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Abstract

Introduction: Policies for rationing antiretroviral therapy (ART) have been subject to on-going ethical debates. Introduced in
Malawi in 2011, Option B+ prioritized HIV-positive pregnant women for lifelong ART regardless of the underlying state of
their immune system, shifting the logic of allocation away from medical eligibility. Despite the rapid expansion of this policy,
we know little about how it has been understood and interpreted by the people it affects.

Methods: We assessed awareness and perceived fairness of the prioritization system for ART among a population-based
sample of young women (n = 1440) and their partners (n = 574) in southern Malawi. We use a card-sort technique to elicit
understandings of who gets ART under Option B+ and who should be prioritized, and we compare perceptions to actual ART
policy using sequence analysis and optimal matching. We then use ordered logistic regression to identify the factors
associated with policy awareness.

Results: In 2015, only 30.7% of women and 21.1% of male partners understood how ART was being distributed. There was
widespread confusion around whether otherwise healthy HIV-positive pregnant women could access ART under Option B + .
Nonetheless, more young adults thought that the fairest policy should prioritize such women than believed the actual policy
did. Women who were older, more educated or had recently engaged with the health system through antenatal care or ART
had more accurate understandings of Option B + . Among men, policy awareness was lower, and was patterned only by
education.

Conclusions: Although most respondents were unaware that Option B+ afforded ART access to healthy-pregnant women,
Malawians support the prioritization of pregnant women. Countries adopting Option B+ or other new ART policies such as
universal test-and-treat should communicate the policies and their rationales to the public — such transparency would be
more consistent with a fair and ethical process and could additionally serve to clarify confusion and enhance retention.
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Introduction

Since the introduction of antiretroviral therapy (ART), there
have been vigorous debates over who should be prioritized
for access to these lifesaving medicines. These debates
have occurred in every context suffering an HIV epidemic
but are most relevant in sub-Saharan Africa (SSA), which
has the unfortunate distinction of being both the poorest of
world regions and home to two-thirds of all HIV-positive
people. This combination of characteristics means that
there has always been, and continues to be, insufficient
ART for all those in need.

Over the last decade, the context of ART in SSA has been
revolutionized. What was once out of reach for poor and
rural HIV-positive individuals has become widely available.
Nonetheless, generalized epidemics are still contexts of
tremendous demand for ART and limited supply, and policy-
makers continue to grapple with the ethical dilemmas
associated with developing and revising systems of triage
in a changing treatment landscape. Although the specifics

of triage have evolved considerably [1-3], the general pro-
blems of scarcity and uneven access have been constant:
where there is not yet universal access to ART, shifting
policies organize the persistent reality that extending treat-
ment to some means that others have to wait [4,5].
Consensus only recently solidified around the idea that
starting ART early was beneficial for an individual’s health
[6-10]. From 2002 until 2011, Malawi’s approach to distri-
buting ART was consistent with the strategy pursued by
most countries in the region: prioritize the sickest indivi-
duals for free ART [11,12]. Those with the most advanced
disease — measured symptomatically with WHO staging
criteria or CD4-count — received ART, but others whose
immune systems had yet to deteriorate found their places
on the ART registers only after having developed the same
gruesome symptoms they witnessed in their neighbours.
In 2011, Malawi introduced a radical new policy called
“Option B+” that provided lifelong access to ART to all HIV-
positive pregnant or breastfeeding women regardless of the
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underlying state of their immune system [13,14]. The shift
was meant to accomplish two goals: simplify the prevention
of mother to child transmission (PMTCT) protocols and end
the practice of frequently starting and stopping pregnant/
breastfeeding women on ART for PMTCT purposes, which
had become common in high fertility contexts and can
exacerbate drug resistance [13,14]. The move to prioritize
pregnant women through Option B+ was emblematic of a
broader, region-wide interest in universal test-and-treat
approaches [15] to enhance individual health [6-8], reduce
onward transmission [16,17], and simplify initiation proce-
dures [18]. Additionally, donors and policymakers have long
been sympathetic to women, viewed as a particularly vul-
nerable group and the focus of a disproportionate share of
HIV resources and programming [19-23].

Based on early indications of success in Malawi [24], the
WHO recommended Option B+ as global policy in 2012
[25]; since then nineteen other African countries have
adopted variants of the policy [26].

Throughout the rapid expansion of Option B+, there
have been relatively few voices of caution or critique.
Nonetheless, some have raised ethical concerns including
the risk of impinging upon access for immuno-compro-
mised men and non-pregnant women, the top-down nat-
ure of a policy developed with little-to-no input from
communities, and the speed with which it was adopted
and spread absent evidence of improved PMTCT out-
comes [27-30].

Disagreement over the priority structure for rationing
ART is inevitable [1,31,32], but there is ample guidance on
what constitutes an ethical process of priority setting for
the allocation of scarce health resources [4,33-36]. Daniels
and Sabin’s [35] accountability for reasonableness approach
to healthcare rationing argues that although experts will
disagree about the best way to distribute ART, fair proce-
dures are of tantamount importance, as the moral legiti-
macy requisite for rationing rests upon them. This requires
priority-setting policies like Option B+ to be transparent,
relevant to the populations affected, and open to revision
[31,32,34]. Applied to the dilemma of ART scarcity in
Malawi, transparency demands that the public be informed
of both the prioritization structure underlying distribution
and the rationale behind it. Relevance, on the other hand,
refers to involving stakeholders (i.e. those most affected by
policy) and implementing policies that reflect their
principles.

In this paper, we explore the “unevenness” of access to
ART [2] as perceived by young adults in southern Malawi.
We assess understandings of the ART prioritization system
under Option B+ and examine how the priorities of those
living amidst an epidemic align with those developed in
Geneva and Lilongwe.

Methods

Our data come from Tsogolo la Thanzi (TLT), a longitudinal
population-based study in Balaka, Malawi. The TLT-2015
sample followed women first interviewed in 2009, a

refresher sample of women first interviewed in 2012, and
the current male sexual partners of female respondents.
The original TLT sample was drawn as a simple random
sample of women aged 15-25 living within 7-kilometers of
Balaka’s main market, and the 2012 refresher sample was
drawn from the same sampling frame. Women were given
tokens for their male partners who could then enrol them-
selves in the study [37]. Surveys were administered face-to-
face in Chichewa by trained local interviewers in private
rooms at a central research centre. Our full analytic sample
consists of 1440 women and 574 male partners.

Prior to the 2015 survey, TLT conducted a brief audit of
all the clinics in the baseline catchment area offering
antenatal care services (n = 14). The vast majority of
these clinics began to implement Option B+ in 2011 or
2012 (n = 12), but two in the most rural outskirts of the
catchment area did not introduce the programme until
2013. By the time of the TLT-2015 survey, all antenatal-
care clinics in the area had been implementing Option B+
for at least 2 years, and our audit study indicated that
implementation was closely aligned with the Malawian
Ministry of Health guidelines.

In order to systematically investigate lay knowledge of and
opinions about ART policy in Malawi, we implemented an
interactive card sort exercise. During the course of the inter-
view, interviewers presented respondents with six physical
cards, each depicting a person with HIV (Figure 1). These six
individuals were a (i) sick man; (ii) healthy-looking man; (iii) sick
non-pregnant woman; (iv) healthy-looking non-pregnant
woman; (v) sick pregnant woman; and (vi) healthy-looking
pregnant woman. The interviewer then read the following
instruction in Chichewa:

Not everyone who is HIV-positive can get ARVs
right away. Since there are limited amounts, the
Balaka clinics have to prioritize some people over
others. There are six cards here that represent
different people; each one of them has HIV.
These six people are similar in every way except
for the differences you can see: man-woman,
healthy-unhealthy, pregnant-not pregnant.

Take a minute to look through the pictures on
these six cards. I’d like you to think about the
situation in the Balaka clinics right now and tell
me whether you think this person would definitely
get ARVs from the clinic now, maybe get ARVs
from the clinic, or probably not get ARVs.
Remember, all of these people have HIV. And
you sort these into three piles for: Definitely,
Maybe, and Probably not.

Next, respondents were asked to order the six cards, pla-
cing the person they thought most likely to get ART from
the clinics first and the person who would receive them last
on the other extreme with no ties allowed. Lastly, respon-
dents were reminded that what actually happens in clinics
is not always what one thinks should happen. Specifically,
they were instructed:
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Figure 1. Cards used for card sort module.

Sometimes what actually happens in clinics isn’t
what we think should happen. If it were up to you,
how do you think ARVs should be distributed?
Imagine a world where there are still shortages but
you are the one deciding how to distribute ARVs in
the most fair way. Who do you think should be the
first to receive them and who should be last?

Although the level of abstraction in this set of tasks is
high, TLT interviewers were thoroughly trained to intro-
duce and explain the task, and TLT respondents had
experience with card sort exercises from an earlier
wave of the study [38]. Our analysis of the fieldnotes
interviewers wrote after completing the section indicates
that only five of 2,014 respondents had difficulty under-
standing the task.

We use these data to describe how young Malawians think
ARVs are being distributed and how they think ARVs should be
distributed. We present results separately for men and women.
We then use sequence analysis [39,40] to depict the prevailing
perceived and ideal prioritization sequences for ART distribu-
tion and optimal matching [40] to measure understanding of
policy (operationalized as the proximity of perceived to actual
policy sequences). We use chi-squared tests to assess gender
differences and paired sample t-tests to measure distance
between sequences. Lastly, we use multivariable ordered logis-
tic regression to identify the correlates of awareness of ART
prioritization policy including age, urban residence, education,
HIV status/ART use, and an indicator of respondents’ (or for
men, their main partners’) current pregnancy or recent birth
(since January 2014). HIV status was based on HIV testing and
counselling services offered at the end of the survey (94%
acceptance), and ART use was self-reported.

Ethics

Tsogolo la Thanzi was approved by the Social and
Behavioral Sciences Institutional Review Board at The
University of Chicago and Malawi’s National Health

Healthy-looking
woman

Sick-looking
pregnant woman

Healthy-looking
pregnant woman

Sciences Research Committee. All study participants pro-
vided written informed consent.

Results

Respondents’ characteristics are described in Table 1.
Female respondents were between the ages of 21-31 in
2015, and their male partners were, on average, five years
older. 14.8% of women and 9.2% of men were HIV positive,
similar to national estimates (NSO and ICF Macro 2011).
More than half of HIV-positive women were on ART, while
just over one-third of HIV-positive men were receiving
treatment.

Figure 2 depicts lay perceptions of who gets ART by
gender. As a reminder, respondents were asked whether
the person represented on each of the six cards would
definitely receive ART (black), maybe receive ART (dark
grey), or probably not receive ART (light grey) at local

clinics. The unfortunate reality that supplies are
Table 1. Sample description, TLT-2015
Men
Women (partners)
Age, mean (SD) 25.6 (3.3) 31.0 (6.1)
Years of education, mean (SD) 8.0 (3.1) 7.4 (3.4)
Lives near a trading centre, % 37.1 29.4
Currently married, % 721 92.5
HIV category, %
HIV negative/unknown 85.2 90.8
HIV+ not on ART 6.5 5.9
HIV+ on ART 8.3 3.3
Recent birth or current pregnancy, % 36.7
Partner had recent birth or current 44.8
pregnancy, %
N 1440 574
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Figure 2. Perceptions of ART policy, TLT 2015.

insufficient to meet the needs of the entire infected
population is acutely perceived at the population level:
only one respondent believes that all six people repre-
sented by the cards would definitely receive ART and
only 7.9% that all sick and pregnant people would defi-
nitely receive. Five notable patterns stand out in
Figure 2: (1) there is general consensus that sick indivi-
duals receive ART; (2) more men than women believe
sick men (76.1% vs. 67.0%; p <0.001) and women
(82.2% vs. 73.0%; p <0.001) will definitely get ART; (3)
more women than men believe sick pregnant women
will definitely get ART (84.9% vs. 74.3%, p <0.001); (4)
very few respondents imagine that healthy women or

Options for actual policy sequences

men can access ART; and (5) there is no consensus
about what happens to healthy-pregnant women:
47.4% of women and 61.5% of men see pregnant
women as possible recipients of ART (i.e. maybe).

We shift to a sequence framework for visualizing local
understandings and evaluations of ART availability as a set
of ordered priorities. Malawi’s ART policy under Option B+
was fixed in terms of its guiding priorities (pregnancy and
medical eligibility) but ambiguous about gender, given equiva-
lent health status. The distribution strategy could be repre-
sented by any one of the four sequences displayed in Figure 3,
wherein “1” on the x-axis indicates first priority. Theoretically,
men and women who met medical eligibility criteria and all

Figure 3. Four depictions of actual policy sequences for ART prioritization under Option B +.

1

2 3 4

5
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- Sick pregnant woman
- Healthy pregnant woman

- Sick woman
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pregnant women were eligible for ART. In practice, however,
health clinics prioritized pregnant women over those eligible
through CD4 count or WHO staging. The manuals for health-
care workers emphasized that HIV+ pregnant women start
ART the same day they are diagnosed, while eligible others
initiate within 7 days and must attend group counselling first
[41]. Pregnant and breastfeeding women were referred to as
a special group, “‘universally eligible’ because they have been
prioritized for immediate and lifelong ART” [42].

Figure 4 presents sequences illustrating how young
adults in Balaka understand the logic of ART distribution
(Panel A) and what they think constitutes an ideal policy
(Panel B). Only 30.7% of women and 22.1% of men accu-
rately assessed the policy, meaning that their sequence
matched one of the four depicted in Figure 3. Another
42.3% of women and 31.2% of men described a prioritiza-
tion sequence that was just one step away from policy. The
most common difference was positioning healthy-pregnant
women behind sick men and women; in other words, the
most common misconception was precisely the change
Option B+ introduced.

When asked to reorder the cards to reflect what they
thought to be the fairest approach to distributing ART,
about half of respondents moved cards. The Xs in
Figure 5 show that the likelihood of having to move cards
to articulate ideal policy is negatively related to the respon-
dent’s level of policy awareness (x-axis). Categories within
the stacked bars refer to the proximity of ideal sequences
to the closest actual policy sequence (measured as number
of moves required to convert one sequence to another).
Respondents with high levels of policy awareness articulate
ideals that align closely with actual policy, but this is not

Panel A

Men - perceived

200

400 +

Respondents

600

Panel B .
Men - ideal

200

400

Respondents

600

true of those with lower levels of awareness (denoted by
the bars in Figure 5). Note that because there are four
possible sequences representing actual policy, it is possible
for respondents to report a perceived sequence that aligns
with actual policy, move a card, and still have an ideal
sequence consistent with actual policy.

Interestingly the policy ideals of young adults in Malawi are
more closely aligned with actual policy than with their percep-
tions of how ART is allocated (p <0.001 for both sexes). The
modal ideal sequence (identical for both sexes) is: (1) sick
pregnant woman, (2) healthy-pregnant woman, (3) sick
woman, (4) sick man, (5) healthy woman, (6) healthy man.
The simplest analytical lever on the perceived fairness of
Option B+ is the placement of the healthy-pregnant woman
card between their perceived-allocation sequence (Figure 4,
Panel A) and their ideal sequence (Figure 4, Panel B). Both
men and women were more likely to move healthy-pregnant
women forward than to demote them (19.7% vs. 11.0% for
men; 21.7% vs. 11.1% for women; p <0.001 for both). Overall,
26.5% of men and 36.8% of women believe the policy prior-
itizes healthy-pregnant women over sick men and women, but
even greater percentages (31.9% and 44.5%, respectively)
think this is how ART should be allocated (p <0.001 for both
sexes).

Figure 6 presents odds ratios from multivariable ordered
logistic regression models that establish how awareness of
ART policy prioritization under Option B+ is patterned. More
accurate understandings are associated with education for
men, and with age, education and more rural residence for
women. Certain health experiences engender connection to
health facilities, thereby enhancing knowledge of policy. Being
HIV positive is only associated with more accurate knowledge
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Figure 4. Sequence plots of perceived ART allocation priorities and ideal priorities by gender.
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Figure 6. Association between awareness of ART prioritization
policy and various factors.

Adjusted odds ratios estimated from multivariable ordered logistic
regression of proximity between perceived and actual policy by
gender.

of policy if the respondent is on ART (women: aOR 1.47, 95% Cl
1.02-2.12, p = 0.038; trending towards a positive relationship
for men: aOR 2.24, 95% ClI 0.92-5.48, p = 0.074). Net of HIV
status, a recent pregnancy (proxy for exposure to antenatal
services) is positively associated with awareness for women
(aOR 1.41, 95% Cl 1.15-1.73, p = 0.001) but not men (aOR 0.76,
95% Cl 0.56-1.04, p = 0.091). This is likely due to the fact that
although men are officially encouraged to attend antenatal
care with their partner, few do [43,44].

Discussion

We sought to assess awareness and perceived fairness of
the ART prioritization system under Option B+ in Malawi
from the perspective of those most affected by changes to
the prioritization system. We found that although the vast

majority of our sample was aware that the sick were prior-
itized over healthy HIV-positive individuals, there was con-
fusion about treatment prospects for healthy-pregnant
women. Four years into Option B+, less than a third of
women and a quarter of men understood how ART was
being distributed under the policy. This lack of awareness
reflects the way the policy was rolled out. Although the
rationale for the system was articulated to international
audiences and to practitioners within Malawi [13,14], in
contrast to voluntary medical male circumcision (VMMC)
and many other new health initiatives [45], Option B+ was
introduced without any public outreach campaign.

Our study is subject to limitations. While our use of
illustrations clearly conveyed the distinction between
“healthy” and “sick” populations, it does not translate pre-
cisely to the medical eligibility criteria employed in health
centres. Additionally, because the men in the sample were
enrolled through their randomly selected female partners,
we have fewer men and they do not constitute a represen-
tative sample. Finally, the card-sort approach lacks the
nuance afforded by in-depth qualitative analyses but does
provide what we believe to be the first population-perspec-
tive on what young adults know and think about Option B +.

More broadly, our findings indicate the prevailing ave-
nues by which ordinary people learn about ART policies.
Our results suggest that Malawians become aware of ART
policy through their engagement with the ART allocation
process itself — either as ART recipients or through antena-
tal care. Unfortunately, those most affected by the reprior-
itization — the HIV positive not yet on ART — have no such
advantage.

Insufficient transparency is not merely an academic concern;
it threatens the moral legitimacy of policies and policymakers
[31] and can impede any programme’s success. Challenges with
uptake and default among HIV-positive pregnant women under
Option B+ [46—49] might be partially explained by women'’s
confusion at being told to start ART the same day they are
tested and stay on it regardless of how they feel, when they
know symptomatic people — sometimes their own husbands —
who do not yet have access [50-52]. If women, and the men
who support them, understood the policy and the reasons
behind it, they might be better ART users. Each new policy —
provider-initiated HIV testing, VMMC, and universal test-and-
treat — provides an opportunity to enhance or compromise
levels of trust in the medical establishment. Where mistrust is
already present, as it is in Malawi and across much of SSA [53—
57], confusion invites rumours and conspiracy theories that
further erode the possibility of success [58].

Our evidence suggests that despite limited community
consultation the prioritization of pregnant women made
explicit by Option B+ resonates with the sensibilities of
most TLT respondents. A sizeable majority believes that
sick pregnant women should be the first to receive ART,
and the belief that healthy-pregnant women should be
favoured over sick populations is more prevalent than is
the knowledge that this was being done over the previous
four years. Importantly, Malawians who understood the
ART policy were more likely to view it as fair.
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Contrary to our expectation that men might view pregnant
women’s accelerated access to ART as unfair, we find no
evidence that this is true. Even so, it is important to monitor
how new ART policies affect existing gender disparities in ART
access. Recent evidence from Malawi shows that Option B+
substantially increased pregnant women initiating ART with-
out reducing the number of new initiates among men or non-
pregnant women [59]. This shift has, however, reduced the
proportion of male initiates [59] and may exacerbate existing
disparities wherein men are less likely to be on ART, initiate
later, and are more likely to die of AIDS [23,60].

We focus here on applying the principles of transparency
and relevance to the case of Option B+ in Malawi [31,34].
In contexts of scarcity, systems to allocate limited resources
are both necessary and necessarily contested. They should,
however, be communicated to and understood by the
populations they affect [4].

As Malawi and neighbouring countries shift to models of
universal test-and-treat, policymakers would do well to
keep the principles of transparency and relevance at the
fore. Even as treatment access expands and improves, the
reigning understanding in Malawi is that not all HIV-positive
people can receive ARVs. Our view is that it would be
unrealistic to expect improvements in retention in the
absence of clear communication about what ART policy is
and without providing the wider population with basic
explanations for on-going shifts in policy.

Conclusions

Young adults in southern Malawi had limited awareness of the
ART prioritization system under Option B +. Nonetheless, many
people support prioritizing otherwise healthy HIV-positive preg-
nant women above the sickest populations. As policymakers
rollout new ART policies and continue to restructure access to
these lifesaving medicines, they have a responsibility to com-
municate the policies and their rationales to local communities
whose access is being negotiated. Indeed doing so would not
only be more ethical but would likely improve the policies’ odds
of success.

Authors’ affiliations

'Department of Health and Behavioral Sciences, University of Colorado
Denver, Denver, CO, USA; 2Department of Sociology, University of Chicago,
Chicago, IL, USA

Competing interests
The authors declare no conflict of interest.

Authors’ contribution

SY and JT conceived of the study jointly. SY analyzed the data and wrote the
first draft. JT contributed substantially to the final draft. Both authors have
read and approved the final version.

Acknowledgements and funding

The card sort drawings were done by Lawrence Kapasule. We are grateful to
the TLT staff and to the TLT respondents for generously giving their time. We
also thank Susan Watkins, Jimi Adams, and Kate Dovel for helpful comments
on earlier drafts. The study was supported by the National Institute of Child
Health and Human Development (RO1 HDO077873 and RO1 HDO58366).

NICHD had no role in the analysis, interpretation of the results, or the
decision to submit for publication.

References

1. Bennett S, Chanfreau C. Approaches to rationing antiretroviral treatment:
ethical and equity implications. Bull World Health Organ. 2005;83(7):541—
547.

2. Whyte SR, Whyte MA, Meinert L, Kyaddondo B. Treating AIDS: dilemmas
of unequal access in Uganda. In Petryna A, Lakoff A, Kleinman A, editors.
Global pharmaceuticals: ethics, markets and practices. Durham (NC): Duke
University Press; 2006. p. 240-290.

3. Nguyen V-K. The Republic of Therapy: triage and sovereignty in West
Africa’s time of AIDS. Durham, NC: Duke University Press; 2010.

4. Ford N, Calmy A, Hurst S. When to start antiretroviral therapy in resource-
limited settings: a human rights analysis. BMC Int Health Hum Rights.
2010;10(1):6.

5. Ford N, Calmy A, Mills EJ. The first decade of antiretroviral therapy in
Africa. Global Health. 2011;7(1):1.

6. Temprano ANRS 12136 Study Group. A trial of early antiretrovirals and
isoniazid preventive therapy in Africa. N Engl J Med. 2015;2015(373):808—
822.

7. Insight Start Study Group. Initiation of antiretroviral therapy in early
asymptomatic HIV infection. N Engl J Med. 2015;2015(373):795-807.

8. Strategies for Management of Antiretroviral Therapy Study Group. CD4+
count—guided interruption of antiretroviral treatment. N Engl J Med.
2006;2006(355):2283-2296.

9. Sabin CA, Cooper DA, Collins S, Schechter M. Rating evidence in treatment
guidelines: a case example of when to initiate combination antiretroviral
therapy (cART) in HIV-positive asymptomatic persons. Aids. 2013;27
(12):1839-1846.

10. Fauci AS, Marston HD. Ending the HIV-AIDS Pandemic—follow the
Science. New England J Med. 2015;373(23):2197-2199.

11. Malawi Ministry of Health. 2003. Guidelines for the use of antiretroviral
therapy in Malawi. First Edition ed. Lilongwe, Malawi: Malawi Ministry of
Health.

12. Malawi Ministry of Health. 2008. Guidelines for the use of antiretroviral
therapy in Malawi. Third Edition ed. Lilongwe, Malawi: Malawi Ministry of
Health.

13. WHO. Implementation of option B+ for prevention of mother-to-child
transmission of HIV: the Malawi experience. Brazzaville, Republic of Congo:
World Health Organization; 2014.

14. Schouten EJ, Jahn A, Midiani D, Makombe SD, Mnthambala A, Chirwa Z,
et al. Prevention of mother-to-child transmission of HIV and the health-
related Millennium Development Goals: time for a public health approach.
The Lancet. 2011;378(9787):282-284.

15. Dabis F, Newell M-L, Hirschel B. HIV drugs for treatment, and for pre-
vention. The Lancet. 2010;375(9731):2056—-2057.

16. Cohen MS, Chen YQ, McCauley M, Gamble T, Hosseinipour MC,
Kumarasamy N, et al. Prevention of HIV-1 infection with early antiretroviral
therapy. N Engl J Med. 2011;365(6):493-505.

17. Cohen MS, Chen YQ, McCauley M, Gamble T, Hosseinipour MC,
Kumarasamy N, et al. Antiretroviral therapy for the prevention of HIV-1
transmission. New England J Med. 2016;375(9):830-839.

18. WHO. Consolidated guidelines on the use of antiretroviral drugs for treating
and preventing HIV infection: recommendations for a public health approach.
2" edition ed. Geneva, Switzerland: World Health Organization; 2016.

19. Poulin M, Dovel K, Watkins SC. Men with money and the “vulnerable
women” client category in an AIDS epidemic. World Dev. 2016;85:16-30.
20. Dovel K, Yeatman S, Watkins S, Poulin M. Men’s heightened risk of AIDS-
related death: the legacy of gendered HIV testing and treatment strategies.
Aids. 2015;29(10):1123-1125.

21. Esacove A. Modernizing sexuality: US HIV prevention in sub-Saharan
Africa. New York (NY): Oxford University Press; 2016.

22. Cornell M, Mcintyre J, Myer L. Men and antiretroviral therapy in Africa:
our blind spot. Trop Med Int Health. 2011;16(7):828-829.

23. Druyts E, Dybul M, Kanters S, Nachega J, Birungi J, Ford N, et al. Male sex
and the risk of mortality among individuals enrolled in antiretroviral therapy
programs in Africa: a systematic review and meta-analysis. Aids. 2013;27
(3):417-425.



Yeatman S and Trinitapoli J. Journal of the International AIDS Society 2017, 20:21467
http://www.jiasociety.org/index.php/jias/article/view/21467 | http://dx.doi.org/10.7448/IAS.20.1.21467

24. MMWR. Impact of an innovative approach to prevent mother-to-child
transmission of HIV - Malawi, July 2011-September 2012. MMWR Morb
Mortal Wkly Rep. 2013;62:148-151.

25. WHO. WHO PMTCT update. Geneva, Switzerland: World Heath
Organization; 2012.

26. The Interagency Task Team. Option B+ countries and PMTCT regimen
2015 [Available from: http://emtct-iatt.org/b-countries-and-pmtct-regimen/.
27. Matheson R, Moses-Burton S, Hsieh AC, Dilmitis S, Happy M, Sinyemu E,
et al. Fundamental concerns of women living with HIV around the imple-
mentation of Option B+. J Int AIDS Soc. 2015;18((6Suppl):5.

28. Coutsoudis A, Goga A, Desmond C, Barron P, Black V, Coovadia H. Is
option B+ the best choice? The Lancet. 2013;381(9863):269-271.

29. Chitembo A, Dilmitis S, Edwards O, Foote C, Griffiths L, Moroz S, et al.
Towards an HIV-free generation: getting to zero or getting to rights? Reprod
Health Matters. 2012;20(39):5-13.

30. Van De Perre P, Tylleskar T, Delfraissy JF, Nagot N. How evidence based
are public health policies for prevention of mother to child transmission of
HIV? Br Med J. 2013;346:f3763.

31. Daniels N. How to achieve fair distribution of ARTs in 3 by 5: fair process
and legitimacy in patient selection. Geneva, Switzerland: World Health
Organization; 2004.

32. Daniels N. Fair process in patient selection for antiretroviral treatment in
WHQ's goal of 3 by 5. The Lancet. 2005;366(9480):169-171.

33. Coulter A, Ham C, editors. The global challenge of health care rationing.
Buckingham, UK: Open University Press; 2000.

34. Daniels N. Accountability for reasonableness. Br Med J. 2000;321:1300-1301.
35. Daniels N, Sabin J. Limits to health care: fair procedures, democratic
deliberation, and the legitimacy problem for insurers. Philos Public Aff.
1997;26(4):303-350.

36. WHO. Guidance on ethics and equitable access to HIV treatment and
care. Geneva, Switzerland: World Health Organization; 2004.

37. Yeatman S, Sennott C. The relationship between partners’ family size
preferences in Southern Malawi. Stud Fam Plann. 2014;45(3):361-377.

38. Frye M, Trinitapoli J. Ideals as anchors for relationship experiences. Am
Sociol Rev. 2015;80(3):496-525.

39. Brzinsky-Fay C, Kohler U, Luniak M. Sequence analysis with Stata. Stata J.
2006;6(4):435.

40. Abbott A, Tsay A. Sequence analysis and optimal matching methods in
sociology review and prospect. Sociol Methods Res. 2000;29(1):3-33.

41. Malawi Ministry of Health. Clinical management of HIV in children and
adults: Malawi integrated guidelines for providing HIV services in antenatal
care, maternity care, under 5 clinics, family planning clinics, exposed infant/
pre-ART clinics, ART clinics. Lilongwe, Malawi: Malawi Ministry of Health;
2011.

42. Malawi Ministry of Health. Peer education in HIV prevention, care,
treatment and support: a comprehensive training course for expert clients
in Malawi (trainer’s manual). Lilongwe, Malawi: Malawi Ministry of Health;
2011. p. 44.

43. Aarnio P, Chipeta E, Kulmala T. Men’s perceptions of delivery care in
rural Malawi: exploring community level barriers to improving maternal
health. Health Care Women Int. 2013;34(6):419-439.

44. Falnes E, Moland K, Tylleskar T, De Paoli M, Msuya SE, Engebretsen IM. It is
her responsibility”: partner involvement in prevention of mother to child trans-
mission of HIV programmes, northern Tanzania. J Int AIDS Soc. 2011;14(1):1.

45. Sgaier SK, Baer J, Rutz DC, Njeuhmeli E, Seifert-Ahanda K, Basinga P,
et al. Toward a systematic approach to generating demand for voluntary
medical male circumcision: insights and results from field studies. Global
Health: Sci Pract. 2015;3(2):209-229.

46. Tenthani L, Haas AD, Tweya H, Jahn A, Van Oosterhout JJ, Chimbwandira
F, et al. Retention in care under universal antiretroviral therapy for HIV
infected pregnant and breastfeeding women (“Option B+”) in Malawi. AIDS
(London, England). 2014;28(4):589.

47. Price AJ, Kayange M, Zaba B, Chimbandrira FM, Jahn A, Chirwa Z, et al.
Uptake of prevention of mother-to-child-transmission using option B+ in
northern rural Malawi: a retrospective cohort study. Sex Transm Infec.
2014;90(4):309-314.

48. Haas AD, Msukwa MT, Egger M, Tenthani L, Tweya H, Jahn A, et al. Adherence
to antiretroviral therapy during and after pregnancy: cohort study on women
receiving care in Malawi’s “option B+” programme. Clin Infect Dis. 2016;63
(9):1227-1235.

49. Haas AD, Tenthani L, Msukwa MT, Tal K, Jahn A, Gadabu OJ, 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.
The Lancet HIV. 2016;3(4):e175-e82.

50. Katirayi L, Namadingo H, Phiri M, Bobrow EA, Ahimbisibwe A, Berhan AY,
et al. HIV-positive pregnant and postpartum women'’s perspectives about
option B+ in Malawi: a qualitative study. J Int AIDS Soc. 2016;19(1):20919.
51. Clouse K, Schwartz S, Van Rie A, Bassett J, Yende N, Pettifor A. “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(1):e12—e8.

52. Zhou A. The uncertainty of treatment: women’s use of HIV treatment as
prevention in Malawi. Soc Sci Med. 2016;158:52-60.

53. Jegede AS. What led to the Nigerian boycott of the polio vaccination
campaign? PLoS Med. 2007;4(3):e73.

54. MacPherson P, Lalloo DG, Webb EL, Maheswaran H, Choko AT, Makombe
SD, et al. Effect of optional home initiation of HIV care following HIV self-
testing on antiretroviral therapy initiation among adults in Malawi: a rando-
mized clinical trial. JAMA. 2014;312(4):372-379.

55. Musheke M, Ntalasha H, Gari S, Mckenzie O, Bond V, Martin-Hilber A, et al.
A systematic review of qualitative findings on factors enabling and deterring
uptake of HIV testing in Sub-Saharan Africa. BMC Public Health. 2013;13(1):1.
56. Kaler A. The moral lens of population control: condoms and controver-
sies in southern Malawi. Stud Fam Plann. 2004;35(2):105-115.

57. Merten S, Kenter E, McKenzie O, Musheke M, Ntalasha H, Martin-Hilber A.
Patient reported barriers and drivers of adherence to antiretrovirals in sub-
Saharan Africa: a meta ethnography. Trop Med Int Health. 2010;15(s1):16-33.
58. Kaler A. Health interventions and the persistence of rumour: the circula-
tion of sterility stories in African public health campaigns. Soc Sci Med.
2009;68:1711-1719.

59. Dovel K, Yeatman S, Van Oosterhout JJ, Chan A, Mantengeni A, Landes M,
et al. Trends in ART initiation among men and non-pregnant/non-breastfeed-
ing women before and after option B+ in Southern Malawi. PLoS One.
2016;11(12):e0165025.

60. Beckham SW, Beyrer C, Luckow P, Doherty M, Negussie EK, Baral SD.
Marked sex differences in all-cause mortality on antiretroviral therapy in
low-and middle-income countries: a systematic review and meta-analysis. J
Int AIDS Soc. 2016;19(1):21106.


http://emtct-iatt.org/b-countries-and-pmtct-regimen/

	Abstract
	Introduction
	Methods
	Ethics
	Results
	Discussion
	Conclusions
	Authors&#x2019; affiliations
	Competing interests
	Authors&#x2019; contribution
	Acknowledgements and funding
	References



