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Abstract

The utilization of Prevention of Mother-to-Child Transmission (PMTCT) services remains suboptimal in many 
parts of Nigeria, despite national program efforts. This study examined how social factors such as awareness, 
accessibility, and cultural or religious beliefs influence PMTCT use among HIV-positive pregnant women at-
tending the Primary Health Centre, West Item, Itu Local Government Area of Akwa Ibom State. A descriptive 
cross-sectional survey was conducted among HIV-positive pregnant women using a structured, interview-
er-administered questionnaire. Data were analyzed descriptively using frequencies and percentages to ex-
plore awareness, utilization, and the influence of structural and sociocultural factors. Ninety-four completed 
questionnaires were analyzed. Two-thirds of respondents (66%) had heard of PMTCT, mainly through health 
workers (43.6%). However, detailed knowledge of mother-to-child transmission was limited, with only 40.4% 
correctly identifying pregnancy, delivery, or breastfeeding as possible periods of transmission. More than half 
of respondents (58.5%) lived far from the health facility, 62.8% reported difficulty affording transport, and 
64.9% cited poor road conditions as barriers to access. Although most respondents (78.7%) reported that 
their churches supported PMTCT, about one in five (21.3%) agreed that discussing sexual and reproductive 
issues was discouraged within their culture. In conclusion, the findings suggest that PMTCT utilization in the 
study area is shaped by a combination of knowledge gaps, structural barriers, and sociocultural influences. 
Strengthening facility readiness, improving transport and service accessibility, enhancing community health 
education, and engaging religious and cultural leaders as partners are essential strategies for improving up-
take and reducing vertical HIV transmission.

*Corresponding author: Peters Grace E, Department of Nursing Sciences, University of Uyo, Uyo, 
Nigeria.



Introduction 
Women and girls continue to bear a disproportion-
ate burden of HIV, accounting for about 44% of new 
infections globally. In 2023, it was estimated that 
women constituted approximately 59% of people 
living with HIV in Nigeria. Children are also se-
verely affected, as Nigeria has the highest number 
of children living with HIV in West and Central Af-
rica. Mother-to-child transmission (MTCT) of HIV 
continues to be a major contributor to pediatric HIV 
infections worldwide and represents an important 
public health concern in Nigeria [1-5].

The Prevention of Mother-to-Child Transmission 
(PMTCT) programmer provides evidence-based 
strategies, including HIV testing for pregnant wom-
en, antiretroviral therapy (ART) for HIV-positive 
mothers and their infants, safe delivery practices, 
and supported infant-feeding options. These meas-
ures can reduce transmission to below 5%. How-
ever, in many settings, utilization of these services 
remains suboptimal. In Nigeria, as of 2017, it was es-
timated that only about 30% of pregnant women who 
qualify receive the full range of PMTCT services [6-
7]. Without preventive measures, transmission may 
occur during pregnancy, delivery, or breastfeeding, 
with a risk estimated between 15% and 45%. De-
spite national PMTCT programs, uptake and reten-
tion vary widely across and within Nigerian states.

Studies across Nigeria have identified numerous fac-
tors influencing PMTCT uptake. For instance, only 
42.9% of women living with HIV in Ibadan reported 
using PMTCT services, despite 74.2% demonstrat-
ing good knowledge of them. Similarly, a study in 
Anambra South by found that utilization was influ-
enced by maternal age, marital status, and place of 
residence, even though 86% of respondents were 
aware of the PMTCT strategy. Other studies have 
highlighted that awareness and knowledge of HIV, 
distance to health facilities, transportation challeng-
es, and the reliability of service delivery strongly 
affect uptake. Socio-cultural factors such as stigma,

concerns about disclosing HIV status to partners, and 
religious or traditional beliefs also shape attitudes 
towards ART adherence and infant-feeding practic-
es. Fear of discrimination or reliance on faith-based 
healing may discourage consistent engagement with 
healthcare services, whereas supportive community 
and religious structures have been shown to promote 
better acceptance of PMTCT interventions [8-11].

Akwa Ibom State, in the South-South region of Ni-
geria, remains one of the states with the highest HIV 
prevalence. Evidence suggests that women in this re-
gion have lower awareness and utilization of PMTCT 
services compared with counterparts in the South-East 
and South-West, despite ongoing health education 
campaigns [5]. In a conditional cash transfer trial con-
ducted in Akwa Ibom, approximately 60% of eligible 
women still did not use PMTCT services, even with 
financial incentives. Despite these findings, few lo-
cal studies have examined how social factors such as 
awareness, accessibility of health facilities, and reli-
gious or cultural beliefs interact to influence the use of 
PMTCT services at the community level, particularly 
in Itu Local Government Area of Akwa Ibom State. 
This study therefore aimed to examine how these so-
cial factors affect PMTCT utilisation among HIV-pos-
itive pregnant women attending a primary health cen-
tre in Itu Local Government Area of Akwa Ibom State, 
with the objective of identifying contextual barriers 
and facilitators to service uptake [12-14].

Methodology
Study Design and Setting
This study employed a descriptive cross-sectional 
design to assess social factors influencing the utili-
zation of Prevention of Mother-to-Child Transmis-
sion (PMTCT) services among HIV-positive preg-
nant women. The study was conducted at the Primary 
Health Centre, West Itam, located in Itu Local Gov-
ernment Area (LGA) of Akwa Ibom State, Nigeria. Itu 
is a semi-urban LGA with a mixed rural population 
and variable access to healthcare services. The Pri-
mary Health Centre serves as a first-level healthcare 
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facility for surrounding communities and provides 
antenatal, delivery, and HIV care services, including 
PMTCT.

Study Population
The study population comprised all HIV-positive 
pregnant women attending antenatal care (ANC) at 
the Primary Health Centre, West Itam, in Itu Local 
Government Area of Akwa Ibom State, during the 
study period. Eligible participants were pregnant 
women with a confirmed HIV-positive status docu-
mented in their ANC records, who were registered 
and receiving care at the facility during data collec-
tion, and who provided informed consent to partic-
ipate. Those excluded were HIV-negative pregnant 
women attending ANC at the facility, HIV-positive 
women who were not pregnant at the time of the 
study, and women who were too ill to complete the 
interview or who declined participation.

Sample Size and Sampling Technique
The minimum sample size was determined using the 
Cochran formula (Cochran, 1977) for estimating a 
single population proportion:

where n is the minimum required sample size, Z is 
the standard normal deviate corresponding to a 95% 
confidence level (1.96), P is the estimated proportion 
of PMTCT utilization (42.9%) based on a previous 
regional report and d is the desired precision (0.10). 
This calculation yielded a minimum sample size of 
approximately 94 participants. Allowing for a 6% 
non-response rate, a total of 100 participants were 
recruited for the study [8].

A consecutive sampling technique was employed, 
whereby all eligible pregnant women presenting at 
the antenatal clinic during the data collection period 
were invited to participate until the desired sample 
size was reached. This approach ensured the inclu-
sion of all available participants and minimized se-
lection bias related to timing or participant charac-
teristics.

Data Collection and Study Variables
Data were collected using a structured, interviewer-

administered questionnaire developed in line with the 
study objectives and adapted from similar published 
studies to reflect the local context. The instrument 
was reviewed by two subject experts for content va-
lidity and pre-tested among ten HIV-positive pregnant 
women attending antenatal care at a nearby facility, 
the University of Uyo Teaching Hospital, to ensure 
clarity and cultural appropriateness. Necessary ad-
justments were made before use in the main study. 
The instrument was divided into five sections:

•	 Socio-demographic information: This included 
the participant’s age, marital status, number of 
children, level of education, occupation, month-
ly income, and religion.

•	 Awareness and knowledge of PMTCT: prior 
awareness, sources of information, understand-
ing of MTCT modes and timing, and knowledge 
of preventive measures.

•	 Accessibility to health facilities: distance to the 
facility, transport costs, road conditions, and 
regularity of clinic operations.

•	 Religious and cultural beliefs: These items as-
sessed religious restrictions, community atti-
tudes, and perceived stigma.

•	 PMTCT utilization: self-reported participation 
in PMTCT services such as ART adherence, 
ANC attendance, and infant feeding counsel-
ling.

Data collection was carried out by the principal re-
searcher and two trained research assistants familiar 
with the PMTCT programmed. Participants were ap-
proached during routine antenatal visits. The purpose 
of the study was explained, confidentiality assured, 
and informed consent obtained before administration 
of the questionnaire. Interviews were conducted in 
English or in the local dialect (Ibibio), depending on 
participants’ preference. Completed questionnaires 
were checked for accuracy and completeness daily.

Data Management and Analysis
All completed questionnaires were manually checked 
for completeness and internal consistency at the end 
of each data collection day. Responses that were sub-
stantially incomplete or ambiguous were excluded 
from the analysis. The remaining data were coded 
and entered into Microsoft Excel 365 for cleaning and 
analysis.
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All study variables were categorical (e.g. age group, marital status, awareness, accessibility, and beliefs) and 
were summarized using frequencies and percentages. Findings are presented in frequency tables and descrip-
tive summaries. As no inferential statistics were performed, associations between variables were not tested; 
rather, the results are presented as descriptive patterns and trends.

Ethical Considerations
Ethical approval for this study was obtained from the Health Research Ethics Committee of the University of 
Ukyo Teaching Hospital. Permission to conduct the study was also granted by the Supervisor of the Primary 
Health Care Services of Itu Local Government Area. Written informed consent was obtained from each partic-
ipant after explaining the study objectives, procedures, and voluntary nature of participation. Confidentiality 
and anonymity were ensured throughout data collection and analysis. Participants were informed of their right 
to withdraw at any time without penalty, and no incentives were provided for participation. The study was 
conducted in accordance with the ethical principles outlined in the Declaration of Helsinki.

Results
Response Rate
Out of the 100 questionnaires distributed, 94 were correctly completed and suitable for analysis, giving a re-
sponse rate of 94%.

Socio-demographic Characteristics
Most respondents were under 35 years of age (67.0%) and married (73.4%). The majority (64.9%) had at least 
secondary education, and trading was the most common occupation (41.5%). The socio-demographic details 
of the respondents are summarized in Table 1.

Table 1: Socio-demographic characteristics of respondents (n = 94)
Variable Category Frequency Percentage
Age group (years) ≤ 35 63 67
 ≥ 36 31 33
Marital Status Married 69 73.4
 Single 15 16
 Separated 5 5.3
 Divorced 3 3.2
 Widowed 2 2.1
Number of Chil-dren 0 – 2 62 66
 3 – 4 23 24.4
 > 5 9 9.6
Level of Educa-tion None 6 6.4
 Primary 11 11.7
 Secondary 61 64.9
 Tertiary 16 17
Occupation Civil servant 21 22.3
 Traders 39 41.5
 Unemployed 18 19.2
 Others 16 17
Monthly Income (N) 0 - 10,000 12 12.8
 10,000 - 20,000 17 18.1
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 20,000 - 30,000 29 30.9
 30,000 - 40,000 12 12.8
 40,000 - 50,000 16 17
 Above 50,000 8 8.4
Religion Christianity 72 76.6
 Muslim 10 10.6
 African Tradi-tional 

Religion
2 2.2

 Others 10 10.6

Awareness and Knowledge of PMTCT
Two-thirds (66.0%) of respondents had heard of PMTCT, most commonly through health workers (43.6%). 
Knowledge of HIV transmission was generally good for sexual and blood-related routes but lower for mother-
to-child transmission. The details of respondents’ knowledge and awareness related to PMTCT are summa-
rized in Table 2.

Table 2 Awareness and knowledge of PMTCT among respondents (n = 94)
Variable Category  Frequency  Percentage
Had heard of PMTCT Yes 62 66
 No 32 34
Main source of information Health worker 41 43.6
 Radio/Television 23 24.5
 Newspaper 12 12.8
 Family and Friends 8 8.5
 Books 5 5.3
 Others 5 5.3
Knowledge of HIV transmis-
sion

Unprotected sex 49 52.1

 Blood transfusion 24 25.5
 Mother to child 18 19.1
 Sharing personal items and utensils 2 2.1
 Casual contact (e.g handshake) 1 1.1
Knowledge of MTCT timing During Pregnancy 31 33
 During La-bour/Delivery 5 5.3
 During Breast-feeding 2 2.1
 Did not identify an timing/Did not 

know
56 59.6

Knowledge of Preventive 
measures

Use of ARVs 65 69.2

 Abstinence 25 26.6
 Early weaning from breastmilk 2 2.1
 Use of herbal medication 2 2.1

Note: PMTCT = Prevention of Mother-to-Child Transmission of HIV, MTCT = Mother-to-Child Transmis-
sion of HIV, ARV = Antiretroviral drugs
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Accessibility to Healthcare Facility.
Table 3 summarises the access of respondents to healthcare facilities and its effect on the utilisation of Pre-
vention of Mother-to-Child Transmission (PMTCT) services. More than half of respondents (58.5%) reported 
living far from the health facility, while 64.9% cited poor road networks and 62.8% identified transport costs 
as barriers to care.

Table 3: Accessibility to health facilities (n = 94)
Item Response Frequency Percentage
What is the distance 
from your community to 
the health cen-ter?

Far 55 58.5

 Near 39 41.5
Poor road network pre-
vents access to health 
facility

Yes 61 64.9

 No 33 35.1
Lack of transport fare 
prevents access

Yes 59 62.8

 No 35 37.2
The closest health center 
is always closed

Yes 58 61.7

 No 36 38.3

Religious and Cultural Beliefs
When asked about how belief systems and culture influence their health-seeking behavior, most respondents 
(78.7%) reported that their churches frequently teach on the importance of PMTCT. A considerable propor-
tion (73.4%) agreed that cultural norms discourage open discussion of sexual health, while 78.8% perceived 
community stigmatization of people living with HIV. Other religious and cultural influences are summarized 
in Table 4.

Table 4: Religious and cultural beliefs influencing PMTCT utilization (n = 94)
Statement Strongly Agree n (%) Agree n (%) Disagree n (%)
My religion forbids tak-
ing ART drugs.

15 (16.0) 21 (22.3) 25 (26.2)

My culture forbids open 
dis-cussion about sexual 
matters.

46 (48.9) 23 (24.5) 15 (16.0)

My culture stigmatizes 
people living with HIV.

21 (22.4) 53 (56.4) 13 (13.8)

My church preaches the 
im-portance of PMTCT.

49 (52.1) 25 (26.6) 12 (12.8)

It is taboo to discuss sex 
and HIV in my commu-
nity.

20 (21.3) 57 (60.6) 6 (6.4)

Note: ART = Antiretroviral therapy; Note: PMTCT = Prevention of Mother-to-Child Transmission of HIV

J.of Nur Res Pers.  Vol:2,1   Pg:6

Review Article Open Access



Discussion
This study examined how the complex interplay of 
socio-demographic, economic, structural and so-
cio-cultural factors influence the utilization of Pre-
vention of Mother-to-Child Transmission (PMTCT) 
services among HIV-positive pregnant women in 
Itu Council Area of Akwa Ibom State. The findings 
show that, despite moderate levels of awareness, 
utilisation of PMTCT services continues to be con-
strained by limited knowledge of transmission, poor 
accessibility to health facilities, and existing cultural 
and religious influences.

Most respondents were young, married women be-
low 35 years of age, which is consistent with previ-
ous research indicating that women in their repro-
ductive years are more likely to access antenatal care 
(ANC) and participate in PMTCT interventions [15]. 
Marriage often provides greater family, social and 
financial support which has previously been linked 
to better health-seeking behaviour and adherence 
to health interventions (ibid). Whereas, single, di-
vorced, or widowed women may be more vulnerable 
to stigma and social isolation, which can deter par-
ticipation in PMTCT programmers.

This study found that, while many HIV-positive 
pregnant women in Itu Local Government Area had 
moderate awareness of PMTCT, substantial informa-
tion gaps remained. Although two-thirds of respond-
ents had heard of PMTCT, detailed knowledge of 
mother-to-child transmission (MTCT) was limited. 
Only 40% correctly identified pregnancy, delivery, 
or breastfeeding as periods of possible transmission. 
This finding aligns with research from Nigeria and 
other African countries showing that, although gen-
eral HIV awareness is high, specific understanding 
of PMTCT routes and interventions is inconsistent, 
particularly in semi-urban and rural populations [5]. 
Similarly reported notable deficiencies in MTCT and 
PMTCT knowledge among birth attendants in Akwa 
Ibom State, suggesting that misinformation persists 
even among maternal health providers [16-18].

In this study, health workers were the most common 
source of PMTCT information, followed by the mass 
media, a pattern consistent with findings from across 
sub-Saharan Africa. Knowledge uptake has been 
shown to correlate with educational attainment, in-
come, and media exposure, which may explain the
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uneven understanding observed. Although most re-
spondents recognised that HIV can be transmitted 
from mother to child, fewer could correctly identify 
the specific periods of transmission, namely pregnan-
cy, delivery, and breastfeeding. Comparable knowl-
edge gaps have been reported in studies from Ethio-
pia and Nigeria, where many women were aware of 
mother-to-child transmission but lacked knowledge 
of the preventive measures available [17]. Since ac-
curate understanding influences timely antenatal at-
tendance, adherence to antiretroviral therapy, and safe 
infant-feeding practices, these deficiencies in knowl-
edge may undermine the effectiveness of PMTCT in-
terventions.

Limited accessibility to healthcare facilities was iden-
tified by respondents as a major barrier to the utili-
sation of PMTCT services. Many women reported 
challenges such as irregular facility operations, poor 
road conditions, high transportation costs, and long 
distances to health centres. Similar barriers have been 
documented in other parts of Nigeria and sub-Saha-
ran Africa, where geographic and infrastructural con-
straints have been linked to reduced maternal health-
care utilisation. In Enugu State, also identified long 
waiting times, facility distance, and unfavourable 
staff attitudes as obstacles to PMTCT uptake, while 
reported that inadequate transport systems and pro-
longed travel times discouraged women from contin-
uing PMTCT care in South Africa. Reports from this 
study that facilities were sometimes closed suggest 
underlying issues with staffing and inconsistent ser-
vice delivery, which have been similarly noted in pre-
vious Nigerian studies. Collectively, these structural 
barriers highlight that adequate awareness alone may 
be insufficient to ensure PMTCT utilization unless 
supported by reliable health services and accessible 
infrastructure [19-21].

Religious and cultural beliefs appeared to influence 
the utilization of PMTCT services among respond-
ents. Although most participants did not believe that 
antiretroviral therapy (ART) was prohibited by their 
faith, a notable proportion expressed reservations 
rooted in religious or cultural perspectives, reflecting 
the enduring influence of faith-based interpretations 
of illness and healing. With Christianity being the pre-
dominant religion among respondents, churches and 
faith-based organizations have the potential to play 
important roles in promoting PMTCT awareness and



reducing stigma. Previous studies in Nigeria have 
shown that religious leaders significantly shape com-
munity attitudes toward HIV, stigma, breastfeeding 
practices, and health-seeking behavior [18]. This 
aligns with findings by [11], who reported that cul-
tural and religious beliefs can either facilitate or hin-
der PMTCT uptake depending on prevailing norms 
and teachings. In some Nigerian religious settings, 
preference for faith healing over medical interven-
tion has been linked to lower ART adherence. En-
couragingly, several respondents in this study report-
ed that their churches actively supported PMTCT, 
supporting the view of that faith-based institutions 
can serve as valuable partners in outreach, advocacy, 
and male-partner engagement [22-23].

Although male involvement was not directly meas-
ured in this study, the persistence of stigma and ta-
boos surrounding discussions of sexual and repro-
ductive health may contribute to its continued low 
level. This conclusion is supported by evidence from 
southeastern Nigeria which indicates that male par-
ticipation in PMTCT remains limited due to social 
barriers, inadequate awareness, and the distance to 
health facilities [24].

A key strength of this study is its focus on a semi-ur-
ban population in Akwa Ibom State, which pro-
vides locally relevant evidence on persistent gaps 
in PMTCT utilization. In addition, the use of an 
interviewer-administered questionnaire facilitated 
data completeness and supported contextual under-
standing by the respondents. However, the study is 
limited by its descriptive design and relatively small 
sample size, which reduce the ability to test hypoth-
eses, establish causal relationships, or generalize the 
findings beyond populations in similar settings. The 
reliance on self-reported data may also have intro-
duced recall and social-desirability bias [25].

Conclusion
This study highlights the influence of social factors 
such as awareness, accessibility, and cultural or re-
ligious beliefs on the utilization of PMTCT services 
among HIV-positive pregnant women in Itu Local 
Government Area of Akwa Ibom State. Although 
awareness of PMTCT was moderate, persistent mis-
conceptions and incomplete knowledge emphasize 
the need for continued and context-specific health 
education. Structural barriers, including poor road 
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conditions, high transport costs, long distances to 
health facilities, and irregular service delivery, further 
limit consistent engagement with PMTCT care. Cul-
tural and religious beliefs also affect health-seeking 
behavior, with some respondents interpreting antiret-
roviral therapy and infant-feeding recommendations 
within the context of community norms and expecta-
tions. Nonetheless, the supportive role of faith-based 
organizations observed in this study suggests oppor-
tunities for partnership in promoting adherence and 
reducing stigma [26-28].

Improving PMTCT outcomes in similar settings re-
quires coordinated attention to both sociocultural and 
systemic determinants of care. Continuous commu-
nity education by health workers, community edu-
cators, and faith-based leaders can help dispel mis-
conceptions and strengthen adherence to treatment 
guidelines. Expanding the health workforce, ensuring 
regular clinic operations, and improving transport ac-
cess are also important for enhancing service reliabili-
ty. We also recommend engaging religious institutions 
and community leaders as strategic partners, as this 
may promote culturally sensitive, community-based 
interventions that reduce stigma, encourage male in-
volvement, and increase PMTCT uptake. In addition, 
future research should examine these factors using 
mixed-method or longitudinal designs to better un-
derstand behavioral influences over time and to guide 
the development of specific strategies for improving 
PMTCT outcomes [29-31].
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