
 This issue of Horizons Report fea-
tures findings from subsequent studies 
that examine services and strategies to 
strengthen PMTCT programs. These 
strategies include training HIV-positive 
women to provide psychosocial support 
to mothers; reaching women with infor-
mation, support, and referrals through 
community-based activities; and 
creating stronger linkages during the 
postnatal period between mothers and 
treatment and care. The articles draw 
on operations research studies in South 
Africa, India, Kenya, and Swaziland, 
and offer important lessons for improv-
ing PMTCT programs and reducing 
pediatric HIV infections worldwide. 
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Results of clinical trials in low resource 
settings which showed that giving a short 
course of antiretroviral therapy could pre-
vent the transmission of HIV from mother 
to child were hailed as an enormous break-
through in the fight against pediatric HIV
infection. But soon after the establishment of prevention 
of mother-to-child transmission (PMTCT) programs, 
research conducted by Horizons and others revealed a 
multitude of service delivery and sociocultural barriers 
that limit the number of women who successfully access 
PMTCT programs and follow PMTCT recommenda-
tions. On the supply side, the limited capacity of health 
systems in many countries has resulted in weak links to 
HIV-related services and gaps in service provision and 
follow-up of HIV-positive mothers and their babies.
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of services, the reality is that for many women, ad-
hering to the recommendations is hindered by fear 
of stigma, lack of information, and little time for 
overworked health providers to offer counselling 
and support services. In addition, there is weak 
follow-up during the postpartum period, which 
means many women and children do not get all 
the services they need. 
 While anecdotal information suggested that 
m2m fills an important gap in service provision, 
the program had not been formally evaluated 
until now. To determine whether it improved the 
psychosocial well-being and behaviors of women 
living with HIV, and increased the uptake of 
PMTCT services, the Horizons Program, in col-
laboration with Health Systems Trust, conducted 
an evaluation of the program in 2006.

The mothers2mothers Program
Based on the concept that peer support is an effec-
tive model for education and social empowerment, 
and that mothers themselves are the best vehicles 
to provide support to other mothers, m2m trains 
and employs new mothers, who have themselves 
benefited from PMTCT services. These “mentor 

Mentor 
mothers are 
HIV-positive 
women who 
have gone 
through 
the PMTCT 
program and 
provide peer 
support.
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From Mother to Mother
A peer mentor program to prevent mother-to-child transmission of HIV in 
South Africa offers much needed support

Nokukhanya is filled with 
excitement and hope as she 
discovers she is pregnant 
for the first time. Deter-
mined to give her baby the 
best care she can, she visits 
the local antenatal clinic in 
Kwazulu-Natal, South Af-
rica. But there she receives 
the crushing news: she is 
HIV-positive and could po-
tentially pass the infection 
to her unborn child. 
 As the counselor explains steps 
she can take to protect her baby—
things like taking medicine while 
she is pregnant and giving them to her newborn—
Nokukhanya’s head spins and her thoughts race. 
All she can focus on is how much she wants to be 
around to watch her baby grow, how desperately 
she wants her baby to be healthy, and how fright-
ened she is of the diagnosis, of telling her husband, 
and of her neighbors finding out about her status.
 To help the thousands of mothers like Nokukh-
anya, the mothers2mothers (m2m) program was 
created in South Africa in 2001. The idea behind 
it was simple: to provide much needed psychoso-
cial support for women who have learned they are 
HIV-positive so they can both accept their HIV 
status and adhere to medical recommendations for 
the prevention of mother-to-child transmission 
(PMTCT). 
 In South Africa most PMTCT services are 
offered through government-supported health 
facilities that provide rapid HIV testing at the first 
prenatal care visit and Nevirapine for women in 
labor and for infants after delivery. The facilities 
are now scaling up to provide dual treatment with 
AZT and Nevirapine for pregnant women and in-
fant testing for HIV at six weeks of age using HIV 
DNA PCR tests. However, despite the availability 
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mothers” participate in two weeks of training that 
covers basic medical knowledge about HIV infec-
tion and antiretroviral therapy (ART), behaviors 
that help prevent mother-to-child transmission, 
safer feeding options for infants, strategies for 
helping women disclose their status and negotiate 
safer sexual practices, and nutritional guidelines 
for women living with HIV. 
 “The program recognizes that mothers are a 
community’s single greatest resource,” said Dr. 
Mitchell Besser, founder of m2m. “Mentor moth-
ers, who have gone through PMTCT services 
themselves, are recruited locally and paid a stipend 
for the work they do, making them professional 
members of the health care team.”
 The m2m program exists in partnership with 
provincial, district, and municipal initiatives to 
support the delivery of antenatal care (ANC), HIV 
testing and counseling, and treatment services in 
order to prevent mother-to-child transmission 
of HIV. Program activities include health talks 
conducted in waiting rooms to introduce new 
mothers to m2m, individual and group education, 
and regular support group meetings that include 
nutritious lunches. Mentor mothers also conduct 
community outreach to assist women at home 
with disclosure, support women in their choice of 
infant feeding method, promote safer sex and fam-
ily planning, and encourage mothers to return for 
wellness HIV care or treatment and to bring their 
baby back to the clinic for HIV testing and care.

The Evaluation
The study was conducted in KwaZulu-Natal, 
South Africa’s most populous province and the one 
with the highest HIV prevalence among pregnant 
women (approximately 39 percent). Prior to the 
introduction of m2m in three health facilities in 
the province, the research team used a structured 

survey to collect baseline data from a cross-section 
of 361 HIV-positive pregnant (6–9 months) 
and postpartum women (12 weeks or less), ages 
18–49, accessing services from September to 
November 2005. The researchers collected data 
from a second cross-sectional sample of 695 HIV-

positive pregnant and postpartum women after the 
program had been in place for approximately one 
year (August–October 2006).
 To determine the effects of the program, the 
investigators compared data from the baseline and 
follow-up surveys and between participants and 
non-participants in the m2m program at follow-
up. The outcomes included PMTCT knowledge, 
disclosure of HIV status, receipt and ingestion of 
Nevirapine, infant feeding intentions and practice, 
family planning intentions and practice, referral 
and follow-up for care, and psychosocial well-
being. 

Exposure to the Program
The program achieved substantial coverage at the 
three evaluation sites, with high rates of program 
participation by both pregnant and postpartum 
women. Two-thirds of the HIV-positive women 
interviewed at follow-up (n = 695) reported that 
they had heard about a program called  
“mothers2mothers.” Among the 345 HIV-
positive pregnant women who were interviewed 
at follow-up, 6 out of 10 women reported that a 
mentor mother had talked to them. Of the 350 
HIV-positive postpartum women, over half report-
ed that a mentor mother spoke to them during 
their most recent pregnancy, and 39 percent re-
ported that this occurred after delivery. Among the 
postpartum women who established contact with 
a mentor mother, the median number of contacts 
was four during pregnancy and two after delivery. 
 For the purpose of this study, respondents were 
considered program participants if they spoke to 
a mentor mother two or more times. Using that 
definition, 42 percent of the 345 pregnant women 
and 49 percent of the 350 postpartum women 
interviewed were considered program participants 
at follow-up. For clarity in presenting the study 
results and for understanding the potential impact 
of the program, data from women who had only 
one contact (16 percent of pregnant women and 
9 percent of postpartum women) were removed 
from the analyses. 

Are Mentor Mothers Making a  
Difference?
It is an explicit goal of m2m to encourage HIV-
positive women to disclose to at least one per-
son, as this facilitates adherence to PMTCT 
recommendations. For this reason, the women 

“The program recognizes that mothers are 
a community’s single greatest resource.”
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interviewed were asked whether or not they had 
disclosed their status to anyone, as well as when 
and how many people they had told. 
 The evaluation found that postpartum women 
who had two or more contacts with m2m were 
significantly more likely to have disclosed to 
someone than non-participants (97 percent vs. 
85 percent; p < .01). Among those who disclosed, 
program participants were more likely to have dis-
closed prior to delivery than non-participants (91 
percent vs. 81 percent; p < .05). Program partici-
pants also reported disclosure to more people than 
non-participants (median of 3 vs. 2).
 The study also found important changes among 
postpartum women in the area of Nevirapine use. 
Postpartum program participants were signifi-
cantly more likely to have received Nevirapine 
to prevent mother-to-child transmission of HIV 
during their pregnancy in comparison to non-
participants (95 percent vs. 86 percent, p < .05). 
In addition, the women who had two or more 
contacts with mentor mothers were significantly 
more likely to have ingested the drug and to have 
received the infant dose of Nevirapine within three 
days of delivery. 
 In accordance with WHO recommendations, 
m2m does not advocate either breast or for-
mula feeding but rather educates women about 
the importance of selecting an exclusive feeding 
method, ideally during pregnancy, and then sup-
ports women’s decisions and helps them maintain 
their choice post delivery. The evaluation found 
that postpartum program par-
ticipants were more likely to 
report practicing an exclusive 
method of feeding (89 percent vs. 
76 percent, p < .01), with most 
feeding their child infant formula 
without giving breastmilk. 
 This result of greater adherence 
to recommended feeding prac-
tices is supported by postpartum 
program participants being more 
likely than non-participants to 
have decided on a feeding meth-
od before delivery (87 percent 
vs. 71 percent, p < .01). Among 
those who decided on a feeding 
method before delivery, 9 out 
of 10 postpartum women (both 
program participants and non-

participants) indicated that they were feeding their 
infant the method they had previously selected, 
suggesting that in this study population almost all 

women are able to execute their plans if they made 
a decision prior to delivery. 
 CD4 count is a key marker for determining 
eligibility for ARV treatment and having the test 
done is an important first step in accessing HIV 
care. Study results indicate that significantly more 
postpartum program participants underwent CD4 
testing during their last pregnancy than non-
participants (79 percent vs. 57 percent, p < .01). 
Logistic regression analysis further supported this 
relationship, as postpartum program participants 
were 3.3 times more likely to have undergone 
CD4 testing during their last pregnancy compared 
to non-participants (adjusted odds ratio: 3.3; 95 
percent CI 1.9–5.9; p < .01). 
 Finally, m2m program participants reported a 
significantly greater sense of well-being than their 
counterparts on several measures. More than 9 
out of 10 pregnant program participants felt that 
they could do things to help themselves, cope 
with caring for their infants, and live positively. 
Fewer postpartum program participants than non-

Encouraging 
adherence 
to PMTCT 
guidelines has 
the potential 
to avert new 
pediatric HIV 
infections.
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Postpartum program participants were 
significantly more likely to have received 
Nevirapine during their pregnancy.
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participants reported having negative feelings such 
as feeling alone in the world, overwhelmed by 
problems, and hopeless about the future. 
 
Conclusions
Overall, the evaluation findings indicate that m2m 
plays a positive role in complementing PMTCT 
services by providing psychosocial support and a 
continuum of care for HIV-positive women and 
their infants. The study, which was conducted in 
a real world setting, provides valuable quantitative 
data which suggest that m2m helps women utilize 
PMTCT services and follow PMTCT recommen-
dations. But limitations of the study are its lack 
of randomized samples and biological markers, 
such as PCR testing. Thus the findings from this 
evaluation are proxy measures for reducing vertical 
transmission and further research that directly 
assesses whether participation in m2m contributes 
to lower HIV transmission rates among infants 
born to HIV-positive mothers will be important.  
 This evaluation found that postpartum women 
who participated in the program acted to a greater 
extent on PMTCT recommendations than preg-
nant women; this may be due to the fact that they 
had more contacts with m2m staff than pregnant 

In ThE worDs of A MEnTor MoThEr
“As a mentor mother I encourage women to take care of themselves and tell them that when 
you have this disease it’s not the end of the world. I also give them support on different kinds 
of problems and try and come up with solutions to the problems that they have.
	 “When	I	advise	a	person	who	has	just	tested	and	found	out	that	she	is	positive,	the	first	
thing	that	I	tell	that	person	is	that	finding	out	that	you	are	positive	does	not	mean	that	it	is	
written on your body—I am also positive but you cannot tell. What you need to do is cry, 
and	I	know	that	it	is	difficult	in	the	beginning	to	deal	with	finding	out	about	your	status.	The	
only thing that you need to do is to accept it. I encourage that person to come to the support 
group all the times so that she can learn from other members until she is used to it. 
 “When I found out I was positive [and there was no m2m program] I thought that it was 
the end of the world and I was going to die and leave my child behind. I thought that maybe 
it had been a long time since I had this disease. I blamed my partner for infecting me.
	 “The	program	has	helped	me	because	I	know	about	my	status	and	about	the	CD4	count.	
They	also	advised	me	about	the	kinds	of	food	that	I	have	to	eat.	I	now	visit	the	doctor	regu-
larly. I am able to help other people and I am no longer scared. I share the knowledge that I 
get from the mothers2mothers program with my family so that they know what is happen-
ing and how to help me when I am sick.
 “I am now able to support my child and my family and I can take care of myself—as you 
can see I look beautiful. By working in the mothers program, I can say that I have received 
skills for the food of the soul, to be able to advise people whenever they have a problem.”

25-year-old mentor mother with one child

women, and also had more time to come to terms 
with living with HIV. “The findings among post-
partum women are encouraging and suggest that 
there is a dose effect, and that more contacts and 
time with the program may lead to greater impact 
for more women,” explained Carolyn Baek of Ho-
rizons/Population Council, principal investigator 
for the study.
 Results from the m2m evaluation are being 
widely disseminated in the United States; South 
Africa; and among researchers, donors, and stake-
holders. A final report is available at www.pop-
council.org/m2mFinalReport. More information 
about the m2m program can be found at www.
m2m.org.

This	article	was	written	by	Hena	Khan	in	conjunction	
with	the	study	team	which	includes	Carolyn	Baek	of	
Horizons/Population	Council;	Vuyiswa	Mathambo,	
Sibongile	Mkhize,	and	Irwin	Friedman	of	Health	Sys-
tems	Trust;	and	Louis	Apicella	and	Naomi	Ruten-
berg	of	Horizons/Population	Council.

For	more	information	on	this	study,	contact	Carolyn	
Baek at cbaek@popcouncil.org.
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In Kenya, an estimated 270 new pe-
diatric HIV infections occur each day  
(NASCOP 2002). Maternal-to-child 
transmission of the virus is the cause 
of most HIV infections in children. 
To address this problem, the Kenyan 
government has implemented preven-
tion of mother-to-child transmission 
(PMTCT) services throughout the 
country. These services include routine 
HIV counseling and testing (CT), im-
proved obstetric practices, antiretroviral 
therapy, counseling and support for 
safer infant feeding practices, and fam-
ily planning. 
 However, making PMTCT services available 
to the women who need them has proven to be 
only half of the battle. Research has shown that 
the medical recommendations made by PMTCT 
programs can be overshadowed by community 
norms, values, and beliefs (Rutenberg et al. 2003). 
In Kenya, fear of disclosure and stigma prevent 
many women from following recommended 
practices, and a lack of resources and motivation 
limit women’s abilities to access available PMTCT 
services. 
 Community-based approaches may not only 
increase awareness and 
availability of services but 
may also increase accep-
tance and uptake. To test 
this hypothesis, Horizons 
conducted operations re-
search to examine whether 
implementing community-
based activities increased 
the utilization of PMTCT 
services and improved 
PMTCT-related knowledge 
and behaviors in Kibera, 
a highly populated urban 
slum in Nairobi.

Building Community-based  
Interventions 
The interventions consisted of adding three com-
munity activities to existing PMTCT services in 
three separate areas of Kibera. The three activities 
involved moving services closer to the popula-
tion via a mobile clinic, and training two differ-
ent groups—traditional birth attendants (TBAs) 
and HIV-positive peer counselors—as PMTCT 
promoters and providers of psychosocial support. 
International Medical Corps (IMC), which had 
prior experience working in the study areas, was 
responsible for implementing the three activities. 
 Weekly mobile clinic services consisted of a 
team of health providers—a nurse midwife, coun-
selor, and TBA—who set up a temporary clinic in 
an existing community space such as a church or 
meeting hall. The services offered included rou-
tine antenatal care (ANC), HIV counseling and 
testing, Nevirapine distribution for mother and 
infant, infant feeding counseling and support, and 
family planning counseling. HIV-positive women 
were encouraged to breastfeed exclusively for six 
months and then abruptly wean, and to take any 
newborns delivered at home to the clinic or a 
health facility within 72 hours to get Nevirapine. 
All women were encouraged to deliver at a health 
facility. 
 Twenty-two TBAs were trained as PMTCT 
promoters to encourage all pregnant women to 
seek ANC and delivery services at health facilities 

Closer to Home
Community-based activities complement PMTCT programs in Kenya

Traditional 
birth  
attendants 
participate in 
a workshop 
to learn more 
about promot-
ing PMTCT.
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October 2005). In addition, researchers conducted 
in-depth interviews with 24 HIV-positive women 
and 5 HIV-negative women at baseline and end-
line to further explore issues raised in the quantita-
tive survey. Focus group discussions (FGDs) were 
held with TBAs and peer counselors.

Limited Exposure
Results from the data collection show that the 
women in the study areas had limited exposure 
to the interventions. At follow-up, of the 1,362 
women from intervention areas interviewed, only 
213 (16 percent) were exposed to a program activ-
ity. In the mobile clinic area (n = 470), only15 
percent were exposed, in the TBA area (n = 452), 
14 percent were exposed, and in the peer coun-
selor area (n = 440), 18 percent were exposed. 
Furthermore, there was no clear pattern of results 
by intervention activity, as no one activity appears 
to have had made more of an impact on key indi-
cators than the others. 

Positive Trends
The data show that overall there were a number 
of positive trends across all intervention groups 
during the study period in most of the PMTCT 
indicators. For example, knowledge of MTCT 
improved significantly, with the percentages of 
women who knew about its prevention and the 
availability of drug treatment increasing. ANC 
utilization also improved—the proportion of 
women who had four or more antenatal care visits 
increased significantly from 41 percent at baseline 
to 54 percent at follow-up. Delivery at a health 
facility increased from 47 percent at baseline to 54 
percent at follow-up. 
 There were also trends in the right direction in 
several areas related to CT uptake. For example, 
the number of women who had been tested for 
HIV during ANC during their last pregnancy sig-
nificantly increased from 84 percent to 93 percent 
in 2005.
 However, it is not possible to attribute the 
positive trends to the community-based activi-
ties because similar trends were also observed at 
the comparison site. For example, positive results 
related to CT uptake were found in both the study 
and comparison areas and could reflect the fact 
that HIV testing has become a much more stan-
dard practice among pregnant women in Kibera 
and Dagoretti.

as well as to offer psychosocial support to HIV-
positive women. Their scope of work also included 
encouraging women to get tested for HIV, con-
ducting risk assessments, and referring higher risk 
deliveries to health facilities. Following two weeks 
of training, the TBAs attended regular meetings 
to report on activities and address any problem 

areas. The TBAs were compensated for attending 
meetings, referring women to health facilities for 
deliveries, and referring newborns within 72 hours 
of birth for Nevirapine syrup.
 Peer counselors were HIV-positive women who 
had already received PMTCT services. IMC re-
cruited them to mentor and educate other women 
who had tested positive for HIV. The 22 peer 
counselors were trained and given the same scope 
of work as the TBAs, except that they did not con-
duct risk assessments or refer higher risk deliveries. 
The peer counselors also participated in monthly 
support meetings and received a stipend. 
 As part of the intervention, the project team 
developed health information messages and dis-
seminated them through posters in health facilities 
and health talks with HIV-positive women in sup-
port groups. Finally, IMC trained health providers 
in the project area to ensure that the main high 
volume clinics offering primary care had similar 
quality PMTCT services. 

study Design
To assess the impact of the community-based 
activities in Kibera, Horizons used a quasi-exper-
imental design where changes in knowledge and 
practice in the intervention areas were compared 
to a fourth area with no additional community 
activities (Dagoretti). Data were collected in five 
high volume primary health clinics in Kibera 
and two high volume clinics in Dagoretti from a 
sample of women who had given birth in the ten 
weeks prior to the introduction of the interven-
tions and again approximately 15 months later. At 
baseline (June 2004), 1,803 women were inter-
viewed; after the intervention, a follow up survey 
was conducted with 1,813 women (August to 

There were a number of positive trends in 
most PMTCT indicators across all groups 
during the study period.
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Interpreting the results
The results of the study prompt the question: 
why didn’t the community-based activities reach 
more women and have a larger impact? There are 
several possible explanations that could be useful 
to organizations implementing community-based 
PMTCT activities in a similar context.
 A major challenge was that the PMTCT pro-
moters spent a lot of their time on income gener-
ating activities to support their families rather than 
on project activities. Discussions from FGDs con-
ducted with the TBAs revealed that most of them 
spent on average less than three hours, three times 
a week on implementation. Peer counselors spent 
two days a month on door-to-door campaigns and 
participated in IMC-sponsored support groups 
held on a weekly basis. 
 Both the TBAs and the HIV-positive peer 
counselors felt that the money they received as 
PMTCT promoters was not enough to allow 
them to dedicate more time then they did to the 
intervention. However, it is important to note 
that despite the low compensation, the PMTCT 
promoters did report satisfaction working with 
women in their community.

…the money was little…my income is a big 
challenge and even having food to eat is dif-
ficult. I liked my work [PMTCT promoter]…
being popular...in the village and everyone 
greets me when I pass where I live and taking 
the mothers and babies to the hospital. 

TBA

What made me like the work [PMTCT pro-
moter] is that you assure the mothers that even 
if they get pregnant and they are HIV-positive 
the child has a chance to live and even herself.

HIV-positive peer counselor

  Another possible explanation that emerged from 
the FGDs conducted with the peer counselors 
was that they did not typically disclose their HIV 
status to the pregnant women they interacted with 
due to their discomfort of being openly HIV posi-
tive. The fact that they were not disclosing could 
make it difficult for study participants to know 
whether or not they had interacted with an “HIV-
positive female counselor” as asked in the ques-
tionnaire or to benefit from hearing the experienc-
es of openly HIV-positive women. This suggests 
that programs should work more intensely with 

This	article	was	written	by	Hena	Khan	in	conjunc-
tion	with	the	study	team	which	includes	Susan	Kaai,	
Carolyn	Baek,	and	Scott	Geibel	of	Horizons/Popula-
tion	Council;	Peter	Omondi,	Benson	Ulo,	and	Grace	
Muthumbi	of	International	Medical	Corps;	Carol	
Nkatha	of	Steadman	Research	Services	Interna-
tional;	and	Naomi	Rutenberg	of	Horizons/Population	
Council.

For	more	information	on	this	study,	contact	Carolyn	
Baek at cbaek@popcouncil.org.

peer promoters to support them in disclosing their 
status as part of their mentoring roles, as is done 
in the successful model of the mothers2mothers 
program (see related story, page 2).
 A final, encouraging, possibility is that facility-
based PMTCT services may have become suffi-
ciently established and accepted in the study areas, 
which explain some of the study’s positive trends. 
However, there does appear to be a role for peer 
promoters. As Susan Kaai of Horizons/Popula-
tion Council, a principal investigator for the study 
explained, “PMTCT promoters did offer valuable 
psychosocial support to antenatal and postnatal 
mothers in the community, some of whom had 
minimal contact with health facilities.” Communi-
ty members reported appreciation for this support, 
as two women expressed: 

She [TBA] is the one that encouraged me and 
gave me the first counseling and escorted me to 
the hospital.

31-year-old HIV-positive woman

...after receiving emotional support from her 
[HIV-positive peer counselor]...I saw that my 
body was fine. ...she said that anybody can 
live a normal life and work like anybody who 
does not have the virus so I was encouraged.

21-year-old HIV-positive woman

 A final report of the study that examines the 
successes and challenges of employing communi-
ty-based activities in the context of Kibera will be 
available in July 2007. 
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The postnatal period can be a time of 
tragedy, as over 60 percent of maternal 
deaths occur in the first 48 hours after 
childbirth and two-thirds of neonatal 
deaths in the first 24 hours. Postna-
tal care, including early detection and 
management of complications, is criti-
cal for all mothers and newborns. For 
mothers living with HIV, the postnatal 
period is particularly crucial for receiv-
ing HIV-related services.
 An estimated 39 percent of pregnant women 
are HIV-positive in Swaziland, which has one of 
the highest rates of HIV infection in the world. 
Approximately 17,000 HIV-exposed infants are 
delivered to mothers in Swaziland every year. 
While the use of antenatal care (ANC) services 
and prevention of mother-to-child transmission 
(PMTCT) programs is high, a major weakness is 
the follow-up of HIV-positive mothers and their 
babies after delivery. 
 National guidelines for postnatal care encour-
age all mothers to return to the maternal and child 
health (MCH) clinic six weeks after delivery. Hori-
zons, in collaboration with the Swaziland Central 
Statistics Office and Ministry of Health and Social 

Welfare, is conducting research on changes to the 
guidelines to include earlier and more frequent 
examination of mother and baby. The new guide-
lines would recommend their examination before 
leaving the hospital, and again after one week and 
after six weeks. Through pre- and post-assessment, 
the research team is evaluating the impact of the 
revised service guidelines to see if they: 1) encour-
age an increase in the provision of the key compo-
nents of essential care by health providers in the 
postnatal period, 2) increase utilization of postna-
tal care services among all women, and 3) improve 
the care and follow-up of HIV-positive women 
and their infants. 
 In 2006, researchers conducted a baseline study 
in three maternity units and four MCH or public 
health units. Data were gathered through facility 
assessments, interviews with 54 health providers, 
148 structured observations of client-provider 
interactions, and 356 exit interviews with mothers 
of infants less than 10 weeks old (including 114 
self-reported HIV-positive mothers) at the postna-
tal clinic. 

Current Postnatal services
The baseline study found that most health pro-
viders recommended the first postnatal care visit 
at six weeks, which was expected in light of the 
established guidelines. The majority of postpartum 

mothers interviewed (89 percent) were 
given a date for a six-week check-up 
before they left the postnatal ward. But 
only half of the postpartum women 
interviewed reported that they did in 
fact visit six weeks after giving birth. 
 Most women reported that a health 
provider asked them to return for im-
munizations (83 percent), child growth 
monitoring (57 percent), and family 
planning (53 percent). They cited child 
immunizations (82 percent) and family 
planning (23 percent) as the main rea-
sons they were attending the postnatal 
clinic on the day they were interviewed 
(multiple responses were recorded). In 
addition women came to the clinics 

Repositioning postnatal CaRe
Baseline results from Swaziland, a high HIV prevalence environment

New guidelines 
for postna-
tal care in 

Swaziland will 
encourage 
earlier and 

more frequent 
examinations 
of mother and 

baby.
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because either the child or mother was sick (14 
percent and 4 percent, respectively). 
 As part of the study, the research team assessed 
the quality of care given during postnatal visits 
through 48 client-provider observations. They 
found that few health providers (less than 4 per-
cent) adequately asked the client about the history 
of the most recent delivery. For example, less than 
2 percent of providers asked whether the client 
had experienced any problems since the birth, 
such as any heavy bleeding. The majority of health 
providers (92 percent) did not ask about any 
underlying conditions in the baby. Furthermore, 
providers carried out a physical assessment of the 
mother in only 28 percent of cases. They measured 
their clients’ blood pressure during 22 percent 
of the observations, and assessed anaemia in 14 
percent. 

hIV services for women
More than nine out of ten women interviewed 
had received information about HIV during visits 
to the ANC clinic, and a similar proportion had 
specifically received information about the HIV 
test. The vast majority of women (88 percent) had 
been tested for HIV: 82 percent as part of ANC, 
15 percent at a VCT center, 2 percent in the labor 
ward, and 2 percent in the postnatal ward. 
 Among the 114 mothers who shared that they 
were HIV-positive with interviewers, most (85 
percent) had been given Nevirapine during ANC, 
and of these women, 87 percent swallowed the 
dose during labor (71 percent while in early labor). 
These findings suggest that PMTCT services are 
reaching the majority of women who need them.
 Eighty percent of newborns born to HIV-
positive women were given Nevirapine syrup: 60 
percent at birth, 38 percent after one day, and 2 
percent after two to three days. For the 22 babies 
who did not take the medicine, two mothers 
forgot to take the medicine to the hospital, one 
reported transport difficulties, 13 said they were 
not offered the medicine, and six gave no reason. 
 A little over a third (35 percent) of all HIV-pos-
itive women said that their health providers dis-
cussed cotrimoxazole prophylaxis for their infants 
at 4–6 weeks during ANC. Among these women, 
15 babies had started the prophylaxis during the 
postnatal period.
 In a high prevalence setting such as Swaziland, 
it is particularly important to offer information 

This	article	was	written	by	Hena	Khan	in	conjunction	
with	the	study	team	which	includes	Charlotte	Warren	
of	Horizons/Population	Council;	Rachel	Shongwe	
of	Central	Statistics	Office;	Peggy	Chibuye	formerly	
of	Elizabeth	Glaser	Pediatric	AIDS	Foundation	and	
Allen	Waligo	of	Elizabeth	Glaser	Pediatric	AIDS	
Foundation;	and	Phumzile	Mabuza	and	Bonisile	
Nhlabatsi	of	the	Ministry	of	Health	of	Swaziland.	

For	more	information	on	this	study,	contact	Charlotte	
Warren at cwarren@pcnairobi.org.

on care and support for HIV-positive women and 
their infants as part of comprehensive postnatal 
care. At baseline, less than half of HIV-positive 
women (41 percent) said that they had received 
information on where else they could go to get 
additional care and support. Among these women, 
more than half (54 percent) received this informa-
tion from an ANC provider, 38 percent from an 
HIV counselor, and only a quarter from a postna-
tal care provider.  
 Health providers reported that they offered 
information during postnatal care visits to HIV-
positive mothers. Yet, less than half (41 percent) 
advised mothers on regular monitoring of CD4 
counts, a little more than a fourth (26 percent) 
counseled mothers on available support and the 
same percentage advised mothers on where to 
seek psychosocial support, and only 19 percent 
instructed mothers to bring their babies back for 
cotrimoxazole prophylaxis. 

next steps 
Findings from the baseline study, which point to 
important gaps in the provision of postnatal care 
to mothers in Swaziland, are being used to inform 
an ongoing intervention to operationalize the 
new guidelines, which is being implemented by 
the Elizabeth Glaser Pediatric AIDS Foundation 
and the BASICS project. The intervention offers 
competency-based training in maternal and new-
born care, updates in PMTCT, support supervi-
sion, and job aids for health workers to facilitate 
implementation of the new postnatal package of 
care. The evaluation of the intervention will take 
place in mid-2007, after which the new postnatal 
guidelines will be finalized.
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India: Are PPTCT programs an entry 
point to other HIV and reproductive 
health services? 

In India, an estimated 21 percent of the over 5 
million people living with HIV are women of 
reproductive age. The national prevention of 

parent-to-child transmission program (PPTCT) 
looks to antenatal care (ANC) as an entry point 
to preventing HIV transmission from mother 
to child. But does the program also serve as an 
entry point to other key HIV and reproductive 
health services for HIV-infected mothers and their 
children? To explore the extent to which these 
services are linked, researchers from Horizons and 
two Indian NGOs conducted a study in three high 
prevalence states (Andhra Pradesh, Karnataka, and 
Manipur).
 A total of 41 in-depth interviews and 268 
structured interviews were held with HIV-positive 
pregnant and postpartum women (0–24 months 
post-delivery) who had received PPTCT services. 
In addition, 32 service providers and program 
managers of public sector and NGO-run PPTCT 
programs were interviewed. 
 When asked about their HIV testing experience, 
almost 70 percent of women interviewed said they 
were first tested during ANC. A very high propor-
tion of the women’s husbands had also under-

gone HIV testing, generally after their status was 
detected.
 Almost all of the women reported that their 
ANC providers informed them of medication they 
could take to reduce risk of HIV transmission to 
their child. A large majority of postpartum women 
reported taking the medication as recommended: 
60 percent took Nevirapine and 21 percent were 
on AZT; one-tenth did not remember if they took 
any medicine. Among the women who did not 
take any medicine (8 percent), most indicated that 
it was because they had delivered at home and vis-
ited the clinic after giving birth. The vast majority 
of postpartum women (82 percent) reported that 
their babies had received syrup medication. Six 
percent reported that their infants did not receive 
the medication and 8 percent did not remember. 
 Only 42 percent of the youngest and second-
youngest children of the 211 women with living 
children had been tested for HIV. The children 
of 20 of these women had tested HIV-positive 
and about half were informed about antiretroviral 
therapy (ART) for their child. Only two women 
reported that their child was currently on ART.
    Among postpartum women, 87 percent did not 
want to have another child. However, among these 
women, only 44 percent reported using condoms 
and 6 percent reported having had a sterilization 
operation. Four out of ten women who did not 

want more children were not using 
any family planning method to 
prevent unintended pregnancies. 
 Although about 40 percent of the 
women were aware of treatment for 
HIV, only 18 percent mentioned 
that their PMTCT provider had in-
formed them about it and only one-
third were told about CD4 testing. 
Furthermore, only 7 percent of 
women were currently on ART and 
only two women stated that their 
PMTCT providers referred them to 
the treatment facility. 
 Results from this study indicate 
that HIV-positive women who are 

A young 
mother-to-
be receives 
HIV pretest 

counseling at 
an antenatal 

clinic.
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receiving services in an ANC setting have unmet needs 
for sexual and reproductive health care and treatment 
services. PPTCT programs need to understand these 
women’s fertility intentions and provide appropriate 
information on family planning methods. Also, despite 
the fact that free treatment is provided through the pub-
lic sector, most of the women were not informed about 
treatment facilities or the need for CD4 testing. Linkages 

between PPTCT services and HIV care as well as family 
planning services need to be strengthened and providers 
should be trained to make appropriate referrals to vital 
services.
 A final report will be available in August 2007. For 
more information about this study, contact Vaishali Ma-
hendra at vmahendra@popcouncil.org.

—Hena Khan


