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Background. HIV/AIDS is one of the most common underlying causes of death in children between the ages of 3 months and 5 years in
sub-Saharan Africa. In Limpopo Province, South Africa, the prevention of mother-to-child transmission (PMTCT) programme introduced
in early 2000 and paediatric ARV roll-out have had a poor uptake due to various factors.
Objective. To establish the reasons why mothers decline HIV testing for their children.
Methods. A cross-sectional descriptive study was conducted at the paediatric ward, Mankweng Hospital, Limpopo, for a period of 1 year
(June 2009 - June 2010). All mothers who had declined HIV testing on their children were requested to participate. All the participants
gave informed consent.
Results. A total of 30 mothers participated. All women had attended antenatal care, 28 (93%) stated that their HIV results were negative
and 2 (8%) had undergone PMTCT. The reasons mothers refused HIV testing on their children included the following: did not want to
be stressed with a positive result (67%), did not want to know their status (7%) and could not consent as their partners had declined tests
on both baby and mother (7%); 20% had other reasons including fear of HIV stigma. The median age of the children was 13 months
(interquartile range 2 months - 10 years). Twenty-one (70%) of children were discharged home after treatment without HIV testing, five
(16%) mothers signed refusal of hospital treatment, three (12%) started ARV after the mother reconsidered and signed consent, with good
response to highly active antiretroviral treatment (HAART) and one child died after a month in the hospital.
Conclusion. Fear of being stressed by a positive result was the main reason mothers refused an HIV test on their children. Better education about
HIV transmission, prevention and the good response to HAART is needed to increase the uptake of HIV testing and antiretroviral therapy.
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The World Health Organization (WHO) estimated global reduction
of under-five deaths from 12.6 million in 1990 to 6.6 million (47%)
in 2012.[1] Most countries have shown good progress by reducing the
under-five mortality rate by more than half since 1990. HIV/AIDS
is the most common cause of morbidity and mortality in under-five
children in sub-Saharan Africa.[2-6] A greater proportion of these
children get infected through mother-to-child transmission. Studies
have demonstrated that early diagnosis and treatment can reduce
morbidity and mortality among these children.[7-11]
Prevention of mother-to-child transmission (PMTCT) pro
grammes have made it possible to reduce the risk of infection.[12-16]
In South Africa (SA), the PMTCT guidelines recommend that
diagnostic testing in infants be performed as early as 4 - 6 weeks
of age, so that highly active antiretroviral treatment (HAART)
is initiated early, thereby reducing infant deaths.[16] Although
PMTCT has been successful, a high proportion of HIV-exposed
and HIV-infected infants remain unidentified.[15] In SA, provinces
with better health resources have a higher intake of children on
HIV/AIDS programmes. Hsiao et al.,[16] in their study conducted
in the Western Cape Province of SA, illustrated an increase in the
proportion of infected infants successfully linked to HIV care and
treatment.[16]
HIV/AIDS is a chronic disease that needs the full understanding
and cooperation of a parent and/or guardian to take the child for lifelong treatment. Children with signs of HIV/AIDS need the consent
of a parent and/or guardian to perform specific screening or tests for
HIV. However, women are still reluctant to give consent for testing
on their sick children. The objective of this study is to investigate
the reasons why mothers decline HIV testing for their children in a
tertiary hospital.
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Methods

A cross-sectional descriptive study was conducted over a period
of 12 months from June 2009 to June 2010 at the paediatric ward
of Mankweng Hospital in Limpopo Province, SA. The hospital is a
combined district/regional hospital for the local population and a
tertiary referral centre, with 46 beds in the paediatric ward. Children
under 13 years of age with illness and requiring hospitalisation are
admitted to the paediatric ward from the outpatient and emergency
departments. The study included all mothers who had declined HIV
testing on their children.
During the study period, the practice in the ward was to do HIV
testing on all children that had clinical stigma of HIV infection, acute
or chronic medical conditions that mimic HIV infection or history of
HIV exposure, as well as those whose mothers requested voluntary
testing. Where HIV testing was requested by a health worker, the
mother was given pretest counselling by an HIV councillor or
occasionally by a registered nurse or doctor, especially when she
declined the test. The mothers who refused HIV testing on their
children were also given pretest counselling.
Ethics approval for this study was obtained from the University
of Limpopo Ethics Committee, Polokwane Campus (Ref:
033/2008). Anonymity and confidentiality of the participants’
personal information were protected, and the participants signed
informed consent forms before participating in the study. The
data for the study were collected by the paediatrician main
researcher, and included the mother’s age, education, marital
and employment status, antenatal care (ANC) visits, voluntary
counselling and testing (VCT) results, PMTCT (prevention of
mother-to-child transmission), reasons for refusal of an HIV
test on their children, baby’s age and outcome of the child
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during the current admission. Categorical data were displayed as
percentages. Statistical software (STATA 9.0; Stata Corp, USA)
was used for data analysis.

Table 1. Outcome of the children (N=30)

Results

Discharged home after treating admission illness – no HIV test

21 (70)

Reconsidered and signed consent for HIV testing and
started HAART

3 (10)

Died in hospital without knowing HIV status

1 (3)

Mothers signed RHT

5 (17)

A total of 1 563 children were admitted during the 12-month period
of the study. Mothers who were offered testing according to the
testing policy of the ward at that time totalled 241. Two hundred and
eleven (88%) signed consent for HIV testing of their children and
30 (12%) refused.
Of the 30 mothers who declined HIV testing on their children,
28 (96%) were in the age group 18 - 35 years, 27 (93%) had attempted
or passed grade 12, 13 (43%) were single mothers and 18 (60%) were
unemployed. All 30 mothers had attended ANC. Most (n=28, 96%)
stated that their HIV results were negative, and only two (8%) had
undergone PMTCT. Verification of the HIV results was not possible
as most ANC HIV tests are rapid tests with no hard copies given to
clients and documentation of the results in the child’s Road to Health
Card (RHC) was not always done. The median age of the children
was 13 months (interquartile range (IQR) 2 months - 10 years).
With regard to the children’s outcomes, 21 (70%) were discharged
home after treatment of the admission illness without confirmation
of their HIV status, 3 (10%) started antiretrovirals (ARVs) with
good response to HAART after the mother reconsidered and signed
consent, and 1 (3%) child died after a month in the hospital. For the
remaining 5 (17%) children, their mothers signed refusal of hospital
treatment (RHT) and they left the hospital before being well enough
to be discharged (Table 1).
Reasons mothers refused HIV testing on their children included
the following: did not want to be stressed with a positive result (67%),
did not want to know their status (7%), and could not consent as
their partners had declined tests on both baby and mother (7%). The
other reasons for refusal are varied due to the open-ended design of
the questionnaire (Table 2).

Discussion

This study explored why some mothers refuse HIV testing for their
sick children. The SA national strategic plan for HIV and sexually
transmitted infections is to expand access to care, treatment and
support (80%) of people infected with HIV.[17] Women and children
are the most vulnerable groups that need special attention. HIV/AIDS
is a leading factor that has contributed to the rising under-5 morbidity
and mortality rates and had made it impossible for SA to achieve
Millenium Development Goal 4 by 2015.[3,5,18] The roll-out of PMTCT
has made it easy for pregnant women to access voluntary counselling
and testing (VCT) at their local clinics.[14,16] However, studies have
shown that healthcare providers experienced challenges of women
unwilling to consent to HIV testing and treatment.[20-22] In our study,
all mothers attended ANC, showing that routine ANC is acceptable,
and this opportunity can be used to significantly increase HIV testing
rates. However, while 96% of women in this study had VCT, their
HIV results could not be verified as HIV testing at most ANC sites
is done by rapid testing and results are recorded in the mother’s
antenatal records; no hard copy is given to the client.
Moodley et al.[22] in their study reported that up to 84% of pregnant
women had received HIV counselling and testing, and ~90% of them
had been tested for HIV. Khan et al.[23] carried out an audit of HIV
information on the RHC at rural clinics in Limpopo Province. Their
study found that 62% of the pregnant women had had their HIV
status documented on their RHC.[23] Despite the high rate of antenatal
visits during pregnancy, some barriers for VCT/HIV testing still
exist. Studies have shown that the stigmatisation of HIV/AIDS, overexaggeration of HIV treatment side-effects and women’s worry about
their partner’s reaction if they find out they had tested positive can
contribute to unwillingness to have HIV testing and treatment.[21,22]
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n (%)

Table 2. Reasons mothers refuse HIV testing (N=30)
n (%)
Does not want to be stressed by a positive result

20 (67)

Knows about HIV transmission but doesn't want to know status

2 (7)

Partner has declined HIV testing

2 (7)

HIV stigma

1 (3)

Fear of knowing long-term effects of disease on their baby

1 (3)

Fear of feeling guilty if the child was positive

1 (3)

In the process of divorce

1 (3)

Fear of losing hope if child found HIV-positive

1 (3)

Father of child had just died

1 (3)

Recently, a study conducted at Mankweng primary healthcare (PHC)
facilities in Limpopo revealed that the clients who attended these
clinics lacked knowledge regarding VCT, the prevention of HIV
infection and support systems available to HIV-positive people.[25]
There are few studies that assessed the reasons why mothers
refused HIV testing for their babies. In high-income countries,
mothers who refused HIV testing for their children have cited various
reasons, including: the perception that a physically well child cannot
be infected with HIV, inability to cope with a positive diagnosis in
a child, and feeling of guilt if the child tested positive.[26,27] In the
present study, the main reason mothers refused HIV testing of their
children was that they did not want to be stressed by the positive HIV
result of the child.
The involvement of partners in HIV prevention and treatment
has been investigated previously in sub-Saharan Africa. A systematic
review by the University of Tampere, Finland, showed that men had
a positive attitude towards PMTCT programmes even though some
barriers existed, such as lack of knowledge or time, stigma of HIV/
AIDS, problem with healthcare services and cultural issues.[29]
The Child Care Act states that the Minister of Social Development
can give consent for HIV testing in situations where parents refuse
consent or cannot be found.[30] Although healthcare workers have
the power to consult and make use of this recommendation, it is
not advisable to take this route immediately and do HIV testing
where the parent has not given consent, as HIV/AIDS is a chronic
disease that needs the cooperation of the parent/guardian to enable
continuous treatment of the child. Providing the mother with
education and support could help tackle some of the barriers raised
in this study.

Study limitations

The major limitation of this study was the small sample size. Another
limitation was that while most mothers had had HIV VCT, their HIV
status could not be verified as they did not have proof of their test
results, which would normally be recorded in their antenatal records
or the children’s RHCs.
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Conclusion

The study explored why mothers refuse HIV testing for their children
admitted to a paediatric ward with an acute or chronic illness. Fear
of being stressed by a positive result was the most common reason
cited for refusal to give consent for HIV testing. The results of our
study suggest that better parent/guardian education about HIV
transmission and prevention, and the effectiveness of HAART, is
needed to increase the uptake of HIV testing.
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