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Abstract

Nigeria has the highest number of new HIV infections worldwide and Benue State was reported to have the highest HIV
Prevalence in the country. These may partly be due to low coverage of Prevention-of-Mother-to-child-transmission services
in private hospitals. Prevention-of-Mother-to-Child-Transmission outlets are concentrated in public facilities but many
people patronize private hospitals. This study assessed Prevention-of-Mother-to-Child-Transmission Service provision by
private hospitals in Makurdi. A Cross sectional survey of 12 (private-for-profit) registered hospitals with facilities for
antenatal and delivery care was carried out. Information was obtained using structured questionnaires. All hospitals
performed HIV testing. Six (50%) routinely counseled all pregnant women for testing. Eight (66.7%) offered Prevention-of-
Mother-to-Child-Transmission Services. Four (33.3%) had staff trained in Prevention-of-Mother-to-Child-Transmission but
one hospital where only midwives were trained did not provide Prevention-of-Mother-to-Child-Transmission Services. Five
(41.7%) of the hospitals gave antiretroviral prophylaxis, none had facilities for CD4 count or viral load. A total of 4(50%) of
the facilities provided care for infants but only one collected samples for early infant diagnosis. Service delivery appeared to
be influenced by cost and staff training. Gaps in service delivery included lack of routine HIV testing, inadequate ARV
prophylaxis, inadequate care and support to infants and family members, limited laboratory capacity and use of obstetric
procedures which could increase transmission. Private health facilities need support from governments and international
partners. Care must be taken to involve medical directors of hospitals in training, provide regular updates about protocols and
linkages with other organizations offering services they lack. This would increase service coverage, improve quality of
services and source data on Prevention-of-Mother-to-Child-Transmission Services.
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Introduction

In 2011, a Global Plan was launched to reduce the
number of new HIV infections via mother-to-child

living with HIV, 2,215,130 AIDS related deaths
annually and 2,229,883 total AIDS orphans.® In 2001,

transmission by 90% by 2015.'In 2015, six priority
countries (Botswana, Mozambique, Namibia, South
Africa, Swaziland and Uganda) met the Global Plan
target of reducing mother-to-child transmission by
90%.2 However in Nigeria, the most populous country
in Africa only 36% of HIV infected pregnant women
received antiretroviral (ARV) drugs and new child
HIV infections declined by just 21%.® with an
estimated 41,000 children becoming infected with
HIV.“Nigeria, with a population of 162, 265,000, has
one of the highest HIV and AIDS epidemic burdens
worldwide.® It has a generalized epidemic with a
prevalence of 4.1%’, an estimated 3.1 million persons

the country adopted the United Nations General
Assembly Special Session goal of reducing the
proportion of infants infected with HIV by 20% by
2005 and 50% by 2010. However, with approximately
60,000 new paediatric HIV infections in 2012, it was
obvious that these goals were not achieved and
Nigeria accounts for 30% of the global PMTCT gaps.’
Though the country has made some progress in the
expansion of Prevention of Mother-to-child-
transmission (PMTCT) services, critical bottlenecks
still exist that impede availability and access to these
services. Following the launch of the Global Plan
towards the elimination of new HIV infections among
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children (eMTCT)." and the alignment of the
National eMTCT Scale-up Plan to the global
elimination targets, the Nigerian response has
increased its focus on its PMTCT programme. In
order to achieve the United Nations Global Plan target
of eliminating new HIV infections in children.**** The
National Agency for the Control of AIDS (NACA)
has advocated for decentralization of PMTCT services
to include private and rural health facilities. This is
because despite the rapid expansion of public sector
highly active antiretroviral (ARV) treatment
programs, the private sector also continues to treat
patients for HIV/AIDS. In December 2005, the WHO
estimated that about 21% of those receiving ARV
therapy (ART) in six high-prevalence African
countries (South Africa, Namibia, Botswana, Nigeria,
Kenya, and Uganda) were being treated in the private
sector.”® Benue State (one of the 36 states in Nigeria),
has one of the highest HIV prevalence rates'* among
pregnant women attending antenatal clinics (ANC) in
Nigeria.

Prevalence rates rose from 10% in 2005, 10.6% in
2008, and 12.7% in 2010". Non-involvement of many
private hospitals and rural health facilities in the
provision of PMTCT services has been identified as a
major challenge to PMTCT intervention in the state™.
If new HIV infections among children are to be
eliminated and the set targets attained in Nigeria,
greater effort needs to be made to increase PMTCT
coverage. The private sector offers various
HIV/AIDS services but is often overlooked in
HIV/AIDS programs and governments and
international donors have concerns about the quality
of care they provide. Information on PMTCT service
provision is useful in planning strategies to increase
PMTCT coverage. The aim of this study was to assess
PMTCT service provision by formal private health
practitioners in Makurdi the capital of Benue state -
specifically, to determine which PMTCT services they
provide and identify gaps in service delivery. It is
hoped that the findings would assist policy makers
develop strategies that could improve PMTCT
services and increase coverage not just in Nigeria but
wherever private providers offer PMTCT services.

Materials and Methods

The study was carried out in 2010 in Makurdi the
capital of Benue state as part of a project funded by
World Bank Assisted HIV/AIDS Fund (HAF 3).
Makurdi has a comprehensive centre for HIVV/AIDS
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situated in a government health facility. The centre
provides free PMTCT services for adults and children
as well as specialised laboratory services. Yet as in
other parts of the country, a proportion of the
population in Makurdi utilize private health providers.
Twelve hospitals situated in different parts of Makurdi
were randomly selected from a list of 500 health
facilities supplied by the Benue State Ministry of
Health. Only private-for-profit secondary level
hospitals which were registered with the State
government, and which had facilities for antenatal
care and delivery were studied. The tool used for
assessment was a structured questionnaire which was
given to the Medical Director of each hospital to fill.
He was allowed to consult staff of his hospital. The
questionnaire was adapted from that used by UNICEF
for mapping and assessment of PMTCT sites in
Nigeria and the Family Health International (FHI)
Institute for HIV/AIDS PMTCT Assessment. It
included questions about standard PMTCT
interventions including HIV counseling and testing of
pregnant women; administration of ARV prophylaxis;
counseling about nutrition and safe infant feeding
options; use of safe obstetric practices; diagnosis and
treatment of opportunistic infections; infant care
including facilities for early infant diagnosis; family
planning services, services available for care and
support of family members. There were also questions
about Human resource availability, training of health
workers, laboratory services and cost of services.
Hospitals offering PMTCT services were classified
into two categories.

Group A — Those reporting that at a minimum, they
offer HIV testing and counseling on nutrition and/or
infant feeding, but do not provide ARV prophylaxis
for HIV positive women.

Group B- Those reporting that at a minimum, they
offer testing and ARV prophylaxis for HIV positive
women.

Data analysis
Data from the questionnaire was analyzed using SPSS
version 16 (SPSS Inc., Chicago, IL, USA).

Results

PMTCT services offered

Eight (66.7%) offered various PMTCT services. Three
(37.5%) of these 8, were classified as group A while
5(62.5%) were classified as Group B. Three (37.5%)
hospitals (all of which were group B hospitals) had
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various staff trained in PMTCT. These were doctors,
midwives, nurses, and laboratory staff). In contrast
none of the group A hospitals had staff trained in
PMTCT. All hospitals offered HIV testing (most rapid
testing) but none had facilities for western blot, CD4
count determination, viral load or Polymerase Chain
Reaction (PCR).

Table 1: Fees-for-service charged by the hospitals

Service Charge

HIV testing N300-N3,000
ANC Booking N400-N4,000
ANC Revisit N100-N3,500

Normal delivery fees
Caesarean section fees

N2,500-N10,000
N25,000-N50,000

Table 2: Prevention of Mother-To-Child-Transmission (PMTCT) service provision

Service Group A hospital Group B hospital Total
n=3 n=5 n=8 (%)
a. Staff trained in *PMTCT 0 3 3(37.5)
b.  Counselling
Couple counselling for HIV testing 1 4 5(62.5)
Nutrition counselling 3 4 7(87.5)
Infant feeding counselling 1 4 5(62.5)
Infant feeding counselling to family members 1 1 2(25)
¢.  Clinical care for women
Antiretroviral prophylaxis 0 5 5(62.5)
ARV for treatment 0 1 1(12.5)
Treatment of Tuberculosis 0 3 3(37.5)
Screening/Treatment of **STI 3 4 7(87.5)
Caesarean delivery 1 4 5(62.5)
Family planning services 3 4 7(87.5)
d.  Care for infants
Antiretroviral prophylaxis 0 2 2(25)
Cotrimoxazole prophylaxis 0 2 2(25)
Dried Blood Sample collection (DBS) 0 1 1(12.5)
Growth monitoring 0 1 1(12.5)
e.  Lab. services
HIV testing 3 5 8(100)
CD4 count Estimation 0 0 0(0)
Polymerase Chain Reaction (PCR) 0 0 0(0)
Viral load 0 0 0(0)
f.  Support services
Emotional 2 1 3(37.5)
Spiritual 2 1 3(37.5)
Support groups 0 1 1(12.5)
Home based care 0 0 0(0)
Food support 0 0 0(0)
Income generation 0 0 0(0)
Legal services 0 0 0(0)
Orphans Vulnerable Children — OVC 1 0 1(12.5)

*PMTCT-Prevention of Mother-To-Child-Transmission**STI — Sexually Transmitted infections,

Care of HIV exposed infants

The result shows a total of 4(50%) facilities, all in
group B providing clinical care to HIV exposed
infants. provided clinical care to HIV exposed infants.
Care consisted of ARV prophylaxis, cotrimoxazole
syrup and vitamin preparations. Only one hospital
collected Dried Blood Samples (DBS) for early infant
diagnosis (EID). Advice about infant feeding
consisted mainly of use of infant formula but
information was also given about other options
(exclusive breast feeding with early cessation, heated
expressed breast milk, wet nursing or animal milk).

Family planning

Most hospitals 7(87.5%) providing PMTCT services
also provided family planning services (commonly
condoms, and intrauterine contraceptive devices
(IUCDs). The cost of IUCDs was not covered by the
NHIS.

Support services

A few hospitals offered emotional and spiritual
support but none had home based care, food support,
or advice about income generation or legal services.
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Discussion

Most 8 (67%) of the private-for-profit hospitals
offered various core PMTCT interventions. However
despite their potential capacities, it appeared that the
comprehensiveness of their services was constrained
by cost and training of staff. Gaps in service delivery
included lack of routine HIV testing of all pregnant
women, inadequate or no ARV prophylaxis,
inadequate care and support of infants and other
family members, limited laboratory capacity and
obstetric procedures which could increase MTCT.

Despite the effectiveness of the highly active
antiretroviral therapy in suppressing viral replication,
restoring immune functions,*"*® extending survival
and reducing HIV/AIDS-related morbidity in African
populations.®*?*# Only 1(12.5%) of the surveyed
facilities provided adequate ART for PMTCT. The
landmark initiation of the antiretroviral therapy
programme by the Federal government of Nigeria in
2002 did not only increase access and uptake of
treatment for eligible Nigerians living with HIV but
transformed HIV from a fatal disease to a chronic
disease in the country.”*® Increasing the number of
individuals receiving antiretroviral therapy (ART) is
the current priority of the Nigerian Government.?* All
the surveyed facilities had maternal and child health
services which could be used for PMTCT integration.
Thus women not accessing care in the public sector
could benefit from PMTCT services if offered in
private hospitals. Having private health care providers
on board would alleviate patient load on public
facilities, provide services at shorter waiting times,
reduce patient’s stigmatization, and provide more
flexible appointment scheduling.®?%#"*#% Until the
dramatic fall in prices of antiretroviral (ARV) drugs
after the Thirteenth International AIDS Conference in
2000 and the advent of major donor funding for public
ARV treatment programs, such as the President’s
Emergency Plan for AIDS Relief (PEPFAR) and the
Global Fund to Fight AIDS, Tuberculosis, and
Malaria (Global Fund), the private sector was the only
source of highly active ARV treatment (HAART) in
most African countries®® The introduction of ART
services in Nigeria has significantly impacted
positively on the overall wellbeing of People living
with HIV/AIDS (PLHIVs).*' In 2004, expanding
access to treatment through free antiretroviral therapy
(ART) was adopted as one of the measures which
could extend and improve the quality of lives of
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people living with HIV especially in low- and middle-
income countries.

However training of health workers appeared to affect
provision of ARV e.g. group A hospitals which did
not have staff trained in PMTCT service provision did
not administer ARVS.

Another major service gap was that many hospitals
did not provide care for HIV exposed infants. Care
includes early infant diagnosis (EID) which identifies
infected infants and increases their survival. As only
one hospital collected Dried Blood Samples (DBS),
the possibility of infected infants being diagnosed
early was limited. It was outside the scope of the study
to determine what happened to these children but
PMTCT programs often report that many HIV
exposed infants are lost to follow up.*** There is need
to determine if such loss could be minimized through
assisting private hospitals to provide EID and
improve infant care in the first few months. DNA-
PCR used for EID is only available in specialized
laboratories but hospitals could be encouraged to
collect dried blood samples (DBS) which would then
be sent to a regional laboratory.

The study provides information about PMTCT service
provision by private health establishments but was
limited to those registered by the state government.
Their responses may or may not be representative of
other health providers who were not registered and
thus not regulated by the authorities. Further the study
did not determine if there was a difference between
reported and actual practices.

It is recommended that PMTCT programs be
expanded to include formal private health providers so
as to increase coverage of PMTCT. However it should
be realized that the facilities charged for services
because they had to buy commodities. If governments
and international partners could subsidize costs of
services, provide training, ARVS, access to specialized
laboratories and care and support programs, this
would improve the quality of services the facilities
provide. Regular updates of guidelines are also
needed as well as linkages to organizations that offer
support services which most of the private health
providers were unable to provide. Research involving
a larger number of providers is needed to determine
other factors that may be associated with service
provision.

J. Biomed. Res. Clin. Pract., Vol.1. No.2, 2018.

OAJ. pg. 173..




Conclusion

Private health facilities should be supported by the
government and international partners to implement

PMTCT

interventions. This will facilitate the

attainment of the Federal Government’s goal of
increasing the coverage of PMTCT/ART/HIV services
in the country.
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