dissemination of antiretroviral ther@,Q was estimated that by June
2019, only 24.5 million of the 37.9 millio &people living with HIV (PLWH)
worldwide were receiving antiretrmf&ﬁzmpy{ HIV is a virus that weakens the
body’s immune system, particuL{é”\argeting CD4+ T cells, which are key drivers of
the body's immune respo@deterosexual transmission remains the dominant mode

of transmission an Q.mts for about 85% of all HIV-1 infections. Southern Africa
remains the Qc}nter of the pandemic and continues to have high rates of new HIV-1
infectioi@ﬂthough overall HIV-1 prevalence remains low in the emerging
epidXﬂics in China and India, the absolute numbers, which are fast approaching those
seen in southern Africa, are of concern. Outside of sub-Saharan Africa, a third of all

HIV-1 infections are acquired through injecting drug use, most (an estimated 8.8

million) of which are in Eastern Europe and Central and Southeast Asia. The rapid

23



spread of HIV-1 in these regions through injecting drug use is of importance since it is

a bridge for the rapid establishment of more generalized epidemics®.

According to a report issued by the World Health Organization (WHO) in 2019,
approximately 38 million people were living with HIV globally’. In 2019, the total
number of cases of HIV/AIDS registered with the Ministry of Health (MOH) was 3232.
Of those, 884 (27.4%) were female, the majority of which were of chil@ng age;

63.1% were between the ages of 25-49 years, and 17.6% aged 15—&&(. There has

been an exponential increase in the number of documented @es in recent years,

and this has been attributed to the decrease in stign%@m, applying protocols of

detection such as antenatal screening (ANS) of pre@mt women and their contacts as
well as the availability of treatment in healtHjigstitutions. The most common mode of

transmission to children is MTCT fr@ -infected woman.

Worldwide, studies have beQ’idone to look into the effects on pregnancy and
outcomes’. For exam%@trospective study published in 2015 by Kullima, looked
into the matemg@ perinatal outcomes of HIV-infected women in a tertiary care

N\

hospital ins\Nigeéria. They concluded that HIV-positive status increased adverse birth
ou co%:of pregnancy such as anemia, puerperal sepsis, low birth weight, preterm
births, and higher cesarean section rate amongst women who tested positive for HIV.

It also showed that ART appeared to reduce the risk of preterm births in HIV-positive

cohorts®,
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Similarly, it is equally important in cases where one or both partners are HIV positive
and wish to conceive. In recent years, universal HIV prenatal testing, antiretroviral
therapy (ART), scheduled cesarean delivery for HIV-positive women with elevated
viral loads, appropriate ART for infants, and avoidance of breastfeeding have shown
encouraging results, and the Centers for Disease Control and Prevention now aims to
eliminate HIV transmission from mother to child by reducing its incidQ% <1
infection per 100,000 live births’. According to one estimate, around 5,000 HIV-
positive women give birth in the United States every yee owing current
recommendations regarding HIV and pregnancy, both nited States and Europe
have witnessed a steep decline in perinatal HIV §&ission to 1% or less. In the
United States, black infants have 5 times @eased incidence of perinatal HIV
compared to white infants''. Accordin &erort by the Centers for Disease Control
and Prevention, only 44 HIV—p@é\fants were born in the United States in the
year 2016, with the incidé@%perinatal HIV transmission being as low as 1.1 out of
100,000 live births'>.\Glbbally, with the increasing availability of ART to pregnant
women, the @r of new HIV cases among children has decreased by 47% since
2010 a@g to the Joint United Nations Programme on HIV/AIDS".

2.1}/Knowledge of Human Immunodeficiency Virus/Acquired Immunodeficiency

Syndrome.

The 2014 Nigeria Demographic and Health Survey (NDHS) reported that 89.3% of

boys and 89.5% of girls aged 15-19 had heard of AIDS. On HIV prevention methods,
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63% of boys compared to 51.6% of girls knew that consistency in condom use could
reduce the risk of HIV infection. A survey conducted by Badru' highlighted
significantly low levels of comprehensive HIV knowledge (9.4%) among young
adolescents in Nigeria. According to Khamisa® in South Africa, an estimated overall
HIV/AIDS prevalence rate of 13.5%, and there were no significant differences
between male and female adolescents in terms of HIV and AIDS knowledge. A
systematic review and meta-analysis study conducted by Kassie'® reveals that the
estimated pooled level of knowledge on PMTCT among reproductive-age groups in
Ethiopia was 62.15%. In a study conducted by Doda'" in India, most participants had
incomplete knowledge regarding the various aspects of HIV/AIDS. Also, Teshale'
reveals in his study that comprehensive knowledge of HIV/AIDS among women of

reproductive age in sub-Saharan Africa is low (38.56%).

HIV/AIDS survival has increased markedly in the region as a direct result of highly
active antiretroviral therapy. In the United States of America, an estimated 40,000
people have been infected with HIV each year during the past decade'. As in
Western Europe, men who have sex with men, injection drug users, and high-risk
heterosexuals all have experienced high rates of HIV infection. However, unlike in
Europe, there has been significant transmission of HIV from injection drug users to
non-user heterosexuals. This has been especially pronounced among persons of African
descent in the United States who comprise about 12.5% of the country’s population.
Currently about half of newly reported HIV infections in recent years have been

among African Americans, and African-American women are almost three times as
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likely to be infected as women of European descent”. Sex between men is the most
common route of HIV infection in both the United States and Canada, accounting for

63% of newly diagnosed HIV infections in the United States®'.

Sub-Saharan Africa has just over 10 percent of the world’s population but is home to 60%
of all people living with HIV. An estimated 24.5 million people were living with HIV in
the region at the end of 2005, and approximately 2.7 million new infections, or 66% of all
new infections worldwide, occurred there during that year”. Overall UNAIDS estimates
that 6.1% of the adult population is infected. Moreover, 50 million Africans have been
infected with HIV since the beginning of the epidemic, and more than 22 million have
died Eight African countries have more than 1 million people living with HIV, and
estimates are that among 15- to 24-year-old Africans, 1.9% of men and 4.6% of women
are already infected”. The epidemic in sub-Saharan Africa is not homogeneous; some
countries are much more severely affected than others. In Somalia and Gambia, the
prevalence is around 2% of the adult population, whereas in South Africa and Zambia,
around 20% of the adult population is infected®. In four southern African countries,
the national adult HIV prevalence rate has risen higher than was thought possible and
now exceeds 20%. These countries are Botswana (24.1%), Lesotho (23.2%), Swaziland
(33.4%) and Zimbabwe (20.1%)”. West Africa is relatively less affected by HIV
infection, but the prevalence rates in some countries are creeping up. In West Africa
and Central Africa HIV prevalence is estimated to exceed 5% in several countries
including Cameroon (5.4%), Central African Republic (10.7%), Cote d’Ivoire (7.1%),

and Nigeria (3.9%). HIV infection in Eastern Africa varies between adult prevalence
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rates of 2.4% in Eritrea to 6.5% in Tanzania. In Uganda, a country severely affected by
the HIV epidemic in the 1980s and early 1990s, the countrywide prevalence among

the adult population is now 6.7%.

Nigeria has the largest HIV burden in Sub-Saharan Africa, with over 1.9 million
people currently living with HIV. AIDS-related deaths in Nigeria have been estimated
to be around 49,000 across all age groups in the year 2020 alone®. The country has
adopted the Sentinel Surveillance System but has launched the Nigeria National
Response Information Management System (NNRIMS) which serves as the disease

monitoring and evaluation framework for the national HIV/AIDS response.

The first two AIDS cases in Nigeria were diagnosed in 1985 and reported in 1986 in
Lagos one of which was a young female sex worker aged 13 years from one of the
West African countries”. The news of this first AIDS case sent panic, doubt, and
disbelief to the whole nation as AIDS was perceived as the disease of American
homosexuals. Some people saw the story about AIDS as a ploy by the Americans to
discourage sex and many acronyms, one of which was ‘American Idea
for Discouraging Sex’ emerged at the time. These earlier perceptions, skepticisms, and
reactions of the Nigerian public towards the ‘foreign’ AIDS case and HIV/AIDS in
general have been well documented in the introductory part of a fairly recent doctoral

thesis on ‘Modelling HIV/AIDS Epidemic in Nigeria’ that can be found online®.

HIV/AIDS tends to be generally low in most parts of the country, the highest numbers

of HIV prevalence were found mostly in Benue, FCT, Anambra, Bayelsa and Akwa
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Ibom States of the federation®. These marked differences in the prevalence rates
among these states could be due to a number of factors including but not limited to
cultural differences, varying levels of education, religion and differing socio-economic
structures. Indeed, there must be interplay of these factors on HIV/AIDS outcomes in
these states. The variations in socio-cultural and religious practices among about 400
different ethnic groups in Nigeria have implications on the risk of HIV tr@ion.
Notably, some practices that include multiple and concurrent sex a@s, delivery
outside the health facility without a skilled birth attendant, fe enital mutilation,
unsterile traditional bloodletting and traditional markin tattooing will lead to an

increase in the risk of HIV transmission. Q :

The estimated overall number of People Li ith HIV (PLWHIV) by the end of
2017 was approximately 36.9 (34. 3—4%§Alhon and Sub-Saharan Africa was the most
affected region, having 25.8 (24&% 7) million PLWHIV and 66% of all people with
HIV infection living in t@\&mn Also, among all people living with HIV globally,
9% of them live irﬁge 1a®. The country already burdened by political instability and
endemic }%{gﬁ} corruption as a result of almost 33 years of military rule now seems
prepa@% ‘wipe out’ the virus within a few decades*. Notwithstanding the progress
in institutional reforms and political commitment to tackle the disease, the country

has seen more citizens placed on life-saving medication of active antiretroviral

therapy (AART) to increase the survival of such HIV seropositive individuals.
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The relative contribution of cell-free virus compared with cell-associated virus in
HIV-1 transmission remains unclear, there is growing evidence that viral load is
predictive of transmission risk®. The highest levels of viremia are seen during acute
infection and advanced HIV-1 disease. Further, co-infections with other sexually
transmitted diseases in asymptomatic HIV-1 infected people can increase viral
shedding to levels similar to those seen during acute infection. Thus, sexually
transmitted diseases could enhance HIV-1 transmission to rates similar to those seen
during primary infection. This observation could help to explain why the efficiency of
HIV-1 transmission exceeds, in some settings, the earlier mathematical
projections. Thus, identification and treatment of recently infected people is an
important means to reduce transmission. However, most people are unaware of their
HIV-1 status during these crucial first months of infection. Several screening
strategies based on laboratory testing and clinical algorithms are being developed and
tested for efficient identification of early infection before antibody
development. Additionally, more aggressive management of sexually transmitted
infections in settings with generalized epidemics has the potential to affect current

epidemic trajectories.

2.1.3 Knowledge of Prevention of Mother-to-Child Transmission of Human

Immunodeficiency Virus/Acquired Immunodeficiency Syndrome.

In 2020, globally approximately 37.6 million people living with HIV and 700,000

children are born infected from their parents. Every day there are nearly 1800 new
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Human Immune Virus (HIV) infections in children, more than 90% occurring in the
developing world. Approximately 90% of these infections are associated with mother-
to-child transmission (MTCT). In 2019, Ethiopia had over 100,000 pregnancies in
HIV-positive women and over 12,000 HIV-positive. Research on awareness and
knowledge on timing of mother-to-child transmission of HIV among women in
Southern Ethiopia found that only 60.7% were aware of the risk of MIGT.*The
possibility of MTCT during pregnancy, delivery, and breastfeeding Wwas, known by
48.4%, 58.6%, and 40.7% of the respondents, respectively®. The\proportion of women
who were fully knowledgeable on timing of MTCT{ was 11.5%. Women’s full
knowledge on timing of MTCT was associated with maternal education and being

government employee”’.

Worldwide, 1.3 million pregnant women and 2.8 million children and adolescents are
living with HIV®. Despite significant efforts and achievements in PMTCT over the
past decade, approximately 1.7 million children were living with HIV and 150,000
children were newly infected with HIV in 2019, mainly through the transmission of
the virus from their mothers during pregnancy, delivery, or breastfeeding®. During
this year, an estimated 95,000 children under the age of 15 died of AIDS-related
causes globally and mainly in sub-Saharan countries®. In Ethiopia, the precise
prevalence of HIV infection in children is unknown. However, 19,000 children ages

0-14 years are supposed to live with HIV/AIDS in urban areas*'.
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Since 2011, the global community has committed itself to accelerating progress for the
PMTCT initiative to eliminate new pediatric HIV infections and improve maternal,
newborn, and child survival within the context of HIV*:. Adherence to these practices
is variable with better results obtained in developed countries than in developing
countries. The continuum of care, the magnitude of PMTCT, and associated services
including HIV testing and counseling and ARV prophylaxis are still very low in
developing countries®. PMTCT of HIV has been considered one of the essential
prevention interventions to control HIV/AIDS epidemics. Since the beginning of
PMTCT programs, 1 million deaths and 2.2 million HIV infections have been averted
among children*. One of the pillars of PMTCT and the most cost-effective way is to
increase the knowledge, attitude, and practice of pregnant mothers toward this

intervention strategy®.

Studies conducted in African countries showed that there was a low level of
knowledge, attitude, and practice of mothers regarding MTCT and PMTCT services.
However, proper implementation of PMTCT services requires adequate knowledge
and appropriate attitudes and practices of pregnant women toward PMTCT®. In the
study area, data on knowledge, attitude, and practice toward PMTCT for HIV among
pregnant mothers are not completely understood, and little is known about the
benefits of PMTCT for HIV. Therefore, this study aimed to assess the knowledge,
attitude, and practice toward PMTCT for HIV among pregnant mothers in the study
area. On the other side, this finding related to the practice of ANC clients towards

PMTCT of HIV is less than a study done in Nigeria and Hosanna Ethiopia. The reason
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might be explained by intervention given for maternal and child care practices
including the provision of PMTCT of HIV in maternal and child health service clinics
by the concerned bodies could be attributed to this difference. In the same way, this
discrepancy might also be related to variation in women’s educational status and
sample size variation, the background of the study participants and method used and
study settings, and the availability and accessibility of the infrastructures. However,
this finding implies that there is a lack of balance that the zone health office regional
health bureau, and other organization that works on HIV/PMTCT could work in
collaboration with the local health care provider to enhance the good practice of
women towards PMTCT of HIV in ANC clinics. Overall, the factors, knowledge,
attitude, perception, and practice toward PMTCT of HIV were lower as compared to
the majority of previous studies”. This might be due to the primary educational level
(>50%), housewife in occupation (76.9%), low income (49.1%), and knowledge gap on
HIV counseling, testing, and treatment of STI to reduce the risk MTCT of HIV,
prevention of unintended pregnancy by improving FP service to reduce the risk
MTCT of HIV and not encouraging condom use with spouse due to culture in this

study were high as compared to other previous findings*.

2.14 Prevention practices on of Mother-to-Child Transmission of Human

Immunodeficiency Virus/Acquired Immunodeficiency Syndrome.

Prevention of mother-to-child transmission has seen advances in both industrialized

and resource-constrained settings. Intrapartum transmission has been reduced by
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increasing access to interventions such as one dose of nevirapine to the mother and
newborn baby. Concerns about drug-resistant viral strains have led to several trials
with combination treatments to reduce transmission during the intrapartum period.
In some settings, elective delivery by caesarean section can further reduce HIV-1
transmission during the intrapartum period. Still, the benefits of the intervention
could be countered by post-partum sepsis and increasing maternal mortan.\The
Prevention-of-Mother-to-Child Transmission (PMTCT) program a'&@dress the
high prevalence of HIV among pregnant women and eli mother-to-child
transmission (MTCT)*. In order to eliminate MTCT tl-%needs to be less than 50

new child HIV infections per 100 000 live births, m&sgan 0.05% MTCT rate)’".

O

A study conducted by Naidoo™ reveal that %§than 95% of HIV-positive women-
initiated ART in 2019 and 2020 i{l ’&&ﬁca and this led to reduction in MTCT of
HIV/AIDS accounting for on&c')\.% MTCT rate. Infants born to women on
antiretroviral therapy (@%em 93% less likely to have a positive PCR test than
those whose mo%s who were not on ART®. This study indicates that the
preventiogﬁgy\ce of MTCT of HIV/AIDS in South Africa is well practiced. More
than @ercent of new paediatric HIV infections are in sub-Saharan Africa™.
Mother—to—child transmission (MTCT) is the most common means of acquiring
paediatric HIV infection since more than 90% of new HIV infection among children
is through mother-to-child transmission. Without any intervention measures to

prevent the transmission, the risk of MTCT ranges from 20% to 40%. However,

mother-to-child transmission can be reduced to less than 2% in non-breastfeeding
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populations. In breast feeding populations, the transmission can be reduced less than
5% with effective interventions during the periods of pregnancy, labour, delivery and

breastfeeding™.

Prevention of mother-to-child transmission (PMTCT) is one of the fundamental
approaches to control HIV epidemic®. In early 2013, Ethiopia launched option B+
implementation; i.e. all HIV infected pregnant women receive triple ARV (anti-retro
viral) drugs without an initial CD4 testing”’. To control the risk of MTCT of HIV,
World Health Organization has launched a program as virtual elimination of pediatric
HIV. Four-pronged approaches are incorporated as components of virtual elimination
of pediatrics’ HIV. The approaches include primary prevention of HIV infection
among women of childbearing age; preventing unintended pregnancies among
women living with HIV; preventing HIV transmission from a woman living with HIV
to her infant and providing appropriate treatment, care and support to mothers living
with HIV, their children and families. However, for implementing prevention of
mother-to-child transmission of HIV, one of the major problems is poor awareness
and knowledge of the people about MTCT and PMTCT. Particularly, mother’s
knowledge on PMTCT plays significant roles to realize preventive measures and to

utilize the service.

Mother’s knowledge on prevention of mother-to-child transmission of HIV is
essential in order to use available prevention options. Women, who have adequate

knowledge on HIV prevention, protect themselves, their husband and their children
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from HIV infection and are more likely to undergo HIV testing than women who do
not have adequate knowledge on HIV. On the other hand, women, who do not realize
mother-to-child transmission of HIV and its prevention, have limited uptake of
PMTCT services. Regardless of widespread extension of PMTCT services, women’s
knowledge on PMTCT is not satisfactory’. Investigating the proportion and
predictors for mother’s knowledge on prevention of mother-to-child transmission of
HIV in resource limited settings have many benefits. It is a critical requirement to
enhance mother’s knowledge on PMTCT. The investigation will also help to escalate
utilizations of PMTCT services and it will ultimately be used to prevent and control

transmission of HIV.

However, since HIV-1 can be transmitted &y, breastfeeding, replacement feeding is
recommended in many settings. PoOr access to clean running water precludes,
however, the use of formula<féeding under these circumstances, and exclusive
breastfeeding with abrupf\weaning is one option for reducing transmission. A
potential novel intérvetition still being tested is the daily use of antiretroviral during
breastfeeding\More attention is starting to focus on the pregnant mother, especially
initiatien{ Jof antiretroviral therapy in mothers with low CD4+ counts during
pregnancy and thereafter. Only limited data are available regarding the health of
uninfected children born to HIV-1-positive mothers. In a European cohort of
exposed-uninfected children, no serious clinical manifestations were apparent, at least
in the short-term to medium-term®. Previous studies have identified factors for

mother’s knowledge on prevention of mother-to-child transmission of HIV. However,
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different levels of mother’s knowledge on PMTCT were observed. Contributions of

factors for mother’s knowledge on PMTCT vary in settings of different populations®.

Reported rates of transmission of HIV from mother to child range from around 15%-
25% in Europe and the USA to 25% to 40% in some African and Asian studies®.
Transmission of HIV-1 can occur in-utero, at the time of labor and deliv&y, or
postnatal through breastfeeding. Knowledge about the likely timing of tr, ssion is
important for the design of possible interventions®. Evid%z(ﬂfr in-utero
transmission (as early as 8 weeks’ gestation) comes from: tion of HIV-1 in
fetal specimens and placental tissue, viral isolation fr -60% of infected infants
at the time of birth, the presence of p24 anti% fetal serum; and an observed
bimodal distribution of symptoms in ch@“. The evidence for intrapartum
N\
transmission came first from obse.r\‘&}ﬁrom a register of twins, which found that
the first-born twin had a two-fi S%gher risk of contracting HIV-1 than the second-
=)
born twin. Exposure of t@fe s to the virus in cervicovaginal secretions is thought to
play a role, alt}&l e same phenomenon is observed for twins delivered by
.
cesarean sg X In addition, recent reports have indicated that mode of delivery
may a@%‘the transmission rate. Cesarean section whether elective or emergency has
been shown to decrease transmission in some studies and prolonged rupture of
membranes [more than four hours] to increase the risk of transmission®. HIV has
been shown in both the cell-free and cellular portions of breast milk. Postnatal

transmission through breastfeeding may explain the higher transmission rate seen in

Africa. The contribution of each of these routes to overall transmission has not been
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quantified exactly but it appears that in-utero transmission is less frequent and that a

substantial proportion of infection occurs at the time of delivery or late in pregnancy®.

The placenta provides a barrier that effectively reduces, but does not completely
prevent, HIV transmission and the most frequent window for in-utero transmission is
the last 14 days before delivery®”’. Mechanisms of HIV passage across the place{ta are
not well known®. The virus infects syncytiotrophoblast, cytotrop@t, and
villous endothelial cells, but placental cells produce various @gffactors and
receptors including cytokines and chemokines that may r% IV replication in
trophoblasts®. In utero, single or multiple majo rnal HIV variants are

transmitted”’. HIV MTCT occurs mainly via transzosis of HIV-infected cells while

free virus can pass through the placenta via red villous surface.
Feto-placental macrophages, called auer cells, may putatively facilitate placental

HIV transmission and c?ntr®e to the selection of HIV variants infecting the
developing fetus. H%Qn\ters cells of the immune system, including Hofbauer
cells, via intexaﬁ\& of the surface envelope glycoprotein gpl20 with CD4 and
chemokin%: “receptors CCR5 or CXCR4, and the transmembrane envelope
pr%\ei/%rgll promotes fusion of the virus with the host cell's plasma membrane.
Transmission through breastfeeding can occur at any point during lactation”". Cell-
free and infected CD4+ cells can transmigrate across fetal oral and intestinal epithelia,
probably because their mucosal layers are relatively narrow, have comparatively low

stratification, and lack expression of anti-HIV innate proteins. The risk factors related
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to HIV transmission through breastfeeding have been less studied but are associated
with maternal viral load and subclinical mastitis. The risk is cumulative; the longer
the HIV-infected mother breastfeeds, the greater the additional risk of viral
transmission to the newborn. Where breastfeeding is common and prolonged this

route of transmission may account for up to half of HIV infections in infants

and young children. Q\
2.1.5 Prevention practices on HIV/AIDS &Q/

Reduction of heterosexual transmission is crucial for contro%e epidemic in many
parts of the world. Prevention is achieved throqu ction in the number of
discordant sexual acts or reduction of the %@ity of HIV-1 transmission in

discordant sexual acts’>. Shamu stated i %dy among young adults that less than
half (44.7%) had correct knowledgeﬁ\@V prevention and 73% used a condom at last
sex. HIV prevention knov.vledékvels were much lower among women, coupled with
inadequate but relau@@gh levels of condom use at last sex. This implies that
the prevention.pg\&e of HIV/AIDS is common among male adults”.
C

The fir;tbén be achieved through abstinence and sex between concordantly
sel%q%mive individuals. Abstinence and lifelong monogamous relationships might
not be adequate solutions for many people and therefore several interventions aimed

at lowering the risk of transmission per discordant sexual act are in the process of

clinical testing’®. Male and female condoms provide a proven and affordable
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prevention option. In combination, these options are also more commonly referred to

as the ABC (abstinence, be faithful, condom use) approach.

In addition, other biomedical prevention interventions include male circumcision,
antiretrovirals for prevention (e.g. pre-exposure or post-exposure), chemoprophylactic
treatment of herpes simplex virus-2 (HSV-2), microbicides, and vaccines. Resul{sfrom
one of three independent phase III male circumcision trials underway in @Afnca,
Kenya, and Uganda has helped to allay some of the ambivalence ar, &ﬁz protective
effect of male circumcision. The findings from the South Afri trial show a 60%
protective effect of male circumcision. The possible m relates to the fact that
the foreskin has apocrine glands that secrete 1 s%unes but also Langerhans cells
expressing CD4 and other receptors. Thes —spec1f1c dendritic cells can uptake
virus and are believed to play a p@anspon of the virus to susceptible T cells.
Immunofluorescence studies oﬁé)ﬁskm mucosa suggest that these tissues might be
o
more susceptible to HIV@'}Q ection than cervical mucosa. Findings from this proof-
of-concept trial ngo e compared with evidence from the two trials still underway
.
in Kenya nz{Uganda, and to acceptability data, behavior change after circumcision,

surgicébnphcation rates, and logistics of undertaking the procedures before policy

formulation and wide-scale access as a prevention strategy.

A defining feature of the pandemic in the current decade is the increasing burden of
HIV-1 infections in women, which has additional implications for mother-to-child

transmission. Women now make up about 42% of those infected worldwide; over
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70% of whom live in sub-Saharan Africa”. Overall, a quarter of all new HIV-1
infections are in adults aged younger than 25 years. HIV-1 infection rates are three to
six times higher in female adolescents than in their male counterparts, and this
difference is attributed to sexual coupling patterns of young women with older men.
Population prevalence of HIV-1 infection, concurrent sexual relationships, partner
change, sexual practices, the presence of other sexually transmitted diseases, and
population mobility patterns for economic and other reasons (eg, natural disasters and
wars) further increase the probability of HIV-1 acquisition. Emerging data accord
with strong links between the risk of sexual HIV-1 acquisition and episodic

recreational drug or alcohol use’.

In northeastern India along the Myanmar border and major cities such as Delhi,
Chennai, and Mumbai drug injecting is also a major source of new infections, and

prevalence has risen rapidly in injection drug users”.

In Eastern Europe — notably Estonia, Latvia, Lithuania, Moldova, Russia, and Ukraine
— the HIV incidence rate is among the highest in the world. Today, Russia has the
largest HIV epidemic in Europe and accounts for 70% of the cases in the Eastern
Europe and Central Asia region78. By the end of 2004, almost 300,000 cases of HIV
have been officially registered in the Russian Federation since the beginning of the

epidemic, and this number continues to grow”’.

Central Europe in contrast to Eastern Europe has a much smaller and more stable HIV

epidemic. HIV in the region is largely concentrated in drug injectors, as in Russia and
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the former Soviet republics, and three-quarters of all cases are in Poland and Romania.
Southeastern Europe has a more mixed picture. While the prevalence has in general
been low, political instability, the wars following the disintegration of Yugoslavia, and
the economic depression following the end of the Warsaw Pact created an
environment in which behavioral and cultural shifts, such as injection drug use,
commercial sex work, and migration, created a situation in which HIV could be
rapidly transmitted®. In addition, conditions such as high rates of sexually transmitted
diseases, in other countries in southeastern Europe, such as Romania, have the

potential to facilitate explosive heterosexual transmission.
2.1.6 Attitude toward prevention practice of MTCT of HIV/AIDS.

An institutional-based cross-sectional study conducted among 216 antenatal care
(ANC) attendees in Gurage zone hospitals from June to July 2020 in Ethiopia by
Yeshaneh reveal that the attitude, and practice towards Prevention of mother-to-child
transmission (PMTCT) of HIV among antenatal care attendees were found to be 79%,

and 62% respectively®'.

A study conducted by Mukhtar® in north India, in the district Srinagar, showed that
the majority of the study subjects (91.5%) and their spouses (74.9%) were tested for
HIV infection. Among the study participants, a majority (98.4%) had shared the result
of HIV test with their spouse. Pertaining to HIV testing 96.4% and 77.3% had
favorable attitudes towards HIV testing among pregnant women and their spouses

respectively. Regarding delivery attendants, 94.3% of study participants had a
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favorable attitude toward the delivery of HIV positive women by a skilled person.
Whereas; Only 38.5% of the study subjects agreed that HIV-positive mothers should
get ARV therapy during pregnancy and very few subjects (12.3%) agreed to avoid
breastfeeding the child to reduce the risk of transmission of HIV infection to the

child®.

2.1.7 Factors influencing prevention practices of mother to child tra@&sion of

HIV/AIDS QJ
O

Several variables are causally associated with PMTCT adhe% performances. The
most common related independent variables and fact@Qlde biological, behavioral,
social, demographic, psychological, and cultur. @884. Other causes include disease
variables such as chronic disease cond'\fg@’bﬁgma, health care provider attitudes,

and national variables such as shorm&f ARVs in clinics and shortage of healthcare

providers responsible for Ph&@cp?ogramsgs .

N
A study conducted ﬁ@igbo86 in Francistown in Botswana found that pregnant
women defa(f/i@MTCT programs are related to pregnancy-related illnesses and
ARV sideéfects. Other factors include educational factors which determine the
knb&ge and attitudes towards PMTCT. Environmental factors include stigma and
discrimination in health settings, weak health infrastructure and long distances to
access medication, malfunctioning and improper working phones to remind mothers
on medication time, misunderstandings and misconceptions of treatment,

misunderstanding of drug instructions and change of location during holidays®’.
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Studies by Mariwah show that PMTCT programs focus mostly on facility-based
interventions, neglecting the significant role of community-driven processes in
scaling up PMTCT programs and coverage®. The empowerment of community leaders
and social groups in participating in PMTCT programs and partnering with other
national governance bodies can ensure a more appropriate design, reach, and quality
of PMTCT health services which can also influence the adherence to the %tion
practice of MTCT. This can create safe environments that advoca&&ger PMTCT
measures in communities”. The empowerment of commu i@aders and social
groups in participating in PMTCT programs and pang with other national
governance bodies can ensure a more appropri%@sign, reach, and quality of
PMTCT health services. This can create %bgironments that advocate proper

PMTCT measures in communities. \D

)

Enabling factors influencing P]\/@’ in Nigeria

N\

The availability, acc@, cost, and accessibility of resources that either help or

impede decisicm@ behaviors related to PMTCT are referred to as enablers in the
reviewed li egdre. Positive facilitators noted in the literature include but are not
lir@rg the secrecy of HIV test results, the availability of health education
programs surrounding PMTCT, and access to family planning services, HAART,
support groups, and counseling services for women living with HIV®. Pregnant
women's attitudes toward VCT in Awka, Nigeria, were assessed, and the authors

discovered that willingness to test for HIV was impacted by assurances of anonymity
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of results”. According to Onalu’s study, creating a peer support group for nursing
mothers in the community could help change stigmatization and support HIV-
positive mothers, particularly young mothers who choose to breastfeed their children
exclusively, while also helping to change societal norms and beliefs””. Early
implementation of PMTCT interventions, such as having access to more counseling

sessions at the start of pregnancy, created circumstances that enabled Wom®rw

O
,\(J

However, decisions and actions about PMTCT are advers ted by a lack of

out their goals toward breastfeeding their infants.

readily available, inexpensive, acceptable, and access%@urces. For instance, poor
and unreachable volunteer and counseling centem@gether with travel distance and
lengthy wait times, were found to be barrie the uptake of PMTCT services in all
of the analyzed studies. One of the rﬁ\ given by the mother for not participating
in the PMTCT program was 1n&%551b1hty to PMTCT centers, according to a study
conducted by Mukhtar—&* 2006 at the Aminu Kano Teaching Hospital in Kano,
which examlned %r cords of HIV-positive infants. More financial hardships and
eXpenses, €S \ly those related to childbirth, affected people's decisions to use
PMT@atments at health clinics. This was the situation in southeast Nigeria,
where a study conducted by Okon”™ found that HIV-positive pregnant women's
decisions about delivery were influenced by the high expense of treatment. Hospital
service non-utilization was further discouraged by stigma and prejudice from nurses,

which included non-acceptance, unpleasant attitudes, and a lack of confidentiality.
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Nurturing factors influencing PMTCT in Nigeria

Nurturers in the reviewed literature relate to how family and/or community factors
influence decisions and actions regarding the uptake of PMTCT services in Nigeria,
either favorably or unfavorably. A portion of the positive nurturers' category was
determined by the declaration of seropositive status and the subsequent supp&from
family members. These results are in keeping with other research sugge@hat the
initial and most effective support networks for family members liv&&d‘ HIV/AIDS
are still their communities and families™. A study conducted,i is Ababa, where a
different study found that 51.7% of women disclose sero-status and received
support when they told their partners about thein@\lV status”. In addition to being
crucial for PMTCT programs, family su@ offered the best opportunity to
implement preventive measures, 1ncl§§ adhering to ARV therapy. For instance, it
has been noted that in Lagos, %ﬂcaant women's adherence to ARVs is influenced by
disclosing their HIV stat@ receiving treatment support from their partners™. The
decision to and %ﬂ ued use of baby feeding was similarly impacted by the

disclosure;of positive status to partners’.

Tr{it/@rq beliefs and practices that are shaped by family contexts and impact
PMTCT decisions or health-seeking behaviors, in addition to these positive nurturing
variables. For instance, "the desire to have children" has become a common existential
perception held by many HIV-positive men and women living in Nigeria due to the

extensive use of ARVs for HIV therapy, as previously mentioned”. According to study
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by Onalu participants, maintaining lineage continuity and posterity were the primary
motivations for desiring to procreate. Strong cultural attachments to having children,
the stigma attached to childlessness, the importance of children in agricultural
economies, the role that children play in inheritance, the impact of childbearing on

women's status, and the role that children play in caring for the elderly all seemed to

have an impact on these desires™. Q\

However, some aspects of family environments adversely im@g-lhoices and
behaviors related to PMTCT. A study conducted in southe ia found that not
disclosing sero-positive status was considerably more li hen one of the following
factors was present: fear of divorce, single stat@low educational attainment'®.
Similarly, "fear regarding the spread of the ation, stigma, and deterioration in
the relationship with the spouse". Wi Ee three most often cited reasons for non-
disclosure among HIV-positive &g% in Benin City, Nigeria. In Nnewi, Nigeria, HIV-
.
positive pregnant wom §on—adherence to ARVs was also influenced by their
failure to discloseﬂel HIV-positive status'”’. In many situations, partner testing
.
turned o tLbe a poor practice among women who declared their HIV status.
More@despite the strong cultural attachment to having children in Nigeria, there
was evidence of a significant desire to procreate. However, findings from the
reviewed literature also suggested that in certain situations, decisions not to reproduce
were influenced by awareness of sero-positive status. For instance, in a study of HIV-

positive men and women in the Niger Delta Region, the authors discovered that the

reasons given for choosing not to have more children included fear of dying and
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leaving behind orphans, fear of contracting a sero-discordant partner and child, and
fear of becoming too sick to be able to provide for the child financially'®. Mixed
feeding practices were driven by stigma and family pressure to breastfeed among
newly diagnosed HIV-positive women. According to one study, the high proportion
of mixed feeding practices among a cohort of HIV-positive women in the south-south
region of Nigeria was impacted by family members' opinions about feedin@ices

that are culturally and socially acceptable, as well as by the< of access to

appropriate feeding counseling support'®. $O

Studies have shown that factors that influence o-child transmission of
HIV/AIDS is hindering. A study conducted l’)$yebe104 on factors influencing
prevention of mother-to-child HIV trans@n service utilization among HIV-
positive women in Amhara Natlonag\onal State, Ethiopia stated that Mother to
child transmission (MTCT) of is the major source of HIV infection among
children below the a e years Prevention of mother to child transmission
(PMTCT) serv1ce @n an important way in preventing HIV infections in infants.
However,m 1ng PMTCT service uptake and continuum of care still remains a
signifi@%impediment in the Amhara Region of Ethiopia. The study aimed to explore
factors that hinder and promote PMTCT service utilization among HIV-positive
women. The findings of the study revealed that there are a range of factors that
influence HIV-positive women on PMTCT service utilization. Stigma, discrimination,
limited knowledge on HIV, lack of partner and family support, and not getting

friendly service from health facilities were factors that might hinder PMTCT service
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utilization'®. The experiences of HIV-positive mothers revealed that continuous
partner support, previous history of getting HIV free child, good health worker
support, and advice by a mother support group were factors that promote the
utilization of PMTCT service. Strengthening community awareness on HIV, engaging

male involvement in PMTCT care and getting friendly service were the key

determinants for better PMTCT service utilization'%. Q\

O

In a study conducted by Iwelunmoin'” he stated that as a&bit&éﬁ goals are
established and unprecedented resources deployed tow%ge elimination of
mother-to-child transmission of HIV globally by Z&Ie is clearly a need to
develop effective family-oriented, culture—ceand community-based PMTCT
programs in Nigeria so as to improve the @ptake of PMTCT services. Another
study conducted by Nyarko'® iri ,B&é Freho District in the Ashanti region of
Ghana stated that the impact é&%/AIDS on women and children has called for a
higher increase in globa@nitmem and response to the prevention of mother-to-
child transmissiorﬁ CT). The study investigated the knowledge, attitudes and
practices of @ant women regarding PMTCT of HIV in Bosome Freho District in
the A%’& region of Ghana. the level of knowledge was high (77.0%), attitudes were
good (71.1%), and the practice of PMTCT was high (95.9%). However, the
knowledge of participants on the importance of exclusive breastfeeding, the moments
when HIV transmission occurs, and the merits of elective caesarean sections as an
HIV preventive method were grossly insufficient. Knowledge was influenced by the

level of education (AOR=19 (95% CI: 1.08-333.82); p=0.04); attitudes were influenced
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by the level of knowledge regarding PMTCT (AOR=5.3 (95% CI: 2.76-10.35);
p<0.001). interventions to improve the knowledge, attitudes and practices regarding
PMTCT should focus more on women with less than Senior High School (SHS) level
of education. Exclusive breastfeeding and elective caesarean sections, though effective

in reducing transmission of HIV from the mother to the child, could be missed

opportunities in reducing the burden of HIV in this community'”. Q\

2.2 Theoretical Review Q/

PRECEDE-PROCEED MODEL %

Phase-4 Phase-3
Policy Educational Phase-2 :
el and ecological Epidemiological Social
a"da;i'::::gg:'on assessment Assessment Assessment

Phase-6 Phase-7 Phase-8
Phase-5 Process Impact Outcome
Implementation Evaluation Evaluation Evaluation

Fig 2.1: Precede-Proceed model'™.
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Phase 1: Social Diagnosis

In Ilorin, establishing and strengthening support networks is crucial for improving
MTCT prevention practices. Support networks can facilitate the exchange of
information about MTCT, provide emotional support to women, and reduce stigma
associated with HIV/AIDS. By involving women of reproductive age and coTnity
members in decision-making, local ownership and commitment to MTC@!ention
can be fostered. Empowering these women through community)%g-{rojects can
lead to more effective and culturally relevant preventi egies, addressing

systemic issues such as stigma and limited healthcare

Phase 2: Epidemiological Diagnosis &Q

Community-based HIV testing and cm@g services are vital in Ilorin to enhance
awareness and facilitate early tion for MTCT. Providing accessible and
anonymous testing can hel{%«entify HIV-positive women early, enabling timely
initiation of antiretr@erapy (ART) and reducing the risk of MTCT. Addressing
the barriers c’@nen face in accessing traditional healthcare services, such as
socioecon@c challenges and stigma, is essential. Tailoring community-based
prcﬁ& to local conditions and socioeconomic factors can improve the effectiveness

of prevention initiatives.
Phase 3: Behavioral and Environmental Diagnosis

In Ilorin, addressing behavioral and environmental factors is key to improving MTCT

prevention. Training community members as counselors who understand local
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cultural contexts can help build trust and promote open dialogue about HIV/AIDS.
Educating women about MTCT and preventive measures in a culturally sensitive
manner can combat stigma and misinformation. Addressing environmental factors
such as healthcare access, education, and socioeconomic status is crucial. Women may
face challenges in negotiating safe sex practices due to cultural norms and gender

dynamics, so promoting gender equality and improving access to edu:@and

Phase 4: Educational and Organizational Diagnosis %

healthcare services are essential steps.

Education plays a fundamental role in MTCT pr . In Ilorin, community
leaders, educators, and healthcare professional&@ collaborate to provide accurate
information about HIV transmission antk\Q tion. Educational efforts should focus
on debunking myths, addressing m& eptions, and fostering open discussions about
HIV/AIDS. Community:driv?)\workshops, awareness campaigns, and peer-led

conversations can effgetiveély spread knowledge and reduce stigma. Tailoring

educational pro@to align with local cultural beliefs and norms can enhance their

impact. b(J
Pre\l{s%%ing Factors

To influence MTCT prevention behaviors, it’s important to address predisposing
factors such as knowledge and self-perception of risk. In Ilorin, targeted education can
help women understand their susceptibility to MTCT and the importance of

preventive measures. Increasing knowledge about HIV transmission and prevention
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strategies can lead to greater acceptance and participation in prevention programs.
Addressing cultural norms and attitudes towards sexual health is also crucial in

shaping positive health behaviors.
Reinforcement Factors

Positive reinforcement can significantly impact MTCT prevention practices. I%)rin,
sharing personal success stories and providing incentives such as fre l@:‘check-
ups or community recognition can encourage women to adopt pfewentive measures.

Community support and acknowledgment of healthy beh%s can reinforce the

importance of MTCT prevention and motivate ongoi

Enabling Factors 6’6

Enabling factors such as access to edu at programs, skill-building initiatives, and
affordable preventative tools ar f,s\lca In Ilorin, ensuring that condoms and other
preventive measures are f@y available and affordable can help overcome financial
barriers. Establishi munlty -based and mobile health services can improve access
to HIV testu@/ unseling, and treatment, making it easier for women to engage in
preventi actices.

\S

Phase 5: Administrative and Policy Diagnosis

Effective administrative and policy measures are essential for the success of MTCT
prevention programs. In Ilorin, involving community members in the design and

implementation of prevention initiatives can enhance their effectiveness. Drawing on
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successful examples from other regions, such as Thailand’s "100% Condom
Programme," can provide valuable insights for developing and scaling MTCT
prevention strategies in Ilorin. Ensuring that policies support community engagement

and address local needs can improve the overall impact of prevention efforts.

Application of PRECEDE-PROCEED Model

S\

The PRECEDE-PROCEED model stands as one of the most i pplied
frameworks in health education and health promotion. It was originally proposed by
Lawrence W. Green in 1974 as a logic model for structur%ealth education and
later expanded with Marshall W. Kreuter in 1991,@g into a comprehensive
ecological approach to program planning'™. Tg%%al premise of the model is that
health behaviors and outcomes, such as \ﬁh@’élating to the prevention of mother-to-
child transmission (PMTCT) of H@n be best understood and influenced when
planners begin by identif;:ir&%’&desired health outcomes and then work backward to
determine the fact% »

combining both&cational and ecological perspectives, the model provides a

must be addressed to achieve those outcomes. By

structured@i for diagnosing health-related problems and designing, implementing,

an@;ting interventions that are contextually appropriate'*’.

The model is organized into two major components, PRECEDE and PROCEED. The
PRECEDE portion, an acronym for Predisposing, Reinforcing, and Enabling
Constructs in Educational Diagnosis and Evaluation, emphasizes the assessment of

individual and community needs through a systematic process of diagnosis. This
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involves a social diagnosis to understand the community’s perception of quality of life,
an epidemiological and behavioral diagnosis to identify priority health problems, and
an educational and ecological diagnosis to determine the predisposing, enabling, and
reinforcing factors that influence behavior'”. The PROCEED component, which
stands for Policy, Regulatory, and Organizational Constructs in Educational and
Environmental Development, focuses on the administrative, OQ,\ and
environmental supports necessary for implementing health inter&t@ as well as

the evaluation of processes, impacts, and outcomes'"”’

. By mergi se two elements,
the model recognizes that health promotion goes beyon@iiwdual behavior change

and requires attention to broader social and envirm&ngl determinants.

O

Several assumptions underlie the PRECED CEED model. First, it assumes that
the active participation of the targe@tion is crucial for success. This means that
women of reproductive age in I&gﬁ\,who are directly affected by HIV and the risk of

Q

vertical transmission, m@ engaged in identifying the problems and shaping the
solutions that Wﬂ%& them'”. Second, the model assumes that health and health
behaviorsgec,pﬂuenced by multiple factors, both individual and environmental, and
thus i@%entions must be multidimensional, addressing not only knowledge and
attms but also the accessibility of services, availability of resources, and the

presence of supportive policies''

. Third, the model is based on the logic that planning
should begin with clearly defined outcomes and then proceed backward to identify

the strategies most likely to achieve those outcomes, thereby ensuring alignment

between goals and interventions'*. Finally, the model assumes that effective programs
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must be both data-driven and participatory, combining empirical evidence with the

lived experiences and priorities of the community'".

Despite its strengths, the PRECEDE-PROCEED model has been subject to some
criticisms. One of the most common critiques is that it is resource-intensive. Because
it requires extensive community participation, data collection, and m&evel
analysis, it can be time-consuming and costly, which poses challenges in 6 esource
settings such as many parts of sub-Saharan Africa, including Nigetia®®. Another
criticism is that the model is sometimes viewed as %Q\plex and over-
comprehensive, making it difficult for first-time use ganizations with limited
technical expertise to apply it fully'”. Additionall’§hhough the model was revised to
incorporate ecological dimensions, some sch argue that in practice it still tends to
place heavy emphasis on individllgl&}avior change, potentially neglecting deeper
structural and systemic determir{{%\of health such as poverty, gender inequality, and
)
health system weaknessﬁ\ rthermore, the model was initially conceptualized as a
tool for cost—beneﬁ&&uation in health education but lacks a built-in mechanism for
.

systematio%g@alyzing costs and benefits across alternative interventions, which

may I%b(s utility for policy-level decision-making''®.

N

Nevertheless, the relevance of the PRECEDE-PROCEED model to this study is
significant. In examining the factors influencing PMTCT practices among women of
reproductive age in Ilorin, the model offers a structured framework for identifying the

range of influences that shape women’s preventive behaviors. Through its social and
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epidemiological diagnosis, the model helps capture both community perceptions of
HIV and the actual prevalence of the disease in the study area. The educational and
ecological diagnosis is particularly relevant for identifying predisposing factors such as
knowledge of HIV transmission, attitudes toward HIV testing, and beliefs about
antiretroviral therapy; enabling factors such as the availability of antenatal testing
services, drug supply, and access to healthcare facilities; and reinforcing fﬁﬁuch
as partner support, family encouragement, and health Worka&)gvation. By

integrating these factors, the model allows for a holistic uning of why some

women adhere to PMTCT guidelines while others do noQ

In addition, the administrative and policy di%@ component of the model is
essential in the Nigerian context, where ictés on HIV prevention and maternal
health may exist but are inconsis.ten@plemented. This stage provides an avenue
for assessing whether there are({%\icient resources, trained personnel, and political
.
will to sustain PMTCT @%ams in Ilorin. The implementation, monitoring, and
evaluation com oxts of the PROCEED portion are also highly relevant, as they
.
offer tools%(qyasuring the effectiveness of interventions aimed at reducing mother-
to—ch@nsmission rates. For example, process evaluation would help determine
whether women are being adequately reached with health education campaigns,
while impact evaluation would measure changes in knowledge, attitudes, and

preventive behaviors. Outcome evaluation would then focus on the long-term

reduction in the rate of vertical transmission in Kwara State.
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2.3 Review of Empirical Studies

A study in Sudan found that access to antenatal HIV testing during pregnancy and the
level of uptake of services for Prevention of Mother-to-Child Transmission (PMTCT)
are very low as <1% and <10%, respectively'". The study revealed that most women
felt susceptible to HIV infection with perceived high severity, but this percept'& has

not translated into positive attitudes toward the importance of HIV t@during

pregnancy. &QJ

In Indonesia, 72% of women had knowledge of mother—to—c@ansmission (MTCT)
of HIV. Factors associated with knowledge inclu& education, wealth, and
location. In 2022, there were around 1.2 mil 'oﬂ@men and girls living with HIV,
and the rate of MTCT in Kenya remair\s\@%ptably high at 8.9%'". In Nigeria, 1.9
million people are living with HIV){BAwomen constitute the most affected group'"

To eliminate MTCT in N1ge1® detailed understanding of the multi-level factors
contributing to MT%@cessary, as women living with HIV encounter specific
challenges to p@mg MTCT, such as late initiation of antenatal care leading to
delayed reening, struggles with maternal adherence to ART, difficulties

re@ engaged in care, and barriers to adhering to infant feeding

recommendations.
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2.4 Conceptual Framework

INDEPENDENT VARIABLE:
Predisposing Factors

e Knowledge of HIV
e Attitudes to PMTCT
e Cultural Beliefs

e Perception of Risk

INDEPENDENT VARIABLE:

Enabling Factors

Access to PMTCT
Services

Availability of ART
Health Infrastructure
Affordability

INDEPENDENT VARIABLE:

Reinforcing Factors

Partner Support
Family/Community
Influence

Health Worker
Encouragement

PMTCT Prevention Practices

DEPENDENT VARIABLE:

HIV Testing in Pregnancy

ART Adherence
Safe Infant Feeding
ANC Attendance

OUTCOME:

Reduced Mother-to-Child Transmission of HIV/AIDS
(Nlorin, Kwara State)

Fig 2.2: Conceptual Model, (Researcher, 2025).
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The conceptual framework illustrates how predisposing, enabling, and reinforcing
factors interact to influence the prevention practices of mother-to-child transmission

(PMTCT) of HIV/AIDS among women of reproductive age in Ilorin, Kwara State.

Predisposing factors such as knowledge about HIV transmission, attitudes toward
PMTCT services, cultural beliefs, and perception of risk play a foundationa&e in
motivating or discouraging women from adopting preventive practices. F@mple, a

woman who understands the importance of antiretroviral tb%pg-/(ART) and

perceives herself at risk of transmitting HIV to her child i kely to adhere to

PMTCT guidelines. QO

Enabling factors represent the structural and %9(@ supports that make preventive

behaviors feasible. In Ilorin, these il@he accessibility and affordability of
PMTCT services, the availabilit ART, and the adequacy of healthcare
infrastructure and trained @&nnel. Even if women have the knowledge and
willingness, poor ac@m\services or drug stock-outs could limit their ability to

practice PMTC

Of%tively.

Reinforciréactors highlight the role of social influences and support systems. Spousal
apprgl', family encouragement, peer support, and the reinforcement provided by
healthcare workers during antenatal visits are critical in sustaining women’s

adherence to HIV testing, ART, and safe infant feeding practices.

When these three categories of factors converge positively, they influence the

dependent variable, PMTCT prevention practices, which include HIV testing during
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pregnancy adherence to ART, safe infant feeding practices, and regular antenatal care
attendance. These practices, when consistently applied, lead to the ultimate outcome

of reduced mother-to-child transmission of HIV/AIDS in Ilorin, Kwara State.

This framework, guided by the PRECEDE-PROCEED model (Green, 1974; Green &
Kreuter, 1991), is highly relevant to the study because it underscores that pr@tion
of mother-to-child transmission is not determined by a single facto@by the
combined effect of individual, systemic, and social influences. It %gbré provides a

comprehensive lens for assessing the barriers and facilita%geffective PMTCT

practices in the study population. QQ
2.5 Summary of Gap in Literature &Q

Over 90% of new childhood HIV ins globally result from mother-to-child
transmission''®. In Nigeria, this a{&r mains a significant concern, largely due to
limited knowledge among@ﬂ\en of reproductive age about HIV/AIDS and its
transmission'”. Early 1 Qtification of HIV and timely intervention are critical in

improving trc’t@utcomes and reducing the risk of mother-to-child transmission

(MTCT) "% Effective prevention methods are closely linked to increasing awareness

an?\&dedge about MTCT.

Despite the global emphasis on spreading knowledge and raising awareness as key
strategies for HIV prevention and control, there is a substantial gap in research
focusing on MTCT in specific regions of Nigeria, such as Ilorin, Kwara State. This gap

in research leads to inadequate evidence on the prevalence of MTCT and limits the
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development of targeted interventions. Consequently, this research gap contributes to
insufficient preventive measures and hinders the effectiveness of interventions aimed

at reducing MTCT.

Addressing this gap in research is essential for strengthening the health system,

improving intervention strategies, and enhancing knowledge among among women of

reproductive age to better protect them from HIV/AIDS. OQ
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Chapter Three
Methodology
3.1 Research Design

This study adopted a descriptive research design to examine the factors influencing
the prevention practices of mother-to-child transmission (MTCT) of @IDS
among women of reproductive age (19-45 years) residing in the south&ﬁlj western
Local Government Areas (LGAs) of Ilorin, Nigeria. The two d LGAs, Ilorin
West and Ilorin South, include a total of 23 wards Wel’@§ ue to their higher-

than-average HIV prevalence rates. Q

o)

The descriptive design is suitable for this stuause it allows for the exploration of
the prevalence and factors influenc CT prevention without attempting to
establish causal relationships. T @sﬁ provides a snapshot of the current practices,
challenges, and factors aff@ug MTCT prevention within the study population at a
specific point in ti y collectlng data on variables of interest at a single time
point’, this pp § is well-suited to understanding the practices and factors
associat(b%h MTCT prevention in the selected LGAs. It helped to identify patterns

anhﬁrelations in prevention behaviors among women of reproductive age in Ilorin

West and Ilorin South.

3.2 Population of the Study
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The study population consisted of women of reproductive age, specifically between

19-45 years in Ilorin, Kwara State, Nigeria.

3.2.1 Inclusion Criteria ’\Q/

The study included consenting women of reproductive age years) residing in

llorin, who were either pregnant or have recently @yirtb, and have accessed

2
3.2.2 Exclusion Criteria \Q’b

antenatal or PMTCT services.

The study excluded women outsitgﬁproductive age range (19-45years), those not
residing in Ilorin, Women@ were critically ill or unable to provide informed

consent, those wh h?not accessed antenatal or PMTCT services at selected

healthcare fa(li:ﬁ&nd participants who refused or withdraw consent at any stage of
the stud;.bé.

3.3§§¢ﬁpling and Sampling Techniques

A multistage sampling technique was used for this study. Simple random sampling is a
fundamental sampling technique in which every unit within a population has an
equal and independent chance of being selected for a study. This method ensured that

the sample chosen was representative of the broader population, thereby reducing
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selection bias and enhancing the generalizability of the study findings. The first stage
was simple random sampling to select 2 Local Government Areas (Ilorin South and
West LGAs) out of the 16 LGAs in Ilorin. However, a random number generator
(using statistical software, or manual tools like a random number table) was employed
to draw numbers within the range of 1 to 16. The numbers corresponding to Ilorin
South and Ilorin West are noted if randomly selected, thereby confinQ&heir
inclusion. The second stage was to use simple random sampliK select health
facilities where PMTCT is being offered. The third stage 0 select women
between the ages of 19-45 years who attends the clinic. @simple random sampling
technique gave the women of reproductive age (190&&11’5) living with HIV/AIDS
the opportunity of selection without bias. 1}8 imple random sampling approach is
beneficial for this study because it prx@ robust means of selecting representative

LGAs without reliance on sub]ei&gyud ment.

In calculating the s § for this study, the Leslie Kish formula was employed.
The prevalence r %) that was used was based on the study by Yakasai® on

knowledg&@her to child transmission of HIV among women of child bearing age
in Ni@b

Leslie Kish's formula is n=z"pq/d?)

Where:

n: The number of sample size

z: The standard normal value for a 95% confidence level, which is set at 1.96.
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P: 30%"*

qQ=1-p
d: degree of accuracy at 5% (or 0.05).

Calculation:

Since n=z"pq/d’ Q\
cO

n = 1.96°x0.30x0.70/0.05*
n=323

However, this study factor in the attrition rate so tMlidity and reliability of the

study are not affected. b'b
To calculate the attrition rate, \:

)

Attrition Rate = (Initial sample ﬁ(ce') Sample size)/ (Initial sample size) x100

Q

L]
If dropouts are 10 pa Y@s, an incomplete response is 5 participants, and exclusion

based on criterias\&articipants.
Sample @323 — (10+5+3)

\/ =323 -18

=305.
Since Attrition Rate = (Initial sample size — Sample size)/ (Initial sample size) x100

Attrition Rate = (323-305)/323 x100
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Attrition rate = 5.6%
The attrition number = (5.6/100) x323
Attrition number = 18

Final sample size = (Initial sample size + Attrition number)

Final sample size = (323 + 18) Q\
Final sample size = 341 &QJ

3.4 Description of Research Instrument %

In this study, the research instruments were grouped @sections.

Section A: Sociodemographic Characteristics;aéslsted of questions that explored the
respondent’s socio-demographic chara &cs which include age, marital status, sex,
religion, income level, occu@ and educational level. This is crucial for

comprehending the sampl ageup ensuring it represents a larger community.

Section B%{lowledge: This section explored the level of knowledge of women of
rep@twe age with HIV/AIDS on prevention practices of mother-to-child
transmission. Knowledge was measured using a scaling option. The characteristics

such as knowledge on the transmission of HIV, and knowledge on preventive

methods towards MTCT of HIV.
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Section C: Attitude: This aimed at getting data on attitudes towards prevention
practices of mother-to-child transmission of HIV/AIDS among women of
reproductive age. Attitude was measured using the scale option. The characteristics
include the attitude in the importance of preventive practices and the level of trust in

PMTCT. The data on attitudes towards the MTCT among women of reproductive age

helped discover their beliefs and attitudes towards the preventive practice. Q\

Section D: Perception: The perception of prevention practices ngﬁer—to—chﬂd
transmission of HIV/AIDS including their religious affiliati ceived benefit of

ART, and cultural attitudes towards clinic visits was i ed in this section.

Section E: MTCT Prevention Practices: This sgﬁ@gssessed the prevention practices

of MTCT of HIV/AIDs among wom@roductive ages, this helped to assess

respondents’ preventive practices tcb\@s HIV Transmission.

Section F: Factors: This qu%%d the factors that influenced women of reproductive

age on prevention p\\@% of mother-to-child transmission of HIV/AIDS. The factors
include; soci{@ulmml factors and how they affect assessing the prevention

practice. 6
O

Q
Mc%efement of Variable:

Level of Knowledge: Level of knowledge of women of reproductive age with
HIV/AIDS on prevention practices of MTCT contained 10 items with a 5-point Likert

scale. The total obtainable score was 50, and the mean score of 46 was used as cutoff
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point. Scores < 46 were categorized as low knowledge score, while scores >46 was

categorized as good knowledge score.

Attitude towards MTCT prevention practices: This section contained 7 items with a 5-
point Likert scale. The total obtainable score was 35, and the mean score of 22
obtained for the population studied was used as cutoff point. Scores < Qere

categorized as negative attitude while scores >32 were categorized Gonsitive

attitude score. &Q/

Perception on Prevention Practices of MTCT contained %15: The mean score
obtained for the population studied on percepti 22.5; scores < 23 were

categorized as negative perception, while sc§d§6Q3 were categorized as positive

perception. @%

Preventive Practice of MTCT: c@ﬁ 10 items with a 5-point Likert scale. The
total obtainable score wasg @ the mean score obtained on practice for the study

population was 45; %XQ 45 were categorized as low practice, while those > 45 as
high practice(@

Factors a@mg PMTCT: For factors affecting the prevention practices of mother-to-

childMransmission of HIV/AIDS, there were three categories including: Partner

involvement, stigmatization and cultural beliefs.

Partner involvement had 6 items using a 5-point Likert scale. The highest obtainable

score on partner’s involvement is 30, and the lowest is 6. The mean score is 25. Scores
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below the mean score of 25 were classified as low, while those > 25 were classified as
high. 50% of the respondents belonged to the low and high partner’s involvement

categories.

Stigmatization: had 6 items using a 5-point Likert scale. The highest obtainable score
on stigmatization is 30, and the lowest is 6. The mean score is 19. Scores below the
mean score of 19 were classified as low, while those > 19 were classified as high. More

than half 180 (53.6%) of the respondents (53.6%) experienced high stigmatization.

Cultural Beliefs: had 10 items using a 5-point Likert scale. The highest obtainable
score on cultural beliefs is 50, and the lowest is 10. The mean score is 19.4. Scores
below the mean score of 19 were classified as low, while those > 19 were classified as

high. The majority of the respondents (57.1%) have positive cultural beliefs.

3.5 Validity of the Research Insfrument

The validity of the reséareh*instrument used in this study was guaranteed by ensuring
that the questionnasxe's items fully capture the full range of the assessment on the
knowledge™and prevention practices of mother-to-child transmission of HIV/AIDS
among{women of reproductive age in the South and West Regions of Ilorin, Kwara
State. The content validity of the questionnaire was tested by having experts in the
field review the questionnaire to ensure that it covers all relevant aspects of the
concept being measured. Construct validity analysis of the questionnaire was carried

out through factor analysis to provide insights into the structure and relationship
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between the variables. However, to determine whether the instrument performs as

predicted, hypothesis testing based on the theoretical framework is also required.

Face validity analysis of the questionnaire was carried out by experts in the field of
HIV/AIDS, including clinicians, researchers, and public health specialists. This

ensured that the writings, paper content, and arrangement appear to measure what

they are supposed to measure. QQ
3.6 Reliability of the Research Instrument :«

To ensure the reliability of the structured questionnaibdﬁled to assess factors
influencing prevention practices of mother-to-child ) transmission (PMTCT) of
HIV/AIDS among women of reproductive %’b’ llorin, Kwara State, Nigeria, a
thorough evaluation process was condub@%e research instrument undergo a pilot
test, and its reliability was assesse@b Cronbach’s Alpha Score to confirm that the
questions are structured in a\@dardized manner.
Q
A pilot test was use%ng\g 10% of the final sample size, which amounts to 34 women

of reproduct@ i

Nigeria@ pilot test aimed to evaluate the questionnaire's feasibility, refine the

Ladoke Akintola University Teaching Hospital, Ogbomosho,

me&ﬂology, and ensure that it effectively measures the knowledge and awareness of

PMTCT among the target population.

Cronbach’s Alpha was employed to assess the internal consistency of the
questionnaire items. A result of 0.7 or higher indicates good reliability and suggests

that the items collectively measure the intended construct. This process helped
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provide clear instructions, ensure the questions are easy to understand, and confirm
that the respondents accurately represent the intended population. The result from
the Pilot test showed that all the data collection instruments were reliable. It was
observed that the scale measuring Knowledge of Mother-to-Child Transmission
Prevention Practices has a = .751, the scale measuring attitude towards mother-to-
child transmission prevention practices has a = .824, the scale measuring pe@n of
mother-to-child transmission prevention practices has a = .805, the Scale measuring
mother-to-child transmission prevention practices has « , and the scale
measuring the factors influencing preventive practices s@as partner’s involvement,

stigmatization, and cultural beliefs had a = .907. Q :

3.7 Administration of the Research Instrumd%

\O

For this research study, the data COK n process was carefully crafted to gain an in-
depth understanding of the f@&rs influencing prevention practices for mother-to-

child transmission (P@Of HIV/AIDS among women of reproductive age in Ilorin,

Kwara State, NJ@

The prim@ata collection method involved paper-based questionnaires, which was
thcw%ﬂly designed to gather extensive information relevant to the study. These
questionnaires included questions that assess respondents' knowledge of PMTCT
practices. This helped determine how well-informed the women are about various
preventive measures such as antiretroviral therapy (ART), safe delivery practices, and

appropriate infant feeding options.
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In addition to evaluating knowledge, the questionnaire investigated the knowledge,
attitudes displayed by the respondents and perceptions towards PMTCT practices.
This aimed to reveal any beliefs or attitudes that might affect the adoption or
effectiveness of these practices. By gaining insights into respondents' views, the study

better identify the barriers or facilitators influencing PMTCT practices.

The questionnaire also explored various factors affecting PMTCT practiy@mluding
personal, social, and systemic issues like access to healthcare ser%g&ial support

networks, stigma, and economic constraints. Understandin%gactors is essential

for pinpointing specific challenges and oppo to enhance PMTCT

interventions. Q

Data collection required 4 researcher as'\&ébncluding the principal researcher. The
research assistants were trained on o administer the questionnaires effectively to

ensure accurate data collectichThe data collection occurred during Antenatal Care

(ANC) days (Wedne@ Thursday) for collection of data at each health facility,

targeting women\Q%) are actively engaged in antenatal care. A total number of 341
respondents, wéte used in this study following the calculated sample size. The data
co%@witb each participant allotted approximately 10 minutes to complete the
questionnaire. This timeframe was designed to ensure comprehensive responses while
efficiently managing the sample size of 341 participants. The data collection was

conducted two days a week by following the antenatal clinic days that happen only on

Wednesdays and Thursdays in a week. A total duration of 6 weeks with an average of
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25 respondents per clinic while considering only the antenatal clinic days was used

for data collection.

This methodical approach ensured that the collected data is both detailed and
representative of the target population, offering valuable insights into the factors
influencing PMTCT practices among women in Ilorin. By employing a structured
questionnaire and carefully managing the data collection process, the st@med to

yield reliable and actionable findings to guide future intervepglgﬂ'nd support

strategies. %Q
3.8 Method of Data Analysis QO

SPSS version 25 was used to enter and ana‘@\e data. The process began with

presenting descriptive statistics through ency tables, and charts and summarizing
. . . ° . .
continuous variables with measuras)éﬂﬁutral tendency and dispersion.
Chi-square tests was usé® assess the association of the independent variables
including: educatio \agutus, religious affiliation and age with knowledge, attitude,
o \'
perception <nd\pra tice of mother-to-child transmission of HIV/AIDS. The

associat@ the other independent variables that are continuous with mother-to-

chh\HIV/AID transmission prevention practices in nature was assessed.
3.9 Ethical Approval

Ethical Boards of Lead City University as well as the Ministry of Health, Kwara state,

Nigeria was visited for ethical approval on this study. However, by getting
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participants' informed consent, maintaining their privacy and confidentiality, not
using deceptive study design techniques, and giving them the option to withdraw at
any moment, the danger of damage in dissertation research was reduced. Participants

must be aware of the conditions of their participation in the study and what is

™

Preserving secrecy and anonymity was an additional pragmatic aspec esearch

expected of them to give their informed consent.

ethics. Avoiding deceptive practices was important in this studngn/some cases

covert research may require it to maintain participant ty regarding the
identity of the observer and/or the goal of the study. QO

However, research participants was given the g@) leave the study process, except

for covert observation, which occurs v@s not practical to inform everyone in
given research setting what the res@r is doing. There was no coercion or pressure

applied to the participants t@m them from withdrawing.

N
N

O
&

90



Endnotes

. V., Cvetkovic, D., Milinkovic, R., Ivanovic, & N., Jovanovic. “The Role of
Descriptive Research in the Analysis of Public Health Issues.” Health Science
Journal 15, no. 2, 2021: 1-7. https://doi.org/10.36648/1791-809X.15.2.842.

. J. W, Creswell, & J. D., Creswell. Research Design: Qualitative, Quantitative, and
Mixed Methods Approaches. 5th ed. Thousand Oaks, CA: Sage Publications, 2017.

. H. B., Yakasai, R. M., Panas, & M. B., Kadrie. “Knowledge of Mother-tq-Child
Transmission of HIV as a Predictor of HIV Testing in Some of

Childbearing Age in Nigeria.” Science World Journal 16, no. 3, 2021:

. H.U., Okoroiwu, E. A., Umoh, E. E., Asanga, U. O., Edet, M. R. tgibim, E. A,

Tangban, & F. ]., Povedano-Montero. Thirty-five years (19 ) of HIV/AIDS
in Nigeria: bibliometric and scoping analysis. AIDS res% d therapy, 7/91),
2022: 64.

91


https://doi.org/10.36648/1791-809X.15.2.842

4.1

Chapter Four

Results and Discussion of Findings

Demographic Data Analysis

Table 4.1: Demographical Distribution of Respondents

S/N  Variables Fﬁa Percentages (%)
1. Age 19-24 5 13.4
25-30 Q9 29.5
31-36 90 26.8
37 — 42 b’b 68 20.2
43 and aboves_~ > 34 10.1
2. Marital Status Single \Q 105 31.3
Marri 5\% 195 58.0
D1V 15 4.5
@ed 12 3.6
ab1t1ng 3 9
Q Separated 6 1.8
3. H1ghest,L§® No Formal Education 40 11.9
Educa@ Primary Education 25 7.4
6 Secondary Education 44 13.1
{o) Tertiary Education 227 67.6
4. \gﬁcupation Unemployed 67 19.9
Self-employed 102 30.4
Private Sector Employee 99 29.5
Public Sector Employee 64 19.0
Others 4 1.2
5. Religion Islam 221 65.8
Christianity 104 31.0
Traditional 9 2.7
Other 2 .6
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6. Number of None 90 26.8

Children 1-2 113 33.6
3—-4 113 33.6
5 or More 20 6.0

Source: Researcher Fieldwork, 2025
Table 4.1 showed that the majority of the respondents (29.5%) were within the age

group of 25 to 30 years with a mean age of 32.65 + 7.32; 58.0% were married;\67.6%

completed tertiary education; 30.4% were self-employed; 65.8% were \V@ while

33.6% had 1 to 2 children and 3 to 4 children respectively. l\

4.2 Presentation of Data %

4.2.1 Research Questions QQ
b’b
®%

What is the level of knowledge on prevention practices of mother-to-child

Research Question One:

transmission of HIV/AIDS among women of reproductive age in Ilorin, Kwara State,

Nigeria?
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Table 4.2: Level of Knowledge on Prevention Practices of Mother-To-Child

Transmission of HIV/AIDs among women of Reproductive age in Ilorin, Kwara State,

Nigeria
S/N Items SA A N D SD Mean +
F(%) F(%) F(%) F%) F%) SD

7. HIV testing during pregnancy 267 67 2(6) 00) 00) 4.8+.42
is an important step in (79.5) (19.9)
preventing  mother-to-child \
transmission of HIV. Q

8. Antiretroviral medications can 249 76 11 0 (O(J%) 4.7+.52
significantly reduce the risk of (74.1) (22.6) (3.3) «
passing HIV from mother to Q
child %

9. Attending regular antenatal 236 88 @.7 3(9) 0() 4.7+58
visits helps monitor and (70.2) (26.2Q
prevent mother-to-child Q
transmission of HIV. %’b

10  HIV-positive mothers need to %’b 16 0(0) 0() 4.7+55
follow specific medical \ (19.9) (4.8)
guidelines to reduce the risk
transmitting HIV to their ﬁ%\

11 HIV/AIDS can be tra Kted 215 93 20 5 3 4.5+.75
from mother to 6 during (64.0) (27.7) (6.0) (1.5) (9
pregnancy. Q

12 Itis imp.oggto have regular 233 93 10 00) 0() 4.7+53
medic \Q k-ups during (69.3) (27.7) (3.0)
pregnancy to prevent MTCT of

DS.

13 %@astfeeding can increase the 188 127 15 6 0(0) 4.5+.67
risk of MTCT of HIV/AIDS. (56.0) (37.8) (4.5) (1.8)

14 I have received adequate 223 91 19 3(9) 0(0) 4.6+.64
information on MTCT (66.4) (27.1) (5.7)
prevention practices from
healthcare providers.

15 I know the ways to prevent 215 95 23 3(9) 0(0) 4.6+.66
MTCT of HIV/AIDS (64.0) (28.3) (6.8)
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16  There are safe delivery 183 115 29 6 3(9) 4.4+.79
practices that reduce the risk of (54.5) (34.2) (8.6) (1.8)
MTCT of HIV/AIDS.

Grand Mean = 4.62

Table 4.2 showed that the majority of the respondents (99.4%) indicated that HIV
testing during pregnancy is an important step in preventing mother-to-child
transmission of HIV; A total of 96.7% of the respondents indicated that Antir&viral
medication can significantly reduce the risk of passing HIV from mot@% child;
96.4% of the respondents also said attending regular antenatal Visi&&‘ﬁmnitor and
prevent mother-to-child transmission of HIV; 95.2% indi hat HIV-positive
mothers need to follow specific medical guidelines t& the risk of transmitting
HIV to their baby while 91.7% were of the opiniy&%t HIV/AIDS can be transmitted
from mother to child during pregnancy. \bgén ings further showed that 97% of the
mother indicated that it is 1mpos&to have regular medical check-ups during
pregnancy to prevent MTCT Ca//AIDS a total of 93.8% of the respondents said
breastfeeding can in e r1sk of MTCT of HIV/AIDS; 93.5% also said they have
received adequ *1 ormation on MTCT prevention practices from healthcare
prov1ders%§.ﬂ said they know ways to prevent MTCT of HIV/AIDS while 88.7%
indic@hat there are safe delivery practices that reduce the risk of MTCT of
HIV/AIDS. All these are indications that the level of knowledge on prevention
practices of MTCT of HIV/AIDS is high among women of reproductive age in Ilorin,
Kwara State, Nigeria. Also, all the mean values were above 3, and the Grand mean of
4.62 out of a possible score of 5 also attests to the fact that the level of knowledge is

high. Table 4.2.1 below further presents a summary of the level of knowledge of
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prevention practices of mother-to-child transmission of HIV/AIDS among women of

reproductive age in Ilorin, Kwara State, Nigeria.

Table 4.2.1 Summary of Level of Knowledge «Q)

N N
Level Frequency Percentage E Mean

Low 129 38.4 0 T 46
High 207 61.6 D

’60

The mean score obtained on knowled 5&1 4.6. Hence, the decision benchmark will
be 4.6; score below 4.6 were co é;ed as low knowledge, while score above 4.6 were
considered as high know‘l@ Findings from table 4.2.1 showed that the majority
(61.6%) of the resg ts have high knowledge of preventive practice of mother-to-

child transmissioh of HIV/AIDS among women of reproductive age in Ilorin, Kwara

State, N@
Q

N/
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Research Question Two: What is the attitude towards prevention practices of mother-

to-child transmission of HIV/AIDS among women of reproductive age in Ilorin,

Kwara State, Nigeria?

Table 4.3: Attitude Towaf@glention Practices of Mother-to-Child Transmission of
HIV/AIDs among w@ Reproductive age in Ilorin, Kwara State, Nigeria

S\
S/N Items (:\\.‘\ SA A N D SD Mean +
N F(%) F%) F(%) F(%) F©%) SD
17. \p}egnant women should 244 82 103.0) 0(0) 0(0) 4.7+.52
ergo HIV testing to prevent (72.6) (24.4)
\émther—to—child transmission.
18. I am in favour of pregnant 170 160 6(1.8) 0(0) 0(0) 4.5+54
women receiving counselling (50.6) (47.6)
on HIV prevention at every
antenatal visit.
19. I support the wuse of 217 90 17(5.1) 12 0(0) 4.5+.75
antiretroviral drugs during (64.6) (26.8) (3.6)

pregnancy as an effective
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20.

21.

22.

23.

method to prevent mother-to-
child transmission of HIV.
HIV-positive mothers should
follow medical guidelines to
lower the risk of transmitting
HIV to their child.

Community  education on
PMTCT is important for
reducing HIV/AIDS
transmission among women of
reproductive age.

Regular testing and follow-up
care for both mother and child
are essential steps in HIV
prevention

Partners of  HIV-positive
pregnant women should also
undergo be tested and given

counselling

Grand Mean = 4.59

220 103 10(3.0) 3(9) 0(0) 4.6+.59
(65.5) (30.7)

217 107  12(3.6) 0(0) 0(0) 4.6+.56

(64.6) (31.8) *
R

&
222 107 7(2.1) QQ (0)  4.6+.52
O

(66.1) (31.8) %

217 90 Q@&@ 00) 0(0) 46565

(64.6) 8’28?)‘
P

Source: Researcher Fieldwork, 2025)\'

N\
&

Table 4.3 showed th%@l of 97%

of the respondents supported that all pregnant

women should.&(é{%go HIV testing to prevent mother-to-child transmission; 98.2%

were in f@r f pregnant women receiving counselling on HIV prevention at every

ans@isit; 91.4% were in support of the use of antiretroviral drugs during

pregnancy as an effective method to prevent mother-to-child transmission of HIV;

96.2% supported that HIV-positive mothers should follow medical guidelines to lower

the risk of transmitting HIV to their child while 96.4% were of the opinion that

community education on PMTCT is important for reducing HIV/AIDS transmission
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among women of reproductive age. The table further showed that 97.9% were in
support of regular testing and follow-up care for both mother and child as essential
steps in HIV prevention and 91.4% of the respondents indicated that partners of HIV-
positive pregnant women should also undergo tests and be given counselling. From
these, it can be said that the respondents have positive attitude words prevention
practices of MTCT of HIV/AIDS. Also, all the mean values of the responQ*ach
item were above 3 which is the average and the grand mean of 4.59 alsq supported the
conclusion that the attitude of the respondents is positive. T @3.1 below further
presents a summary of the nature of attitude towards prtion practices of mother-

to-child transmission of HIV/AIDS among wom 0; reproductive age in Ilorin,

Kwara State, Nigeria. 6’6
N

Table 4.3.1 Summary of Attitude tov@revemion Practices

Ve

Level Frequen ) Percentage Mean

Negative 34.8 32.1

Positive @ 65.2
N>

The néb&core obtained on attitude was 32.1; scores below 32 were categorised as a
negative attitude, while those above were categorised as a positive attitude. The above
table showed that the majority of the respondents (65.2%) have a positive attitude

towards prevention practices of mother-to-child transmission of HIV/AIDS among

women of reproductive age in Ilorin, Kwara State, Nigeria.
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Research Question Three:

100



What is the perception on prevention practices of mother-to-child transmission of

HIV/AIDS among women of reproductive age in Ilorin, Kwara State, Nigeria?

Table 4.4 Perception Towards Prevention Practices of Mother-to-Child transmission

of HIV/AIDs among women of Reproductive age in Ilorin, Kwara State, Nigeria

S/N Items SA A N D SD Mean

SD
F(%) F(%) F(%) F%) F -
R

24.

25.

26.

27.

28.

I think taking antiretroviral 214  82(24.4) 18(5.4) 20(6.((‘34.6) 4.4+.89
medications during (63.7) /\

pregnancy is a reliable way &

for HIV-positive mothers to
protect their babies.

I feel that mother-to-child 197 120(35. &7) 0(0) 0(0) 4.5+.60

transmission of HIV can be (58.6) 66

effectively = prevented  if

mothers follow the
recommended medical &
practices

I believe that mothe}'s @ 209 102(30.4) 25(7.4) 0(0) 0(0) 4.6+.63
use PMTCT services @ql re (62.2)
likely to have h > HIV-

negative babi

unde

I thin ({J\nany mothers 171 110(32.7) 51(15.2) 2(.6) 2(.6) 4.3+.80
%d how important it (50.9)

ow PMTCT practices
toyprevent HIV transmission

to their babies.

I Dbelieve that Preventive 232 90(26.8) 14(4.2) 0(0) 0(0) 4.7+.56
MTCT programs make a (69.0)

meaningful difference in

preventing HIV transmission

from mother to child.
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Grand Mean = 4.5

Source: Researcher Fieldwork, 2025

Table 4.4 revealed that a total of 88.1% of the respondents indicated that they think
taking antiretroviral medications during pregnancy is a reliable way for HIV-positive
mothers to protect their babies; 94.3% indicated that they feel that mother-to-child
transmission of HIV can be effectively prevented if mother follow the recommended
medical practices; 92.6% believed that mothers who use PMTCT services are more
likely to have healthy, HIV-negative babies; 8% indicated that they think many
mothers understand how important it is to follow PMTCT practices to prevent HIV
transmission to their babies while 95.8% said they believe that preventive MTCT
programs make a meaningful difference in preventing HIV transmission from mother
to child. These figures are indication that the perception of the respondents is positive.
The mean values all greater than 3 also supported this view while the grand mean of
45 is also an indication that the respondents have a positive perception towards
prevention practices of mother-to-child transmission of HIV/AIDs. Table 4.4.1 below
further presents a summary of the nature of perception to prevention practices of
mother-to-child transmission of HIV/AIDS among women of reproductive age in

Ilorin, Kwara State, Nigeria.

Table 4.4.1 Summary of Perception to Preventive Practices

Level Frequency Percentage Mean
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Negative 108 32.1 22,5

Positive 228 67.9

The mean score obtained on perception was 22.5, scores below 22 were categorised as
negative perception, while those above were categorised as positive perception.
Findings from Table 4.4.1 showed that the majority of the respondents (67.9%) have a
positive perception of prevention practices of mother-to-child transmission of

HIV/AIDS among women of reproductive age in Ilorin, Kwara State, Nigeria.

Research Question Four: 0 N
N\

What is the level of Preventive Practices of Mother-To-Child transmission of

HIV/AIDS among women of Reproductive age in Ilorin, Kwara State, Nigeria?
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Table 4.5:

Level of Preventive Practices of Mother-to-Child Transmission of

HIV/AIDs among women of reproductive age in Ilorin, Kwara State, Nigeria

S/N  Items SA A N D SD Mean
F(%) F@%) F©@%) F%) F%) =+SD
29. I  consistently took the 193 94 35 0(0) 14(4.2) 4.3+1.0
prescribed antiretroviral (57.4) (28.0) (10.4)
medications during pregnancy
as directed by my healthcare
provider. Q\
30. I attended all my scheduled 190 126 20 0(0) 4.5+.61
antenatal care appointments to (56.5) (37.5) (6.0) QJ
ensure the health of my baby &
and myself.
31. I followed the advice given by 155 162 19 0(0) 4.4+.60
my healthcare provider (46.1) (48.2)
regarding safe breastfeeding Q
practices to prevent HIV
transmission. Q
32.  Consistently sought and 182 & 19 0(0) 0(0) 4.5+.60
attended counseling sessions % 40.2) (5.7)
focused on mother-to-child
HIV prevention during ,
pregnancy. \
33. I closely followed &(:l?cal 182 130 24 0(0) 0(0) 4.5+.63
instructions on howQ@re for (54.2) (38.7) (7.1)
my newborn t Qq\mize any
risk of HIV trz%ission.
34. 1 avoide.d,ﬁtices that could 182 132 22 0(0) 0(0) 4.5+.62
increage “the ) risk of HIV (54.2) (39.3) (6.5)
trarismission to my baby, based
o) r& healthcare provider’s
@ﬁnce.
35\} adhered to all the 195 111 30 0(0) 0(0) 4.5+.66
recommendations from my (58.0) (33.0) (8.9)
healthcare provider to reduce
the risk of mother-to-child
transmission of HIV.
36. I made sure that I and my child 203 106 25 2(.6) 0(0) 4.5+.66
attended follow-up (60.4) (31.5) (7.4)
appointments to monitor for
any potential HIV transmission.
37. 1 strictly followed medical 179 128 27 2(.6) 0(0) 4.4+.67
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instructions on infant feeding (53.3) (38.1) (8.0)
practices to help prevent HIV
transmission to my baby.
38. I promptly reported any issues 177 127 32 0(0) 0(0) 4.4+.66
with my prescribed preventive (52.7) (37.8) (9.5)
practices to my healthcare

provider for additional
guidance.
Grand Mean = 4.5
Source: Researcher Fieldwork, 2025 \

Table 4.5 showed that a total of 85.4% of the respondents indic t they
consistently took the prescribed antiretroviral medications d Cp{egnancy as
directed by their healthcare provider; 94% each said they at 1 their scheduled
antenatal care appointments to ensure the health of thei nd themselves;94.3%
said they followed the advice given by their he @provider regarding safe
breastfeeding practices to prevent HIV trans n; 94 4% indicated that they
consistently sought and attend counselling s focused on mother-to-child HIV
prevention during their pregnancy Wh @ indicated that they closely followed
medical instructions on how to cal\"F%thelr newborn to minimize any risk of HIV
transmission. Further enquiry ﬁ the table showed that a total of 93.5% of the
respondents indicated thzft@y avoided practices that could increase the risk of HIV
transmission to theit@ , based on their healthcare provider’s guidance; 91% said
they adhered to e recommendation from their healthcare provider to reduce the

both th ves and their child attended follow-up appointments to monitor for any

risk of ri§ child transmission of HIV; 91.9% indicated that they made sure that
po?&% HIV transmission; 91.4% said they strictly followed medical instructions on
infant feeding practices to help prevent HIV transmission to their baby while 90.5%
said they promptly reported any issues with their prescribed preventive practices to
their healthcare provider for additional guidance. Implied here is that the preventive
practice is high among the respondents. In addition, with all the mean values greater

than 3 and the grand mean of 4.5, one could conclude that the level of preventive

practices is high. Table 4.5.1 below further presents a summary of the level of
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engagement in preventive practices of mother-to-child transmission of HIV/AIDS

among women of reproductive age in Ilorin, Kwara State, Nigeria.

Table 4.5.1: Summary of Preventive Practices

Level Frequency Percentage Mean

Low 133 39.6 44.6

High 203 60.4 <Q\\

O\

The mean score obtained on practice was 44.6; scores below 44 were categorised as

low practice, while those above were categorised as high practice. Findings from
Table 4.5.1 showed that the majority of the respondents (60.4%) have high preventive
practices of mother-to-child transmission of HIV/AIDS among women of

reproductive age in Ilorin, Kwara State, Nigeria.

Research Question Five:
What are the factors affecting prevention practices of mother-to-child transmission of

HIV/AIDS among women of reproductive age in Ilorin, Kwara State, Nigeria?

[ ]
y 3

Table 4.6: Partnwmvement and HIV prevention practices

S/N Items ( ,' ‘ SA A N D SD Mean +

F%) F(% F(% F(%) F(%
O (%) F(%) (%) (%) F(%)

39. \@mener supports me 152 102(30.4) 70(20.8) 12(3.6) 0(0) 4.2+ .88
in attending antenatal (45.2)

care Visits.

40. My partner participates 118 128(38.1) 85(25.3) 5(1.5) 0(0) 4.1+.81
in discussions about (35.1)
HIV/AIDS  prevention

during my pregnancy.
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4].

42.

43.

44,

My partner accompanies
me to health education
sessions on HIV/AIDS.

I feel supported by my
partner in  making
healthcare decisions

related to pregnancy.

My partner encourages
to follow MTCT

prevention practices.

me

My

involvement

partner's
has a
positive impact on my
MTCT

prevention practices.

adherence to

Grand Mean =4.12

86
(25.6)

156
(46.4)

145
(43.2)

150
(44.6)

143(42.6) 67(19.9)
124(36.9) 54(16.1)
132(39.3) 57(17)
119(35.4) 56(26.7)

QQ

D

33(9.8) 7(2.1) 3.8+.99

000)  2(.6) 4.3+77

2(.6)

0(0) 4@175
XS

7 «4(1.2) 42+.88
kS

WO

2

Table 4.6 showed that a total of 75.6% of the respondents indicated that their partner

supports attending antenatal care visits; 73.2% said their partner participates in

discussions about HIV/AIDs prevention during their pregnancy, while 68.2% said

their partner accompanies them to health education sessions on HIV/AIDS. The table

goes on to show that 83.3% of the respondents said they feel supported by their

partner in making healthcare decisions related to pregnancy; 82.5% said their partner

encourages them to follow MTCT prevention practices, while 80% said their partner’s

involvement has a positive impact on their adherence to MTCT prevention practices.

In addition, with over 60% of respondents indicating that their partner’s involvement
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encourages them to participate in preventive practices, one can conclude that
partners’ involvement is perceived to affect engagement in MTCT HIV/AIDS
preventive practices. Below is a summary of the partner’s involvement based on two

levels:

Table 4.6.1: Summary of Partner’s Involvement

Level Frequency Percentage Mean score
Low <25 168 50 #2438
High >25 168 50

('\\

The highest obtainable score on partner’s involvement is 30, and the lowest is 6. The
mean score is 25. Scores below the mean score of 25 were classified as low, while
those > 25 were classified as high. 50% of the respondents belonged to the low and

high partner’s involvement categories.

\BK\\
| (”@

Table 4.7 HIV/AIDS Stigmatisation and Preventive Practices

S/N \Items SA A N D SD Mean +
F(%) F(%) F(%) F(%) F(%) SD

45. 1 have experienced 78 90(26.8) 67(19.9) 47(14) 54(16.1) 1.4+1.4
discrimination due to my (23.2)
HIV status when

accessing healthcare
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services.

46. 1 feel uncomfortable 115 83(24.7) 68(20.2) 43(12.8) 27 (8) 3.7+1.3
disclosing my HIV status (34.2)

due to fear of stigma.

47. Others view of me has 64 94 (28) 46(13.7) 81(24.1) 51(15.2) 3.1+1.4

prevented me from (19) \

attending antenatal care
or HIV  counselling < 0

sessions.

48. 1 worry that my 89  88(26.2) 76(22. @0(17 9) 23(6.8) 3.5:1.3

community may judge me (26.5) Q

if they find out I am

accessing MTCT b’bQ
prevention services. \Qrb

49. I avoid certain healthcare . 9(8.6) 35(10.4) 99(29.5) 74(22) 3.0£1.6

facilities to prevent bein&@.S)

stigmatized for my @
status. QQ

50. Stigma ces my 30 75(22.3) 49(14.6) 79(23.5) 103(30.7) 2.6+1.6

W1111n@ seek (8.9)

from healthcare

Nﬁoviders.

Grand Mean = 3.2

Source: Researcher Fieldwork, 2025

Table 4.7 showed that a total of 50% of the respondents indicated that they have
experienced discrimination due to their HIV status when accessing healthcare services;

58.9% said they feel uncomfortable disclosing their HIV status due to fear of stigma;
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47% indicated that others view of the prevent the from attending antenatal care or
HIV counselling sessions while 52.7% of the respondents said they worry that their
community may judge the if they find out that they are accessing MTCT prevention
services. In addition, a good number of the participants (38.1%) indicated that they
avoid certain healthcare facilities to prevent being stigmatized for their HIV status,
while 31.2% said that stigma reduces their willingness to seek support from healthcare
providers. With the pattern of responses where there are least, over 30% of the
respondents indicating that stigma influences their engagement in preventive
practices, it can be said that stigmatization is influential in reducing engagement in

preventive practices. Below is a summary of stigmatization based on two levels:

Table 4.7.1: Summary of Stigmatization

Level Frequency Percentage Mean
Low <19 156 46.4 19
High > 19 180 53.6

The highest obtainable score on stigmatization is 30, and the lowest is 6. The mean
score is 19. Scores below the mean score of 19 were classified as low, while those > 19
were classified as high. The majority of the respondents (53.6%) experienced high

stigmatization.
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Table 4.8: Cultural Beliefs and Preventive Practices

S/N Items SA A N D SD Mean =
F(%) F(%) F(%) F(%) F(%) SD

51. HIV/AIDS «can be 20(6) 9(2.7) 31(9.2) 87 189(56.3) 1.8+1.1
caused by spiritual (25.9)
attacks or curses.

52. Witchcraft or juju is 23(6.8) 0(0) 21 (6.3) 89 203(60.4) 1.7+1.1
responsible for the (26.5) \
spread of HIV/AIDS. %

53. Sharing food or drinks 18 (5.4) 3 (.9) 59(17.6) 83 7@ ) 1.8+1.1
with someone who has (24.&(/

HIV/AIDS can 0
transmit the virus. %

54. Children born to 21(6.3) 5(1.5) 28( 19 163(48.5) 1.8+1.1
parents with Q (35.4)

HIV/AIDS will always Q
have the virus. ’b

55.  You can get HIV/AIDS 41 6(Y. 21(6.3) 100 168(50)  2.0+1.3
by hugging or shaking (12.2) (29.8)
hands with an infected ,\%
person. \

56. HIV/AIDS only affect éf‘ 11) 59(17.6) 30(8.9) 71 139(41.4) 2.4+1.4
people who enga ¢ \§ (21.1)
immoral G al
behaviour.

57. Marrieg;\;@es are 49 55(16.4) 28(8.3) 103 101(30.2) 2.7+3.2
safe\fr contracting (14.6) (30.7)

DS if they stay
@icntal,

58.\*raditiona1 healers are 29(8.6) 4(1.2) 25(7.4) 95 183(54.5) 1.8+1.2
more effective than (28.3)
hospitals in treating
HIV/AIDS.

59. Using herbal remedies 29(8.6) 0(0) 21(6.3) 120 166(49.4) 1.8+1.1
can completely (35.7)

eliminate the HIV

virus from the body.
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60. HIV/AIDS is a 28(8.3) 0(0) 28(8.3) 90 190(56.5) 1.8+1.2
punishment for sins or (26.8)
bad behaviour.

Grand Mean = 2.0

Source: Researcher Fieldwork, 2025

Table 4.8 showed that a majority of the respondents (82.2%) disagreed that HIV/AIDS
can be caused by spiritual attacks or curses; 86.9% disagreed that witchcraft or juju is
responsible for the spread of HIV/AIDS while 76.2% disagreed that sharing food or
drinks with someone who has HIV/AIDS can transmit the virus. Also, 83.9% of the
respondents disagreed that children born to parents with HIV/AIDS will always have
the virus; 79.8% were of the opinion that one cannot get HIV/AIDS by hugging or
shaking with an infected person while 62.5% disagreed that HIV/AIDS only affects
people who engage in immoral sexual behaviour. In addition, 60.9% of the
participants disagreed that married couples are safe from contracting HIV/AIDS if
they stay faithful; 82.5% said submitted that traditional healers are not more effective
than hospitals in treating HIV/AIDS; 85.1% said using herbal remedies cannot
completely eliminate the HIV virus from the body while a total of 83.3% of the
respondents’ said HIV/AIDS is not a punishment for sines or bad behaviour. Given
that the majority of the study participants responded negatively to the role of cultural
beliefs, one could say that cultural belief has a minimal influence. Below is a summary

of the cultural beliefs based on two levels:

Table 4.8.1: Summary of Cultural Beliefs

Level Frequency Percentage Mean
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Negative 144 42.9 19.4
Positive 192 57.1

The highest obtainable score on cultural is 50, and the lowest is 10. The mean score is
19.4. Scores below the mean score of 19 were classified as low, while those > 19 were
classified as high. The majority of the respondents (57.1%) have positive cultural

beliefs.

43  Hypotheses Testing

Hol: There is no significant assoc1at10@@veen educational status and level of
knowledge on prevention practlceq'%mother to-child transmission of HIV/AIDS

among women of reproductw@e in Ilorin, Kwara State, Nigeria.

\

Table 4.9: Association )between educational status and level of knowledge on

prevention pg( f mother-to-child transmission of HIV/AIDS among women of

reproduct in Ilorin, Kwara State, Nigeria.

é Knowledge X df p-value
Highest Education = Low High Total
attained n(%) n (%)
No Formal 24 (60.0) 16 (40.0) 40 139 3 0.003
Education

Primary Education 14 (56.0) 11 (44.0) 25
Secondary Education 16 (36.4) 28 (63.6) 44
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Tertiary Education 75 (33.0) 152 (67.0) 227
Total 129 (38.4) 207 (61.6) 336

Source: Researcher Fieldwork, 2025

Table 4.9 showed that there is a significant association between level of education and
level of knowledge on prevention practices of mother-to-child transmission of
HIV/AIDS among women of reproductive age in Ilorin, Kwara, State, Nigeri%B) =
13.999 p < 0.05. Thus, the null hypothesis is not accepted. This sim )@ es that

variation in the level of education is associated with Varia@\in the level of

knowledge. %

Ho2: There is no significant association betweel@ous affiliation and attitude
towards preventive practices of mother-to- @Qransmission of HIV/AIDS among

women of reproductive in Ilorin, Kwar, @, Nigeria.
&
&
N
O3
O
\*
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Table 4.10: Association between religious affiliation and attitude towards preventive
practices of mother-to-child transmission of HIV/AIDS among women of

reproductive in Ilorin, Kwara State, Nigeria.

Attitude X df p-value
Religion Negative  Positive Total
n (%) n (%) \
[\
Islam 85(385) 136 (61.5) 221 4.62 N\ 0.05

Christianity 30 (28.8) 74(712) 104 ’\
Traditional 2(222)  9(77.8) 9 %Q

Total 117(34.8) 219 (65.2) 336 Q
N
Source: Researcher Fieldwork, 2025

Table 4.10 showed that there is no significant %(bation between religious affiliation
and attitude towards preventive pr&\\Qs of mother-to-child transmission of
HIV/AIDS among women of repé@ve age in Ilorin, Kwara, State, Nigeria; x* =
4.624 p = 0.05. Thus, the m@otbesis is not rejected.

Ho3: There is ncﬁig ificant association between marital status and preventive

practices of(\)}ther-to—chﬂd transmission of HIV/AIDS among women of

repro@re age in Ilorin, Kwara State, Nigeria.

AV
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Table 4.11: Crosstabulation Summary showing the Association between Marital Status
and Preventive Practices of Mother-to-Child Transmission of HIV/AIDs among

Women of Reproductive In Ilorin, Kwara State, Nigeria.

Preventive Practices X df  p-value
Marital Low High Total
status n (%) n (%)
Single 37 (35.2) 68 (64.8) 105 5.773 3 O@\
Married 79 (40.5) 116 (59.5) 195 (/0
Divorced  6(40.0) 9(60.0) 15 ’\
Widowed 5(41.7) 7(58.3) 12 %Q
Cohabiting 3 (100.0) 0(0.0) 3 0
Separated  3(50.0) 3(50.0) Q

6
Total 133 (39.6) 203 (60.4) BBG&Q

Source: Researcher Fieldwork, 2025 fb
Table 4.11 showed that there is no s@ant association between marital status and
preventive practice of mother—&%ld transmission of HIV/AIDS among women of

reproductive age in Ilori@ara, State, Nigeria; x*(3) = 5.773 p > 0.05. Thus, the null

hypothesis is nog{gt .
Ho4: Theéjs no significant association between religious affiliation and factors

affhtw prevention practices of mother-to-child transmission of HIV/AIDS among

women of reproductive in Ilorin, Kwara State, Nigeria.

116



Table 4.12: Crosstabulation summary showing the association between religious
affiliation and factors affecting prevention practices of mother-to-child transmission

of HIV/AIDS among women of reproductive in Ilorin, Kwara State, Nigeria.

Religion
e - E & S X2 df p-value
= .© ) = o
A o = 3 B
L .q o O
£ £
O 8

n (%) n (%) n (%) n (%)
Low 84(70.6) 30(25.4) 5(42) 0(0.0) 119 4936 3 .148

High 137 (63.1) 74 (34.1) 4(1.8) 2(0.9) 217

Partners
Involvement

Low 83(77.6) 24 (22.4) 0(9) 0(2) 107 11942 3 .004

High 138 (60.3) 80(34.9) 9(3.9) 2(0.9) 229

Stigmatisation

Low 129(675) 58(304) 2(1.0) 2(1.0) 191 ¢c0n 3 o7

High 92 (63.4) 46(31.7) 7(48) 0(0.0) 145

Cultural Beliefs

Sourcé. Researcher Fieldwork, 2025

The association values reported in Table 4.12 above are Fisher’s exact chi-square
values because there were multiple cells with values less than 5. The partner’s
involvement (x* (3) = 4.936 p > 0.05) and cultural beliefs (x> (3) = 5.622 p > 0.05) have

no significant association with religious affiliation. This implies that the respondent's
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religious affiliation does not relate to their partner’s involvement and cultural beliefs.
The table, however, shows that stigmatisation is significantly associated with religious
affiliation; x2(3) = 11.942, p < 0.04. This simply implies that religious affiliation is
linked to differences in HIV/AIDS-related stigmatisation levels. As evident from the
table, both low and high stigmatisation are more common among participants of the
Islamic faith, but the percentage of high stigmatisation increases significarQ*ahong

Christians, traditionalists, and those of other religions, while the reve@ras the case

among Muslims. &
Table 4.13: Association of Partner’s Involvement, Sth&zion and Cultural Beliefs

to Attitude towards MTCT HIV/AIDS Preventlve ices

RS

Variables Attituk\go Test statistic

Partner’s Negative %ﬁ ve
Involvement F(%) ’\\f
Low 78 (QQI 90 (53.6)

High @23.2) 129 (76.8)
Stigmatizatio(@

=19.9;df =1; p=0.001

Low ’bé’ 61(39.1) 95 (60.9) X2=235df=1;p=0.125

H@& 56 (31.1) 124 (68.9)

Cultural Beliefs
Positive 44 (22.9) 148 (77.1) X*=27.975;df = 1; p < .001
Negative 73 (50.7) 71 (49.3)

Source: Researcher Fieldwork, 2025
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Table 4.13 above shows that the Partner’s involvement and cultural beliefs were
significantly associated with attitude towards MTCT HIV/AIDS preventive practices,
whereas stigmatization has no significant association with attitude towards MTCT
HIV/AIDS preventive practices. These findings suggest that high partners’
involvement and positive cultural beliefs, the higher the number of those with a

positive attitude towards MTCT HIV/AIDS preventive practices é

O

Table 4.14: Association of Partners’ Involvement, Stigmatization add &llural Beliefs

to Perception of MTCT HIV/AIDS Preventive Practices %Q

Variables Perception istic

Partner’s Negative Positive ’bQ

; % O
Involvement F(%) F(%) ’b \ = 13.97; df = 1; p < 001
Low 70 (41.7) 9 )

High 38 (22.6) \’\%b (77.4)
&
Stigmatisation . AQJ
N\

Low @2.7) 105 (67.3) X* =.040; df = 1; p = .841

High @ 57(317) 123 (68.3)

Culmral@fs

PON% 43 (22.4) 149 (77.6) X’ =19.514; df = 1; p < .001
Negative 65 (45.1) 79 (54.9)

Source: Researcher Fieldwork, 2025
Table 4.14 above shows that the Partner’s involvement and cultural beliefs were

significantly associated with perception of MTCT HIV/AIDS preventive practices,
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whereas stigmatisation has no significant association with the perception of MTCT
HIV/AIDS preventive practices. These findings simply imply that as partners’
involvement and cultural beliefs become more favourable, the number of people with

a positive perception of MTCT HIV/AIDS also increases.
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Table 4.15: Association of partner’s involvement, stigmatization and cultural beliefs to

engagement in MTCT HIV/AIDS preventive practices

Variables Practice Test statistic
Partner’s Low High
0, 0,
Involvement F(%) F(%) 2 =126.95; df =1 p < .0 E
Low 117(69.6) 51(30.4)

O
High 16(9.5) 152(90.5) ’\Q/
O

Stigmatisation 0 E

Low 63(40.4) 93(59.6) Q(D_ 078; df = 1;p = .823

High 70(38.9) 11Q (61 b’

Cultural Beliefs *

Positive 62(3@/ 130(67.7) x> =9.96; df = 1; p=.002

e

Negative (49 3) 73(50.7)

Source: R%MI‘ Fieldwork, 2025

Table%ré above shows that the Partner’s involvement and cultural beliefs were
significantly associated with engagement in MTCT preventive practices, whereas
stigmatisation has no significant association with engagement in MTCT preventive
practices. These findings suggest that as partners’ involvement and cultural beliefs
improve, so does the number of people who engage in high MTCT HIV/AIDS

preventive practices.
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Table 4.16: Role of Knowledge and Attitude towards MTCT HIV Preventive Practices

on Engagement in MTCT HIV/AIDS Preventive Practices

Variables Practice Test statistic
Knowledge Low F(%) High F(%) \
Low 4 (100) 0 (0) = 6.18: df=1: = 4

High 129 (38.9) 203 (61.1) 6\
Negative 72 (61.5) 45 (38'58‘692 —36.18; df = 1; p < 0.001

Positive 61 (27.9) 5@ )
\\

Attitude

Source: Researcher Fieldwork, 20&5;\\'\

Table 4.16 reveled that, \k@%edge has a significant association with preventive
practices. Among w&é&vith low knowledge of PMTCT, all respondents (100%)
reported 10W€/®1ent in preventive practices, and none engaged in high-level
practice;béontrast, women with high knowledge demonstrated better involvement:
38»%%1gaged in low practices, while a majority (61.1%) engaged in high preventive
practices. The chi-square test result (x2 = 6.18; df = 1) and (p = 0.024) confirm that the
observed difference is statistically significant. This finding suggests that knowledge is

a key determinant in whether women adopt and maintain effective PMTCT practices.
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Similarly, attitude also plays a crucial role. Among women with a negative attitude
towards PMTCT, a greater proportion (61.5%) reported low preventive practices
compared to 38.5% who engaged in high-level practices. Conversely, women with a
positive attitude were more likely to engage in preventive practices, with 72.1%
reporting high engagement and only 27.9% reporting low engagement. The chi-
square test result (x> = 36.18, df = 1; p < .001) indicates a very stro@%ﬁcal
significance. This demonstrates that women with positive attitud&&vy s PMTCT

interventions are far more likely to adopt preventive behavi mpared to those

with negative attitudes. O

Therefore, this study revealed that, both knov’vbl%e and attitude towards MTCT
HIV/AIDs preventive practices played \s&'\@ht role on women engagement in
PMTCT HIV/AIDS preventive pr.agt&\&fomen with high knowledge and positive
attitudes were consistently mon&cﬂ\tely to engage in effective preventive behaviors,

L]
underscoring the impon@f targeted educational and behavioral interventions in

Ilorin, Kwara Stat*
S

44 D%‘ssion of Findings
Q0

The findings on the research question one revealed that 61.6% of women of
reproductive age in Ilorin demonstrate high knowledge of prevention practices for
mother-to-child transmission of HIV/AIDS. This result implies that a good number of
women of reproductive age in Ilorin had above-average knowledge of prevention
practices for MTCT of HIV/AIDS. The findings of this study are consistent with those
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of Bello et al.', where it was reported that 62.6% of the study participants, HIV-
positive mothers in primary health care centres in Minna, Niger state had a high level
of knowledge. Similarly, in line with the findings of this study, Orji et al.” observed
that 69.2% of their study participants, HIV-infected nursing mothers in a tertiary
hospital in the southeast, Nigeria, had a high level of knowledge on PMTCT.
Although this study was carried out in the North Central, its results are@tent

with those carried out in another part of the country. This could 1tr<&1§gestion that

the knowledge of PMTCT is above average across the countr}L%Q

Analysis of research question two shows that 65.2% o pondents have a positive
attitude towards prevention practices of mother—ﬁ@ﬁld transmission of HIV/AIDS
among women of reproductive age in Ild@@‘(wara State, Nigeria. This finding
suggests a generally favourable .d@n toward PMTCT interventions among
women of reproductive age in tl&g';gion. The results of this study are consistent with
those reported by Bello TQ$ where it was shown that the study participants had a
positive attitude ,&g PMTCT with a 3.1 mean value, which is greater than the
average of 2. Although the 65.2% positive attitude rate among the study respondents
appeaQ%newhat lower than the 79% reported among antenatal care attendees in
Ethiopia's Gurage zone hospitals*. This discrepancy may reflect differences in health
education programs, cultural contexts, or study methodologies between the two

regions.
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Findings from research question three show that 67.9% of the respondents indicated a
positive perception of prevention practices of mother-to-child transmission of
HIV/AIDS. This finding suggests that a substantial majority of women in this study
locale recognize the importance and effectiveness of PMTCT interventions. In a
similar but higher-level, Saka et al.” revealed an even higher positive perception rate
(89%) among women living with HIV, though actual service utilization re@%lew
at 42.9%. This discrepancy between perception and practice su@% at while

awareness campaigns may be successfully shaping attitudes, sig @ nt barriers persist

in translating these positive perceptions into actual @C service uptake. The
relatively lower positive perception in Ilorin (67.99 apared to Ibadan (89%) may
reflect differences in study populations (gene@égoductive—age women versus HIV-
positive women in care) or varying int&%ﬂ\&, of PMTCT education programs.

Research question four sho@v&&cﬂ,\} the level of engagement in mother-child
transmission of HIV/AI@%&Ventive practices is at 60.4%. This engagement level
exceeds the 42.2&$1zation rate found among HIV-positive women in Ibadan®,

N

suggesting< th(s._general population engagement may be higher than service-specific

utiliz@among diagnosed cases. However, it remains substantially lower than the
79% PMTCT service uptake reported in Ethiopia's Gurage zone’, highlighting

significant regional disparities in program effectiveness.

The fifth research question showed that all the factors, such as partner’s involvement,

stigmatisation, and cultural beliefs, to some extent affects mother-to-child HIV/AIDS
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prevention practices. The finding that male partner involvement is perceived to affect
PMTCT engagement reveals a crucial dynamic in HIV prevention efforts. This
association emphasises how deeply partner support influences women's ability to
adhere to prevention protocols; a pattern consistently observed across sub-Saharan
Africa. The South African study by Malindi and Maputle® provides compelling
qualitative evidence that when men actively participate through acc@%afying
partners to clinics, supporting ART adherence, and facilitating Kfeﬁry\nt feeding
practices, PMTCT outcomes improve substantially. This Ayalew et al’
conclusion that male partner involvement is an imp t factor that determines
PMTCT, one that is capable of creating an opport@& reverse the transmission of
HIV during labour, pregnancy, and even b}s&ding. This finding is also in line
with that of Udeji et al."’, who reporte X\@Qmale partner involvement is a core factor

but often overlooked in promoti T. Factors responsible for the male partner’s
involvement, according tb@ and Fikadu", include his knowledge of PMTCT, his
perception of the ‘bgn's responsibility, his employment status, such as being
25
employed byQ%\\gﬁ rnment, cultural barriers, and his educational status. The fifth
researc tion went on to show that stigmatisation is significantly associated with
Pl\h”% It is prevalent, and the findings showed that a higher proportion of
stigmatised participants still engaged in preventive practices than those with low
stigmatisation. This suggests that stigma in this case does not deter action; in some
cases, it could drive those being stigmatized to adopt protective measures. On the

contrary, Sitohang'? observed that negative stigma from family, the community, and
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healthcare providers towards pregnant women could make them reluctant to use the
PMTCT programs. This finding is also in opposition to that of Udeji et al."”’, who
reported that persistent stigma and discrimination could hinder access to PMTCT
services. Although, access is not the same as uptake and the fact that in the face of
higher stigmatisation, the population still showed a reasonably high engagement in

PMTCT could be because the value their life or that of their child or @ the

stigmatisation is not coming from the healthcare provider, hence, it&)y not affect

their intention to get help, even though it could potential other spheres of

their life. Q

The research question further showed that high’%Qs stronger cultural beliefs could
hinder preventive practices. It shows th higher cultural beliefs comes a
reduction in preventive practice.s. R}pport of these findings, Kamanzi et al."
reported that cultural beliefs, é)&co'a\g other factors, play a role in exposing babies to
the risk of MTCT of H@d limiting the ability of HIV+ mothers to uptake the
PMTCT program thtough seeking treatment, care, and support. These findings further
demonstrggs‘l}} such beliefs often discourage HIV-positive mothers from engaging
with %’éention of Mother-to-Child Transmission (PMTCT) programs, thereby
limiting their access to essential treatment, care, and support services. These insights
reinforce the notion that addressing sociocultural dimensions is critical in designing
effective public health interventions, particularly in communities where tradition

heavily influences health-seeking behaviours.
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Findings from hypothesis one show that there is a significant association between
educational status and level of knowledge on prevention practices of mother-to-child
transmission of HIV/AIDS. This simply implies that variation in the level of education
is associated with variation in the level of knowledge. This finding is consistent with
that of Teshale et al.,"”” whose study on 33 sub-Saharan African countries showed that
Women with primary education had 1.22 times higher odds of knowing abQ%TCT
prevention compared to those with no formal schooling, while those Qlﬁb secondary
and tertiary education showed even greater advantages 1.35 @1.41—times higher
odds, respectively. Several factors explain why edn exerts such a strong
influence on PMTCT knowledge. First, schooling §@es foundational literacy and
critical thinking skills, enabling women to 1@1‘131‘& health messages disseminated
through clinics, media, and communit rams Second, educated women are more
likely to engage with health s@s by attending antenatal care, asking questions
during consultations, ancf 1ng out additional information. Third, education often

comes with greater%ss to communication technologies, such as radios, mobile

L ]
phones, and @ et, which serve as important sources of health information.

The 5@% hypothesis shows that there is no significant association between religious
affiliation and attitude towards preventive practices of mother-to-child transmission
of HIV/AIDS. This simply implies that religious beliefs could not, in this case,
determine attitude towards preventive practices. This is in line with the findings of
Awolu et al.'®, who observed that there is no significant association between religious

affiliation (Traditional Religion, Christianity, and Islam) and attitude to PMTCT
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among pregnant and postpartum HIV-positive women in Enugu Metropolis. The
absence of a significant relationship between religion and PMTCT attitudes may be
attributed to several factors. First, the predominant religious groups in the area may
not hold doctrinal positions that conflict with modern HIV prevention methods.
Second, successful public health campaigns may have effectively bridged any potential

gaps between religious teachings and medical recommendations. Third, th@ersal

desire to protect children's health might transcend religious diffe«e@ creating a

common ground for positive attitudes toward prevention. E O

Hypothesis three also showed that there is no signifi ciation between marital
status and preventive practices of mother—to—chﬂ&ansmission of HIV/AIDs. This
simply shows that regardless of their marita(&Qs, all mothers who are expecting to
\Y
have a child could be more incl.ir@rotect their child. That is, the choice to
engage in practices to prevent r&%r—to—chﬂd transmission of HIV/AIDS may not be
N
dependent on the moth@marital status. In contrast, Akwolu et al.'” observed that
there exists a sign\i%'& association between marital status and the use of PMTCT
.
services. 60
Th\f/% hypothesis showed that among the factors, only stigmatisation has a
significant association with religious affiliation. The findings showed that there is an
increase in the percentage of participants with higher stigmatisation among Christians,

Traditionalists, and people of other religions than was the case under low

stigmatisation. In a contrasting report, Youssef et al.'® observed that being Muslim
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compared to being a Christian was associated with a worse attitude towards people
living with HIV/AIDs. In a broader view, studying religiousity without making
references to the religious affiliation of participants, Wilandika et al."” observed a
significant positive relationship between religiousity and social stigma of people with
HIV/AIDS, that is, more religious people are likely to show stigma to people living
with HIV/AIDs. In addition, the hypothesis showed that there is no Qﬁﬁcant
association between the partner’s involvement and religious affilh&i . This implies
that the participant’s religious affiliation does not de @e the partner’s
involvement. Furthermore, the findings showed that theno significant association
between cultural beliefs and religious affiliation. &&plies that the participants'

religious affiliation does not influence their (;16@"9 beliefs.

Q
The findings from Tables 4.13, 4.14’,&X15 collectively underscore the central role
of partner’s involvement an&ca\tural beliefs in shaping women’s attitudes,
perceptions, and actual e@g%ment in the prevention of mother-to-child transmission
(PMTCT) of HIV& . Specifically, these results reveal that when partners are
actively i vc{ggd in reproductive health and HIV prevention efforts, and when
cultu%’bliefs are favorable, women are more likely to develop positive attitudes,
sustain favorable perceptions, and subsequently adopt preventive practices against
MTCT of HIV. In contrast, stigmatization did not show a significant association across
these dimensions, which is both noteworthy and somewhat contrary to earlier studies
that have strongly emphasized the detrimental impact of stigma. The strong

association between partner involvement and women’s attitudes toward PMTCT
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aligns with findings from a study by Takure” who noted that male involvement
significantly enhances women’s willingness to test for HIV during pregnancy, adhere
to antiretroviral therapy (ART), and attend antenatal clinics. Similarly, Boadu et al.?
reported that supportive partners increased adherence to ART and exclusive
breastfeeding practices, both of which are crucial in reducing the risk of HIV

transmission from mother to child. The implication here is that when maQﬁmers

are actively engaged, women not only feel supported but al&@ome more

empowered to make informed health decisions, leading to commitment to
preventive practices. Q

In the Nigerian context, where decision-making i@milies is often male-dominated,
these findings are particularly relevant. S such as those by Stewart et al.”!
emphasize that in patriarchal s.oci%s, male approval and support are critical
determinants of whether wo@rﬂ&g')\ltilize PMTCT services. Therefore, the positive
correlation between a@involvement and women’s attitude, perception, and
engagement in thi&st y suggests that interventions aimed at involving men in
reproduct've@tb could substantially improve PMTCT outcomes in Ilorin and
beyon@rbnltural beliefs also emerged as a significant factor influencing attitudes,
perceptions, and practices related to PMTCT. This finding resonates with earlier work
by Whembolua et al.?2, who argued that cultural norms and community-level beliefs
strongly shape women’s reproductive health behaviors, including decisions about HIV

testing and breastfeeding practices. In societies where cultural narratives support

health-seeking behavior, women are more inclined to perceive PMTCT as beneficial
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and therefore act accordingly. Conversely, negative cultural beliefs, such as
misconceptions about HIV being a curse or PMTCT practices being unnatural, have

been shown to hinder service uptake®*.

Interestingly, stigmatization was not significantly associated with attitudes,
perceptions, or practices in this study. This finding contrasts with prior idence
suggesting that stigma is one of the greatest barriers to HIV preGQQn and
treatment®. For instance, stigma has often been cited as a reason,Q men avoid
HIV testing during pregnancy or discontinue ART. Ho@ he absence of a
significant relationship here may suggest that in Ilpxi areness campaigns and
community education have reduced the stren&&f stigma as a determinant of
PMTCT practices. It may also imply th pportive partner involvement and
favorable cultural beliefs overrid:e tb&n\egative effects of stigmatization, creating a
buffer that encourages women\angage in preventive practices despite possible
N

discrimination. N\

O™
Taken togethex,’& findings reaffirm the assumptions of the PRECEDE-PROCEED

N\

model®, whicliosits that behavioral outcomes are shaped by predisposing, enabling,
an@cing factors. In this case, cultural beliefs can be understood as predisposing
factors, partner involvement as an enabling and reinforcing factor, while stigma,
though traditionally viewed as a barrier, appears to have less predictive power in this

context. The model further emphasizes that favorable health outcomes, such as
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women’s engagement in PMTCT practices. are more likely when enabling and

reinforcing conditions outweigh negative influences.

The result of this study revealed that, both knowledge and attitude towards MTCT
HIV/AIDs preventive practices played significant role on women engagement in
PMTCT HIV/AIDS preventive practices. These findings resonate with @ious
empirical studies in Sub-Saharan Africa. For instance, research in Nigeria@unde et
al”® and Ethiopia Yeshaneh er al” reported that women with o&dowledge of
MTCT and favorable attitudes toward preventive intewe%@re more likely to
adopt recommended practices such as consistent ante -%’ visits, HIV testing, and
infant feeding counseling. Conversely, poor kno@edge and negative perceptions
often correlate with higher levels of non- 1ance and increased risk of vertical
transmission. The implication of t?g&&pngs is that interventions aimed at reducing
MTCT of HIV should not only &gﬁ\on disseminating knowledge but also on shaping
attitudes. While awaren@%npaigns and health education remain vital, they must
be accompanied b&e vioral change strategies, community sensitization, and stigma
reduction&ggyms that foster positive perceptions of PMTCT services. Such
integr@(bapproaches are supported by the PRECEDE-PROCEED model, which

emphasizes that knowledge (predisposing factor) and attitude (reinforcing factor)

interact to determine health behaviors.
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Chapter Five

Conclusion

5.1  Summary of Findings

This study was designed to examine the factors influencing prevention practices for
mother-to-child transmission of HIV/AIDS among women of reproductive age (19-45
years) in Ilorin, Kwara State, Nigeria. Using a cross-sectional research design, the
study surveyed 341 women selected through multistage random sampling from Ilorin
South and West Local Government Areas. A total of 336 completed questionnaires
were retrieved and analysed. The findings showed that 61.6% of participants
demonstrated high knowledge about PMTCT practices, indicating generally good
awareness of prevention methods. Similarly, 65.2% of respondents held positive
attitudes toward these preventive measures, while 67.9% perceived PMTCT
interventions favorably. However, actual engagement in prevention practices stood at
60.4%, suggesting a gap between knowledge and implementation that warrants
further attention. The analysis identified education level and male partner
involvement as particularly influential factors. Each unit increase in education was
associated with a 59.5% improvement in prevention practices, while greater male
partner involvement correlated with a 65.7% increase. These findings highlight the
importance of both educational attainment and partners’ involvement in successful
PMTCT implementation. In addition, the hypothesis testing showed that there is a

significant association between education and PMTCT knowledge, while religious
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affiliation showed no significant relationship with attitudes toward prevention
practices. In addition, though religious beliefs didn't affect attitudes, they were
associated with levels of HIV-related stigma while marital status showed no

significant effect on prevention practices.

5.2 Conclusion

This study provided empirical evidence regarding key determinants of PMTCT
practices among reproductive-aged women in Ilorin, Nigeria. The results indicated
substantial knowledge and positive attitudes toward prevention measures, though a
persistent gap exists between awareness and actual implementation. Educational
attainment and male partner involvement emerged as significant predictors of
adherence to preventive practices, demonstrating their crucial role in PMTCT success.
While religious affiliation showed no association with prevention attitudes, it
maintained a significant relationship with HIV-related stigmatization. These findings
thus stress the need for multifaceted interventions addressing educational disparities,
gender dynamics in healthcare decision-making, and community-level stigma

reduction.

5.3 Recommendations

Based on the findings of this study, the following recommendations are made:

Government
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1. The government should strengthen public health campaigns and awareness
programs to improve women’s knowledge on mother-to-child transmission
(MTCT) of HIV/AIDS and its prevention strategies, particularly in rural and
semi-urban communities.

2. Adequate funding should be allocated to health facilities to ensure availability
of preventive services such as antiretroviral therapy (ART), HIV testing during

antenatal care, and safe delivery practices.

Policy Makers

3. Policy makers should design and implement gender-sensitive policies that
promote positive attitudes and reduce stigma associated with HIV/AIDS,
thereby encouraging more women to seek preventive services.

4. They should also integrate community-driven feedback mechanisms into
HIV/AIDS prevention programs to address perceptions and cultural barriers

influencing women’s engagement in preventive practices.

Healthcare Workers

5. Healthcare workers should intensify health education and counseling during
antenatal visits, focusing on both knowledge and attitude formation toward

MTCT prevention.
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6. They should also ensure continuous capacity building and training in
evidence-based PMTCT (Prevention of Mother-to-Child Transmission)

practices to improve service delivery and patient trust.

Women of Reproductive Age Living with HIV/AIDS

7. Women should actively participate in antenatal care and adhere strictly to
prescribed preventive practices, including ART adherence, exclusive
breastfeeding where recommended, and regular follow-up visits.

8. Women should also form peer-support groups within their communities to
share experiences, challenge misconceptions, and strengthen perception and

practice of HIV prevention behaviors.

Community

9. Community leaders and influencers should promote a supportive environment
that reduces stigma and discrimination against HIV-positive women, thereby
encouraging positive attitudes and perceptions towards MTCT prevention.

10. Community-based organizations should collaborate with health facilities to
organize sensitization programs that address cultural, religious, and social

barriers affecting women’s preventive practices.

54  Contribution to knowledge
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This study makes several significant contributions to the existing body of knowledge

on PMTCT of HIV/AIDS:

55

It provides empirical data on the determinants of PMTCT practices among
women of reproductive age in Ilorin, Nigeria, filling a critical gap in localized

evidence for this high-prevalence region.

The study identifies and quantifies the disconnect between high levels of
PMTCT knowledge (61.6%) and lower actual engagement in preventive
practices (60.4%), highlighting the need for interventions that bridge this

implementation gap.

It establishes male partner involvement as the strongest predictor of PMTCT
adherence in this context, contributing new evidence on spousal dynamics in

HIV prevention within patriarchal societies.

While confirming no association between religion and prevention attitudes,
the study uniquely documents how religious affiliation correlates with HIV-
related stigmatization patterns, advancing understanding of stigma drivers in

faith communities.

Suggested Areas for Further Research

Future studies in this area should focus on:
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1. The use of qualitative studies to investigate the sociocultural and structural
factors limiting male participation in PMTCT programs, including gender
norms, healthcare system accessibility, and community perceptions of

masculinity.

2. Evaluating the effectiveness of faith-based interventions in reducing HIV-

related stigma.

3. Examining how financial constraints, healthcare access, and policy
environments moderate the relationship between knowledge and PMTCT

practice adoption.

4. Investigating provider-level challenges in delivering PMTCT services could

reveal systemic barriers requiring institutional or policy-level solutions.
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Q Informed Consent Form

Informed co‘seﬁ “Factors Influencing Prevention Practices of Mother-To-Child
Transmi éof HIV/AIDS Among Women of Reproductive Age in Ilorin, Kwara

StateNigeria”

This informed consent form is for women of reproductive age in Ilorin, Kwara State,
Nigeria participating in the research titled “Factors Influencing Prevention Practices
of Mother-To-Child Transmission of HIV/AIDS Among Women of Reproductive Age

in Ilorin, Kwara State, Nigeria”
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Names, Affiliations and Positions of the researchers conducting the study:
a. Name: Jummai Mohammed Yusuf
Affiliation: Lead City University, Ibadan, Nigeria.

Position: Principal Investigator

b. Name: Dr. Adeniji Oluwakemi Q\
Affiliation: Lead City University, Ibadan, Nigeria. &(/

Position: Supervisor %

You will be given a copy of the full Informed Consen@m

)
Part 1: Information Sheet b
(e}

My name is Jummai Mohammed }(K and presently, I am a postgraduate student of
the Department of Public He@c,'l\ead City University, Ibadan. I am conducting a
study to understand fqé%s influencing prevention practices of mother-to-child
transmission of HIW/AIDS among women of reproductive age in Ilorin, Kwara State,
Nigeria. h&&aarch requires a questionnaire to understand your experience and

ViEWSé@ on the factors that influence you to take preventive measures to prevent

mother-to-child transmission of HIV/AIDS.

You do not have to decide today whether or not you will participate in the research.
Before you decide, you can talk to anyone you feel comfortable with about the

research. If there happens to be any word you need clarification on, you can ask me or
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any research assistant around and we will definitely take our time to explain to the

best of your understanding.
Purpose of the Research

Previous research indicates that mother-to-child transmission of HIV/AIDS
prevalence has not decreased in Nigeria, particularly among women of repr ctive
age. Also, the effectiveness of intermittent preventive practice amo Q‘nen of
reproductive age in Ilorin, Kwara State, Nigeria is still not known\by all women of
reproductive age in Ilorin, which has contributed to the lc%actice of preventive
measures. This was due to limited knowledge of the@Qs and effectiveness of the
practice. The attitude towards practicing the }Bﬂ@)n measures was poor due to an
unclear understanding of the effective@%thls prevention practice. The limited
knowledge of this practice led to erstanding the effectiveness of intermittent
preventive practice against @sher—to—chﬂd transmission of HIV/AIDS amongst
.
women of reproducti%@n llorin, Kwara State, Nigeria. The purpose of this study
is to identify a.nd\\' mine the factors influencing prevention practices of mother-to-
child tran%is n of HIV/AIDS among women of reproductive age in Ilorin, Kwara
Staﬁj&ria. Findings from this study provided insights into the key barriers and
enablers of effective prevention practices, with the aim of informing future

interventions and strengthening public health efforts to reduce MTCT of HIV in the

region.

Participant Selection
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The women of reproductive age in Ilorin, Kwara State, Nigeria will be recruited.
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 you receive at this clinic will continue and nothing will change. %may

change your mind later and stop participating even if you agreed earlie(/g

Duration 6\

The research will take place over a period of 6 weeks. 0

| Q
Risks 6’89

There is no known risk involved in partK ’ég in this research

<

There may not be any imfn@te and direct benefit for you but your participation will

Benefits

help us find the ansv&y the research questions.

Conﬁdemg&
yo)

W@not be sharing the identity of participants of this research. Any information
that we collect from this research project will be kept confidential. Participants
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 individual places after which

results will be published in academic journals for academics. \

O
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Contact Information

Who can I contact about this study? If I have questions or concerns about this

research Study, whom can I call?

You can call us with your questions or concerns. Our telephone numbers are listed
below. Ask questions as often as you want \
Miss. Jummai Mohammed Yusuf, < Q

Department of Public Health, E

Lead City University, Ibadan QO
+2347065086178 &Q

Jummaimdyusufl @gmail.com \

°
If you want to speak with someo ﬁved in this research study, please contact:

N\

Dr. Adeniji Oluwake iQ\

Department of.Pa\Q%Health,

Lead Ci%@versity, Ibadan
+2§3623321735

adenijioluwakemi87@gmail.com
You can talk to them about:

1. Your rights as a research subject

155


mailto:Jummaimdyusuf1@gmail.com

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.

When you call or write about a concern, please provide as much information as
possible, including the name of the researcher, the Ethics Committee numb% the
top of this form), and details about the problem. This will help Et@ghmittee

officials to look into your concern. When reporting a concern, y@wmt have to give

your name unless you want to. %

Informed Consent Form for Study Participants on @ors Influencing Prevention
Practices of Mother-To-Child Transmissiox%%%IV/AIDS Among Women of

Reproductive Age in Ilorin, Kwara Stat

\

Certificate of Consent \C,)\

I have read the foregoi ormatlon or it has been read to me. I have had the
opportunity to as ues ions about it and any questions that I have asked have been

answeredi &/atlsfactlon I consent voluntarily to participate as a participant in this

resear@rb

Name of Participant

Signature of Participant

Date

Day/month/year
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If illiterate

A literate witness must sign (if possible, this person should be selected by the
participant and should have no connection to the research team). Participants who are

illiterate should include their thumb-print as well.

I have witnessed the accurate reading of the consent form to the potential partigipant,

individual has given consent freely.

Name of witness %VD Thumb print of

O
participant QQ
(&

Signature of witness ‘b

@O
Day/month/year \é§

Statement by the Re%@erson taking onsent

I have accuratel)&d out the information sheet to the potential participant, and to

and the individual has had the opportunity to ask questions. I cotf@t'hat the

Date

the best o@r ility made sure that the participant understands that participants will
be%l@;o fill a questionnaire to assess their experience and views on prevention of

mother-to-child transmission of HIV/AIDS.

I confirm that the participant was given an opportunity to ask questions about the

study, and all the questions asked by the participant have been answered correctly
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and to the best of my ability. I confirm that the individual has not been coerced into

giving consent, and the consent has been given freely and voluntarily.

A copy of this Informed Consent Form has been provided to the participant.

Print Name of Researcher/Person taking the consent

Signature of Researcher /Person taking the consent A

&
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Appendix II

Lead City University
Faculty of Public Health

Motto: Redefining Health

QUESTIONNAIRE

FACTORS INFLUENCING PREVENTION PRACTICES OF MOTHER-TO-CHILD
TRANSMISSION OF HIV/AIDS AMONG WOMEN OF RECTIVE AGE IN

ILORIN, KWARA STATE, NIG@

Dear Respondents, b’bQ

My name is Jummai Mohammed Yusu@’?master’s student from the Department
of Public Health, Faculty of Basic @1 and Applied Sciences, Lead City University,
Ibadan, Oyo State, Nigeri%&m conducting an intervention study to improve
maternal and child h@%utcomes by enhancing knowledge and practices related to
the preventﬁlj\,@hother—to-chﬂd transmission of HIV/AIDS. This study also
contribut@o the development of comprehensive care strategies that improve
prég&{y management and postnatal care, leading to healthier lives for both mothers
and children. This study will involve Women of Reproductive Age in Ilorin, Kwara
State, Nigeria. Please note that the completion of this questionnaire is voluntary. All
information gathered as a result of your participation in this study will be treated with

utmost confidentiality. Your willingness to participate and complete this
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questionnaire implies that you have given consent to participate in this study. Thank

you for your cooperation

Do you give consent to continue?
Yes
* S

Jummai Mohammed Yusuf, 07065086178 0 E

Q

Section A: Socio-Demographic Information er

Kindly indicate your agreement to th@ns below by placing a tick v in the

N
Q;\")

1. What is your age?" $

appropriate box.

\’c. 31-36 ()

D.37-42( )
E. 43 and above ( )

2. What is your marital status?
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A Single ( )

B. Married ( )

C. Divorced ( )
D. Widowed ( )
E. Cohabiting ( )

G. Separated ()

3. What is your highest level of education? QO

A. No formal education ( ) 6’6Q
(8)

B. Primary education ( ) @
S
C. Secondary educati&n‘@

D. Tertiary ed@?} ()
Q)
4. W atﬁ;\\n" occupation?
\/%%nemployed( )
B. Self-employed ( )
C. Private sector employee ()

D. Public sector employee ()
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E. other (specify):

5. What is your religion?
A.Islam ()

B. Christianity ()
Q\
O

C. Traditional belief ()

D. other (specify):

6. How many children do you have? QO

A.None ( )
\&6
B.1-2 () \

C.3-4 () . QQ‘}
D.5ormore (03
¢

O
&
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Section B: Knowledge of Mother-to-Child Transmission Prevention Practices

Kindly indicate your agreement to the questions below by placing a tick v in the

appropriate box.

S/N

Item

Strongly

Agree

Agree

Neutral

Disagree

C

Strongly

HIV testing during pregnancy

iIs an important step in

preventing  mother-to-child

transmission of HIV.

C
N

N\
3

Antiretroviral ~ medications
can significantly reduce

risk of passing HIV@%
. $
mother to chil@

S5

Attend@lar antenatal

Vi@helps
Q

N\prevent

monitor and
mother-to-child

transmission of HIV.

10.

HIV-positive mothers need to

follow  specific =~ medical
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guidelines to reduce the risk
of transmitting HIV to their

baby

11.

HIV/AIDS can be transmitted
from mother to child during

pregnancy.

12.

It is important to have regular

medical check-ups during
pregnancy to prevent MTCT

of HIV/AIDS.

13.

Breastfeeding can increase the | %
N

N
risk of MTCT of HIV/AIDKCJ '

.&Q

14.

\zlequate
informatio *on MTCT
)

prev@on practices  from

@:?thcare providers.
N

I have receiv

15 |I know the ways to prevent
MTCT of HIV/AIDS
16. | There are safe delivery
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practices that reduce the risk

of MTCT of HIV/AIDS.

Section C: Attitude towards Mother-to-Child Transmission Prevention Practices

Kindly indicate your agreement to the questions below by placing a tick v in the

appropriate box. Q\

(

S/N Item Strongly | Agree | Neutral | Di r}&.IStrongly

Agree ’@ Disagree
N

17. | All  pregnant women QV

should undergo HIV bf§>

testing to prevent mother- &Q‘;b

to-child transmission. b %
&

0
18. |I am in favor of pt it

ceiving

women
counse inﬁn HIV
prgb ion at every

\\Jmtenatal visit.

19. |I support the wuse of
antiretroviral drugs during

pregnancy as an effective
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method to prevent
mother-to-child

transmission of HIV.

20.

HIV-positive mothers
should follow medical
guidelines to lower the
risk of transmitting HIV to

their child.

21.

Community education on
PMTCT is important for
reducing HIV/AIDS

transmission among

22.

Reg lab\est'ing and

@bw—up care for both

Ynother and child are

essential steps in HIV

prevention
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23. | Partners of HIV-positive
pregnant women should
also undergo be tested and

given counselling
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Section D: Perception of Mother-to-Child Transmission Prevention Practices

Kindly indicate your agreement to the questions below by placing a tick v in the

appropriate box.

S/N Item Strongly | Agree | Neutral | Disagree | Strongly
Agree <i§qg\ee
(
24. | I think taking antiretroviral ’\\J
medications during pregnancy %()
is a reliable way for HIV- <0
positive mothers to protect er )
their babies. f§>
N\
25. |1 feel that mother-to- chrlé(

g:gces
N

transmission of HIV @)

effectively @e

mothers o %How th
N\

reco@ended

e

medical

'(

26.

I believe that mothers who
use PMTCT services are more

likely to have healthy, HIV-
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negative babies.

27.

I think that many mothers
understand how important it
is to follow PMTCT practices
to prevent HIV transmission

to their babies.

28.

I believe that Preventive
MTCT programs make a
meaningful  difference in
preventing HIV transmission

from mother to child.

~ 30

&
\_\)ﬁ\
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Section E: Mother-to-Child Transmission Prevention Practices

Kindly indicate your agreement to the questions below by placing a tick v in the

appropriate box.

S/N Item Strongly | Agree | Neutral | Disagree | Strongly
Agree <i§'éagree
O
29. |I consistently took the '\\J
prescribed  antiretroviral 3(3
medications during <DO
pregnancy as directed by er
my healthcare provider. Q}b
O
30. |I  attended all my*
AR
scheduled antenata@‘
appointments %@r\e the
health o ’f& baby and
&
o
_2°
31.\¢ followed the advice given

by my healthcare provider
regarding safe

breastfeeding practices to
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prevent HIV transmission.

32.

Consistently sought and
attended counseling
sessions focused on
mother-to-child HIV
prevention during my

pregnancy.

33.

I closely followed medical
instructions on how to care
for my newborn to
minimize any risk of HIV

°
transmission.

[ Y \

N

34.

Vhealthcare

I avoided pract@)hat
could incre@e risk of

DN

HI nsmission to my

é@g based on my

provider’s

guidance.

35.

I adhered to all the

recommendations from my
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healthcare provider to
reduce the risk of mother-
to-child transmission of

HIV.

36.

I made sure that I and my
child attended follow-up
appointments to monitor
for any potential HIV

transmission.

37.

I strictly followed medical
instructions on infant

feeding practices to help&

prevent HIV transr@
to my baby. QQ
£\

38.

I w reported any

@%s with my prescribed

preventlve practices to my
healthcare provider for

additional guidance.
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Section F: Factors influencing Mother-to-Child Transmission Prevention Practices

Kindly indicate your agreement to the questions below by placing a tick v in the

appropriate box.

S/N Item Strongly | Agree | Neutral | Disagree | Strongly

Agree @\ee
C D

attending antenatal care N

visits. 0

39. | My partner supports me in ’\\J
>

40. | My partner participates in géq

{
discussions about @

HIV/AIDS prevention { 5&
AN

. P

during my pregnancy@

X

41. | My partner a ‘panies

me t@ education

se;@ on HIV/AIDS.

NS

42. |1 feel supported by my
partner in making
healthcare decisions

related to pregnancy.
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43.

My partner encourages me
to follow MTCT

prevention practices.

44,

My partner's involvement
has a positive impact on
my adherence to MTCT

prevention practices.

45.

I have experienced
discrimination due to my
HIV status when accessing

healthcare services.

A

46.

disclosing my Hl@us

due to fear of stigma.

>

I feel uncomfortabLQ‘)

47.

Othﬁ‘v'ﬁw of me has

gﬁr’\;‘ented me from

NV

attending antenatal care or

HIV counselling sessions.

48.

I  worry that my
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community may judge me
if they find out I am
accessing MTCT

prevention services.

49.

I avoid certain healthcare
facilities to prevent being
stigmatized for my HIV

status.

50.

Stigma reduces my
willingness to seek support

from healthcare providers.

51.

HIV/AIDS can be cause(

by spiritual att@ or
curses. Q
("\&

V)

52.

Witehcraft  or juju  is

O

onsible for the spread
N

of HIV/AIDS.

53.

Sharing food or drinks

with someone who has
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HIV/AIDS can transmit the

virus.

54.

Children born to parents

with  HIV/AIDS  will

always have the virus.

55.

You can get HIV/AIDS by
hugging or shaking hands

with an infected person.

)C\

56.

HIV/AIDS only affects

people who engage in

immoral sexual behaviour.

57.

Married couples are @&
. $

@cting
HIV/AI }R they stay
&

faitl‘@
o0

from

58.

NTraditional healers are

more effective than

hospitals in  treating

HIV/AIDS.
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59. | Using herbal remedies can
completely eliminate the

HIV virus from the body.

60 | HIV/AIDS is a punishment

for sins or bad behaviour. *

(B

C
Thank you for participating in this survey. Your responses % ribute to a better

understanding of the factors influencing the p on of mother-to-child

transmission of HIV/AIDS and will help improve héalthcare services
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Appendix ITI

RELIABILITY
/VARIABLES=SB8 SB9 SB10 SB11 SB12 SB13 SB14 SB15 SB16 SB17
/SCALE('Knowledge of Mother-to-Child Transmission Prevention Practices') ALL
/MODEL=ALPHA
/STATISTICS=DESCRIPTIVE SCALE
/SUMMARY=TOTAL.

- O
Reliability ,\Q/

Scale: Knowledge of Mother-to-Child Transmission &ntion Practices

- N
Case Processing Summary )
N %
Cases  Valid 31 88.6
Excluded® 4 11.4
Total 35 100.0

VAN

a. Listwise deletion based on all
variables in the procedure.

rb\}
Y

Reliability Statistics
Cronbach's
Alpha N of Items
751 10
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Item Statistics

Std.
Mean Deviation
SB8 1.5161 81121 31
SB9 1.3226 47519 31 \
SBI0  1.5484 80989 31 Q
SB11 1.7742 71692 31 Q
SB12 2.4516 1.26065 31 QJ
SB13 1.4516 .67521 31 «
SB14 2.2258 1.02338 31 0
SB15 1.7419 .63075 31 %
SB16 1.9032 .65089 31 O
SB17 1.8065 47745 31 QQ
R
Item-Total Statistics
Scale Corrected Cronbach's
Scale Mean if Varianceif = Item-Total Alpha if Item
Item Deleted Item Deleted Correlation Deleted
SB8 16.2258 15.514 463 .723
SB9 16.4194 16.985 490 .730
SB10 16.1935 16.428 312 .746
SB11 15.9677 14.632 727 .688
SB12 15.2903 14.746 .289 774
SB13 16.2903 16.080 479 723
SB14 15.5161 15.458 .326 .750
SB15 16.0000 16.867 .360 .738
SB16 15.8387 16.273 464 726
SB17 15.9355 16.262 .686 712
Scale Statistics
Std.
Mean Variance Deviation N of Items
17.7419  19.131 4.37392 10
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RELIABILITY

/VARIABLES=SC18 SC19 SC20 SC21 SC22 SC23 SC24

/SCALE('Attitude Towards Mother-to-Child Transmission Prevention Practices')
ALL

/MODEL=ALPHA

/STATISTICS=DESCRIPTIVE SCALE

/SUMMARY=TOTAL.

Reliability Q
,\(/

Scale: Attitude Towards Mother-to-Child Transmissi(@evention Practices
Case Processing Summary \\Q

N %
Cases Valid 35  100.0’
Excluded?® 0 .0
Total 35 100.0
RN\

a. Listwise deletion based on all
variables in the procedure.

N> ?
O

Reliability Statistics
Cronbach's
Alpha N of Items
.824 7

Item Statistics

Std.
Mean Deviation N
SC18 1.2571 44344 35
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SC19 1.5429 .50543 35

SC20 1.3714 49024 35
SC21 1.3429 .63906 35
SC22 1.4571 .81684 35
SC23 1.7143 .66737 35
SC24 1.4000 49705 35

Item-Total Statistics

Scale Corrected Cronbach's

Scale Mean if Varianceif Item-Total Alpha if Item

Item Deleted Item Deleted Correlation Deleted
SC18 8.8286 6.499 .743 782
SC19 8.5429 7.138 .363 .829
SC20 8.7143 6.210 .788 771
SC21 8.7429 5.667 .756 .765
SC22 8.6286 5.534 .565 811
SC23 8.3714 7.064 244 .858
SC24 8.6857 6.222 .769 773

Scale Statistics

Std.
Mean Variance Deviation N of Items
10.0857 8.375 2.89392 7

RELIABILITY
/VARIABLES=SD25 SD26 SD27 SD28 SD29
/SCALE('Perception of Mother-to-Child Transmission Prevention Practices') ALL
/MODEL=ALPHA
/STATISTICS=DESCRIPTIVE SCALE
/[SUMMARY=TOTAL.
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Reliability

Scale: Perception of Mother-to-Child Transmission Prevention Practices

Case Processing Summary ’\QJ

s Q)
Cases Valid 35 100.0 %
Excluded® 0 .0
Total 35 100.0 QO
a. Listwise deletion based on all 'bQ

variables in the procedure. b

Reliability Statistics N %
Cronbach's ,&C—;\\'
Alpha N of Items AQ

.805 5

A

N\
: ,AQ

Item Statistics

Std.
Mean Deviation N
SD25 1.2571 44344 35
SD26 1.3143 47101 35
SD27 1.3429 .53922 35
SD28 1.6571 .48159 35
SD29 1.6000 .55307 35

Item-Total Statistics
Scale Mean if Scale Corrected Cronbach's
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Item Deleted Varianceif Item-Total Alpha if Item

Item Deleted Correlation Deleted
SD25 5.9143 2.316 731 .729
SD26 5.8571 2.420 .585 .769
SD27 5.8286 2.264 .582 770
SD28 5.5143 2.434 .555 777
SD29 5.5714 2.311 .525 .790

Scale Statistics %
Std. 0
Mean Variance Deviation N of Items Q
7.1714 3.499 1.87060 5 Q

RELIABILITY
/VARIABLES=SE30 SE31 SE32 SE33 S 5 SE36 SE37 SE38 SE39

/SCALE('Mother-to-child Transmissi evention Practices Scale') ALL
/MODEL-ALPHA ’\\E,

/STATISTICS=DESCRIPTIVE @.

/SUMMARY-TOTAL. @

Reliabil@

\*

Scale: Mother-to-child Transmission Prevention Practices Scale

Case Processing Summary
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N %

Cases Valid 35 100.0
Excluded?® 0 .0
Total 35 100.0

a. Listwise deletion based on all
variables in the procedure.

Reliability Statistics Q\

Cronbach's

Alpha N of Items ’\< Ql

.930 10

Item Statistics b’bQ
(e}
»

Std.
Mean Deviation N
SE30 1.4286 .55761 35
SE31 1.7714 .59832 35
SE32 1.3714 .54695 35
SE33 1.4000 .55307 35
SE34 1.5143 .61220 35
SE35 1.5429 .61083 35
SE36 1.7714 .68966 35
SE37 1.4857 .61220 35
SE38 1.4571 .65722 35
SE39 1.4571 .65722 35

\/(J

Item-Total Statistics

Scale Corrected Cronbach's
Scale Mean if Variance if = Item-Total Alpha if [tem
Item Deleted Item Deleted Correlation Deleted
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SE30 13.7714 18.711

SE31 13.4286 20.723
SE32 13.8286 19.323
SE33 13.8000 19.106
SE34 13.6857 18.339
SE35 13.6571 18.291
SE36 13.4286 19.193
SE37 13.7143 18.210
SE38 13.7429 17.608
SE39 13.7429 17.667

.810
339
.688
728
.804
.816
.540
.832
.886
.874

919
942
925
923
919
918
934
917

Scale Statistics
Std.
Mean Variance Deviation N of Items

Q

>

15.2000  22.929 4.78847 10‘>

RELIABILITY . %
/VARIABLES=SF40 SF41 SF42 sz%« 4 SF45

/SCALE("Partner's Involvem LL

/MODEL=ALPHA .
/STATISTICS:DES;SQ\Q‘E SCALE

/SUMMARY=TOTAL,

¢
O

\®

Reliability

Scale: Partner's Involvement
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Case Processing Summary

N %
Cases  Valid 35 100.0
Excluded® 0 .0
Total 35 100.0

a. Listwise deletion based on all

variables in the procedure. \
Reliability Statistics ’\Q/

Cronbach's

Alpha N of Items EQ

975 6

Item Statistics Q
Std. b,b
(&

Mean Deviation N
SF40 2.2000 1.07922 35,
SF41 1.9429 1.18676 35
SF42 2.3429 1.08310 35
SF43 2.0571 1.21129 35
SF44 2.0857 1.24550 35
SF45 1.8571 1.16677 35

. ,\&\"
@(J
\&

Item-Total Statistics

Scale Corrected Cronbach's
Scale Mean if Varianceif Item-Total Alpha ifItem
Item Deleted Item Deleted Correlation Deleted
SF40 10.2857 31.387 .900 973
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SF41 10.5429 29.785

SF42 10.1429 31.479
SF43 10.4286 29.487
SF44 10.4000 29.306
SF45 10.6286 30.417

.945
.887
.949
933
906

968
974
968
970
972

Scale Statistics

Std.
Mean Variance Deviation N of Items
12.4857  43.434 6.59042 6
RELIABILITY

/VARIABLES=SG46 SG47 SG48 SG49 SG50 SG51

/SCALE('Stigmatisation') ALL
/MODEL=ALPHA
/STATISTICS=DESCRIPTIVE SCALE
/SUMMARY=TOTAL.

Reliability

Scale: Stiggﬁiyion

Case Processing Summary

N %
Cases Valid 34 97.1
Excluded® 1 2.9
Total 35 100.0

a. Listwise deletion based on all
variables in the procedure.
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Reliability Statistics
Cronbach's
Alpha N of Items
929 6

Item Statistics

34 ’80

34 b
34

340

34"

Std.
Mean Deviation
SG46 2.4412 1.25990 34
SG47 1.8824 .64030
SG48 2.3824 1.27955
SG49 1.8235 .62622
SG50 2.3824 1.23128
SG51 2.4412 1.18555
N
.\ \

Item-Total Statistics
Scale

Scale Mean if Variance if
Item Deleted Item Deleted Correlation

Corrected
Item-Total

Cronbach's
Alpha if Item
Deleted

SG46 10.9118
SG47 11.4706
SG48 10.9706
SG49 11.5294
SG50 10.9706
SG51 10.9118

19.840
26.802
18.757
25.954
19.060
19.416

.828
.529
932
.686
944
.947

912
.945
.896
934
.894
.893

Scale Statistics

Std.
Mean Variance Deviation N of Items
13.3529 30.720 5.54258 6
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RELIABILITY
/VARIABLES=SH1 SH2 SH3 SH4 SH5 SH6 SH7 SH8 SH9 SH10
/SCALE('Cultural Beliefs') ALL
/MODEL=ALPHA
/STATISTICS=DESCRIPTIVE SCALE
/SUMMARY=TOTAL.

Reliability $Q

Scale: Cultural Beliefs 6r§
®%
QA

Case Processing Summary

N %
Cases  Valid 31 88.6
Excluded® 4 11.4
Total 35 100.0

PR
a. Listwise deletion based on all

variables in the procedure.
N

\¥
Reliability Statistics
Cronbach's
Alpha N of Items
.908 10

Item Statistics
Mean Std. N
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Deviation

SH1 3.2581 1.54850 31
SH2 3.5161 1.38735 31
SH3 3.7419 1.34084 31
SH4 3.6129 1.47597 31
SH5 3.7419 1.36547 31
SH6 2.8387 1.48541 31
SH7 2.2903 1.50982 31
SH8 3.6774 1.37567 31
SH9 3.7742 1.28348 31
SH10 3.4516 1.67010 31
Item-Total Statistics
Scale Corrected Cronbach's
Scale Mean if Varianceif Item-Total Alpha if Item
Item Deleted Item Deleted Correlation Deleted
SH1 30.6452 91.837 .696 .897
SH2 30.3871 93.778 714 .896
SH3 30.1613 95.540 .670 .899
SH4 30.2903 95.013 .615 .902
SH5 30.1613 91.673 817 .890
SH6 31.0645 99.062 461 912
SH7 31.6129 98.178 482 911
SH8 30.2258 91.581 813 .891
SH9 30.1290 92.983 .819 .891
SH10 30.4516 90.456 .681 .899
Scale Statistics
Std.
Mean Variance Deviation N of Items
33.9032 114.890 10.71869 10
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Appendix IV

Lead City University (LCU) NHREC

Motto: Knowledge for Self-reliance

Lagos - Ibadan Expressway, Toll Gate Area, Ibadan, Oyo State, Nigeria
Email: Icw. hrec@len.edu.ng

University Research Ethics Committee

PROJECT TITLE: FACTORS INFLUENCING PREVENTION PRACTICES OF
MOTHER-TO-CHILD TRANSMISSION OF HIV/AIDS AMONG
WOMEN OF REPRODUCTIVE AGE IN ILORIN, KWARA
STATE, NIGERIA
PROJECT NUMBER: LCU-REC/25/003
'APP ROVAL DATE: 24/02/2025
EXPIRY DATE: 24/02/2026

APPROVAL LETTER

The above-named proposal has been adequately reviewed; the protocol and safery guidelines
satisfy the conditions of LCU-REC policies regarding experiments that use human subjects.
Therefore, the study under its reviewed state is hereby approved by the L.LCU-Research Ethics
Commitiee. : :

Prof. Olusola Ladokun

Name of LCU-REC Chairman

Dr. Folahanmi Akinsolu

Nume of LCU-REC Secretary
This approval is given with the investigator’s Declaration as stated below;

By sigring below, I agree/certify that:

1. [ have reviewed this protocol submission in its entirety and that I am fully cognizant of,
and in agreement with all submitted statements.

2. 1 will conduct this research study in strict accordance with all submitted statemenis except
where a change may be necessary o eliminate apparent immcdiate hazard to 2 given
research subject.

o T will notify the LCU-REC promptly of any change in research procedures necessitated
in the interest of the safety of a given research subject.

Scanned with CamScanner
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® . I will request and obtain LCU-REC approval of any proposed modification to the
research protocol or informed consent document(s) prior to implementing such
modifications.

3. I will ensure that all co-investigator and other personnel assisting in the conduct of this
research study have been provided a copy of the entire current version of the research
protocol and are fully informed of the current (a) study procedures (including procedure
modifications); (b) informed consent requirements and process; (c) potential risks
associated with the study participation and the steps required to be taken to prevent or
minimize these potential risks; (d) adverse events reporting requirements; (e) data and
record-keeping; and (f) the current REC approval status of the research study.

4. 1will respond promptly to all requests for information or materials solicited by the REC or
REC Office.

5. I will submit the research study in é timely manner for the REC renewal approval.

6. I will not enroll any individual into this research study until such time I obtain his/her
written informed consent, or if applicable, the written informed consent of his/her
authorized representative (i.e. unless the REC has granted a waiver of the requirement to
obtain informed consent).

7. Iwill employ and oversee an informed consent process that ensures that potential research
subjects understand fully the purpose of the research study, the nature of the research
procedures they are being asked: to undergo, the potential ‘risks of these research
procedures, and their rights as a research study volunteer.

8. 1will ensure that the research subjects are kept fully informed of any new information that
may affect their willingness to continue to participate in the research study.

9. I will maintain adequate, current, and accurate records of research data, outcomes, and
adverse events to permit an ongoing assessment of the risks/benefits ratio of research study

participation. 2

10. I am cognizant of, and will comply‘ with, current federal regulations and R]‘EC requirements
governing human subject research including adverse event reporting requirements.

- A
11.T will make a reasonable effort to ensure that subjects who have suffered adverse event
associated with research participation receive adequate care to correct or alleviate the
consequences of the adverse event in the extent possible. !
12.1 will ensure that the conduct of this research study adhe Good Clinical Practice
guidelines. -
' Qo 9 /02/000S
Ms YUSUF JUMMAI e T OOy St
Principal Investigator’s Name Principal Investigator’s Signature and Date
: moniid 133000
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MINISTRY OF HEALTH

KWARA STATE GOVERNMENT
/KS/EU/777/10026 9™ January, 2025.

Re: FACTORS INFLUENCING PREVENTION PRACTICES OF MOTHER-TO-CHILD
TRANSMISSION OF HUMAN IMMUNODEFICIENCY VIRUS (HIV) SERVICES
AMONG WOMEN OF REPRODUCTIVE AGE IN ILORIN, KWARA STATE NIGERIA.

Ministry of Health Ethical Research Committee (ERC) Assigned number:
ERC/MOH/2025/01/373

Name of Principal Investigator: JUMMAI MOHAMMED YUSUF

Address of Investigator: Faculty of Basic Medical and Applied Science,
Department of Public Health,
Lead City University,
Ibadan, Oyo State, Nigeria.
Telephone: 07065086178
Date of Approval of Application: 09/01/2025

NOTICE OF APPROVAL TO CARRY OUT RESEARCH
“Sequel to your request and the interest of the State Ministry of Health in
Health-related research activities to improve the health of the citizens. | am
directed to forward to you the approval of the Ministry of Health to carry out the

dissertation as itemized in your protocol: The approval I.D s
ERC/MOH/2025/01/373

2. You are mandated to acknowledge the State Ministry of Health by your
presentations/publications .and deposition of the final copy of the research
findings/publications. '

3. Please kindly note that the Ethical Review Committee reserves the right to
conduct monitoring/cversight to your research site without prior notification.

4. The Approval dates from 09/01/2025 to 08/01/2028, if there is delay in

starting the research, please inform the MOH/ERC so that the date of the approval
can be adjusted accordingly.

5. Best wishes in ydur research project.

Dr Lambe Kudirat Funmi
Chairman Ethical Review Committee
For: Honourable Commissione

3 i’.M.B 138.6,' ‘Fate Road, llorin, Kwara State
Telegram: GOV. ILORIN

ke wﬁw.kwa;éstatg.géd.ng g
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oz
Lead City University é;g

DEPARTMENT OF PUBLIC HEALTH teod Chy Uiverst. e
Motto: Redefining Health

B
badan

16™ January 2025

TO WHOM IT MAY CONCERN

Re: JUMMAI MOHAMMED YUSUF
LETTER OF INTRODUCTION AND PERMISSION TO COLLECT DATA

Dear Sir/Ma,

The above-named student with matric number LCU/PG/003932 is a postgraduate student in the above-
named Department, Faculty of Basic Medical Sciences.

Kindly render any necessary assistance in ensuring the smooth progress towards the completion of her

programme.

Thank you.

Yours sincerely,
S [
Dr. (Mrs.) Oluwakemi I. Adeniji

Research Supervisor

Lagos-1badan Express way, Toll Gate Area.
P.O. Box 30678, Secretariat, Ibadan, Oyo State, Nigeria
publichealth@lecu.edu.ng
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Leod City University, hodan

Lead City University
DEPARTMENT OF PUBLIC HEALTH
Motto: Redefining Health

Dep,

22" May 2025

TO WHOM IT MAY CONCERN Q\
Re: JUMMAI MOHAMMED YUSUF ( 0
APPROVAL FOR POST FIELD P&&A’I‘ION

Dear Sir/Ma, rbb
The above-named student with matric nu}\\@ LCU/PG/003932 is a postgraduate student
in the above-named Department, FG;\% Basic Medical Sciences.

An approval is hereby given @%{ to proceed with her post field presentation.

Thank you. . ,&

Yours sincerelv.

Lagos-Ibadan Express way, Toll Gate Area.
P.O. Box 30678, Secretariat, Ibadan, Oyo State, Nigeria
publichealth@Icu.edu.ng
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Appendix V

Bio Data
A. Personal Data
Full name: Jummai Mohammed, YUSUF 0
E-mail Address: ummaimdyusufl @gm O&J

Address: SE Sabon Gari, M@,%lger State.

Phone no: @L 706 5086 178

>
Date of Birth: \beb 01/07/1998
Place of Birth: . s\%\ Niger State

Nationality: . @ Nigeria
Marital Status: @Q Single

Name of N'ex(Q_f}in: Mr. Mohammed Yusuf

Addr Next of Kin: SE Sabon Gari, Minna, Niger State.

B. Educational Background

School Attended Date Qualifications
e Federal Staff Nursery and Primary ~ 2004- 2009 School Leaving
Certificate
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mailto:Jummaimdyusuf1@gmail.com

School, Minna, Niger State

) Federal Government Staff College  2009-2012 Junior SSCE
School, Minna, Niger State

e First Class International School, 2012-2014 Senior SSCE
Gwada, Niger State Q\

e Al-Hikmah University, Ilorin, 2016-2017 Dip@gj
Microbiology %Q

Kwara State QO

e Al-Hikmah University, Ilorin, 20%@20 B.Sc. Microbiology

Kwara State \: (Second Class Honors)

B

e Lead City University, Ibad@&qmgeria In View Master of Public Health
QQ\ (MPH)

C. Work Expc"@

L N@%outb Corps Service
Ladoke Akintola University Teaching Hospital, Ogbomoso 2021-2022
e Assisted with laboratory diagnostics and sample processing

e Supported infection prevention and control protocols

e Maintained accurate patient and lab records
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e Collaborated with healthcare team to improve patient outcomes

e Industrial Training Program

Harmony Diagnostic Centre, Ilorin 2018
A

- Gained hands-on experien

e Industrial Training Program

Ibrahim Babangida Specialist Hospital, Minna 2019

e Participated in clinical laboratory operations and patient sample management

’b o
D. SKILL ®
.S S .@

e Microbiological Techni@u ture, staining, biochemical testing)

e Infection Preven@%d Control
e Data Col‘ecﬁd Reporting
° P@rbHealth Education and Communication

e Proficient in Microsoft Office (Word, Excel, PowerPoint)

e Strong interpersonal and problem-solving abilities
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The University Compliance Certification

This is to certify that this thesis by Jummai Mohammed, YUSUF, with the
Matriculation Number LCU/PG/003932 in the Department of Public Health, Faculty

of Applied and Health Sciences, Lead City University, Ibadan is in full compliance

with the approved University format. *

Signature

200



	2.1.2 Knowledge of Human Immunodeficiency Virus/Ac
	2.1.3 Knowledge of Prevention of Mother-to-Child T
	2.1.4 Prevention practices on of Mother-to-Child T
	2.1.7 Factors influencing prevention practices of 
	2.2 Theoretical Framework41
	Figure                        TitlePages
	 2.1                         Precede-Proceed mod
	2.1.2Knowledge of Human Immunodeficiency Virus/Ac
	2.1.3 Knowledge of Prevention of Mother-to-Child T
	2.1.4 Prevention practices on of Mother-to-Child T
	2.1.7 Factors influencing prevention practices of
	Several variables are causally associated with PMT
	A study conducted by Ochigbo86 in Francistown in B
	Studies by Mariwah show that PMTCT programs focus 
	Enabling factors influencing PMTCT in Nigeria
	The availability, acceptability, cost, and accessi
	However, decisions and actions about PMTCT are adv
	Nurturing factors influencing PMTCT in Nigeria
	Nurturers in the reviewed literature relate to how
	Traditional beliefs and practices that are shaped 
	However, some aspects of family environments adver
	Studies have shown that factors that influence mot
	In a study conducted by Iwelunmoin107 he stated th
	2.2 Theoretical Review
	PRECEDE-PROCEED MODEL 
	Phase 1: Social Diagnosis
	Phase 2: Epidemiological Diagnosis
	Phase 3: Behavioral and Environmental Diagnosis
	Phase 4: Educational and Organizational Diagnosis
	Predisposing Factors
	Reinforcement Factors
	Enabling Factors
	Phase 5: Administrative and Policy Diagnosis

	Attrition Rate = (Initial sample size – Sample siz
	If dropouts are 10 participants, an incomplete res
	Sample size = 323 – (10+5+3)
	=323 – 18
	= 305.
	Since Attrition Rate = (Initial sample size – Samp
	Attrition Rate = (323-305)/323 ×100
	Attrition rate = 5.6%
	The attrition number = (5.6/100) ×323
	Attrition number = 18
	Final sample size = (Initial sample size + Attriti
	Final sample size = (323 + 18)
	Final sample size = 341
	Section A: Socio-Demographic Information
	Section B: Knowledge of Mother-to-Child Transmissi
	Section C: Attitude towards Mother-to-Child Transm
	Kindly indicate your agreement to the questions be
	Section D: Perception of Mother-to-Child Transmiss


