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ABSTRACT 

 

Objective: To explore what influences engagement with Option B+ in four sub-Saharan African 

settings.   

Methods: In-depth interviews were conducted in 2015, with 22 HIV-positive women who had been 

pregnant since Option B+ was available, and 15 health-care workers (HCW) involved in HIV service 

delivery.  Participants were purposely selected from four health and demographic surveillance sites 

in Malawi, Tanzania and Uganda.  A thematic content analysis was conducted to investigate what 

influenced engagement with Option B+. 

Results: Feeling ‘ready’ was key to pregnant women accepting anti-retroviral treatment (ART) on the 

same day as diagnosis at ante-natal clinic, this was influenced by previous knowledge of HIV-positive 

status, interactions with HCWs and relationship with their partners.  The desire to protect their 

unborn infant was the main issue that motivated women to initiate treatment, temporarily 

overriding barriers to starting ART.  Many HCWs recognised that pressurising women into starting 

ART may lead them to stop treatment following delivery.  However, their own responsibility to 

protect the infant sometimes drove HCWs to use strong persuasive techniques to initiate pregnant 

women onto ART as early as possible, occasionally causing women to disengage. 

Conclusion:  Protecting the baby superseded feelings of unpreparedness for life-long ART and may 

explain poor retention observed in Option B+ programmes. Women may benefit from more time to 

accept their status, and counselling on the longer-term value of ART beyond the pregnancy and 

breastfeeding period.  Strategies to promote readiness for same-day initiation of life-long treatment 

are urgently needed, and may provide important lessons for universal test-and-treat 

implementation. 

 

 

 

 

 

  



KEY MESSAGES 

 Readiness to start ART while pregnant depended on multiple factors; however the drive to 

protect the unborn child enabled many women to temporarily overcome all other barriers. 

 Health-care workers were aware of the challenges of accepting Option B+, but their desire to 

protect the infants and comply with policy obligated them to adopt strong persuasive 

tactics. 

 Without this motivation, newly diagnosed patients expected to start ART immediately 

through ‘test-and-treat’ programmes may find barriers to starting treatment more difficult 

to overcome. 

 

 

BACKGROUND 

 

Initiating pregnant and breast-feeding women on life-long antiretroviral therapy (ART) regardless of 

clinical stage or CD4 count (Option B+) was expected to ease the burden on health services by 

removing the need to manage ART interruptions, and to protect women’s partners and future 

pregnancies by reducing viral rebounds.[1] Option B+ was devised and implemented by Malawi in 

2011, it was incorporated into World Health Organisation guidelines in 2012[2] and implemented by 

several other African countries, including Uganda and Tanzania, in 2013.[3]   

 

Programmatic evaluations of Option B+ in many African settings have indicated higher rates of 

enrolment,[3–5] but higher levels of attrition within the first year, leading to poorer retention in care 

compared to programmes for women who start ART for their own health.[6–8]  Low retention 

presents challenges for meeting the UNAIDS ‘90-90-90’ targets[9] and may lead to drug resistance, 

increasing the risks of treatment failure if women reinitiate ART later. 

 

Qualitative studies exploring social and contextual factors surrounding the acceptance and retention 

of Option B+ have identified fear of involuntary disclosure of HIV status, difficulties with clinic staff, 

transportation issues and lack of support from partners as key barriers.[10–13]  These issues 

resonate with findings from studies exploring engagement with HIV services among non-pregnant 

people living with HIV (PLHIV).[14] It is therefore not apparent why patterns of uptake and 

adherence differ among women who initiate ART under Option B+ compared to women in standard 

ART programmes. Furthermore, few studies have explicitly explored how psychosocial issues relating 

to pregnancy interplay with these factors. 



 

‘Test-and-treat’ policies are being rolled out in many African countries,[15] which will involve ART-

initiation for all PLHIV immediately following an HIV-diagnosis regardless of their immunological 

status, many of whom will not have had AIDS symptoms.  As there are parallels between these 

asymptomatic PLHIV and pregnant women being asked to accept Option B+, it may be possible to 

use these women’s experiences to help guide implementation of ‘test-and-treat’. 

 

In this paper, we aim to understand what influences acceptance and adherence to Option B+, and 

explore whether these influences are specific to pregnancy, using data from a multi-country 

qualitative study in rural areas of Malawi, Tanzania and Uganda.  

  

Theoretical perspectives 

 

A socio-ecological model[16] extended to include additional psychosocial dimensions (figure 1) has 

previously been used to explore factors relating to uptake and retention on ART in PLHIV.[17]  In our 

analysis, we draw from this framework to disentangle the specific issues relating to pregnancy and 

medication-taking when living without symptoms of HIV-related illnesses.   

 

METHODS 

 

Data for this analysis were drawn from the Bottlenecks Study undertaken in seven health and 

demographic surveillance sites (HDSS) across six countries in Eastern and Southern Africa within the 

ALPHA network (http://alpha.lshtm.ac.uk/). The aim of the broader study was to understand how 

differences in HIV policy and programme implementation influence the health care-seeking 

experiences of PLHIV in Eastern and Southern Africa.   

 

Study settings 

 

This paper presents a sub-section of the Bottlenecks data from settings where Option B+ women 

were interviewed: Karonga (Malawi), Kisesa (Tanzania), Kyamulibwa and Rakai (Uganda), where HIV 

prevalence since ART was available was 7.4%, 5.6%, 6.6% and 12.6% respectively.[19] Crude fertility 

rates per 1000 since ART was available were 158.3 in Kisesa, 149.7 in Kyamulibwa[20] and 166.1 in 

Karonga (personal communication). Option B+ was available in Karonga in 2012, in Kyamulibwa and 

http://alpha.lshtm.ac.uk/


Rakai in 2013, and in Kisesa in 2014. All four study locations are rural, with most residents involved 

in subsistence farming.  

 

Sampling frame and participants 

 

A sampling frame of PLHIV was drawn up in each setting using HDSS records, clinic data and 

screening tools.  Participants were then purposively-selected to include those who had not yet 

initiated ART, had been on ART for various lengths of time or were lost to follow-up.  For this sub-

study, all 22 female participants who were pregnant, or had been since Option B+ had been 

available, were included: nine from Malawi, five from Tanzania and nine from Uganda. The median 

age of these participants was 30, with a median of three live births, 16 were in relationships, and 

two reported taking ART previously.  Health-care workers (HCW) involved in providing HIV care at 

local clinics were purposively-sampled; 15 were included in this analysis. There were no refusals to 

participate, however one interview in Malawi was cut short when the woman did not want to 

continue. 

 

Data collection 

 

Due to the sensitive and personal nature of information to be discussed, face-to-face in-depth 

interviews (IDIs) were used.  The IDIs were conducted in 2015, by experienced research assistants in 

the local languages (Swahili in Kisesa, Tumbuka in Karonga and Luganda in Rakai and Kyamulibwa).  

IDIs lasted 60-90 minutes on average, and were conducted in private at participants’ homes or in the 

clinics. Topic guides covered social and economic circumstances and experiences of using or 

providing HIV care and treatment services, including during pregnancy.  Field notes were taken and 

IDIs were audio-recorded, and were translated to English verbatim (Karonga, Kisesa, Rakai) or 

summarised into detailed reports (Kyamulibwa) by research assistants.  Transcripts/reports were 

anonymised and all data stored in secure password-protected locations.  Participants were recruited 

until data saturation was reached; IDIs were repeated occasionally to explore certain topics in more 

detail.  Additional methodological details concerning the Bottlenecks study can be found in an online 

only supplement (LINK TO SUPPLEMENT HERE). 

 

Analysis 

 



An initial thematic content analysis was conducted by each local study coordinator who coded the 

data, assisted by NVivo 10 or 11 in Karonga, Kisesa and Rakai and conducted manually in 

Kyamulibwa.  Emerging themes based on experiences, opinions and understanding of Option B+ 

were summarised in tables.  Summary tables from each of the four settings were compiled and raw 

transcripts/summaries were used to expand on relevant thematic areas.  The emerging themes were 

compared with the expanded socio-economic framework (figure 1); relevant elements of this 

framework plus additional important themes were then used to create a framework specific to this 

population. 

 

 

Ethics 

 

This study was approved by ethical review boards in each country and at the London School of 

Hygiene and Tropical Medicine. 

 

 

RESULTS 

 

Several interrelated themes that went beyond the extended socio-economic model emerged from 

our analysis to explain engagement with HIV-treatment among pregnant women in the four settings 

(figure 2). 

 

The role of pregnancy in motivating ART initiation 

 

For most participants, the prevailing motivation driving uptake and adherence to Option B+ was to 

protect the unborn child from HIV, and to stay alive to support the child after birth.   

 

“I felt uncomfortable [following HIV diagnosis] but they told me that I should not feel bad 

about it. They assured me that I would be able to have a child without HIV.” (PLHIV-accepted 

B+ but defaulted after birth, Uganda) 

 

"I wanted to start on the treatment earlier to deliver a baby free of HIV" (PLHIV-accepted B+, 

retained, Uganda) 

 



HCWs recognised this driving force to protect the child and some expressed concerns that women 

would discontinue taking ART once they had weaned the baby. 

 

“… when they get to know the HIV negative status of their children, they do not go back for 

more treatment and care: they only think about the health of the children and forget about 

theirs” (HCW, Uganda) 

 

No patient or HCW mentioned protecting subsequent pregnancies and the health of the woman was 

rarely mentioned.  Few noted the additional benefit of Option B+ in reducing risk of transmission to 

HIV-negative partners.  

 

The readiness of women to accept Option B+ 

 

 

 

Women who first tested positive at the ANC often found it difficult to accept starting ART. This was 

recognised by HCWs, who also suggested that those who were young, in their first pregnancy, or 

lacking support were the most vulnerable, as in this example of a 15 year-old girl:  

  

“...we diagnosed her with HIV and we advised her to start taking ARVs, but that girl refused 

and tore her health passport because it was an unexpected thing to her...” (HCW, Malawi) 

 

Conversely, women who found it easier to accept the need for ART had often already come to terms 

with their positive status, like this woman who had tested multiple times in different places before 

believing the result, reporting that "…I just felt that I am ready to start taking them [ART] because...I 

took the test, in all the places for about four times... I just realized that I have to take them." (PLHIV-

accepted B+ & retained, Tanzania). 

 

In each country, policy states that pregnant women can choose to opt out of HIV-testing and 

treatment. However, most women believed that HIV testing and ART initiation was an obligatory 

part of ante-natal clinic (ANC). 

 

"The nurse tested my blood as it is an instruction of the hospitals to test pregnant women.  

She found that I had a sickness [HIV] which deserved that treatment, so I had no alternative... 



I accepted to take the drugs, because I had no option" (PLHIV-accepted B+ & retained, 

Uganda) 

 

The majority of HCWs recognised that receiving an HIV-diagnosis and having to start ART 

immediately “is not an easy situation…she can’t just receive it abruptly” (HCW, Tanzania).   HCWs 

reported that in general women went through the counselling processes with no issues, however 

many also felt that “we need to give people time to take a decision. We may force them to begin HIV 

treatment and they refuse to take the medicine as prescribed” (HCW, Uganda).  Despite these 

sentiments most HCWs felt bound by the policy to start all eligible women on ART on the same day:  

 

“...we ask that person the reasons she doesn’t want to test once she has explained to me the 

reasons, I refer that person to my friend since we have different ways of handling people you 

may find that she accept to be tested.  If they are not on ART we counsel them and tell them 

the reasons why we are doing that up until they accept... From there we also go together to 

the clinic I always make sure she gets there. They don’t go alone [to start ART] because if you 

can send them alone sometimes they cannot go” (HCW, Malawi) 

 

“If they decline HIV testing, we tell them that they cannot get treatment from our facility” 

(HCW, Uganda). 

 

 

Pregnant women who did not feel ready to initiate ART described various avoidance tactics; such as 

accepting then discarding treatment, providing false information so they couldn’t be followed up or 

switching ANC by obtaining new health documents. These behaviours were well-known to HCWs in 

all settings. 

 

“Yes I was tested [at first ANC] and found positive again and I was told to go to [hospital] to 

start ART because at [first ANC] there were no ARVs…I didn’t go I then went to [second ANC] 

because I had backache they asked me if I already started ANC I said no … I then tested 

positive and was told to start ART. At [second ANC] I went with another Health passport not 

the one I was using at [first ANC].” (PLHIV-accepted B+ but defaulted while still pregnant, 

Malawi) 

 

The effect of inter-personal interactions on acceptance of Option B+ 



 

Women’s relationships with the HCWs were generally reported to be good by both women and 

HCWs.  However, the recounts of women illustrated a clear power-hierarchy and little two-way 

communication.   While many women accepted what they were told without question, some 

complained reporting they “were not taught anything” (PLHIV-did not accept B+, Malawi) or “did not 

get any counselling” (PLHIV-accepted B+, still pregnant or breast-feeding, Uganda), or that the HCWs 

shouted at them if they missed appointments.  These interactions served as drivers to some who felt 

obliged to follow the ‘rules’ but as barriers to others, who opted to disengage with care completely.   

 

Additionally perceived or actual support from male partners emerged as a factor in determining 

whether a woman accepted Option B+ or not.  When a woman’s husband was supportive he was 

often also HIV-positive (or suspected it).  Some women with supportive partners reported 

themselves as the lucky ones as “some men are abusive but my husband does not do that” (PLHIV-

accepted B+ but defaulted after birth, Uganda).  In all settings there were examples of unsupportive 

partners.  Some pregnant women were not taking ART due to their husband disallowing them, as 

explained by this woman:  

 

“…there were quarrels with my husband in my house: he said ‘I don’t know about HIV’, that is 

why I have stayed without going to hospital until now.”  (PLHIV-did not accept B+, Malawi).   

 

 

DISCUSSION 

 

Our qualitative study in four rural African settings found that the psychosocial factor of feeling 

‘ready’ was key to being able to accept ART on the same day as diagnosis at ANC.  This was 

influenced by many factors, including previous knowledge of their HIV-positive status, interactions 

with HCWs and the relationship with their partner.  Underpinning all of this remained the driving 

influence of the pregnancy and role as a mother (figure 2).  Pregnancy may result in women 

accepting ART before they feel ‘ready’ then stopping treatment once its influence has passed.  The 

limitations of the extended socio-ecological model amongst this population illustrates the potential 

differences between pregnant women and non-pregnant PLHIV.  This difference could explain the 

high level of loss to follow up in the first few months after uptake of Option B+ observed in recent 

quantitative studies.[8] 

 



The importance of women feeling ready to start ART was mentioned by HCWs and women in all 

settings.  Accepting a positive result took time, and often several ‘confirmatory’ tests over months 

and years.[21]  Like others, our study suggests that those who were  newly-diagnosed or more 

vulnerable, such as those who were younger or had an unsupportive partner, were more likely to 

struggle with accepting ART.[22–25]  In all the settings women seemed to go along with what the 

HCWs said even if they did not agree with it, including thinking that HIV testing in the ANC was 

obligatory. This has also been found in several other countries in Africa, including Malawi, Tanzania 

and Uganda.[26–28] 

 

The woman’s role as a mother was a powerful motivator to accept ART even if they did not feel 

entirely ‘ready’, or to continue to attend the ANC despite wanting to avoid HIV-testing or ART-

initiation.  For many women, it appears that the will to protect the infant drove them to overcome 

or ignore other socio-ecological barriers such as poor support, provider attitudes, health facilities 

issues and side effects (data not presented) to be able to continue taking ART.  Like others, we found 

that HCWs presented the protection of the infant as the main objective of Option B+,[25] perhaps 

enabling them to justify their adoption of strong persuasive techniques.  Young age and vulnerability 

due to the pregnancy may have contributed to women’s willingness to obey the HCWs. The 

subservience illustrated by the women’s willingness to obey HCWs without question could be 

attributed to imbalances in: age, education and social status between the patients and providers 

particularly within these social, cultural and political contexts.[28,29]   

 

Once the woman has fulfilled her objective of protecting the baby, not only has her main motivation 

to take ART reduced, but also her reason to attend a clinic and obey the HCWs.  The support she 

received from her partner to attend may diminish, and she might experience further stigma while 

attending the general ART clinic that she did not experience at the ANC.  The concern that women 

will drop out of care after delivering an HIV-negative baby has been expressed in many 

settings.[11,12,30]  We found that HCWs were aware that pressurising women to accept Option B+ 

before they were ready might cause them to default from treatment, however they were 

constrained from giving women more time due to a desire to protect the baby as soon as possible.  

Asymptomatic male and non-pregnant female PLHIV targeted by future ‘test-and-treat’ policies may 

also struggle to accept life-long ART immediately especially without a strong time-bound motivator 

like pregnancy. The absence of this window to protect the infant may mean that HCW also use less 

pressure; which may have implications for treatment engagement in either direction. 

 



There are various strengths and limitations to our study.  As it was nested within a larger study with 

a broader focus, it was not possible to explore all topics relating to Option B+ in the interviews, 

including, for example, women’s and HCW’s views on how to improve the services.  There was a 

potential for social desirability bias in respondents’ accounts (for example wanting to appear as a 

‘good mother’ or a ‘good patient’), however, research assistants were given extensive training with a 

specific focus on developing rapport and trust with the participants to reduce this.  Although HDSS 

populations may differ from the general population, a key strength of the study was our ability to 

draw on data from four areas: we found striking similarities in the issues that emerged across the 

different settings, making it likely that our findings can be generalised to pregnant women in other 

rural populations in sub-Saharan Africa; though urban populations may be different.  Furthermore, 

through our use of the HDSS datasets, we could identify women who had refused Option B+ or had 

stopped taking ART, who are often omitted from studies that rely on sampling frameworks from 

clinic registers. However, these women tended to be difficult to interview: despite efforts to 

reassure them, some women displayed similar avoidance tactics as they might use to avoid taking 

the ART.  Due to the need to disclose their HIV status to the interviewer, women who had not 

accepted their positive HIV status would have been missed by this study: it would also be important 

to understand why such women totally disengage from care. 

 

CONCLUSIONS 

 

We have shown that being pregnant and one’s role as a mother was an overwhelming, yet time-

limited influence on acceptance and adherence to Option B+ in these settings in Malawi, Tanzania 

and Uganda.  To combat the higher attrition rates in pregnant women starting ART due to Option B+, 

women may benefit from being given more time to accept their status and receiving counselling 

tailored to their specific needs with a focus on more sustainable reasons for taking the ART, such as 

their own health and protecting future pregnancies, especially in high-fertility areas.  Other PLHIV 

may have a similar range of factors influencing their readiness to start ART immediately following a 

positive HIV test.  The absence of such a strong motivator to protect the unborn child and the link to 

specific tailored ANC services may further hamper abilities to overcome these barriers: this should 

be borne in mind when implementing ‘test-and-treat’ policies. 

 

CONFLICTS OF INTEREST 

 

The authors report no conflict of interest 



 

ACKNOWLEDGEMENTS 

 

We would like to thank all the participants and fieldworkers who contributed their time and effort to 

the study. We would also like to acknowledge the support of the ALPHA representatives at each 

HDSS who facilitated the implementation of the fieldwork, and many other colleagues within the 

ALPHA Network who made helpful suggestions throughout the design and conduct of the research. 

 

FUNDING STATEMENT 

 

The Bottlenecks study was funded by the Bill and Melinda Gates Foundation (OPP1082114). In 

addition, JW is funded by NIH through IeDEA project; and AW is funded by a Population Health 

Scientist award, jointly funded by the UK Medical Research Council (MRC) and the UK Department 

for International Development (DFID) under the MRC/DFID Concordat agreement and is also part of 

the EDCTP2 programme supported by the European Union. Research undertaken in Kisesa 

(Tanzania) and reported in this publication was supported by the National Institute Of Allergy And 

Infectious Diseases (NIAID), Eunice Kennedy Shriver National Institute Of Child Health & Human 

Development (NICHD), National Institute On Drug Abuse (NIDA), National Cancer Institute (NCI), and 

the National Institute of Mental Health (NIMH), in accordance with the regulatory requirements of 

the National Institutes of Health under Award Number U01AI069911East Africa IeDEA Consortium. 

The content is solely the responsibility of the authors and does not necessarily represent the official 

views of the National Institutes of Health.” 

 

ETHICS STATEMENT 

 

Ethical approval was granted by the London School of Hygiene and Tropical Medicine (#10389) and 

the relevant ethics boards at each of the study settings: Malawi National Health Sciences Research 

Committee #15/5/1427; Tanzania Medical Research Coordination Committee MR/53/100/370; 

Uganda National Council for Science and Technology HS1857 and Office of the President 

ADM154/212/01. Informed and written consent was obtained from all participants 

 

AUTHOR STATEMENT 

 



The study was conceived by BZ, AW and KC; AW and KC designed the protocol and study tools; which 

were adapted and implemented in the different settings by EM, JW, DB and WD.  Initial analyses 

were conducted by EM, JR, JW, DB and WB; final analyses were conducted by EM and JR.  The 

manuscript was drafted by EM, with input from all authors.  All authors read and approved the final 

manuscript. 

 

The Corresponding Author has the right to grant on behalf of all authors and does grant on behalf of 

all authors, an exclusive licence (or non exclusive for government employees) on a worldwide basis 

to the BMJ Publishing Group Ltd to permit this article (if accepted) to be published in STI and any 

other BMJPGL products and sub-licences such use and exploit all subsidiary rights, as set out in our 

licence http://group.bmj.com/products/journals/instructions-for-authors/licence-forms. 

 

REFERENCES 

 

[1] Schouten EJ, Jahn A, Midiani D, et al. Prevention of mother-to-child transmission of HIV and 

the health-related Millennium Development Goals: time for a public health approach. Lancet 

2011;378:282–4. doi:10.1016/S0140-6736(10)62303-3. 

[2] WHO. Use of antiretroviral drugs for treating pregnant women and preventing HIV infection 

in infants - Programmatic update. 2012. 

[3] Kieffer MP, Mattingly M, Giphart A, et al. Lessons learned from early implementation of 

option B+: the Elizabeth Glaser Pediatric AIDS Foundation experience in 11 African countries. 

J Acquir Immune Defic Syndr 2014;67 Suppl 4:S188-94. doi:10.1097/QAI.0000000000000372. 

[4] Kim MH, Ahmed S, Hosseinipour MC, et al. Implementation and operational research: the 

impact of option B+ on the antenatal PMTCT cascade in Lilongwe, Malawi. J Acquir Immune 

Defic Syndr 2015;68:e77-83. doi:10.1097/QAI.0000000000000517. 

[5] Napúa M, Pfeiffer JT, Chale F, et al. Option B+ in Mozambique: Formative Research Findings 

for the Design of a Facility-Level Clustered Randomized Controlled Trial to Improve ART 

Retention in Antenatal Care. J Acquir Immune Defic Syndr 2016;72 Suppl 2:S181-8. 

doi:10.1097/QAI.0000000000001061. 

[6] Haas AD, Tenthani L, Msukwa MT, et al. Retention in care during the first 3 years of 

antiretroviral therapy for women in Malawi’s option B+ programme: an observational cohort 

study. Lancet HIV 2016;3:e175–82. doi:10.1016/S2352-3018(16)00008-4. 

[7] Llenas-García J, Wikman-Jorgensen P, Hobbins M, et al. Retention in care of HIV-infected 

pregnant and lactating women starting art under Option B+ in rural Mozambique. Trop Med 

http://group.bmj.com/products/journals/instructions-for-authors/licence-forms


Int Heal 2016. doi:10.1111/tmi.12728. 

[8] Koole O, Houben RMGJ, Mzembe T, et al. Improved retention of patients starting 

antiretroviral treatment in Karonga District, northern Malawi, 2005-2012. J Acquir Immune 

Defic Syndr 2014;67:e27-33. doi:10.1097/QAI.0000000000000252. 

[9] UNAIDS. 90–90–90 - An ambitious treatment target to help end the AIDS epidemic. 2014. 

[10] Elwell K. Facilitators and barriers to treatment adherence within PMTCT programs in Malawi. 

AIDS Care 2016:1–5. doi:10.1080/09540121.2016.1153586. 

[11] Ngarina M, Tarimo EAM, Naburi H, et al. Women’s preferences regarding infant or maternal 

antiretroviral prophylaxis for prevention of mother-to-child transmission of HIV during 

breastfeeding and their views on Option B+ in Dar es Salaam, Tanzania. PLoS One 

2014;9:e85310. doi:10.1371/journal.pone.0085310. 

[12] Clouse K, Schwartz S, Van Rie A, et al. “What they wanted was to give birth; nothing else”: 

barriers to retention in option B+ HIV care among postpartum women in South Africa. J 

Acquir Immune Defic Syndr 2014;67:e12-8. doi:10.1097/QAI.0000000000000263. 

[13] Bajunirwe F, Muzoora M. Barriers to the implementation of programs for the prevention of 

mother-to-child transmission of HIV: a cross-sectional survey in rural and urban Uganda. AIDS 

Res Ther 2005;2:10. doi:10.1186/1742-6405-2-10. 

[14] Govindasamy D, Ford N, Kranzer K. Risk factors, barriers and facilitators for linkage to 

antiretroviral therapy care. AIDS 2012;26:2059–67. doi:10.1097/QAD.0b013e3283578b9b. 

[15] WHO. Guideline on When to Start Antiretroviral Therapy and on Pre-Exposure Prophylaxis for 

HIV. 2015. 

[16] Chimphamba Gombachika B, Fjeld H, Chirwa E, et al. A Social Ecological Approach to 

Exploring Barriers to Accessing Sexual and Reproductive Health Services among Couples 

Living with HIV in Southern Malawi. ISRN Public Health 2012;2012:1–13. 

doi:10.5402/2012/825459. 

[17] Skovdal M, Campbell C, Nhongo K, et al. Contextual and psychosocial influences on 

antiretroviral therapy adherence in rural Zimbabwe: towards a systematic framework for 

programme planners. Int J Health Plann Manage n.d.;26:296–318. doi:10.1002/hpm.1082. 

[18] Wringe A, Renju J, Moshabela M, et al. Bottlenecks to HIV care and treatment in sub-Saharan 

Africa: A multi-country qualitative study. Sex Transm Infect 2017;[in press,. 

[19] Slaymaker E, Todd J, Marston M, et al. How have ART treatment programmes changed the 

patterns of excess mortality in people living with HIV? Estimates from four countries in East 

and Southern Africa. Glob Heal Action 2014;7:3402/gha.v7.22789. 

[20] Marston M, Nakiyingi-Miiro J, Hosegood V, et al. Measuring the Impact of Antiretroviral 



Therapy Roll-Out on Population Level Fertility in Three African Countries. PLoS One 

2016;11:e0151877. doi:10.1371/journal.pone.0151877. 

[21] Katirayi L, Namadingo H, Phiri M, et al. HIV-positive pregnant and postpartum women’s 

perspectives about Option B+ in Malawi: a qualitative study. J Int AIDS Soc 2016;19. 

doi:10.7448/IAS.19.1.20919. 

[22] Tenthani L, Haas AD, Tweya H, et al. Retention in care under universal antiretroviral therapy 

for HIV-infected pregnant and breastfeeding women (’Option B+’) in Malawi. AIDS 

2014;28:589–98. doi:10.1097/QAD.0000000000000143. 

[23] Phillips T, Thebus E, Bekker L-G, et al. Disengagement of HIV-positive pregnant and 

postpartum women from antiretroviral therapy services: a cohort study. J Int AIDS Soc 

2014;17:19242. 

[24] Dzangare J, Takarinda KC, Harries AD, et al. HIV testing uptake and retention in care of HIV-

infected pregnant and breastfeeding women initiated on “Option B+” in rural Zimbabwe. 

Trop Med Int Heal 2016;21:202–9. doi:10.1111/tmi.12637. 

[25] Rebekah Webb Consulting, International Community of Women Living with HIV (ICW), Global 

Network of People Living with HIV (GNP+) Understanding the perspectives and/or 

experiences of women living with HIV regarding Option B+ in Uganda and Malawi. Global Ne. 

2013. 

[26] Gourlay A, Wringe A, Birdthistle I, et al. “It is like that, we didn’t understand each other”: 

exploring the influence of patient-provider interactions on prevention of mother-to-child 

transmission of HIV service use in rural Tanzania. PLoS One 2014;9:e106325. 

doi:10.1371/journal.pone.0106325. 

[27] Groves AK, Maman S, Msomi S, et al. The complexity of consent: women’s experiences 

testing for HIV at an antenatal clinic in Durban, South Africa. AIDS Care 2010;22:538–44. 

doi:10.1080/09540120903311508. 

[28] Vernooij E, Hardon A. “What mother wouldn”t want to save her baby?’ HIV testing and 

counselling practices in a rural Ugandan antenatal clinic. Cult Health Sex 2013;15 Suppl 

4:S553-66. doi:10.1080/13691058.2012.758314. 

[29] An SJ, George AS, LeFevre A, et al. Program synergies and social relations: implications of 

integrating HIV testing and counselling into maternal health care on care seeking. BMC Public 

Health 2015;15:24. doi:10.1186/s12889-014-1336-3. 

[30] Black S, Zulliger R, Marcus R, et al. Acceptability and challenges of rapid ART initiation among 

pregnant women in a pilot programme, Cape Town, South Africa. AIDS Care 2014;26:736–41. 

doi:10.1080/09540121.2013.855300. 



 

 

 


