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Introduction

Screening is the process of detecting an undiagnosed disease 
based on the results of tests, examinations, or other treat-
ments that can be performed quickly.1 Pregnant women, new 
mothers, their children, and families can receive a wide 
range of HIV-related prevention, care, treatment, and sup-
port services through prevention of mother-to-child trans-
mission (PMTCT).2

Mother-to-child transmission (MTCT) service programs 
include preventing HIV infections among women of repro-
ductive age (15–49 years), preventing unwanted pregnan-
cies among HIV-positive women, and providing lifelong 

antiretroviral therapy (ART) to HIV-positive women to 
maintain their health and prevent transmission during preg-
nancy, labour, and breastfeeding. HIV screening for the 
prevention of HIV transmission from mother to child is the 
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most important intervention point in ensuring that no child 
is born with HIV (PMTCT).1,3

In 2016, the United Nation Organization for AIDS 
(UNAIDS) and the President’s Emergency Plan for AIDS 
Relief (PEPFAR) developed a framework calling for a 
worldwide spirit to end HIV/AIDS among children, ado-
lescents, and young women.4 The PMTCT program in 
Ethiopia was launched in 2001 and implemented the ser-
vice to reduce HIV epidemics in the general population 
and specifically in children. According to the WHO 
Prevention MTCT guideline, it was revised in 2007 and 
2012.4,5

Globally, around 1.8 million children <15 years old live 
with HIV, and 120,000 children died from AIDS-related ill-
nesses in just 1 year. About 95% of these infections are 
mainly the result of MTCT of HIV during pregnancy, labor, 
and delivery or during breast feeding.6

The burden of disease transmission and death varies by 
region; nearly 75% occurs in Africa alone, with 91% occur-
ring in sub-Saharan Africa and low- and middle-income 
countries.7 Ethiopia is one of the countries with a high bur-
den of HIV, with around 66,517 children infected with HIV 
in 2017, where the main sources of child HIV infections 
were mostly vertical infections and MTCT.8 In the absence 
of therapy, there is a 15%–45% possibility of transferring the 
virus from mother to child during pregnancy, delivery, and 
lactation and 50% of all HIV-positive newborns will die 
before the age of 2 years.8 However, effective interventions 
can decrease the risk to below 5%.9

Ethiopia continues to have a low percentage of pregnant 
women who undergo HIV tests and pregnant women who 
test positive for HIV who receive antiretroviral medications 
(ARVs) for PMTCT. According to the Ethiopian demogra-
phy and health surveillance (EDHS) report, only 19% of 
pregnant women received HIV counseling, were tested for 
HIV, and accepted HIV test results during their antenatal 
care (ANC) visit.10 Due to a lack of counseling, only a frac-
tion of them are tested for HIV. Pregnant women are rarely 
tested for HIV in order to get PMTCT services. Furthermore, 
HIV transmission from mother to child continues to be a sig-
nificant problem. Many barriers remain unsolved, especially 
when it comes to HIV testing and antiretroviral medicine for 
HIV-positive pregnant women.11

According to a recently revised strategy for accelerated 
implementation of the PMTCT program in the “opt-out” 
strategy, HIV testing should be offered to all women during 
pregnancy, delivery, and postnatal care (PNC). However, 
the achievement has been low and lagging behind.12 
Screening of HIV for PMTCT service is one of the impor-
tant areas that needs to be confirmed for achievement of the 
sustainable development goals (SDGs) related to health, 
mainly SDG 3. It is one of the national prevention priority 
programs of the Federal Ministry of Health (FMOH). The 
performance of the annual screening of HIV for PMTCT 

service was 57% in 2017, which is far below the national 
target of 91% and has decreased by 8% (from 63% to 57%). 
However, the HIV positivity yield has increased by about 
22% compared with 2016.13 In Southern Nations, 
Nationalities, and Peoples’ Region (SNNPR), only 17.2% 
of pregnant women were screened for HIV for PMTCT ser-
vice during ANC visits, where the performance remains 
very low as compared with the national standard.9 In 2010, 
the EFY Hadiya zone health management information sys-
tems (HMIS) report showed that only 42% of pregnant 
women were screened for HIV for PMTCT during ANC 
visits.14 There are a few studies carried out on screening for 
HIV for PMTCT services in developing countries, particu-
larly in Ethiopia. The studies showed that many barriers 
were identified relating to screening for HIV for PMCT ser-
vice.15,16 Some important factors, such as referral linkage 
for HIV counseling and testing, were not addressed.

As per the investigator’s search, no previous studies 
were found that specifically focused on HIV screening for 
PMTCT service utilization in our study area. Therefore, 
the aim of our study was to determine the prevalence and 
identify factors associated with HIV screening in pregnant 
women.

Methods and materials

Study setting and design

A community-based cross-sectional study was undertaken 
in the Hadiya zone, in southern Ethiopia. It is located 230 km 
away from Addis Ababa. According to the 2007 European 
Commission (EC) demographic profile data, the total esti-
mated population of Hadiya is 1.69 million, of which 
831,480 (49.2%) are male and 858,520 (50.8%) are female. 
From the total population, 30,048 (3.5%) are pregnant 
women. Hadiya zone has 10 districts and 2 town administra-
tions. Regarding health institutions, there is 1 teaching gen-
eral hospital, 4 primary hospitals, 61 public health centers, 
and 305 health posts.14

The study was conducted from 1 March to 1 May 2019.

Participants

All pregnant women who were found in the Hadiya zone 
were the source population, and those selected women in 
the selected districts during the data collection period were 
considered as the study population. Pregnant mothers whose 
gestational age (GA) was 16 weeks or above in the selected 
kebeles and who gave consent to participate in the study 
were included. Pregnant mothers who were severely/criti-
cally ill, previously diagnosed mentally ill or unable to com-
municate verbally during the data collection and who did 
not volunteer to participate in the study were excluded from 
the study.
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Sample size determination

The sample size was calculated using a single population 
proportion formula
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Where:
n = is the desired sample size;
Zα/2 = was the standard score value for 95% confidence level 
for two-sided normal distribution which is 1.96;
p = the proportion of HIV testing of PMTCT service utiliza-
tion among pregnant mothers in Mizan Amen; p = 53.7%;17
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So, n = 382, with a design effect of 1.5, 1.5*382 = 573, then 
adding 10% non-respondent rate, the final sample size was 
630.

Sampling procedure

To select study participants, we have used a multistage sam-
pling technique. At the beginning, 3 districts and 1 town 
administration were randomly selected from 12 districts and 
2 town administrations. In the second stage, we selected 30% 
of kebeles from selected districts, and after that, the total 
sample size was proportionally allocated to those selected 
kebeles. A list of pregnant women was obtained from updated 
family folders and registration books in the health posts of 
the selected kebeles and then a sampling frame was prepared. 
There were 1829 registered mothers in those randomly 
selected three districts and one town administration. Finally, 
a systematic random sampling method was used to get moth-
ers by calculating the interval 1829/630 = 2.9 (since it is pro-
portionally allocated, the interval was approximately three in 
every kebele). The first mother was selected randomly 
among the first three mothers, and then every third mother 
was selected systematically from the frame till we got the 
sample size (Figure 1).

Study variables

Dependent variable

Screening of HIV for PMTCT service utilization.

Independent variables

Sociodemography characteristics, number of ANC visits, 
place of last, delivery, number of gravidity, GA, fear of 
stigma and discrimination, partner disclosure, male partner 

involvement, knowledge, accessibility and distance, privacy 
and confidentially, source of information, and waiting time.

Operational definition

PMTCT of HIV service

A service that is received by pregnant mothers in health 
facilities like counseling, testing, and receiving test results 
for prevention of MTCT of HIV/AIDS.1

Screening of HIV for PMTCT service utilization. Screening of 
HIV for PMTCT service utilization was measured by partici-
pants’ responses that reported being counseled, tested, and 
taking the test result for the HIV test.4,17

ANC visits. ANC, which is having a health institution visit 
for a pregnancy check-up by a skilled health professional 
during pregnancy, is categorized into four: first ANC visits; 
second ANC visits; third ANC visits; and fourth and above 
ANC visits.18

The distance from the health facility. Mothers who live within 
a distance of 60 min on foot from the nearest health institu-
tion were considered as geographically accessible, and more 
than 60 min were considered as not accessible.17

Male partner involvement. The level of partner involve-
ment in the screening of HIV for the PMTCT program was 
measured using six yes-or-no type questions. A total score 
of four to six was considered as a high level of male partner 
involvement, and less than three was considered as low part-
ner involvement.19

Knowledge about the PMTCT service. It was measured by the 
participants’ responses to 10 knowledge-related yes or no 
and multiple-choice type questions related to MTCT. Correct 
responses were given a value of “1” and incorrect responses 
were given a value of “0.” Then those who scored 60% and 
above have good knowledge, while those who scored less 
than 60% have poor knowledge.20

Data collection tools. Data were collected by using a struc-
tured interviewer-administered questionnaire adapted from 
the UNAIDS 2015 best practice collection tool.21 The indica-
tors for the wealth index were adapted from EDHS.10

Data collection procedures. Before actual data collection, a 
list of pregnant women (a sampling frame) was obtained 
from each selected kebeles health post. One-day training was 
given for 10 data collectors and 4 supervisors regarding the 
data collection instruments one by one, ethical considera-
tions, and objectives of the study in each district. The data 
collectors were guided by local volunteers to get the selected 
mothers’ houses. The data collection procedure was super-
vised by four BSc public health officers.
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Data quality management. Data quality was assured before, 
during, and after the data collection process.

Before data collection. To ensure consistency, data collection 
tools were translated from English to Hadiyisa and back to 
English, and a pretest was conducted in Soro district on 10% 
of the total sample size (outside of the study area). The clar-
ity, consistency, and completeness of the questionnaire were 
all reviewed. On the basis of the pretest results, significant 
changes were made, and the logical flow of ideas was main-
tained. In addition, data collectors and supervisors received 
training.

During data collection. The data collection method was 
closely monitored on a daily basis. Every day, the supervisors 

and main investigator examined the collected data for com-
pleteness and consistency.

After data collection. Before transferring it into computer 
software, the supervisors and the primary investigator dou-
ble-checked the accuracy and consistency. Each question 
was given a nonoverlapping numerical code, and the coded 
data was entered into Epi-data.

Statistical analysis. The data were checked for completeness 
and accuracy before being coded and entered into Epi-data. 
It was cleaned and adjusted as necessary before being 
exported to SPSS version 21.

Principal component analysis (PCA) was used for socio-
economic factors used in determining a household’s wealth 

Figure 1. Schematic representation of the sampling procedure for HIV screening and associated factors among pregnant women.
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level. To execute data reduction, the PCA assumptions were 
tested. To conduct factor analysis, Bartlett’s test of sphericity 
was checked and found to be significant at p = 0.05. The 
Kaiser–Meyer–Olkin (KMO) measure of sampling adequacy 
was used to assess the sample adequacy for PCA, and the 
results were approved if it was >0.5. Varimax rotation is 
used during factor extraction to reduce item cross-loading 
across many factors.

To assess the distribution and describe the research pop-
ulation in respect to key factors, descriptive statistics like 
frequencies, proportions, and graphs were utilized. Cross-
tabulation was also used to see how different variables 
were distributed with respect to the outcome variable. After 
checking the chi-square assumption and using logistic 
regression to identify candidate variables for multivariable 
analysis, bivariate analysis has been performed. Variables 
having a p-value of less than 0.25 in bivariate analysis were 
selected as candidates for multiple logistic regressions, 
which were then entered into a multivariable logistic 
regression model to find the most relevant determinants. In 
the final model, a p-value of 0.05 was used to demonstrate 

the statistical significance, and an adjusted odds ratio with 
a 95% confidence interval was used to assess the strength 
of the association. The goodness-of-fit of the model was 
checked by Hosmer and Lemeshow. It was a nonsignificant 
0.544, which means a good fit.

Result

Sociodemographic characteristics of participants

This study had a response rate of 97%, with 613 pregnant 
mothers participating. Mothers ranged in age from 15 to 
49 years, with a mean of 28.28 years and a standard deviation 
of 5.28. The majority of those who took part in the survey 
were married (504 or 82.2%) and Protestants (459 or 74.9%). 
The majority of the women (537, 87.6%) were housewives, 
and 277 (45.2%) had only an elementary education (Table 1).

Obstetric and related characteristics

When it came to the total number of pregnancies, 455 (74.2%) 
of them, including the current one, were multi-gravida. 

Table 1. Sociodemographic characteristics of pregnant women interviewed (N = 613) in Hadiya zone, south Ethiopia, May 2019.

Variables Characteristics Frequency (n) Percentage (%)

Age of respondents 15–24 208 33.9
 25–34 268 43.7
 ⩾35 137 22.4
Residence of mother Rural 458 74.7
 Urban 155 25.3
Religion Protestant 459 74.9
 Orthodox 123 20.1
 Othersa 31 5
Ethnicity Hadiya 514 83.8
 Gurage 67 10.9
 Othersb 32 5.3
Educational status No formal education 181 29.5
 Primary education (1–8) 277 45.2
 Secondary and above (9–12)+ 155 25.3
Mother’s occupation Housewife 537 87.6
 Merchant 21 3.4
 Government employee 37 6.0
 Othersc 18 2.9
Marital status Currently in marital union 504 82.2
 Currently not in marital union 109 17.8
Husband occupation Farmer 497 81
 Government employee 85 13.9
 Othersc 31 5.1
Household wealth index Lowest 122 19.9
 Second 123 20.1
 Middle 125 20.4
 Fourth 121 19.7
 Highest 122 19.9

aCatholic, Adventist Seventh day.
bSilte, Amhara.
cPrivate employee, students.
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Furthermore, the majority (306, 67.3%) of pregnant women 
with multiple pregnancies had delivered their previous preg-
nancy at a health facility. Almost half of the pregnancies 
(48.1%) were in the second trimester, and 176 (28.7%) had 
four or more ANC visits (Table 2).

Access to health information and health service 
characteristics

A total of 193 mothers walked for less than 30 min. Regarding 
the source of information, 294 (48%) of the participants got 
information from mass media such as radio and TV, and 319 
(52%) of the participants got it from health extension work-
ers. Concerning the average waiting time to see providers, 
138 (22.5%) of the respondents reported a short time to get 
providers, 196 (32% of respondents reported the right time) 
and 279 (45.5%) reported a long time to get providers.

Individual related factors

Pregnant women’s knowledge of MTCT for HIV/AIDS. Based on 
these findings, 393 (64.1%) pregnant mothers were knowl-
edgeable, and 220 (35.9%) had poor knowledge.

Referral linkage, male partner involvement, fear of stigma and 
discrimination related to HIV. From the total number of 
respondents that have participated in this study, about 401 
(65.4%) of the pregnant women had follow-up ANC at the 
health post. Of 401 participants who had follow-up ANC in 
health post, 210 (52.4%) were referred to a health center/
hospital for PMTCT of HIV/AIDS services. Fear of HIV 
stigma and discrimination was the reason for 332 (54.2%) of 
participants’ fears of HIV testing and disclosure of results to 
a partner or family member, and 47.6% of respondents dis-
closed to their partner or family member (Table 3).

Screening of HIV for PMTCT of HIV service utilization among 
pregnant women. The prevalence of HIV screening for 
PMTCT service utilization among pregnant women was 
found to be 276 (45%) with a 95% CI of 41.1–48.8. From the 
total number of respondents, 479 (78.1%) of women offered 
counseling for HIV testing, and 276 (45%) were tested. And 
of those who received their test results, 98.5% were negative. 
From the total number of pregnant women who had received 
their results only, 1.5% (n = 4) were found to be positive. And 
those pregnant women who were found positive, all of them 
began to use ARV drugs for the purpose of PMTCT. Those 
who had not tested during their current pregnancy stated that 
the main reasons were that they did not believe they were at 
risk for HIV, that they did not want to discuss it with their 
partner/family, that there was a lack of service, that they 
were afraid of stigma and discrimination, and that they were 
afraid of the HIV test (Figure 2).

Factors associated with HIV screening for PMTCT service use 
among pregnant women (bivariate analysis). In bivariate analy-
sis, residence, maternal educational status, occupation of 
mothers, husband’s occupation, marital status of mothers, 
house wealth index status, number of pregnancies, number 
of ANC visits, GA, distance from health facility, source of 
information from mass media, from wealth workers, referral 
linkage, waiting time, privacy kept during ANC, male part-
ner involvement, knowledge toward PMTCT, fear of stigma, 
place of first ANC visits, and disclosure for partner were all 
analyzed.

In a bivariate analysis, mothers’ educational status, mari-
tal status, GA, number of ANC visits, distance from health 
facility, male partner involvement, and privacy during ANC 
visits and testing were chosen as candidate variables associ-
ated with HIV screening for PMTCT service at p-value = 0.25 
in a bivariate analysis.

Table 2. Obstetric and related characteristics of pregnant women (N = 613) in Hadiya, south Ethiopia, May 2019.

Variables Characteristics Frequency (n) Percentage (%)

Number of pregnancies Primigravida 158 25.8
 Multi-gravida 455 74.2
Place of last delivery (n = 455) Home 149 32.7
 Health facility 306 67.3
Gestational age First trimester 100 16.3
 Second trimester 295 48.1
 Third trimester 218 35.6
Number of ANC visits One visit 102 16.6
 Two visits 192 31.4
 Three visits 143 23.3
 Four and above visits 176 28.7
Reason for ANC visits For ANC visits only 531 86.6
 For both ANC visit and HIV test 82 13.4

ANC: antenatal care.
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Multivariable analysis for factors affecting screening of HIV for 
PMTCT service utilization among pregnant mothers. The mul-
tivariate analysis revealed that pregnant women with a sec-
ondary education or higher were 5 times more likely to be 
screened for HIV for PMTCT services than pregnant 
women with no formal education (AOR = 5.01, 95% CI; 
(3.08–8.16)). According to ANC visits in current preg-
nancy, pregnant women who had four or more visits were 
4.25 times more likely to be screened for HIV for PMTCT 
service (AOR = 4.25, 95% CI: (2.41–7.51)) as compared 
with those pregnant women who had visited once. Con-
cerning distance, pregnant women with less than a 60-min 
distance to a health facility on foot were 1.93 times more 
likely to be screened for HIV for PMTCT service utiliza-
tion (AOR = 1.93, 95% CI: 1.24–3.01) than their counter-
parts. Finally, pregnant women who had a male partner 
involved in ANC were 1.88 times more likely to be screened 

for HIV for PMTCT service utilization (AOR = 1.88, 95% 
CI: 1.31–2.69) than those who did not have a male partner 
involved in PMTCT (Table 4).

Discussion

In this study, it was found that only 45% of pregnant women 
screened for HIV for PMTCT service in their current preg-
nancy. This finding was lower when compared with the 
national recommendation set of national PMTCT guidelines, 
which recommends that every pregnant woman during an 
ANC visit should be tested for HIV for PMTCT service.8 
Also, this finding was lower than studies conducted in Sebeta 
(86.9%),22 Adema (70.1%),23 Bahir Dar (61.3%),24 and 
Mizan Amen (53.7%).16 The possible reason for the differ-
ence between the findings might be due to differences in the 
methodology; this current study considered pregnant women 
from community-based and systematic sampling methods, 
whereas the mentioned studies considered ANC attendant 
mothers from health facilities and used convenient sampling 
techniques. Another possible reason might be the shortage of 
access to health services in study settings compared with the 
mentioned study settings. In addition, this finding is also 
lower than studies conducted in Uganda (85.5%).25 The dif-
ference might be due to the socioeconomical differences, 
whereas this finding is higher when compared with the find-
ings of the studies conducted in South Gonder (9.7%).26 This 
discrepancy is due to the time gap between this study and the 
abovementioned study. As time increases, the awareness of 
people also increases due to the accessibility and availability 
of healthcare facilities. Another possible reason due to soci-
odemographic differences is that this study was conducted in 

Table 3. Referral linkage, knowledge, fear stigma, and discrimination related to HIV of pregnant women about PMTCT of HIV/AIDS 
service, south Ethiopia, May 2019.

Variables Characteristics Frequency (n) Percentage (%)

Place of visit to the first ANC Health post 401 65.4
 Health center/hospital 212 34.6
Linked/referred for HIV test services and counseling 
to health center/hospital (N = 401)

Yes 216 53.9

 No 185 46.1
With whom, did you first go to health facility Alone 163 26.6
 Partners 123 20.1
 Friends 327 53.3
Partner involvement Involved 365 59.5
 Not involved 248 40.5
Knowledge toward MTCT Good knowledge 393 64.1
 Poor knowledge 220 35.9
Stigma related to HIV/AIDS Fear of stigma 325 53
 No fear stigma 288 47
Disclosure result partner/family Yes 292 47.6
 No 321 52.4

ANC: antenatal care; MTCT: mother-to-child transmission.

52

72

26100

86

Fear of s�gma and
discrimina�on

Lack of service

Fear of HIV test

Believing that not have
risk for HIV

Need to have discussion
with partner/family

Figure 2. Reasons for not receiving HIV during pregnancy 
among Hadiya zone Hadiya southern Ethiopia.
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both rural and urban settings, whereas the study conducted in 
South Gonder was only rural. Furthermore, this result was 
greater than the 19% found in the EDHS report from 2016.10 
The discrepancy could be due to EDHS including more 
remote areas than this study area.

Different factors were identified as significantly associ-
ated with the screening of HIV for PMTCT service. It was 
observed from the current study that pregnant women who 
had education status of secondary and above education (9–
12)+ were 5 times more likely to be tested for HIV for 
PMTCT services as compared with those who had no formal 
education, and maternal educational level who had primary 
(1–8) levels were 1.79 times more likely to be tested for HIV 
for PMTCT services than mothers who had no formal educa-
tion. This finding is supported by a finding from a study con-
ducted in the Afar region, in which women who could read 
and write were 11 times more likely to be screened for HIV 
for PMTCT service than those who could not read and 
write.27 Also, this finding is in line with findings from a 
study conducted in Wollega zone; pregnant women who had 
formal schooling were 6 times more likely to be screened for 
HIV for PMTCT service when compared with those who had 
no formal schooling. Likewise, a study done in Bahir Dara 
revealed that more than diploma-educated mothers were 
1.43 times more screened for HIV for PMTCT service than 
those less than the diploma.24 This finding also supports a 
study conducted in Kenya, where a mother who had an edu-
cational level of secondary or above was 1.4 times more 
likely to be screened for HIV for PMTCT service than those 
who had no formal education.28 This could be because as 
mothers’ education levels rise, so does their health literacy, 
and mothers know what is right and beneficial for them. This 

may also result in the mothers’ increased decision-making 
power and enable them to better knowledge and better under-
standing of the benefits of HIV testing.

In the current study, pregnant women who visited health 
facilities for ANC 4 or more times during their current preg-
nancy were 4.25 times more likely to be HIV tested for 
PMTCT services when compared with those who visited 
once. This finding is consistent with a study in Gonder that 
showed a mother who had visited a health facility for ANC 2 
or more times was 2.64 times more likely to be screened for 
HIV for PMTCT service than a mother who had visited 
once.26 This could be because pregnant women who had 
more contact with health facilities were more aware of how 
to use services. Another study done in Adema indicated that 
a pregnant woman who had more than two visits was 2.59 
times more likely to be screened for HIV for PMTCT service 
than a woman who had visited once.23 Pregnant women who 
have more ANC visits are more likely to be checked for HIV 
and receive PMTCT services. Furthermore, a study con-
ducted in Hawassa found that a mother who had four or more 
visits to a health facility was 1.04 times more likely to be 
tested for HIV for PMTCT service as compared with those 
who had only one visit.29 This is because as the frequency of 
ANC visits grew, clients were more likely to get complete 
HIV education and to be concerned about their children’s 
and own health.

This study illustrates that pregnant women whose nearest 
health facility was less than 60 min away from their home 
were 1.93 times more likely to be screened for HIV for 
PMTCT service compared with mothers who had a distance 
of more than 60 min. This finding is supported by the finding 
of a study conducted in the Afar region that indicated that 

Table 4. A multivariable logistic regression analysis of factors associated with HIV screening for PMTCT service utilization among 
pregnant women in Hadiya zone, southern Ethiopia, in 2019 (N = 613).

Variables Screened of HIV for 
PMTCT service

COR (95% CI) AOR (95% CI) p-value

Yes (%) No (%)

No formal educationa 57 (31.5) 124 (68.5) 1 1  
Primary education (1–8) 115 (41.5) 162 (58.5) 1.54 (1.04–2.29) 1.79 (1.18–2.73) 0.027
Secondary and above education 104 (67.1) 51 (32.9) 4.44 (2.8–7.02) 5.01 (3.08–8.16) <0.001
Number of ANC visits
One visita 28 (27.5) 74 (72.5) 1 1  
Two visits 74 (38.5) 118 (61.5) 1.66 (0.98–2.79 1.81 (1.04–3.18) 0.022
Three visits 72 (50.3) 71 (49.7) 2.68 (1.56–4.62) 3.22 (1.79–5.77) 0.013
Four and above visits 102 (58) 74 (42) 3.64 (2.15–6.18) 4.25 (2.41–7.51) <0.01
Distance from health facility (on foot)
Less than 60 min 200 (46.2) 233 (53.8) 1.78 (1.178–2.677) 1.93 (1.24–3.01) 0.004
Greater than 1 ha 76 (42.2) 104 (57.8) 1 1  
Partner involvement
Involved 172 (47.1) 193 (52.9) 1.68 (1.21–2.33) 1.88 (1.31–2.69) 0.001
Not involveda 104 (41.9) 144 (58.1) 1 1  

PMTCT: prevention of mother-to-child transmission; ANC: antenatal care; AOR: adjusted odds ratio; COR: crude odds ratio.
aReference category, model fitness (Hosmer and Lemeshow significance test = 0.544), classification power = 66.7 (overall prediction of model was 66.7%).
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mothers who were nearest to health facilities were 6.5 times 
more likely to be screened for HIV for PMTCT service than 
their counterparts.27 Another similar study done in Ethiopia 
applying a count regression showed that an increase in walk-
ing distance from a health facility would decrease the screen-
ing of HIV for PMTCT service30 This might be due to having 
better access during ANC to PMTCT services, better educa-
tion, information, and awareness about the PMTCT service.

Finally, this study showed that respondents who had high 
male partner involvement during ANC were 1.88 times more 
likely to be screened for HIV for PMTCT service when com-
pared with those who had less male involvement. This find-
ing is also consistent with the research conducted in 
Cameroon, where male partner involvement exceeds PMTCT 
service utilization by 16.8%.31 The findings of studies con-
ducted in Wollega zone, Ethiopia, where people were 4.5 
times more likely to be screened for HIV for PMTCT ser-
vices than those who were not involved,32 and a study con-
ducted in Bahir Dar indicated that involvement of a male 
partner has a significant association with women’s accept-
ance of voluntary HIV counseling and testing, which was 
2.76 times more likely to be screened for HIV for PMTCT 
service when compared with pregnant women who had a 
male partner not involved.24 This might be because if there is 
male partner engagement, it improves free HIV testing com-
munication and boosts couples’ disclosure communication.

Strength of the study

It was a community-based study that included both urban 
and rural populations and used the largest possible represent-
ative sample size, which was crucial for generalization.

Limitations of the study

There might be recall bias since the study was asking about 
past experiences like counseling offered or not during HIV 
testing, male partner involvement, and others. In order to min-
imize this, data collectors trained very well on interview ques-
tions and gave enough time to remember past memories.

It might also be affected by social desirability bias. But, in 
order to minimize it, the data collectors were recruited from 
facilities that were not from the study area, and they assured the 
participants that they would not take any personal information 
and that the aim of the study was only for service improvement.

Conclusion

The magnitude of HIV testing among pregnant women in the 
study setting was 45%, which was lower coverage when 
compared with the national recommendation that every 
pregnant woman during an ANC visit should get HIV test-
ing. In this study, male partner engagement, educational sta-
tus (primary or above), number of ANC visits, and distance 
less than 60 min from the health facility were all found to be 

substantially linked with HIV testing for PMTCT. The gov-
ernment should ensure accessibility of services in the com-
munity by making them closer, female education, and 
enabling health extension workers by training and encourag-
ing them to promote PMTCT services.
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