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ABSTRACT
Background: Anti-retroviral (ARV) drugs are the mainstay for treatment of human immunodeficiency 
virus (HIV) infection as well as prevention of HIV spread from infected mothers to their uninfected 
children otherwise known as HIV exposed infants. The aim of the study was to assess adherence to anti-
retroviral prophylaxis in HIV exposed infants attending clinic in a tertiary hospital in north-west Nigeria. 
Methodology: A descriptive cross-sectional study design was used to assess adherence to ARV 
prophylaxis among 85 HIV exposed infants receiving care at a tertiary hospital in north-west Nigeria. The 
infants were selected through systematic random sampling technique, and an interviewer-administered 
structured questionnaire was used to collect data. The data was analysed using computer software, IBM 
SPSS version 23. Results obtained were presented in frequency tables and charts. Results: Up to 43 
(50.6%) of the infants were between 6-12 months old. There were 49 (57.6%) male infants. Seventy-two 
(84.7%) of the infants were enrolled at birth. Most, 72 (84.7%) of the infants received ARV prophylaxis at 
birth. Majority, 64 (75.3%) of the infants were on ARV prophylaxis for a duration of six weeks, and 18 
(21.2%) were on the ARV prophylaxis for up to 12 weeks. Majority, 73 (85.9%) of the HIV exposed infants 
never missed a single ARV dose. In 9 infants, (75.1%) who missed ARV dose(s), their caregivers forgot to 
give them the drugs. Conclusion: Adherence to ARV prophylaxis among the HIV exposed infants was 
suboptimal. Forgetfulness of the caregivers was the main reason for non-adherence to ARV prophylaxis 
among the HIV exposed infants in the study site. Caregivers should be taught and encouraged to use alarm 
reminders to improve adherence to ARV prophylaxis.

Keywords: Anti-retroviral, adherence, infants, clinic.

INTRODUCTION

Children under 15years of age are commonly 

infected with human immunodeficiency virus 

(HIV) mainly through mother to child transmission 

(MTCT) otherwise known as vertical transmission. 

According to WHO 2018 report, about 1.7 million 

children were living with HIV and 160,000 were 
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[1],[2]newly infected.  Meanwhile over 90% of the 

infection was through MTCT. It is even worse in 

sub-Saharan Africa majorly due to the endearing 

need for breastfeeding. One in five children born to 

HIV positive mother in West Africa becomes 
[3],[4],[5]positive during childbirth or breastfeeding.  

Although, the 2018 report by Nigerian HIV/AIDS 

Indicator and Impact Survey (NAIIS) shows that 

the prevalence among children 0-14years in 
[6]Nigeria is 0.2%.

ARV drugs are the mainstay for treatment of HIV 

infection as well as prevention of HIV spread from 

infected mothers to their uninfected children 

otherwise known as HIV exposed infants. In low-

income countries, especially Africa it is paramount 

to start all children born to HIV infected mothers on 

anti-retroviral (ARV) drug prophylaxis and extend 

the medication course to cover the entire 

breastfeeding period; usually 12months to enable 

the infected mothers to breastfeed their infants with 

substantially reduced risk of HIV transmission. 

Zidovudine and Nevirapine short course have 

shown to profoundly and cost effectively reduce 

the transmission of HIV in infants. The risk of 

MTCT is about 15-45% without any intervention. 

However, with the effective use of ARV the rate is 

reduced to less than 5% among the breastfeeding 

group while the rate is reduced to less than 2% 
[7],[8],[9]among the non-breastfeeding group.

With breastfeeding being integral in preventing 

problems of malnutrition, diarrheal diseases and 

respiratory tract infections which are far more 

often fatal than the HIV itself in that age group in 

low-income areas. The need for such mode of 

feeding as well as adherence and compliance to 

ARV prophylaxis cannot be overemphasized. This 

is supported by the Joint United Nations Program 

on HIV and AIDS (UNAIDS) initiative called 

“Global plans towards the elimination of new HIV 

infections among children by 2015 and keeping 
[3]their mothers' alive”.  The single most important 

factor for vertical transmission is maternal viral 

load, adherence of the mother to her ARVs during 

pregnancy and throughout breastfeeding is of 

paramount importance. This will also translate to 

good adherence for the infant after delivery.

Of importance to this note is adherence and 

compliance to taking the anti-retroviral drugs; 

multiple times a day as the case may be, for as long 

as 6 weeks to up to 12 months. This is extremely 

challenging for the HIV exposed infants as well as 

their caregivers. ARVs are given to HIV exposed 

infants for the first 6 weeks of life in infants on 

replacement feeding (Nevirapine only), and first 12 

weeks of life in infants on breastfeeding 
[10](Nevirapine and Zidovudine).  Subsequently, 

Septrin for prophylaxis against opportunistic 

infection is given should in case there's 

seroconversion at any point in time since the child 

is still exposed to the virus via continued 

breastfeeding.

ARV uptake adherence and follow up compliance 

among some caregivers of HIV exposed infants is 

currently not satisfactory especially in our society, 

Nigeria. Majority of the infants are lost to follow up 
[7]before the final infection status is determined.  

Poor adherence with the anti-retroviral therapy 

(ART) in our society is said to be common and 

multi-factorial. It is majorly associated with the 

mothers' ignorance, negligence and paucity of 

information. 

On the other hand, non-availability of the drugs, 

attitude and miscommunication by the healthcare 

providers may be contributory factors, as well as 

bad taste and adverse effects of the drugs. Other 

factors identified as serious obstacles to ART 

adherence were financial constraints such as 

transportation cost from residences to the clinics, 

long waiting time at the clinic, language barrier, 

physical constraints to attending clinics due to 

health status of the mother, change of address, lack 

of father's involvement, social factor like fear of 

HIV–related stigma by the mother and non-

disclosure of HIV status of the mother to the father 
[11]or the immediate family.
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METHODOLOGY
The study was carried out at Ahmadu Bello 

University Teaching Hospital (ABUTH), The 

Presidential Emergency Plan for AIDS Relief 

(PEPFAR) clinic, also known as the Nasara clinic 

and treatment centre is the focal unit for this study. 

The clinic runs on week days, with a twice weekly 

paediatric clinic. A range of services, 

comprehensive facility and home-based care, all 

free, are provided. The different cadres of staff 

involved include doctors, nurses, counsellors, 

pharmacist, laboratory technicians, clinic 

attendants, and the administrative staff.

A descriptive cross sectional study design was used 

to assess adherence to ARV prophylaxis among 

HIV exposed infants receiving care at Nasara clinic 

ABUTH Shika. Sample size of 85 HIV exposed 

infants was used which were selected through 

systematic sampling technique. The HIV exposed 

infants that fulfilled the eligibility criteria within 

the period of the study were recruited into the study. 

Questionnaires were administered weekly 

throughout the study period.

The data was collected using a pre-tested 

interviewer administered structured questionnaire 

with open and close-ended questions arranged in 

three sections. The data collection was carried out 

with the help of research assistants who were 

trained on the objective of this study and the 

administration of the data collection tool. The data 

was cleaned and analysed using Statistical Package 

for the Social Sciences (IBM SPSS) software 

version 23.0, and results presented in tables and 

charts.

An ethical clearance was obtained from Health 

Research Ethics Committee (HREC) of Ahmadu 

Bello University Teaching Hospital, Shika. 

Permission was sought from the coordinator of 

Nasara clinic, ABUTH Shika. An informed consent 

was also obtained from respondents, and 

confidentiality was assured.

RESULTS
Up to 43 (50.6%) of the infants were between 6-12 

months old. There were 49 (57.6%) male infants. 

Seventy-two (84.7%) of the infants were enrolled 

at birth. Most, 72 (84.7%) of the infants received 

ARV prophylaxis at birth. Majority, 84 (98.8%) of 

the infants were exclusively breastfed. Fifty-one 

(60.0%) of the infants had negative PCR/DNA test 

result.(Table 1) Majority, 64 (75.3%) of the infants 

were on ARV prophylaxis for a duration of six 

weeks, and 18 (21.2%) were on the ARV 

prophylaxis for up to 12 weeks.(Figure 1) Up to 12 

(14.1%) of the HIV exposed infants missed at least 

a single ARV dose. In 9 infants, (75.1%) who 

missed ARV dose(s), their caregivers forgot to give 

them the drugs. Drugs got finished in 1 (8.3%), 

drugs make the baby sick 1 (8.3%), and the timing 

for giving the ARV was not convenient in 1 (8.3%) 

respondent.(Table 2) More than half, 55 (64.7%) of 

the infant/caregiver live within 6 - 10 kilometres to 

the healthcare facility, and only 1 (1.2%) 

infant/caregiver live more than 16 kilometres away 

from the healthcare facility. Most, 55 (64.7%) of 

the infant/caregiver never had any transportation 

difficulties while coming to the healthcare facility. 

More than half, 55 (55.3%) of the infant/caregiver 

had long waiting time at the clinic during follow up 

sometimes. Majority, 84 (98.8%) of the 

infants/caregiver never experienced stigmatization 

by the healthcare workers. Majority, 70 (82.4%) of 

the infants/caregivers never missed clinic visit due 

to financial difficulties. (Table 3).
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Table 1: Socio-demographic characteristics of the infants, March 2021. (n = 85)

Variable

 
Frequency

 
Percent (%)

Age (months)

 
<6

 
6–12

 

>12

 

Mean age = 9.1 +

 

5.1

 

 
21

 
43

 

21

 

24.7
50.6
24.7

Sex

 

Male

 

Female

 

 

49

 

36

 

57.6
42.4

Age at enrolment

 

At birth

 

≤6 weeks

 

>6 weeks

 

 

72

 

13

 

-

 

84.7
15.3

-
Received ARV prophylaxis

 

Yes

 

No

 

 

72

 

13

 

84.7
15.3

Feeding practice
Exclusive breastfeeding
Replacement feeding
Mixed feeding

84
1
-

98.8
1.2
-

Infant PCR/DNA HIV test result
Negative
Positive
Unknown

51
-

34

60.0
-

40.0 
 

 
 

 
 

 
 

 

 
                  

 
 

 
                     

 
 

Figure 1: The duration of which infant has been on ARV prophylaxis, March 2021. 

   

Table 2: Reasons for missing ARV doses in the infants, March 2021. (n = 12)
Reasons for missing ARV doses

 
Frequency Percent (%)

I forgot to give baby the drugs

 

9 75.1
Drugs got finished

 

1   8.3
The drugs make baby sick 1 8.3 
Timing for giving the ARV was inconvenient 1 8.3 
Total 12 100
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DISCUSSION
This study assessed the adherence to ARV 

prophylaxis among HIV exposed infants. The 

administration of antiretroviral agents to the infant 

should be initiated as soon as possible after birth 

and certainly within 6 to 12 hours after delivery. 

Findings from non-human studies indicate that 

prophylaxis is less effective when delayed, 

therefore HIV infection is less likely to be 

prevented.[12,13,14] More than half of the infants were 

between 6-12 months old and majority of them, up 

to 84.7%, were enrolled at birth and had received 

ARV prophylaxis at birth. This enrolment level is 

high and similar to findings from Ethiopia (91%) 
[7,15]and Uganda (84.8%).  However, a study 

conducted in Zimbabwe another African country 

found 31% which is such a low uptake of ARV 
[16]prophylaxis.  It is quite possible that the higher 

uptake of ARV prophylaxis found among this HIV 

exposed infants might be that this study site has an 

integrated and comprehensive care program. It is 

also possible that mothers of these infants are more 

aware of the importance of the ARV prophylactic 

intervention that they are receiving. 

Mothers living with human immunodeficiency 

virus (HIV) should be guided to provide 

appropriate infant feeding to their infants. Infant 

feeding in the context of HIV is complex because of 

the major influence that feeding practices exerts on 

child survival. Non-breastfed infants, especially 

those from low resource areas face higher risks of 

death from causes other than HIV, in particular 

malnutrition and diarrhoea among non-breastfed. 

Thus, due to this and the fact that these are places 

where replacement feeding is neither readily 

available nor safe, women with HIV infection who 

choose to breastfeed after appropriate counselling 

are educated to adhere to treatment for themselves 

and their infants. Studies have revealed that 

maternal or infant ARV drug administration during 

lactation reduces the risk of HIV transmission to 
[17,18]the infant via human milk.  In this study, almost 

all the infants were exclusively breastfed. This is 

similar to the finding in a study carried out by 

Shargie et al in Ethiopia which showed that infants 

feeding practice was significantly exclusive 

breastfeeding and was associated with adherence 
[7]and compliance to ARV prophylaxis.  Similarly, a 

study from Abakaliki, Nigeria found 91.7% EBF 

with ARV prophylaxis among HIV exposed 
[19]infants,  this indicates adherence to WHO 

recommendation and shows a gain towards 

achieving HIV-free infant survival in the African 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 
   

   
   

  

 

 

 

 

 

 

 
  

 

 

   
  
  

               
              

                  
                

                              

 
 
             

 
                 

 
 

 
                             

 
                 

                       

Table 3: Factors that affect clinic attendance by infant/caregivers in ABUTH Shika, March 2021.

Variable

 
Frequency

 
Percent (%)

Distance of health facility (Km)

   
≤5 10

 

11.8

 
6 – 10 55

 

64.7

 
11 – 15 19

 

22.3

 

≥16 1

 

1.2

 

Transportation difficulties to the facility

   

Never 55

 

64.7

 

Some times

 

28

 

32.9

 

Most times

 

2

 

2.4

 

Long waiting time at the clinic during follow up

   

Never 34

 

40.0

 

Some times

 

47

 

55.3

 

Most times

 

3

 

3.5

 

All times

 

1

 

1.2

 

Experienced stigmatization
Yes 1 1.2
No 84 98.8
Missed clinic due to financial difficulties
Some times 15 17.6
Never 70 82.4
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[20,21]sub-region.  The finding that most children in 

the study were breastfed is not surprising since in 

African societies, breastfeeding is almost 

universal. Also, mothers may feel not 

breastfeeding could disclose their HIV status to 

family and friends. It is thus imperative for the 

health providers to then be culturally sensitive and 

non-judgmental to encourage adherence and 
[22]appropriate follow up to treatment.  Up to 60.0% 

of the infants had negative PCR/DNA test result. 

Only 60.0% of the caregivers knew the results of 

their infants, as some results don't come back early 

and some caregivers don't even bother especially 

those not literate enough. It is discouraging that 

such a large proportion of mothers do not know the 

results of their HIV exposed infants as there could 

be some amongst them with a positive HIV status. 

A non-population based study in Nigeria revealed 

relatively low values of early (2.7%) and final 

(2.8%) MTCT rates compared to national estimates 

of 15% and 10% respectively. These early and late 

PCR/DNA tests were done when infants were six 
[23,24]months old or less and 18 months old or more.  

Infants who initially tested negative may later 

become HIV-infected especially in prolonged 

breastfeeding or mixed feeding, while those that 

probably had a false positive early test may 
[25,26]ultimately be found HIV-negative.  Provision of 

antiretroviral prophylaxis to the infant exposed to 

HIV for 4 to 6 weeks is one of cost-saving strategies 
[27]to reduce perinatal transmission of HIV.  In this 

study, majority of the infants were on ARV 

prophylaxis for a duration of six weeks, and only 

21.2% were on the ARV prophylaxis for up to 12 

weeks. In contrast, another study reported 100% 

percent of infants received ARV prophylaxis for 6 
[19]weeks showing optimal adherence.

It is very important that the HIV exposed infants 

adhere to the ARV prophylaxis as this helps to 

reduce HIV transmission. Majority of the HIV 

exposed infants never missed a single ARV dose. 

This is similar to a study carried out by Larsen et al 

in South Africa on longitudinal adherence to 

maternal antiretroviral therapy and infant 

Nevirapine prophylaxis from 6weeks to 18months 

postpartum amongst a cohort of mothers and 

infants which observed cumulative ARV adherence 
[28]among HIV exposed infants at 6weeks to be 75%.  

Similarly, study done by Mazanderani et al in South 

Africa on non-nucleoside reverse transcriptase 

inhibitor levels among HIV exposed un-infected 

infants at the time of HIV PCR testing-findings 

from a tertiary healthcare facility in Pretoria 
[29]indicated 70.0% adherence at 6 weeks.

Women participating in programmes for the 

prevention of mother-to-child transmission of HIV 

face several challenges that may compromise the 

care they provide for the HIV exposed infant by 

negatively affecting adherence to treatment. The 

need to give ARVs to the infant as medically 

prescribed may be a huge challenge on the one 

hand, and on the other hand, shortages of charge-

free infant ARVs may affect adherence to 
[30]treatment.  In this study, among the 14.1% of 

infants who missed at least a dose of the ARV; most 

were as a result of the either caregivers forgetting to 

give them the drugs, drug was exhausted, drugs 

side effect was observed, or the timing for giving 

the ARV was not convenient. This is consistent 

with a study carried out by Mothi et al on paediatric 

HIV trends and challenges which recognized 

negligence by the caregiver and side effects of 

ARV, among others as factors that affect adherence 

and compliance to ARV prophylaxis in HIV 
[31]exposed infants.  Another study carried out by 

Baryamutuma et al in Uganda on an early 

assessment of Uganda's rollout of option B+: 

Service capacity and infant outcomes which 

indicates ARV stock out, among others as a factor 

affecting adherence and compliance to ARV among 
[32]HIV exposed infants.

The findings of studies from Nigeria and Ethiopia 

show that transmission of HIV infection is more 

likely to occur among HIV exposed infants whose 

mothers reside in rural areas, this is so because they 

have a reduced access to enlightenment campaigns 

and adherence counselling. Other lacks that they 

may face include a poor transport and 

communication systems, poorly trained staff, as 
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well as drug stock outs.  This [24,33,34] study found that 

more than half of the infant/caregivers live within 6 

– 10 kilometres to the healthcare facility, and only 

1.2% infant/caregivers live more than 16 

kilometres away from the healthcare facility. Also, 

most of the infant/caregivers never had any 

transportation difficulties while coming to the 

healthcare facility. 

Some of the challenges experienced by women 

caring for an infant who is HIV exposed may be 

socio-cultural. Others are in form of religious 

practices or even stigma which could deter some 

women from continuing with infant prophylaxis. 

Other challenges are with the healthcare system 

such as time-consuming appointments and 

protracted waiting periods. Clinic organisation was 

often inefficient and complicated by stock-outs of 

essential medication, and at times, it is the 

healthcare workers that stigmatise mothers and 

their infants.[30] The findings in this study reveal 

more than half of the infant/caregivers complained 

of long waiting time at the clinic during follow up 

sometimes. Almost all the infants/caregiver never 

experienced stigmatization from the healthcare 

workers. Majority of the infants/caregivers never 

missed clinic visit due to financial difficulties. This 

is similar to the findings from a study done by Yah 

and Tambo which reviewed articles and reports 

published online on why is mother to child 

transmission of HIV a continual threat to new-

borns in sub-Saharan Africa which recognized 

financial needs for transport from residence to the 

healthcare facil i ty,  long waiting t ime, 

stigmatization by the healthcare workers as 

challenges that affect adherence and compliance to 
[11]ARV prophylaxis in HIV exposed infants.  

Another study conducted in western Uganda by 

Decker et al assessed adherence to option B+ until 

18 months postpartum showed that drug adherence 
[35]was associated with lower travel cost.  

Conclusion and Recommendation

Adherence to ARV prophylaxis among the HIV 

exposed infants was suboptimal. Forgetfulness of 

the caregivers was the main reason for non-

adherence to ARV prophylaxis among the HIV 

exposed infants in the study site. Strategies can be 

introduced to reduce waiting time by clients such as 

encouraging on time visits on appointed days as 

well as early commencement of service provision. 

The healthcare workers in the clinic should 

enhance health education and counselling for 

caregivers especially on adherence to ARV 

prophylaxis to reduce the effect of non-adherence 

due to forgetfulness or negligence. Caregivers 

should be taught and encouraged to use alarm 

reminders to improve adherence to ARV 

prophylaxis. Other options may be to administer 

the ARV drugs to infant preferably same time every 

day and at same time the mother is taking her own 

treatment.

Statement of Conflict of Interest. There is NO 

conflict of interest

Funding. The research was funded by the authors.

REFERENCES
1. Global HIV & AIDS statistics — 2019 fact 

sheet | UNAIDS [Internet]. [cited 2020 Feb 

1 6 ] .  A v a i l a b l e  f r o m :  

https://www.unaids.org/en/resources/fact-

sheet

2. WHO | Data and statistics. WHO. 2019; 

Module 2:  WHO and CDC Global  

Surveillance Systems. 

3. Prevention of mother-to-child transmission 

(PMTCT) of HIV | Avert [Internet]. [cited 2020 

F e b  1 6 ] .  A v a i l a b l e  f r o m :  

https://www.avert.org/professionals/hiv-

programming/prevention/prevention-mother-

child

4. Nkwo P. Prevention of mother to child 

transmission of Human Immunodeficiency 

Virus: The Nigerian perspective. Ann Med 

Health Sci Res. 2012;2(1):56. 

5. Fact Sheet: Prevention of Mother to Child 

Transmission (PMTCT), 2016 – NACA 

Nigeria [Internet]. [cited 2020 Feb 16]. 

Available from: https://naca.gov.ng/fact-



Ahmad Ayuba Umar et al., Adherence to Anti-Retroviral Prophylaxis in HIV Exposed Infants 

For Reprint: info.jmbsr@gmail.com 92 J Med & Bas Sci Res. Vol. 4,  No. 1-2, 2023.

      

 

 

  
sheet-prevention-mother-child-transmission-

pmtct-2016/

6. NAIIS National Summary Sheet – NACA 

Nigeria [Internet]. [cited 2020 Feb 16]. 

Available from: https://naca.gov.ng/naiis-

national-summary-sheet/

7. Shargie MB, Eek F, Abaychew A. Prophylactic 

treatment uptake and compliance with 

recommended follow up among HIV exposed 

infants: a retrospective study in Addis Ababa, 

Ethiopia. BMC Res Notes. 2011;4(1):563.

8. WHO | Mother-to-child transmission of HIV. 

WHO. 2019

 ; maternal_child_adolescent/document/hiv-

infant-feeding--2016 [Internet]. [cited 2020 

Feb 17]. Available from:  

https://www.who.int/maternal_child_adolescent/d

ocument/hiv-infant-feeding--2016/en/

9. HIV/AIDS [Internet]. [cited 2020 Feb 17]. 

A v a i l a b l e  f r o m :  

https://www.who.int/en/news-room/fact-

sheets/detail//hiv-aids

10. World Health Organization. Updated 

recommendations on HIV prevention, infant 

diagnosis, antiretroviral initiation and 

monitoring. Geneva, Switzerland. 2021. 

A v a i l a b l e  a t :  h t t p s : / / w w w .  

who.int/publications/i/item/9789240022232.

11. Yah CS, Tambo E. Why is mother to child 

transmission (MTCT) of HIV a continual 

threat to new-borns in sub-Saharan Africa 

(SSA). J Infect Public Health. 2019 Mar 

1;12(2):213–23.

12. Va n  R o m p a y  K K A ,  O t s y u l a  M G ,  

Marthas ML, Miller CJ, McChesney MB, 

Pedren NC. 

Immediate zidovudine treatment protects simian 

immunodeficiency virus-infected newborn 

macaques against rapid onset of AIDS. 

A n t i m i c r o b  A g e n t s  C h e m o t h e r .  

1995;39(1):125–13

13. Tsai CC, Follis KE, Sabo A. Prevention of SIV 

infection in macaques by (R)-9-(2-

phosphonylmethoxypropyl) adenine. Science. 

1995;270(5239):1197–1199

14. Böttiger D, Johansson NG, Samuelsson B. 

Prevention of simian immunodeficiency virus, 

SIVsm, or HIV-2 infection in cynomolgus 

monkeys by pre- and postexposure 

adminis t ra t ion of  BEA-005.  AIDS .  

1997;11(2):157–162

15. Laurence A, Harriet A, Katherine G. Evaluation 

of a 5-year program to prevent mother-to- child 

transmission HIV infection in north Uganda. J 

Trop Pediatr. 2010;56(1):43–52. doi: 

10.1093/tropej/fmp054.

16. Avinash K, Karoline M, Lynda S, Winfreda C. 

The feasibility of preventing mother-to-child 

transmission of HIV using peer counseling in 

Zimbabwe. AIDS Res Ther. 2008; 5:17. doi: 

10.1186/1742-6405-5-17

17. Hudgens MG, Taha TE, Omer SB. Pooled 

individual data analysis of 5 randomized trials 

of infant nevirapine prophylaxis to prevent 

breast-milk HIV-1 transmission. Clin Infect 

Dis. 2013;56(1):131–139

18. Shapiro RL, Hughes MD, Ogwu A. 

Antiretroviral regimens in pregnancy and 

breast-feeding in Botswana. N Engl J Med. 

2010; 362(24):2282–2294

19. Lucky OL, Azubuike KO, Chukwuemeka AI, 

Robinson CO, Peter ON. The challenges of 

adherence to infant feeding choices in 

prevention of mother-to-child transmission of 

HIV infections in South East Nigeria. Patient 

Preference and Adherence 2014:8:377-381. 

Published online 2014 Mar 26. doi: 

10.2147/PPA.S61796 PMCID: PMC3972024 

PMID: 24707171

20. World Health Organization Guideline on HIV 

and infant feeding. Available from: 

http://whgliddoc.who.int/publications/2010/9

7892415.

21. World Health Organization. HIV and Infant Feeding 

Guideline for Decision Makers. Available from: 

http:/www.unfpaorg/upload/lib_pub_file/340_filena

r.

22. Panel on Treatment of Pregnant Women with HIV 

Infection and Prevention of Perinatal Transmission. 

Recommendations for the Use of Antiretroviral 

https://doi.org/10.2147%2FPPA.S61796
https://pubmed.ncbi.nlm.nih.gov/24707171


Ahmad Ayuba Umar et al., Adherence to Anti-Retroviral Prophylaxis in HIV Exposed Infants 

For Reprint: info.jmbsr@gmail.com 93 J Med & Bas Sci Res. Vol. 4,  No. 1-2, 2023.

      

 

 

  
Drugs in Pregnant Women with HIV Infection and 

Interventions to Reduce Perinatal HIV 

Transmission in the United States. Available at: 

https://clinicalinfo.hiv.gov/en/guidelines/perinatal/c

ounseling-and-managing-women-living-hiv-

united-states-who-desire-breastfeed?view=full 

Accessed January 20, 2023

23. UNAIDS Data sheet 2021. AIDS info. [Cited 

2021 October 5]

      . https://aidsinfo.unaids.org/#data-details

24. Adelekan B, Harry-Erin B, Okposo M, Aliyu A, 

Ndembi N, Dakum P, et al. Final HIV status 

outcome for HIV-exposed infants at 18 months of 

age in nine States and the Federal Capital Territory, 

Nigeria. PLoS ONE 2022;17(2): e0263921. 

https://doi.org/10.1371/journal.pone.0263921

25. Smit PW, Sollis KA, Fiscus S, Ford N, Vitoria M, 

Essajee S, et al. Systematic review of the use of dried 

blood spots for monitoring HIV viral load and for 

early infant diagnosis. PLoS ONE. 2014; 9(3):1–8. 

https://doi.org/10.1371/journal.pone.0086461 PMID: 

24603442 

26. Lofgren SM, Morrissey AB, Chevallier CC, 

Malabeja AI, Edmonds S, Amos B, et al. NIH 

Public Access. Evaluation. 2010; 23(May 

2009):2459–66.

27. Katherine K-CH, Athena PK, Ayesha M, 

Rosemary MO, Natella YR, Carina R. 

Evaluation and Management of the Infant 

Exposed to HIV in the United States. 

Pediatrics (2020) 146 (5): e2020029058. 

https://doi.org/10.1542/peds.2020-029058

28. Larsen A, Magasana V, Dinh T-H, Ngandu N, 

Lombard C, Cheyip M, et al. Longitudinal 

adherence to maternal antiretroviral therapy 

and infant Nevirapine prophylaxis from 6 

weeks to 18 months postpartum amongst a 

cohort of mothers and infants in South Africa. 

BMC Infect Dis. 2019 Sep;19(Suppl 1):789.

29. Mazanderani AH, Murray TY, Sherman GG, 

Snyman T, George J, Avenant T, et al. Non-

nucleoside reverse transcriptase inhibitor levels 

among HIV-exposed uninfected infants at the 

time of HIV PCR testing – findings from a tertiary 

healthcare facility in Pretoria, South Africa. J Int 

AIDS Soc [Internet]. 2019 Jun 1 [cited 2020 Feb 

17] ;22(6) :e25284 .  Avai lab le  f rom:  

http://www.ncbi.nlm.nih.gov/pubmed/31215757

30. Lusaka M, Crowley T. Administering human 

immunodeficiency virus post-exposure prophylaxis: 

challenges experienced by mothers in Lusaka, 

Zambia. S Afr J HIV Med. 2021;22(1), a1183. 

https://doi.org/10.4102/sajhivmed.v22i1.1183 

31. Mothi SN, Karpagam S, Swamy VHT, Lala 

Mamatha M, Sarvode SM. Paediatric HIV - 

trends & challenges. Vol. 134, Indian Journal 

of Medical Research. Wolters Kluwer -- 

Medknow Publications; 2011. p. 912–9.

32. Baryamutuma R, Kansiime E, Nuwagaba CK, 

Nabitaka L, Muhumuza S, Akello E, et al. An 

early assessment of Uganda's roll-out of 

Option B+: Service capacity and infant 

outcomes. East African J Appl Heal Monit Eval 

[Internet]. 2017 Feb [cited 2020 Feb 

22];2017(1):16–21.  Avai lable  from: 

http://www.ncbi.nlm.nih.gov/pubmed/302640

36

33. Wudineh F, Damtew B. Mother-to-Child 

Transmission of HIV Infection and Its 

Determinants among Exposed Infants on Care 

and Follow-Up in Dire Dawa City, Eastern 

Ethiopia. AIDS Research and Treatment. 

2016;2016.:1–6. pmid:26989507

34. Anaba U, Sam-Agudu NA, Ramadhani HO, 

Torbunde N, Abimiku A, Dakum P, et al. 

Missed Opportunities for Early Infant 

Diagnosis of HIV in Rural North-Central 

Nigeria: A Cascade Analysis from the 

INSPIRE MoMent Study. PLoS One. 2019 Jul 

31;14(7): e0220616. pmid:31365571

35. Decker S, Rempis E, Schnack A, Braun V, 

Rubaihayo J, Busingye P, et al. Prevention of 

mother-to-child transmission of HIV: 

Postpartum adherence to Option B+ until 18 

months in Western Uganda. PLoS One. 

2017;12(6).


	Page 85
	Page 86
	Page 87
	Page 88
	Page 89
	Page 90
	Page 91
	Page 92
	Page 93

