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Abstract 
Background: Maximising women’s participation and ensuring optimal out-
comes will require that the women’s perception barriers to postnatal prevention 
of Mother-to-Child Transmission (PMTCT) programme of HIV be addressed. 
However, little is known about women’s perception barriers to postnatal 
PMTCT programme of HIV and how these barriers affect the women’s health 
seeking behavior and uptake. Objective: This study sought to explore the wom-
en’s perception barriers to postnatal PMTCT programme at a Johannesburg 
Community Health Centre during April-May, 2016. Methods: A qualitative 
study on 30 women (aged 20 - 39 years) was conducted at a Johannesburg 
community health (CHC), South Africa, during May-June 2016, after obtaining 
their consent. The data was analysed thematically to understand women’s per-
ception barriers to postnatal PMTCT programme. Results: The study found that 
inadequate counselling was perceived to be the single key health service barrier 
to PMTCT programme. At the individual level, adherence to ART was consi-
dered the leading women’s barriers to the postnatal PMTCT. Exclusive breast-
feeding was, however, perceived as important women’s barriers to the postnatal 
PMTCT. Inadequate emotional support from families and community was a 
noteworthy women’s perception barrier to the programme. Conclusion: The 
study makes two recommendations: firstly, the staff, programme managers and 
health policy makers need to be aware of the women’s perception barriers to the 
postnatal PMTCT programme. Secondly, the programme should be streng-
thened by addressing perception barriers to the programme to enhance women 
participation to ensure optimal outcomes for women and their infants. 
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1. Introduction 

Mother-to-child-transmission (MTCT) of HIV remains a major public health chal-
lenge worldwide [1]. In 2015, at least 150,000 children became newly infected 
with HIV mainly through MTCT of HIV globally [1]. Furthermore, at least one 
million women living with HIV gave birth in the 21 highest burden countries in 
sub-Saharan Africa and about 170,000 chidren were newly infected with HIV in 
2014 [2]. The Joint United Nations on HIV/AIDS (UNAIDS) report indicated 
that use of antiretroviral treatment (ART) in preventing mother to child trans-
mission (PMTCT) of HIV is effective in prevention of mother-to-child transmis-
sion of HIV [1]. Studies have demonstrated that use of antiretrovirals (ARVS) in 
PMTCT programmes has the potential to significantly decrease the rate of MTCT, 
even in the resource-limited settings [3] [4] [5]. In fact, some studies have reported 
a decrease of the rate of MTCT from 25% to 2% without and with single dose 
treatment respectively [1]. It is thus widely acknowledged that when ART/ARV 
drugs are correctly taken, MTCT would be significantly prevented [1] [6]. How-
ever, there are some gaps in implementing PMTCT programmes [7] [8] [9].  

South Africa, a middle-income country in sub-Saharan Africa, remains an ep-
icentre of the epidemic with the highest number of people living with HIV in the 
world [10]. The HIV prevalence rate among adults of reproductive age (15 - 45 
years) is 18.7% [10]. MTCT is the main cause of HIV infection in South Africa 
and accounts for at least one third of all deaths in children under five [11]. In 
order to address this challenge, South Africa has implemented the world’s largest 
ART/PMTCT programme since 2002 [12], and by 2010, over 95% of public 
health facilities offered PMTCT services countrywide [11].  

Despite the increased access to PMTCT programme, recent cohort study 
showed that the rate of MTCT increases after birth with postnatal age in South 
Africa [13]. The increasing rate of MTCT of HIV during the postnatal period 
remains a major concern to programme managers and policy makers [14]. The 
causes for increasing rates of MTCT during the postnatal period remain uncer-
tain, but studies have attributed it to significant gaps in postnatal PMTCT ser-
vice delivery that undermine access and retention-in-care [7] [8] [9]. Other stu-
dies report that a number of health services, individual-level and structural bar-
riers, including HIV testing, counselling and sub-optimal provider-client inte-
ractions hinder access to and retention of mothers and their children in postnat-
al PMTCT programme [15] [16] [17] [18].  

2. Theoretical Framework 

Ferguson’s literature review on women’s experiences in PMTCT services catego-

https://doi.org/10.4236/health.2020.1211110


B. Ngyende et al. 
 

 

DOI: 10.4236/health.2020.1211110 1513 Health 
 

rise women’s experiences into three [17]:  
● Health service: covering counselling, consent, confidentiality, health work-

er-client interactions and health facility factors. 
● Individual-level: including attitudes and beliefs, financial barriers, lack of in-

formation, competing obligations, perception of need, partner/spouse influ-
ence on the family members. 

● Societal-level encompassing stigma, legal as well as policy environment. 
Ferguson’s literature review furthermore articulates these women’s expe-

riences as barriers to attending these PMTCT services [17]. In this report, con-
cepts in Ferguson’s literature were developed into a framework for categorising 
women’s perceptions as well as articulate them as perception barriers to the 
PMTCT programme. 

The PMTCT programme in South Africa has the potential to virtually elimi-
nate the rate of HIV postnatal MTCT, if access is improved as well as reten-
tion-in-care [19]. However, to improve the effectiveness of the PMTCT pro-
gramme, it is critical to understand the women’s perception barriers in postnatal 
PMTC programme in South African context. Currently, little is known about 
this topic. We conducted a qualitative study involving HIV positive women who 
were enrolled on the postnatal PMTCT programme at a Johannesburg CHC for 
at least 6 weeks. The objective of the study was to explore the women’s 
perception barriers to postnatal PMTCT programme at a Johannesburg CHC 
during April-May, 2016. 

3. Methods 
3.1. Study Design  

A qualitative study design was used to explore the women’s perception barriers 
to the postnatal programme at a Johannesburg CHC, during April-May 2016. This 
study design was considered appropriate for soliciting in-depth responses from the 
participants’ perspectives about a sensitive topic [20]. Furthermore, the design has 
considerable ability to generate answers “what” and “how” questions [20]. For this 
current study, 30 women attending the postnatal PMTCT programme at a Johan-
nesburg CHC were purposively selected to participate. Purposive sampling at-
tempts to ensure that the information rising from the participants’ interviews 
characterise common and differing opinions of the people under study [21]. 

3.2. Study Setting and Cohort 

The study was conducted at a community health centre in one of the oldest 
townships of the Johannesburg Metropolitan City. The CHC is located in one of 
the most impoverished areas of the city [22]. According to census Statistics 
South Africa, the township had a population of 117,074 people in 2011 [23]. The 
CHC Annual Report recorded that the health centre was serving many undocu-
mented foreign nationals who lived in the area [22]. The clinic provided ante-
natal care (ANC), post-natal care (PNC), HIV testing, treatment and counselling 
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as well as other standard primary health care services [22]. 

We conducted in-depth interviews between 1 April and 30 May 2016. All 
women who were 18 years old and above, enrolled on the postnatal PMTCT 
programme at the CHC for a period of at least 6 weeks during April-May 2016, 
and were willing and signed consent forms to participate in the study were in-
cluded. All women who were below 18 years old or were enrolled on the post-
natal PMTCT programme at the health clinic for a period less than six weeks 
during April-May 2016 or were not willing and did not sign consent forms to 
participate in the study. Thirty women who met the inclusion criteria were pur-
posively selected and interviewed to reach data saturation. Data saturation is 
reached when no new information or views emerge from the participants’ inter-
views [24]. It was also established that data saturation was reached after discuss-
ing the information from the five focus group interviews. This sample size was 
considered to be sufficient for this study. Bradshaw and colleagues state that 
most qualitative samples are small given the emphasis on intensive interaction 
with the participants who are expected to be rich in information, and yet the 
study findings are not generalisable [25]. In addition, they contend that such a 
small sample size is usually adequate to answer all the research questions. The 
data collected during the interviews was enriched and verified by means of data 
triangulation. Purposive sampling makes it possible that the information arising 
from the participants’ interviews characterise common and differing opinions of 
the people under study [21]. 

3.3. Data Collection 

A female research assistant with considerable experience in data collection was 
hired to collect the data. She initially approached the women enrolled on 
programme to request them to participate in the study. An interview guide with 
open-ended questions was used to conduct the interviews in the four common 
languages spoken in the district (Isizulu, Xhosa, Sesotho and English). The for-
eign nationals were Ndebele speaking; a language similar to Isizulu which is the 
commonest spoken language in the country. They were also able to communi-
cate in English. Every participant was interviewed in the language in which she 
was most proficient and comfortable. The interview guide consisted of key ques-
tions to serve as a check list to ensure that no essential questions were omitted 
during the interviews [26], and to enable the interviewer to guide the interview 
process without leading the participant(s). Those interviews were also au-
dio-recorded. After conducting individual in-depth interviews, focus group dis-
cussions, comprising six to eight women were conducted with the previously in-
terviewed women at later dates to validate or enrich the collected information. 
The interviews and focus group discussions took between 45 minutes to an hour 
and were audio-recorded. The recorded information was translated and tran-
scribed in English. Interviews and focus group discussions were conducted in a 
room within the clinic to maintain the necessary privacy and confidentiality. The 
data from the interviews were translated and transcribed verbatim into Micro-
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soft Word and transferred into MAXQDA Version 11 software. The transcripts 
were continuously checked to identify issues necessitating further clarification 
during the future interviews and focus group discussions. The verbatim tran-
scripts were coded using deductive and inductive methods. Deductive analysis 
begins with a preconceived idea or framework and then uses the data to approve 
or dismiss the ideas while inductive method uses the data to generate ideas [27]. 
In this study, Ferguson’s literature review of women’s experiences in PMTCT 
services was adopted to develop a conceptual framework which guided the anal-
ysis. Deductive themes emerge from the participants’ narratives following 
preconceived idea or a theoretical framework while inductive themes emerge 
from the narratives of the participants. They may be unexpected or different 
from literature. However, the inductive themes are useful as they represent the 
issues that were most important to the participants [28] [29]. 

Codes were developed into sub-themes and themes. This enabled the re-
searcher to make sure that the data analysis provided rich and meaningful re-
sults that are linked to the research objectives and grounded in the experiences 
of the participants. The data were systematically coded until no more new 
themes or ideas emerged. The emerging themes were fully reviewed to reach 
consensus on data interpretation. These codes therefore represented a wide 
range of information about postnatal PMTCT women’s experiences. 

4. Results 
4.1. Demographic Characteristics of the Study Participants 

Table 1 represents the frequency distribution of the background characteristics 
of participants. Thirty women participated in this study. Two-thirds (n = 20; 
66.7%) of the participants were South African citizens. Almost all women (n = 
28; 93%) were not married. Twenty out of 30 (66.7%) women were employed.  

The participants were aged between 20 and 39 years. All the participants had 
education levels above primary school; the minimum education level was grade 
nine (high school) and the highest education level was third year of university. 
Almost all women (n = 28; 93%) were tested HIV positive during their pregnancy. 

4.2. Women’s Perception Barriers to Postnatal PMTCT  
Programme 

Table 2 represents the analysis of the women’s perception barriers to postnatal 
PMTCT programme at three levels, namely health services, individual-level and 
societal-levels. It also depicts the frequency of women’s perception barriers to 
the postnatal PMTCT programme at the CHC.  

4.3. Main Theme and Categories 

Table 3 shows the main theme and categories or sub-themes. Under the main 
theme of postnatal PMTCT programme women’s perception barriers, three cat-
egories emerged (Table 3). 
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Table 1. Background characteristics of the study participants (n = 30). 

Age group 
  

20 - 24 4 13.3 

25 - 29 10 33.3 

30 - 34 12 40 

35 - 39 4 13.3 

Education status 
  

Primary 0 0 

Secondary 28 93 

Tertiary 2 7 

Marital status 
  

Married 2 7 

Not married 28 93 

Employment status 
  

Employed 20 67 

Unemployed 10 7 

Citizenship 
  

South African 20 67 

Non-South Africa 10 33 

No of postnatal PMTCT clinic visits   

2 12 40 

3 12 40 

4 4 13 

6 2 7 

Time of HIV diagnosis 
  

Voluntary 2 7 

ANC (pregnancy) 28 93 

N = 30 

PMTC, prevention of mother-to-child transmission; HIV, human immunodeficiency syndrome; ANC, an-
tenatal clinic. 

 
Table 2. Proportion of women who perceived the postnatal PMTCT programme barriers 
(n = 30). 

Health service barriers Individual-level barriers Societal-level barriers 

Perceived inadequate 
counselling (n = 30) 

Perceived challenging adherence to ART  
(n = 30) 
Challenging exclusive breast Feeding (n = 24) 

Perceived inadequate family 
/community support (n = 18) 

ART, antiretroviral therapy. 

 
Table 3. The main theme and categories 

Theme Categories 

Postnatal PMTCT  
programme women’s perception barriers 

1) Health service perception barriers 
2) Individual-level perception barriers 
3) Societal-level perception barriers 

PMTC, prevention of mother-to-child transmission. 
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The first category related to women’s health service perception barriers to the 
postnatal PMTCT programme. Second category captured the individual-level 
while the third category was societal-level perceptions barriers. 

4.4. Health Service Perception Barriers 

At the health service level, inadequate counseling was perceived to the only key 
women’s barrier to postnatal PMTCT programme at the health centre. All the 
women felt that they received inadequate postnatal PMTCT counselling at the 
CHC and that they needed more ongoing counseling and information about in-
fant feeding options, follow-up clinic visits and testing dates, treatment adhe-
rence and support. 

“… I have not received counselling at this clinic since I delivered” (P007; 29 
years old). 

Furthermore, six participants said that the postnatal PMTCT staff provided 
them with inadequate information regarding the choice of infant feeding op-
tions. All the participants indicated that the PMTCT staff told them to choose 
between exclusive breastfeeding and formula feeding. However, they said that 
they were not provided with adequate information about the specific conditions 
for formula feeding. In fact, one of the participants said: 

“… they [the PMTCT staff] told me, it is up to me whether I breastfeed or give 
him formula for six months, and then start giving him solids” (P0013; 30 years 
old). 

Of the 28 women who responded to the question about the infant follow-up 
and testing dates, 8 reported that the postnatal PMTCT staff did not give them 
information about infant testing dates. 

“They [PMTCT staff] did not tell me anything. I just thought it would make 
sense to test her when she turns one” (P002; 24 years old). 

4.5. Individual-Level Perception Barriers 

Adherence to ART was perceived to be the leading women’s barriers PMTCT 
programme at the clinic at the individual-level. All the participants reported 
that adherence to ART was challenging, especially at the beginning of the pro-
gramme. 

“… At the beginning ... in the first year, it was really difficult but on the 
second year and following years, it becomes normal. I think now it is close to 10 
years” (P0013; 30 years old). 

“… At the beginning, I didn’t feel okay … I even lost weight, stressed, think-
ing about that thing [prophylaxis and ARVs], I ended up setting an alarm to 
make sure I don’t forget” (P0011; 24 years old). 

Exclusive breastfeeding was perceived to the second leading barrier to post-
natal PMTCT programme at the clinic. The majority (n = 24) of the women 
considered exclusive breastfeeding to be difficult and emotionally challenging. 

… No, that [exclusive breastfeeding] is not alright. You find that sometimes 
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she (infant) cries because she’s not quite full. And she just continues crying. So 
you just don’t have a choice. She cries all the time, she just cries. You can see 
that she is not quite full. And there is nothing you can do because they [PMTCT 
staff] said she must not eat anything (P004; 33 years old). 

… It is difficult to only [exclusively] breastfeed the baby for six months be-
cause sometimes he [infant] looks like he hasn’t had enough but for the sake of 
his health it is important that you do it. I do not want to lie. I saw him crying 
every day, crying during the day, crying during the evening when he turned four 
months, I realised that it is not working. I ended up buying him purity, I gave 
him, and then he ate and stopped crying (P0011; 24 years old). 

4.6. Societal-Level Perception Barriers 

At the societal-level, inadequate emotional support from their partners and fam-
ilies was perceived to the only noteworthy women’s barrier to postnatal PMTCT 
programme at the clinic. More than half (n = 18) of the women said that they 
got inadequate emotional support from their families and communities. 

… I feel I do not receive enough support. When, for example, I ask them 
[spouse or family members] to give me transport [money] to bring the baby to 
the clinic. They tell me to walk … They say they have no money even when they 
have … (P003; 27 years old). 

However, the rest (n = 12) of the women felt that they received enough emo-
tional support from their partners and family. 

“… I can’t complain. I feel they [family members] are always there for me. 
They really support me when I’m feeling down …” (P001; 27 years old). 

5. Discussion 

This study sought to explore women’s perception barriers to postnatal PMTCT 
programme at a Johannesburg CHC during the period April-May 2016  

5.1. Health Service Perception Barriers 

The study found that inadequate postnatal PMTCT counselling was perceived as 
the most prominent women’s barrier at the CHC at the health service level. All 
the participants said that the counselling was mainly provided during pregnancy 
period when women were attending the ANC visits. The finding of this study is 
consistent with the results from other studies conducted in developing countries 
[30] [31], including South Africa [32]. For example, Anderson et al.’s findings 
reported existence of postnatal counselling gaps in Jamaica [31]. In Uganda, 
Larsson et al.’s study found inadequate postnatal PMTCT counseling [30]. Simi-
larly, Chopra et al.’s study reported the poor quality of the postnatal PMTCT 
counselling in South Africa [32]. It is noteworthy mentioning, however, that the 
finding of the current study is not in agreement with the South African National 
and Provincial (Gauteng) PMTCT policy guidelines which promote the provi-
sion of full and adequate information during the postnatal PMTCT counseling 
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period [12]. The perceived inadequate counselling can be addressed by provid-
ing ongoing comprehensive counseling throughout the postnatal period. The 
comprehensive counselling incorporates HIV prevention, treatment, care and 
support [12]. Efforts should be made to comply with the South African National 
PMTCT policy guidelines, which stipulate that immediate to post-delivery care 
and before leaving the health facility, all women must be counselled on the need 
for consistent maternal adherence to ART and infant prophylaxis to reduce risk 
of MTCT; the importance of exclusive breastfeeding for the first 6 months, the 
dangers of mixed breastfeeding and need for follow clinic visits [12]. In addition, 
if the mother or caregiver is concerned with the infant’s health, including poor 
feeding, they should urgently present to a health centre. Attempts should be 
made to address any concerns and feeding before the women leave the health fa-
cility and during the scheduled follow-up clinic visits [12]. 

5.2. Individual-Level Perception Barriers 

At the individual-level, adherence to ART was perceived to be the leading wom-
en’s barrier to the postnatal PMTCT programme at the clinic. All women re-
ported experiencing difficulty to adhere to taking medication as prescribed. 
Some women, for instance, reported that they became sickly, dizzy and stressed 
at the beginning of the programme. These findings are in agreement with other 
studies conducted in different countries [33] [34] [35] [36] including South 
Africa [37]. From the health policy perspective, it is noteworthy mentioning that 
the results of the current study highlight the importance of ART effects and their 
management according to the ART management guidelines [12]. The challeng-
ing adherence to ART can be addressed by implementing the four South African 
PMTCT policy strategies [12]: 

1) Provision of quality postnatal counseling, including spending more time 
with the patients and explain the disease, the goals of the therapy and need for 
adherence, discussion of the role of viral-load and suppression, and making pa-
tients understand the possible implications of non-adherence; 

2) Supporting patients with adherence tools; including encouraging patients 
to attend and participate in support groups, encouraging self-reporting, encou-
ragement of treatment buddy and reinforcing maintenance of a daily dose daily; 

3) Imparting knowledge to patients to ensure that the patients acquire suffi-
cient and better understanding regarding why they should have to take ART, 
how it works and how it benefits them; and 

4) Modifying patients’ behavior; including empowering them to manage their 
condition themselves, ensuring that patients understand the risk of not taking 
their medications as prescribed, address their fears and concerns and provide 
ongoing encouragement and recognition for adherence. 

Exclusive breastfeeding was perceived to be the second leading women’s bar-
rier to PMTCT programme at the individual-level. The majority of the women 
considered exclusive breastfeeding to be difficult and emotionally challenging. 
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The participants reported that the challenge was due to persistent crying of the 
infants after exclusive breastfeeding and the mothers’ perception that the breast 
milk as insufficient. These results are in keeping with Siziba et al.’s study which 
reported that the mothers perceived exclusive breastfeeding as insufficient [37]. 
Based on the findings of the current study, it is noteworthy mentioning that 
postnatal PMTCT counselling should put more emphasis on the sufficiency of 
exclusive breastfeeding during the first six months even though the infants may 
continue to cry. The mothers need to understand that whenever infants cry, it 
does not necessarily mean that they are hungry. The perceived difficulty and the 
emotional challenge of exclusive breastfeeding can be addressed by providing 
ongoing comprehensive postnatal counselling on infant feeding. This is consis-
tent with a study in Dehli, India which found that infant feeding counselling was 
an important predictor of good infant feeding practices [38]. Efforts should be 
made to implement the South African PMTCT policy guidelines stipulate that 
immediate to post-delivery care and before leaving the health facility, all women 
must counselled on the importance of exclusive breastfeeding for the first six 
months, and the dangers of mixed breastfeeding [12]. In addition, if the mother 
or caregiver is concerned with the infant’s health, including poor feeding, they 
should urgently present to a health centre [12]. These services must form part of 
routine for ongoing counselling and support for women seeking postnatal 
PMTCT services.  

5.3. Societal-Level Perception Barriers 

Inadequate emotional support was perceived to be a noteworthy women’s bar-
rier to postnatal PMTCT at societal-level. The study revealed that more than a 
half of the women felt that they did not receive adequate emotional support 
from families and community which hindered access to the postnatal PMTCT 
programme at the CHC. This finding is consistent with Peltzer and Shikwane’s 
study which noted that HIV positive mothers perceived a negative emotional 
support from the partner and or family during postnatal [39] [40]. Gourlay and 
colleagues’ study proposed that involving family and community members 
would increase support for the patience as well as PMTCT uptake [15]. This is 
consistent with the South African national PMTCT policy guidelines underscore 
the importance of male involvement in PMTCT services [12]. Thus, from health 
policy perspective, mothers including those who are HIV positive, should be 
supported by partner and family for better use and acceptance of maternal 
health services such as postnatal PMTCT programme [39] [40]. 

5.4. Study Strengths and Limitations 

The researchers used a research assistant to help in conducting the study, trans-
late and transcribe all the interviews. This could have introduced possible errors 
in the study. This source of error was minimised given that the research assistant 
had considerable experience in the qualitative interviewing process and had a 
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debriefing with the researcher after every interview. 
The study was conducted in one community health centre, rendering the 

study findings and conclusions not transferable, but these findings may be rele-
vant to other PMTCT programme contexts not covered by this study. 

The recall bias was considered one of possible sources of error given that some 
of the participants could not have been able to remember all the information re-
garding the postnatal PMTCT programme. However, this was minimised by 
probing and asking open-ended questions. 

Social desirability could have been seen as a source of error because the par-
ticipants tend to provide the responses that are perceived as impressive [41]. 
However, this source of error was minimised by the research assistant asking 
open-ended questions and probing. 

6. Conclusion 

Women enrolled on postnatal PMTCT programme at a Johannesburg CHC ex-
perienced difficulties in accessing PMTCT services mainly at health service and 
individual levels. Inadequate counselling was perceived to be only key women’s 
barrier to PMTCT programme at the health service level; while adherence to 
ART and exclusive breastfeeding were perceived to be the leading women’s bar-
riers at the individual level. On the other, inadequate emotional support was 
perceived to be a noteworthy barrier to postnatal PMTCT at the societal-level. 
To improve women’s participation and ensure optimal outcomes for women and 
their infants, programme managers, staff and policy-makers need to urgently 
address these perception barriers to the postnatal PMTCT programme. 

7. Recommendations 

This study explored postnatal PMTCT programme women’s perception barriers 
at a Johannesburg CHC at three different levels. We suggested the possible solu-
tions to address women’s perception barriers to PMTCT programme at the three 
levels: health services, individual and societal levels  

7.1. Health Service Level 

At health service level, inadequate counselling was the only key women’s percep-
tion barrier to PMTCT programme at a Johannesburg CHC. It is noteworthy 
commenting that significant progress has been made at the CHC to improve the 
PMTCT service delivery in the face of recognised resources constraints such as 
infrastructure, financing and human resource. However, efforts to improve 
women’s knowledge and information about postnatal PMTCT services should be 
strengthened. Health service managers should revise the implementation of 
postnatal PMTCT counseling to be aligned with the existing national PMTCT 
guidelines. Emphasis should be put on postnatal counselling to ensure that the 
participants get adequate and clear information including ART and infant feed-
ing methods. 
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7.2. Individual-Level 

At the individual level, adherence to ART and exclusive breastfeeding were the 
two leading women’s perception barriers to postnatal PMTCT programme at a 
Johannesburg CHC. From a policy perspective, all women should receive com-
prehensive postnatal counselling on the importance of maternal adherence to 
ART and infant prophylaxis as well as the potential of MTCT transmission of 
HIV through breastfeeding. In addition, the health workers should provide 
women with the ongoing psycho-social support to reinforce adherence to ART 
and exclusive breastfeeding. Furthermore, women who experience challenges to 
adhere to ART or exclusive breastfeeding should be encouraged to report to the 
health workers urgently. 

7.3. Societal-Level 

At the societal level, inadequate emotional support from the family and commu-
nity was a noteworthy women’s perception barriers to PMTCT. It is hence ne-
cessary that the family and community provide support with household chores 
and childcare while the women are attending the PMTCT services. This can be 
improved by involving family and community members in PMTCT services. In 
addition, families and communities should be sensitized to create an enabling 
environment for the women attending postnatal PMTCT programme. 
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