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Abstract
This study aimed at exploring socioeconomic and structural opportunities
influencing health workers in implementing Prevention of mother-to-child
transmission (PMTCT) programmes in fishing community of Lake Victoria
of Tanzania side. This study was a cross sectional survey using qualitative
methods, whereby, in-depth interviews with health professionals was conducted.
The socio-ecological health perspective guides the study while the thematic
framework analysis was used in analyzing data. Reported achievements in
current study include reduced violence, discrimination and stigma from partners.
Others are increased partners’ involvement in PMTCT services, increased
number of women who test for HIV during pregnancy, improved adherence to
ART, early infants’ diagnosis of HIV, linking other community members to access
HIV/AIDS services from HIV counseling and testing centers (CTC).
Generally, PMTCT has saved lives of many HIV positive pregnant women
and their babies. However, there are structural and socioeconomic factors
challenging the implementation of PMTCT services. Understanding of the
socioeconomic structural opportunities and challenges can enhance the
implementation of the program with a respective area
Keywords: Health Workers; PMTCT; Opportunities; Challenges; Fishing
Community; Lake Victoria; Tanzania

Introduction
HIV/AIDS is still a global public health problem. Eastern and
southern African regions are most affected part in the world [1]. To
date, tremendous efforts have been made to control the spread of
HIV globally including Sub-Saharan Africa [2,3]. The Most at Risk
Populations (MARPs) have been identified and strategically targeted
for control of the spread of HIV [4]. These included long-distance
truck drivers, military personnel, female sex workers, refugees,
internally displaces persons, plantation workers miners, teachers,
female traders on borders and fishermen [5–8]. Reports indicate that
efforts made amongst these MARPs vary significantly; for instance,
fishing communities are reported to be inadequately served with
HIV/AIDS services [9–12]. Similar challenges had previously been
reported [12,13]. All the past and present reports assert that women
in these communities are mostly affected with HIV/AIDS compared
to men [11,13].
During the past decade, significant progress has been made in
scaling-up PMTCT services to pregnant women, particularly in
resource constrained countries. PMTCT seeks to eliminate the heavy
burden MTCT presses on individuals, families [14,15]. However,
these progresses vary from country to country and within countries
[17]. For example, in areas such as fishing communities of Lake
Victoria, where HIV prevalence continues to be higher than the
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national prevalence average [10,11,18]. Challenges hindering the
reduction of spread of HIV in fishing communities are numerous.
These include health systems [10,19] while other are from the
community [11,20] all of these challenges have been negatively
affecting the uptake of HIV/AIDS services including PMTCT in
fishing communities of Lake Victoria. A number of studies have
been conducted regarding HIV/AIDS in fishing communities of Lake
Victoria and the rest of Africa; these include access to health care [10]
status, negotiation, and HIV risks among female migrants [21], HIV
self-testing (HIVST) [22], understanding the socio-structural context
of high HIV transmission [18], HIV prevalence and service uptake
[11,19]. Nevertheless, none of the above studies has focused on
PMTCT service provision despite the fact that women and children
are reported to be the most affected by HIV/AIDS than men in these
communities, besides HIV/AIDS health services have been reported
to be inadequate or unavailable [19,23]. This study therefore aimed
at exploring the socioeconomic, cultural and structural opportunities
and challenges influencing health workers in implementing PMTCT
services in fishing community of Lake Victoria of Tanzania side.
Information gathered from this study provides insights on
structural, socioeconomic and contextual factors in the study areas to
health care providers and health planners as well as policy makers for
immediate attention and improvement towards reaching the national
and global target of reducing Mother to Child Transmission of AIDS
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(MTCT) by 90% by 2020.

Methods
Setting
Data was collected from two districts; Musoma and Sengerema,
which are found in Musoma and Mwanza regions respectively.
Sengerema district has a total population of 663,034 where 33016
are females of whom 143,592 are women of reproductive age [26].
The district has 50 health facilities one Hospital, 4 health centres
and 45 dispensaries (personal communication with District Medical
Officer). This was before Sengerema District split into two districts
(Sengerema and Buchosa).
On the other hand, Musoma rural district has a total population
of 178,356 people; females being 91,032 and women of reproductive
age are estimated to be 38,631 [26]. Currently Musoma district has
only one health centre, 23 government owned dispensaries, and three
privately owned dispensaries no hospital.
The selection of these districts was based on their HIV prevalence,
which ranged from 1.9-10.1 for Musoma and 1.6-9.1 for Sengerema
[27], their involvement in fishing activities [28,29], coupled with
unavailability or inadequate HIV/AIDS services reported from
similar settings [6,10,30].
Study design
This study was a cross sectional survey using qualitative methods
commenced from December 2015 to march 2016, whereby in-depth
interviews with health professionals were conducted. Working
experience of the interviewed health professionals in the study area
enabled the researchers to explore on the opportunities and challenges
affecting provision, utilization and uptake of PMTCT service.
Sampling and sample size
The sample size was estimated according to the saturation
principle; that is, data collection stops when no new data is obtained
in the subsequent interviews [31,32]. Eighteen in-depth interviews
were conducted with key informants from ten health facilities; five
facilities from Sengerema and five from Musoma district. These
facilities we purposively selected by considering their geographical
dispersions, they were found within a range of 5 kilometers from the
Lakeshores. Key informants selected required to have worked in the
study sites for not less than a period of one year and being involved in
either HIV/AIDS Care, Treatment (CTC) and ANC /or PMTCT. At
most two key informants were selected for interview from a facility.
Key informants included either of the following; the facility incharge; PMTCT coordinators at the antenatal care unit and the officer
responsible for PMTCT services. In the case the facility had CTC, the
CTC coordinator was involved.
Data collection
Three trained and experienced qualitative research assistants
interviewed the consented participants. Three days orientation on
the study objectives, interview guide as well as interviewing skills
on sensitive personal matters was done to impart necessary skills to
the researcher assistants. A standardized interview guide with openended questions was used for data collection. This was developed by
the researchers with guidance from Tanzania PMTCT pocket book
[33] and piloted to 4 health personnel from Mwanza Municipality.
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A few questions were reviewed to make the interview guide clearer.
The interview guide covered 2 main areas (1) opportunities for the
utilization of PMTCT services from both demand and supply side (2)
Challenges in provision of PMTCT from demand and supply side.
Kiswahili language was used for interview. The interviews were audio
recorded, transcribed and then translated into English. Interviews
lasted between 35 to 50 minutes. Data saturation was reached after
16 interviews; however, 18 interviews were conducted for assuring
data reliability. Moreover, the obtained data was triangulating with
available reports from the districts’ medical officer’s office, Ministry
of Health and Social Welfare as well as other available national and
international reports.
Data processing and analysis
The framework approach as described by [34] was adopted
for data analysis. This approach provides systematic visible stages
through which the readers can clearly understand the stages from
which the study results were obtained. Moreover, framework analysis
is inductive, meaning that it allows for the inclusion of a priori as well
as emergent concepts [31,34].
The data analysis involved familiarization with the scripts,
identifying a thematic framework, charted onto the thematic
framework by defining and illustrating the concepts, views and
experiences of the key informants. Then the main researcher shared
with the co- researchers for a further discussion and consensus was
reached. Lastly interpretation of the results was done based on the
socio-ecological perspective [24,25].
For better understating on structural, socioeconomic and cultural
opportunities and challenges facing health workers in implementing
PMTCT programme in fishing communities, this study employs
the socio-ecological model [24,25]. This model maintains that the
barriers to successful PMTCT delivery can be divided into individual
level factors, peer and family influences, the community context and
the social cultural environment. This model looks beyond individuals
and inter persons [24,25] .
Ethical consideration
Ethical approval was obtained from Kilimanjaro Christian
Medical University College Research and Ethics Review Committee
(Cert No. 1008). Permission to enter the facilities was granted by
the District Medical Officers (DMOs) of Sengerema and Musoma.
Respondents were briefed about the study objectives and benefits.
Respondents provided a written consent for the interview and audio
recording before being involved in the interview. All key informants
accepted to be audio recorded. Through the course of the study,
optimum confidentiality was assured and maintained. All interviews
were conducted in the facility setting, in a room where privacy was
maintained. A stipend of 5000 Tanzania shillings (approximately US
$2) was provided to informants to cover transport cost, lunch and
time spent at the clinic.

Results
In this section, themes and categories were identified after the
data analysis. Relevant quotations from key informants were used
to support the themes. The themes identified include available
trained staff, community appreciation on the PMTCT, availability of
ARVs, reduced stigma and violence, existence of fear of disclosure,
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HIV positive as narrated

Table 1: Participants characteristics.
Characteristics

Frequency (%)

Sex
Male

06(33)

Female

12(67)

Health workers cadre
Clinical Officer

04(22)

Nurse/Midwife

14(78)

Respondents by level of facility
Health Centre

03(17)

Dispensary

15(83)

Working section/ Department
ANC/PMTCT

14(78)

CTC

04(22)

Working experience
1 - 2 years

01(6)

3- 5 years

14(78)

More than 5 years

03(16)

Ever attended training on PMTCT in the past five years
Yes

16(89)

No

02(11)

Would like to attend more training on PMTCT?
Yes

18(100)

No

0(0)

understaffed health personnel, challenging working environment,
lack of privacy and working space, irregular ANC attendance, bypassing nearby health facilities, non-adherence to ARVs, low male
involvement in PMTCT, and underutilization of family planning
services. All the above themes were categorized into opportunities
and challenges from demand side and demand side.
Socio-demographic characteristics of the participants
Of the 18 key informants, 12(67%) were female, 17(94%) have
been working in the study sites for a period of 3 to 5 years, 16(89%)
informants had attended PMTCT training and all participants said
they would like to attend PMTCT training again in future. This study
involved 10 facilities; 7 dispensaries and 3 heath centres. Majority of
the informants 15 (83%) were from the dispensary as indicated in
(Table 1).
Opportunities and challenges influencing the utilization
of PMTCT services
The current study identified a number of opportunities and
challenges from the supply side as well as from the demand sided as
presented below,
Opportunities from supply side
Availability of ART drugs, trained health personnel in PMTCT
and Provision of HIV/AIDS health education: Opportunities
identified from the supply side include; availability of ART drugs,
availability of health personnel trained in PMTCT, provision of HIV/
AIDS health education and reduced male violence to women tested
Submit your Manuscript | www.austinpublishinggroup.com

“We have been trained on PMTCT service provision ... ARVs are
available, this encourages many women to come for PMTCT…they
prefer to deliver at health facilities under our help” Reported a clinical
officer from Musoma, in-charge of a facility with over four years
working experience. Across the study, this was repeatedly reported
by participants.
Utilization of PMTCT services from demand side: Majority
of women feared to disclose their HIV status… they suffered with
prolonged sickness in silence which resulted into abortions ….
non-disclosure in most cases denied HIV positive women access
or adherence to ARVs as a consequence, their health [HIV positive
women] deteriorated to death…efforts in health education and
promoting HIV/AIDS/, MTCT/PMTCT awareness have borne fruits
though fear of disclosure still exist” commented a nurse with over 5
years working experience from Sengerema. This was also mentioned
from the demand side.
On the other hand, reduced fear and stigma, community
appreciation on the programme, male involvement, access to
Antiretroviral Therapy (ART) and HIV/ AIDS counseling were
mentioned as key opportunities for utilization of PMTCT as
illustrated in the quotes below
“...In a situation where intimate relations were not good, HIV
status disclosure was not an easy thing…life of women found HIV
positive was miserable! …Some were divorces, other committed
suicide! But nowadays there are remarkable changes though stigma
and low male involvement in PMTCT still exist.” Said a nurse from
Musoma with 4 years working experience. This was repeatedly
reported across the inter-views in both districts.
“Previously violence or divorce when a woman tested HIVpositive were a lot but this keeps on reducing due to health education
provided on HIV/AIDS! Narrated a nurse working in PMTCT for the
past three years in Musoma. Similar situations were reported from a
number of facilities from both study sites.
On the other hand, “PMTCT helps to link women who are not
pregnant to access HIV care and treatment form CTC…,” commented
a nurse from Sengerema with over five years working experience. This
was reported by a number of visited facilities
Challenges in provision of PMTCT services from supply
side
Various challenges were identified from the supply side regarding
provision of PMTCT services. These included understaffing, which
led to long waiting time for the clients and overworking of the
few available staff, inadequate working space, difficult working
environment and delayed results for HIV Early Infant Diagnosis as
narrated below
Understaffing: “The ANC is always overcrowded, clients are of
different health services demands … still we are [nurses] few, this
makes others [clients] to wait for some hours! Lamented a nurse from
a health centre in Musoma.
Challenging working environment: “When it comes to
providing outreach services, we are sometimes compelled to sail in
boats to some Islands. …a number of health personnel fear the Lake,
Austin J HIV/AIDS Res 5(2): id1042 (2018) - Page - 03
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it is life threatening… Some health workers have asked for transfer to
the mainland while some have completely refused to report to their
working stations. This has been one of the reasons for shortage of
human resources for health in fishing communities!” Reported one of
the District Medical Officers.
Privacy and space for counseling: Most the dispensaries
complained of lacking rooms for counseling, which in turn
compromised privacy in providing services to clients “Some women
wished to be counseled privately but we do not have a room to do
this. Instead, we do provide group counseling, this result in denying
the attention to some women …besides most of the dispensaries are
understaffed. …in this regard; we cannot declare that we do offer
counseling thoroughly! Said a facility in-charge with 3 years working
experience from Musoma, similar challenges were mentioned across
the survey.
Delay of results for HIV Early Infants Diagnosis (HEID) as
well as shortage of drugs and supplies: Delayed HEID results and
shortage of drugs and supplies were reported by majority of key
informants. “Often there is a delay in receiving HEID results for a
Zone Laboratory, it can take a minimum of three months to get HEID
results” said a facility in-charge from Sengerema with over 3 years
working experience. The same was repeatedly across the study sites.
“It is very common to find drugs for opportunistic infection
(OI) being out of stock. …patients have to buy them from the drug
shops. …they complain…. they think we [health personnel] hide and
steal OI drugs” said a facility in-charge with over 5 years working
experience in Musoma. These complaints were reported by many
facilities across the study sites.
“When Kits for dried blood spots collection are out of stock we
were not doing HIV early diagnosis to infant” Reported a facility incharge with over 3 years working experience in Musoma. Majority of
the facilities visited in Sengerema reported similar challenge.
Challenges in provision of PMTCT from the demand side
Various challenges were identified to negatively impact on
provision of PMTCT services. These include irregular ANC
attendance, by-passing the nearby ANC, fear of disclosure of HIV
seropositivity, stigma, non-adherence to ARV, and underutilization
of family planning services as narrated below,
“Some women do attend ANC very late almost towards the
end of second trimester…some just attend once. Majority say that
this is done just to avoid transport costs and other non- medical
cost associated with attending ANC, such as money for lunch and
transport” reported the ANC in-charge from Musoma with 3 years
working experience. This was reportedly expressed in across facilities
in Sengerema as well.
“Some pregnant and nursing mothers tend to by-pass the
nearby facilities going far for ANC services… some go even beyond
Mwanza.... they don’t want to be known as being HIV positive….
some do it because of fear and lack of trust in some nurses…they
[patients] say some of us [nurses] disclose their HIV seropositivity!
Reported a nurse from Sengerema with over three years working
experience. Similar information was reported from both Musoma
and Sengerema
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“Some clients come for ARV drugs untimely…. some delay for
some few days, some for a week or more! Said a facility in-charge with
over 5 years working experience from Musoma. This was repeatedly
reported in both Sengerema and Musoma
“Seeing ARVs being thrown on the way from the facility is very
common” reported nurses from Musoma, similar experience of
throwing drugs were reported in Sengerema.
“It’s not surprising to see an HIV-positive woman being pregnant
just after one year of giving birth…some in less than two years after
last birth! This tells us that these women may not be using family
planning methods” reported a nurse with three years’ working
experience from Musoma. Similar challenge was reported across the
study.
“It is very challenging! You know women who have not disclosed
their HIV positive status to their partners can hardly negotiate for
safe and protected sex or use of family planning in consent with the
partner. Then what do you expect” Urged a nurses from Sengerema
with two years working experience
“Some men do not allow their wives/partners to use contraceptives.
Yet they [men] refuse to use condoms regardless of knowing or not
knowing their HIV status…. Others say if we are already HIV positive
so what do we prevent? besides drugs are available for free, what
should we fear? I get infected and get drugs!” lamented a nurse with
three years working experience from Musoma.
“You know what? ...most of them do not fear HIV! …they [some
men] are not faithful…. yet they do not prefer safe sex at all. ...so
however much we struggle to achieve the control over mother to
children HIV infections, without changing these men’s behavior our
struggle will not be fruitful! …Means towards changing men should
be sought! Men’s negligence or refusal to have protected sex was
commonly reported to all both districts.

Discussion
Implementation of PMTCT services is influenced by multiple
factors. The current study found a number of factors influencing
the implementation of PMTCT services. For instance, availability of
ARVs was appreciated as it has brought hope to HIV positive women
and their babies. However, some women still fear to disclose their
HIV status to their male partners. Similar findings on HIV positive
females’ fear of disclosing HIV serostatus to their male intimate
partners have been reported [35-37].
Although previous studies have been suggested that involving
male partners in PMTCT services could reduce the negative
consequences that male partners have in female partner adherence
to HIV/AIDS preventive services including PMTCT [37-39]. In
the current study males’ involvement in ANC was found to be low
especially on the first day a pregnant mother where HIV test is
supposed to be done. Following poor male attendance to ANC and
HIV test, male attendance on the first day has been made compulsory.
Some men were reported to refuse accompanying their wives while
others were away for fishing and other occupation for wining a daily
bread. In either absence or refusal of their male partners, some women
reported to be accompanied by men who were not their husbands
“they use motorcyclists in a disguise of the male partners”.
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The current study found that it is not a practice for males to
accompany their female partners when it comes to seeking ANC
heath services. On the other hand, some women reported to fear
the consequences if found HIV positive. Similar to this, Colombini
and colleagues in their recent study done in Kenya found that nearly
one third of the respondents reported experiencing physical and/
or emotional violence inflicted by their male partners following the
seropositive-disclosure [40]. This is in support of Hampanda who
maintains that in many sub-Saharan Africa population women’s
health outcomes and health-seeking behavior are intrinsically related
to social structures of gender inequality. This is because majority of
women hold very little socio-economic power in their lives and health
decision-making [25]. In their views, Colombini and colleagues
suggest that HIV status disclosure can be a period of heightened
risk for partner stigma, abuse, and financial withdrawal. However,
Colombini and colleagues suggest that male partners’ involvement
in sexual and reproductive health (SRH) should neither prevent
women from accessing SRH services if they are not accompanied by
their spouses nor health providers should not pressurize women to
disclose or to bring their spouses [40]. As suggested by Colombini
and colleagues, if desired results need to be achieved in implementing
PMTCT, strategies employed to involve males need to be keenly
contextually tailored to weakening that the norms and values
hindering males involvement instead of being superimposed [40].
The current study reports that some women tended to by-pass
the nearby facilities going to too far for PMTCT services fearing to
be identified as HIV positive by people from community. Previous
studies have associated by-passing health facilities with almost or
less similar reasons such as disrespect [41] and fear of stigma [10],
sometimes it aimed at going for quality care [42]. However, all of
these have negative adverse impacts in HIV positive women’s life
including PMTCT retention and drug adherence.
As suggested by Vogel et al, if self-stigma develops from public,
interventions to reduce or eliminate self-stigma needs to be developed
to interrupt this public stigma at the individual level despite the
perceptions of public stigma [43]. Though this has been the approach
used in counseling people found HIV positive in Tanzania, Nayar
and colleagues have different views. In Nayar and colleagues views,
interventions on stigma reduction should focus on multiple socioecological levels, which include individuals (knowledge, attitudes,
skills), interpersonal relations (family, friends, social networks),
organizational contexts (organizations, social institutions, work
place), community (cultural values, norms, attitudes), and national
and local laws and policies [44]. This corresponds with Hampanda’s
view, who maintains that stigma cannot be addressed solely through
biomedical education and individual counseling efforts. Instead,
biomedical and social approaches are needed to address the complex
behavior of HIV positive mothers’ adherence to PMTCT [25].
Additionally, this study identified more structural challenges,
these include delayed of the HIV Early Infant Diagnosis (HEID)
results as well as shortage of drugs particularly drugs for treating
opportunistic diseases and shortage of HEID kits. Similar challenges
of stock out for opportunistic drugs and HEID Kits have been recently
reported in Tanzania [45,7] and in various countries in Sub Saharan
Africa [46]. For attaining effective results in implementing PMTCT
programme, these challenges need to be resolved. Lack of drugs for
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opportunistic infection as well as untimely HEID have adverse effects
to people living with HIV/AIDS. These effects include chances of
developing Tuberculosis due to delayed IED laboratory report which
might lead to a delay in ART initiation (Kisesa and Chamla, 2016).
Furthermore, difficult working environment such as fear of
travelling in Lake Water compelled some health personnel to shift to
the main land or not reporting at newly appointed working stations
on the Islands. This has been claimed to contribute to shortage of
human resources for health in fishing community particularly on
islands. Similar has been previously reported [19,10,47]. This being a
structural challenge, it needs to be solved by strengthening the health
care systems, including providing hardship allowances and other
incentive to employees in hard to reach areas like these of fishing
communities. Similar strategies have been suggested in Tanzania
[48,49,50] but the challenge has been its implementation [51].

Conclusion
Health care in selected fishing communities of Sengerema and
Musoma districts have achieved notable results. These include access
to HIV preventive services, Heath education and promotion, and
male involvement which have reduced violence, discrimination and
stigma as well as increased HIV testing among women and utilization
of PMTCT services as well as increased awareness on the necessity
of early infant diagnosis and linking community members who are
not qualifying for PMTCT to CTC services. However, a number of
challenges found to prevail, these include low male involvement
in ANC/PMTCT, existence of stigma, fear of disclosure that lead
some women bypass the nearby health facilities, inadequate human
resources for health, inadequate supply of drugs for opportunistic
infections to people living with HIV/AIDS. The observed challenges
in this study emanate from socio-cultural and structural contextual
attributes. As maintained in several studies, health challenges differ
considerably by context [8,52,53] , imposing strategies form other
social settings might not work as expected because of socio-cultural
and structural barriers variability. Thus, it is crucial to develop
contextual tailored strategies for attaining desired health outcomes.
Thus, we recommend in planning any programme including PMTCT
service provision and utilization, a clear understanding on the
structural and socioeconomic opportunities and challenges from the
socio-ecological perspective is worthy to be well integrated.

Acknowledgements
The authors would like to thank all health professionals who
participated and shared their experience with the research team.
Extended thanks go to Musoma and Sengerema District Reproductive
and Child Health Coordinator (RDCHACOs) for their collaboration
as well as Ms. Beatrice John, Ms. Mercy Nyambo and Mr. Daudi
Sweke for their assistance in data collection. Lastly, I would like to
thank the Institute of Rural Development Planning for funding this
study.
References
1. UNAIDS. Fact Sheet July 2017.
2. UNAIDS. Ending AIDS: Progress Towards the 90–90–90 TARGETS. 2017.
3. UNAIDS. PREVENTION. 2016.
4. UNAIDS.HIV prevention among key populations. Key populations.2016.

Austin J HIV/AIDS Res 5(2): id1042 (2018) - Page - 05

Mgabo MR

5. Drimie S, Weinand J, Gillespie S, Wagah M. HIV and Mobility in the Lake
Victoria Basin Agricultural Sector A Literature Review. 2009.

Austin Publishing Group
Newborn Deaths 2013 – 2016. 2013.

6. Mwaluko G, Mosha F, Kishamawe C, Mashauri F. The EALP HIV and AIDS
Base-line Study in Fishing Communities : Lake Victoria Basin, Tanzania
Technical Report African Medical Research Foundation (AMREF).

30. Matovu JKB, Wanyenze RK, Wabwire-Mangen F, Nakubulwa R, Sekamwa
R, Masika A, et al. “’ Men are always scared to test with their partners . . . it is
like taking them to the Police ‘”: Motivations for and barriers to couples ‘ HIV
counseling and testing in Rakai , Uganda : a qualitative study. 2014; 1–11.

7. NAC. Malawi AIDS Response Progress Report 2015. Lilongwe; 2015.

31. Lacey A, Luff D. Qualitative Data Analysis. Trent: Trent RDSU; 2007. 47.

8. PEPFAR. PEPFAR 2016 Annual Report to Congress. New York; 2016.

32. Bhattacherjee A. Social Science Research: Principles, Methods, and
Practice. OPen Acces. 2012. 515.

9. Parker W. Findings: action media with fisher folk Kasenyi landing site
Entebbe, uganda. 2014.
10. Akullian AN, Mukose A, Levine GA, Babigumira JB. People living with HIV
travel farther to access healthcare: A pop-ulation-based geographic analysis
from rural Uganda. J Int AIDS Soc. 2016; 19: 1–8.
11. Mafigiri R, Matovu JKB, Makumbi FE, Ndyanabo A, Nabukalu D, Sakor M, et
al. HIV prevalence and uptake of HIV / AIDS services among youths (15 – 24
Years ) in fishing and neighboring communities of Kasensero , Rakai District ,
South Western Uganda. BMC Public Health. 2017; 17: 1–10.
12. Gordon A. HIV/AIDS in the fisheries sector in Africa.2005.
13. Allison EH, Seeley JA. HIV and AIDS among fisher folk: a threat to
`responsible fisheries’? Fish. 2004.
14. UNAIDS. 2013 Progress Report on the Global towards the elimination of new
HIV infections among children by 2015 and keeping their mothers alive. 2013.
15. MoHSW. Tanzania National PMTCT Guidelines. Vol. 208. DAR ES SALAAM;
2013.
16. Inyang MP. Mother-to-Child Transmission (MTCT) of Human
Immunodeficiency Virus (HIV). IOSR J Humanist Soc Sci. 2015; 20: 33–38.

33. MoHWS. Tanzania PMTCT Pocket Guide [Internet]. DAR ES SALAAM; 2013.
100.
34. Gale NK, Heath G, Cameron E, Rashid S, Redwood S, Access O. Using the
frame-work method for the analysis of qualitative data in multi-disciplinary
health research. BMC Med Res Methodol [Internet]. 2013; 13: 1–8.
35. Kim MH, Zhou A, Mazenga A, Ahmed S, Markham C, Zomba G, et al. Why
Did I Stop? Barriers and Facilitators to Uptake and Adherence to ART in
Option B+ HIV Care in Lilongwe, Malawi. Ferrand RA, editor. PLoS One.
2016; 11: e0149527.
36. Kyegombe N, Abramsky T, Devries KM, Starmann E, Michau L, Nakuti J, et
al. The impact of SASA !, a community mobilization intervention, on reported
HIV-related risk behaviours and relationship dynamics in Kampala, Uganda.
J Int AIDS Soc. 2014; 17: 1–16.
37. Paudel V, Baral KP. Women living with HIV/AIDS (WLHA), battling stigma,
dis-crimination and denial and the role of support groups as a coping strategy:
a review of literature. Reprod Health. 2015; 12: 53.
38. UNAIDS. PREVENTION GAP REPORT. 2016.

17. Global-Fund. Scaling Up Comprehensive Prevention of Mother-To-Child
Transmission (PMTCT) Interventions- Information Note. 2011.

39. Karfakis E, Keehn J. Current Practices to Improve Uptake, Retention and
Adherence for Option B + in Malawi. mothers2mothers Malawi [Internet].
Lilongwe; 2014.

18. Lubega M, Nakyaanjo N, Nansubuga S, Hiire E, Kigozi G, Nakigozi G, et
al. Understanding the socio-structural context of high HIV transmission in
Kasensero fishing community , South Western Uganda. BMC Public Health
. 2015; 15: 1–8.

40. Colombini M, James C, Ndwiga C, Team I, Mayhew SH. The risks of partner
violence following HIV status disclosure and health service responses:
narratives of women attending reproductive health services in Kenya. J Int
AIDS Soc. 2016; 19:1–7.

19. Opio A, Muyonga M, Mulumba N. HIV infection in fishing communities of Lake
Victoria Basin of Uganda--a cross-sectional sero-behavioral survey. PLoS
One 2014; 8: e70770–70780.

41. Afnan-Holmes H, Magoma M, John T, Levira F, Msemo G, Armstrong CE, et
al. Tanzania’s Countdown to 2015: an analysis of two decades of progress
and gaps for reproductive, maternal, newborn, and child health, to inform
priorities for post-2015. Lancet Glob Health. 2016; 3: e396–409.

20. Ondondo RO, Waithera Z, Mpoke S, Kiptoo M, Bukusi EA. Prevalence and
Incidence of HIV Infection among Fishermen along Lake Victoria Beaches in
Kisumu County , Kenya. World J AIDS. 2014; 4: 219–231.
21. Camlin CS, Kwena ZA, Dworkin SL. Jaboya vs. Jakambi: Status, Negotiation,
and HIV Risks among Female Migrants in the “Sex for Fish” Economy in
Nyanza Province, Kenya. AIDS Educ Prev. 2013; 25: 216–231.
22. Rooyen H Van, Tulloch O, Mukoma W, Makusha T, Chepuka L, Knight LC, et
al. What are the constraints and opportunities for HIVST scale-up in Africa ?
Evidence from Kenya, Malawi and South Africa. 2015; 1–9.
23. Ashipa T, Ofili A. Preventing Mother-To-Child Transmission of HIV in Benin
City, Edo State, Nigeria: The Health Workers’ Perspective. Int STD Res Rev
2016; 4: 1–10.
24. Busza J, Walker D, Hairston A, Gable A, Pitter C, Lee S, et al. Communitybased approaches for prevention of mother to child transmission in resourcepoor settings: a social ecological review. J Int AIDS Soc .2012: 17373.
25. Hampanda K. Vertical Transmission of HIV in Sub-Saharan Africa : Applying
Theoretical Frameworks to Understand Social Barriers to PMTCT. ISRN
Infect Dis. 2013;
26. NBS. 2012 Population and Housing Census Population Distribution by
Administrative Area. Dar ES salaam; 2013.
27. UNADIS. United Republic of Developing Estimates of HIV Prevalence and
the Number of People of People Living with HIV. 2014.
28. URT-PMoRALG. Mwanza Investment Profile -2013. 2013.
29. URT. Mara Region Strategic Plan for Accelerated Reduction of Maternal and

Submit your Manuscript | www.austinpublishinggroup.com

42. Manzi F, Schellenberg J, Hutton G, Wyss K, Mbuya C, Shirima K, et al. Human
re-sources for health care delivery in Tanzania: a multifaceted problem. Hum
Resour Health. 2012; 10: 3.
43. Vogel DL, Bitman RL, Hammer JH, Wade NG. Is stigma internalized? The
longitudinal impact of public stigma on self-stigma. J Couns Psychol. 2013;
60: 311–316.
44. Nayar US, Stangl AL, De Zalduondo B, Brady LM. Reducing stigma and
discrimination to improve child health and survival in low- and middle-income
countries: promising approaches and implications for future research. J
Health Commun [Internet]. 2014; 19: 142–163.
45. Kamuhabwa A, Gordian R, Mutagonda R. Implementation of co-trimoxazole
preventive therapy policy for malaria in HIV-infected pregnant women in the
public health facilities in Tanzania. Drug Healthc Patient Saf. 2016; 8: 91–100.
46. Gourlay A, Birdthistle I, Mburu G, Iorpenda K, Wringe A. Barriers and
facilitating factors to the uptake of antiretroviral drugs for prevention of
mother-to-child transmission of HIV in sub-Saharan Africa: a systematic
review. J Int AIDS Soc. 2013; 19: 16.
47. Shetty SB, Divakar DD, Dalati MHN, Vellappally S, Anil S, Alshehry MA, et al.
AIDS Awareness: Indispensable Prere-quisite Among Fishermen Population.
Osong Public Heal Res Perspect. 2016; 7: 327–333.
48. Sirili N, Kiwara A, Nyongole O, Frumence G. Addressing the human resource
for health crisis in Tanzania : the lost in transition syndrome. 2014; 16: 1–9.
49. Maestad O. Human Resources for Health in Tanzania: Challenges, Policy
Options and Knowledge Gaps. 2006.

Austin J HIV/AIDS Res 5(2): id1042 (2018) - Page - 06

Mgabo MR

Austin Publishing Group

50. MoHSW. Analysis of the Constraints in Human Resource Availability (Trai
ning,Recruitment,Deployment, And Retention) Especially in Hard to Reach
Areas Final Report School of Public Health and Social Sciences. Muhimbili
University of Health and Allied Science. 2009.
51. MoHSW. Human Resource for Health and Social Welfare Strategic Plan 2014
- 2019. 2014.

HIV is common Perceptions and effects of a community-based package for
maternal and newborn care in a South African township. Uppsala University;
2014.
53. Katz IT, Ryu AE, Onuegbu AG, Psaros C, Weiser SD, Bangsberg DR, et al.
Impact of HIV-related stigma on treatment adherence: systematic review and
meta-synthesis. J Int AIDS Soc. 2013; 16: 18640.

52. Ijumba P. Intervention for improved newborn feeding and survival where

Austin J HIV/AIDS Res - Volume 5 Issue 2 - 2018
ISSN : 2380-0755 | www.austinpublishinggroup.com
Mgabo et al. © All rights are reserved
Submit your Manuscript | www.austinpublishinggroup.com

Citation: Mgabo MR, Msuya SE andMushi D. Opportunities and Challenges in Implementing PMTCT Services
in Fishing Community of Lake Victoria of Tanzania Side: A Cross Sectional Qualitative Survey with Health Care
Providers. Austin J HIV/AIDS Res. 2018; 5(2): 1042.

Austin J HIV/AIDS Res 5(2): id1042 (2018) - Page - 07

