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Practitioner brief
Interventions aimed at prevention of mother-to-child transmission (PMTCT) of HIV are extremely effective, and the
possibility of having a healthy child born free of HIV is a strong motivator for pregnant women to utilize PMTCT services.
Nevertheless, substantial barriers to uptake of PMTCT services persist.1 In particular, there is extensive documentation
of the economic barriers to PMTCT faced by pregnant women with HIV. Addressing these economic barriers has the
potential to improve PMTCT utilization and further reduce mother-to-child HIV transmission.
This brief provides an overview of the key findings from a literature review conducted by the Accelerating Strategies for
Practical Innovation & Research in Economic Strengthening (ASPIRES) project, implemented by FHI 360 with funding
from PEPFAR and USAID.2 The review considered evidence on economic barriers to PMTCT and examined the results
from 16 studies and five program evaluations on the effects of economic strengthening (ES) interventions applied within
PMTCT settings and other relevant services, such as antenatal care (ANC), antiretroviral therapy (ART), or HIV
counseling and testing services. While all these services are available on a stand-alone basis, they are also integral
elements of the PMTCT cascade, thus the outcomes of ES interventions offered within these services may be
applicable to PMTCT at least to some degree. Identifying ES interventions that positively affect all or any of the steps of
the PMTCT cascade can strengthen PMTCT programs, contributing to better health outcomes and further reduction in
HIV transmission from mother to child. The majority of the studies (n=11) in the review examined whether food
assistance might increase ART adherence and access to services, while six studies looked at cash transfers as a
means to increase access to and retention in services, and four studies assessed the effects of transportation
assistance on the use of health services.

Key findings on economic barriers to PMTCT and related services:
❖

The most commonly cited barriers to accessing and adhering to PMTCT, ART
and ANC services are distance to clinics and transportation costs. While very
few studies quantify travel costs and identify what proportion of household
income these costs represent, the expenses associated with reaching PMTCT
services are likely to be significant. Effective use of PMTCT services requires
multiple visits for women who may already be experiencing economic hardship.
For example, 93 percent of HIV-positive mothers interviewed for a qualitative
study in Uganda, said that transport fees were the major factor preventing them
from enrolling in a PMTCT program.3 And as many PMTCT programs move to
WHO-recommended combination ARV regimens/HAART, which require
increased visit frequency and more complex drug regimens, implementers
Fig 1. Common economic barriers to PMTCT
should consider how this might amplify the barriers of distance and
transportation costs.

❖

Food insecurity represents a significant barrier to adherence to ART. It was commonly found that the perceived
need to take antiretroviral drugs (ARVs) with food and the increased appetite associated with ARVs often lead to
treatment interruption. Low-income clients were often forced to choose between food and ARVs. One study also
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indicated that food insecurity can undermine women’s ability to breastfeed exclusively4 and, as a result,
supplementary foods are added to breastmilk too early – a practice that is shown to increase risk of HIV
transmission to infants.
❖

Gender-related economic barriers affect a woman’s access to and use of PMTCT and other relevant health
services. Many women are financially dependent on their husbands or partners, and fear that revealing their HIV
status will lead to abandonment, which makes it less likely that they will access and adhere to PMTCT services. In
addition, while partner participation was considered to be a positive factor in PMTCT utilization and adherence,
economic factors, such as fear of losing an opportunity to earn money or inability to afford the transportation fee for
two people, made it less likely that a man will accompany his female partner to access PMTCT services.

Key findings on economic strengthening
interventions:
The evidence on cash transfers is limited, but promising. While only
one study5 out of six that examined cash transfers was done within
a PMTCT setting, it showed that offering cash transfers to women
with HIV increased their retention in care and uptake of available
services (see text box 1).
There is also evidence that cash transfers improve utilization of
health services relevant to the PMTCT cascade:
•

•

•
•

A study in Kinshasa randomized 433
women who attended a PMTCT program
into two groups: the intervention group
received the equivalent of US$5 cash
incentive (increased by US$1 at every
subsequent visit), and the control group
did not. Compensation was dependent
on clinic attendance, adherence to
antiretroviral prophylaxis and return at
six weeks postpartum for infant HIV
testing. Retention in care and
adherence was 30% higher in the
intervention group, and loss to followup at delivery and at six weeks
postpartum was 47% lower in the
intervention group compared to the
control group. (Yotebieng et al., 2016)

A large randomized trial in Honduras6 concluded that direct
small payments to households had a significant impact on
the uptake of ANC and routine well-child check-ups. Both
of these indicators increased by 18–20 percentage points
in the groups receiving payments.
Program evaluations in Peru7 and Bangladesh8 confirmed
that cash transfers can have a positive effect on the use of
ANC services.
A randomized trial in Uganda9 demonstrated that
adherence to ART was better among recipients of cash transfers (see text box 2).
A study in Malawi10 showed that small monetary incentives increase HIV result-seeking behaviors.
Individuals who received any cash value voucher were
twice as likely to obtain their HIV test results as individuals
2. Cash transfers and adherence to ART
receiving no incentive.

❖

Three studies and one program evaluation documented positive
effects of transportation assistance on access and adherence to
either ANC or ART services:
• A pilot study in Uganda found that transport vouchers led
to a substantial increase in attendance of ANC services.11
• Studies in Tanzania12 and Zambia,13 and a program
evaluation in Haiti14 all showed that transportation
allowances increased the uptake of ART referral and
adherence to treatment.

❖

Ten out of 11 interventions involving food assistance resulted in
either improved adherence to ART or better service utilization.
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1. Cash transfers for PMTCT

A study in rural Uganda compared
adherence to ART and loss to follow-up
among 146 patients who received cash
transfers ($5-8 US dollars for 12
months) and those who didn’t. As a
result, the HIV treatment adherence
scores and retention in care were
higher among the participants in
intervention group compared to
controls. Only 18% of patients were lost
to follow-up from the intervention
group, versus 34% lost from the control
group. (Emenyonu et al., 2009)

•
•

Studies in Kenya15, Zambia16, 19-20, Haiti17 and Niger18, and program evaluations in Uganda and Kenya21-22
all found better adherence to ART among food recipients.
In addition, two small studies—one in Malawi23 and another in Zimbabwe, Malawi and Zambia24—reported
that food aid facilitated access to PMTCT services.

Based on the evidence, what should we implement?
ES initiatives are an important strategy in enabling HIV/AIDS-affected households to cope with the effects of the
epidemic.25 Because households affected by HIV/AIDS are struggling with economic challenges that undermine
their ability to access treatment and care, there is an increasing need for programs to respond to the HIV/AIDS
crisis in a more holistic way. While the evidence base on the impact of ES interventions on HIV-related health
outcomes, including PMTCT outcomes, is limited, and very few ES interventions were tested directly within PMTCT
settings, the effects of these interventions on PMTCT access and adherence appear to be positive. The
randomized trial within a PMTCT program in Kinshasa (text box 1) provides the strongest evidence to date that
cash transfers significantly improve adherence to the PMTCT cascade.
Importantly, the evidence review found that the only ES interventions that have been tested within PMTCT, ANC,
and ART settings are interventions that provide immediate relief, such as cash transfers, transportation vouchers,
or food/nutritional support. These interventions seem to be the most logical for PMTCT settings because the
anticipated impact has to be immediate—the intended beneficiaries are already HIV-positive and pregnant, and the
window to prevent transmission to a child is narrow, so improving women’s access to PMTCT is needed without a
delay. Economic improvement and financial gains that may result from other interventions, such as vocational skills
training, microfinance/microcredit, or income generating activities take time to materialize and will not affect
women’s immediate ability to access services or to take their medication correctly.

Fig 2. Four prongs of PMTCT and possible ES interventions

However, this is not to say that interventions that may lead to eventual economic improvement on individual and/or
household levels have no place in PMTCT. A comprehensive PMTCT approach, in addition to preventing HIV
transmission from mothers with HIV to their infants, would include three other prongs: preventing primary HIV
acquisition among women of childbearing age; preventing unintended pregnancies among women living with HIV;
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and providing appropriate treatment, care, and support to women living with HIV and their children and families. As
shown in Figure 2, when all four prongs of PMTCT are considered, ES interventions with “delayed benefit” may
have a valuable role to play.
While there is still need for more research to increase our understanding of whether different ES interventions
improve women’s utilization of PMTCT services and to explore the pathways through which such changes may
occur, it doesn’t mean that programs should wait – what we already know about positive effects of cash transfers,
food and transportation support can help guide programmatic decisions. Practitioners should assess economic
barriers to their individual PMTCT programs, review the available evidence on ES interventions that offer immediate
impact and consider if and how they can apply this evidence to their individual settings.
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