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Background



Vil

The acquired immune deficiency syndrome (AIDS) epitt is the greatest challenge to
human kind in the 21st century. In 2009, around,@@0 children under 15yrs became
infected with HIV. Almost all of these infectionsaured in Sub Saharan countries, and more
than 90% are a result of mother-to-child transris§MTCT) during pregnancy, labour and
delivery, or breastfeeding. Transmission duringgpescy is 5 — 10%, during labor and
delivery is 10 — 20% and during breastfeeding is-11%%. Without interventions, there is a

20-45% chance that a baby born to an HIV infectether will become infected.

However the risk of MTCT can be reduced up to 2%oihprehensive approach of PMTCT
will be put in placeMTCT of HIV has a dramatic deleterious impact oricchurvival and

therefore PMTCT is of crucial importance.

Objectives: To assess knowledge and attitude on PMTCT of Hirag pregnant women

attending Reproductive and Child Health clinic atrieke District Hospital, Dar Es Salaam.

Methodology. A cross sectional study was conducted f@atober 2010 to January 2011 at
Temeke District Hospital RCH Clinic in Dar-Es —Safa Structured questionnaires were
administered to all pregnant women at the cliniowhve had the opportunity to be counseled
and tested for HIV in their antenatal clinics irffelient primary health centers in Temeke

District.
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The information was then summarized into SPSS @erdi7.0, for windows and analyzed.

Frequency distribution and two way tables were useslimmarize the data.

Results: A total of 351 pregnant women fulfilling the inslon criteria were included in the
study. Out of these, 237(67.5%) were HIV negatind 414 (32.5%) were HIV positive. The
mean age was 27.2 and SD 6.3. Married participantsed 68.9% and 86.9% had primary
education. Sixty nine respondents, 19.7% had g6adB% moderate and 18.5% had poor
basic HIV/AIDS knowledge. Only 15.7% had good, 49.8Bad moderate and 34.5% had poor
knowledge on mother to child transmission of HI\dats prevention. The attitude towards the

PMTCT of HIV was generally positive which comprisgtB (90.6%) of the respondents.

Conclusion: Though the level of basic knowledge of HIV/AIDS ssshown to be moderate to
good in pregnant women, almost half of pregnant ewmven after counseling attained only
moderate knowledge on PMTCT. Since there are ktbwledge gaps on different but
important aspects of PMTCT, there is a need fogad&® counseling including more sessions

during pregnancy, more public campaigns to encaueagly ANC attendances.
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1.0 INTRODUCTION

The Acquired Immune Deficiency Syndrome (AIDS) eprdc is the greatest challenge to
human kind in the 21st century. AIDS was first gai@aed in 1981 and is caused by human
immunodeficiency virus (HIV) which was isolated WSA by the end of 1983. There are two
types, namely HIV-1 and HIV-2. HIV-1 is more commanfects people worldwide and
causes AIDS. HIV-2 though less aggressive and fonaihly in West Africa causes a similar
iliness.

In 2009, around 400,000 children below 15yrs bexamfected with HIV' Almost all of
MTCT infections occured in Sub Saharan Africa, andre than 90% are as a result of
mother-to-child transmission (MTCT) during pregngntabour/delivery, and breastfeeding.
Transmission during pregnancy is about 5 — 10%induabor and delivery is 10 — 20% and
during breastfeeding is 10 — 15%Vithout interventions, there is a 20-45% charfwt &
baby born to an HIV-infected mother will becomeeicted

The risk of MTCT can be reduced up to 2% if compredive approach of PMTCT will be put
in place® These comprehensive approach include the followiegents, primary prevention
of HIV among women of childbearing age and theirtipars, prevention of unintended
pregnancies among women infected with HIV, prexenbf HIV transmission from mothers
to their infants, provision of treatment, care aagport to women infected with HIV and their
partners, infants and familiekr other words we can say MTCT of HIV has a dramati

deleterious impact on child survival and therefleMTCT is of crucial importance.



HIV/AIDS has affected every level of society in Zamia. The current estimates are that 1.8
million people are living with HIV nationally, mosf them are adults in their most productive
years. The National HIV prevalence rate among adifi-49 years of age is 7%. Rates of
AIDS-related morbidity and mortality are increasisteadily among adults, particularly
women, as is AIDS-related mortality in childrenddban 5 years of age. HIV has orphaned
approximately 1 million children in the county.

There is still fear of disclosing one’s HIV stat{gs of learning it) because of the stigma that
exists for people leaving with HIV/AIDS ( PLWH ) with hinders women from seeking
PMTCT services and results in poor adherence to @Minterventions, in particular safer
infant-feeding decisions. Being open about one¥ btatus is one of the most powerful ways
to reduce HIV-related stigma. Disclosing one’sisdalso has other benefits.

It can encourage partners to be tested for HIV predent the spread of HIV by allowing
those infected to openly take appropriate preventsteps. Therefore knowledge and
awareness on PMTCT of HIV has an impact on thetjpaof HIV testing, taking medication

and attitude toward PMTCT interventions among paggmothers

1.1 THEORETICAL CONTEXT

The theoretical models of the study applied were Health Belief Model (HBM) and AIDS
Risk reduction models. The health belief model deageloped in 1950 and holds that health
behaviour is a function of individual’'s socio-demaghic characteristics, knowledge and

attitudes. According to this model a person must leertain beliefs in order to be able to



change behaviour. This means that promoting acteorchange a particular behaviour

includes changing individuals personal beliéfs.

The model is also based on the premise that tleéiHdod of engaging in preventive health
behaviour is influenced by certain beliefs abogfven condition. The model asserts that the
individual will take preventive health action whtrey feel susceptible to a certain condition
and they feel that contracting the disease hasusedonsequences compared to the perceived
benefits accruing from the same behaviour.

The AIDS risk reduction model developed in 1990c#Hpmally for AIDS prevention was also
used for the study. The model uses constructs frealth belief model to describe the process
individuals go through while changing behavior meljag HIV risk. The model identifies
three stages involved in reducing risk for HIV samssion. In the first stage knowledge about
HIV transmission and perceived susceptibility to/HIDS influence how women perceive
AIDS. The commitment to change is shaped by peimepto self-efficacy and social norms.
In the last stage of taking action, help seekingabv@ur and social factors affect the pregnant

women’s decision-making process.



1.1. LITERATURE REVIEW

The World Health Organization estimates that overrillion children worldwide have been
infected with HIV through MTCT’

Estimates by UNAIDS/WHO 2008 shows that the pemgatof women infected with HIV
globally has been roughly the same over the lasraéyears. Half of the adults aged 15 years
or above living with HIV are women and most aresitb-Saharan Africa where the ratio
between women and men is 3 to 1. The concentrafiétlV infected children in sub-Saharan
Africa reflects the estimates that about 60% of HiWected adults are women and that
women in Africa tend to have more children thareetsere in the world'.

A study conducted in an inner-city hospital in Atia to determine the effectiveness of HIV
counseling on the acquisition and retention of Hthowledge before counseling, after and
48hours post partum showed that, HIV counselicgeiases short term knowledge but there is
a decrease in knowledge with tine.

It was also shown in Gaborone, Botswana in 20086#&o of pregnant women got PMTCT
information from clinic counselors, 74% from radind about 69% answered correctly more
than 9 out of 12 factual questions about PMTCT. dédtmall respondents, 94% believed that
all pregnant women should be tested for HIV buyd&@% had been tested.

In Lagos, Nigeria Ekaneem studied on knowledge andeptability of HIV voluntary
counseling and testing in pregnancy as a strategyMTCT of HIV among women attending

ANC at two health facilities.



The study revealed that 89.9% had good knowledgbeomodes of HIV transmission but
knowledge of specific aspects of PMTCT was poorty-one percent were not aware of the
association between breast milk and HIV transmissind awareness of ARV drugs among
the study group was poor).

It was shown in rural Nigeria that among womenratieg ANC all were aware of HIV/AIDS
despite their level of education, 90% were awawd tHIV infection could co-exist with
pregnancy. About 68% were aware of MTCT but theas Wow knowledge of routes/modes of
MTCT and more than half did not know about PMTET.

It was shown in Eastern Cape in South Africa thasipregnant women 92.4% and their
husbands or partners 84% never had an HIV test.b&ineers being fear of being positive,
unaware of where to get tested and lack of confidity of the test results. On the other hand
factors that encouraged them to go for a test Wwaweng HIV/AIDS information, wanting to
know HIV status and concern for the transmissiomfmother to the unborn chifd.

Poor antenatal counseling and HIV testing servaresimportant barriers for PMTCT. This
was shown in a study done in rural eastern Ugartdaevl0% of women who attended ANC
accepted to test for HIV before being counseleds Bapported the report from Mombasa,
which pointed out that, the quality of antenataMHtounseling in a routine setting was
associated with increasing rates of testing for ldi\d PMTCT awareness.

Evaluation of the UNICEF sponsored PMTCT pilot pgjdone in Tanzania in 2002 to obtain
local experience and determine the feasibilityraégrating PMTCT within ANC and MCH

services showed that majority of women deliveringemional and district health facilities



were of unknown status. Counseling rates ranged 8e66%, high acceptance and good use
of HIV rapid testing found to be 80%. It was alsaoirid that not all staff assigned to ANC had
PMTCT training. There was lack of skills, materjajsb aids and scripts for HIV related
counseling, infant feeding, family planning, pretten and on going support counseling, low
male involvement and community participation.

A significant number of women do not benefit frodPCT services. This was shown in a
study done by Ngarina, MM, 2004 in Tanzania at Mubili National Hospital (MNH) on
acceptance of counseling, HIV testing and propligaase of Nevirapine in labour and
immediate pueperium. It was shown that, 46.7% ofmewo in labor during the study period
were of unknown status and 53.3% were of knownstit

The Mitra plus study done in Tanzania on preventibmother to child transmission of HIV 1
through breastfeeding by treating mothers withléripRT reveled that HAART given to
infected mothers in late pregnancy and breastfgedariod resulted in low postnatal HIV
transmissior.

In another study done in Tanzania at the Kilimamj@hristian Medical Centre (KCMC) on
testing a PMTCT infant feeding counseling prograhem mothers were given brochures to
take and read at home with the objective of imprigWMTCT counseling and infant feeding
knowledge and practices of HIV+ and HIV- motheravés shown that the program increased

knowledge and practice¥ .



In an analysis done in Uganda and Tanzania to a@aawareness and knowledge about HIV
and prevention of mother to child transmission gm@ventive measures in different
populations, of 410 clients of ANC and outpatiemtso were interviewed in southwestern
Tanzania 67% had knowledge on MTCT during pregnaamy 78% knew the association
between breastfeeding and MTET.

Inadequate knowledge about HIV/AIDS, MTCT and iteyention and a bad attitude towards
HIV prevention information and services are majetiback to success of PMTCT programme
efforts. Information gathered will help to identigxisting knowledge gaps that pregnant
women acquire after being counseled. The informatian be implemented by private and

public programmers towards optimizing provisiorP8iITCT services.

2.0. PROBLEM STATEMENT

Despite improvements in PMTCT services over thasyelTCT of HIV infections is high
especially in sub-Saharan Africa. In 2009 aloneuado400,000 children less than 15yrs
became infected with HIV and 1.3 million childremdaadults died of AIDS.

Almost all of these infections occur in sub Sahakdrica, and more than 90% are as a result
of mother-to-child transmission (MTCT) during premey, labour/delivery, and
breastfeeding.

Studies done in Uganda and Tanzania on awarenddshawledge about HIV and PMTCT in
pregnant women, in southwestern Tanzania shows delel of knowledge on MTCT during

pregnancy and moderate knowledge on the risk efdtfeeding and MTC*¥.



The risk of MTCT can be reduced up to 2% if compresive approach of PMTCT will be
put in place’ Treating mothers with ARV in late pregnancy anéastfeeding period has
shown to result in low postnatal HIV transmisstdnHowever little information is available
on pregnant women’s knowledge and attitude tow&@i& CT intervention? and whether

there are educational and behavioral change imfractsantenatal HIV counseling.

2.1. RATIONALE OF THE STUDY

The purpose of this study was to assess the atquoisf knowledge about HIV MTCT
among pregnant women who have been counseled onCFMihd their attitude towards
PMTCT interventions. Knowledge of the interventioas PMTCT is important, so that
pregnant women can be aware and through motivatiey can have a positive attitude
towards PMTCT.

However there were a number of factors that infbeeh knowledge and attitude of the
pregnant women in this study. These included sat@orographic characteristics such as age,
marital status, educational level and the occupatidhe attitude people have towads
HIV/AIDS in general and PMTCT in particular alsdfeadts utilisation of PMTCT services.
However people develop the attitude about certamices after knowing what the services
are. For this case the attitude towards PMTCT sesviwas influenced by the knowledge
respondents had.

Results from this study will be applied in Temeksstrict to provide information on

knowledge of pregnant women on PMTCT after coungedind their attitude towards PMTCT



interventions. And this information will improve PILT services in Temeke district. Results
will also be used as a basis for further reseanctssues concerning PMTCT especially in
Temeke region.
3.0.RESEARCH QUESTION.
What is the knowledge of pregnant women on PMTCe&rajoing through counseling and
their attitude towards PMTCT interventions?
3.1. OBJECTIVES
3.1.1. Broad objective
To assess knowledge and attitude on PMTCT of HI\bragnpregnant women attending
Reproductive and Child Health Clinic at Temeke fxstHospital in Dar Es Salaam.
3.1.2. Specific objectives
1. To determine the level of basic knowledge abtivVAIDS in pregnant women.
2. To assess pregnant women’s knowledge on whenTvi&y occur.
3. To determine pregnant women’s knowledge on vitbestart
prophylaxis for PMTCT.
4. To assess knowledge of pregnant women on regr&athat increase MTCT  during
breastfeeding.

5. To assess attitude of pregnant women on PMTIGII\G.
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4.0. METHODOLOGY

4.1. Study design

The study design was a cross sectional study whggd to establish pregnant women’s
knowledge on PMTCT and their attitude towards PMTCT

4.2. Study area description

Temeke is one of the three districts of Dar-Es &alaity with 3 divisions 24 wards and
covers 656 Square Kilometers. According to 2002s0srthe population was estimated to be
771,500 with annual population rate of 4.3%. It lsasotal of 109 health Facilities both
government and private. The main financial actiigtgmall scale businesses.

Over the past four years Temeke has establishelflwell on HIV/AIDS. From 12 VCT sites
providing counseling and testing in 2006 to 60ssite 2009. In the year 2007 to 2009 the
number of PMTCT sites increased from 6 to 65 sité& number of care and treatment clinics
increased from 2 in 2006 up to 11 in 2009. Accagdim a PMTCT monthly report for three
months from October to December 2009 there wermaa 6f 55 reporting sites to Temeke
district. The number of new clients was 9,586 Oichh266 were previously known to have
HIV infection. The total number of clients who tedtwas 9,420 and the total number of new
clients who tested was 9,286 and 691 tested pesiNumber of partners who tested was 296
of which 27 were HIV positive. The total numberalients who received post test counseling

for positive and negative results were 9,835,
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4.3. Study population

All pregnant women who attended the Reproductivce@hild Health clinic at Temeke district
hospital from 18 October 2010 to ftJan 2011.

4.4. Study setting

The study was done at Temeke district hospital &#prtive and Child Health clinic. The
clinic receives referrals from all the health cesta the district. Pregnant and gynecological
clients who attend the clinic have already beemseled and tested for HIV in their ANC and
are referred for various reasons including CD4irestton, ARV prophylaxis and treatment
and other obstetrical complications. During couingehnd testingpregnant women are given
a group pre-test education where standard infoomatbout HIV/AIDS infection and disease,
HIV transmission and prevention, benefits andsigkHIV testing for pregnant women, HIV
testing processing and confidentiality, partnetingsand discordance, effects of results, safer
sex, ANC, client discussion and questions. Aftedsan a private room HIV tests (provider
initiated) are perfomed and post test counselirdprse according to test results. For HIV
negative clients a discussion on partner testiafgrsex and risk reduction, EBF,ANC is
given and a schedule to repeat the test is given.

The clinic has four offices, and receives at l@éasinty to thirty clients every day. One office
is used to receive patients and here is where itlaé signs and weight measurements are
taken.

The second office is for the nurse in charge of ¢heic. The third office is used for
contraception and the fourth is a consultation room

There is a waiting place where clients wait ansl &@apacity of holding up to forty clients.
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4.5. Study period
The study was conducted from™.October 2010 to 1 Jan 2011.
4.6. Sample size estimation.

Sample size was calculated using the following fdem

n= ZP (1-P)
E
Where;

n= required sample size

Z=reliability coefficient at 95% confidence interyatandard value of 1.96)

P=Proportional of targeted population which havevdedge of PMTCT. This estimated from
previous study done in Gabarone, Botswana. Theoptiop found to be 69%

E= Margin of error at 5% (standard value 0.05)

Therefore from the formula above

N =1.962 x 69 (100 — 69)

25
N =330
The sample size was taken to be 330
Sampling
Convenient sampling method was used where allobdigvomen were asked to participate in

the study.
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Inclusion criteria

All pregnant women who attended RCH Clinic who hbhad counseling on PMTCT.

Exclusion criteria

Those who refused to participate after explanagioout the purpose of the study. Those who
were too sick to participate in the study.

Research assistants

An experienced nurse midwife on PMTCT and a medloator were trained for two days
by the principle investigator on the purpose of shedy, how to select patients, consent form
administration and questionnaire filling.

4.7. Research instruments, measurements and datalleation

A pre- visit was done and the questionnaires weeetgsted. English questionnaires were
translated into Swahili and then back into Swaldivahili structured questionnaire were then
fully developed and used for data collection.

The questionnaire had five parts.

Part one

Included clients socio demographic informationdgample age, client’'s marital status, level
of education, occupation and HIV status.

Part two

Gathered information about client's basic HIV/AID@owledge. This part included five

guestions on modes of transmission, risk factodspaaventive measures.
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Part three

Contained questions specific to mother to chilchgmission of HIV and included seven
guestions. The questions were used to enquirenvation on whether pregnant women knew
of the possibility of an infected pregnant womaangmitting the infection to her unborn child,
the timing of transmission, risk factors that irege transmission during pregnancy, labour
and delivery. It also included information on pretree measures and the timing of ARV
prophylaxis.

Part four

Enquired information on infant feeding knowledge KV positive mothers, risk factors that
increase mother to child transmission during bfeading and it included three questions.

Part five

Assessed attitude towards PMTCT and included S8stopres. These questions assessed
client’s feelings on the importance of HIV testifay every pregnant woman, their feelings
about HIV infected women getting pregnant, on ssie of using protective gears (condoms)
during pregnancy and breastfeeding.

Some questions inquired opinions on why some methezastfeed beyond six months despite
being HIV infected and for those infected, whettiey feel/think their families will support
them on the modes of feeding their babies anddy tbupported the National strategies for

PMTCT.
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Data collection

The principal investigator and research assistapggoached individually pregnant women
attending the clinic to explain the purpose of stedy and asked for consent for them to
participate. Only those who consented were enratiede study. A room was prepared for the
principal investigator for interview and both thesearch assistants had their working rooms
that they used. The interviews took a maximum ahi20and women were interviewed after
consultation with the doctor. Before the intervieglients were requested to sign a written
consent and were given a chance to ask questites the interviews. Clarifications were
given to clients who had the poorest knowledge.

Measurement of Knowledge and attitude

Knowledge

Basic knowledge questions were assessed usingiparti's correct responses. The five
guestions had a total of 14 points. Each corresppaese was given a score of 1 and a wrong
response a score of 0. The points assessed basidekiye on transmission (5 points —
knowledge on how HIV is transmitted, unsafe blooahsfusion, sharing sharps with an
infected person, mother to child transmission, atgmted sexual intercourse),

risk factors (6 points — knowledge on the risksHi¥ transmission, unprotected sexual
intercourse with an infected person, multiple séxpertners, having sexually transmitted
infections, intravenous drug abuse) and preventeasures (3 points — abstinence, having

one faithful sexual partner, condom use).
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On assessment, Modified Bloom’s cut off points waed during analysis which was adopted
from Ms Nahida’'s KAP study (appendix 1 shows oragiBlooms cut off points). A score of
75% — 100%, 50% — 74% and less than 50% pldeedespondent in good, moderate and
poor basic HIV/AIDS knowledge respectively.

Ten questions assessing participants knowledge othen to child transmission during
pregnancy, labour and delivery and breastfeedimgehtal of 26 points. and Bloom’s cutoff
points were used. A score of 1 was assigned forr@ct response and 0 for a wrong response.
Therefore the scores were as follows:

i) 20 — 26 points = good knowledge

i) 15 - 19 points = moderate knowledge

iii) 0 — 14 points = poor knowledge

Attitude

Attitude was assessed by 8 guestions. These wem@npaulikert’'s scale and respondents were
provided with statements asked to indicate the néxte which they agree with those
statements on whether they strongly agree, agrae mo opinion, disagree or strongly
disagree with what they were asked. The scoringesysised with respects to respondents’
responses was as follows: strongly agree scoredrgée 4, no opinion 3, disagree 2, strongly
disagree 1.

The responses were summed up and a total scorebtaised for each respondent. The mean

score was calculated and those scored above the anéathe mean score had positive attitude
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and scores below the mean meant negative attitoards prevention of mother to child
transmission strategies. The highest score wasceegh&o be 40 and the lowest score was 8.
Data analysis

Data were entered into and analyzed using the S&&8base program version 17.0.
Univariate and bivariate analysis were done, um@ranalysis for frequency computations
and bivaritate analysis in computing associatiatsvben variables.

The Chi-square test was used to measure the gtrehg@ssociations between variables, a p-
value of <0.05 was considered to be statisticadjgificant.

4.8. Ethical consideration

The respondents were explained in detail aboutsthdy and they were let to decide on
whether to participate or not and this ensured-deérmination and autonomy. The
respondents who agreed to participate gave a wittb@sent(appendix Ill). The data obtained
was treated privately with no name tag on it. tisgdy caused no physical or psychological
harm to the patient and they weren’t exploitedng way. The respondents were treated with
respects and their rights to privacy and configdityi were observed through anonymity.
After the interview respondents were given a chawecask questions and those with poor
knowledge were given the necessary knowledge aid@T and its prevention.

Ethical clearance

The MUHAS ethical committee reviewed the proposaldthical consideration and approval
to conduct this study was given. The permissiocaieduct the study in Temeke was given by

the District Medical Officer.
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5.0. RESULTS

During the study period a total of 383 pregnant warwere referred to Temeke RCHC. Three
hundred and sixty met the inclusion criteria andrevencluded in the study. Nine were

removed from the study, because 2did not seem derstand at all the aim of the study or
what they have been told during counseling. Sixstjaenaires had significant missing data
that they were not analyzed and one pregnant wonamin no state of being interviewed

since she had received her positive HIV result$ flne day before. Twenty three pregnant
women were rushed to the ward since they were iticar conditions and could not be

interviewed.



19

Figure 1: Flow chart on recruitment of women for the study

383pregnant women referred ta

Temeke RCH Clinic

v

360 Agreed to participate

\ 4

23 Not interviewed

A\ 4

351 Analyzed

\ 4

9 Excluded
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Table 1. Sociodemographic characteristics of thewsdly population (N=351)

CHARACTERISTIC N %
Age (yrs)

<20 51 145
20-34 250 71.2
> 35+ 50 14.2

Mean 27.2 SDx 6.3

Education level

No Formal Education 11 3.1
Some Primary Education 305 86.9
Above Primary Education 35 10.0
Current Marital Status

Single 95 27.1
Married 242 68.9
Divorced/Widow 14 4.0

Formal Occupation

Employed 26 7.4
Business 123 35.0
Housewife 178 50.0
Peasant 12 3.4
Unemployed 12 3.4

Clients HIV status

HIV positive 114 32.5

HIV negative 237 67.5

Table 1 shows that majority of the 351(100%) intmed clients 71.2% were in the
age range of 20-34, the mean age was 27 (SD+M@&prity had primary education,
305(86.9%) and more than half were married 242063.9
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Figure 2: Participants level of basic knowledgeHiW/AIDS (N=351)

general knowledge on HIV/ AIDS
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Table 2: Knowledge on when MTCT of HIV occurs (N 81)

Question Yes (n ;%) No (n ;%)

If a pregnant woman is infected with HIV
Can Mother To Child Transmission occur?
Yes 338(96.3) 13(3.7)
No 10(2.8) 341(97.2)
| don’t remember 3(0.9) 348(99.1)
When does Mother To Child Transmission
occur?
Pregnancy 172(49.0) 179(51)
Vaginal delivery 299(85.2) 52(14.8)
Breastfeeding

313(89.2) 38(10.8)
| don’t remember 7(2.0) 344(98.0)

Table 2 above shows that majority of the resporsd@@@.3%) knew that MTCT can occur but
only 49.0% knew that this transmission can occuindupregnancy.
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Table 3: Knowledge on when PMTCT of HIV starts (N351)

Question Yes (n ;%) No (n ;%)

What are the ways of Preventing Mother To
Child Transmission?

ARV in pregnancy 280(79.8) 71(20.2)
44(12.5

Caesarian delivery 307(87.5)
ARV to the newborn 150(42.7

201(57.3)

42(12.0) 309(88.0)

| don’t remember

Is there medication to reduce Mother To Child 331(94.3) 20(5.7)
Transmission?

When does all HIV positive pregnant women
supposed to start ARV prophylaxis?

First trimester 45(12.8

306(87.2)
Second trimester 163(46.4) 187(53.3)
Third trimester 78(22.2) 273(77.8)
| don’'t remember 55(15.7) 296(84.3)

Giving ARV in preghancy was recognized as one efgteventive measures by 79.8% of the
respondents. Less than half of the respondentd¥g)@ecognized the second half of

pregnancy as the time that positive pregnant woste prophylaxis.
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Table 4 Breastfeeding knowledge and risks that increa3€m

Question Yes (n ;%) No (n ;%)

BF alternatives

BF as the mother wishes 5(1.4) 346(98.6)
BF for 6m exclusively 345(98.3) 6(1.7)
Infant formula /cows milk 151(43.0) 200(57.0)
Conditions in a mother

Low CD4 251(71.5 100(28.5)
Cracked/bleeding nipples 314(89/5) 37(10.5)
Mastitis 67(19.1 284(80.9)
Conditions in an infant

Oral ulcers 325(92.6) 26(7.4)
Mixed feeding 288(82.1 63(17.9)

Table 4 above shows 98.3% of the pregnant womea aware of breastfeeding
exclusively for six months as a measure of reduniother to child transmission and

majority could identify the risks in mother andIchi
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Table 5: Association between socio demographic chasteristics and level of

knowledge of MTCT

Knowledge level

Sociodemographic
characteristics Total

Good Moderate Poor (N, %)

(N,%) (N, %) (N,%)
Age(yrs) P=0.009
<20yrs 6(11.8 19(37.3) 26(51.0) 51(100.0)
20-34 35(14.0 132(52.8) 83(33.2)] 250(100.0)
>35+ 14(28.0 24(48.0) 12(24.0) 50(100.0)
Education Level P=0.000
No formal education 0(0.0) 2(18.2) 9(81.8) 11(100.0)
Some primary 40(13.1) 158(51.8) 107(35.1)] 305(100.0)
education
Above primary 15(42.9) 15(42.9) 5(14.3) 35(100.0)
Current Matrital P=0.027
Status
Single 11(11.6) 38(40.0) 46(48.4) 95(100.0)
Married 42(17.8) 127(51.3) 73(30.9)| 242(100.0)
Divorced/widow 2(20.0) 10(70.0 2(10.0) 14(100.0)
Formal Occupation
Employed 12(46.2) 10(38.5) 4(15.4) 26(100)| P=0.000
Bussiness 16(13.0) 66(53.7) 41(33.3) 123(100)
Housewife 25(14.0) 92(51.7)] 61(50.0)|  178(100)
Peasant 1(8.3) 5(41.7) 6(50.0) 12(100)
unemployed 1(8.8) 2(16.7) 9(75.0) 12(100)

Table 5 above, shows that the knowledge on mothehitd transmission was higher
with a higher level of education, and in those eyt or business women with a

statistical significant {<0.005).
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Table 6: Participants responses on attitude questis

Response

Question

Agree (N, %)

Disagree (N, %)

No opinion (N, %)

Total (N,
%)

Do you think it is
important that every
pregnant woman gets
tested for HIV?

349 (99.4)

2 (0.6)

0(0)

351 (100)

Once you are HIV
positive, you should not
get pregnant.

206 (58.7)

118 (33.6)

27 (7.7

351 (100)

Using protective gears
(condoms) in pregnance/
BF reduces MTCT.

166 (47.3)

101 (28.8)

84 (23.9)

351 (100)

Some women BF beyond
6m due to fear of stigma.

301 (85.8

46 (13.1

4 (1.1

351(100

Some women BF beyond
6m due to fear of
disclosure

339(96.6)

3(0.8)

9(2.6)

351 (100)

Some women BF beyond
6m due to lack of
education

291 (82.9)

20 (5.7)

39 (11.1)

351 (100)

| think my family will
support me on the choice
of feeding the baby (HIV
+)

56 (48.7)

59 (51.3)

0(0%)

* 114(100)

Do you support National
PMTCT interventions?

351(100)

0(0%)

0(0%)

351(100)

* Includes only HIV positive respondents.

Almost all pregnant mothers knew the importancprefjnant women to be tested but

only 33% responded that HIV+ women can have childre
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Fear of stigma and disclosing results were ideattiis reasons for breastfeed beyond
6months. A few felt that they will have family sugpon their choice of feeding the

baby and all respondents supported the National Mifiterventions
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6.0. DISCUSSION

In this study knowledge and attitude towards PMTSIrategies were identified. It was found
that four fifth of the women were found to havedarate to good basic knowledge about
HIV/AIDS. This finding is in contrast with finding® a study done in rural Nigeria where all
women had adequate knowle&erhis difference can be explained by the fact thajority

of the study participants had a primary level ofieadion and those in Nigeria had secondary
and college education.

In this study majority of the participants wereas of the possibility of an infected pregnant
woman transmitting infection to her unborn chilchi§ may be contributed by the National
sensitization on HIV/AIDS through public media suab magazines, radios and television
shows as well as counseling during antenatal vidits appears to be similar to a study done
in Uganda and southern Tanzania by Gundel Harms#rets in 2009 which showed that in
southern Tanzania seven percent of the pregnamewowere not aware of the possibility of
an infected mother transmitting the infection ta bkild.*’ Similar to this study only 3.7%
percent of the women were not aware of this pdgagib

Despite this knowledge, less than half of the radpats recognized transmission during
pregnancy, majority mentioning vaginal delivery dndast feeding as the time when MTCT
occurs. During post test counseling of pregnanneio essential messages about PMTCT are
stressed to both HIV positive and HIV negative veonmand therefore mothers have to be

equiped with this knowleddg@. In rural Nigeria more than half of the pregnantnvem
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recognized pregnancy as the time during which MT&&€urs. This may show that more
public sensitization is needed or more counselesgi®ns for pregnant women.

However over three quaters of respondents inghidy were aware of use of ARVs during
pregnancy as a preventive measure compared tthess quater in the Nigerian sta@lyThis

is a positive finding because knowing that theeevaays to prevent the unborn child may help
mothers to seek antenatal services early.

Studies have shown that most women attend ANC &t lence during pregnancy. It was
found in this study that less than half of the oegfents mentioned the second trimester as the
appropriate time for ARV prophylaxis. Emphasisihg iheed for pregnant women to attend
ANC early is mandatory in this case so as to idienhose infected and eligible for ARV
therapy or prophylaxis. Currently HIV infected womstart ARV prophylaxis as ealy as
fourteen weeks of pregnancy and they continuewme year of breastfeeding.

It was found in this study that majority of the wem were aware of breast feeding
exclusevely for 6months as the means of reducin@€MTLow CD4 counts, bleeding cracked
nipples and infants oral ulcers were identifiedresrisks that increases MTCT during breast
feeding. This positive finding which may help redUdTCT during breastfeeding shows that
there is good and effective counseling. Leshaltaal showed that mothers once given the
correct information coupled with broucheres to minthem about the recommended infant

feeding, only a few will refrain from what they tefeen taught®
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The study identified the level of education; ocdiga and age as being significantly
associated with level of knowledge armdtitude on MTCT. Similar findings have been
reported in several studies in Afric&: ?°This may be contributed by the fact that women
20yrs and older are more exposed to different ssuraf information and community
perceptions of pregnancies at a young age makidiffitult for pregnant teenagers to get the
necessary information or attend ANC for counselihigvas also found that the higher the
education level the higher the level of knowledhas can also explain the high knowledge in
those employed or business women since these g inahand. Exposure to sources of
information like news papers, interacting with difint people and attending various seminars
may explain this knowledge. Marital status proved t©o have a relationship with level of
knowledge on PMTCT-® %

The study revealed that HIV positive pregnant wormentwo times more knowledgeable than
HIV negative women. This may be due to the fact theing HIV positive raises concerns
about ones health and that of the unborn childo Alisring counseling HIV positive pregnant
women are given additional information on ARV prglaixis, infant feeding issues, disclosure
and partner testing®

The attitude a person has on something may affectinterest of that person knowing or
utilizing it. Most of the pregnant women felt thatvas important for pregnant women to be
tested for HIV and a few did not see the importaoicknowing. The reason for this may be
fear of being stigmatized by the community. It vaéso found in Uganda that pregnant women

felt that knowing their HIV status is a terriblerth.?
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More than half of the study participants respontleat an HIV infected woman can get
pregnant and have children. This shows that theycaupled with the knowledge that there
are interventions to prevent MTCT even in alreadfgdted women. It was found in Uganda
that most women felt that having a baby while yoa iafected with HIV will reduce your
already numbered days to live and you will haveHév infected baby”® The knowledge on
preventing oneself from acquiring HIV infection thg pregnancy and breastfeeding (condom
use) was low in this study population. This is $&&mio a study done by Leshabari et al which
showed that (40% vs. 47% in the present studyhefnursing women reported to practice
safer sex?

The study revealed that stigma and fear of disatpsesults may be barriers to implement the
recommended period of exclusive breastfeeding amleswomen have fears of not being
supported on the mode of breastfeeding they chodseefully with the new PMTCT
guideline where breastfeeding is allowed to corifar up to 12months the fear of stigma can

be reduced:* All the women in this study supported the PMTCrRistgies.
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CONCLUSION

The study reveled that only one fifth of the pragnaomen have good general knowledge on
HIV/AIDS. It also showed that even after counselstdl the knowledge on the important
aspects of MTCT and its prevention is not adegeataigh. The knowledge on when MTCT
occurs, the availability of preventive measures aviten to start ARV prophylaxis is
important as this may help women to attend cliei@dy for early intervention. It is a positive
and encouraging finding that women have a postéttieude towards PMTC interventions.
Therefore it is important to counsel pregnant wortteoroughly and adequately so they can
have this very useful information to prevent motteeichild transmission in their present as

well as future pregnancies.

RECOMMENDATIONS

Temeke district has done well in PMTCTservices, &osv there is a need to do a qualitative
study to find out if the information given duringounselling is enough and useful to pregnant
women and to see if more counseling sessions eeeled for pregnant women during

antenatal visits.

Men involvement is neccesary and they need to lmuwaged and sensitized from the

communities to accompany their partners to thachnd attend counseling sessions, this will

help equip them both with the neccessary infornmatio PMTCT.
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APPENDICES
Appendix |
Bloom’s original cut points; 75-100%, good knowded 50-74% moderate knowledge, less
50% poor knowledge.
Appendix Il
QUESTIONNAIRE (English Version)
Introduction

| am a post graduate student at MUHAS doing a rekean PMTCT, knowledge of
pregnant women on HIV/AIDS transmission, risk bebaks, MTCT and their attitude
towards different options on PMTCT. We understamat {you have received counselling and
testing and we would like to ask you a few que&tiooncerning that.

Interviewer: circle the selected answjeDo not read responses.

PART I.
Sociodemographic data
HIV status........
1.Age............. (Exact age)
2. Marital status
a. Single
b. Married

c. Divorced



d. Cohabiting.

e. Widow

f. Separated

3. Level of education

a. No formal education

b. Primary not completed

c. Primary completed

d. Secondary not completed

e. Secondary completed

f. Tertiary education

4. Current occupation

a. Employed

b. Bussiness

c. Housewife

d. Peasant

e. Unemployed

PART I

BASIC KNOWLEDGE QUESTIONS
5. Do you know how HIV is transmitted?
a. Yes

b. No

37
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If no skip question 6.

6. Mention ways of transmission of HIV (tick whexppropriate)
a. Unsafe blood transfusion

b. Sharing sharps with an infected person

c. Mother to child transmission.

d. Unprotected sexual intercourse.

7. Do you know the risks of acquiring HIV?

a. Yes

b.No

If no skip question 8.

8 .Mention the risks of acquiring HIV infection

a. Unprotected sexual intercourse with an infepegon

b. Multiple sexual partners.

c. Having sexually transmitted infections.

9. Can you mention ways of preventing someone fraoguiring HIV? (Tick where
appropriate)

a. Abstinence.

b. Having one faithful sexual partner.

c. Condom use.

10. Can a healthy looking individual be infectedhati1V?

a. Yes
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b. No
PART Il
QUESTIONS ON MTCT
11. Can an infected mother transmit HIV virus to ¢tiald?
a. Yes
b. No
c. I don't know
If no skip question 12
12. When does an infected mother transmit the fithed¢o her child?
a. During pregnancy
b. Through vaginal delivery
c. Through breastfeeding
13. How can mother to child transmission of HIVdrevented?
a. Antiretroviral therapy during pregnancy.
b. Delivery by caesarean section.

c. Giving antiretroviral drugs to the newborn.

14. Is there medication given to the mother dugreggnancy to reduce MTCT?
a.Yes
b.No

c.l don’'t remember



40

15. When does a pregnant woman start ARV prophg/faxi

a. First trimester.

b. Second trimester.

c. Third trimester.

e. | don’t remember.

PART IV

QUESTIONS ON INFANT FEEDING

16. Do you know the main alternatives of infantieg? (Mention)
a. Breastfeeding for as long as the mother wishes

b. Breastfeeding for 6months exclusively

c. Infant formula /Cows milk

17. What conditions/risk factors in a mother duriimgastfeeding increases the risk of MTCT?
(Mention)

a. Low CD4+ counts

b. Cracked or bleeding nipples

c. Mastitis

d.l don’t remember

e.l don’t know

18. What conditions in an infant increases the mdkacquiring HIV infection during

breastfeeding.
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a. Oral ulcers or sores in the infant’s mouth
b. Mixed feeding.
c. | don’t remember
d. I don’t know
PART V
QUESTIONS ON ATTITUDE TOWARDS PMTCT
19. Its important that every pregnant woman gestetefor HIV.
5. Strongly agree
4. Agree
3. No opinion
2. Disagree
1 Strongly disagree
20. If one is infected with HIV then she should get pregnant again
5. Strongly agree
4. Agree
3. No opinion
2. Disagree

1 Strongly disagre

21. Using protective gears (condoms) during pregnand breastfeeding reduces MTCT?

5. Strongly agree
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4. Agree

3. No opinion

2. Disagree

1 Strongly disagree

22 .Some women opt to breastfeed despite theirdtdts due to stigma.
5. Strongly agree

4. Agree

3. No opinion

2. Disagree

1. Strongly disagree

23. Some women opt to breastfeed despite theirdtdtls due to poverty.
5. Strongly agree

4. Agree

3. No opinion

2. Disagree

1. Strongly disagree

24. Some women opt to breastfeed despite theirdtdtus due to fear of disclosure.
5. Strongly agree

4. Agree

3. No opinion
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2. Disagree

1. Strongly disagree

25. Some women opt to breastfeed despite theirdtdtus due to lack of education.
5. Strongly agree

4. Agree

3. No opinion

2. Disagree

1. Strongly disagree.

26. My family will support my choice of feeding thaby
5. Strongly agree

4. Agree

3. No opinion

2. Disagree

1. Strongly disagree

27. Do you support the strategies for PMTCT?

5. Agree

4. Strongly agree

3. No opinion

2. Disagre

1. Strongly disagree
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QUESTIONNAIRE (Swahili Version)

Utangulizi

Mimi ni mwanafunzi wa chuo kikuu cha sayansi natdna Muhimbili (MUHAS). Nafanya
utafiti wa uelewa na mtazamo wa wanawake wajawakatika suala la kuzuia maambukizi
ya ukimwi kutoka kwa mama kwenda kwa mtoto katikaiki ya wajawazito katika hospitali
ya Temeke Dar Es Salaam. Ninatambua kuwa umepeWautsnasaha kuhusu hilo na
ningependa kukuuliza maswali machache kuhusiamama

Msaini : Zungushia jibu linalohusika usitaje majibu

SEHEMU YA KWANZA

Hali ya maambukizi ya virusi vya ukimwi.....

1: Umri...... (Miaka kamili)

2: Hali ya mahusiano.

a. Sijaolewa

b. Nimeolewa

c. Nimeachika

d. Ninaishi na mwanaume bila ndoa

e. Nimefiwa na mum

f. Tumetengana

3. Kiwango cha elimu

a. Sina elimu rasmi
b. Sikumaliza elimu ya msingi
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c. Nimemaliza elimu ya msingi

d. Sikumaliza elimu ya sekondary
e. Nimemaliza elimu ya sekondari
f. Elimu ya chuo

4. Unafanya kazi gani?

a. Nimejiajiri

b. Mfanyabiashara

c. Mama wa nyumbani

d. Mkulima

e. sina kazi kwa sasa

SEHEMU YA PILI

MASWALI YA UELEWA WA UKIMWI

5. Unajua virusi vya ukimwi vinavyoambukizwa?

a. Ndio

b. Hapana

Kama hapana nenda swali la 6.

6. Taja njia za maambulizi ya ukimwi.
a. Kuongezewa damu isiyo salama

b. Kuchangia vitu vyenye ncha kali

c. Maambukizi kutoka kwa mama mjamzito kwenda kwatm

d. Ngono zembe
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7. Unajua tabia hatarishi za kupata maambukizi ?
a. Ndio
b. Hapana
Kama hapana nenda swali la 8.
8. Taja tabia hatarishi za kupata maambukizi yanuk#
a. Ngono zembe
b. Kuwa na wapenzi wengi
c. Kuwa na magonjwa ya zinaa
9. Wawezaje kujikinga na maambukizi?
a.Kutokufanya ngono kabisa
b.Kuwa na mpenzi mmoja mwaminifu.
c. Kutumia mipira ya kiume au kike
10. Je, mtu aonekanaye mwenye afya aweza kuwa aialbukizi ?
a. Ndio
b. Hapana
SEHEMU YA TATU
MASWALI KUHUSU MAAMBUKIZI TOKA KWA MAMA KWENDA KWA
11. Mama mjamzito aweza kumwambukiza mtoto ?

a . Ndio

b. Hapana

MTOTO
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c. Sijui

Kama hapana nenda swali la 12.

12.Maambukizi hutokea wakati gani?

a. Ujauzito

b. Kujifungua

c. Kunyonyesha

13.Maambukizi haya huzuiwaje?

a. Matumizi ya dawa za kupunguza makali ya ukimakati wa ujauzito
b. Kujifungua kwa upasuaiji

c.Matumizi ya dawa za kupunguza makali ya ukimwakwtoto

14. Unajua kama kuna dawa za kupunguza makali yanakizi?
a.Ndio

b.Hapana

15.Ni wakati gani mama mjamzito huanza matumizidgava za kurefusha maisha kama
kinga?

a. Miezi mitatu ya kwanza

b.Miezi mitatu ya kati

c. Miezi mitatu ya mwisho ya mimba

d. Sijui
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SEHEMU YA NNE

MASWALI KUHUSU KUMLISHA MTOTO

16. Ni njia zipi za kumlisha mtoto? Taja.

a.Kumnyonyesha mtoto mama apendavyo

b. Kumnyonyesha mtoto kwa miezi sita ya mwanzo

c. Maziwa ya kopo/ maziwa ya ng’'ombe.

17. Ni dalili zipi kwa mama huongeza maambukizi atakva kunyonyesha?
a.Kupungua kwa kinga za mwili

b. Chuchu zilizo chubuka

c. Magonjwa ya matiti

d. Sikumbuki.

18. Ni dalili zipi kwa mtoto huongeza maambukizikat wa kunyonya?

a. vidonda mdomoni

b.Vyakula mchanganyi

c. Sikumbuki

b. Sijui

SEHEMU YA TANO

MASWALI KUHUSU MTAZAMO WA KUZUIA MAAMBUKIZI KWA MTO
19. Ni muhimu kwa kila mama mjamzito kupima maambiua ukimwi.
5.Nakubaliana sana

4 Nakubaliana

TO



49

3. Siko upande wowote

2.sikubaliani

1. Sikubaliani sana

20. Kama mama mjamzito ameathirika, haishauriwhikes ujauzito tena.

5.Nakubaliana sana

4 Nakubaliana

3. Siko upande wowote

2.sikubaliani

1. Sikubaliani sana

21. Kutumia kinga (kondomu) wakati wa ujauzito nanyonyesha husaidia kupunguza
maambukizi toka kwa mama kwenda kwa mtoto.

5.Nakubaliana sana

4 Nakubaliana

3. Siko upande wowote

2.sikubaliani

1. Sikubaliani sana

22. Kwa maoni yako, wanawake wengine hunyonyeslth ya miezi sita wakati wakiwa na
maambukizi kwa kuhofia unyanyapaa?

5.Nakubaliana sana

4 Nakubaliana

3. Siko upande wowote
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2. Sikubaliani

1. Sikubaliani sana

23. Kwa maoni yako, wanawake wengine hunyonyesith ya miezi sita wakati wakiwa na
maambukizi kwa sababu ya ukosefu wa uelewa.

5.Nakubali sana

4 Nakubaliana

3. Siko upande wowote

2.sikubaliani

1. Sikubaliani sana

24. Kwa maoni yako, wanawake wengine hunyonyeshativavakiwa na maambukizi kwa
kuhofia kuwambia majibu wenzi wao?

5.Nakubaliana sana

4 Nakubaliana

3. Siko upande wowote

2. Sikubaliani

1. Sikubaliani sana

25. Familia yako itakupa ushirikiano kwa njia yogaitakayo chagua kumlisha mtoto.
5.Nakubaliana sana

1. 4. Nakubaliana

3. Siko upande wowote
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2. Sikubaliani

3.Sikubaliani sana

26. Unakubaliana na njia za kuzuia maambukizi toka mama kwenda kwa mtoto?
5.Nakubaliana

4 Nakubaliana

3. Siko upande wowote

2.sikubaliani

1. Sikubaliani sana.
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Appendix 11l

CONSENT FORM FOR PARTICIPATION IN A STUDY ( English version)

KNOWLEDGE AND ATTITUDE ON PREVENTION OF MOTHER TOCHILD
TRANSMISSION OF HIV AMONG PREGNANT WOMEN ATTENDING
REPRODUCTIVE AND CHILD HEALTH CLINIC AT TEMEKE DISRICT HOSPITAL

IN DAR ES SALAAM.

To the Client (pregnant woman)

Foreword

| am Dr. Nyasinde Mujumali a postgraduate studdntM&HAS conducting a study on
knowledge and attitude on prevention of motherhitddransmission of HIV among pregnant
women attending Reproductive and Child Health cliai Temeke district hospital in Dar Es
Salaam.

How to participate

The interview will be conducted between the ingtr and the pregnant woman about
social demographic factors, basic knowledge on HIMS, infant feeding options, risks of
transmission of HIV from mother to child.

The evaluation is not compulsory, meaning that prggnant woman is free to accept or
refuse to be involved in the study without affegtithe activities. If any woman during

interview is found not to know anything about tiedy she is going to be educated.
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Purpose of the Study

The study will help us to know whether mothersiretae information they are given during
counseling and their attitudes towards PMTCT ofgtion

The study has the permission from Muhimbili Univigr$MUHAS)’s ethical committee.

Risks

The study will not cause any harm to the pregnamen.

Consent

| have read and understood the explanation of thdys| accept to be examined and
participate in the study.

Signature of the participant.................

For more information or clarification you may cocttane of the Doctors mentioned below.
Dr. Nyasinde Mujumali 0787 000400

Prof. E. Lyamuya, Research chairperson. Phone nugi&®302-
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FOMU YA RIDHAA YA KUSHIRIKI KATIKA UTAFITI

Kichwa cha Habari: Uhakiki wa uelewa na mtazamo waaawake wajawazito katika suala
la kuzuia maambukizi ya ukimwi kutoka kwa mama kdeerkwa mtoto katika kliniki ya
wajawazito katika hospitali ya Temeke Dar Es Salam.

Kwa Mama mjamzito ......

Utangulizi

Mimi Dr Nyasinde Mujumali mwanafunzi wa udhamili @i Kikuu cha Sayansi za Afya ya
Muhimbili nafanya tathmini ya hiari ya Uhakiki waelewa na mtazamo wa wanawake
wajawazito katika suala la kuzuia maambukizi yamwii kutoka kwa mama kwenda kwa
mtoto katika kliniki ya wajawazito katika hospitg Temeke Dar Es Salam.

Taratibu za kushiriki

Wajawazito wanaohudhuria kliniki ya wajawazito watdbwa ridhaa ya mahojiano na
wahusika wa utafiti. Wataulizwa maswali kuhusu walevao kuhusu maambukizi ya virusi
vya ukimwi na mtazamo wao kuhusu mikakati iliyowekkuzuia maambukizi ya ukimwi
kutoka kwa mama kwenda kwa mtoto.

Wataulizwa pia kuhusu tabia hatarishi, dalili zatan kwa wajawazito na vitu hatari
viongezavyo maambukizi wakati wa ujauzito, uchunga kujifungua na wakati wa
kunyonyesha. Mahojiano yanakadiriwa kuchukua sliza dakika kumi kwa kila mmoja.
Tathmini hii ni ya hiari kabisa, kila mjamzito arari ya kukataa au kukubali, na hii
haitaathiri huduma anazopatiwa katika hospitali geneke.

Mshiriki atakayeonekana kutokuwa na elimu kuhusalawili ataelimishwa.
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Dhumuni la Utafiti

Utafiti huu utawezesha kujua kama wanawake wajawazvanauelewa wa kile
wanachofundishwa kuhusu kuzuia maambukizi ya ukirkutoka kwa mama kwenda kwa
mtoto na mtazamo wao kuhusu jambo hili.

Utafiti huu umepata kibali kutoka kwa kamati y@¢ la madaktari wa Chuo kikuu cha Tiba
cha Muhimbili.

Hatari

Utafiti huu hautasababisha madhara yoyote kiafya Washiriki.

Ridhaa ya makubaliano / kukubali

Nimesoma na kuelewa maelezo kuhusu utafiti huuuNak kushiriki katika utafiti huu.

Sahihi ya mshiriki..............

Tarehe..........ccccevvvennns
Kwa ufafanuzi au maelezo zaidi waweza kuwasiliaamanmoja kati ya madaktari wafuatao.
Dr. Nyasinde Mujumali, simu namba 0787 000 400.

Prof. E. Lyamuya , Mwenyekiti wa kamati ya utafimu namba 2150302-6



