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Abstract 

Background: The implementation of Prevention of Mother to Child Transmission (PMTCT) 

programmes at midwifes obstetric units (MOU) involves the confirmation of HIV diagnosis during labour, 

early infant HIV diagnosis (EID), initiation/continuation of antiretroviral therapy (ART) for mother and 

baby as appropriate and counselling for postpartum care. 

Objectives: The aim of this study was to explore the barriers and facilitators to completing the steps in 

the PMTCT cascade at MOUs as defined by healthcare providers and recently postpartum women. 

Methods: We conducted 10 in-depth interviews with healthcare providers, and 24 HIV positive and HIV 

negative women at the four MOUs and Primary Healthcare Centres (PHC’s) in Gauteng South Africa 

(SA).  
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Results: The implementation of PMTCT at MOU is impeded by maternal denial of HIV status (both new 

diagnoses and ANC diagnoses). Challenges with acceptance and disclosure of HIV status were thought 

to compromise patient commitment to EID tests and postpartum adherence to infant ART. Newly 

diagnosed (during labour) patients have limited time to process new HIV diagnosis and clinics have 

limited nurse/counsellor capacity for further one on one counselling. Additional challenges include 

communication challenges with foreign women and turnaround time for birth HIV tests. Results are 

often not available at postnatal visit and unclear processes for referral to Primary Healthcare Centre 

(PHC) for postpartum care increase risk of postpartum loss to follow up. 

Conclusion: We need to strengthen MOU capacity to prepare women for postpartum PMTCT 

requirements and facilitate access to EID results. Patient referral processes, including communication 

of infant HIV test results to the referral PHC, needs improvement. 

Keywords: PMTCT, pregnant women, healthcare providers, postpartum  

Contribution to the literature: 

Our study shows that both the healthcare providers and patients understood the significance of 

implementing PMTCT for maternal health reasons and to prevent HIV transmission. However, 

improving treatment initiation and adherence to care still remains a significant challenge for both the 

healthcare providers and patients from ANC until postpartum phase.  

 Intensive counselling is of importance during ANC as well as intensive teaching of the benefits 

of PMTCT to HIV positive women before they reach delivery stage. 

 Additionally, the study shows that there are social issues as well as clinic procedures which 

needs to be addressed during ANC and after delivery.  

Background 

In 2013, the South African National Department of Health (NDoH) introduced a Prevention of Mother to 

Child Transmission (PMTCT) with a regimen called “Option B+” which was recommended by the World 

Health Organization in 2012. Under this option, at their first Antenatal Care (ANC) visit, all Human 

Immunodeficiency Virus (HIV)-positive pregnant women are offered a daily fixed-dosed combination 
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(FDC) tablet for the duration of pregnancy and after delivery, regardless of their CD4 count (1-4). This 

reduces mother-to-child-transmission (MTCT) of HIV and improves programmes at Midwifes Obstetric 

Units (MOU) involves the confirmation of diagnosis during ANC or newly diagnosing untested women 

during labour so as to determine the appropriate preventive steps to take to minimise the risk of 

transmission to the baby. 

Several studies from sub-Saharan Africa have highlighted significant challenges on initiating PMTCT to 

pregnant and postpartum women (5-8). In another study, staff attitude stigma, discrimination and 

inability to obtain a CD4 cell count was noted as a barrier to timely care for women seeking treatment 

for PMTCT (6); (5) ;(7). Furthermore, lack of male involvement, difficulty in disclosing result to partners 

by HIV-positive women was mentioned as challenging barriers to implement PMTCT programme 

successfully (8). These problems result in late initiation of ART. 

In addition, a systematic study review was conducted in Congo to explore the barriers to implementing 

PMTCT of which refusal of HIV testing by pregnant women, shortage in the supply of ARVs and testing 

reagents as well as difficulty in obtaining HIV polymerase chain reaction (PCR) tests were found to be 

common barriers (7). In another study, service providers reported that inadequate trained personnel, 

work overload, inadequate supply of logistics and medicines as the barriers cited by service providers 

(8). 

In South Africa, a study conducted by Clouse et al. (2014) reported that a complex set of interconnected 

barriers to retaining postpartum women in HIV care under Option B+, included structural barriers such 

as lack of money, clinic issues, work conflict and relocation, personal beliefs including that the baby’s 

health trumps that of the mother, the mother thinking that she is cured, and societal barriers, such as 

stigma and fear of disclosure. Similar to other studies, financial limitations were also a commonly noted  

barrier to care (6). Lack of male partner involvement was also a known deterrent to PMTCT attendance, 

is a formidable challenge in this setting(9). 

However, some studies reported some factors which facilitates completing the PMTCT cascade. 

Counselling was reported to be a facilitator for follow-up visit as well as infant testing(10). HIV disclosure 
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appears to be another important facilitator and improves women’s ability to seek care at a program for 

prevention of MTCT (5). Additionally, access to food and food support was also found to be an important 

facilitator to PMTCT care (5, 11). Nkomo et al. (2015) further indicated that early presentation at facility 

to access care, repeat testing of HIV-negative women and uninterrupted drug supplies were main 

facilitators for implementation of the PMTCT (4). 

Contrary to other studies (12, 13), another study conducted in Limpopo in SA healthcare providers 

reported that PMTCT programme is working effectively and there is now an earlier antenatal booking 

trend amongst patients(12-14) . The participants reported that education of the staff members is a 

contributing factor to the successes of PMTCT (14). We conducted a study to explore the barriers and 

facilitators of completing the steps in the PMTCT cascade at MOUs as defined by the healthcare 

providers and recently postpartum women. In contrast to other studies, we explored the experiences 

from both HIV positive and negative women as well as the healthcare providers. 

Problem Statement 

PMTCT was recommended by WHO for HIV pregnant women to reduce mother to child transmission 

from the time of pregnancy, during labour and after delivery. However, PMTCT initiation and adherence 

to care still remains a significant challenge which put the baby at risk of being HIV infected as well as 

disease progression on mothers. MTCT is the main contributor to the paediatric HIV epidemic. The 

problem can be eliminated if challenges at of implementing PMTCT are addressed at all levels from 

pregnancy until after delivery. Outcomes of this study describes the challenges as well as facilitators 

experienced by both patients and healthcare providers on initiating PMTCT to pregnant and postpartum 

women. 

Aim 

The aim of this study was to explore the barriers and facilitators to completing the steps in the PMTCT 

cascade at MOUs as defined by healthcare providers and recently postpartum women. 

Methods 
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Study setting 

This qualitative study was conducted at four Midwifes Obstetric Units (MOUs) including Primary 

Healthcare Centres (PHCs) in Gauteng, SA. Two of the four facilities are divided into primary healthcare 

units, which is under the authority of City of Johannesburg (COJ) District, and the MOU under the 

authority of Ekurhuleni District. The other two MOU’s are situated under Tshwane District.  These four 

facilities provide maternal deliveries, HIV diagnosis and treatment, and other primary care services. 

Other local primary healthcare clinics refer their patients to these four MOU’s for maternal deliveries. 

The staff for PHC’s consist of professional nurses, enrolled nurses, nursing assistants, community 

health workers and a visiting medical officer. The MOU’s are normally managed by Advanced 

Professional nurses and the staff in MOU’s consist of advanced midwives, enrolled nurses, nursing 

assistants, community health workers, visiting or resident dietician and medical officer. In SA, the PHC 

facilities normally functions only on weekdays during working hours. 

Figure 1. Illustration of the study setting  

a) Study design 

We conducted ten in-depth interviews with healthcare providers, and twenty-four in-depth interviews 

with HIV positive and HIV negative women at the four MOUs and PHC’s.  Employing a convenience 

and purposive sampling strategy, consented respondents were interviewed on scheduled appointments 

at MOU’s. HIV positive and HIV negative women who came to the MOU for their three-day visit after 

delivery were also referred to the study interviewer to voluntarily participate in the study. All participants 

provided informed consent, permission to be audio recorded and interviewed individually in a private 

room.  

b) Study procedures 

Qualitative data from healthcare providers were collected between May and October 2016. Healthcare 

providers were recruited based on their involvement in ANC and direct patient care at the MOUs and 

PHCs. The data collected from patients were collected from November 2017 until February 2018. The 

key informant interview guide consisted of questions about services provided by the facility from the 
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ANC until delivery, the roles of the healthcare providers, challenges in implementing PMTCT, support 

during pregnancy and delivery and the reasons for late presentation. The patients’ interview guide 

consisted of questions around support received during and after pregnancy, access to care, experience 

of HIV care and treatment, HIV treatment knowledge, depression and disclosure, postpartum PMTCT 

and postpartum mobility. 

c) Data analysis 

Audio files were transcribed verbatim and translated into English. Transcripts were reviewed by four 

researchers and coded using thematic analysis. The analysis involved multiple readings of transcripts 

by researchers to identify the themes. Emerged themes were previewed on multiple meetings for 

reliability. Transcripts were re-coded if a new theme emerged or if a theme was redefined. Data was 

analysed using NVivo version 11, a qualitative data analysis (QDA) computer software package. 

d) Ethical consideration 

This study was approved by the Human Research Ethics Committee (Medical) of the University of the 

Witwatersrand. The study was also approved by Tshwane Research and Ekurhuleni Research 

committee under Department of Health in Gauteng Province. 

Results  

We conducted interviews with ten healthcare providers’ and twenty-four HIV positive and HIV negative 

women who came to the MOU for their first post-natal visit. The mean age of HIV positive and HIV 

negative women at enrolment was 29 years ranging from 22 – 39 (Table 1).  

Table 1. Characteristics of patients 

The healthcare provider interviews consisted of Enrolled Nurses, Professional Nurses and Advanced 

Midwifery Nurses (Table 2) who had experience working at antenatal care at MOU’s and Public Health 

Facilities (PHCs). Their experience in the public health field ranged from three (3) years to nineteen 

(19) years. 

 

Table 2. Characteristics of Provider participants 
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Themes emerged: 

The following themes emerged from data analysis at facility level as barriers for initiating PMTCT: 

 patients presenting late at clinics 

  cultural issues 

 requirement to bring treatment buddy at the clinic 

 negative attitude from staff and patients 

 employment, unknown pregnancy 

 unclear clinic processes and no privacy.  

Themes which emerged as facilitators for patients were being aware of their HIV status and support 

from family and friends.  

Themes which emerged from data analysis at MOU level as barriers were:  

 Un-booked patients 

 labour inducing traditional medicines 

 repeat HIV tests not done during ANC 

 language barrier 

 negative attitude from both staff and patients 

 staff shortage, HIV disclosure and space limitations.  

Themes which emerged as facilitators were PMTCT training for the staff and support from the 

Department of Health(DOH). The themes which emerged as barriers after delivery were: feeding advice 

being non-adherent, HIV treatment adherence, staff shortage, space limitations, PCR testing kit 

shortages, tracing of patients due to mobility, late PCR birth results and HIV disclosure. (Table 3). 

Table 3. Illustrations of barriers and facilitators in the PMTCT cascade   

1. Barriers and facilitators during Antenatal care (ANC)  
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The three main themes which emerged as barriers of implementing PMTCT during ANC are late 

presentation at clinics, unclear clinic processes, HIV testing and treatment adherence. These are 

experienced mostly at PHC where primary initiation for PMTCT occurs. Knowing HIV status and support 

from family and friends emerged as a facilitator for patient to present early at clinics. 

 Late presentation at clinics: 

Healthcare providers reported the late presentation at the clinic as a common barrier for implementing 

PMTCT. According to nurses, some of the patients present for their first visit at between 28 - 32 weeks 

which is late for PMTCT initiation. According to the SA PMTCT guideline of 2015, women should initiate 

ANC as soon as expected. 

“There are those that come late (late bookers), when they started at the clinic at 28 

weeks or 32 weeks of which that one is supposed to be the third or fourth visit” 

(Advanced Midwifery, MOU). 

Healthcare providers reported the reasons for presenting late as ignorance by patients, shame, a lack 

of information on when to present at the clinic while others come to the clinic only to get the clinic card 

to be able to book at the hospitals for delivery. Healthcare providers further reported that cultural issues 

are also reasons for presenting late.  

“That one we cannot run out of it, no matter what. Black culture, two months’ pregnancy 

they will say “wow’, two months? ‘E sale metsi’ (that is still water), just keep it for yourself. 

‘Ba tlo loya’ (they will bewitch you)” (Advanced Professional nurse, MOU). 

Patients participants shared the same sentiments with healthcare providers by explaining that, not being 

aware that they are pregnant is one of the reasons for presenting late at the clinics. Being an employed 

pregnant woman is a challenge as there are difficulties in securing the leave for work for clinic 

appointment. Other patients do not like to go to the clinic frequently.  



9 

“I did not know that I was pregnant. I was seeing my periods normally until my mother 

confronted me and said to me that she suspects that I might be pregnant. I then came 

here to get tested and the results revealed that I was HIV positive” (Patient, 29 years). 

“Firstly, most of the community are employed so they don’t get day offs during the day 

to come to the clinic” (Professional nurse, MOU). 

The important PMTCT facilitator for HIV positive women was knowing their HIV status. This motivated 

them to present early at the clinic. Support from family and friends also promoted an early presentation 

for ANC and adherence to ART.  

"Because I already know my status and then I just wanted the best for the baby" (Patient, 

29 years). 

“The most support was from home. They know that I am sick, and they’ve accepted 

that… They said I’m not the only one - as long as you’ve told us it’s much better than 

keeping it secret, if you keep quiet they might even give you traditional medicine when 

you’re sick” (Patient, 32 years). 

Unclear clinic processes 

Both groups highlighted that some patients are sent back home from the clinics because of 

overcrowding and the number of patients that need to be treated per day. Patients agreed with 

healthcare providers and described clinic processes as being unclear. One patient further added that 

she was returned from the clinic and told to come back after two months. Other patients mentioned that 

they spend the whole day at clinics without being helped and are sent from one place to the other 

without help. They further explained that there are no separate rooms to serve adults and teenagers 

and this discourages young women to come back to the clinics. 

“Even when you arrive at 6:00 you will leave at 1:00. Sometimes you leave with 

them(nurses) at the end of the day at 4:00" (Patient, 34 years). 
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“I started antenatal care when I was 5 months. I came for the first time and they told us 

to return home" (Patient, 27 years). 

“Others will tell you, “At my clinic they been turning me away many times before” 

(Professional nurse, MOU). 

HIV Testing and adherence 

Healthcare providers reported that patients sometimes do only one test during ANC and trust only the 

first results especially if they come negative. According to the SA PMTCT guideline of 2015, all women 

who test HIV negative during pregnancy, are to be offered repeat HIV testing after 3 months, and/or 

around 32 weeks’ gestation(2).  

“It is just that they have to test them at their first visit. These patients go to ANC; you find 

that they just trusted that one test. We do get those one she was tested negative during 

her first visit and during labour she test positive” (Advanced Midwifery, MOU). 

According to healthcare providers also mentioned that the past guideline’s requirement of a ‘Treatment 

Buddy at adherence counselling’, was a barrier to retention at the clinic as the patient has to disclose 

their status to the ‘buddy’ before they are initiated to care. Although Healthcare providers and patients 

expressed the patients fear finding out their HIV status, they were willing to test to prevent vertical 

transmission the baby.  

“My neighbour…, is a new client that one. She is HIV positive and then she told me that 

she did go to the clinic. They said the cd4 count is OK but she has to get somebody to 

go with her to take the treatment for the first time… (Professional, Advanced Midwife, 

MOU) 

“My understanding of taking the treatment while I am pregnant is that I am trying to 

protect my child from being infected with the virus. If you miss out doses, the disease 

will worsen” (Patient, 28 years). 
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“The treatment is very helpful to an unborn baby. In most instances, they assist in the 

prevention of mother-to-child transmission. When I take the treatment and use condoms, 

I would be able to protect the unborn baby from HIV infection and ensure that she/he is 

born HIV negative. I forgot about others” (Patient, 34 years). 

2. Barriers and facilitators during/labour delivery (MOU) 

The major themes which emerged under barriers for implementing PMTCT during delivery were 

bookings and preparations for delivery. The sub- themes emerged were un-booked patients for delivery, 

labour inducing traditional medicine, HIV repeat testing which were not done at during ANC, language 

barrier, negative attitude from staff and patients, staff shortages and space limitations. Training of staff 

on PMTCT emerged as a facilitator for healthcare providers. 

Labour bookings and preparations 

Both providers and patients expressed different challenges during delivery of the baby. Un-booked 

patients presented the biggest challenge during the implementation of PMTCT. Healthcare providers 

reported that most un-booked women who present at MOUs for delivery do not know their HIV status. 

Some women come to MOUs when they are already in labour which does not give the midwives time 

to implement PMTCT. Moreover, some patients refuse to be tested for HIV before they deliver the baby 

while and there is also a language barrier for those who do not speak any SA language.  

“We do have ladies that come here un-booked and they we don’t know their status" 

(Professional nurse, Advanced Midwifery, MOU). 

Both the providers and patients noted that shortages of staff, limited resources which includes 

inadequate space, was also reported as a barrier for implementing PMTCT as a result there is no 

privacy and confidentiality. Providers added by explaining that counsellors at MOUs do not work over 

weekends and this becomes a challenge as midwives are then expected to do all PMTCT procedures 

which includes testing, initiating treatment, delivering babies as well as counselling.  

 “They need more staff because they are few.” (Patient, 26 years). 
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“Today we are not enough. We only have one counsellor and she only works day shifts 

during the week” (Professional, Advanced Midwife, MOU). 

Furthermore, patients reported that there are nurses who shout at them during delivery while Healthcare 

providers said that nurses get more training on how to treat patients.  

“When I arrived they yelled at me because my file showed that I was not supposed to 

deliver there" (Patient, 22 years). 

Healthcare providers also reported that the PMTCT training that they get every year serves as a 

facilitator to implement the PMTCT. 

“Basically every year the nurses are out for training. They gone for one year on advanced 

midwife training” (Advanced Midwife, MOU). 

“PMTCT training will have like, every nurses should have PMTCT training. It doesn’t 

matter the level of education, it should not only be for professional nurses only, even 

enrolled nurses, and everyone should have PMTCT training” (Professional nurse, MOU). 

3. Barriers and facilitators during Postpartum  

Two main themes emerged in relation to the barriers to implement PMTCT during postpartum are HIV 

re-testing after delivery for both mother and the baby and treatment adherence. This is experienced at 

MOU after delivery and at PHC during the postpartum visits. Support from family, friends as well as 

facility staff emerged as a facilitator for patients during post-deliver.  

HIV Re-test and treatment adherence (Mom and baby) 

According to healthcare providers, there is a challenge of initiating ART on women who tested HIV 

positive after delivery. Patients don’t have adequate time to process the information surrounding their 

HIV status and also do not understand what’s been explained to them. Some patients do not understand 

any of the South African languages and this leads to a language barrier.  
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“It’s a challenge because we have patients with language barrier, who don’t 

understand any of SA languages" (Professional nurse, MOU). 

Healthcare providers further explained that there is a challenge with testing the HIV exposed babies 

because sometimes they don’t have PCR kits at facilities while some patients refuse to test their babies 

after delivery. Furthermore, the PCR test results don’t come back to the facilities timeously.   

“PCR results comes after 1/2 weeks. On the three days visit you will find that 

samples are still sitting here” (Professional, Advanced Midwife). 

On the other hand, patients highlighted that they are afraid to re-test after delivery because they are 

afraid to know their status as well as their babies’.  

"Scared for the baby to be tested because of fear of thinking that the baby will 

grow up having that thing (HIV)” (Patient,34 years). 

"Afraid that the status would change from negative to positive. Eish, it is very 

scary and difficult to accept "(Patient, undisclosed years). 

One patient reported that she thought of not taking treatment after testing HIV positive. 

“Upon realising that I was HIV positive, I was disillusioned and upset. I got to a 

point wherein I said: I rather discontinue taking the treatment and starve myself 

to death. That means doing nothing at all. I have reached the end of my life” 

(Patient, 34 years). 

Contrary to challenges explained above, other patients also mentioned that the support from families, 

spouses, friends, relatives as well as the support from facility helps them to adhere to treatment after 

delivery. 

“My partner encourages me. He encourages me to go to the clinic. That I need 

to get medication and use it properly and avoid missing my weighing date, to 

ensure that everything was up to date all the time” (Patient, 24 years). 
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Discussions 

This study aimed to explore the barriers and facilitators of completing the steps in the PMTCT cascade 

at MOUs as defined by the healthcare providers and women who just delivered babies.  In this 

qualitative study, we found differences in perspectives of healthcare workers and patients. Most notably, 

both the healthcare providers and patients understood the significance of implementing PMTCT for 

maternal health reasons and to prevent HIV transmission (15). However, improving treatment initiation 

and adherence to care still remains a significant challenge for both the healthcare providers and patients 

from ANC until after delivery.  

Healthcare providers in this study described late presentation for ANC as the major challenge to 

implement PMTCT. The main reasons for presenting late at clinics which were reported by providers 

were cultural issues, pregnancy disclosure and requirement for treatment buddy at the clinic which was 

also reported in another study by Cataldo et al. (2018). The results demonstrate that there are social 

issues as well as clinic procedures which needs to be addressed during ANC and after delivery. 

Patients on the other hand, explained that the long queues and waiting hours at clinics are the reasons 

why they present late at the clinics and this was also found in other studies (16). All participants agreed 

that the negative attitude from both the staff and the patients, issues of employment, unknown 

pregnancy, unclear clinic processes and no privacy at clinics are also barriers for implementing PMTCT 

during ANC. Another study reported that a major barrier to accessing care was difficult interactions with 

medical staff in the antenatal clinic (17).  This study confirms that there are challenges that women 

experience during antenatal care and are related to clinic issues.  

Despite all the challenges mentioned in the study, participants believed that being aware of one’s HIV 

status and social support from friends and relatives serves as facilitators to present early at the clinics. 

In another study, it was reported that women who had a new HIV diagnosis were more likely to be loss 

to follow up than women with an established HIV diagnosis (17, 18). This shows that intensive 

counselling and support system is of importance during ANC. While another study showed no 

meaningful difference in the timing of ANC initiation between women with previous HIV diagnosis (19). 
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Furthermore, the study found challenges during labour and this is normally experienced at MOUs. 

Healthcare providers believed that un-booked patients, labour inducing traditional medicines, repeating 

HIV tests which were not done at ANC, language barrier as well as negative patient attitude are the 

major challenges to implement PMTCT during labour. This calls for intensive teaching of the benefits 

of PMTCT to women before they reach delivery stage.  

The patients on the other hand indicated that their major challenge was the fear to repeat HIV tests for 

both mother and the baby during delivery because they were afraid that they result might come positive. 

This calls for comprehensive counselling before and after initiating treatment to articulate all the benefits 

of ART for pregnant women including their own health benefits, HIV transmission to sexual partners 

and to their babies during subsequent pregnancies (20).  However, healthcare providers believed that 

on-going PMTCT training helps to overcome the challenges faced at MOUs while patients believed that 

support from the staff through counselling will help overcome the fears for re-testing. Additionally, the 

support from the Department of Health with systems like ‘Mom-connect’ helps motivate mothers during 

their pregnancies until after giving birth(21). 

Postnatal care is important to manage the normal psychological and physical changes that occur in the 

first days after delivery; to assist, counsel and provide advice, and to screen for and detect problems 

that threaten the health of the mother and baby (2). Healthcare providers in this study explained that 

mothers are non-adherent to treatment as well as feeding advice after delivery and this is as a result of 

staff shortages and limitation of space for postnatal counselling. This was also mentioned in other 

studies (22). Nurses faces the challenges of providing intensive counselling to patients after delivery 

due to limitation of space and staff shortages as a results, women don’t get enough time to process 

information after delivery. Other studies mentioned that women are non-adherent after delivery due to 

stigma, fear of spouses, lack of disclosure and side-effects (9, 16, 18, 20, 23) and the reason may be 

that women are initiated ART on the same day of diagnosis (18). 

 Healthcare providers in this study repeatedly mention the unavailability of PCR testing kits to re-test 

the babies after delivery and unavailable test results due to laboratory delays is a major barrier to 

implement PMTCT. This means babies are discharged with an unknown HIV status. The problem 
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becomes exacerbated when the clinic is unable to present the results to patients because of the mobility 

of women. Mostly, the clinics struggle to trace patients after delivery due to wrong addresses.  This was 

confirmed in another study whereby travel was three times more common after delivery than before 

delivery (18, 23, 24). Both healthcare providers and patients also agreed that HIV disclosure facilitates 

care by allowing for family support(16, 17, 25). Women who had not disclosed their HIV status to their 

partners would be more likely to get lost to follow-up, as they preferred not to be traced into their 

community (22). 

Outcome of this study demonstrate that implementation of PMTCT at MOUs is faced by multiple 

challenges experienced by both patients and healthcare workers. Continuous PMTCT training on staff 

is vital as well as patient counselling from the pregnancy until postpartum period. 

Conclusion 

We need to strengthen MOU capacity to prepare women for the postpartum PMTCT requirements and 

facilitate access to early PCR results at referral PHCs. Patient referral processes between MOU and 

PHC clinics, including communication of key test results to the referral clinic needs to be better 

coordinated. Ongoing research is needed to encourage treatment uptake and sustained engagement 

after delivery.  

Limitation of the study 

Like most qualitative study results, the findings of this study cannot be generalized beyond the context 

we studied due to the size of the sample. However, we used in-depth interviews to compare Healthcare 

providers with HIV positive and negative women who just gave birth at MOUs to understand their 

experiences with implementation of PMTCT during pregnancy, during labour and after delivery. 

List of Abbreviation 
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MOU: Midwifes obstetric units  

EID: Early infant HIV diagnosis  
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PMTCT: Prevention of Mother to Child Transmission  
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SA: South Africa  
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Figure 1. Illustration of the study setting(26) 

 

 

 

 

 

 

 

 

 

 



22 

Table 1. Characteristics of Patients participants (N = 24) 

Sites    HIV Positive   HIV Negative  n (%) 

__________________________________________________________________________________ 

Site 1    3    3                6/24 (25.00)  

Site 2    3    3   6/24 (25.00) 

Site 3    3    3   6/24 (25.00) 

Site 4     3    3   6/24 (25.00) 

 

Age at time of interview    

22 - 29 years   4    8              11/24 (50.00) 

30 - 35 years   5    1                6/24 (25.00) 

35+    3    0                3/24 (12.50) 

Age Missing    0    3                3/24 (12.50) 
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Table 2. Characteristics of Healthcare Provider Participants (n = 10) 

           n (%)         

__________________________________________________________________________________     

Clinical Position (n = 10)    

Enrolled Nurse                   3/10 (30.00) 

Professional Nurse         4/10 (40.00) 

Advanced Midwifery Nurse        3/10 (30.00) 

Clinical experience (in years)        3 – 19 years 

__________________________________________________________________________________ 
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Table 3. Illustrations of barriers and facilitators in the PMTCT cascade   
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