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ABSTRACT
Background
The transmission of HIV from a mother to her child is one of the most tragic aspects of the
HIV/AIDS pandemic. For most HIV infected mothers in developing countries, choosing a
suitable infant feeding option represent a desperate dilemma. On one hand, health care
providers expect mothers to abide by WHO recommended infant feeding choices in order to
reduce the risk of HIV transmission to infants. On the other hand, PMTCT enrolled mothers
go back home to a society where WHQO’s recommended infant feeding methods are found to
be practically, socially and culturally irrelevant. This study explored infant feeding
experiences of HIV positive mothers, their partners and health care workers linked to
Prevention of Mother To Child Transmission (PMTCT) of HIV programs in Chiradzulu

district, Southern Malawi.

Methods

A qualitative study using in-depth semi structured interviews, focus group discussion (FGDs)
and case studies was carried at two PMTCT sites. In-depth interviews and focus group
discussions were recorded and transcribed. Case studies involved a deeper inquiry into the
past, present and situational factors of selected participants. Analysis was done using
principles of thematic content analysis. Research findings are presented in the form of a thesis

for a Master of Philosophy Degree.

Results
None of the participants managed to adhere to the WHO prescriptions of infant feeding for
HIV positive mothers. Findings revealed wide spread mixed feeding among HIV positive

mothers as they yielded to social pressure from a community in which individuals, families



and neighbours freely intervened in each others’ child rearing activities. Adherence was
further challenged by customary use of traditional medicines and prolonged breast feeding
practices. One important aspect was that mothers reported that their spouses abandoned them
after they had disclosed their HIV positive status; disclosure being a precondition for
enrolment in the PMTCT program. In a context of customary matrilineal kinship, matrilocal
residence pattern and complete male absence from the PMTCT program; the demand by the
PMTCT service for partner disclosure played up fears of rejection among men given
accusations of infidelity by the wives’ family. This situation forced many men to abandon
their families. In the end, affected mothers faced not only the fear of transmitting the virus to
their infants, but also the loss of income associated with a departed husband as well as the
social disgrace of a ruined family. Community members referred to the PMTCT program as

‘the divorce program’.

Conclusion

In large parts of the world, infant feeding is located at the heart of local customs and
traditions. The demand by PMTCT programs for essential modification of breast feeding
practices are often met with opposition and non adherence. There is an urgent need for
PMTCT programs to use ‘cultural competency techniques’ in order to remain effective in
diverse cultural settings. Equally important is the need for PMTCT programs in this part of
the world, to incorporate modules where assessment of potential husband participation is

sensitively dealt with from the early stages in the PMTCT process.
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CHAPTER 1

1.0 BACKGROUND AND LITERATURE REVIEW

1.1HIV/AIDS: The global picture

Since its first recorded case, HIV/AIDS has grown to become one of the most serious public
health challenges globally, causing the death of 25 million people from 1981. An estimated
39.5 million people were living with HIV worldwide by the end of year 2006, of whom 2.9
million were children (WHO2, 2006: 6)

Women and children take on a disproportionate burden of HIV/AIDS as they continue to
experience high rates of new HIV infection and HIV related illness and death (WHO, 2006:
6).More than 17 million women world wide are today living with HIV and infection among
women is on the rise in every region of the world. (UNAIDS, 2006: 1))

AIDS is presently the fourth leading cause of death in the world, and the number one cause of
death in Africa. Yet its overall impact on the global population has not reached its peak.
HIV/AIDS is on track to be the worst epidemic in history with projected death toll reaching

100 million by 2020. (Kates J.2003: 3).

1.2 HIV/AIDS: The African picture

Sub-Saharan Africa remains the global epicentre of the AIDS pandemic. At the end of year
2006, an estimated 25 million of the 37 million people infected with HIV world wide, lived in
Sub Saharan Africa. (WHO 1, 2006: 13.) This region is also home to approximately 13.3
million HIV positive women of child bearing age, representing 59 percent of the adult
population living with HIV in the region. It is moreover estimated that about 2 million

children under15 years of age were infected with HIV in Sub Saharan Africa by the end of



2006.'0f the total number of HIV infected persons in Southern Africa, an estimated 700,000
to 1,000,000 currently have AIDS. However, only one in 25,000 eligible persons are currently

on treatment with Antiretroviral Therapy (AVERT, 2006).

1.3 HIV/AIDS and women

At the end of year 2003, there were more than three HIV infected young women for every two
HIV infected young men worldwide (UNAIDS fact sheet, 2003). While the infection rates for
men increase after the age 25, they nonetheless remain below those of women until the age
35, at which point the death of women begins to pull down the female prevalence rate
(Michael K, 2007). This has two key implications: Firstly the proportion of HIV infected
women of child bearing and child rearing age will continue to increase and will in turn lead to
increases in the number of infants likely to be born with HIV or to acquire HIV through the so
called Mother to Child Transmission (MTCT) after birth.

Secondly; women will have AIDS related illnesses at a younger age than men, unless they
receive ART. A recent study done in Zambia (Chapoto A, Jayne, 2006:40,41) found that in a
large cohort followed for over three years, sixty one percent of all HIV/AIDS deaths occurred
among women, and that women on average died younger than men. This has enormous
implications on the care of upcoming generations as the burden of orphan care increasingly

falls on grand parents.

1.4 Mother to Child Transmission of HIV/AIDS

One of the most tragic aspects of HIV/AIDS infection is the discovery of transmission of the
virus from mothers to their children, the so called ‘Mother to Child Transmission of HIV’
which takes place when HIV passes from a mother to her baby during pregnancy, labour or

through breast feeding. Current evidence suggests that most mother to child HIV transmission

' Southern Africa Region comprise of Zimbabwe, Mozambique, Botswana, Malawi, Zambia, Namibia, Angola,
Swaziland, South Africa and Madagascar.



occur late in pregnancy, or during labour and delivery (Tylleskar, 2007: 4-6). Without any
interventions, between 20 and 45 percent of infants may become infected with HIV through
mother to child transmission. (WHO, 2007: 1). According to the year 2005 UNAIDS update,

seven hundred thousand infants are infected with HIV every year. (UNAIDS, 2005:13).

1.5 PMTCT and infant feeding options

The optimal way to avoid Mother to Child Transmission (MTCT) is to prevent HIV infection
among women of reproductive age. However, due to high HIV infection among women of
this age group, there is substantial need for interventions to help reduce the risk of infecting
the child. Antiretroviral (ARV) prophylaxis to reduce vertical transmission during delivery
and modified infant feeding methods that would help mothers prevent transmission through
breast milk are the prominent ways of confronting this challenge. The following infant

feeding options were practiced or recommended for practice at the time of field work:

1.5.1 Exclusive breast feeding

Exclusive breast feeding involves giving the infant only breast milk and prescribed medicines.
No water, liquids or food are given to the infants for at least the first six months of life.
(UNAIDS, 2003: 3).After six months, breast feeding alone is perceived inadequate to meet the
baby’s growing nutritional needs. Hence, for HIV positive mothers: abrupt cessation of breast
feeding and a shift to an appropriate replacement feeding is suitable. We shall return to this in

a moment.
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1.5.2 The dangers of mixed breast-feeding

The reason why exclusive breastfeeding is recommended is because evidence has shown that
mixed feeding; which involves giving the infant breast milk and other drinks, such as
porridge, formula, glucose water, gripe water or traditional medicines; increases the risk of
HIV transmission from mother to child. (UNAIDS, 2003: 56)

Mixed feeding is riskier than exclusive breast or formula feeding. The physiological
explanation being that foods, traditional medicines or drinks damage the babies lining of the
stomach and intestines, making it easier for HIV in the breast milk to infect the baby
(Perinatal HIV Research Unit, 2006:21). In an early South African study of HIV-positive
women and their babies, 36 percent of babies who received mixed feeding were reported

infected compared to about 25 percent of those who were exclusively breast-fed and 19.5

percent of formula-fed babies. (A. Coustaudis, 1999:127-33)

In many African countries, mixed feeding is a social norm, a fact that has enormous
challenges for PMTCT programs. In these countries; women who choose to formula feed will
often breast feed due to social pressure from relatives and fear of stigma if their friends
discovered their HIV status. (International Community of Women Living with HIV/AIDS,

2005:9)

1.5.3 Early cessation of breast feeding

Early cessation of breast feeding is a method whereby a mother decides to breast feed her
baby for six months or less and then abruptly discontinues breast feeding to initiate
replacement feeding (The AIDS Reader, 2005:4). This method of breast feeding decreases the
risk of HIV transmission by reducing the length of time during which an infant is exposed to
HIV through breast milk. For HIV positive mothers who choose to exclusively breast feed

their children, early cessation of breast feeding has been required as the baby will in due time

11



demand more food than the mother can provide. If the mother continues to breast feed beyond
this point she will move into mixed feeding patterns. Studies have confirmed the presence of
HIV both in colostrum or early milk and late milk. However the prevalence of HIV has been
shown to be lower in colostrum (27 percent) than in mature milk (47 percent) (Lewis P,

Nduati R, Kreiss J, et al. 1998; 177:34-39.).

In a study conducted in Tanzania, 8 of 139 children born to HIV-infected mothers who were
themselves, known to be uninfected at six months of age, became infected through late breast-
feeding. (Karlsson, 1997.) Similar findings from other African countries support early
cessation of breast feeding as an effective infant feeding option for prevention of mother to
child transmission of HIV. (Leroy etal, 2003; Fawtzi etal, 2002; Coustoudis, 2001; Illif etal,
2005). Findings from other studies however, question early cessation of breast feeding. A
study in Rwanda found that 70 percent of mother-to-child transmissions occur prior to the age
of 6 months (Simonon A, Lepage P, Karita E, et al. 1994; 7:952-957.). Another study
conducted in the Ivory Coast found that 28 percent of children born to HIV-seropositive
mothers were infected by 6 months of age. After accounting for the effect of early breast
cessation on the rate of HIV infection; the risk of late postnatal transmission after 6 months of
age was only 12 percent among children born to HIV-infected mothers. (Ekpini et al. 1997.).
These findings suggest that the largest proportion of HIV infected mothers will have already
transmitted the virus to their children through breast milk by the time the baby reaches the age

of six months.

The World Health Organization recommends that an HIV infected mother should stop breast
feeding as soon as she is able to prepare and give her infant adequate and hygienic

replacement feeding. WHO guidelines also recommend early cessation of breast feeding when

12



the mother develops symptoms of AIDS (UNAIDS, 2003: 54) .We shall return to the WHO

infant feeding guidelines later in this chapter.

1.5.4 Modified breast feeding

WHO recommended modified breast feeding options include: exclusive breast feeding with
early cessation, expressed and heat treated breast milk and also wet nursing.

Expressed and heat treated milk involves removing the milk from the breast manually and
heating it to boil, in order to kill HIV. The milk is then cooled, stored and given to the infant
within 12 hours, if stored at room temperature. Alternatively; it can be given to infants within

72 hours if refrigerated. (UNAIDS, 2003:52)

Research has demonstrated that heating HIV infected breast milk at 62.5 degrees for a period
of thirty minutes (a process called holder pasteurization) can inactivate the HIV virus making
the breast milk safer for infants (Eglin and Wilkinson 1987; Orloff etal. 1993; Giles and Mijch
2005). This method however requires timers and thermometers; devices which are hard to get
in most resource poor communities hardest hit by the HIV/AIDS pandemic. Holder
pasteurisation also destroys some nutritional and immunological properties of the treated
breast milk.

A recent study in this area has shown that flash heating HIV infected milk inactivates the HIV
while maintaining the nutritional and immunological benefits of breast milk (Israel Ballard
etal. 2007). The process of flash heating involves heating a glass jar of expressed breast milk
in a pan of water over a flame (Yang S. 2007). This method uses low tech materials readily
available in poor communities. Moreover flash heating brings the milk to a high temperature
within a short time, making it easy for a mother in a rural setting to implement it in her

kitchen.

13



Wet nursing implies that a voluntary HIV negative woman breast feeds the baby on behalf of
the HIV positive mother. There is a risk of transmitting HIV from the wet nurse to the infant if
the wet nurse is infected and an equal risk of transmitting HIV to the nurse if the infant is HIV
infected. The wet nurse would hence have been counselled, tested and expected to practice
safer sex through out the breast feeding period. Wet nursing is already a traditional practice in
most African cultures especially in situations where a baby has lost a mother or the mother is
too ill to breast feed her baby. A study done in Tanzania revealed that some PMTCT
counsellors in Kilimanjaro region were reluctant to promote wet nursing citing an incident
where a grandmother who had contracted HIV from a grandchild she was nursing following
the death of child’s mother (Leshabari etal. 2007). Similar concerns have been reported in a

study on wet nursing among communities in Zimbabwe (Gavin etal. 1999)

1.5.5 Replacement feeding options

Replacement feeding ideally involves feeding an infant with a diet that provides the child with
all needed nutrients without giving the child any breast milk. WHO Replacement feeding
options recommended for HIV positive mothers include: commercial infant formula and
modified cows milk during the first six months of life. After six months, complementary

feeding is appropriate. (UNAIDS, 2003: 39).

Commercial infant formulas are industry formulated milk based on modified cows’ milk and
are made in form of powder to be reconstituted with water at home. Infant formula comes

closest in nutrient content to breast milk. Feeding an infant for six months requires at least 40
of 500gram tins of formula powder. (UNAIDS, 2003: 53). The cost of infant formula in low

income countries is beyond the reach of a large majority of families. To safely use
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commercial infant formula diet; requires that a family has reliable income and access to a
sufficient supply for at least 6 months. The family must also have resources such as safe clean
water, fuel, utensils, skill and time- to prepare commercial infants formula accurately and

hygienically. (UNAIDS, 2003: 53)

Research has shown that in communities providing free infant formula to HIV infected
mothers, the combined risk of HIV transmission and death was similar whether infants were
formula fed or breast fed from birth (In Coutsoudis A. et al. 2008). These findings inspired
the so called ‘formula plus’ programmes in Haiti and Botswana which provided HIV infected
mothers with free formula, ,growth monitoring services, regular medical assessment, skills on
safe preparation and appropriate treatment and care (Noel F etal. 2006). After six months of
implementation, the ‘formula plus’ program in Haiti reported reduced Mother To Child HIV
transmission but very high infant mortality rates (217/1000) (Noel F etal. 2006).

A similar program in Botswana also reported 35,000 cases of diarrhoea, resulting in 532
deaths within the first six months (Creek T, 2006). The experiences in these two programmes
underscored the dangers of formula feeding in impoverished communities despite the
provision of free formula feeding. Further research has also shown that infant milk in form of
powder may contain low levels of salmonella (Brouard C etal, 2007) or other contaminants

causing diarrhoea outbreaks (Weir, 2002 and Threlfall E.J etal. 1998).

Modified cows milk implies fresh or processed animal milk that is modified by adding water,

sugar and micronutrients supplements. (UNAIDS, 2003:10).

Cow’s milk has more protein and a greater concentration of sodium, phosphorus and other
salts than breast milk (WHO, 1999). Modification of cow’s milk therefore involves dilution

with boiled water to reduce the concentration of salts. Dilution however, reduces energy
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concentration hence sugar must be added. The milk, water and sugar must be mixed in right
proportions. (UNAIDS, 2003: 52)

Goat milk is similar in composition to cow milk; hence modification is done in the same way.
It is however deficient in folic acids which must be given to infants in form of micronutrient
supplement. Camels’ milk is also similar in composition and is modified and supplemented
largely the same way. Sheep and buffalo milk however, have more fat and energy than cow
milk. Protein content in sheep milk is very high; hence both require more dilution than cows’

milk. (UNAIDS, 2003: 52)

1.6 2001 International guidelines on HIV and infant feeding
In 2001, the inter-agency task team on mother to child HIV transmission comprising WHO,

UNICEF, UNFPA and UNAIDS released recommendations on HIV and Infant feeding.

The international guidelines on infant feeding (WHO 2001, HIV and Infant feeding;

Guidelines for Decision Makers) state that:
“When replacement feeding is acceptable, feasible, affordable, sustainable and safe
(AFASS), HIV positive mothers should avoid breastfeeding altogether. Otherwise,
exclusive breastfeeding is recommended during the first months of life. To minimize
the risk of HIV transmission, HIV infected mothers should discontinue breast feeding
as soon as feasible, taking into account local circumstances, individual woman’s
situation and risks of replacement feeding (including infections other than HIV and
malnutrition). When HIV positive mothers choose not to breast feed from birth or stop
breastfeeding later, they should be provided with specific guidance and support for at
least the first two years of the child’s life to ensure adequate replacement feeding”.

(WHO, 2001:13)
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In relation to infant feeding counselling, the Interagency task Team recommended that all
HIV infected mothers should receive counselling, including general information about the
risks and benefits of various WHO recommended infant feeding options, and specific
guidance in selecting the infant feeding method most suitable for their situation. The notion of
choice was emphasized pointing out that whatever a mother decides; she should be supported
in her ‘choice’. Assessment should be conducted locally to identify the range of feeding
options that are acceptable, feasible, affordable, sustainable and safe within a particular

context. These are the so called AFASS assessment criteria

1.7 Differences in infant feeding policy

In most western countries, HIV positive women are not allowed to breast feed their infants at
all (WHO, 2007: 1). WHO/UNICEF/UNAIDS nonetheless recommends exclusive
breastfeeding with early and abrupt cessation for HIV positive mothers in developing

countries. (Paediatrics, 2005: 496-506)

These conflicting messages raise ethical questions as to the fairness of recommending
different methods of infant feeding to HIV positive mothers in the global north and global
south. HIV positive women in resource poor countries have been forced to make the so called
“informed choice” where the alternatives in practice are not available for the majority of
mothers (Blystad A, Moland C, 2007: 48). While the basic principle of informed choice is
appropriate; its application depends on the mothers being aware of and having access to a
range of practical feeding alternatives and on going PMTCT program and community support.

(Kent G, 1999: 3- 4)
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1.8 Adhering to infant feeding options

Research has shown that even when HIV positive mothers go through infant feeding
counselling, real care and feeding of the infant is ultimately influenced by circumstances and
interests beyond HIV infected mothers’ direct control. These include socio economic
conditions, expectations of partners, mother in laws, extended families and the community:
Studies in Botswana (Shapiro RL etal. 2003: 220-30), where formula feeding among HIV
positive women is strongly encouraged and offered free in PMTCT programs as was
mentioned above, found that women accepted formula feed given from the clinic and went
home only to practice both formula feeding and breastfeeding.

A study in Zambia (Omari AA etal. 2003: 156-62) reported that HIV positive women changed
to mixed feeding very early, whether they started out with replacement feeding or exclusive
breastfeeding.

Another study in Tanzania (Leshabari, 2006: 5) showed that mothers who had started out with
replacement feeding ended up breastfeeding. Women explained that they could not withstand
the social pressure to breastfeed and were concerned about their reputation as good mothers.
These studies agree on the complexity and difficulty among HIV positive mothers to stick
firmly to any of the WHO recommended infant feeding methods. Despite such early evidence
however, very few studies have focused on the experiences of adherence among HIV positive
mothers who have been counselled, have chosen an infant feeding methods and are enrolled in

a PMTCT program.
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1.9 Continuing debates on infant feeding options in the face of HIV

As mentioned above, infant feeding options for HIV positive mothers have been governed by
WHO guidelines. These guidelines offer women choices on infant feeding options according
to their socio economic conditions. According to the year 2001 WHO guidelines, formula
feeding is recommended for HIV positive women who find the formula ‘acceptable, feasible,
affordable, sustainable and safe’. This choice requires access to clean water, sanitation and

clean home surrounding.

In contrast, where formula feeding is not ‘acceptable, feasible, affordable, sustainable and
safe’, HIV infected women are encouraged to exclusively breast feed for the first six months

of life.

The year 2001 WHO statement on HIV and infant feeding underscores the initial dilemma and
debate as to whether the HIV transmission resulting from breast feeding can be outweighed by

the benefits of breast feeding and therefore morally justified.

1.10 2006 WHO updated HIV and infant feeding guidelines

During the 2006 International HIV and Infant Feeding Consultation Meeting held in Geneva,
Switzerland; the interagency agency task team on the prevention of HIV infections in

pregnant women, mothers and children clarified the 2001 UN guidelines as follows:

“Exclusive breast feeding is recommended for HIV positive women for the first six
months of life unless replacement feeding is acceptable, feasible, affordable,

sustainable and safe for them and their infants before that time”.

“When replacement feeding is acceptable, feasible, affordable, sustainable and safe,
avoidance of all breast feeding by HIV positive women is recommended”. (WHO,

2007)
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The newly modified guidelines have drawn lessons from the tragic outcomes of replacement
feeding as recommended in the 2001 WHO guidelines, and have instead turned to exclusive
breastfeeding as the way forward for HIV positive and HIV negative infant feeding mothers.
In this most recent WHO infant feeding guide for HIV positive women, formula feeding as an
option has increasingly been ruled out for most resource poor contexts , thereby further
diminishing choices available to these mother and their infant in these settings, and raising

new dilemma as to how HIV infected women will feed their children.
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CHAPTER 2
2.0 STUDY SETTING
This chapter describes the social, demographic, geographical and health service context of the
study area. The chapter also outlines objectives of our research. This study was conducted in
the southern region of Malawi at two PMTCT sites linked to Chiradzulu district hospital and

St. Joseph mission hospital, between May and August 2007.

2.1 Geographical location

Malawi is a small densely populated country south of the equator in Sub Saharan Africa with
no access to the sea. It is bordered to the North and North East by the United Republic of
Tanzania, in the East, South and South West by the Peoples Republic of Mozambique and to
the West and North West by the Republic Zambia.

The country has been a democratic state since 1994 with a bill of rights and a free market

economy (Zanela D, 2005:1).

Figure 1: Map of Malawi showing Chiradzulu district
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2.2 Demographic profile

Malawi has a total population of 11.6million people (Zanela D, 2005:2). Its population grew
from 8 million in 1987 to 9.9 million in 1998 as enumerated by the 1998 population and
housing census. This growth represents an overall increase of 24 percent and an annual
population growth rate of 2 percent. Eighty nine percent of the people live in urban areas
while the eleven percent reside in the rural areas. The age structure in Malawi indicates that it
is a young nation with 43 percent of the population comprising young people less than 15

years of age. (Malawi National Youth Policy, 1999:17)

2.3 Development and health indicators

Malawi is one of the poorest countries in the world. The economy is agro based, depending
mainly on labour intensive farming and rain fed agriculture. Life expectancy at birth stood at
39 years having dropped from 45 in 1995. The 2006 UNDP human development index ranks
Malawi 166" of 177 countries (UNDP, 2006: 4).

Although the maternal mortality rate of 984 per 100,000 live births (as reported in the 2004
Malawi Demographic Health Survey) was lower than reported by the same survey in year
2000, (1120 per 100,000), it nevertheless remains very high. In Malawi an estimated 48
percent of all children are chronically malnourished (NSO, 2005: 179). These combined with
the high neonatal death rate of 42 per 1000 live births are indicative of the poor health
condition of communities and health services in the country. (Ministry of Health and

Population, 2006:1)
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2.4 HIV/AIDS profile

The first AIDS case in Malawi was reported in 1985 (Muula A, 2007:880-883). The main
mode of HIV transmission remains heterosexual sex. Malawi has an adult HIV prevalence
rate of 14.4% (MoHP1, 2004:11). About 720,708 adults and children have died of HIV/AIDS
between 1985 and 2004. It is estimated that by year 2010, over one million people would have
died of AIDS in the country (MoHP2, 2004: 26).

The HIV/AIDS data in Malawi indicate a gender bias in the risk of HIV transmission. In the
adult population, HIV prevalence is higher among women than men (Miteka 1., 2004).
Prevalence in the younger age group (15 — 24 years) is four times higher among women.
(MoHP, 2006: 25)

The HIV/AIDS situation in Malawi has led to a huge increase in the number of HIV/AIDS
orphans and vulnerable children, which in year 2005 alone, were approximately 70,000.

(MoHP. 2006: 25)

2.5 Mother to Child Transmission (MTCT) in Malawi

In Malawi, mother to child transmission comprise roughly 25,000 of the 100,000 HIV
infections every year (MoHP, 2006: 3). Prevalence of HIV among pregnant mothers who are
attending antenatal services is estimated at 15 percent (MoHP, 2006:6). The high HIV
prevalence among pregnant mothers contributes heavily to mother to child HIV transmission.
Among HIV infected mothers, high levels of poverty including high malnutrition rates,
contaminated water and poor hygiene increase risk of infant morbidity and mortality from
replacement feeding, thus diminishing options for safe and feasible infant feeding.

It 1s estimated that 90 percent of children below five years infected with HIV acquired the
infection through mother to child transmission such as during pregnancy, labour, delivery or

breast feeding.
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2.6 The PMTCT of HIV services in Malawi

PMTCT services in Malawi were pioneered in the year 2001. Three pilot sites were
established at Embangweni Mission Hospital, Thyolo and Chiradzulu District Hospital. The
Malawi government officially launched the National PMTCT Programme on 12 June 2003.
(MoHP, 2005: 3). In the year 2006, there werel19 health facilities offering PMTCT services
out of a total of 542 health facilities in Malawi (MoHP,2006:11).The goal of the national
PMTCT programme is to reduce mother to child transmission of HIV by 50 percent by year
2010 (MoHP, 2006:13).

The PMTCT programme is provided as part of the comprehensive Mother Child Care (MCH)
services. The overall PMTCT strategy is to increase acceptance through community
mobilization and partner involvement, promote HIV testing and PMTCT services in existing
PMTCT sites and rapidly increase the number of sites offering comprehensive PMTCT

services.

2.7 Brief information on the organization of health services in Malawi

Health Services in Malawi are provided at three levels; primary, secondary and tertiary. At
primary level, services are delivered through rural hospitals, health centers, health posts,

outreach clinics and community health initiatives such as Drug Revolving Funds.

District and CHAM (Christian Health Association of Malawi) hospitals provide secondary
level health care services. The secondary level provide surgical back up services, mostly for
obstetric emergencies and general medical and pediatric in-patient care for common acute
conditions. The tertiary or central hospitals act as referral hospitals, to which district hospitals

send their difficult cases.

In short, the health system in Malawi works through a referral network. Patients are first

expected to contact one of the points at the lower level of the system — usually the health
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centre. If the patient needs more complicated treatment than the health centre can offer, the
patient is referred to the district hospital. In-turn, if the district hospital cannot cope, the

patient is referred to the central hospital.

2.8 Chiradzulu district profile

Chiradzulu district is one of the 14 districts in the southern region of Malawi and has a
population of 210, 912 people (Chiradzulu District Commission, 2007:13). The population
density in Chiradzulu, defined as the number of people per square kilometer is at 308
(Chiradzulu District Commission, 2007:14). Crude birth rate stands at 47 births per 1000,
while crude death rate is 26 per 1000 (Chiradzulu District Commission, 2007:15). Total
Fertility Rate defined as the average number of children a woman is likely to have by the time
she completes child bearing if she experiences the prevailing age specific fertility rates, stands
at 5.1 (Chiradzulu District Commission, 2007:15).

Health services in Chiradzulu are provided through hospitals, health centers and clinics

distributed through out the district.
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Figure 2: Map of Chiradzulu showing health facilities
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There are two major hospitals in Chiradzulu district. Chiradzulu district hospital is a 300 bed

referral hospital situated at the district town. It was opened in 2005. St. Joseph Nguludi

Mission Hospital is a Christian mission hospital which was opened more than 30 years ago.
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2.9 Main objective

The main objective of our study was to generate knowledge around experiences of mothers,
their partners and health care workers linked to Prevention of Mother to Child Transmission

(PMTCT) of HIV/AIDS in Malawi.

2.9.1 Specific objectives

. To assess the challenges related to infant feeding encountered by HIV positive
mothers enrolled in PMTCT programs.

° To explore the experiences of health care providers in the counseling and follow up of
HIV positive mothers in relation to infant feeding.

. To explore HIV positive men’s experiences with Prevention of Mother To Child
Transmission (PMTCT) programs.

° To explore suggestions for improving PMTCT programs among HIV positive women,

their partners (men) and health care providers
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CHAPTER 3
3.0 RESEARCH METHODOLOGY

3.1 Introduction

This chapter presents the research methods employed in this study. It describes the design,
recruitment of informants, data collection methods, data analysis, ethical considerations and

other practical issues related to field work.

3.2 Study Design

Richie and Lewis (2003) described qualitative research as a naturalistic, interpretive research
approach concerned with understanding the meanings which people attach to actions,
decisions, beliefs and values within their social world. They further write that qualitative
methods provide an understanding of the processes that people use to make sense of and
interpret the world 