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ABSTRACT

Background: Promoting the maternal health of pregnant women who are living with human immunodeficiency 
virus (HIV; [PWLH]) is key to reducing maternal mortality and morbidity. Thus, inadequate birth preparedness 
plans, non-institutional delivery, and status concealment among PWLH contribute to the spread of HIV 
infection and threaten the prevention of mother-to-child transmission (PMTCT). Therefore, this study aimed 
to assess the birth preparedness plan and status disclosure among PWLH, as well as the prevalence of HIV 
infection among pregnant women.

Methods: The study adopted a descriptive cross-sectional research design; a quantitative approach was used 
for data collection. Three healthcare facilities that represented the three levels of healthcare institutions and 
referral centers for the care of PWLH in the Ibadan metropolis were selected for the recruitment process. 
A validated questionnaire was used to collect data from 77 participants within the targeted population. 
Ethical approval was obtained prior to the commencement of data collection.

Results: The prevalence rate of HIV infection among the participants was 3.7%. Only 37.1% of the 
participants had a birth preparedness plan. A total of 40% of the participants tested for HIV, because testing 
was compulsory for antenatal registration. Only 7.1% of the participants had their status disclosed to their 
partners. Although 90% of the participants proposed delivering their babies in a hospital, only 80% of these 
participants had their status known in their proposed place of birth.

Conclusion and Global Health Implications: The prevalence of HIV infection among pregnant women 
is very low, which is an indication of improved maternal health. However, the level of birth preparedness 
plan and status disclosure to partners are equally low, and these factors can hinder PMTCT. Institutional 
delivery should be encouraged among all PWLH, and their HIV status must be disclosed at their place of 
birth.
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1. Background and Introduction
The human immunodeficiency virus (HIV) can be 
transmitted from an HIV-positive woman to her 
child during pregnancy, childbirth, and breastfeeding. 
This mother-to-child transmission accounts for 
most infections in children.1 If a pregnant woman is 
living with HIV without treatment, the likelihood of 
the virus passing from mother to child is 15% to 45%. 
However, antiretroviral treatment (ART) and other 
interventions can reduce the risk to below 5%.2 
Meanwhile, HIV continues to be a major cause of 
maternal and infant mortality and morbidity in sub-
Saharan Africa.3,4,5 However, prevention of mother-
to-child transmission (PMTCT) of HIV strategies has 
proven to be effective in decreasing the number of 
children infected in utero, intrapartum, and during 
the breastfeeding period, with significant potential 
for improving maternal and child health.6

Nigeria, along with 22 other countries around the 
world (the vast majority of which are in sub-Saharan 
Africa), contributes 73% of the global women infected 
with HIV. Hence, the prevalence of HIV infection 
among pregnant women in these countries could 
rise. Thus, Nigeria is classified as a high priority for 
PMTCT.7 Therefore, adequate PMTCT services are 
needed in Nigeria to prevent HIV infections among 
pregnant women and children.8 These PMTCT 
services include access to antiretroviral therapy 
(ART) by PWLH, an adequate birth preparedness 
plan, institutional delivery, and counseling on HIV 
status disclosure.

The birth preparedness plan was recommended 
by the WHO as part of the package of essential 
services for high-quality care for PWLH.9 The birth 
preparedness plan encompasses an adequate birth 
plan, post-partum follow-up plan, breastfeeding 
plan, family planning plan, and breastfeeding plan. 
This birth preparedness plan is expected to be 
documented and discussed between the skilled care 
providers and the client. It also ensures institutional 
delivery, which eventually can be used to promote 
PMTCT and improve maternal health. However, 
several barriers to PMTCT have been observed 
in sub-Saharan Africa. These barriers commonly 
relate to the implementation of the recommended 

package of essential services for high-quality care for 
PWLH. Individual, social, and structural factors are 
all important determinants of PMTCT success, with 
stigma, difficulties with partner disclosure, perceived 
compulsory testing, confidentiality issues, and 
inadequate counseling being considered as major 
themes in recent studies.10

Studies have shown that disclosure of one’s 
HIV status is important in the prevention of HIV 
transmission, the early treatment and care of 
partners, and improved retention in PMTCT and 
ART programs.11 Also, it is acknowledged that the 
disclosure of one’s HIV status is complex, and 
therefore, healthcare providers who are working 
with PWLH need to give appropriate counseling, 
support, and skills that will enable PWLH to share 
results with their partners or significant others.12 
The prevalence of HIV disclosure to partners varies 
between settings and populations.11 Studies from 
developed countries reported a very high level of 
HIV status disclosure,13 while the level is lower in 
sub-Saharan Africa.14,15 However, women reported 
fear of disclosure due to fear of being rejected 
and abandoned, fear of being blamed, fear of being 
considered unfaithful, fear of physical abuse, fear of 
divorce, stigma, and fear of violence from partners as 
barriers to disclosure.11

Therefore, the researchers sought to identify 
information on the prevalence of HIV infection 
among pregnant women, as well as status disclosure 
among PWLH, considering that many interventions 
which have been implemented to improve status 
disclosure to reduce the spread of the infection 
and to improve PMTCT. Also, there is a dearth of 
information on the level of birth preparedness 
plans among PWLH. Hence, there is a need to have 
such information to be able to plan interventional 
programs that will further ensure PMTCT in Nigeria.

1.1. Objective of the Study

This study aimed at assessing the following factors 
among PWLH:

1. Birth preparedness plan among pregnant wom-
en living with HIV who are receiving antiretrovi-
ral therapy;



Pregnant Women with an HIV Birth-Preparedness Plan and Status Disclosure

3 of 10 Int J MCH AIDS 2023;12(1):e613. https://doi.org/10.21106/ijma.613 www.mchandaids.org

2. Status disclosure among pregnant women living 
with HIV who are receiving antiretroviral thera-
py; and

3. Prevalence of HIV infection among pregnant 
women receiving skilled antenatal care in select-
ed hospitals.

2. Methods
2.1. Study Setting

Three healthcare facilities, representing the three 
levels of care (i.e., primary, secondary, and tertiary) 
and as the referral centers for the care of pregnant 
women living with HIV in the Ibadan metropolis, 
Oyo State, Southwest Nigeria, were selected for 
respondent recruitment. These healthcare facilities 
were the Primary Health Center, Agbongbon; 
Adeoyo Maternity Teaching Hospital (AMTH); and 
University College Hospital, all located in Ibadan. 
Ibadan comprises all major tribes in Nigeria – Hausa, 
Igbo, and Yoruba, but the predominant tribe is the 
Yoruba ethnic group.

2.2. Study Design

The researchers adopted a descriptive cross-
sectional study design, and a quantitative approach 
was used for data collection. This study was designed 
to assess the status disclosure and birth preparedness 
plan among pregnant women living with HIV who 
were receiving antiretroviral therapy in Ibadan.

2.3. Study Population

Pregnant women living with HIV who have 
registered for antenatal care and were receiving 
the antiretroviral drug at the selected healthcare 
facilities were recruited for the study.

2.4. Sampling Technique

Three healthcare facilities that represented the 
three levels of healthcare in Nigeria and had 
facilities for PMTCT care, which were supported 
by the President’s Emergency Plan for AIDS Relief 
(PEPFAR), were purposively selected for the study. 
Likewise, all registered pregnant women at the 
PEPFAR clinic during the period of data collection 
were purposively recruited for the study.

2.4.1. Sample size calculation

Based on the proportion of HIV infection among 
pregnant women in a previous study in Nigeria 
(Charan et al.16), the following formula was used in 
calculating the sample size:

n = Z1-
α

/2
2p(1-p)/d2;

n = sample size;
Z1-

α
/2 = standard normal variate = 1.96 (at 5% type 1 
error);

p = Expected proportion in population based on 
previous studies or pilot study = 4.8% (Anyaka 
et al., 2016);

d = absolute error or precision = 5%;
n = 70.

2.5. Instrument

The researchers adopted a semi-structured/
structured questionnaire from the Monitoring Birth 
Preparedness and Complication Readiness (BPCR) 
Tools and Indicators for Maternal and Newborn 
Health developed by the Johns Hopkins Program for 
International Education in Gynecology and Obstetrics 
(JHPIEGO)17 and the “Package of Essential Services for 
Pregnant Women Living with HIV by the World Health 
Organization. 9 The instrument was modified by the 
authors following a rigorous review of the literature 
based on relevance to the study and the study setting.

Validity and Reliability of Instrument: The 
Monitoring BPCR instruments and indicators for 
maternal and newborn health, and the Package of 
essential services for pregnant women living with 
HIV were transformed into a validated instrument 
(that is a semi-structured/structured questionnaire). 
Researchers, clinicians (practitioners), and 
statisticians in the fields of reproductive, maternal, 
and child health collaborated to modify the 
instrument. The instrument was also revised based 
on reviewers’ feedback and outcomes from the pilot 
test. The reliability of the instruments was conducted 
to assess the psychometric properties and ensure 
the adaptability of the instrument to the study 
setting. A test-retest-reliability test was conducted. 
The results of the reliability tests were found to be 
0.8. Hence, the instrument was deemed reliable.
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2.6 Procedure for Data Collection

The researcher and the two trained research 
assistants visited the study site and related the 
objectives of the study to the PEPFAR staff. The 
arrangement was made on how to use the PMTCT 
support group platform for targeted participant 
recruitment. The participants were informed of the 
objectives of the study. The interviewer-administered 
questionnaire was administered face-to-face to 
the participants. Respondents were guided by the 
researcher and trained research assistants in the 
questionnaire completion.

2.7. Method of Data Analysis

A preliminary quality check of the questionnaires 
was performed for errors. The data were cleaned, 
coded, and entered into Statistical Package for Social 
Sciences (SPSS) version 22 (IBM). Frequency and 
percentages were used to summarize the results of 
the descriptive statistics. Mean and standard deviation 
were used to summarize continuous variables. 
Tables and Figures were used in presenting some 
of the results. The statistical significance was set at 
p < 0.05. The study was approved by the University 
of Ibadan/University College Hospital (UI/UCH) 
Ethics Review Committee and the Oyo State Ethics 
Review Committee. The study objectives and the 
research purpose were explained to the participants. 
Participants voluntarily accepted participation and 
gave informed consent. Participants were assured of 
the confidentiality of the information they provided 
as part of the study.

3. Results
3.1. Socio-demographic Characteristics

Most of the participants who participated in the 
study were less than 40 years of age. The age range 
of the respondents was 30-39 years (60%), while the 
mean age was 34 years + 5.8 Standard Deviation 
(SD). Only 1.4% of the participants were teenagers, 
while 15.7% of the participants were older than 
40 years. Most of the participants had formal 
education (47.1%) and received secondary school 
education and/or tertiary education (52.9%). Most 
participants had a previous pregnancy experience, 
while 15.7% of the participants were experiencing 

pregnancy for the first time. The percentage of 
the participants who registered for antenatal care 
in the third trimester was slightly more than their 
counterparts who registered in the second trimester 
(45.7% vs. 44.3%), respectively. Table 1 shows details 
of the socio-demographic characteristics of the 
respondents.

3.2. Birth Preparedness Plans

In all, 90.0% of the participants had identified a 
healthcare facility, either a private or public, as their 
proposed site of delivery and preparation for birth. 
However, 20% of the participants chose to have 
their delivery at a healthcare facility where their HIV 
status was unknown. A total of 82.9% and 62.9% of 
the participants had post-partum follow-up plans and 
family planning strategies, respectively. Also, 51.4% of 
the participants reported having a birth plan, but 
only 20% of the participants documented their plan 
as reported. Overall, 37.1% of the participants had a 
good birth preparedness plan (Table 2).

3.3. HIV Disclosure Status

The study found that 40.0% of the participants 
tested for HIV because it was compulsory for 
antenatal registration. However, 14.3% reported that 
they voluntarily tested for HIV and were aware of 
their status before antenatal registration (Figure 1). 
We found that 61.4% of the participants disclosed 
their HIV status to either their mothers or siblings, 
while 7.1% of them disclosed their status to their 
husbands/partners (Figure 2).

3.4. Prevalence of HIV Infection

Table 3 shows the number of antenatal registrations 
and the number of HIV-positive women enrolled 
from April 2021 to March 2022 across the three 
levels of healthcare institutions. A total of 1,375 
pregnant women enrolled for antenatal care at the 
University College Hospital (UCH); and 120 of them 
were HIV positive. About 3,158 pregnant women 
enrolled for antenatal care at Adeoyo Maternity 
Teaching Hospital (AMTH) during the same period; 
70 of them were HIV positive after testing. Lastly, 
963 pregnant women enrolled for antenatal care at 
the Primary Healthcare Center, Agbongbon, during 
the same period, and only 12 of them were found 
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Table 1: Socio‑demographic characteristics of the 
study participants

Socio‑demographic 
characteristics

Frequency 
(N = 70)

Percentage 
(%)

Age group
less than 20 years 1 1.4
20-29 years 16 22.9
30-39 years 42 60.0
40-49 years 11 15.7

Marital status
Single 3 4.3
Married 66 94.3
Separated 1 1.4

Highest level of  
education attained

No formal education 3 4.3
Primary school 4 5.7
Secondary school 33 47.1
Tertiary 30 42.9

Religion
Christianity 43 61.4
Islam 27 38.6

Ethnicity
Yoruba 60 85.7
Other 10 14.3

Occupation
Trading 42 60.0
Artisan 14 20.0
Civil servants 9 12.9
Student 2 2.9
Unemployed 2 2.9
No response 1 1.4

Income (#)
No income 1 1.4
1-30,000 41 58.6
31,000-60,000 15 21.4
61,000 – 90,000 2 2.9
91,000 – 120,000 2 2.9
121,000 – 150,000 7 10.0
No response 2 2.9

Gravidity  
(Number of Pregnancy)

Primigravida (one Pregnancy) 11 15.7
Multigravida  
(more than one pregnancy)

59 84.3

Estimated Gestational age  
at antenatal registration

First trimester 7 10.0
Second trimester 31 44.3
Third trimester 32 45.7

to be HIV positive after testing. Therefore, a total of 
5,496 pregnant women enrolled for antenatal care 
at the selected healthcare facilities, and 202 of them 
tested HIV positive during the study.

The prevalence of HIV infection was 3.7%. To 
derive the prevalence, the number of people in 
the sample with the characteristic of interest was 
divided by the total number of people in the sample 
and multiplied by 100. Based on our study, the total 
number of new cases was 202; the total population 
was 5,496.

4. Discussion
This study reported that one-tenth of the 
participants who participated in this study proposed 
to have their childbirth outside of a healthcare 
facility. However, one-fifth of the participants did 
not disclose their HIV status at their proposed 
place of birth. The results are worrisome because 
most non-institutional deliveries in Nigeria do not 
have skilled birth attendants.18 Hence, this factor 
may contribute to increases in the spread of HIV 
infection and mother-to-child transmission. More so, 
this category of women who proposed to deliver 
outside the hospital did not disclose their HIV status 
at their proposed place of birth. HIV testing is not 
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Figure 1: Reasons for HIV screening/testing among participants

Table 2: Birth preparedness plan of participants

Birth 
preparedness plan

Frequency 
(N)

Percentage 
(%)

Good 26 37.1

Poor 44 62.9
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guaranteed in almost all non-institutional deliveries 
in Nigeria. Hence, both the birth attendants and 
newborns could be infected with HIV in the 
process of childbirth. Therefore, interventions, 
programs, counseling, and other efforts that ensure 
institutional delivery for all PWLH in Nigeria and 
other developing countries are recommended.

After assessing the overall birth preparedness 
plan of the participants who received ART, the 
result showed that most of the participants had 
poor birth preparedness plans, which implies that 
many of the participants may have unplanned home 
delivery. Unplanned home delivery has been linked 
to inadequate birth preparedness.20 Unplanned 

home delivery could further increase the spread 
of HIV through mother-to-child transmission, and 
PMTCT may not be achieved. Also, less than half of 
the participants had good birth preparedness, which 
could be due to poor knowledge and low income, 
since most of the participants were petty traders and 
artisans who could not afford to adequately prepare 
for birth. Although there is limited information 
in the literature about birth preparedness plans 
among PWLH, studies20,21 conducted among 
pregnant women in Nigeria reported low birth 
preparedness. Hence, there is a need for integrating 
BPCR education into routine prenatal education, 
especially counseling of PWLH. More importantly, 
documentation of birth preparedness plans among 
PWLH could yield a better pregnancy outcome and 
further strengthen PMTCT.

The study findings show that a higher percentage 
of the participants tested for HIV because testing 
was compulsory for antenatal registration. However, 
the least percentage was recorded by those who 
did voluntarily test for HIV; they were aware of 
their status before antenatal registration. In this 
study, antenatal registration was the most influential 
factor regarding the decision for HIV testing during 
pregnancy, since testing was a criterion for antenatal 

Table 3: Prevalence of HIV infection among participants

Month/Year UCH AMTH PHC

ANC 
Registration

HIV Treatment 
Enrolment

ANC 
Registration

HIV Treatment 
Enrolment

ANC 
Registration 

HIV Treatment 
Enrolment

April 2021 116 11 239 8 88 1

May 2021 28 12 226 7 83 1

June 2021 111 8 246 5 87 1

July 2021 120 2 245 5 84 1

August 2021 94 11 242 5 85 1

September 2021 96 9 294 2 67 1

October 2021 124 10 257 5 71 0

November 2021 129 10 255 6 92 1

December 2021 159 7 293 6 68 1

January 2022 156 12 250 10 77 1

February 2022 135 14 293 6 88 2

March 2022 107 14 318 5 73 1

TOTAL 1375 120 3158 70 963 12

Data source: Records from University College Hospital, Adeoyo Maternity Teaching Hospital, and Primary Healthcare Centre, Agbongbon.
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registration. This finding implies the importance of 
antenatal registration with a skilled care provider in 
healthcare facilities to conduct PMTCT. This finding 
is also supported by Ejigu et al.22 who described 
HIV testing at antenatal registration as an entry 
point to PMTCT and therefore recommended 
integrating HIV testing into antenatal care services. 
This finding is also consistent with findings in a 
previous qualitative study in Sudan.23 Thus, training 
and sensitizing antenatal care providers to promote 
HIV testing at antenatal registration will facilitate 
care provider-initiated HIV testing among pregnant 
women, thereby promoting PMTCT.

Disclosure of HIV status promotes access to 
care, PMTCT, and ART adherence, especially among 
pregnant women.11 The methods are entry points 
for successful ART treatment. In this study, more 
than half of the participants had disclosed their 
HIV status to either their mothers or siblings. 
However, less than one-tenth of the participants 
disclosed their status to their spouses. Spousal 
disclosure is associated with increased support, 
including support for regular clinic attendance and 
ART adherence.24,25 Although relatively uncommon, 
lack of disclosure and fear of stigma were major 
barriers to ART adherence. Some women may 
not disclose their status for fear of losing support 
from their partners. This finding corresponds with 
a qualitative study in a similar setting where the 
fear of disclosure among HIV-positive women was 
influenced by their economic dependency on men, 
among other factors.26

A previous study identified the largest barrier 
to spousal disclosure, which was fear of negative 
outcomes, especially divorce. Disclosure is a process 
that requires preparedness and time, as described 
in the process-oriented framework or disclosure 
processes model.27 It is thus, not surprising that 
disclosure increased over time.28 Similar to previous 
studies performed in the general population, women 
in this study had better disclosure to their spouses, 
mothers, and sisters as opposed to their fathers 
and brothers.28 The spousal disclosure in this study 
was low when compared to disclosure to mothers 
and sisters or other family members. This finding is 
contrary to another study in Nigeria, which showed 

that two third of the participants disclosed their 
HIV status to their partners following antenatal HIV 
testing.29,30 Therefore, disclosure of HIV status to 
partners will promote spousal support. This finding 
is also supported by Chirambo et al.31 Spousal 
support could be in the form of transportation and 
ART reminders, which may enhance medication 
adherence.

Similarly, having a sexual partner who has been 
tested makes it easier for women to disclose their 
HIV status.30, 32 Interventions to enhance HIV status 
disclosure and partner support should address 
women’s fears and support for partner testing. 
These interventions may include efforts to foster 
family support groups. Batte et al.30 reported that 
women made various attempts to disclose and 
encourage their partners for testing, with varying 
levels of success. A spousal test could be a point 
of intervention for PMTCT services, as spousal 
disclosure increases women’s participation in 
PMTCT programs.33 In addition to improving 
PMTCT programs, disclosure, and partner testing 
at antenatal registration may support care for HIV-
infected partners.

This study showed a low prevalence of HIV among 
pregnant women who received skilled antenatal 
care. The finding further stresses the importance 
of receiving skilled care during pregnancy. Antenatal 
care visits strengthen data collection that will be 
used for informing necessary interventions for 
positive pregnancy outcomes. The low prevalence 
of HIV among participants in this study is similar to 
what was found in meta-analysis data from 19 African 
studies.34 However, the prevalence in this current 
study was approximately one-third compared to 
what was found in another study in Nigeria, which 
was 13 years before this current study.35 The 
finding implies that the prevalence is decreasing 
with increasing years in Nigeria. Nonetheless, the 
identified prevalence in this study was higher and 
even double the prevalence in another study36 
conducted in Lesotho, despite Lesotho being a 
country with a high burden of HIV infection among 
women of reproductive age. Therefore, much needs 
to be done to reduce HIV infection among pregnant 
women in Nigeria.
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5. Conclusion and Global Health Implications

The main reason for HIV testing among the 
participants was antenatal registration, which was 
one of the successes of the integration of HIV 
screening into antenatal care. The HIV prevalence 
among the participants was low, and efforts 
should be made to sustain this. However, the birth 
preparedness plan among the participants was low, 
the level of status disclosure to partners was low, 
and not all the participants proposed to deliver 
their babies to the hospital where their HIV status 
was known. These decisions may potentially militate 
against PMTCT and HIV transmission. Therefore, 
interventions to improve PMTCT among PWLH 
are recommended at all levels of healthcare 
institutions.

5.1. Limitations of the Study

This study has a number of limitations. The 
researchers had a limited study period; hence, 
they could not recruit many participants for the 
study. This factor also limited the data analysis. 
Therefore, a large sample size is suggested for 
further studies.
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