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Abstract

Background: All women have the same rights concerning theproduction and sexuality, but
women living with HIV/AIDS require additional caesed counseling during their reproductive
life. In sub-Saharan Africa, women account for a6 out of every 10 persons living with
HIV/AIDS and the failure to implement interventiomeasures, known to reduce perinatal
transmission of HIV, accounts for the higher numiifemew pediatric cases.

Objective: The objective of this study was to describe Hbgifive women’s behavioral intention

and its determinant factors to have pregnancy efthure.

Methods: A cross-sectional facility based study desigmpsemented with in-depth interview
was employed in Assela referral hospital, from Meld®- Aril 8, 2010. The theory of planned
behavior was used to develop the conceptual framewstudy participants were selected
randomly from clients who came to visit Assela itaBART unit. Frequencies, percentages,
means and standard deviations were used for ddaeripummary; and correlations to examine
the relationships among variables. Stepwise regpmassas used to identify important predictors
of pregnancy intention.

Results: There were 344 study participants with responage rof 95.3%. Majority of the
respondents (75.3%) were found highly knowledgeableut Prevention of Mother to Child
Transmission (PMTCT). Large number of women (29.18@) intended pregnancy in the near
future. Respondents’ age, history of PMTCT seréggposure, and PMTCT knowledge had
significant correlation and account 21.4% of theighility in pregnancy intention. Belief based
attitude, subjective norm and perceived behaviaahtrols had significant correlation with
pregnancy intention, and explain 36% of the vatigpiin pregnancy intention, where belief
based attitude alone accounts 25.5%. In this sthdytheory of planned behavior and external

variables together explained 57.4% of the variapiin pregnancy intention.

Conclusion and recommendation: Large number of HIV positive women were intendedave
pregnancy in the near future, where attitude tovgapdegnancy was found the major predictor.
Therefore, higher attention needs to be given oitude towards pregnancy and strengthening
PMTCT services.
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CHAPTER I: Introduction

The sexual and reproductive health of women livivith HIV/AIDS is fundamental to their
well-being and that of their partners and childrienproving women’s sexual and reproductive
health, treating HIV infections and preventing newes are important factors in reducing
poverty and promoting the social and economic aguaknt of communities and countries. All
women have the same rights concerning their remtamuand sexuality, but women living with
HIV/AIDS require additional care and counselingidgrtheir reproductive life (WHO, 2006).

There are several distinct facets to the assoaidt&iween HIV/AIDS and fertility. HIV/AIDS
can affect fertility desires and outcomes, andiliigrican affect the risk of HIV/AIDS and for
this reason an empirical association between tloeseems almost unavoidable. The factors that
account for this quite substantial depressing eftédIV/AIDS on reproductive performance
are thought to be largely biological, although beti@l mechanisms cannot be ruled out (UN,
2002).In Africa, most sero-positive individuals areaware of their status until the infection
expresses itself in overt physical symptoms (S&@95), and women often learn of their sero-
positive status through an antenatal check-upatfter they have already had a pregnancy (UN,
2002).

The question to be raised and investigated is vengthe-informed HIV sero-status alters the
pregnancy intention of women living with HIV (WLH)r not. This study is expected to answer
the above question and to clearly pick out the tienal construct and other external variables
which have a significant role in determining HIVsitive women pregnancy intention. Thus, the

conceptual framework of the study is adapted froentheory of planned behavior (Ajzen, 1991).
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Statement of the Problem:

In country’s most heavily affected, HIV has redudde expectancy by more than 20 years,
slowed economic growth, and deepened householdriyova sub-Saharan Africa alone, the
epidemic has orphaned nearly 12 million childrerecaginder 18 years. The natural age
distribution in many national populations in Suth&aan Africa has been dramatically skewed
by HIV (UNAIDS, 2008). HIV has inflicted the “singlgreatest reversal in human development”
in modern history (UNDP, 2005). In 2007 alone, 3Biom people were living with HIV, among

these 67% were living in sub-Saharan Africa, an® 38 deaths were occurred in this region

(UNAIDS, 2008).

Women comprise an increasing proportion of peaopiad with HIV/AIDS worldwide. Global
prevalence among women has accelerated from 41lifteated adults in 1997 to 50 % in 2002.
In sub-Saharan Africa, women account for almostué af every 10 persons living with
HIV/AIDS (UNAIDS, 2004) or almost 60% (UNAIDS, 20D8Sub-Saharan Africa is the only
region, globally, where more women than men arecitefd with the virus (ECA, 2004).

The prevalence of HIV among pregnant women in Afticountries is higher, when compared
to other countries. And the failure to implementemention measures, known to reduce
perinatal transmission of HIV, accounts for theheignumber of new pediatric cases (Anon.,
1999). According to the World Health Organizati@aamoderate reduction in the number of
pregnancies among HIV-infected women would yielteduction equivalent to the number of
infections averted among infants of HIV-positiveegmant women, given that so few of these
women receive the full package of PMTCT intervemsigfrom HIV counseling and testing to

support for safer infant feeding practices) (WHQ00Q2).

It is estimated that there were 43.4 million orpham Africa at the end of 2003, a number
projected to increase to 50 million by 2010. Thera@ase is largely due to AIDS, with an
estimated 12.3 million AIDS orphans at the end 602 rising to 18.4 million in 2010

(UNICEF, 2004). Of the 2 million people who died ADS during 2007, more than one in
seven were children. Every hour, around 31 childlieras a result of AIDS (UNAIDS, 2008).
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More than 90% of children living with HIV acquiretthe virus during pregnancy, birth or
breastfeeding—forms of HIV transmission that canpsevented (Kengeya-Kayondo et al.,
1995; Mulder et al., 1996; Hauri, Armstrong & Hyt2004; Kiwanuka et al., 2004; Schmid et
al., 2004). Levels of orphanhood have always begh im sub-Saharan Africa, as a result of
high mortality in general and high maternal motyain particular (UNICEF, 2004). AIDS
orphans suffer the psychosocial problems that aihgrans do, but have an additional burden of
stigma associated with HIV/AIDS (ECA, 2004). Whenge-fourth of all births in sub-Saharan
Africa are unintended, assuming that 25% of HIVipes births are also unintended, meeting
the family planning needs of all women with HIV sub-Saharan Africa has the potential to
avert 120,000 HIV-positive births each year (REYNIS, 2005).

Scholars reported that the average age of deaki\ofinfected children born to HIV positive
women was less than six months, 72% of them dyirtigimvtheir first year of life. Orphans were
three times likely to die and infants with a lowtbiweight had eight times higher risk of dying
(Taha et al., 1996).

According to the serial reports of ministry of heain its health and health related indicators,
Ethiopian national prevalence of HIV/AIDS has deeti from 4.4 in 2003 (MOH, 2003) to 2.1,

while the prevalence in women were 2.6 (MOH, 2007).

The annual incidence of HIV/AIDS in adults was 0&& the total number of orphans in the
year 2007 was 898,350. From 127,544 pregnant wdestad for HIV, 6,655 were reported to
be positive and 58.3% of the women and 2,736 new babies had taken NVP (MOH, 2007).
In 2007 the contraceptive coverage of the countas \83.3%. Besides, the proportion of
hospitals, health centers, clinics providing VCTveme were 63.6% and only 38.2% of the health
institutions were providing PMTCT service. The 2@BHS has reported that the prevalence of
HIV in pregnant women who were following ANC wastlwhereas the 2005 ANC round
estimate was 3.5 (EDHS, 2005). This reflects agetie a desire to have further child among

HIV positive women despite the aforementioned sergoverage of the country.
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From the joint report of UNAIDS/WHO/UNICEF, as anpiemiological factsheets on

HIV/AIDS in Ethiopia, the antenatal coverage wag2®uver all in the nation 74,000 pregnant
women were estimated to live with HIV and lookireg PMTCT service, however only 8% of
the women had the service in 2007 (UNAIDS/WHO/UNFZE2008).

Although policies and programs for support prowvisiare increasingly being put in place,
African governments are struggling to meet the seddrphans. It is estimated that only 3% of
orphans and vulnerable children in low and middisome countries receive any form of public
support (UNAIDS, 2004). An important interventios io prevent children from becoming
orphans in the first place. This can be achieveduth either preventing HIV infection in the
parents, or through prolonging infected parentgédi through providing treatment and other
forms of health-sustaining support (ECA, 2004)atidition to the already started programs in
Ethiopia, PMTCT and PIHCT, this study provides asight on the behavioral factors that needs

to be considered.
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CHAPTER II: Literature Review

Women with HIV have much the same desires to haki#dren as do other women
(GUTTMACHER, 2006). Surveys in developed and depelg countries have found that 18%
to 43% of women with HIV wanted children in the ftg (CHEN et al.,, 2001). In general,
people with HIV want children for reasons common rt@any other people who desire
parenthood. A study conducted in Uganda to as$essdsire for children and pregnancy risk
behavior of HIV positives, 40% (455) of participanwere sexually active, and of these, 18%
(83) desired children(S. Nakayiwa et al., 2006)L&sotho, a sizable proportion of HIV-positive
women (38.7%) intend to have a child. In the satadysHIV-positive women age 35 and over
are significantly less likely to want a child intdwe compared with those age 15-19 (T. Adalir,
2007).

In United States, overall, 28-29% of HIV-infecteémand women receiving medical care desire
children in the future. Among those desiring cleldr69% of women and 59% of men actually
expect to have one or more children in the futdeares et al. 2003). A study conducted among
100 HIV-Positive women in New York by Nancy and ketleagues (2004) have found that one

third of subjects were considering future children.

Another study conducted on people living with HIV €Cape Town has revealed that 45% of
women and 57% of men being open to the possilfityaving a child (D. Cooper et al. 2009).
In countries where antiretroviral treatment (ARBshproved effective, research indicates that
HIV-positive individuals are likely to choose tousachildren (CHEN et al. 2001). A study in
Nigeria conducted among HIV positive men and worteedetermine their fertility desire and
intention 63.3% of the participants desire childesen though 50.4% already had >2 children.
Respectively, 71.5% and 93.8% of men and womendssare children intend to have >2 in the

near future (Oladapo et al. 2005a).

A longitudinal study conducted in Malawi to deteneifertility intentions of HIV-1 infected and
uninfected women, those with more children wers lé®ly to have a desire for more children;
women’s age was also found to have statisticatiypicant association with fertility intention

(Frank et al. 2009). In sub-Saharan African coestria substantial proportion of women and
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men who are on HAART wish to have children, CD4l agunts also affect pregnancy
incidence, although the difference was not stafdlyi significant. Similarly the presence of
PMTCT enables HIV infected women to continue toenakiildren while reducing the chance of
transmitting HIV to her child (Hoffman et al., 2008

Human immune-deficiency virus (HIV) has had valeasffects on fertility in different cultures,
both for expectations and actual childbearing feifg diagnosis. In Nigeria, desire for children
was significantly associated with non-disclosumr@inger age and recent diagnosis (Oladapo et
al., 2005b). A study conducted in South Africa {Bal et al., 2008) indicate that among HIV
positive women a lower number of children, high®&4TET knowledge and younger age were

associated with pregnancy desire.

In South Africa, among HIV positive women and mesteaiving antiretroviral therapy, a
decreased number of children were associated weithitly desire (Myer et al., 2007), moreover
young women are likely to have an expectation afdbkearing, and are more likely to voice
desire for pregnancy after diagnosis (CHEN et24lQ1; Peltzer et al., 2008; Heard et al., 2007,
Taulo et al., 2009; Oladapo et al., 2005b).

Longer HAART usage and HAART-associated healthorasion were associated with increased
childbearing desire amongst women living in sub&Bah Africa. General health status, which
may vary relative to other factors over time, tetalbe stronger for women than for men to have

an influence on childbearing desire (Kaida et2006; Hoffman et al., 2008).

In Lesotho and South Africa, knowledge of MTCT wvegagnificantly associated with increased
likelihood of wanting to give birth in the futurerfHIV positive women (T. Adair, 2007; Peltzer
et al., 2008). A study conducted in Uganda, knoggedas high regarding the possibility of HIV
transmission from mother-to-baby (71%), its prew@ni{81%) and about the PMTCT program
(78%). However, 78% did not know that an HIV-infssttwoman who took PMTCT drugs could
still deliver an HIV-infected baby. In a similarusty, exposure to PMTCT programs was found

to be associated with lower rates of pregnancybetavior (S. Nakayiwa et al. 2006).
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On the other side male partners appear to congrigtegatly to pregnancy decision-making; a
study in sub-Saharan Africa has noted that menremes likely than women to desire children
after diagnosis (Myer et al., 2007). In Lesotho ritahstatus has also found to affect fertility
desire. Controlling for other factors, a currentigrried HIV-positive woman is almost 14 times

more likely than a never-married woman to wantdeeha child (T. Adair, 2007).

In many societies, women’s identity is defined Ibyldt bearing. The ability to reproduce affects
social standing, individual recognition, partnepsisitability, and through these conventions,
financial security (Serour, 2008). In India, womeho indicated as they did not have family
support and stigmatized by the family were reluctaropt for a pregnancy as they were not sure
of the future, including child care in event of @atal death. In contrast, those women who
decided to have a child did so based on family stppspecially when family members offered
to take care of the child in the future in the ewa@mparental death (Kanniappan S. et al., 2008).

As it has reviewed, HIV positive women desire amigmtion to have a child was found to have
relation with marital status and partner influen@spondents age, CD4 cell counts, number of
children the woman had, duration since HIV diageo$tMTCT knowledge and history of
PMTCT services in the previous pregnancy, beingHAMART and its duration, perceived

general health status of the woman and strong yasujpport.
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Rationale for the Theory of Planned Behavior (TPB):

The Theory of Planned Behavior (TPB; Ajzen, 198%) &s precursor, the Theory of Reasoned
Action (TRA; Fishbein & Ajzen, 1975) are prominemibdels in health psychology research.
From 1985 to April 2004, the TPB has featured i2 @apers included in the PsycINFO data
base and 230 papers included in the Medline datalaexl the frequency has increased during
each five year period since the publication oftteory (J.J. Francis et al. 2004a). This mostly
featured behavioral model that has been used thigbieuman behavior, the TPB, is adapted to
develop the conceptual framework of this studysirengthen the model prediction some factors
external to the TPB are included in the conceptaahework.

The TPB (Ajzen, 1991) is established to answelithgation in the TRA (Fishbein and Ajzen,
1975; Ajzen and Fishbein, 1980). TPB deals withavédr where individual have incomplete
faculty of using one’s will or situation where thégve incomplete control of their behavior
(Ajzen, 1985, 1991, 2002). The TPB is composedttitiide towards the behavior, social factor
called subjective norm and an added variable wisithe degree of perceived behavioral control
(PBC) (Ajzen, 1985, 1991, 2002).

The construct of PBC was added into TRA in an éffordeal with situations where individuals
may lack complete volitional control over the bebaAjzen, 1991, 2002). PBC is defined as,
given the presence or absence of requisite respuacel opportunities, the individual's

perception of the ease or difficulty in performitmg behavior of interest (Ajzen, 1991).

Subjective norm deals with the influence of soelaironment or social pressure on individuals
(Fieshbein and Ajzen, 1975), or is individual’s gegtion of the likelihood that the potential
referent group or individuals approve or disapprof/performing the given behavior (Fieshbein
and Ajzen, 1975; Ajzen, 1991). It is shown as &dirdeterminant of behavioral intention in
TRA (Fishbein and Ajzen, 1975) and TPB (Ajzen, 1991

Attitude has long been identified as a construei thuides future behavior or the cause of
intention that ultimately leads to a particular &e@br. In TRA, attitude is referred as the

evaluative effect of positive or negative feelirfgralividuals in performing a particular behavior
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(Fishbein and Ajzen, 1975), or it is the degreefaforableness or unfavorableness of an

individual's feeling towards a psychological objé&jzen and Fishbein, 2000).

Behavioral Intention is the perception of an indiwl towards performance of a particular
behavior (Fishbein and Ajzen, 1975). In TRA, Fishbend Ajzen (1975) intention is stated as,
“a person’s location on a subjective probabilityndnsion involving a relation between oneself
and some action”. In the TPB (Ajzen, 1985, 1991)2)(he antecedents of intention are attitude
towards the behavior, subjective norm and the aegf®BC.

TPB to predict behavioral Intention:

So far so many studies have been conducted useg®B and the model has featured in
different data bases frequently. The TRA/TPB hasnbesed to understand a variety of
behaviors, some of the applications of the modekréalict health related behaviors had reviewed
to examine as to how the theory can predict behaviatention. In a meta- analysis of 185
studies conducted to assess the intention regatdimdat diet consumption, breast screening,
smoking cessation, and intention to exercise foromary heart disease patients, attitude,
subjective norm and PBC explained 39% of the vianain intention. The attitude-intention (r=
0.49) perceived behavioral control (PBC) - intent{o= 0.43) associations were stronger than
the subjective norm-intention (r=0.34) correlatidrhe analysis revealed that the correlation
between behavior and intention (0.38, p<0.01), BB& and behavior (r= 0.14, p<0.01) were
found significant (Armitage & Conner, 2001).

In another meta-analysis, 56 studies specific ttheelated behaviors; smoking, drunk driving,
breast self examination, avoiding caffeine, exangis condom use and flossing teeth, the
average explained variance in intention was 40.9be intention-attitude (r=0.46), intention-

subjective norm (r=0.34) and intention-PBC (r=0.d6jrelations were all significant (Godin and
Kok, 1996).
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Perceived general
health status

\
Behavioral beliefs &
Outcome Evaluation

J

Normative Belief &
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Control Beliefs &
Perceived Power

Attitude
towards being
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Behavioral
Intention for
Pregnancy
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on HIV positive

women towards
pregnancy

Behavior

\ 4

Perceived
Behavioral
Control to have
Pregnancy

Figure 1. The conceptual framework of the studypaeld from Theory of Planned Behavior,

Ajzen 1991.
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Significance of the Study:

Health and quality of life benefits ensue from thailability of Highly Active Antiretroviral
Therapy (HAART) are worthy, but the social scenatrmes to pose challenges for women’s
decision making around having children (M. Ndunale®009). This is resulting in an increase
in the number of HIV positive children where theusa is largely associated with MTCT
(UNICEF, 2004; Kengeya-Kayondo et al., 1995; Muldeal., 1996; Hauri, Armstrong & Hutin
2004; Kiwanuka et al., 2004; Schmid et al., 200d)Ethiopia, it was estimated that there were
744,100 orphans age 0-17 years, of these 30,300 maw HIV positive births. It was also
estimated that 43,100 children were in need of ARDf 2005 (MOH, 2007).

So many studies have been done to understand fbet ef HIV/AIDS on fertility and the
reverse. Most of the studies revealed that HIV tp@siwomen have an intention to have their
own child despite the risk of HIV transmission tbhetnewborn and the related health
consequences on themselves. Studies have idergdietany factors that lead women to such an
intention (M.Nduna et al., 2009; Homesy J. et 2009; D.Cooper et al., 2009); however there
are few studies that have been exclusively donevestigate the behavioral determinants of
intention to pregnancy and future fertility. Thitds vitally important to understand how women
make decisions concerning pregnancy so that iméores to reduce perinatal transmission can
be developed (Marjorie R.S., 2007).

This study has identified the behavioral determinariables, based on the theory of planned
behavior, and the effect of other external varialtteat lead HIV positive women to pregnancy
intention. It adds baseline informations and insdler extra investigations. The results can be
used to assist Ministry of Health, HAPCO, OromiagiReal Health Bureau, Arsi Zone Health
Bureau, Assela referral hospital and concerned gowernmental organizations to design the
appropriate interventions regarding this particulasue and let behavioral factors into

consideration.
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CHAPTER III: Objectives

General Objective

* To describe HIV positive women’s behavioral intentiand its determinant factors to
have pregnancy at Assela Referral Hospital, 2010.

Specific Objectives

» To describe HIV positive women’s behavioral intentto (have) pregnancy, at Assela
Referral Hospital.

* To identify the behavioral determinant factors &Blinfluencing HIV positive women
to have pregnancy.

* To identify external factors to the TPB which irdhce HIV positive women behavioral

intention to have pregnancy.
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CHAPTER IV: Methods and Materials

Study area

The study was conducted in Assela referral hospiiaé of the referral hospitals in Oromia
regional state, located in Asella town, Arsi zoAssela town is located 175 km south east from
the capital of Ethiopia, Addis Ababa. Asella re&rnospital ART unit has been serving 2263
women of reproductive age group according to M&ehO0 report of the department. It is the
only highly organized ART unit in Arsi zone, whaterovides a referral service to the nearby

health centers and district hospitals.

The ART unit of Assela hospital was established #09/2005. Currently the unit has twelve
employed staff and 10 volunteer peer educators;eguipped with modern computerized data-
base which is supported by CU/ICAP-Ethiopia sinseestablishment. It has been providing
ART, VCT, Prophylaxis and PMTCT service. Moreovehas provided family planning service,

usually dual method, for those who are marriedssdially active clients.
Study Period
The study was held from March 10 - April 8, 2010.

Study Design

A facility based cross-sectional study design wapleyed.

Source Population

All non-pregnant women enrolled in Assela HospR&T Unit confirmed as HIV positive and
taking ART or on Non-ART care.

Study Subjects

The study subjects were selected randomly frometheemen who are enrolled in Assela

Referral Hospital ART Unit based on the followimglusion and exclusion criteria.
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Inclusion criteria

* Women who were confirmed HIV-positive and in reprotive age range (15-49)
 Women who had at least one visit to the ART unitA®T or non-ART care.

*  Women who had appointment in the study period, ka@- April 8/2010.
Exclusion criteria

* Women who were pregnant at the time of data cadiect

* Women who were seriously ill and mentally disaldedng the study period.

Sample Size and Sampling Technique

For quantitative study

The sample size was determined by using a fornwlzlculate a single population proportion
(Glenn D., 2009). While calculating the sample giz=following assumptions were considered;
the proportion of HIV-positive women who intendlde pregnant was assumed as 50%, margin

of error of 5%, and Confidence level of 95%.

_ 2
n=2,2P"P _or n,=2P9 (GlennD., 2009
EY d e
Where
*n Is the required number of sample size

2
. Z o« Isthe standard score corresponding to 95% cendiel level i.e. 1.96
2

e P Is an assumed proportion of pregnancy intention
s Is the margin of error
0.5(1-05
n= 1962 X% =384

Because the source population is 2263, correcsionade on the sample size.
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= n Wae
(=D

n, is the corrected sample size

* n is the original sample size
(Glenn D.,2009) . N s the total population from which the studipects
are drawn

The calculated sample size was 328.
10% non response rate was considered.

Thus the desired sample size for the study wasdfd@il.

For qualitative study
In-depth interviews were made with 14 HIV positive@men who came to Asella referral
hospital ART unit. Information saturation and redancy as well as the number of informants

were used to limit the number of interviews.

Sampling Technique and Procedure

For the in-depth interview purposive sampling mdtheas used to select informants. The

informants were equally taken from married and umiaa (single, divorced and widowed).

For the quantitative study, subjects were selecdedomly from an already prepared sampling
frame. The sampling frame was prepared from théstragion record depending on clients’
appointment and by including those who fulfill tinelusion criteria. Then SPSS V.16. was used

to select the study subjects randomly.

Data Collection Methods and Instrument

Data Collectors Recruitment

Six data collectors, who are diploma nurses andBse. nurse for supervisory purpose, were
recruited. All of them were the staff members of thRT unit and can speak Amharic and
Oromifa perfectly. The data collectors had thregsdang training on the objective of the study,
its relevance, confidentiality of participants’ pesise, participants’ right, informed consent and

techniques of interview which was supplemented wrtdctical demonstrations.
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Data collection Methods

After identifying the study participants for theaqditative study, signed informed consent were
assured, then relevant records of the respondemat iegiewed from the client card using check
list. Data were collected through a face to faderinew using an Amharic version structured

guestionnaire.

In addition in-depth interviews were made to supmat the quantitative data. Informed consent
was assured form each informant and the interviesevheld in a quiet and private room to
maintain confidentiality. The principal investigatand the recruited supervisor had carried out

the interview.

Data Collection Instrument

Two separate data collection instruments were dpeel to collect quantitative and qualitative

data. The quantitative data collection instrumemtd hthree sections; sociodemographic
informations, measures of behavioral intention gclirand salient belief) and measures of
PMTCT knowledge as well a record review check-[i@te sociodemographic section includes

respondents age, marital status, occupation, édneastatus, the number of children a woman
has, perceived general state of health, PMTCT semxposure in previous pregnancy and other
informations.

The direct measures of behavioral intention wergptetl to the local context from the manual
developed for constructing questionnaires usingTR8 (J.J. Francis et al. 2004b) and other
related studies. Whereas the salient belief measfréehavioral intention were developed in
two phases according to the guideline for the cansbn of a standard TPB questionnaire (J.J.
Francis et al. 2004b, Conner & Sparks, 1995).

1. Belief elicitation study was conducted to identifie salient belief measures of attitude,
subjective norm and perceived behavioral contralefity five clients were selected
purposively from the source population. Such imgatrteliefs for the study population
regarding the behavioral consequences of beinghpreégand the significant referent and
control factors were identified through in-depthenviews. Then frequently occurring
responses, mentioned by 75% of the respondentg ussad to form the basis for the
development of measures of behavioral, normatidecamtrol beliefs (Ajzen & Fishbein,
1980).
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2. From the identified salient beliefs, similar itemere combined and used to develop the
final questionnaire. Pre-test was done on otherclihts (J.J. Francis et al. 2004b),
before including the measurements in to the firason instrument.

Elicitation study data analysis:Recorded responses gathered from the in-deptlvieveof

25 interviewees were, transcribed, sorted and thieeth manually to obtain specific
informations which could be used as a base to ngighe questionnaire for the quantitative
survey. Accordingly 9 behavioral beliefs, 12 nonvatbeliefs and 8 control beliefs were
obtained. Then, the variables were sorted accorttirtyeir frequency of occurrence and 4
variables for behavioral belief, 3 variables formative belief and 4 variables for control
belief were shared by 75% of the interviewees. H@aretwo of the variables in behavioral
belief “I feel like 1 will lose too much blood” anthe child will get HIV” would not give
valid response while converted to an outcome etialudatem; therefore the items were
omitted from the final version as not to affect flesponse rate/ response validity of the
instrument (J.J. Francis et al. 2004b), while b# test variables were tested and used to

construct the survey instrument.

The questions designed to measure behavioral iatedirectly or indirectly were presented in a
multiple item, where each constructs of TPB had fpuestions, and unipolar likert scale ranging
from “Strongly disagree” with a value of “1” to “®ingly agree” with a value of “5”. While
items designed to measure attitude are developexbdess the instrumental and experiential
aspects.

Knowledge to PMTCT were assessed through five aqurestvhich ask whether “a child can get
HIV”, “the chance of HIV transmission during pregweg, delivery and breast feeding” and
“MTCT is preventable or not” the responses wers@néed in a “Correct”, “Incorrect” and “ Not
Sure” format. For the sake of comparison, the tesuére multiplied by two providing zero for
not sure response and ranked in to four groupsNas Knowledgeable” (no correct answer),
“Low knowledgeable” (2-4 correct points), and “Medi knowledgeable” (6-8 correct points),
and “High knowledgeable” (10 correct points) (Oglifaet al., 2006).

The record review checklist incorporates informagiogegarding date of HIV/AIDS diagnosis,
and latest WHO HIV/AIDS stage of the respondentewART was started, latest CD4 count
and viral load.

17|Page



An interview guide was used to collect qualitatdata. The instrument contained four open
ended questions designed to assess the subjemitiont outcome beliefs, normative beliefs of
referents, and beliefs referring to control factatated to the target behavior (Wei- Sen Lin et
al. 1998).

Variables and Operational Definitions
Study Variables:
Dependent Variable:
* Intention to have Pregnancy.
I ndependent Variables:

» Attitude towards being pregnant
* The Subjective norm towards pregnancy
» The perceived behavioral controls to be pregnant

Intermediate Variables:

» Belief towards Pregnancy
* Outcome evaluations

* Normative Beliefs

* Motivation to comply

» Control beliefs

» Perceived control power

Distal Variables;

* Age

* Marital status

* CD4 Cell Count

* Number of children

» Time since HIV diagnosis

» Exposure to PMTCT services

* Higher PMTCT knowledge

* Being on HAART

» Perceived general health status

» Other Sociodemographic variables
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Operational Definitions and Measurements:

Perceived current general health status: it is the respondents own feeling about once ggne
health status at the time of study period. Respatsdiead rate their perceived state of general
health status from “very good” (=1), “good” (=26 change” (=3), to “worsen or bad” (=4).

Behavioral intention to Pregnancy (1): it is the woman motivation in the sense of hersuious
plan to exert effort to carry out such behaviotemd to be pregnant or to have biological child.
Three items were presented to describe respondertd’ of agreement in a five scale response
format ranging from “strongly disagree” to “stropghgree”. The items assess the level of
expectation for a woman to be pregnant, intent\aadt. Based on the mean score respondents
intention to have pregnancy is categorized as “liontion” where the mean i3, “Moderate
Intention” with a mean (M) of 3 < M 4, and “High Intention” with mean of 4 < &b. A fourth
guestion is presented as “how many children thapnqed to have in the future” to examine the
strength of their pregnancy intention, intentiomfpenance (J.J. Francis et al. 2004b).

Attitude towards being pregnant (AT): It is the degree of favor or disfavor of beinggmant or
intending to have biological child. Attitude was asared in two ways, by asking the
respondents’ direct degree of favor or disfavootigh four items presented in a five point
semantic differential scales as being pregnantaforHIV positive woman is “Harmful to
Beneficial” and “Worthless to Useful” to assess th&rumental aspect of attitude and “Bad to
Good”, and “Unpleasant to Pleasant” to assessxperential aspect of attitude. Mean score of
the items was used to explain the degree of faiglakbr towards being pregnant. Secondly,
items of behavioral belief and outcome evaluaticgrevused to compose the attitude scale,
where each behavioral belief item scores were plidtd to its corresponding outcome
evaluation item scores and then sum-up to compgusédlief based attitude scale, i.e.2®
(J.J. Francis et al. 2004b)
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The subjective norm towards pregnancy (SN): It is the perceived social pressure to be pregnan
or intending to have biological child. Similar teat of attitude, subjective norm was measured in
two ways. Three items were used to measure thecilg norm directly; the respondents rate
their level of agreement or disagreement with a tategory Likert scale measures ranging from
“strongly disagree” to “strongly agree”. Then thean score of the items was used to explain the
degree of referents’ influence for being pregnadmtaddition, items of normative belief and
motivation to comply were used to compose the sty norm scale, where the scores of each
normative belief items were multiplied to its capending motivation to comply item score and
then sum-up to compose the belief based subjectu@m scale, i.e. SNenm; (J.J. Francis et al.
2004b).

The perceived behavioral controls to be pregnant (PBC): It is the perception on the easiness or
difficulty of being pregnant. Like other indepentieariables, the perceived behavioral control
was measured in two ways. It was measured diregtly four items that asses the respondents’
behavioral control to be pregnant. Respondentstlaie their level of agreement or
disagreement in a five scale Likert response cayeganging from “strongly disagree” to
“strongly agree” to the presented items. Then nexame of the items was used to explain the
degree of perceived behavioral control factorsuigrfice on pregnancy intention. Further, items
of control belief and power of control were used dompose the belief based perceived
behavioral control scale, where the scores of eaobntrol belief were multiplied to its
corresponding power of control item score and tkem-up to compose the belief based
perceived behavioral control scale, i.e. PBGp; (J.J. Francis et al. 2004b).

Behavioral beliefs (BB): It is an individual's belief about the perceivednsequences, an
advantage or disadvantage, of being pregnant omgawological child. Respondents were
asked two questions, to indicate their beliefs ein pregnant on a five-point Likert scale

responses category ranged from “strongly agre®), (® “strongly disagree” (=1).

Outcome evaluations (OE): It is the evaluation of the perceived consequemideing pregnant.

It corresponds with the positive or negative judgteerelated to the behavioral beliefs. Two
items were presented to respondents meant to égdhm consequences of being pregnant on a
five point Likert scale response category, rangeoimf “extremely undesirable” (=1) to

“extremely desirable” (=5).
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Normative beliefs (NB): It is the perceptions of significant others’ mnefhces whether an HIV
positive woman should be pregnant or not. Partitgpavere asked 3 questions to indicate the
extent to which they thought the identified reférgroups appreciate their state of pregnancy,

responses categories were ranged from “stronghgdee” (=1) to “strongly agree” (=5).

Motivation to comply (MC): It is the extent to which a woman feels inclinednbatch her
behavior, of being pregnant, to various sourcesoofal pressure. This variable was measured by
3 questions to rate the extent to which respond#nts it is important for them to comply with
the wishes of their salient referents. Responses vanged from “not at all important” (=1) to

“very much important” (=5).

Control beliefs (CB): Are beliefs about the likely hood of possessing tiesources and
opportunities that are thought necessary to exeth#ebehavior, i.e. being pregnant. The
respondents were asked 4 questions to indicatextieat to which they thought the opportunities
and the resources they have are in favor of thé&ntion to be pregnant. Responses were ranged

from “strongly disagree” (=1) to “strongly agree=5).

Power of control (PC): It is the woman’s perceived ease or difficulty lméing pregnant.
Respondents were asked 4 questions to indicatelikely it would be for them to be pregnant
given the existing resources and opportunities pBeses were ranged from “very less likely”

(=1) to “very much likely” (=5).
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Data Processing and Analysis

Quantitative data Analysis
Data were entered, cleaned, recoded and analyzadily SPSS V. 16.0, Statistical Package for

Social science Studies. Summary tables and grapli® wsed to present the findings.
Frequencies, percentages, means and standardioiesiaere used to summarize the descriptive

results.

Bivariate and multivariate correlations were madedetermine the relationship among the
constructs of TPB. The composed weights of itemsatient beliefs were used to predict their
respective direct belief variables and further tdgnthe items with strong prediction.

Multivariate correlation was run to examine theatieinship between pregnancy intention and
distal variables. As well multiple regressions weua to identify the predictors among distal
variables. At last distal variables with signifitacorrelation to pregnancy intention and belief
based variables of the TPB was run in a stepwigeession to identify the important variables

that explain pregnancy intention variability.

Variables with higher regression coefficienB,\value of less than 0.05, at 95% confidence
interval were taken as statistically significantdaoredictors of their corresponding outcome

variable. Furthermore Rvas used to explain the variance accounted by emifble.

Qualitative data analysis

Recorded responses collected from respondents wWarescribed, content analyzed and
thematized in to the main thematic areas in accwmeavith the constructs of TPB and the
identified distal variables. Important specificwig opinions, and beliefs of the respondents with

their own sayings were selected and presentedpjoosuthe quantitative findings.
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Data Quality Assurance

To ensure the quality of the data, both the dieex salient measures of behavioral intention
were developed according to recommended standad®lme (J.J. Francis et al. 2004b) and
relevant literatures (Conner & Sparks, 1995; Aj&eRishbein, 1980; Wei- Sen Lin et al. 1998)

and finally adapted to the local context.

The original English version instrument was tratesldo Amharic and back translated to English
in order to keep its consistency. Then pre-testeuasiucted on 20 (5% of the sample size) HIV
positive women looking for instrument comprehergipand misunderstanding as well phrases

which were ambiguous to the respondents were iigshtitnd amendments made in accordance.

Three days long training was provided to the datkectors and the supervisor to familiarize the

instrument and the objective of the study.

Privacy of participants and confidentiality of theesponse were maintained during interview.

Statement of anonymity was read at the beginnirgpoh interview.

All completed questionnaires were examined and lakeedor completeness, inconsistency and
any other sort of errors at all levels of data ng@maent. To assure the reliability of the

instrument items with chronbach’s alpha 0.7 or nweeee included in the analysis.

Ethical Considerations

Ethical approval was obtained from the Ethical RevBoard of Jimma University. And letter of

support was obtained to conduct the study. ArsieZdealth Bureau and Asella Referral hospital
were informed and permission was obtained. Duriata atollection, all the study participants
were communicated about the objectives of the study to data collection to obtain their

signed consent and voluntary participation. Pardists had full right to discontinue the

interview at any time. As well response anonymity aonfidentiality were maintained.

Result Dissemination

The findings of the study will be presented andnsitied to Jimma University College of Public
Health and Medical Sciences. Copy of the resultsbe submitted to MOH, Oromia regional
health bureau, Arsi zone health bureau, Asselaregfieospital and other interested officials. As

well publication in scientific journals will be ceidered in advance.
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Chapter V: Results

Sociodemographic and other characteristicef respondents

A total of 344 HIV positive women of reproductivgeagroups (15-49 years), with mean (SD)
age of 30.41(x 6.07) years, who took ART and onARE care at Assela Referral Hospital had
participated in the study, which gives 95.3% resgorate. Nearly half, 45.1% (155) of the study
subjects have been permanently living in Asselalen®7(7.8%) live in Sagure and 20(5.8%)
live in Eteya . From the respondents 146(42.4%)wearried, and 99(28.8%) were widowed.
Majority of the respondents, 243(70.6%) were Orthodnd followed by Muslims 58(16.9%),
and Protestant 41(11.9%). Concerning ethnic digiioh, 192(55.8%) were Oromo, 131(38.1%)
were Amhara and 15(4.4%) were Gurage. Almost H#0(49.1%) of the respondents had
attended primary school (grade f}gwhereas 79(23%) were illiterate. Most of theporelents,

140(40.7%) were housewives.

The respondents’ average (SD) length of duratinoesHIV diagnosis till April 2010 was 28.86
(x14.85) months. Of the total respondents, 270%3.&ere on ART while 74(21.5%) were on
Pre-ART care. For those on ART, the mean (SD) duraif being on HAART till April 2010
was found to be 24.11 (¥14.01) months. A littleH@gthan half the respondents, 186(54.1%)
were categorized as WHO HIV/AIDS stage Ill, while(26.2%), 44(12.8%), and 24(7%) were
categorized as WHO HIV/AIDS stage I, | and IV respively according to respondents latest
staging. The latest average (SD) CD4 count of nedgots was 362.53(£193.27) cells per micro
liter.

Of the total, 269(78.2%) had one or more child@nthese 90(33.5%) had served PMTCT at
least once and had an average (SD) number of 2.8X}¢children. More than half, 195(56.7%),

of the respondents had perceived their currenttthesthtus as very good, other 135(39.2%)
respondents perceived good (minimal change), aif8.2%) perceived as they had no change
from their previous condition. Of the total, 139(4%) of the respondents were live with their
husband while 96(27.9%) live alone [Table 1].
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Table 1: Sociodemographic and other characteristics of HI'V Positive women at Assela Referral
Hospital, 2010 (N=344).

Characteristics No. Percent Characteristics No. Percent
WHO HIV/AIDS ART Status
Stage
Stage | 44 12.8 On ART 270 78.5
Stage Il 90 26.2 On Pre-ART Care 74 21.5
Stage I 186 54.1 Educational Status
Stage IV 24 7 Primary (1'8) 169 49.1
Marital Status Secondary (910 59 17.2
Single 31 9 Preparatory or 11112 23 6.7
Married 146 42.4 TVET 4 1.2
Divorced 68 19.8 Higher Education 10 2.9
Widowed 99 28.8 llliterate 79 23
Religion Perceived Health Status
Orthodox 243 70.6 Very Good 195 56.7
Muslim 58 16.9 Good (minimal change) 135 39.2
Protestant 41 11.9 No change 11 3.2
Catholic 1 0.3 Worsen 3 0.9
Other 1 0.3 Respondents live with
Ethnicity Alone 96 27.9
Oromo 192 55.8 My Husband 139 40.4
Amhara 131 38.1 My Parents 35 10.2
Gurage 15 4.4 My children 74 21.5
Tigre 3 0.9
Others 3 0.9

PMTCT Knowledge

Majority of the respondents, 322(93.6%) knew thehid can get HIV; similarly 315(91.6%) of
the women knew the chance of HIV transmission dytire time of pregnancy, while 28(8.1%)
of the respondents were not sure whether a chiddges HIV during pregnancy. Ninety two
percent (316) of the study subjects were knew kl dain get HIV at the time of delivery, while
24(7%) were not sure of this and 2(0.6%) of thethreht know at all. Most of the respondents,
307(89.2%) knew the chance of HIV transmissionht® new born through breast feeding, but
37(10.8%) were not sure. To the same end, 279(81df%he women knew as there is a
preventive measure for mother to child transmis¢iah 2(0.6%) women did not know, while
63(18.3%) of the respondents were not sure abautptbsence of any preventive measures
[Table 2, Annex].
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Knowledge to PMTCT was measured by the compositeoafect responses to five knowledge
items. Correct responses were multiplied by 2 fog purpose of comparison with other
literatures. Hence, the composite correct responees varied from 0 to 10 points. Accordingly,
8(2.3%) respondents were “Not Knowledgeable” scor8d 14(4.1%) were “Low
Knowledgeable” result 2 to 4 points, 63(18.3%) ledrh were “Moderately Knowledgeable” got
6 to 8 points, and 259(75.3%) were “Highly knowledhgle” answered all of the questions
[Figure 2].

2.30% 4.10%

18.30%

H Not Knowledgeable
B Low Knowledgeable
= Moderate Knowledgeable

m Highly Knowledgeable

Figure 2. Level of PMTCT Knowledge among HIV Postiwomen, Assela Referral Hospital,
2010.

Variables of the TPB to explain Pregnancy Intention

Items of the behavioral predictors extracted friwm theory of planned behavior are designed in
a five point semantic differential scale to measattéude and Likert scale format was used to
measure subjective norm and perceived behavioraralo The response categories “strongly
agree” and “agree” are grouped as “Agree” as well'strongly disagree” and “disagree” are

grouped as “Disagree” for the sake of analysis.
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Attitude towards pregnancy

Direct Measure:

The study participants’ attitude was assessed giiréour items. Accordingly, 292(84.9%) of the
women believe that being pregnant for an HIV puesitvoman is harmful, while 19(5.5%)
others believe that it is beneficial. Similarly, 385.2%) of the respondents consider being
pregnant for HIV positive woman as bad, while 12¢4) of the respondents consider it as good

[Table 3]. A consistent result was also found framin-depth interview,

Unmarried woman said “.....l.did not think it is advisable to an HIV positiveoman to get
pregnant, it hearts her, she will get seriouslyksishe lose too much blood, and she become

weak. | feel remorseful when 1 think of this upa m..........”

Table 3. HIV Positive women response to statements assessing attitude towards being
pregnant, Assela referral Hospital, 2010.

Item No. % No. % No. %
Harmful Beneficial Neutral
292 84.9 19 55 33 9.6
Bad Good Neutral
Being pregnant for an HIV 293 85.2 14 4.1 37 10.8
positive woman is Unpleasant Pleasant Neutral
293 85.2 11 3.2 40 11.6
Worthless Useful Neutral
292 84.8 15 4.4 37 10.8

Cronbach’s alpha=0.917

Indirect Measurements:

a. Behavioral Belief:
Of the total, 191(55.5%) of the respondents wereejon getting pregnant and giving birth will
substitute their generation, while 116(33.7%) weoein favor of this statement and 37(10.8%)
were not sure of this. About half of the women, (8&856) believe that getting pregnant and
giving birth will fulfill their desire to have a dd, whereas 152(44.2%) of the women did not
believe that getting pregnant and give birth willfifl their desire of having a child, while
27(7.8%) of the respondents were not sure abdUalile 4].
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Table 4. HIV Positive women response to statements assessing behavioral beliefs of being
pregnant, Assela referral Hospital, 2010.

Agree Disagree Not Sure

Sr. no. ltems No. % No. %  No. %

If I got pregnant and give birth, |

feel that. | am substituting my 191 555 116 337 37 108
generation.
If I got pregnant and give birth, |

2 believe like | am fulfilling my desire 165 48 152 442 27 7.8
to have a child.

Chronbach’s alpha= 0.894

b. Outcome Evaluation:
About half, 178(51.8%) of the women believe thabstituting their generation is desirable,
while 139(40.4%) were not in desire to substitiieirt generation, and 27(7.8%) of the women

were responded as not sure of whether substitthigig generation is desirable or not [Table 5].

Table 5. HI'V Positive women response to statements assessing outcome evaluation of being
pregnant, Assela referral Hospital, 2010.

Desirable Undesirable Not Sure
Sr. no. Items
No. % No. % No. %
1 For me substituting my generation is 178 51.8 1340.4 27 7.8
For me getting pregnant and giving
2 birth to satisfy my desire to have a 160 46.5 156 45.3 28 8.1

child is

Chronbach’s alpha= 0.894

Overall Attitude (Composed Attitude)

The salient measures of attitude were weightedyevitems of behavioral belief were multiplied
with the corresponding outcome evaluation to comevith the weighted scores of belief based
attitude measures. Then each weight scores weedaddesult the belief based attitude score,
i.e. A=Xbje. Bivariate correlation was then run to examine thlationship between beliefs
based attitude score and the direct measuresinidattand revealed no significant relationship.
This insignificant relationship might result frofmet use of 2 items to measure behavioral belief

and outcome evaluation, where 2 items were omdtethg instrument development [Table 6].
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Table 6. Correlation matrix: Direct and belief based constructs of TPB to explain HIV positive
women Pregnancy intention, Assela referral Hospital, 2010.

Variables INT ATT SN PBC BATT BSN BPBC
INT 1.000

ATT 0.335 1.000

SN 0.361 0.978 1.000

PBC 0.575 0.731 0.672 1.000

BATT 0.623 0.079* 0.064* 0.340 1.000

BSN 0.593 0.419 0.392 0.640 0.478 1.000

BPBC 0.606 0.375 0.334 0.827 0.520 0.594 1.000

(* not significant atn=0.05 level)

(INT-pregnany intention; ATT-Attitude; SN-Subjectioem; PBC-Perceived behavioral control; BATT-Belie

based attitude; BSN-belief based subjective norrBBBelief based perceived behavioral control)

Then the weight scores were entered into a regnessodel to look at their relative strength of
prediction, and shows a significant relationshipsMgen the outcome and independent variables
(F2, 3476.68,p< 0.01, AR= 0.03). Thus the variables “If | got pregnant and giveehil believe

like I am fulfilling my desire to have a child; arfidr me getting pregnant and giving birth to
satisfy my desire to have a child is desirable”’evMeund to have better predictors of attituge (
Beta= 0.36, P< 0.001)However, the model has shown that a higher vagiariattitude is due

to other factors rather than the salient measdraisl¢ 7a, 7b and 7c].

Table 7a. Model Summary: Behavioral belief and outcome evaluation to predict attitude towards
pregnancy intention, Assela referral Hospital, 2010.

Adjusted Std. Error of the

Model R Rsquare o Square Estimate

1 0.194 0.038 0.032 0.66471

29|Page



Table 7b. ANOVA: Behavioral beliefs and outcome evaluations to predict attitude towards
pregnancy, Assela referral Hospital, 2010.

Model Sum of df Mean Square F Sig.
squares
Regression 5.906 2 2.953
Residual 150.667 341 0.442 6.683 001
Total 156.572 343

Table 7c. Behavioral beliefs and outcome evaluation to predict attitude towards pregnancy,
Assela referral Hospital, 2010.

Unstandardized | standardized 95%confidence interval for
Model coefficients coefficients t Sig. B
B Std. Error Beta Lower bound Upper bound
Constant  1.815 0.066 27.638 .000 1.686 1.944
BBOE_1 -0.023 0.008 -0.269 -2.733 .007 -0.039 0.006
BBOE_2 0.034 0.009 0.355 3.612 .000 0.016 0.053

(BB-Behavioral belief; OE-Outcome Evaluation)

Subjective Norm towards Pregnancy

Direct Measure:

Majority, 268(77.9%) of the women believe that mosportant people to them would not
approve of their being pregnant and have a childlen86(10.5%) were feel in contrary. On the
same side, 293(85.2%) of the respondents feeldheyot expected of being pregnant and have
a child, moreover 280(81.4%) of the women belidweytare not under social pressure to get
pregnant and have a child. Similarly, 274(79.7%bhef women believe most people important to

them do not want them to be pregnant and havela@ [dfable 8].
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Table 8. HIV Positive women response to statements assessing the subjective norm for

being pregnant, Assela referral Hospital, 2010.

Sr. ltems Agree Disagree Not Sure

no. No. % No. % No. %
Most people who are important to

1 me think that | should conceive and 36 105 268 77.9 40 11.6

have a child.

2 Itis expegted of me to conceive and 14 41 293 852 37 10.8
have a child.

3 | feel like | am under social pressure 20 58 280 814 44 12.8

to be pregnant and have a child.

People who are important to me
4 want me to be pregnant and have a 21 6.1 274  79.7 49 14.2
child.

Cronbach’s alpha= 0.932

Indirect Measurements:
a. Motivation to Comply:

It was seen that majority of the study subjects}(2@.9%) were not comply for what their
families think they should do. Whereas 41(11.9%) &9(17.2%) of the respondents were
comply and not sure to comply for what their fagslithink they should do respectively.
Similarly, 276(80.2%) of the women were not likébycomply for their close friends’ approval
of their being pregnant and have a child, while728¥%) were likely to comply for close friends’
approval and 42(12.2%) were not sure of it [TaljleA3 it described above most respondents
were less likely to comply for their referent grsymnd this finding was also supported by in-
depth response,

Married woman said “.....Oh! | don’'t know why others concerned about youmhar of

children. There are some that didn’'t even thinkyofr health, they usually said “lej belejenet
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Table 9. HIV Positive women response to statements assessing motivation to comply for being
pregnant, Assela referral Hospital, 2010.

sy Agree Disagree Not Sure Cronbach’s
no. ltems No. % No. % No. % alpha if item
deleted

What my families think | should do

41 119 244 709 59 17.2 0.346
matters to me.

My close friends’ approval of my
2  pregnancy and having a child is 26 7.6 276  80.2 42 12.2 0.369
important to me.

Satisfying my partner’s desire to

3 S
have a child is important to me.

65 36.7 77 435 35 19.8 0.728

Cronbach’s alpha= 0.603(3" item is not considered in the analysis)

b. Normative Belief:

About half, 165(48%) of the women believe that tHamilies would not approve if they get

pregnant and give birth to a child, whereas 74@).6f the women believe that their families
would be in favor of their being pregnant and hawhild. A little higher than half, 183(53.2%)

of the respondents believe that their close friamdsld not admit their being pregnant and give
birth to have a child, but 59(17.1%) of the womesuld believe that they would be accepted by
their close friends [Table 10].

Tablel0. H1V Positive women response to statements assessing normative beliefs for being
pregnant, Assela referral Hospital, 2010.

Sr. ltems Agree Disagree Not Sure
no. No. % No. % No. %

My families think that | should get

pregnant and give birth. 74 215 165 48 105 305

My close friends would approve of
2 my being pregnant and give birth to 59 171 183 53.2 102 29.7
have a child.

My partner needs to have our own

. 61 34.4 64  36.2 52 29.4
child.

Cronbach’s alpha= 0.745
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Overall Subjective Norm (Composed Subjective norm)

The salient measures of subjective norm were weghint a similar way to that of attitude. Then
the weight scores were summed-up to result belefedd subjective norm score. Bivariate
correlation run to examine the relationship betwdendirect and belief based subjective norm
score had revealed a significant relationsing0 (39, p<0.00). Then each weight scores were
entered into a regression model to look at thdatike strength of prediction and significant
relationship was found between subjective norm thiedweight scores of the salient beliefs of
subjective normRs 175=18.51, P<0.001, AR 0.23), where the weight score of variables “My
families think that | should get pregnant and hahild, and what my families think | should do
matters to me” as a predictor for subjective no8h Beta= 0.49, P < 0.00]rable 11a, 11b,
11c, Annex].

Perceived behavioral controls for being pregnant

Direct Measures:

Majority of the women, 292(84.9%) were not confitlémat they could get pregnant even if they
want to. Similarly, 293(85.2%) of the respondergscpived being pregnant for them is difficult.
Besides 102(29.7%) of the women believe that tléstt to be pregnant and to have a child is
beyond their control, while 126(36.6%) of participgperceived that being pregnant and have a
child is entirely up to them [Table 12].

Table 12. HIV Positive women response to statements assessing perceived behavioral
controls for being pregnant, Assela referral Hospital, 2010.

Sr. ltems Agree Disagree Not Sure
no. No. % No. % No. %
I am confident that | could be
1 pregnant and have a child if | 19 5.5 292 849 33 9.6
wanted to.
5 For me to be pregnant and have a 14 41 293  85.2 37 10.8

child is easy.

The decision to be pregnant and to

have a child is beyond my control. 102 29.7 185 538 57 16.6

Whether being pregnant and have a

4 : . .
child or not is entirely up to me.

126 36.6 153 445 65 18.9

Cronbach’s alpha= 0.775

33|Page



Indirect Measurements:
a. Control Beliefs:

More than half, 195(56.7%) of the respondents felithat an HIV positive women feeling

healthy can get pregnant, in contrast 103(29.9%hefwomen did not believe that a healthy
HIV positive women could get pregnant. About halg5(48%) of the women believe that an
HIV positive women with good income could get pragh while 124(36%) of others did not

agree with this. Presence of family support wese abnsidered important by 151(43.8%) of the
respondents for an HIV positive women to get pragniaowever 132(38.4%) of others did not
believe on the value of family support [Table 1Blwrther the result was consistent with an in-

depth interview finding,

Married woman said “....RPeople say simply what they feel about, but youwkiyour
conditions, like your health status, your econostatus, even your housing condition. So, you

are the one who decide for yourself. It is you,dhe to take the advantage or the risk...........

Table 13. HIV Positive women response to statements assessing the control beliefs for being
pregnant, Assela referral Hospital, 2010.

Sr. ltems Agree Disagree Not Sure

no. No. % No. % No. %

1 An HIV positive woman feeling 195 56.7 103 299 46 13.4
healthy gets pregnant to have her own
child.

) An HIV positive woman with a good 165 48 124 36 55 16
income gets pregnant to have her own
child.

An HIV positive woman with higher
3 cD4 count gets pregnant to have her 261 759 28 8.2 55 16
own child.

4 An HIV positive woman with family 151 43.8 132 38.4 61 17.7
support gets pregnant to have her own
child.

Cronbach’s alpha= 0.802
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b. Power of Control:

Majority of the respondents, 225(65.4%) had dissdbthat they would not get pregnant even if
they are in a better health, while 70(20.4%) othessld believe they would get pregnant if they
are in a better health. Even if they have goodnme0185(53.8%) of the respondents would not
get pregnant, while 102(29.7%) of the women belithey would get pregnant. Higher CD4

count was considered determinant to get pregnani2f(36.6%) of the women, however

153(44.5%) of others would not get pregnant yeit tG®4 count is higher [Table 14].

Table 14. HIV Positive women response to statements assessing power of control for being
pregnant, Assela referral Hospital, 2010.

Sr. ltems Agree Disagree Not Sure
no. No. % No. % No. %
1 If  am in a better health, | am likely to 70 204 295 654 49 14.2

get pregnant to have a child.

If I have good income, | am likely to

get pregnant to have a child. 102297 185 538 S7 166

If I have higher CD4 count, | am likely 126

to get pregnant to have a child. 36.6 153 445 65 189

If I have good family support, | am
likely to get pregnant to have a child.

Cronbach’s alpha= 0.732

96 279 193 56.1 55 16

Overall Perceived Behavioral Control (Composed Pegrived Behavioral Control)
The salient measures of perceived behavioral coweoe also weighted in similar fashion with
that of attitude and subjective norm, and the wesglores were added to result the belief based
PBC score. Then bivariate correlation was run tang@re the relationship between belief based
PBC and direct measures of PBC, and found a sogmifirelationshipr€0.83, p<0.00) [Table
6]. Then the weight scores were entered into aessgon model to come up with the greater
predictor variables. The variables were enteredisameously and a significant relationship was
found (R, 339 =191.23, P< 0.001, AR0.69) , where the weight score of variables “An HIV
positive woman with a good income gets pregnarttaee her own child, and if | have good
income, | am likely to get pregnant and have adéhwas found the predictors of HIV positive
women perceived behavioral control towards pregnd8t Beta= 0.35, P< 0.00)Table 15a,
15b, 15c , Annex].
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HIV positive women intention towards pregnancy

More than half, 185(53.7%) of the respondents eixprdIV positive woman to get pregnant,
and considerable numbers of the study subjectg2900%) want to get pregnant and have their
own child in the near future, similarly out of 78spondents who disclosed the number of
children they want to have in the near future, &t331410.8%) want to have 1 child and 33(9.6%)
want to have 2 children; however 216(62.8%) ofréspondents did not want to conceive at all

[Table 16 and Table 17].

Tablel6. HIV Positive women response to statements assessing intention for being pregnant,
Assela referral Hospital, 2010.

Sr. | Agree Disagree Not Sure
no. tems No. % No. % No. %

1 lexpectan HIV positive woman to be pregnant  1853.7 114 33.1 45 13.1
2 lwantto conceive and have my own child 100 29.216 628 28 8.1

3 lintend to conceive and have my own child 75 821.241 70.1 28 8.1

Cronbach’s alpha= 0.707

Tablel7. Number of children HIV positive women plan to have in the future, Assela referral

Hospital, 2010.

Sr. no. Planned number of children No. Percentage
1 0 274 79.7
2 1 37 10.8
3 2 33 9.6

Total 344 100

Pregnancy intention explained by TPB

Mean scores of the direct measures of TPB were gtedfo explain pregnancy intention. Thus
study participants had a mean pregnancy intentiéhaal, which shows a relatively low leaning
towards pregnancy intention, similarly the meantwte was found to be 1.88, explaining
unsupportive attitude towards pregnancy. Moreoverean of 1.90 was obtained for subjective
norm referring to a relatively low influence frornet referent groups towards pregnancy and a
mean of 2.26 was found for PBC, referring beinggpemt with the existing resources and

opportunities is difficult [Table 18].
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Item mean scores of intention were used to categadhie level of pregnancy intention into three

groups. Thus 238(69.2%) of the women had a meamesob<3, low intention groups;

80(23.3%) of the women had a mean score<&f Moderate intention groups; and the rest

26(7.6%) women had a mean of >4, high intentiomgsdFigure 4].

Variables of the TPB were also examined for the&lattonship and found a significant

relationship among all the variables. Thus behaVimtention to have pregnancy had a higher

correlation with that of belief based attitude(.62), belief based perceived behavioral control

(r=0.61) and belief based subjective norm(.59) respectively [Table 6].

Tablel8. Direct measures of TPB constructs to explain HIV positive women pregnancy

intention, Assela referral Hospital, 2010.

Variables No. (%) No. (%) Mean Stqnd_ard

<Mean >Mean Deviation

Behavioral Intention (INT) 2.6405 0.97039
Attitude (ATT) 328 (95.3) 16 (4.7) 1.8874 0.67563
Subjective Norm (SN) 328 (95.3) 16 (4.7) 1.9019 0.66570
Perceived Behavioral Control (PBC) 292 (84.9) 52 (15.1) 2.2696 0.77672

23.3%

69.2%

M Low Intention

m HighIntention

B Moderate Intention

Figure 3: HIV positive women level of pregnancyeintion, Assela referral Hospital, 2010.
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Relationship between distal variables and Pregnandytention

The relationship of distal variables, variableseexal to the theory of planned behavior, and HIV
positive women pregnancy intention was assesselbak for their relative importance on
pregnancy intention. Having own child=0.35), History of PMTCT service ré 0.32),
respondents age= -0.24), and PMTCT knowledger£ 0.19) were found to have higher
relationship with pregnancy intention. Moreover, RO knowledge, respondents age, latest
CD4 count, respondents marital status, whetheoretgnts had child or not, history of PMTCT
service in the previous pregnancy and respondeanteived current health status were found to

have statistically significant relationship witratrof pregnancy intention [Table 19].

Table 19. Distal variables and Pregnancy intention correlation to explain HIV
positive women Pregnancy intention, Assela referral hospital, 2010.

Variables r p
Respondents Age -0.24 0.001
Marital status -0.14 0.01
Status of having a child or not 0.35 0.001
ART status (Pre ART care or on ART) -0.07 0.204
Duration since ART started 0.10 0.121
Duration since HIV diagnosis 0.07 0.184
Perceived current general health status -0.19 0.001
Latest CD4 count 0.12 0.03
PMTCT knowledge 0.19 0.001
PMTCT service history 0.32 0.001
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Predictors of Pregnancy Intention

Age, Marital Status and Status of having a child onot:

Age, marital status and whether the respondent bhilé or not were entered simultaneously
and found a significant relationship with pregnanicyention (F 3 346=19.87, P<0.001,
AR=0.14). Thus the variable, “whether respondents’ haveild dn not” and “Age” were found
to be significant, while the variable “whether resgdents have a child or not” have a larger
coefficient to predict HIV positive women pregnangyention Gt.Beta=0.31, p<0.001).
However marital status was found to have no sigaifce to predict HIV positive women
pregnancy intentionSt. Beta=-0.05, P=0.93).Table 20a, 20b, and 20c, Annex]. This finding

was also supplemented with in-depth interview,

Unmarried woman said “....l.am only 23, young, | need to have a child beloget
old. It is difficult for an older HIV positive wom&o get pregnant; | think it deteriorates

her health status. | need to marry in the few yeard have a child......... ”

Duration since HIV diagnosis and ART start, LatestCD4 count and Perceived current

general health status:

Variables explaining duration since HIV diagnoslgration since ART start, latest CD4 count
and respondents perceived general health status eveered in a regression model and found
significant relationship with pregnancy intentidfy (25 2.46, P<0.05, AR= 0.02). However
only current respondents perceived general hetdthsswas found to be statistically significant
(St. Beta=-0.13, P< 0.08p predict pregnancy intention [21a, 21b and 2kmex].

PMTCT knowledge and History of PMTCT service:

PMTCT knowledge and history of PMTCT service initharevious pregnancy were entered
simultaneously in the model to predict HIV positiveomen pregnancy intention. Thus a
significant relationship was evidenced with pregnaimtention E» 34=28.76, P<0.001, AR
0.14). Even if both of the variables are found statidtycaignificant predictors “History of
previous PMTCT service” was found to have a higheggression coefficientSt.Beta=0.34,
P<0.001) [Table 22a, 22b and 22c, Annex]. Consistent findimgere also obtained from in-
depth interview, regarding the effect of PMTCT kiedge and PMTCT service history on

pregnancy intention.
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Unmarried woman said that........ I know everything about HIV; | know how it
transmits from person to person and from mothechid. | do know also the way it
cannot be transmitted for instance, you can prewehy using condom, or a pregnant
woman can consult to health professionals in ordeget what's called ‘PMTCT'. It is

possible to have a negative child, | am thinking.of........

As a married woman said “....L.did not know | was HIV positive, the nurses hald t
me that | need to check HIV if in case while | cdorepre-delivery services, and | was
agreed and told me that | am positive and sured barved PMTCT, and my child is

3years old he is free of HIV, | wish him to hawader........... ”

Distal variables to Predict Pregnancy Intention:

All distal variables were entered in a regressiardeh to look their predictive power of HIV
positive women pregnancy intention and found sigaift relationship with pregnancy intention
(Fo, 265 9.30, P<0.001, AR=0.22), however only 3 variables, respondents’ ¢je Beta=-0.17,
P<0.001), PMTCT knowledge $t.Beta=0.16, P<0.005)and history of PMTCT service
(St.Beta= 0.22, P< 0.05~vere found to be statistically significant to gt HIV positive women
pregnancy intention. Among the three variablesonysof PMTCT service was found to have a
higher regression coefficient followed by PMTCT laiedge and respondents age to predict

HIV positive women pregnancy intention [Table 233b and 23c, Annex].
TPB to explain HIV positive women pregnancy intenton

The theory of planned behavior was used to prexfiddlV positive women pregnancy intention
as it is recommended by Ajzen (1991) through avesspforward regression analysis to pick out

the important variable to explain the variabilitypregnancy intention.

Respondents’ history of PMTCT service, respondeagg® and PMTCT knowledge were first
regressed upon intention and found &noR0.214 P< 0.001), indicates 21.4 % of pregnancy
intention was explained by history of PMTCT seryiage and PMTCT knowledge [Table 24].
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Then belief based attitude was regressed upontiateresulted in an Rof 0.469P< 0.00]), a
0.255 R change, referring that attitude had an additid®®b% explanation in HIV positive
women pregnancy intention. Next, belief based stibje norm was added to the regression
model resulted in an¥of 0.550P<0.001), with a 0.081 difference explained by attitudé&ene
8.1% of pregnancy intention was explained by subjecnorm. At last perceived behavioral
control was regressed and thevias found 0.574R< 0.007), with a 0.024 Rchange explained
by subjective norm, signifying that perceived bebeat control explains 2.4% of HIV positive
women pregnancy intention [Table 24].

This indicates that external variables explain 2d.dnd belief based attitude, subjective norm
and perceived behavioral control; together expla®d of HIV positive women pregnancy
intention, of which the highest share was due tibude, 25.5%. In general, the constructs of
TPB together with distal variables explained 57.4%4he variability in pregnancy intention
[Table 24].

Table 24. TPB and distal variablesto predict HIV positive women pregnancy intention, Assela referral
Hospital, 2010.

Adiusted Std. Error Change statistics
Model R R square R é Lare of the R Square F df1 | df2 Sig. F
9 Estimate | change | Change Change
1 0.176 0.031 0.026 0.97377 0.031 5.623 1 175 0.019
2 0.347 0.120 0.110 0.93054 0.089 17639 1 174 0.000
3 0.463 0.214 0.200 0.88211 0.094 20630 1 173 0.000
4 0.685 0.469 0.457 0.72711 0.255 82.616 1 172 0.000
5 0.742 0.550 0.537 0.67120 0.081 30851 1 171 0.000
6 0.758 0.574 0.559 0.65490 0.024 9.617 1 170 0.002
a. Predictors: (Constant), Age
b. Predictors: (Constant), Age, PMTCT Knowledge
c. Predictors: (Constant), Age, PMTCT Knowledge ,Higtof PMTCT service,
d. Predictors: (Constant), Age, PMTCT Knowledge ,Higtaf PMTCT service, B.Attitude
e. Predictors: (Constant), Age, PMTCT Knowledge ,Higtof PMTCT service, B.Attitude,

B.Subjective Norm
f. Predictors: (Constant), Age, PMTCT Knowledge ,Higtaf PMTCT service, B.Attitude,
B.Subjective Norm, B.Perceived Behavioral Control
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Chapter VI: Discussion

In this study PMTCT knowledge was found high anst pastory of PMTCT service, PMTCT
knowledge and respondent’s age among distal vasadid attitude from TPB variables were

found as a predictor for pregnancy intention..

The finding of this study confirms that, 29.1% (100 the women want to get pregnant and have
a child in the near future. The result also goelnim with the study conducted in United States,
where 28% to 29% of HIV-infected men and women ik@ag medical care desire to have a
child in the future (James et al., 2003). Similalgtudy conducted in New York had discovered
a comparable result with the current study that thirel of the study subjects were considering
future children (Nancy et al. 2004). Comparisongevmade among HIV-positive women
regarding their desire of parenthood, pregnancgniimin and desire for children. Surveys in
developed and developing countries had found tB&b 10 43% women with HIV wanted to
have children in the future (CHEN et al, 2001).

The effect of age in the current study was foundagsotential factor to explain pregnancy
intention and had a significant inverse relatiopshith pregnancy intention, where older age
groups are less likely to consider pregnancy. Tihding was also consistent with the finding in
an in-depth interview. Likewise a study conducted esotho, Malawi, Nigeria and South Africa
had disclosed that age has a significant effect paeenthood desire, where older age groups are
less likely to want to a child when compared to nyger women (T. Adair, 2007; Frank et al.
2009; Oldapo et al. 2005a; Peltzer et al. 2008; BieEal. 2001; ).

In the current study marital status has found mgmiScant relation with that of pregnancy
intention. However, a study conducted in Lesothd f@und marital status to affect fertility
desire significantly, where married HIV positive mven had 14 times more likely than a never
married woman to want to have a child (T. AdairD20 This discrepancy might result from
weak family support to HIV positive women and céoe her newborn. Moreover, qualitative
findings has revealed that resources, like betteorne and living house, strong family support

were found more prominent than any other variatdespt for pregnancy.
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It is found that the number of children had a digant indirect correlation with that of
pregnancy intention, where women with lower numifechildren had a higher intention to have
a child. Studies in Malawi and South Africa hadcdissed a significant relationship between the
number of children and HIV positive woman desire fiarther children, where those women
with more children were less likely to have a de$ar more children (Frank et al. 2009; Peltzer
et al. 2008).

The current study has found longer duration on AR®@ perceived current general health status
had no significant relationship with level of pragiey intention. A study conducted in sub-
Saharan African countries revealed that a subsigotoportion of women and men who are on
HAART wish to have children, though the differengesre not statistically significant (Hoffman
et al. 2008). In the current study “ART Status’rgeon ART or on Pre-ART care has found to
have no significant relationship with pregnancyeition, which supports the previous study.
However, longer HAART usage and HAART associatedltherestorations were significantly
associated with childbearing desire (Kaida et @0& Hoffman et al. 2008). This inconsistence
might result from the low perceived current genéedlth status in the current study, where only

195(56.7%) had very good perception regarding ttwgirent general health status.

The present study revealed that duration sinceoremts knew their HIV status and their level

of preghancy intention was found to have no sigaiit relationship. While a study conducted in

Nigeria (Oladapo et al. 2005a), released its figdithat recent diagnosis and desire for children
are significantly associated. The value given teif@ a child, cultural and psychological

differences in self adjustment of being HIV postimight explain the variation.

In this study, PMTCT knowledge was found very heaimong study participants, knowledge
regarding the possibility of HIV transmission framother -to-child; during pregnancy 91.6%
(315), at the time of delivery 92% (316), and dgrdelivery was 89.2% (307); and 81.1%
(279) of the women knew the presence of prevemtigasures. In cumulative, those with higher
PMTCT knowledge account 75.3% (259). This findisgelatively higher than the findings in

Uganda (S. Nakayiwa et al. 2006), where 71% of wloenen knew the possibility of HIV

transmission from mother-to-child, and 81% of thenven knew its prevention about PMTCT
program. This higher knowledge difference in the tecalities might result from the service

provision modality. In the current study set-uprgvdlV positive women and men had a regular
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health education program provided by volunteer peeicators who were trained for the purpose
of adherence counseling, and this resulted in higtteoduction of mother-to-child transmission

and the existing preventive service, i.e. PMTCT.

In this study PMTCT knowledge was found high aner¢hexist a significant relationship with
pregnancy intention and PMTCT knowledge, wheredghmsh higher PMTCT knowledge intend
to have a child compared to those with lower PMTKD®dwledge. This finding is supported by a
study conducted in Lesotho and South Africa, whenewledge of MTCT was significantly

associated with increased likelihood of wantingjitee birth in the near future (T. Adair, 2007;

Peltzer et al. 2008). Moreover this finding hasrargy support from an in-depth interview.

The study also show that, exposure to PMTCT sesvitad a significant relationship with

pregnancy intention, where those who had previoMd ®T service exposure had a higher
pregnancy intention when compared to those whoneaBMTCT service exposure. In addition
it was supported by qualitative finding; howeverstady in Lesotho (S. Nakayiwa et al. 2006)
had found an association between exposure to PM3diGgrams and lower rates of pregnancy
risk behaviors. This might be explained by the kiglevel of PMTCT knowledge and personal

experience of the respondents in the current sinely.

Variables external to the constructs of TPB, resigots’ age, PMTCT knowledge and PMTCT
service exposure had significant relationship dodnd to be predictors of HIV positive women
pregnancy intention and explained 21.4% of thealdlity in pregnancy intention. A bivariate
correlation computed to examine the relationshipnténtion with variables of the TPB found
higher correlation with belief based attitude(Q.63), than belief based perceived behavioral
control §=0.61) and belief based subjective norrsd.59). Similarly belief based attitude had
explained the variability of pregnancy intention maahan other variables of TPB, which

accounted 25.5% alone.
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In general the constructs of TPB together acco6ft 8f the variability in pregnancy intention.

Likewise, attitude was taken as a stronger predictdifferent health related behaviors. In a
Meta analysis conducted by Armitage and Conner 108 assess the intention regarding low
fat diet consumption, breast screening, smokingatem, and intention to exercise for coronary
heart disease patients, the TPB constructs togetkain 36% of the variation in intention.

Furthermore, the relationship among intention wastude-intention r=0.49), PBC-intention

(r=0.43) and subjective norm-intention§0.34), comparable with the current study.

In another Meta-analysis (Godin and Kok, 1996) 6f §udies specific to health related
behaviors; smoking, drink driving, breast self ekation, avoiding caffeine, exercising,
condom use and flossing teeth; the average exgaaiariance in intention was 40.9%, which is
comparable with the current study, i.e. 36%. Mosxdhe correlation between intention-attitude
(r=0.46), intention-subjective normr£0.34) and intention-PBCr£0.46) were all consistent
with the current study, where attitude had higheretation with intention than subjective norm

and perceived behavioral control.

Strengths and limitations of the study
Strengths:

* The TPB was adapted to develop the conceptual framikeof the study.

» Other moderator variables external to TPB are ohetlias a distal variable.

* The instrument is developed according to standardietjine and relevant literatures.

* An elicitation study was conducted to identify gaient beliefs of pregnancy intention.

Limitations;

» Social desirability bias may be introduced as thterviewers were clients’ own care
givers.

» The study is facility based, thus findings may betgeneralized to HIV positive women
who are not taking ART and non-ART care.

* No local studies were compared to the findinghaf study.
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Chapter VII: Conclusion and Recommendation

Conclusion
Majority of the study participants (75.3%), wereuid under the category of “highly

knowledgeable” about PMTCT issues while the renmgjr4.7% of the respondents were found
below the range of this category. In this study RMTknowledge was found relatively higher

when compared to other settings.

While assessing pregnancy intention, 53.7% of #régpants expect an HIV positive woman to
get pregnant and considerable numbers of respand28t1%) want to get pregnant and have
their own child in the near future. More over 30.8%ihe women were grouped under moderate
to high pregnancy intention categories. This figdshowed the reproductive need of HIV

positive women is sizable and due attention isirequ

Pregnancy intention was found to have significamtedation with attitude, subjective norm and
perceived behavioral controls as well as with thmstief based measures. The belief based
measures of intention revealed that, belief upatingepregnant and give birth to satisfy the
desire to have a child was found to predict atéttowards pregnancy intention. Furthermore,
family influence and having good income were imabttfactors to determine pregnancy

intention.

The variables; respondents’ age, PMTCT knowledggpty of exposure to PMTCT service

were found to have higher significant relationshipd association with pregnancy intention.
Among these variables history of PMTCT service feasd to have a higher strength to predict
pregnancy intention. Besides, respondents’ agetorfisof PMTCT service and PMTCT

knowledge explained 21.4% of the variability in gmancy intention. The three major variables
of TPB; belief based attitude, subjective norm gmetceived behavioral control together
explained 36% of the variability of pregnancy inten, where belief based attitude shares the
greatest portion 25.5%, followed by belief basedjettive norm 8.1%, and belief based PBC
2.4%. Generally, the TPB variables jointly with extal variables explained 57.4% of the
variability of pregnancy intention among HIV pogéi women. This shows the direction for

interventions and the possible application of tiRBTo assess HIV positive women pregnancy

intention under similar contexts.
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Recommendations

Considering the higher level of pregnancy intentimbserved PMTCT knowledge gap,
pregnancy intention variability explanations of th@B variables, the significant effect of
respondents age, history of PMTCT service and PMEK@3wledge on pregnancy intention, the

following recommendations are forwarded,

Ministry of Health/ HAPCO /Oromia Regional Health Bureau
* Widely implement and access PMTCT service to thgetaclients.

» Fulfill health institutions with the required inBucture and necessary facilities to carry
out PMTCT services.

» Scale-up the available PMTCT trained work force.

* Design sound health education strategies focusedtinde and important referent

groups towards pregnancy.

Concerned Non-governmental organizations
» Collaborate with Ministry of health and concernedgrnmental organizations.

* Provide adequate technical and material suppodetver PMTCT services based on

base line findings.

Assela Referral Hospital
» Strengthen its health education strategies so a®s$e the gap in the identified PMTCT

knowledge deficit.

Health Professionals
» Should carefully consider HIV positive women pregeyintention and provide holistic

support.

» Reinforce pregnancy intended HIV positive womegdasider PMTCT service.

Researchers
» Consider large scale studies to have adequateamnatan on national basis.

» Conduct large scale studies to determine the coeyiteve needs of low intention groups.

» Consider to incorporate additional variables i@ TPB to improve its predictive power.
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Annexes

Annex |: English Version Questionnaire

Jimma University
College of Public Health and Medical Sciences
Graduate Studies
An interviewer guided questionnaire developed &®eas pregnancy intention of HIV positive
women:

Introduction and Consent

Good morning/Good after noon. My name is and | am a nurse in Assela
Hospital ART unit and now we are conducting a studythe hospital in collaboration with
Jimma University and selected PLWHA who follow thigeatment in the hospital. This study is
part of the Master’s Thesis for the partial fuifient of the degree of masters in public health in
Jimma University.

We would like to ask you about your intention todsrpregnancy and related personal
informations. Whatever information you provide Wik kept strictly confidential and will not be

disclosed to third party. Participation in this\sy is voluntary; there is no harm or effect on
you whether you participate or not in the studyerEhis no right or wrong answer. You can
choose not to answer any individual question oofthe questions. However, we hope that you
will actively participate in this survey since youirews are important to design appropriate
reproductive health care interventions for PLWHAheTstudy will be conducted through

interviews and we are asking you for a little otigtime, about 30 to 40 minutes.

Are you willing to participate in this study? Check box ¢)

O Yes, | am willing to participate. Please sign here
O No, I am not willing to participate.

Thank You!
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Questionnaire ID. No.

Section I: ART Record Review

Direction:

This is the first section of the questionnaire.iditfilled by the ART unit data clerk, after
identifying and asking the consent of the selestedy participant. The study participant needs
to have at least one visit to the ART unit, in pEhrctive age range (15-49 years old), with no

pregnancy and mental disability and able to comiairi

For study participants who fulfill the inclusioniteria fill the informations listed below, next to
this the respondent will have an interview with tfaa collector in a private room.

Section |I: ART Record Review

Q. no. Records to be filled Coding Category Skip
Q101 | ART Unique ID. No.
Q102 | pPatient Card No.
Q103 | Date of HIV Diagnosis / E.C
Q104 | Date ART started / E.C
Q105 | WHO HIV/AIDS stage (Latest)
Q106 | Latest HIV Viral Load
Q107 | Latest CD4 count
Note: Please usgd/mm/yyE.C. format to fill the date.
Date of record: / /

Data clerks’ name:

Date of submit to supervisor: / /

Supervisors’ name:

Supervisors’ signature:
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Questionnaire ID. No.

Section II: Sociodemographic and Reproductive Infomations

Questions

Response Category

Skip

Q201

How old are you?

Years

Q202

Where is your permanent residence?

Q203

What is your current marital status?

D 1=Single

(] 2=Married
(] 3=Divorced
(] 4=widowed

Q204

What is your ethnic group?

C] 1=0Oromo

(] 2=Amhara
(] 3=Gurage

(] 4=Tigre

(] 5=Others, specify

Q205

What is your religion?

() 1= Orthodox

(] 2= Muslim

(] 3=Protestant
(] 4=Catholic

(] 5=Others, specify

Q206

Whom do you live with?

(] 1=Alone

(] 2=My husband
(] 3=My Parents
(] 4=Others, specify

Q207

What is the highest level of grade you hg
completed?

(] 1=Primary School (grade 1-6)
Ve[ ] 2=Junior School (grades 7-8)
(] 3=Senior School (grades 9-12)
(__]4=Other higher education(12+)

C] 5= Not Educated
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Q208

What is your Occupation?
(What do you do for living?)

(] 3=NGO employee
(] 4=Businesswomen
() 5=Farmer

(] 6=Housewife

C] 7=Daily laborer
C] 8=Student

(] 9=Have no job
(] 10=0thers, specify

(] 1=Government employee

C] 2=Private organization employee

Q209

Do you have your own child/children?

() 1=Yes
() 2=No

Q210

If the response for the above question is “Ye
how many children do you have?

(()1=0ne
>S",() 2= Two
(] 3=Three
(]4=Four

(] 5= Five and above

Q211

How do you perceive your general state
health?

of
(] 1=Very Good

(] 4=Worsen/Bad

(] 2= Good (minimal change)
(] 3=No change at all

Q212

Have you ever served PMTCT
previous pregnancy/pregnancies?

in yo

ur C] 1=No, | have not
C] 2=Yes, | have

(] 3=I have not been pregnant
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Section Ill: Measures of Behavioral Intention

Each questions in this section refers to
YOUR PREGNANCY INTENTION OR PLAN IN THE FUTURE

Direction: for the following questions the respofi@gnat is prepared in a form of scale, ranges
from 1 to 5, the definitions for each of the scasegiven below.

1 2 3 4 5
Strongly Somewhat Neutral or Somewhat Strongly
disagree Disagree Not sure Agree Agree

Q. no. Questions Response Format
Q301 | I expect an HIV positive woman to be Strongly Strongly
I pregnant Disagree 1 2 3 4 5 Agree
Q302 | | want to conceive and have my own; Strongly Strongly
I child Disagree 1 2 3 4 5 Agree
Q303 | I intend to conceive and have my ownStrongly Strongly
I child Disagree 1 2 3 4 5 Agree
Q304 | How many child/children do you want More than
I to have in the future? No child 1 2 3 4 5 5
Harmful 1 2 3 4 5 Beneficial
305 | Being pregnant for an HIV positive
QAT womgr? isg P Bad 1 2 3 4 5 Good
Unpleasant 1 2 3 4 5 Pleasant
Worthless 1 2 3 4 5 Useful
1 5 3 4 5 | should
Q306 | Most people who are important to me | should not
SN | think that Conceive and have a child.
Q307 | It is expected of me to conceive and | Strongly Strongly
SN | have a child Disagree 1 2 3 4 S | Agree
Q308 | | feel like I am under social pressure t&trongly Strongly
SN | be pregnant and have a child. Disagree 1 2 3 4 S | Agree
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Q309 | People who are important to me want Strongly Strongly
SN | me to be pregnant and have a child.| Disagree 1 2 3 4 5 | Agree
Q310 | I am confident that | could be pregnan®trongly Strongly

PBC | and have a child if | wanted to Disagree 1 2 3 4 5 | Agree
Q311 | For me to be pregnant and have a chilMery Very
PBC |is Difficult 1 2 3 4 S5 | Easy
Q312 | The decision to be pregnant and to | Strongly Strongly
PBC | have a child is beyond my control. | Disagree 1 2 3 4 5 | Agree
Q313 | Whether being pregnant and have a| Strongly Strongly
PBC | child or not is entirely up to me. Disagree 1 2 3 4 5 | Agree

Direction 1V: Salient Measures of Behavioral Intenton

Q. no. Questions Response Format
Q0L | substting my genoration | SO strongy
BB gmyg disagree | 1 2 3 4 5 agree
Q402 If | got pregnant and give birth, | Strongly Strongly
BB believe like | am fulfilling my desire t0 disagree 1 5 3 4 5 agree
have a child
Q403 I .. | Extremely Extremely
OE For me substituting my generation is undesirable 1 2 3 4 5 desirable
Q404 For me getting pregnant and giving | Extremely Extremely
OE birth to satisfy my desire to have a | yndesirable 1 2 3 4 5 | desirable
child is
1 2 3 4 5
Q405 My families think that | should no should
NB get pregnant and give birth.
Q406 1 2 3 4 5
NB | My close friends would disapprovie of my being pregnant and; approve
give birth to have a child.
Q407 1 2 3 4 5
NB My partner (husband/spouse) does n ted 1o have our own chiid. does
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What my families think | should do

Q408 Very
MC matters to me. Not at all much
My close friends’ approval of my
Q409 | pregnancy and having a child is Not at all Very
MC | important to me. much
0410 Satigfyihg my partner’s desire to have Very
ve |2 child is important to me. Not at all much
An HIV positive woman feeling
Q411 | healthy gets pregnant to have her own Strongly Strongly
CB | child. disagree agree
An HIV positive woman with a good
Q412 | income gets pregnant to have her own Srongly Strongly
CB | child. disagree agree
An HIV positive woman with higher
Q413 | CD4 count gets pregnant to have her Srongly Strongly
CB | own child. disagree agree
An HIV positive woman with family
Q414 | support gets pregnant to have her ownS_trongly Strongly
CB | child. disagree agree
0415 If I am in a better health, It |§ ......... Very
pC to get pregnant to have a child. difficult Very easy
e e e, | vetes
pc | 9°tPreg ' likely likely
pc |t getpreg L likely likely
If I have good family support, It
Q418 lis............ to get pregnant to have a Very
PC | child difficult Very easy
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Section V: PMTCT Knowledge Assessment

Each of the questions in this section will assess
YOUR KNOWLEDGE ABOUT PMTCT

Q. no. Questions Response Category Skip
() 1=Correct
Q501 | Thereis a chance that a child can get HIV. () 2=Incorrect
() 3=Not sure
(] 1=Correct
Q502 Thgre is a chance of HIV transmission to a fetus () 2=Incorrect
during pregnancy. () 3=Not sure
() 1=Correct
Q503 | Thereis a chanqe of HIV t_ransmission to the () 2=Incorrect
newborn at the time of delivery. () 3=Not sure
() 1=Correct
Q504 | There is_a chance of H_IV transmission to the new () 2=Incorrect
born while breast feeding. () 3=Not sure
() 1=Correct
Q505 MTCT to the new born is preventable. () 2=Incorrect
() 3=Not sure

We would like to thank you for your cooperation!!
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Elicitation Study In-depth Interview Guide:

Direction:

Please read the questions slowly and give timéhf®respondent to list her thoughts. Repeat the
guestions and try to clarify, if the respondentsinet understand the question at all. Please use
probes as necessary.

Date of Interview: / / E.C.

Time Interview started:

Time Interview Ended: : Interviewer Name:

Q1 1 What do you believe are the advantages of beingnarg and have one’s own child
| for an HIV positive woman?
|
Q2 i What do you believe are the disadvantages of q@iegnant and have one’s own child
| for an HIV positive woman?

|
Q3 i Is there anything else you associate with your gisws about being pregnant and
I having a child for an HIV positive woman?

Are there any individual or groups who would apga@¥ your being pregnant and
having a child?

having a child?

Is there anything else you associate with othepleéoview about being pregnant and
having a child for an HIV positive woman?

-l
|
|
|
|
|
|
I

Q5 | Are there any individual or groups who would disawe of your being pregnant and
|
|
|
1
1
|
|
|

a

|

Q7 | What factors or circumstances would enable yoletpriegnant and have your own
I child?
I

|

Q8 | What factors or circumstances would make it difficu impossible for you to be
I pregnant and have your own child?
I

|
Q9 | Are there any other issues that come to mind wiventlyink about being pregnant and
! having your own child?

—— — el ———— —— —— S S S S S S S S S S S S S S S S S S S S S S S S S S S S S ——

We would like to thank you for your cooperation!!
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Qualitative Study In-depth Interview Guide:

Direction:

Please read the questions slowly and give timéh®respondent to list her thoughts. Repeat the
guestions and try to clarify, if the respondentsinet understand the question at all. Please use
probes as necessary.

Date of Interview: / / E.C.

Time Interview started:

Time Interview Ended: : Interviewer Name:

1. What are the most likely negative or positive oates of an HIV positive women
preference for being Pregnant and having once dwd.c

2. Who do you think are the important people or graiinag most influence your pregnancy
decision?

3. What are the factors that might facilitate or hingeu to be pregnant?

4. Do you intend to be pregnant and have your owrdehil

We would like to thank you for your cooperation!!
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Annex II: Amharic Version Questionnaire

Eoq euiicht
PUNLAHAN MS AR AS PURICS ALTNT hAE
PL1L-I°LP TIVCT NFA
¢ AT.AL0. 1240 NL7TT@ 0T LANVT@D7 WITF Poo@AL AT AP L
A?ITS T OHHIE aomed

ao’)(.L:

AT8I°T ALLPAIMAPA? NTheeerecseeseenns LNAAN:: AL NAHY POT A
Mh.ACAE AGA @-0T P04 1CH 75 Mav-r A% (LY COTHA @0T heoy
LLACHE AS LY NMhACAE AFEA @O0T a10N20T hoLeTT 0T 2C NeoHanc
TG AP ThEL 10 8% TGT P&-9°LF TI°VCT TCEE9° hhd 10-::

®L 4T A Aov@AL NAAL T FATTS hiv- OC PULeeH PN TEEPT7
AMMGPLIAT:: PULOAUMT oeAN TLOAMERrE MNP BPSA AMAZ® hhd
ALTAAGI:: PULAMT IPAT PN YANL T - TEEPE 990 Thhd @LI°
-kt A 2200 eoAh PAT@9°:0HY TS T 0T PULAFST (FATTHP A7
MO+ GL @9 NAATEL P LCNNPT  9°39° ALYl 15T h@STCI:
CNTav ¥y TEELPT  hhavavph  SFAN: PTI° P7LAMT7 I°AT -Fhahds Ut
AN CTLOATOTT oo 71€ OWATL.meon? NTPEES oo 1P Vs A7L7LAT4-
AFSAM-:: TLL®7 Aavghnlh °SANT h30 Anh 40 L4 ALE LTAA::

NTGE: AAFG LPLE 1D1? 2 2925 it [ 4G e,

(NTSE AovATE 2T hP'r AL N 030 AL L4.Cov))

CPLE hLLAU-I°:: |:|
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Section I: ART Record Review

Direction:

This is the first section of the questionnairesifilled after having the consent of the selected
study participant. The study participant needs @wehat least one visit to the ART unit, in
reproductive age range (15-49 years old), with mgpancy and mental disability.

For study participants who fulfill the inclusionteria please fill the informations listed below,

Section |I: ART Record Review

Q. no. Records to be filled Coding Category Skip
Q101 | ART Unique ID. No.

Q102 | pPatient Card No.

Q103 | Date of HIV Diagnosis EC.

Q104 | Date ART started (fill only for client in OA EC.

Q105 | WHO HIV/AIDS stage (Latest)

Q106 | Latest HIV Viral Load

Q107 | Latest CD4 count

Note: Please usdd.mm.yy E.C. format to fill the date.

Date of record: / /

Data clerks’ name:

Date of submit to supervisor: / /

Supervisors’ name:

Supervisors’ signature:
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Annex llI: Qualitative Findings
Qualitative Findings

A total of 14 purposively selected HIV positive wem (7 married, 7 unmarried), who were
volunteer to participate in the study were intemad. Some variables that were found significant
in the quantitative result and those variables miaehigher importance in the qualitative data to
determine HIV positive women pregnancy intentiomraveelected and discussed here. Early in
the quantitative result, History of PMTCT servicespondents’ age, PMTCT knowledge from
distal variables, attitude and perceived behaviodadtrol from TPB components were found
significant to determine HIV positive women pregogimtention. Evidences were also gathered

from an in-depth interview that supports the quatitie finding.

History of PMTCT service
Having previous history of PMTCT service was seanaasupportive factor to pregnancy

intention that was shared by many of the interviswe

Married 1 know that HIV transmission from mother to chédprreventable, | have seen it in my
own child and | am not afraid to have another chddl course | will have one more child in the

near future.”
Another interviewer had also explained her thought

Married “1 need to have a son | have two girls, thanks fod ®oth of them are free of HIV, this

is because | had served PMTCT. If God allows, hany eager to have a boy.”

These explanations could show that personal expmxies very important for an intended
behavior to occur. Another interviewer also disetbshat

Unmarried T did not know | was HIV positive, the nurses tad tne that | need to check HIV if

in case while | came for pre-delivery services, amehs agreed and told me that | am positive
and sure | had served PMTCT, and my child is 3yettde is free of HIV, | wish him to have a
sister.”
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PMTCT Knowledge

PMTCT knowledge has also shown an effect in pregpnantention, those who had well
informed had explain as there it is possible tos@né HIV transmission from mother to child,

while some others had taken the lesson but theg natrsure of it.

Unmarried 1 had taken many lessons here from the peer edissadad | know that mother to
child transmission is preventable. They have tokl athers’ experience and their own

experiences. The nurses had also told me thatgresde PMTCT service.”

Married ‘1 heard and learnt about it, but | don’t believé lit happens only by the will of God.
Some said they have positive child and some otadsthey have negative child, how could it
happen? It has to work for all. | am not sure dadrid | don’t want to have a child.”

Unmarried”l know everything about HIV; | know how it transsnitom person to person and
from mother to child. I do know also the way it manhbe transmitted for instance, you can
prevent it by using condom, or a pregnant womanazarsult to health professionals in order to
get what'’s called ‘PMTCT". It is possible to havaegative child, | am thinking of it.”

Age
Age was also seen to have a determinant effeci\te pregnancy intention,

Married “My age is running, | don’t think | will have anothehild. It may be difficult for a
woman aged 39 with that of HIV to think of pregnammd wish to have a child, it seems

insane.”
Most of the women were seen their age as a vegrmeatant factor for being pregnant,

Unmarried 1 am only 23, young, | need to have a child befayet old. It is difficult for an older
HIV positive woman to get pregnant; | think it deteates her health status. | need to marry in

the few years and have a child.”

Another woman has aged 42 had said that Marded You joking, | am 42, my husband is older
than me. Who is going to look after the child? Mwmer, | don’t think | will regain my health
again if | get pregnant and born a child. Oh! Meanever thought of it!”
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Latest CD4 cell count

It is clear that an increased in number of CD4 =eHighly correlated with one’s health regain.
This fact had been clearly discussed by some ofirttegviewee as it affects the day to day

activity, sexual practice and pregnancy intention.

Unmarried You need to be healthy. You cannot jump and get pregimam the ground. The
CD4 count should be very high. For example, myenirCD4 count is 467; it is not possible to

get pregnant with this. It should be increased.”

Married "What you need to do is, consult the nurses helletdadhem that you feel very healthy
and you want to get pregnant. They usually orded@@Il count. If you are healthy you will
have high CD4 count.”

Attitude

In the quantitative result it was shown that havagupportive or an awkward attitude to
pregnancy intention significantly affects the bebavo occur. Similar trends had been seen

from the thoughts in in-depth interviewers.

Unmarried 1 did not think it is advisable to an HIV positivedman to get pregnant, it hearts
her, she will get seriously sick, she lose too mhioled, and she will weaken. | feel remorseful

when | think of this upon me.”

Married “ want to live healthy; | want to be happy for test of my life. | don’t want to take
anything that risks my health. Pregnancy deteriesatllVV positive woman’s health very much. |

heard that some of the women'’s health had affeciech and worsen.”
Some others had also moderate supportive attitwdartds pregnancy,

Married “There was nothing happed to me! Indeed, | lost dalo@d and | was sick for days but
| recovered soon. Nothing will happen, it may net\Jery good as well it is not that much

harmful.”
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Subjective Norm

Most of the women were living with their childrendasome others with their families. They did
not have intimate friend other than their familgesl those joined in the ART unit. Some of them
had said that,

Married “We live with my families. They usually asked nmteatee one more child, | am waiting
my husband’s agreement; they had also nagging ham waiting until my husband gets ready
and fully accepts the issue. | have tried to cocwinim.”

Married “Oh! I don’t know why others concerned about youmbar of children. There are
some that didn’t even think of your health, theyally said “ lej belejenet new”. | don’t know

where | shall live?”
Perceived Behavioral controls

Even if there are some factors that can definigdlgct women’s decision regarding the issue of
pregnancy, it was seen in the quantitative rekalt perceived behavioral controls had ultimately
affects pregnancy intention. Comparable thoughtsewaso collected from the in-depth
interview. It was seen that the decision to be paeg or not is definitely a matter once own will.
This thought was expressed by some of the inteegew

Married “People say simply what they feel about, but yowkymur conditions, like your health
status, your economic status, even your housingliton. So, you are the one who decide for
yourself. It is you, the one to take the advaniagthe risk.”

Unmarried How can you get pregnant with nothing? You neellae adequate income; you
have to have something to feed your child, to drespay for school. You should have good
health. You need to have someone to take carewfgjold; no one knows what will happen

tomorrow. This all should be satisfied. | don’trtkiof having a child without this.”

Married ‘1 don't like my child to live like me. | want to keamy child very happy. | want to
fulfill everything to him of course | should. Othase why should | have a child? If | have good

job, | can satisfy my child’s desire. Generally ghould have money.”
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Annex IV: Result Output Tables

Table 2. Responses to knowledge assessment items, Assela referral hospital, 2010.

A child can HIV can HIV can HIV transmit MTCT to the

get HIV. transmitto a transnit to  to the new ~ Néw borniis
Responses fetus during the newborn born while ~ Preventable
pregnancy. at delivery  breast
feeding.

Freq. % Freq. % Freqo % Freq. % Freq. %

Correct 322 936 315 916 318 924 307 89.2 279 81.1
Incorrect 0 0 1 0.3 2 06 0 0 2 0.6
Not Sure 22 64 28 81 24 7 37 10.8 63 183
Total 344 100 344 100 344 100 344 100 344 100

Table 11a. Model Summary: Normative belief (NB) and Motivation to comply (MC) to predict
subjective norm towards HIV positive pregnancy intention, Assela referral hospital, 2010.

Model R R square Adjusted R Square Std. Er.ror of the
Estimate
1 0.493 0.243 0.230 0.61583

Table 11b. ANOVA: Normative belief (NB) and Motivation to comply (MC) to predict subjective
norm towards HIV positive pregnancy intention, Assela referral hospital, 2010 .

Model ss;lgrgfs df Mean Square F Sig.
Regression 21.058 3 7.019
Residual 65.609 173 0.379 18.509 .000
Total 86.667 176
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Table 11c. Normative belief (NB) and Motivation to comply (MC) to predict subjective norm
towards HIV positive pregnancy intention, Assela referral hospital, 2010.

Unstandardized | standardizeg 95%confidence interval for

Model coefficients coefficients Sig. B
B Std. Error Beta Lower bound Upper bound
Constant 1.512 0.096 15.740 .000 1.323 1.702
NBMC_1 0.069 0.013 0.478 5.404 .000 0.044 0.094
NBMC_2 0.010 0.015 0.060 0.668 .505 -0.020 0.040
NBMC_3 -0.009 0.009 -0.069  -0.909 .365 -0.027 0.010

(NB-Normative Belief, MC-Motivation to comply)

Table 15a.Model Summary: Control beliefs (CB) and power of control (PC) to predict perceived
behavioral control towards HIV positive pregnancy intention, Assela referral hospital, 2010.

Model R R square Adjusted R Square Std. Er.ror of the
Estimate
1 0.832 0.693 0.689 0.43296

Table 15b. ANOVA: Control beliefs (CB) and power of control (PC) to predict perceived
behavioral control towards HIV positive pregnancy intention, Assela referral hospital, 2010.

Model ss;lgrgfs df Mean Square F Sig.
Regression 143.383 4 35.846
Residual 63.547 339 0.187 191.225 .000
Total 206.930 343
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Table 15c. Control beliefs (CB) and power of control (PC) to predict perceived behavioral control
towards HIV positive pregnancy intention, Assela referral hospital, 2010.

Model Ur;ffrf\ig%r:ged S;gg%i:gllzéc t Sig. 95%confidence interval for B
B Std. Error Beta Lower boung Upper bound

Constant 1.080 0.051 21.045 .000 0.979 1.181
CBPC_1 0.029 0.007 0.205 4.354  .000 0.016 0.042
CBPC_2 0.046 0.008 0.347 6.057  .000 0.031 0.061
CBPC_3 0.042 0.006 0.308 7.503 .000 0.031 0.052
CBPC_4 0.012 0.008 0.092 1.511  .132 -0.004 0.027

(CB-Control Beliefs, PC-Power of Contjol

Table 20a. Model Summary: Age, Marital Status, and Status of Having a Child to predict HIV
positive women pregnancy intention, Assela referral hospital, 2010.

Model R Rsquare | Adjusted R Square Std. Error of the
Estimate
1 0.386 0.149 0.142 0.89902

Table 20b. ANOVA: Age, Marital Status, and Status of Having a Child to predict HI'V positive
women pregnancy intention, Assela referral hospital, 2010.

Model SC:ILT;rcc)afs df Mean Square F Sig.
Regression 48.185 3 16.062
Residual 274.802 340 0.808 19.872 .000
Total 322.987 343
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Table 20c. Age, Marital Status, and Status of Having a Child to predict HI'V positive women pregnancy
intention, Assela referral hospital, 2010.

Model ngffrf‘iggr?gszed Sgggggg:;d t sia. 95%confidence interval for B

B Std. Error Beta Lower bound Upper bound
Constant 2.574 0.344 7.484 .000 1.897 3.250
Age -.026 0.008 -.165 -3.107 .002 -.043 -.010
Marital Status -.005 0.053 0.053 -.093 .926 -.109 0.099
Has child or not  0.725 0.124 0.309 5.822 .000 0.480 0.970

Table 21a. Model Summary: Duration since HIV diagnosis and ART start, Latest CD4 count and
Perceived general health statusto predict HIV positive women pregnancy intention, Assela
referral hospital, 2010.

Model R R square Adjusted R Square Std. Er.ror of the
Estimate
1 0.189 0.036 0.021 0.99825

Table 21b. ANOVA: Duration since HIV diagnosis and ART start, Latest CD4 count and
Perceived general health statusto predict HI'V positive women pregnancy intention, Assela
referral hospital, 2010.

Model Sc:ltgrcc)afs df Mean Square F Sig.
Regression 9.789 4 2.449
Residual 264.071 265 0.996 2.458 .046
Total 273.869 269
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Table 21c. Duration since HIV diagnosis and ART start, Latest CD4 count and Perceived general health

status to predict HI'V positive women pregnancy intention, Assela referral hospital, 2010.

Model Urgz‘gafrf\ig{aer:ged Sgggggginztid t Sig. 95%confidence interval for B

B Std. Error Beta Lower bound Upper bound
Constant 2739  0.232 11.819 0.000 2.283 3.196
Latest CD4cnt.  0.001  0.000 0.106 1.635 0.103 0.000 0.001
P.Health Status -.218 0.106 -.126 -2.059 0.040 -.426 -.010
Duration HIV dx -.002 0.009 -021 -176 0.861 -.019 0.016
Duration ART 0.004 0.009 0.060 0.493 0.623 -.013 0.022

Table 22a. Moddl Summary: PMTCT knowledge and History of PMTCT serviceto predict HIV
positive women pregnancy intention, Assela referral hospital, 2010.

Model

R

R square

Adjusted R Square

Std. Error of the
Estimate

1

0.380

0.144

0.139

0.90026

Table 22b. ANOVA: PMTCT knowledge and History of PMTCT service to predict HIV positive
women pregnancy intention, Assela referral hospital, 2010.

Model ss;lgrgfs df Mean Square F Sig.
Regression 46.614 2 23.307
Residual 276.372 341 0.810 28.757 0.000
Total 322.987 343
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Table 22c. PMTCT knowledge and History of PMTCT service to predict HI'V positive women pregnancy
intention, Assela referral hospital, 2010.

Model Uréz?frflig{aer:ged Sgggggginztid t Sig. 95%confidence interval for B

B Std. Error Beta Lower bound Upper bound
Constant 0.937 0.248 3.781 0.000 0.449 1.424
PMTCT Ser. Hx 0.460  0.070 0.328 6.541 0.000 0.322 0.598
PMTCT Knowl. 0.179 0.043 0.208 4.148 0.000 0094 0.265

Table 23a. Model Summary: Distal variablesto predict HI'V positive women pregnancy intention,
Asselareferral hospital, 2010.

Std. Error of the
Estimate
0.89265

Model R R square Adjusted R Square

1 0.493 0.244 0.217

Table 23b. ANOVA: Distal variablesto predict HI'V positive women pregnancy intention, Assela
referral hospital, 2010.

Sum of

Model squares df Mean Square F Sig.
Regression 66.694 9 7.410
Residual 207.175 260 0.797 9.300 0.000
Total 273.869 269
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Table 23c. Distal variables to predict HI'V positive women pregnancy intention, Assela referral hospital,

2010.

wocet | odeme””| onimared [ gy | osweontaence nenvaiore

B \ Std. Error Beta Lower bound Upper bound

Constant 2.023  0.532 3.805 0.000 0.976 3.069
Age -.030 0.011 -0.170 -2.802 0.005 -0.050 -0.009
Marital status -015  0.062 -0.015 -0.249 0.803 -0.137 0.106
Have Child 0.347 0.247 0.142 1.403 0.162 -0.140 0.833
Duration ART 0.003 0.008 0.037 0.332 0.740 -0.-13 0.019
Duration HIV dx 0.000 0.008 0.002 0.019 0.985 -0.015 0.016
P. Health Status  -.172  0.096 -0.099 -1.799 0.073 -0.361 0.016
Latest CD4 Cnt. 0.000  0.000 0.057 0.965 0.335 0.000 0.001
PMTCT Know 0.143 0.052 0.159 2.726 0.007 0.040 0.246
PMTCT Ser. Hx 0.316 0.139 0.218 2.278 0.024 0.043 0.590

(Have Child- whether have a child or not; DuratioRA Duration since ART started; Duration
HIV dx- Duration since HIV diagnosis; P.Health stst Perceived current general health status;
Latest CD4 Cnt- Latest CD4 count; PMTCT Know- PMTKGibwledge; PMTCT Ser. Hx-
History of exposure to PMTCT Senjice
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