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Abstract

A cross-sectional survey of 150 gravidae, randosalyipled from three antenatal clinics in Tema waslaoted

to investigate factors influencing their acceptamderoutine “opt-out” counseling and testing. Dégtive
analysis was done for participants’ demographiaattaristics, as well as knowledge of vertical $raission
and its implications for mother and child. Otherameres of interest were rate and potential detemtsnof
acceptance. Associations between respondents’-deamgraphic variables and acceptance behavioue wer
determined using odds ratios, with p-values and 86#fidence intervals. P-values were obtained frisher’s
exact tests and significance levels set ptvalue of 0.05. Participants’ mean age was 29.7years+03% Cl
24.15-35.25). Of 150 participants, 76.7%115/150) were married, 9.3%14/150) had received no formal
education, 25.3%(38/150) were unemployed and 78.7¢218/150) were Christians. Most (96%i44/150)
respondents knew about the disease and @284144) of this proportion identified vertical transmissias a
means for its spread. Within the latter, 69%/128) knew of preventive interventions against vertical
transmission. Acceptance rate of counseling artthtesvas approximately 93%440/150). Main reasons cited
for acceptance were to safeguard mother’s own é@% 1%, 129/140) and to prevent transmission to baby
(87.1%, 122/140). Respondents identified feé80%, 8/10) and stigmatizatioii70%, 7/10) as perceived barriers
to acceptance. AgOR=2.78; 95% Cl=0.62-12.42; p=0.16), parity OR=1.98; 95%CI=0.39-10.14; p=0.41)
and marital statugOR=2.04; 95%CI=0.46-9.02; p=0.34) did not influence acceptance behavioHducated
women were about 1.5 tim¢$£132/136)/(9/14); OR=24.44; 95%Cl=5.02-118.99; p=0.001)] more likely than
their uneducated counterparts to accept counsalwgtesting services, while Christian women wegetitnes
[(115/118)/(26/32] ); OR=13.27; 95%Cl=2.53- 69.51; p=0.001)] more likely to do so than Muslims. Counseling
and testing services were highly acceptable amamgsample irrespective of age, parity and maritatus.
Educational status and religion were potential mheitgants of acceptance.

Keywords: HIV, voluntary counseling and testing (VCT), prevention of mother-to-child transmission (PMTCT),
Ghana.

1. Introduction

Over 90% of all new human immunodeficiency virug\(Hinfections in children are acquired through et
to-child transmission (MTCT) (WHO, 2010). In GharMTCT comes second to sexual contact as the major
mode of spread of HIV, accounting for about 15%abtftransmissions (NACP, 2010). Beside its putdyive
nocuous effects on the mother herself, HIV infetdicduring pregnancy poses considerable threathedo t
newborn. Seropositive children often suffer sogalation and are prone to infections, respectiafgcting
their education and resulting in early death. Inidéeis estimated that nearly half of all infamisrn to HIV-
infected mothers who do not seek any interventiiam pefore the age of 5 years (UNAIDS, 2012).

Several global commitments have been made withithve to reducing and eventually eliminating MTCTtlvn
specific timelines. These programmes are largehteted on a blueprint that recommends four keyoasti
including provision of HIV counseling, testing aadtiretroviral therapy (ART) in a timely mannerpcegnant
women living with HIV to prevent vertical transmiss (UNAIDS, 2012). Reviews of existing data have
identified that counseling and testing, supportéth \wre- and post-natal maternal and infant ARTwadl as
appropriate infant feeding options, is an effectoadasure in reducing MTCT of HIV (Brocklehurst, 200
Brocklehurst & Volmink, 2002). Its additional bensfinclude provision of emotional support and potion of
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behavioural changes for those who test HIV-posiftvartouxet al, 1999).

In 2001, the UN Special General Assembly SessiorHbh and AIDS (UNGASS) resolved to reduce the
proportion of infected children born to HIV-positivmothers by 20% by 2005, and then by a further 5§%
2010. To achieve this target, UNGASS mandated iesnber states to provide 80% of pregnant women
accessing antenatal clinics (ANCs) with informati@mounseling and other HIV-prevention services (WHO
2010). Accordingly, Ghana developed policies tiramoted integration of provider-initiated routifapt-out”

HIV counseling and testing, and related preventdrmother-to-child transmission (PMTCT) servicesoin
standard maternal-child health packages. With natiantenatal care being free of charge and coeerag
remaining steadily above 90% of expected pregnandi&hana Health Service, 2012), such an intervanti
offered a means of extending PMTCT services to Ipeal pregnant women in the country. Since 2005,
utilization of antenatal VCT services by clients esen from 2.6%q0s through 40%0to a current estimate of
approximately 66%y::(GAC, 2012). This present estimate, though indicptremendous gain, still falls short
of the UNGASS target of 80%. Considering that idferattion of a pregnant woman’s HIV status is theylentry
point into PMTCT services (PEPFAR, 2009), any dhadirin uptake of counseling and testing could ihpe
efforts at curbing MTCT. We do know that HIV VCT daother PMTCT services were routinely on offer to
clients of all 1174 ANCs nationwide, as at Decemi2&11 (GAC, 2012). Therefore, could the reporiad |
percentage uptake have resulted from ANC attende@gllingness to accept the VCT services on offer?

Findings from previous African studies which invgated pregnant women’s VCT acceptance behaviour,
identified the following as potential determinand$ acceptance: confidentiality of HIV status, spalus
willingness to co-test, fear of stigmatization tsalth personnel and family members, and religielefs (De
Paoli et al, 2004); marital status, MTCT knowledge, availdpilof antenatal care follow up and perceived
benefits of VCT (Demissiet al, 2009); and ignorance, fear of being positive, aost of VCT (Yahayat al,
2010). Within the Ghanaian context, however, atddélalata on this subject remains scanty and igdifnio the
country’s northern and middle sectors (Addo, 20B&idenet al, 2005; Holmeset al, 2008; Nyuzaghkt al,
2011), thereby precluding generalizations to ofteats of the country. To the best of our knowledys,such
studies have previously been conducted in soutGéana.

In this paper, therefore, we seek to describe dystd antenatal clients in Tema metropolis locatehana’s
southern sector. We focus on their demographiedifitiae, perspectives of the consequences of HD8A
infections to themselves and their babies, acceptani routine “opt-out” HIV counseling and testinand
perceived barriers to acceptance. It is our viéat tdocumenting pregnant women’s concerns about the
provider-initiated “opt-out” HIV CT policy would diits successful implementation and facilitate dverall
achievement of the UNGASS and 2015 Millennium Depetent Goals.

2. Methods

A cross-sectional survey of pregnant women seeghegatal care at Tema General Hospital, Tema Roigcl
and Narh-Bita Hospital was conducted from January=¢bruary 2012. Tema General Hospital and Tema
Polyclinic are public health facilities. Their AN@ays run from Tuesdays through Thursdays, with\esmaage
daily attendance of about 100. Narh-Bita Hospdalthe other hand, is a private-owned hospital iwhias ANC
sessions from Mondays through Wednesdays, withoxppately 60 pregnant women attending per day. All
three hospitals provide routine perinatal HIV VCandces to the general public. Normally, gravidae pre-
registered and scheduled for monthly visits toANCs. Thus, each pre-registered gravida, in themdes of any
acute ailments warranting an unscheduled visit, ldvquesent at the ANC only on a specific day oneerg
month.

Our study targeted all pregnant women, regardlégestational age, who were attending ANC for it fime
with the current pregnancy. On each clinic day, e@ncing at 0900 hours GMT, the study objectives and
procedure were explained to all eligible attendaesent. This information was given first in Enggliellowed

by translation into the two local languages predwntly spoken by residents — Ga and Twi. Thereadtagible
attendees who gave verbal consent to participatiere each assigned a unique number. Five of thosibers
were randomly drawn using an internet-based rand@mber generator applicatiomfw.random.ory Women
whose numbers corresponded to those drawn weredasieed to complete a previously pre-tested stredtur
guestionnaire, in a designated area away from thera In all, a total of 150 women were recruibgdthis
process for the study — 60 each from Tema Geneoabithl and Tema Polyclinic, and 30 from Narh-Bita
Hospital.

Items on the questionnaire sought information @poadents’ socio-demography, views on maternalfaetl
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outcomes of HIV/AIDS, as well as predictors of lgtaof HIV VCT. To eliminate information bias, staard
explanations of the questionnaire items were gteeall enrollees in one of three languages - Ehgl&a or Twi.
Additionally, sealable envelopes were provided ihioh respondents returned completed questionnaires.
Completed questionnaires were retrieved, sortedspety site and filed accordingly. Data accrualTatma
General Hospital and Tema Polyclinic spanned a-foegk period. At Narh-Bita Hospital, data were gagul
over two weeks.

Study data were analyzed using EPI-Info 3.4.3 (€efdr Disease Control, Atlanta Georgia, 2008)istiatl
software. Descriptive analyses were performeddepondents’ socio-demographic characteristics, letgye of
HIV/AIDS and MTCT, willingness to accept VCT andrpeived barriers to VCT uptake. Association between
respondents’ socio-demographic variables and VQEm@ance behaviour were determined using oddssratio
with p-values and 95% confidence intervals. P-valwere obtained from Fisher's exact tests and fiigmnice
levels were set at@value of less than 0.05.

Approval to conduct this study at each of the thsiées was obtained from their respective instial review
boards. A decision not to participate was strictgpected and women assured that non-participatbatd not

in any way affect the quality of service they woukteive at that facility. Confidentiality of studiata was
assured by omitting names of clients from the qaesgaires and maximum effort made to maintain pyvaf
the respondents during questionnaire completiomthEtmore, access to study data was restrictechdo t
researchers only.

3. Results
3.1 Socio-demographic characteristics of participants

Participants’ mean age was 29.7years+1.31 (95%24£15-35.25). Out of the 150 enrollees, 76.{0%5/150)
were married, 15.4%23/150) had attained tertiary education as the highestl|e25.3% (38/150) were
unemployed or housewives, 78.7%48/150) were Christians and 39.3089/150) were primigravidae (Table 1).

Table 1:Study participants’ socio-demographic charactexgsti

Demographic parameter Distribution Demographic parameter Distribution
(N=150) (N=150)
% (n) % (n)
15-24 21.332) Married 76.7(115)
Age (years) 25-34 60.0(90) Marital status Never married 22.134)
>35 18.7(28) Divorced 0.6(1)
Widowed none
Highest Tertiary 15.4(23) Self-employed 45.%68)
level of Sec_ondary 33.%60) Oceupation Government worker 12.@9)
education Basic 42.063) Housewife/unemployed 25(38)
Uneducated 9.814) Other 16.725)
None 39.859)
1 20.7(31) Christian 78.7(118)
Parity 2 22.0(33) Religion Muslim 21.3(32)
3 11.3(17)
>4 6.7(10)

*Basic education = primary, junior secondary le&tcondary = senior secondary level

3.2 Perspectives of the maternal and infant implications of HIV/AIDS infections

Nearly all (96%;144/150) study respondents affirmed knowledge of HIV/AIB&d out of this proportion, 89%
(128/144) specifically identified MTCT as a major mode ofrismission of the disease. Within this group of
respondents, 69%87/128) distinctly acknowledged the availability of pretie interventions against MTCT of
HIV/AIDS. Table 2 details participants’ responsegjtiestions that examined their outlook of the iogtions of
HIV/AIDS infection to both mother and child.
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Table 2:Study respondents’ views on maternal and infansequences of HIV/AIDS infections
Question Responses Distribution (N=144)
% (n)
Views on maternal outcomes of Prone to infections and diseases 465
HIV/AIDS infections. Suffer social isolation 36.63)
High expenditure on medication 3145)
No response 1.@)
Views on infant outcomes of Affects education 30.614)
HIV/AIDS infections. Would suffer social isolation 30(84)
Limited opportunities 29.M3)
Prone to infections and diseases 15
Early death 28.%41)
No response 0.70)

* Multiple responses per question accounts forl istribution of responses > N.

3.3 Acceptance of HIV VCT, and related determinants

Approximately 93.3% (140/150) of respondents ingidawillingness to accept VCT if offered, with the
remaining 6.7% (10/150) indicating otherwise. Aswh in Table 3, the main reasons cited for accegtavere

to safeguard mother’'s own health (92.1%, 129/14®) ® prevent transmission to baby (87.1%, 122/140)
Respondents who declined VCT attributed their dewcikrgely to fear (80%, 8/10) and perceived stgjmation
(70%, 7/10).

Table 3: Respondents’ reasons for acceptance tinaan of VCT

Question Responses Distribution
(N=140)
% (n)
Factors influencing decision to accepPrevent possible transmission to baby g12p)
VCT Safeguard own health 92(129)
Prevent possible transmission to partner 683
Enable adherence to counseling & medication 1/42) 4
Educate family & friends 61.¢86)
Question Responses Distribution
(N=10)
% (n)
Factors influencing decision to declinderceived stigmatization 10)
VCT Family disapproval 5@®)
Religion 20(2)
Partner’s disapproval ae)
Fear 80(8)
Question Responses Distribution
(N=10)
% (n)
Factors influencing change of mind tcAssurance of confidentiality of results £1)]
accept VCT Treated well by health workers 99
Reward 40(4)
Co-testing with partner 8®)
Family encouragement g8)

* Multiple responses per question accounts for tistribution of responses > N.

Overall, pregnant women’'s acceptance of VCT sesvisas independent of age, parity and marital status
Respondents who had received basic education behigere about 1.5 times [(132/136)/(9/14)] mokeli
than their uneducated counterparts to accept VQillewChristian women were 1.2 times [(115/118)/824)
more likely than Muslims to accept VCT (Table 4).
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Table 4: Respondents’ socio-demographic varialdgsotential determinants of VCT acceptance
Demographic Acceptance of VCT (N=150) Tests of association
parameter Yes No Maybe  Variables OR95%CI; p-value)
% (n) % (n) % (n)
Age (years) 15-24 20@1) 0.7(1) none Younger 2.78(0.62-12.42; 0.16)
25-34 56.185) 2.6 (4) 0.7 (1) vs. Older
>35 16.725) 2.0(3) none
Education Tertiary 14.22) none 0.7(1) Educatedss. 24.44 (5.02-118.99; 0.001)
Secondary 33.80) none none Uneducated
Basic 40.060) 2.0(3) none Higher vs. 8.39(0.42-165.62; 0.06)
Uneducated 6.() 3.3(5) none Basic
Parity None 37.86) 1.3(2 0.7(2) Primigravidaevs. 1.98(0.39-10.14; 0.41)
>1 56.7(85) 4.0(6) none Multigravidae
Religion Christian 76.7115) 1.3(2 0.7(1) Christianvs. 13.27(2.53- 69.51; 0.001)
Muslim 17.3(26) 4.0(6) none Muslim
Marital status  Married 72.@209) 3.3(5 0.7(1) Marriedvs. 2.04(0.46-9.02; 0.34)
Single 21.332) 2.0(3 none Single

* Younger group = 15-34 years, Older group = ag85 years; Educated = basic, secondary, tertiaighet
education = senior secondary, tertiary; Basic efiluta= primary, junior secondary; Single rever married,
divorced, widowed.

4. Discussion

Consistent with earlier findings from northern GaAghlyuzaghkt al, 2011), central Ghana (Holmetsal, 2008)
and northern Uganda (Fabiagti al, 2003), majority of enrollees in our study avertbdt an HIV-positive
pregnant woman could transmit the infection to haby during pregnancy, delivery or breastfeeding. O
examining their perspectives of the maternal burafeHIV infections, respondents identified the éolling as
the main consequences: predisposition to oppotianisfections, social isolation and high expentditwon
medication. Regarding the baby, respondents pestlitie following as outcomes of HIV infection: ntga
impact on education, predisposition to illness,iaoisolation, limited life opportunities and eartieath. In
general, the variety and accuracy of responsesqdiyestudy participants reflect satisfactory knadge of the
possible maternal and neonatal outcomes of HI\tirdas in the absence of preventive interventibom&hana,
nationwide awareness of HIV remains very high (9ffomen and 98% for women) with the most common
sources of general HIV/AIDS information being thedia, schools, friends and churches/mosques (IMynist
Health, 2001). It was not surprising, thereforat ttespondents appeared to be well-informed albeutiisease.
Moreover, 90% of mothers interviewed had attainasidoeducation or higher. Sexual health educatmffered

at one or more levels within the Ghanaian educaticarriculum and it is likely, therefore, that fgewomen
may have acquired additional knowledge of HIV wiiilex formal school setting. Furthermore, nearlg-tiirds

of respondents had had at least one prior pregndhag, they may have received pre-natal care pusly.
Such women may have received HIV/IMTCT educatiorhspievious ANC visits, hence accounting for the
overall fairly adequate knowledge score for HIV a@CT.

The PMTCT programme proposed by the World Healtha@ization employs a four-pronged approach: VCT,
provision of ART and prophylaxis, use of safer detly methods, and use of safer infant-feeding ogtioART
and other prophylactic measures such as adminastraff Co-trimoxazole to babies born to seropusiti
mothers represent the medical arm of the PMTCT naroghe while safer delivery and infant-feeding picast
constitute the programme’s non-medical arm (UNAIRB00). Despite participants’ seemingly fair knodge

of HIV and MTCT, only 58% (87/150) of them distihcticknowledged the availability of specific intentions
against perinatal transmission. Similar low figunave previously been reported (Nyuzaghdl, 2011; Mnyani

& Mclntyre, 2013). These observations hint thatgo@nt women seeking antenatal care, although faidl-
informed about HIV in general, often lack knowledga PMTCT intervention strategies. Specialized
information such as medical and/or non-medical @néive measures against MTCT may be considered too
technical to be effectively disseminated via commmdes such as the media. Thus, one would expegirt:
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natal clinics to serve as assured sources of aecimfmrmation pertaining to this subject. In matgveloping
countries, fear of having to cope with positivettessults is common. Nearly 74% of pregnant women
interviewed in a Ghanaian study agreed to tesedtment options were available whereas 65% of tfefused
testing because to the best of their knowledgetremtment options existed (Addo, 2005). For womEauch
inclination, being assured of the availability nfarventions that would prolong their own livese$ted positive
and prevent infection of their babies could encgarthem to be more accepting of VCT. Healthcar# sfa
ANCs should therefore ensure the completeness of ®Meducation given to clients. For our study,sit i
plausible to suggest that the proportion of respotsl who demonstrated awareness of PMTCT inteiuesti
(58%) could have been the same group of responddmishad probably received PMTCT education during
antenatal care visits for previous pregnancies (60%

In all, 93% of mothers who participated in thisdstundicated unreserved willingness to undergo \ififered
during ANC visits. Earlier reports from Ghana (Hek®t al, 2008) cited congruently high rates of professed
acceptance of counseling (98%) and testing (97%)did results from Nigeria (Bellet al, 2011). This
observation suggests that majority of ANC clientauld willingly take up VCT. However, such high caating
and/or testing acceptance rates may be a spea@pussentation of the actual because in questicaised
studies, some participants may tend to give sqoibirable answers. Indeed, questions about higbpgability
rates of VCT were raised by Temmermetral (1995), who argued that most women consent tinte#ftasked

by a medically-trained person. Moreover, over tharg, as more insight has been gained into how Waks

in Africa, the concept of “overall acceptability¢ems to have emerged as an important measure &frieé
acceptability of VCT services (Addo, 2005). Overadteptability allows an individual, who has beenrtseled,
time to decide whether or not to go ahead withtés¢, and after testing, whether or not to find thet outcome.
These decisions are made independent of the healésearch establishment, and are therefore likelydicate
that individual’s true desire to know their statusd act upon it thereafter. Data gathered by Cartmd co
(1998) from a multi-site cross-sectional study iffida and Thailand mirrors this concept. They répdra high
median VCT acceptance rate of 92% (IQR=53%-99.74{) & considerably lower median overall VCT
acceptability of 69% (IQR=33%-95%). Consequenthere may be a need to conduct further studies to
investigate the overall acceptability of VCT seescin this area of Ghana before making any gezetains
from our study outcome.

Greater proportions of our respondents cited safieljng their own health and preventing possiblesmaission

to their babies as the primary reasons influenttejy decision to accept VCT. Sixty-six percent¥@6of them
were agreeable to VCT in order to prevent possialesmission to their partners. Nearly 7% of oterviewees
declined VCT, attributing their decision to feaigmatization, and disapproval of partner and fgniihe issue

of test disclosure and its aftermath especially dolturally diverse societies as found in sub-Sahaifrica
continues to be dicey. Past reports indicate thamen can be reluctant to undergo testing for fefar o
discrimination, loss of marital security or domestiolence (Temmermast al, 1995; Van Der Stratedt al,
1995). Women may feel a need to seek the conseaheofpartners in many African societies as malgners
are the primary decision-makers in most issuesuthicy VCT (Baineret al, 2000). Hence, successful PMTCT
programmes must include strategies to reduce stlgymengaging male partners and families. In Botsawamd
Zambia, where disclosure of HIV status among pregmemen is relatively high, families and male pars
are involved in decisions around ART and infandfag. Rwanda has achieved remarkable success fingmo
male partner testing in antenatal clinics, with 78%male partners reported tested for HIV in 2008HQO,
2010). Expectedly, 80% of our study participantovilad initially declined VCT indicated readinessctange
their minds if their partners would co-test witketh while 50% of them would do so if they were emagad by
their families. Ninety percent (90%) of them woudnbrace VCT provided there was guarantee of test
confidentiality.

Although married respondents showed a three-foighdri propensity to welcome VCT as compared to their
single counterparts, no association was establishegeen marital status and VCT acceptance behaaimong
our sample. This is in contrast with Demissie’'sar¢grom Ethiopia (2009), where a weak associataisted
between the two variables. Likewise, even thoughermmmen aged below 35years were willing to tak&/ G,
acceptance proved independent of age, corroboratriger data from Uganda (Bajunirwe & Muzoora, 2D0
However, conclusions from studies in Botswana (letoal, 2007) and Zambia (Thiermast al, 2006) that
younger maternal age significantly affects accegaare at variance with our findings. Despite apeetedly
higher acceptance rate in multigravid mothers timthose presenting with index pregnancies, patity not
significantly influence participants’ VCT acceptentendencies. We had anticipated that prior pratrere,
linked with PMTCT education, would have reduced tigthvidae's apprehension about VCT and led to

35



Advances in Life Science and Technology www.iiste.org
ISSN 2224-7181 (Paper) ISSN 2225-062X (Online) JLLET |
Vol. 17, 2014 NSTE

significantly higher acceptance rates in that gratgwever, our findings proved otherwise.

In our survey, educational status was associatdd WET acceptance. Formally educated enrollees aboait
1.5 times more likely than their uneducated coyratgs to accept VCT. Education presumptively tigtas into
better jobs and higher income. These may institimen a sense of independence and control ovierhisaith,
thereby enabling them to play a more active rolddniding to get tested (Holmesal, 2008). On the contrary,
Thierman (2006) and Thior (2007) arrived at disEmconclusions in their investigations, where g@tarce
rates were significantly higher rather in pregnaotnen without any formal education. Their findiregb/ance
Holmes’ (2008) argument that educated women magidenthemselves at lower risk of infection andcpare
that they have less need for testing than thosk mét education. Alternatively, such results mayidate that
those with no education feel less competent to nhedting decisions and tend to accept whatevereisemted to
them by the health system.

No significance was noted between mothers’ levekddication (basic/post-basic) and acceptance hmlravi
Previous studies, however, present varying outconmes/ganda, women who had attained higher edutatio
were found to be more likely to accept VCT (Fabienal, 2003) whereas in Nigeria, higher education was
associated with lower acceptance rates (Elcanne@b&degesin, 2004). It is noteworthy that Holmesliea
discussed arguments may offer insight into these swenarios as well. Highly educated women, while
presumably being in greater control over their theahay downplay the risk of HIV infection and theed to
get tested.

Christian women were 1.2 times more likely than Mus to accept VCT. Considering that the Ghanaian
population is predominantly Christian (Nyuzaghlal, 2011), this result may be attributable to thetreély
higher number of Christian enrollees on the study.

The wide 95% confidence intervals reported with ©ddtios for educational status and religion defoet
precision of observed associations between thesesbwio-demographic variables and acceptance bamimavi
Conclusions from these associations should thexdferdrawn cautiously. Although limited by sizet study is
the first multi-site survey of its kind conductedsouthern Ghana. It presents a fairly represertatverview of
what areas need strengthening in the quest to\achitional scale-up of effective PMTCT services.

5.Conclusions

In summary, study participants demonstrated satisfp knowledge of HIV and its related burden ofipatal
transmission. However, respondents’ knowledge et#ic interventions to prevent vertical transnmigsiwas
poor. “Opt-out” HIV CT initiated by ANCs was highlgcceptable to pregnant women enrolled on thisystud
Main barriers to acceptance of VCT were identifiescfear, stigmatization and, disapproval of parémet family.
Religion and educational status, but not level dfication, were loosely associated with participatST
acceptance behaviour. In view of these findings,re@mmend that provision of PMTCT education to ANC
clients be intensified. Also, studies could be aartdd to investigate overall acceptability of VOideevaluate
the quality of PMTCT services in general. Finathe possibility of integrating co-testing of malerfmers into
current routine ANC procedures needs to be expldredcncourage male partners, more male counsetorg

be recruited and VCT for couples carried out & gmnder-specific venues other than antenatatslini
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