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ABSTRACT
Background and Objective: Understanding the preferences of women living with HIV (WLH) for the prevention 
of mother-to-child HIV transmission (PMTCT) services is important to ensure such services are person-centered.

Methods: From April to December 2022, we surveyed pregnant and postpartum WLH enrolled at five health 
facilities in western Kenya to understand their preferences for PMTCT services. WLH were stratified based on 
the timing of HIV diagnosis: known HIV-positive (KHP; before antenatal clinic [ANC] enrollment), newly HIV-
positive (NHP; on/after ANC enrollment). Multivariable logistic regression was used to determine associations 
between various service preferences and NHP (vs. KHP) status, controlling for age, facility, gravidity, retention 
status, and pregnancy status.

Results: Among 250 participants (median age 31 years, 31% NHP, 69% KHP), 93% preferred integrated versus 
non-integrated HIV and maternal-child health (MCH) services; 37% preferred male partners attend at least one 
ANC appointment (vs. no attendance/no preference); 54% preferred support groups (vs. no groups; 96% preferred 
facility – over community-based groups); and, preferences for groups was lower among NHP (42%) versus KHP 
(60%). NHP had lower odds of preferring support groups versus KHP (aOR 0.45, 95% CI 0.25–0.82), but not the 
other services.

Conclusion and Global Health Implications: Integrated services were highly preferred by WLH, supporting the 
current PMTCT service model in Kenya. Further research is needed to explore the implementation of facility-
based support groups for WLH as well as the reasons underlying women’s preferences.

Keywords: Differentiated Care; Vertical Transmission; Prevention of Mother-to-Child Transmission; Pregnant; 
Postpartum

INTRODUCTION
The delivery of person-centered care (i.e., care that is more responsive to patient’s values, needs, 
and preferences) is a core component of the HIV response for the 1.2 million women whose 
pregnancies are impacted by HIV each year.[1,2] In eastern and southern Africa, where half of 
the pregnant women living with HIV (WLH) reside, studies have predominantly focused on 
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identifying service delivery strategies to improve the 
prevention of mother-to-child HIV transmission (PMTCT) 
outcomes.[3] This is particularly the case for women newly 
diagnosed with HIV at antenatal clinic (ANC) enrollment, 
who are at increased risk of care disengagement and HIV 
viremia.[4] However, few studies have empirically assessed 
women’s preferences for PMTCT services. Understanding 
women’s preferences for services is integral to designing 
person-centered healthcare systems and identifying reasons 
for suboptimal uptake of services and opportunities to further 
strengthen the services.

There are several PMTCT services, which are evidence-based 
but suffer from suboptimal uptake or have mixed evidence 
supporting their implementation, for which women’s 
preferences can inform their delivery.[1,3] First, the integration 
of routine HIV services within maternal-child health (MCH) 
services was implemented in Kenya in 2015 following World 
Health Organization (WHO) guidelines.[5,6] Yet despite some 
studies showing integration improves antiretroviral therapy 
(ART) access and retention in care,[7] other studies have 
reported adverse effects of integration such as prolonged 
wait times and risk of HIV status disclosure.[8,9] Since the 
widespread adoption of integrated services in Kenya, women’s 
current preferences for this model are not well understood. 
Male partner involvement in ANC has also been shown to 
improve maternal ART adherence and reduce vertical HIV 
transmission.[10] However, male partner involvement in 
western Kenya is low (<25%). While male-centered strategies 
have been recommended to encourage men’s involvement in 
PMTCT services, little attention has been given to women’s 
preferences for male partner involvement.[11,12] Phone calls 
and home visits are additional services that have been 
promoted to shift PMTCT care out of the facility and into 
the community.[13,14] However, women’s preferences for these 
services, including when and where they occur and who 
delivers them, are not well understood.

The objective of this study is to determine women’s preferences 
for various PMTCT services, assess differences in preference 
between women, who are newly diagnosed with HIV during 
pregnancy and those who are already known to have HIV, 
and identify factors associated with differential preferences 
between these groups.

METHODS
Setting, Population, and Data Collection

From April to December 2022, we conducted a discrete choice 
experiment to understand women’s relative preferences for 
differentiated HIV services in western Kenya.[15] In this region, 
the HIV prevalence is ~5% among women of reproductive age 
(15–49 years).[16] PMTCT services including ART dispensing 
are provided in integrated ANC and postnatal clinics (PNC) 

rather than HIV clinics. Routine PMTCT services for WLH 
involve separate, in-person encounters with a mid-level 
clinician and mentor mother at each appointment, from 
pregnancy through 18 months post-delivery when the child’s 
final HIV test is done. Male partner engagement in ANC is 
often low (<25%),[12] and implementation of support services 
such as phone calls, home visits, and support groups with 
other PMTCT clients is heterogeneous and often limited by 
resource constraints.

In brief, we enrolled 250 WLH who were ≥15 years of age, 
pregnant or ≤24 months postpartum, and enrolled in PMTCT 
services at five facilities affiliated with the Academic Model 
Providing Access to Healthcare (AMPATH) in western Kenya. 
WLH retained in care were consecutively recruited in person 
by a research assistant after their routine appointment; WLH 
who had a gap in care (i.e., >30 days from missed scheduled 
visit) were identified through facility register review and 
recruited through community tracing with the help of the 
facility outreach team. After enrollment, a research assistant 
administered a structured questionnaire containing a series of 
questions assessing women’s preferences for various PMTCT 
services, including integrated HIV and MCH services, ART 
collection points, phone-based encounters with a clinician, 
home visits (by community health volunteer or mentor 
mother), facility- or community-based support groups, and 
male partner engagement.

Data Management and Analysis

The questionnaire was administered via REDCap in English 
and Kiswahili and responses were entered by a research 
assistant. Women were stratified based on the timing of 
HIV diagnosis: known HIV-positive (KHP; before ANC 
enrollment) and newly HIV-positive (NHP; on/after ANC 
enrollment). This was done because NHP status is an important 
risk factor for adverse PMTCT outcomes including loss of 
follow-up and HIV viremia, making it important to identify 
preferences specific to this group.[3] Comparisons between 
service preferences among NHPs and KHPs were made using 
Fisher’s exact test for categorical variables and the Wilcoxon 
rank-sum test for continuous variables. Multivariable logistic 
regression was used to further assess statistically significant 
associations (p < 0.05) between service preference (primary 
outcome) and KHP versus NHP status (primary exposure), 
controlling for age, gravidity, retention status (retained vs. 
gap in care), and pregnancy status (pregnant vs. postpartum 
at study enrollment).

Ethical Approval

The study was approved by the Moi University/Moi Teaching 
and Referral Hospital Institutional Research and Ethics 
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Committee in Kenya and the Indiana University Institutional 
Review Board in the United States. All participants provided 
written informed consent. Pregnant and postpartum 
adolescents 15–17 years of age were offered written assent with 
a waiver of parental permission because they are considered 
emancipated minors under Kenya law.

RESULTS
A total of 250 WLH enrolled in the study and completed 
the questionnaire; none of the women approached declined 
to participate. Their median age was 31 years, 42% were 
pregnant (58% postpartum), 27% were primigravida, and 

31% were NHP (69% KHP). NHPs were significantly younger 
and more likely to be pregnant and primigravida than KHPs 
[Table 1].

Over 90% of WLH preferred both integrated over non-
integrated services and ART collection in MCH rather than 
HIV clinics. Half of women preferred a phone call with 
a healthcare provider to replace at least one appointment 
during pregnancy or postpartum. A third preferred a home 
visit (vs. no home visit) during pregnancy or postpartum, and 
>99% of those who preferred a home visit preferred that a 
mentor mother rather than a community health volunteer 
conduct the visit. Preferences for male partner engagement 

Table 1: Participant characteristics and preferences for PMTCT services.
Total N=250 NHP N=78 KHP N=172 p-Value

Characteristics at study enrollment
Age, median years, median (IQR) 31 (26, 36) 29 (25, 34) 33 (26, 36) <0.01
Retained in care (vs. LTFU), n (%) 200 (80) 62 (80) 138 (80) 0.14
Pregnant (vs. postpartum), n (%) 104 (42) 40 (51) 64 (37) 0.04
Primigravida, n (%) 68 (27) 37 (47) 31 (18) <0.01
Facility, n (%)

Busia County Referral Hospital 60 (24) 18 (23) 42 (24) 0.63
Huruma Sub-County Hospital 30 (12) 13 (17) 17 (10)
Kitale County Referral Hospital 45 (18) 14 (18) 31 (18)
Moi Teaching and Referral Hospital 70 (28) 19 (24) 51 (30)
Uasin Gishu County Hospital 45 (18) 14 (18) 31 (18)

Preference for services
Integrated HIV-MCH services (vs. non-integrated), n (%) 232 (93) 75 (96) 157 (91) 0.20
ART collection in MCH (vs. HIV clinic), n (%) 243 (97) 77 (99) 166 (97) 0.44
Male partner engagement in ANC, n (%) 0.62

Attends ≥1 appointment 92 (37) 27 (35) 65 (38)
No attendance 139 (55) 47 (60) 92 (53)
No preference 19 (8) 4 (5) 15 (9)

Phone call to replace ≥1 MCH appointment, n (%) 124 (50) 32 (41) 92 (53) 0.17
Home visit during pregnancy or postpartum, n (%) 90 (36) 22 (28) 68 (40) 0.34
Person conducting home visits,a n (%)

Community Health Volunteer 1 (1) 0 (0) 1 (1) 1.00
Mentor Mother 89 (99) 22 (100) 67 (99)

Support group with other PMTCT clients, n (%) 136 (54) 33 (42) 103 (60) 0.01
Location of support group, n (%)b

Facility 130 (96) 32 (97) 98 (95) 1.00
Community 6 (4) 1 (3) 5 (5)

aAmong n = 90 who preferred a home visit. bAmong n = 136 who preferred a support group.

ANC: antenatal clinic, ART: antiretroviral therapy, IQR: interquartile range, KHP: known HIV positive, LTFU: lost to follow-up, MCH: maternal-
child health, NHP: newly HIV positive, PMTCT: prevention of mother-to-child transmission of HIV.
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were heterogeneous: 37% preferred their male partner to 
attend at least one appointment, 56% preferred them not to 
attend, and 8% had no preference. There were no significant 
differences in NHP’s and KHP’s preferences for any of these 
services [Table 1].

Overall, 54% of WLH preferred a support group for pregnant 
and postpartum WLH (vs. no support group), and preference 
for a support group was significantly more prevalent 
among KHPs (60%) than NHPs (42%) [p<0.01; Table 1]. 
Additionally, among those who preferred a support group, 
95% preferred that it be facility- rather than community-
based.

In the multivariable analysis, NHP (compared to KHP) status 
was associated with a lower preference for a support group 
(adjusted OR 0.49, 95% CI 0.29–0.85) [Table 2]. There were no 
significant factors associated with preference for male partner 
engagement, phone calls, or home visits, while preferences for 
integrated services and ART collection were not included in 
the logistic regression analyses due to the lack of response 
variability for these services.

DISCUSSION, CONCLUSION, AND GLOBAL 
HEALTH IMPLICATIONS
In our study, women living with HIV largely preferred 
integrated HIV and MCH services over non-integrated 
services, supporting current guidelines.[17,18] It is possible 
that the high prevalence of integration in our study setting, 
as is conventional in much of eastern and southern Africa, 
influenced women’s preferences.[19] Further research is 
needed to explore preferences in settings where integration 
is less common.

Half of WLH expressed a preference for a support group with 
other PMTCT clients. In South Africa, community-based 
“adherence clubs” for postpartum WLH have been shown to 
improve virologic outcomes.[20] However, nearly all women 
in our study preferred facility- rather than community-
based groups, so implementation of support groups in MCH 
settings should be further explored. Further, while NHPs 
were less likely to prefer support groups, this could be related 
to concerns about HIV status disclosure and stigma in the 
community, but it might be mitigated by hosting support 
groups at integrated facilities where status-neutral services 
are provided.[21]

A limitation of this study is that it does not address all potential 
PMTCT services or explore the reasons driving women’s 
preferences. The findings may also not be generalizable to 
more rural settings. Our sample size may also limit statistical 
power to detect significant factors associated with each of 
the preference outcomes in our study, though more modest 

associations may not be programmatically relevant even if 
statistically significant.

This study offers insight into women’s preferences for PMTCT 
services in Kenya. Understanding preferences is important for 
developing services that are person-centered and optimized 
to improve outcomes. Further research is needed to explore 
the implementation of facility-based support groups for 
WLH as well as the reasons underlying women’s preferences.
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