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Abstract

Ethiopia is one of sub Saharan African counties has been facing highest number of mother to child
transmissions of HIV. Prevention of mother to child transmission (PMTCT) program plays a big role in
reducing the MTCT. Nevertheless its effectiveness depends on involvement of male partners considering
the fact that men are decision makers in Ethiopia families. They make important decisions that have major
impact on women'’s health. Male partner involvement has been seen to increase uptake of PMTCT services
and their involvement underscores their importance in reducing HIV infection in children. But the program
strategy is facing challenge of low male partner involvement. The purpose of this study was to examine the
knowledge, attitude and practice of male partner in ANC and PMTCT services. The mixed methods design
was employed in this study. A cross-sectional study was conducted using both quantitative and qualitative
methods on a systematically selected 126 male partners of pregnant mothers attending in ANC clinic in
Addis Ketema sub city and in-depth interviews on 6 health workers working in ANC/PMTCT service
providing health institutions of the Addis ketema sub city. Data was collected in the study using
questionnaire and structured interview. Methods of data analysis included descriptive statistics,
correlation matrix and logistic regression analysis. The result revealed that majority of the respondents
(76.2%) good knowledge about HIV, MTCT and PMTCT and majority of them (60.3%) score above the
mean which shows high male involvement. Male involvement was found to have a statistically significant
association with good knowledge about PMTCT (AOR= 3.0, 95%CI: 1.30-7.1), attitude (AOR=2.6,
95%Cl: 1.09-6.13) and low socio-cultural factors (AOR= 5.8, 95%CI: 2.0-17.1). The level of male partner
involvement was 69(60.3%). Information socio-cultural belief and male —friendly PMTCT service should

be provided to the Public.
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CHAPTER ONE

INTRODUCTION

1.1.Background of the Study

HIV pandemic created a huge challenge to the survival of humankind worldwide. At the end of 2012, an
estimated 35.3 million people were living with HIV globally, including 3.3 million children less than 15
years. There were 2.3million new HIV infections, including 260, 000 among children less than 15 years
(UNAIDS, 2013). More than 90% of the children who acquired HIV infection live in sub- Saharan Africa.
In the same year, in African countries about 25.0 million people were estimated living with HIV including
2.9 million children. There were 1.6 million new infections and 230,000 million among children less than

15 year and 1.2 million AIDS related death (UNAIDS, 2013).

Ethiopia is one of sub Saharan African counties facing high AIDS burden, at the end of 2012;
approximately 760,000 people were estimated living with HIV, with 20, 000 new HIV infections and
estimated AIDs related death were 47,000. There were 9,500 new infection among children (UNAIDS,
2013). Besides the dominant heterosexual transmission, vertical HIV transmission from mother to child
accounts for more than 90% of paediatric AIDS and without any intervention about half of them will die
before their second year birth day. The prevention of mother to child transmission (MTCT) plays a major
role in limiting the number of children being infected by HIV. Without any intervention, 20-50% of infant
would be infected but by implementing effective PMTCT program the overall risk can be reduced to less

than 5% with breast feeding population (WHO, 2011).

As a result, Ethiopia adopted the World Health Organization (WHQO) four pronged prevention of mother to
child transmission (PMTCT) strategy as a key entry point to reduce risk of HIV transmission from mother

to child and care for women, men and families. These include primary prevention of HIV infection,



prevention of unintended pregnancies among HIV-infected women, prevention of HIV transmission from
HIV-infected women to their child, provision of care and support to women infected with HIV, their
infants and families (WHO, 2011).

Prevention of Mother to Child Transmission of HIV (PMTCT), provided integrally with MNCH services
by the Government of Ethiopia to mitigate the impacts of the HIV epidemic in general population and
particular in children. The achievement of the National PMTCT program to date is not in parallel to other
Maternal and Child Health Programs. Very serious gaps remain in terms of utilization of available service
by the pregnant mother. The federal Ministry of Health identified some of the challenges; one of the
challenges is low male partner involvement. Traditional reproductive health program including PMTCT
focus mostly on women and ignore the important role of men (Betancour andAbrams, 2010). Hence, the
moderate levels of PMTCT success can be partially explained by this narrow focus on women alone. The
uptake of PMTCT interventions relies on complex decision-making dynamics in some cases (Theuring,
2010). This is most relevant in sub-Saharan Africa where reproductive health decisions are significantly
influenced by male partners and where male partners tend to have an upper hand in sexual and reproductive

health decision-making (Mlay; Lugina and Becker, (2008) and Peltzer,(2011)).

Thus, adequate uptake and adherence to these PMTCT interventions have been challenging for some
women in Ethiopia. A study conducted to assesses male partners influence on pregnant women towards
voluntary HIV testing and support on PMTC revealed that only 10.4% of male partners presented to
PMTCT centres along with pregnant mother and 47.3% of the pregnant women were reported to be
influenced by their male partners on decision of HIV testing. Those women who were not influenced by
their male partners on HIV testing are 2.56 times more likely to accept HIV testing than those who had
been influenced. But pregnant women need their male partner psychological, social and financial support

as well as active involvement in PMTCT services in order to utilize the service properly.



Similarly, different studies from Eastern and Southern Africa have found testing rates ranging from 8% to
15% of male partner’s at antenatal clinic (Farquhar et al. (2004), Msuya et al. (2008) and Katz et al.
(2009)). Also, the study done in Tanzania found a lower male testing rate at the antenatal clinic, at 3%

(Falnes et al., 2011).

Likewise, global plan towards the elimination of new HIV infections among children by 2015 and keeping
their mothers alive by Ethiopia government in June 2011, the overall aim of this plan is to ensure that all
pregnant women living with HIV have access to HIV prevention and treatment services from 34% to 90%,
and that new HIV infections among children are eliminated by 2015 (UNAIDS, 2012). The plan further
identified the crucial role of male partners in scaling up programmes to stop new HIV infections among

children.

In this regard, the knowledge and awareness of male partner on the PMTCT matters for the active
participation play crucial role for the effective implementation of the program because sexual and
reproductive health (SRH) programmes and services have been focused primarily on women. Men have
often lacked information to make informed decisions about healthy behaviours and the roles they might
play in promoting overall family health, including accessing HIV prevention, care and treatment services.
Much is not known about the extent to which male partners having adequate information about sexual
reproductive health in general and PMTCT program in particular. However, knowledge, attitude and
practice of PMTCT and identifying factors that influence male partner involvement needs to be addressed
for effective intervention and to improve their involvement in prevention of mother to child transmission of
HIV. Hence, this study attempts to asses knowledge, attitude and identifying factors influencing male

partner involvement in PMTCT program.



1.2.Statement of the Problem

The Government of Ethiopia undertaking different efforts to mitigate the impacts of HIV epidemic among
the whole population in general and among children in particular. One of the strategies being Prevention
of Mother to child Transmission of HIV (PMTCT) services provided integrated with maternal, neonatal

child health (MNCH) services as one strategy.

Thus, the government is working towards accelerated plan for scaling up PMTCT service as of 2012.
According to this accelerated plan, for all women who attended ANC clinics at health facilities that are
providing PMTCT services in 2011, more than 300,000 of them (25%) were not tested and ARV
prophylaxis was provided for 8365(40%) of women identified as HIV+ at the health facilities and
4945(24%) of their newborns. The service report reveals that there is a 23% drop out from counselling to
testing and 60% from identification to provision of ARV prophylaxis to HIV positive pregnant women.
One of the challenges identified for this is low male partner involvement.

Male involvement has been recognized as a priority for PMTCT programmes (WHO, 2007). Different
scholars documented the impact of men’s involvement on the various components of PMTCT programmes
men play an important role in terms of women risk of acquiring HIV, prevention in terms of condom use in
the couple’s relationship and male partners also influence women’s utilization of service including testing
for HIV and on decisions of infant feeding options (de Paoli et al. 2004, Brou et al. 2007, Farquhar et al.
2004, Peltzer et.al.2008, Msuya et al., 2008 and Tijou Traore et al., 2009)

Inadequate knowledge and awareness of prevention of mother-to-child transmission has an impact on the
practice of HIV testing among male partners and also it plays a key role in prevention of mother-to-child
transmission of HIV infection and improve both maternal and child health. In this regard the knowledge,

awareness and attitude of male partner toward PMTC very crucial for their involvement.



However, little research is done to assess knowledge, awareness and attitude toward MTCT/PMTCT
program where these studies are limited in their scope, which focus only on pregnant mothers and there is a
gap in examining knowledge and attitude of male partners. Assessing the knowledge, attitudes and practice
of male partner in ANC and PMTCT service and identifying the factors that influence their involvement on
PMTCT program are vital for interventions on men. To this end, this study addresses the following
research questions:

+ What is the level of knowledge and attitudes toward PMTCT service among male partners?

+ What is the level of male partner’s involvement in PMTCT?

+ Is there a statistically significant relationship between level of knowledge, attitude toward

PMTCT among male partner and their level of involvement?
+ What are the factors that influence male partner involvement in PMTCT program?

+ What can be done to improve male participation in PMTCT program?
1.3.Objectives of the Study

The general objective of this study is to assess the knowledge, attitude and practices of male partner on

PMTCT and identify factors that influence male partners’ involvement in PMTCT program.

1.4.Significance of the Study

Mother-to-child transmission is the single most important source of HIV infection among children.
Reducing transmission requires an increase in access to integrated and comprehensive prevention mother to
child transmission program. But there is a gap in understanding the program in general population.
Currently due this reasons most of the PMTCT program in Ethiopia facing challenge of low male
involvement on the program. Similarly, Addis ketema sub city health office PMTCT program facing the
problem of low male partner involvement in the ANC and PMTCT services. Thus; this study asses the
knowledge, attitude and level of male partners involvement in PMTCT. What makes this study unique is

that it examines the significance of the variables under study, identifying factors that influence male partner



involvement in the program and find ways to improve. Therefore; study is significant to Addis ketema sub
city health office as baseline information to improve male partner involvement on the services. The finding
may help health workers to understand how it influences male partner participation in the service as well as
on the program and ways to improve it. Finally, the results of this study may show future directions of

research in the area.
1.5. Delimitation of the Study

There are many issues to be studied regarding the male partner involvement on PMTCT program, such as
accessibility, availability and quality of the service. However, this study is delimited to the examination of
the knowledge, attitude of male partner toward the ANC and PMTCT. To make it manageable the study is

delimited to two health centres those currently providing the PMTCT services in Addis Ketema sub city.



1.6. Operational Definition

In this study the following terms are defined as follows:

+ Male partner refer to husband or a father at a pregnancy.

+ Knowledge refers to respondent’s knowledge about HIV transmission, risk reduction on MTCT and
PMTCT.

+ Attitude
refers male partners belief and perception about the services like fear of HIV testing counseling and
receiving test result, confidentiality issues and concern about MTCT and PMTCT.

+ Male involvement refer to male partner participation in dialogue on decision of couple counseling
and testing, condom use, child feeding, place of birth and taking medication during pregnancy and

after delivery child medical treatment follow up.
Measurement of knowledge; attitude and level of male partner’s involvements in PMTCT service:

+ Knowledge
Basic knowledge questions were assessed using participant’s correct responses. The four questions
had a total of 22 points. Each correct response was given a score of 1 and a wrong response a score
of 0. The points assessed basic knowledge on HIV transmission, risk factors, mother to child
transmission during pregnancy, labour delivery and preventive measure
On assessment of knowledge, Modified Bloom’s (Blooms BS, 1956) cut off points was adopted and
used during analysis. A score of 75% — 100%, 50% — 74% and less than 50% placed the respondent
in good, moderate and poor basic HIV/AIDS knowledge
Knowledge

+ Good = 17-22 correct out of 22 items

+ Moderate = 11-16 correct out of 22 items

4 Poor = 0-10 correct out of 22 items.



+ Attitude refers to respondent’s belief, opinion toward the mother to child transmission of HIV,

prevention of mother to child HIV transmission services.
Attitude

Attitude was assessed by 10 questions. These were put on a likert’s scale and respondents were
provided with statements asked to indicate the extent to which they agree with those statements on
whether they strongly agree, agree, undetermined, disagree or strongly disagree with what they
were asked. The scoring system used with respects to respondents’ responses was as follows:
strongly agree scored 1, agree 2, undetermined 3, disagree 4, strongly Disagree 5.
Attitude of the respondent measured by summed up the participants total score on the 10 items then
mean score used to categories the respondent.

Attitude

+ Positive = if score < mean score

+ Negative = if score > mean score

Male involvement

Level of male involvement in PMTCT assessed using 14 questions (Getu , 2011). Respondents were asked
a total of 14 questions to assess their level of male participation in PMTCT and graded as low if they
responded got correct response below the mean score and high if more than the mean score correct

anNSWETrS.



Chapter Two

Literature Review

2.1. Introduction

In scaling up prevention of mother to child HIV transmission program male partner’s involvement is very
crucial to eliminate new HIV infection among children by 2015 and keeping their mothers alive.
Porgrammes have largely focused on ecouraging women to come for PMTCT services with their male
partners but the program faceing low male particpation (FHAPCO, 2012). Acquiring knowledge about
mother to child HIV transmission is an important step towards participation of male partner’s in PMTCT.
If men are not informed of the benefits of PMTCT and clearly understand the risks to their childern, they

will not become a supportive force for PMTCT uptake and compliance.

This chapter reviews, the Mother to child HIV transmission (MTCT) and Prevention of mother to child
transmission (PMTCT) program overview globally and national including previous studies on male’s
awareness, attitude toward the service and their trend of participation in the PMTCT service. It also

includes conceptual framework of this study.

2.2 Mother-to-Child HIV transmission (MTCT)

Mother-to-child HIV transmission was first recognized to be the major source of HIV infection among
children under the age of 15 years in the mid-1980s (WHO, 2001). In 2012, about 260,000 new HIV
infections had occurred among children globally; of which 230,000 are from sub-Saharan Africa
(UNAIDS, 2013). There is a declining trend in the occurrence of new infection and AIDS related mortality
among children in the region. Although the mortality rate in 2009 was said to be 20% less compared to
2010, 330,000 children died of AIDS related causes. By 2012, over 9,500 Ethiopian children were
estimated to acquire new HIV infections from their mothers. According to the UNAIDS progress report of

2013,



Ethiopia is among the ten countries in the world with the highest burden of HIV infection and new HIV

infection among children. Also about 700 children died of AIDS related causes (UNAIDS, 2013).

Besides the dominant heterosexual transmission, vertical HIV transmission from mother to child accounts
for more than 90% of pediatric AIDS. Transmission of HIV from mother to child can take place during
pregnancy, labour and delivery as well as after birth via breastfeeding especially mixed feeding. The risk of
transmission varies at different stages ranging from 5% -10% during pregnancy, 10% - 20% during labour
and delivery, and 10% - 20% through mixed infant feeding. It is estimated that in the absence of any
intervention to prevent mother to child transmission the risk ranges from 15% - 45%. This rate can be
reduced to levels below 5% with effective interventions (WHO, 2011). PMTCT was introduced as a
comprehensive package of interventions known as Prevention of Mother to Child Transmission (PMTCT)

programme with an aim of reducing MTCT.

2.3. Prevention of Mother-to-Child HIV Transmission Programmes (PMTCT)

A four pronged comprehensive strategies encompassing primary, secondary and tertiary preventions where
mother’s and infants’ survival are at the core have been proposed for PMTCT. To facilitate implementation
of these strategies, guidelines have been developed internationally by the Joint United Nations programme
on AIDS (UNAIDS) and the World Health Organization (WHO), and at national levels governments adapt
the international guidelines taking into consideration the local contexts (WHO, 2010).

These prevention strategies are integrated in existing maternal and child health programmes and are
implemented mainly under the help of the health system. These include (1) prevention of HIV among
women of reproductive age, (2) prevention of unintended pregnancies among HIV-positive mothers, (3) the
prevention of vertical transmission, and (4) provision of treatment, care and support to HIV-positive
mothers, their children and family. The effectiveness of the PMTCT programmes is largely dependent on

proper implementation and utilization of the recommended services. In developed countries, where the



recommended services are properly implemented, MTCT is on the verge of elimination, whereas it still

represents a threat to child survival in many developing countries like Ethiopia (UNAIDS, 2013).

However, the recent UNAIDS report has created optimism about the success of the PMTCT programmes
all over the world (UNAIDS, 2013). The report highlights 43% reduction in global incidence of MTCT and
38% reduction in the sub-Saharan African region in the past three years which is largely due to proper
implementation of the third and the fourth prongs. But still the burden of HIV remains constant which is
also the main focus of this study. The third prong addressing the prevention of vertical HIV transmission
has four major components. These are HIV counseling and testing; provision of prophylactic/therapeutic
ARV drugs for mothers and their infants; safe obstetric practices for HIV-positive mothers and infant
feeding counseling and support. Moreover, male partner involvement in PMTCT and exposed infant follow

up are important aspects of the prevention of vertical HIV transmission programmes.

2.4 Knowledge and Attitude of Male Partners towards MTCT and PMTCT services.

Awareness and knowledge about PMTCT programmes is important for men’s involvement; men need
information about reproductive health issues and their possible role in these services and how they can
access them (Kumah, 1999). It is obvious that males at least need to be aware of ANC/PMTCT
programmes and their existence if they are expected to participate in these programmes. Studies conducted
in Rwanda, revealed that, low male particpaticpation has been found to be attributed to inadequate
information for male on PMTCT as they depend on second handed information from their wives which

tends to be inadequate most of the time.

Similarly, Wynter and Hamilton’s (2002:108) survey findings among males in Jamaica indicated that males
are interested in fertility issues and would like to know more about and participate in reproductive health
(RH). This suggests that awareness may matter the way for better male participation in RH and PMTCT.

Studies have also suggested that poor male participation in RH can be linked with lack of information on



reproductive health. A study conducted in Gujarat state of India concluded that a perceived “neglect” of
RH by males may be linked to a serious lack of information regarding reproductive health matters (Action

Research in Community Health and Development 2000:15).

In a qualitative study conducted in Tanzania, lack of knowledge was the most frequently mentioned reason
for male’s failure to attend ANC/PMTCT services in both recent and non-recent fathers who participated in
the study (Theuring et al, 2009). Similarly, another study also found out that a low level of knowledge was
one of the prominent barriers to male participation in maternal health (Mullany, 2006). Women and thier
partners have limited informatin on PMTCT and PMTCT is still a relatively new concept for many. while
some information campaigns have been underway, there are still many people that lack the basic

information (Zambia national PMTCT, 2004).

There is a gap in knowledge related to discordance. Some men questioned the need for testing if their
partners had already been tested, believing that they would have the same test results as their partners
(Falnes et al. 2011). Men also feared discordance because of the anger and bitterness it would cause in the
relationship, further challenging men’s desire to support their wives and even to participate in services

(Reece et al. 2010).

Another study done by Mbezi(2010), revealed that those with high knowledge score were almost 4times
likely to practice optimal involvement in PMTCT (OR=3.86; P<0.001) compared to respondents with low
knowledge score. Other study similar found, Tshibumbu (2006:59) also found a statistically significant
(p=0.00) positive correlation (r=0.483) between the composite scores of knowledge and male participation
in PMTCT.

Aonther study conducted in Eastern Uganda, showed that men were well aware of media efforts to promote
their involvement in testing, but they said that these media campaigns did a less effective job of explaining

why men should be tested and what benefits they would derive from testing (Larsson et al. 2010). This



shows that men lack comprehensive knowledge about couple testing and counseling as well as on MTCT

and PMTCT service.

A study conducted in Debremarkos town, northwest of Ethiopia, showed that male with moderate
knowledge about PMTCT services were more likely to participate in PMTCT service than those with poor
knowledge (Endawoke, 2013). Other studies in three public hospitals in Addis Ababa and in Mambwe
district of Zambia revealed a significant association between knowledge of male partner and their
involvement in PMTCT service (Katz, Kiarie, John-Stewart et al., 2009; Getu, 2011). Lack of information
on PMTCT and HIV testing in Tanzania has contributed to low male partner involvement in PMTCT

service (Family Health International, 2011).

In general, a study in sub-Saharan African counties shows reason for low male involvement is that
knowledge and attitudes of male partner’s on VCT/PMTCT is still a problem and the role of male is a key
contributor to community acceptance and support of PMTCT programme. A Study conducted in Tanzania
on Willingness and participation toward PMTCT among male of reproductive age pointed out that, most
males do not participate in PMTCT programs because most of them don’t realise their importance due to
inadequate knowledge about the programs, while others are hindered by cultural settings in the community

which pose negative perceptions toward the programs (Boniphace, 2009).

2.5 Factors that Influence Male Involvement in ANC /PMTCT

This sub-section discus the potential factors that associated with male involvement in ANC/PMTCT.

2.5.1. Socio-Cultural Factors:

Socio-cultural factors relate to male opinion on and perceptions of their role in PMTCT, on women’s right
to access PMTCT services, on couple communication, counseling and testing, and their potential reactions
to a positive HIV test in their female partners. Socio-cultural and gender norms negatively influence the

involvement of male in PMTCT programmes. The gender and cultural norms define the role of male in



women‘s reproductive health life as perceived by males themselves in the community in which they live
(Lee, 1999 and Rutenberg et al, 2002).

Traditionally, in sub-Saharan Africa, support and care are seen as women’s work (Peacock, 2003). In
Tanzania, social and religious norms that prohibits males from attending female health services and the
wide spread attitude that female reproductive health is not male responsibility was found to inhibit male
involvement in PMTCT (FHI, 2010). Similar, studies conducted in different sub-Saharan African countries
identified, antenatal care as a woman’s activity and it was thus shameful for man to be found in ANC
clinic( Aarnia et.al, Theuring et.al, Tonwe-Gold et.al (2009), Becker et.al, Nkuoh et.al, (2010) and Falnes
et.al,(2011)). This cultural perception demotivaites man from attending antenatal care and involved in
PMTCT.

In Eastern Uganda, the power structure of marriages in which men are decision makers and have power
over wives’ action results men resisting women’s effort to influence them to have HIV testing (Larsso,
2010). A study conducted in four countries; (Cameroon, Dominican Republic, Georgia and India) indicated
that male partners rarely participated in antenatal care services, mainly because these are traditionally a
woman’s domain (Pulerwitz, 2010). Cultural setting in the community and men’s perception hinder their

involvement in the PMTCT programme.

2.5.2 Health System Related Factors:

The PMTCT programmes themeselves are not friendly and accessible to males. In Uganda, men reported
having been forced to wait an entire day for care at antenatal clinics, a heavy sacrifice for someone who
needs to work to support his family. They were also excluded from the session where their wives were
examined and had to wait outside without any information about what was happening to their pregnant
wives. Furthermore, health workers mistreatment of the spouses made them feel uncomfortable and
embarrassed (Theuring et al., (2009) and Larsson et al., (2010)).

Stigma and lack of confidentiality on the service provision hinder men’s from seeking services. A study

conducted in rural western Uganda, AIDS related stigma and lack of confidentiality created barriers to



seeking VCT among men. More than half of the men feared to test for HIV because of stigma. Men were
worried of being labelled HIV-infected because they would lose their social privileges. They expressed fear
of meeting familiar people in HIV testing clinics, and preferred to test in distant clinics where they were

not known by the staff (Bwambale, Ssali, Byaruhanga, Kalyango, and Karamagi, (2008).

Lack of adequate space in the antenatal clinics coupled with shortage of health workers and an increase in
women attending antenatal care discourage men from attending ANC with their spouses since they have to
wait for a long time before they are attended to (Byamugisha, 2010). Additionally, HIV testing usually
proposes to men and women separately and on very different occasions which hinder communication
between the couple regarding HIV, their status or the adoption of prevention behaviour (Desgrees du-Lou

and Orine-Gliemann, (2008)).

Similarly, a study conducted in Ethiopia revealed that, the PMTCT service is not truly addressing the
women and men equally since maternal child health (MCH) clinic typically do not reach men. Maternal
and child health linkage, PMTCT services at the health institutions are highly female — centred. As a result
male participation on the program is very low and the male involvement as the key component for
achievement of the programme is minimal. The more HIV testing & counselling involvement of male, the

more supportive he is in his partner dilemmas and choices of HIV matters (Anteneh, 2007).

2.6The Level of Male Partner Involvement in PMTCT

AIDs epidemic have reinforced the urgency of encouraging men to take responsibility for their own sexual
and reproductive health and that of their partners (Salem, 2004). Despite global recognition at the level of
international agreements, many countries have not developed large scale programs that reach out to men.
As a result, many men are not aware of why they need to be involved in sexual and reproductive health

how they can be involved and what services are available for them and their partners (Walston,2005).



Some studies show that there is low male partner involvement in PMTCT services in many sub-Saharan
African countries (Larsson et al, 2010). In sub-Saharan Africa, male participation rate levels in hospital
settings vary between 12.5% and 18.7% (Ditekemena, 2011). In Malawi, male partners do not often come
forward to test for HIV with their wives. This has contributed to drop outs and non-compliance at many
levels of PMTCT services (Malawi MoH, 2008). In Tanzania, male involvement in reproductive and child

health services is low, which is estimated at 5% and lower in urban areas (FHI, 2011).

Participation by men in antenatal HIV testing and counselling is very low. Despite the many benefits of
male involvement, studies from eastern and southern Africa have found testing rates ranging from 8% to
15% (Chandisarewa et al. 2007, Farquhar et al. 2004, Msuya et al. 2008 and Katz et al.2009, Falnes et al.
(2011) found a lower male testing rate at the antenatal clinic, at 3%, in the United Republic of Tanzania
(Kilimanjaro Region). Similarly, anecdotal observation in Ethiopia indicates that a larger number of males
do accompany their female partner in labour to labour wards than they do in ANC clinics (Wondale et al
2009). Additional other study in Ethiopia revealed that only 10.4% of male partners had presented to
PMTCT centres along with their pregnant and 47.3% of the pregnant women were reported that they will

be influenced by male partners on decision of HIV testing (Abenet .T, 2007).

Other researchers found low couple discussion about HIV, as reported by most women interviewed in India
and Cameroon (Orne-Gliemann, Tchendjou, Miric, Gadgil, Butsashvili, Eboko, Perez-Then, Darak,
Kulkarni, Kamkamidze, Balestre, Desgrées du Lol and Dabis (2010)). Similarly, Byamugisha, Tumwine,
Semiyaga and Tylleskar (2010), in eastern Uganda, found that only three in ten males interviewed

discussed intervention at ANC clinics.

In the Ethiopian context, the country progress report of 2012 identified low male partner involvement in
the PMTCT and it also identified as one of the challenges in the scaling up the programme (FHAPCO,

2012).



2.7 The Reasons /Rationale for Male Involvement in PMTCT

As studies show, in Africa men tend to have an upper hand in sexual and reproductive health decision-
making and the uptake this reproductive health (RH) services including PMTCT by their partners is
significantly influenced by males (Theuring(2010), Mlay, Lugina and Becker (2008) and Peltzer and
Akarro, (2011)). Without working with men change would be very difficult or impossible (Sternberg,
2004). Similar studies explained that risk behaviours change dramatically among couples where partners
are aware of their HIV sero-status (Medley, 2004). One major factor that prevents some women from
accepting HIV testing is the need to seek their partner consent or assent (Omatayo, 2007). Cross sectional
study in Uganda found that the strongest predictor of willingness to accept an HIV test was the woman’s
perception that her husband would approve of her testing for HIV. Women who thought their Husbands
would approve were almost six times more likely to report a willingness to be tested compared to those

who thought their husbands would not approve (Bajunirwe, 2005).

Studies in Uganda, Malawi and Nigeria have shown that the utilization of PMTCT services by pregnant
women is influenced by individual factors such as fear of disclosure of HIV results, lack of male partner
support, fear of violence, abandonment and stigmatization (Byamugisha, 2010). In Coted’Ivoire, 3.5% to
14.6% of pregnant women reported negative consequences of HIV status disclosure to their spouses (Brou,
2005).

In sub-Saharan Africa women’s economic vulnerability and dependence on men coupled with traditional
male superiority over women increase their vulnerability to HIV by constraining their ability to negotiate
the use of a condom, discuss fidelity with partners, or leave risky relationships (Peacock, 2009). This
means that if men are involved in PMTCT their understanding in HIV prevention will be higher and they
would cooperate with their spouses in using condoms and other HIV preventive measures. The rate of
violence, stigmatization and abandonment can also be reduced. Men always play a leading role in terms of

initiating sex. In Malawi, men initiate sex in 92% of relationships and women feel powerless to refuse sex



or negotiate safe sex (Malawi MoH, 2007). Traditionally, it is common for men to have extra marital
relationships thereby putting their spouses at risk of contracting HIV. A study in Tanzania found that the
risk for HIV was greater among women whose male partner had other sexual partners (Orne-gliemann,
2010). Another study in Tanzania found that male partner played a role in terms of woman’s risk of
acquiring HIV (Pignatelli, 2006). With male partner involvement in PMTCT, a couple has a chance to
make informed decisions together on living positively with HIV, share responsibility for preventing HIV in
the unborn child and they can discuss safer sex practices and make informed decisions to access care and
treatment (Ethiopia MoH, 2008). Men can play an important role of supporting HIV positive pregnant
women to get to clinics or hospitals where chances of safe delivery are higher, they can assist HIV positive
pregnant women to choose safe infant feeding method (Medley.2004).

Men as supportive partners can influence the family’s social environment, especially with extended family,
to create an environment that is more conducive to seeking treatment, being adherent to medications and
clinical appointments and remaining in care both during the pregnancy and after delivery. Thus, involving
men as supportive partners can help ensure the ongoing health of both parents as well as the prevention of
prenatal transmission (Greene et al, 2013). In general, Partner testing and involvement in PMTCT
programme can create an opportunity for identifying at risk partners for early initiation of ART or pre-

exposure ARV prophylaxis which could ultimately contribute to the success of the HIV prevention efforts.

Lack or low male involvement in PMTCT program and in health system is a challenge for many sub-
Saharan countries (Larsson et al, 2010). This is also the case in Ethiopia, where the estimated prevalence of
HIV in pregnant women attending antenatal care during 2011 was 3%. There are very few numbers of
male participants in Antenatal clinic for testing and counselling of HIV to reduce risk of MTCT (FHAPCO

report, 2012).



2.8 Theoretical Framework of the Study

AIDS Risk reduction model (ARRM) and Health Belief Model (HBM) are used as theoretical models of
male involvement in the reproductive health particularly in PMTCT. The AIDS risk reduction model
developed in 1990, specifically for AIDS prevention, uses constructs from health belief model to describe
the processes individuals go through while changing behaviour regarding HIV risk. The model identified
three stages; 1) problem perception; 2) Commitment to change, and 3) taking action. For each stage the
model hypothesized factors that influence individual efforts for successful completion. The first stage of
the problem perception is recognizing the problem, using three factors: these are knowledge of HIV
transmission and mother to child HIV transmission method, the belief that one is susceptible, and the belief
that AIDS is undesirable. Social norms also influence the individual by disapproving high risk behaviour

and approving safe alternative (Catania, Kegele and Coates, 1999).

In the second stage individuals make commitment to change. The hypothesized factors that influence an
individual’s commitment include perceived psychological and social cost as well as benefits to make a

decision about commitment.

These cost and benefits reflect three areas; knowledge of the health utility (response efficacy), and actual
success in reducing their risk of HIV, and the ability to perform the action (self—efficacy). Social factors
(group norms and social support) are also believed to influence an individual’s cost and benefit to make a
decision about commitment as well as self—efficacy beliefs. In the final stage, individuals will take action
to make the behavioural change. There are three phases in this stage; looking for information, finding

solutions (obtaining remedies) and carrying out the solutions.

Health Belief Model (HBM) is a psychological model that attempts to explain and predict health behaviors.
It was developed in 1950 and holds that health behaviour is a function of individual’s socio-demographic
characteristics, knowledge and attitudes. According to this model a person must hold certain beliefs in

order to be able to change behaviour. This means that promoting action to change a particular behaviour



includes changing individual’s personal beliefs. The model is also based on the premise that the likelihood
of engaging in preventive health behavior is influenced by certain beliefs about a given condition (Eisen,

1992).

2.9. Summary /Synthesis

Different studies emphasize the importance of male partner’s involvement in a wide range of RH services
including PMTCT. The studies also show that it is not easy to convince male to be involved in the program
that are designed for women. The men‘s uptake of the services is considerably affected by his knowledge,

attitude toward the services and different other factors like socio-cultural and health system related factors.

Most studies focused on assessing the barriers and opportunities of male involvement in reproductive
health issues and some assessed the level of male involvement in reproductive health services and others on
factors related to male involvement in PMTCT service which are mostly in other developing counties.
However, studies conducted on male involvement in PMTCT and male acceptance of Couple HIV
counselling and testing are scarce in Ethiopia. Very few studies were conducted on the male perception
about PMTCT, even most of these studies mentioned women as source of information about attitude,
knowledge and practice of male instead of male themselves and they are qualitative in nature. There has
also been a knowledge gap in these subjects, specifically in the Ethiopian context. Therefore, there is a
need to conduct a study that assess the knowledge, attitude and practices of male partners from the view of
male themselves as well as identify the factors associated with their involvement in PMTCT in the

Ethiopian context.

In general, the literature reviewed in the preceding sections laid a ground to a better understanding of
concepts such as MTCT, PMTCT of HIV, level and benefit of male involvement and factors that affect

male involvement in PMTCT.



The following conceptual model is developed to guide the study based on the review of the literature. The
conceptual model included variables such as socio-demographic factors this includes age, educational
status, martial relationship and occupational status, and other factors that hindering male involvement in
PMTCT like socio-cultural which includes beliefs, norm, taboos and community perception on male
partner involvement in PMTCT and health system related factors this includes how the service is friendly
for male partner, setting of clinics, location confidentiality and time of service provide associated with

male involvement in ANC/PMTCT.
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Figure 2.1: The Conceptual Model for the Study.

(Adapted from Rosenstock (1990). In Glanz, Lewis, & Rimer, Health Behavior and Health Education).

In the diagram, the arrows show the relationship between the independent variables (socio-demography,
knowledge & attitude, and other related factors (socio-cultural, health facility) with the dependent variable

level of male involvement in ANC/PMTCT.



Chapter Three

Research Design and Method

This chapter describes the research design and methodology adopted for the study. It discusses the design,
the study population, the sampling methods and sample size, the research instrument, data collection

process, data analysis process, pilot testing and ethical and legal considerations.
3.1 Research Design

An institutional based cross-sectional study was conducted in two health centres in Addis ketema sub city
to assess knowledge, attitude and practices of male partner in PMTCT and the factors associated with their

involvement in PMTCT service.
3.2 Methods

Mixed method (both quantitative and qualitative method) was employed to get in-depth and rich
information on the topic of the study. Thus, the qualitative data were used to complement the quantitative

information.

3.2.1. Participants

The study populations were all male partners who were either sexual partners or husbands of pregnant
women attending antenatal clinic and health workers who were directly involved in the provision of ANC/
PMTCT service in the two health centres of Addis ketema sub city. During the study period there were
400 pregnant women attending antenatal clinic in the two health centers. Number of study participants for
each health centers was allocated proportionally and samples were selected by systematic sampling

techniques using the list of pregnant women for registration book as a sample frame.



3.2.2. Sampling

For the quantitative method the sample size was calculated using single population proportion formula with
estimated proportion of 10% (0.1) male partner’s participation in ANC/PMTCT (Abenent, 2007) assuming
that 0.05 marginal error and 10% non-respondent rate respectively;

n= (1.96)%X0.1X0.9 =138

0.05X0.05
Accordingly, it was 138. Systematic sampling method was used to select study sample of all male partners
with pregnant women attending at antenatal clinics and every third persons were approached and asked to
participate in the study.
For qualitative study participants were selected using purposive (judgmental) sampling technique by the
researcher because they were purposefully informed about the research and the central phenomena of the

study. This helped the researcher to get in-depth and rich information on the topic of the study.

3.2.3. Data Collection

A structured questionnaire was prepared in English language based on review of previous studies on the

study area and translated in to Amharic language. The questionnaire consists of five sections:

1. Section 1: Socio-demographic characteristics

2. Section 2: knowledge, awareness of male partners on HIV transmission, risk acquire issues,
mother to child HIV transmission (MTCT) and Prevention of mother to child HIV virus
transmission (PMTCT).

3. Section 3: question on attitude of male partners toward MTCT and PMTCT.

4. Section 4: level of male partner’s involvement in PMTCT services.

5. Section 5: factors associated to male partner’s involvement in PMTCT services.



Measurement of knowledge; attitude and level of male partner’s involvements in PMTCT service:
Knowledge
Basic knowledge questions were assessed using participant’s correct responses. The four questions had a
total of 22 points. Each correct response was given a score of 1 and a wrong response a score of 0. The
points assessed basic knowledge on transmission (5 points — knowledge on how HIV is transmitted, unsafe
blood transfusion, sharing sharps with an infected person, mother to child transmission, unprotected sexual
intercourse), risk factors (3 points — knowledge on the risks of HIV transmission, unprotected sexual
intercourse with an infected person, multiple sexual partners, having sexually transmitted infections,
mother to child transmission(MTCT)( 3points —mother to child transmission during pregnancy, labour
,delivery and after delivery through breast feeding and preventive measures (10 points ).
On assessment of knowledge, Modified Bloom’s (Blooms BS, 1956) cut off points was adopted and used
during analysis. A score of 75% — 100%, 50% — 74% and less than 50% placed the respondent in good,
moderate and poor basic HIV/AIDS knowledge, respectively. Eight questions assess participant’s
knowledge on HIV transmission, four question on mother to child transmission and 10 questions on
prevention measures of mother to child transmission and had a total of 22points. A score of 1 was
assigned for a correct response and 0 for a wrong response. Therefore the scores were as follows:

i) 17 — 22 points = good knowledge

ii) 11 - 16 points = moderate knowledge

iii) 0 — 10 points = poor knowledge
Attitude
Attitude was assessed by 10 questions. These were put on a likert’s scale and respondents were provided
with statements asked to indicate the extent to which they agree with those statements on whether they
strongly agree, agree, undetermined, disagree or strongly disagree with what they were asked. The scoring
system used with respects to respondents’ responses was as follows: strongly agree scored 1, agree 2,

undetermined 3, disagree 4, strongly Disagree 5. The responses were summed up and a total score was



obtained for each respondent. The mean score was calculated and those scored above the mean and the
mean score had positive attitude and scores below the mean meant negative attitude towards prevention of
mother to child transmission strategies. The highest score was expected to be 50 and the lowest score was
10.

Level of male partner’s participation in PMTCT services:

Level of male involvement in PMTCT assessed using 14 questions (Getu , 2011). Respondents were asked
a total of 14 questions to assess their level of male participation in PMTCT and graded as low if they
responded got correct response below the mean score and high if more than the mean score correct
answers.

The variable “socio-cultural factors”

A 10-item Likert scale was used to measure the variable socio-cultural factors. The scale included
statements on various socio-cultural issues in PMTCT with a 5-response option from “strongly agree” to
“strongly disagree”. The scoring of responses ranged from 1 to 5, taking into account the agreement with
positively worded statements and disagreement with negatively worded statements (Getu K, 2011). The
statements included in the scale covered the following issues: gender responsibilities of men and women in
PMTCT; couple visits, couple counselling and testing in an antenatalPMTCT setting; men’s possible

reactions to positive HIV results in their female partners.

Four categories were established for the composite measure of socio-cultural factors:
* Low socio-cultural influence: 0 to 19 total score

» Moderate socio-cultural influence: 20 to 29 total score

* High socio-cultural influence: A total score of 30 to 39

* Very high socio-cultural influence: A total score of 40 to 50



The variable “health facility related factors”

Health facility related factors were measured also using a 8-item Likert scale. This scale includes
statements about the following issues: the friendliness of PMTCT clinics to men, the biased gender
representation amongst clinic workers; the compatibility of PMTCT clinic times with other men’s
activities; the level of confidentiality at PMTCT clinics; the attitude of staff towards men; the level of
efforts made by PMTCT services to involve men.

Four categories were established for the composite measure of the influence of health facility related
factors on men’s involvement. These categories are based on the total marks obtained from the Likert scale,
following the same principles as in the previous section:

* Low health facility influence: a total score of 0 to 9

* Moderate health facility influence: a total score of 10 to 19

* High health facility influence: A total score of 20 to 29

* Very high p health facility influence: A total score of 30 to 40

The questionnaire was administrated by four research assistants who had experience to conduct an
interview. The research assistants was trained for one day (including half day of pre-test) on the objective,
relevance of the study, confidentiality of information, respondent’s right, informed consent and techniques
of interview.

A semi-structured interview guide questions to examine level of male partners’ involvement in PMTCT
service provision were designed in English and translated into Amharic was used for qualitative data
collection. The researcher carried out the key informants (in-depth) interviews with key informants

PMTCT services provider nurses in health centres.
3.2.4. Data Collection Procedure

The researcher and researcher assistants approached individually male partners’ who came with pregnant
women to attend ANC clinic to explain the purpose of the study and asked for consent for them to

participate. Only those who consented were enrolled in the study. A place was prepared for the researchers



for interview and both the researcher assistants had their working rooms that they used. Before the
interviews male partners were requested to sign a written consent. The data were collected using structured
face-to-face interviewer administered questionnaire prepared to address male partners’ knowledge, attitude,
level of their involvement in PMTCT service and factors associated with their involvement in PMTCT
services. The interviews took a maximum of 30min and male partners were interviewed after consultation
with the service providers.

In-depth interviews were conducted. A total of 6 participants were selected using purposive sampling
technique till reached to a point of redundancy of information. The selection was done by consulting
administrators of the health centres, in order to identify health workers (the key informants) who were
directly involved to the PMTCT/ANC service provision. They were purposefully informed about the
research, the fact of the study and their consent were asked only the volunteers were interviewed by the
researcher using a semi-structured interview guide questions to examine level of male partners’
involvement in PMTCT service. Note were taken in the field by the researcher and also voice were

recorded using tape recorder.
3.3 Data quality control

The structured interview schedules were administrated by four research assistants who had experience to
conduct an interview. They were trained for one day (including half day of pre-test) on the objective,
relevance of the study, confidentiality of information, respondent’s right, informed consent and techniques

of interview. The researcher has supervised the data collection process.

3.4 Data analysis

The quantitative data were checked, cleared and entered into SPSS data sheet software and analysis was
done by using SPSS (version 20.0). Initially, bivaratie analysis was performed between socio-demographic
factors, knowledge; attitude of male partners and each of the potential factors associated to male partner’s

involvement in ANC/PMTCT services (independent variable) with level of male partner involvement in



PMTCT services (dependent variables), one at a time. The association between variables was measured and
tested using correlation and logistic regression analysis. A P-value < 0.05 was considered to be statistically
significant in all cases.

Pilot testing

The questionnaires were pre- tested in Addis ketema sub city health centres which are not included in this
study. The pre-test done on 15% of the total sample size reliability and the questionnaire was assessed for
its clarity, length and completeness. Finally, the responses of the participants were entered to SPSS version
20 to compute the reliability of the 68 items in Cronbach-Alpha in order to evaluate the scales and their

reliability. The measure was found to be reliable with Alpha 0.637 (68 items).

3.5 Ethical and Legal Considerations

Permission to conduct the research was obtained from the Review committee of Addis Ababa University of
behavioural studies, Psychology department. Permission was obtained from respective health institutions,
and informed consent was obtained from individual respondent. All the interviews with subjects were made
with strict privacy after getting informed consent from the respondents and assuring the confidential nature

of the responses. The right of the respondents to refuse to answer few or all of the questions was respected.



CHAPTER FOUR

Results, Analysis and Interpretation of Data

This chapter presents results of the data analysis. The results are organized in to four sections. Section one
presents descriptive statistical results for the variable in the study, level of knowledge, attitude toward the
service and level of male partner involvement. Section two presents findings of association of the
independent variables (socio-demographic, level of knowledge, Attitude, socio-cultural factors and health
facility related factors) and dependent variable (male involvement). Findings of correlation and logistic

regression analysis are presented in section three.

4.1 Results of Simple Descriptive Statistical analysis

Descriptive statistics were calculated for each variable in the study. A frequency distribution (both in
absolute and relative term) was calculated for categorical data. In this study primary source of data was

presented using frequency distribution. The mean and standard deviations were used to descriptive the data.

4.1.1 General Characteristic of the Study Population

A total of 126 male partners of pregnant mothers attending ANC from Addis ketema health centres and
woreda seven health centres were selected systematically. Face to face interview was conducted to assess
their knowledge, attitude and their involvement on PMTCT service.

Table 1 shows that majority of the respondents (63.5%) were in the age range of 25-35 and the mean of
their age was 24 (SD £0.718). More than half of the interviewed respondents had completed secondary
school. Majority of them were married 113(89.7%). Among the study population, 67(53.2%) of the

respondents had own their businesses, 30(23.8%) were employed and 8(6.3%) were unemployed.



Table .1 Socio-demographic characteristics of the study population (N=126)

Variables Frequency Percent (%0)
Sex
Male 126 100%
Age
15-24 4 3.2%
25-34 80 63.5%
35-44 29 23%
45-49 13 10.3%
Mean 24
SD +0.718
Marital status
Married 113 89.7%
Cohabitating 12 0.8%
Divorce 1 9.5%
Educational status
Can’t not read and write 8 6.3%
Read and write 8 6.3%
Completed primary school 39 31%
Completed secondary school 58 46%
Diploma 13 10.3
Occupation status
Daily labour 21 16.7%
Employed 30 23.8%
Own businesses 67 53.2%
Unemployed 8 6.3%




Table 2. Mean and Standard deviation of the Respondents on the scales

Scale N Mean SD
Knowledge 126 18.01 +2.76
Attitude 126 33.92 +3.12

Involvement 126 11.69 +1.66




4.1.2 Knowledge of the Respondent about HIVV Transmission mode, way of reducing of risk, MTCT
and PMTCT.

Table 3. The respondent’s knowledge about HIV transmission mode, risk acquiring factors and MTCT

Knowledge indictors (N=126) Response in number (%)
Yes No Don’t know
N % N | % N %

Knowledge HIV transmission and risk of
acquiring
Unprotected Sexual intercourse 121 96 5 |4
Unsafe blood transfusion 120 952 |6 |48
Sharing of Contaminated sharps/needles 125 99.2 (1 |.8
Mother to child transmission 112 889 |3 |103 1 0.8
Do you know the risks of acquiring HIV? 116 92 10 | 7.9
Unprotected sexual intercourse with an 115 91.3 |11 |87
infected person
Having multiple sexual partners. 122 96.8 |4 |32
Having sexually transmitted infections 118 93.7 |8 |6.3

Sub total | 119 944 |6 |4.76 1 0.8
Knowledge about MTCT
HIV can be transmitted from infected mother | 97 77 28 | 222 1 0.8
to child during pregnancy
HIV can be transmitted from infected mother | 93 73.8 |32 | 254 1 0.8
to child during labor and delivery
HIV can be transmitted from infected mother 12 | 100
to child while sleeping with baby on same bed 6
HIV can be transmitted from infected mother 74 58.7 |52 |41.3
to child during breast feeding after birth

Sub Total | 66 52.38 |59 |46.82 |1 0.8




As shown in table 2 above, majority of the respondents have general knowledge about HIV transmission,
risk of acquiring and mode of HIV transmission.

Table 3. The respondent’s knowledge about prevention mother to child transmission (PMTCT)

Knowledge indictors (N=126 Response in number (%)
Yes NO Don’t know
N % N % N %

Knowledge about PMTCT

HIV counselling and testing for pregnant 122 | 96.8 4 3.2
mothers
HIV counselling and testing for male partners 108 | 85 85 18 14.3

Antiretroviral drugs to infected mother and new | 80 63.5 |46 36.5
baby born form her

Delivery by caesarean section 86 68.3 40 31.7
Complete avoidance of breast feeding is one 69 54.3 57 45.2
option

Exclusive breast feeding for first 6 months is 67 53.2 55 46.8
one option

Using contraception by HIV positive couple 56 44.4 70 55.6
Have you ever heard about a program called 114 | 90.5 12 9.5

Prevention of Mother-To-Child Transmission
(PMTCT) of HIV?

Do you know that PMTCT services are offered | 113 | 89.7 12 9.5 1 0.8

in all government health facilities?

Do you know that pregnant women are 116 | 92.2 10 7.9

counseled and tested at antenatal care clinic?

Sub Total | 93 7381 |32 2539 |1 0.8

Concerning the knowledge on the ways of reducing MTCT, majority (96.8%) of the respondents knew that
HIV counseling and testing for pregnant mothers and their male partners 108(85%) could reduce MTCT of
HIV except 44.4 % of the respondents don’t know that using contraception by HIV positive couples reduce

the risk of HIV transmission from mother to child.



As shown in Table 4, Most of the respondents (92%) are aware of that pregnant women counseled and
tested at antenatal care clinic and 114(90.5%) were heard about a program of Prevention of Mother-To-
Child Transmission (PMTCT). 113(89.7%) of the respondents knew that PMTCT services are offered in all
government health facilities.

The level of knowledge of mode of HIV transmission, risk of acquiring, mother to child transmission and
ways of reducing the MTCT range from 10-22 on the 22 scale measurement. The mean of the respondents
score was 18.01 and standard deviation (SD) + 2.76.

Table 4. Summary table for the respondent’s level of knowledge on MTCT and PMTCT

Correct Level of N o of %

response score knowledge  respondents

17-22 Good 96 76.2%
11-16 Moderate 26 20.6%
0-10 poor 4 3.2%

As shown in Table 4 above 96(76.2%) of the respondents have a good knowledge about HIV, MTCT and

PMTCT.



4.1.2 Attitude of respondents toward MTCT and PMTCT service

As indicated in Table 5, ten statements used to measure the opinion of the male partners were constructed

using a likert scale of five categories.

The five categories are regrouped to three categories to make the analysis easy. Accordingly, 125(99.2%)
of the respondents agreed that it is important that every pregnant woman gets tested for HIV with her
partner. And majority 120(95%) of the respondents disagree that it is better to live with unknown HIV
status than live depressed with positive HIV status known. 102(81%) of the respondents disagreed with the
idea that any HIV test result of a pregnant woman indirectly confirms HIV status of her partner. Also
117(92.9%) of the respondents disagree with idea of that if couples are infected with HIV then they

shouldn’t think of having child.



Table 5. Attitude of Male Partners toward ANC and PMTCT N (126)

Questions Responses in Number (%)
Agree Undetermi | Disagree
ned

N % N % N %

It is important that every pregnant woman
_ 125 | 99.2 1 0.8
gets tested for HIV with her partner

If couples are infected with HIV then they
shouldn’t think of having child.

8 6.3 3 24 | 117 92.9

Using condom during pregnancy and
breastfeeding reduce MTCT?

63 50 30 | 238 | 33 26.2

Some male don’t accompany their wife at
ANC clinic despite their HIV status due to 23 18.3 103 81.7

stigma.

Some male partners don’t undergo for HCT to

know their HIV status due to fear of 29 23 97 77
disclosure.
Male should support his wife choice of
) 119 | 944 2 15 5 3.9
feeding the baby
An HIV test result of a pregnant woman
22 17.5 2 15 | 102 81

indirectly confirms HIV status of her partner

Couples should use condoms at least until
_ _ ] 78 | 617 | 17 | 134 | 31 24.6
they know their HIV status is negative

It is better to live with unknown HIV status
than live depressed with positive HIV status 6 4.8 120 95

known

Even If couples believe they are faithful to

each other, they should be tested for HIV
) 110 | 87.3 2 1.5 14 11.1
together during ANC follow up for the sake of

PMTCT

Sub Total | 58 | 46.03 | 6 476 | 62 49.20




To measure the attitude of respondents the responses were summed up and total score obtained for each
respondent and the mean score was used to create categories. Accordingly, 63(50%) of the respondent have

positive attitude and 63(50%) negative attitude toward PMTCT service.

4.1.3 Level of Male Partner Involvement in ANC and PMTCT

As indicated in Table 6, the respondents’ total score on male involvement was calculated by summing up
the scores of 14 items designed to assess male involvement. All items had an equal weight of score 1. For
all items except item 13, a score of 1 was given for “Yes” responses for positive connotation and 0 (zero)
for “No” responses for negative connation while for Item 13 a score of 1 was assigned for “No” response

because of its negative connation and 0 (zero) for “Yes” response.



Table 6. Level of Male Partner Involvement in ANC and PMTCT (N=126)

Statements Responses N (%)
Yes No

N % N %
Have you ever self initiated the discussion on importance of 84 66.7 |42 |33.3
PMTCT service with your partner during her pregnancy?
Have you ever requested your wife to be tested for HIV during her | 101 80.2 |25 |[19.8
pregnancy?
If your partner had ANC follow up, have you ever asked her what | 107 849 |19 |151
information/service she got at ANC clinic?
Have you ever reminded your partner of her ANC follow up 111 88.1 |15 |[11.9
(schedule)?
Did you cover medical expenses of your partner in the ANC 126 100
follow up during her pregnancy?
Did you accompany her to ANC clinic at least once during her 120 952 |6 4.8
pregnancy?
If yes to .6 did you enter in to ANC room together with your 102 81 24 |19
partner?
Were you counselled and tested for HIV during your 119 944 |7 5.6
spouse’s/partner’s pregnancy?
If yes to Q 8, were you counselled and tested together with your 117 929 |9 7.1
partner?
Assuming you are willing for HIV test now, will you confide in 124 984 |2 1.6
your female partner if you test positive for HIV?
Assuming your female partner gives consent for HIV test and tests | 118 93.7 |8 6.3
positive, will you accept that she and the newborn take ARVs for
PMTCT?
Assuming your female partner tests HIV positive, would you be 116 92 10 |79
confident to help in the newborn’s medical follow up until the HIV
status is known?
Assuming your female partner and you both give consent for HIV | 43 34 83 |65.9
test and your female partner tests positive while your test negative,
would you decide to discontinue you conjugal or love
relationship?
Assuming you and your partner are HIV tested, If you are positive | 86 68.3 |40 |31.7
while she is negative, would you be confident to use condom
consistently to prevent transmission to her and thus to the child?

Sub Total | 105 83.33 |21 | 16.66




In general, as shown in Table 6 majority of the participants reported their involvement in PMTCT expect
34.1% of the respondents who mentioned that they would discontinue conjugal or love relationship if their

female partners tests result were positive while their test results were negative.

For the simplicity of analysis, the composite scores on level of male involvement were grouped into two
categories. The composite score of level of involvement in PMTCT ranged from 0 to 14 with a mean of
11.7(£1.6 SD)._ The score of respondents more than the mean score were categories into higher level of
male involvement and the scores of respondents less than the mean score were categorized into low level of
involvements.

Table 7 Categories of Composite score of Male Involvement (n=126)

Category Score range Number Percent

Low level of involvement 0-11 50 39.7%

High level of involvement 12-14 79 60.3%
Total 126 100

As shown in Table 7 Majority of the respondents (60.3%) were highly involved in PMTCT.

4.1.5 Factors that influence the level of male involvement in ANC/PMTC service.

4.1.5.1 Socio-Cultural related factors

To know the opinion of male partner’s on socio-cultural related factors that influence the level of male
involvement in ANC/PMTCT service. Ten statements to measure the opinion of respondents were
constructed using a likert scale of five categories. For the sake of analysis, “Strongly agree” and “Agree”
were grouped together as “Agree”, while “Strongly disagree” and “Disagree” were grouped together as
“Disagree”. Respondents’ opinions for each statement are shown in table 8 below.

Table 8 Summary of respondent responses on socio-cultural related factors (N=126)



Statements Responses in number (%0)

Agree Undetermin | Disagree

ed

N % N % N %
A pregnant woman can be tested for HIV without the 120 | 95.2 6 4.8
permission of her husband/partner
Men should accompany their pregnant wives/partners to 116 | 92.0 1 0.8 9 7.1
ANC/PMTCT clinics
Men who accompany their female partners to ANC 28 22.2 1 0.8 97 76.9
/PMTCT clinics are weak or bewitched
It is a shame for men to discuss with women about HIV 18 1 0.8 107 | 84.9
testing during pregnancy 14.3
Men and women should undergo HIV testing at the same 116 10 7.9
time at PMTCT clinics 92.1
Couples can use condoms to reduce chances of mother to 76 60.3 13 10.3 | 37 29
child transmission of HIV
ANC/PMTCT clinics are for women and children only. 10 7.9 1 .8 115 | 91.2
A positive HIV test in a pregnant woman shows that she has | 13 10.3 113 | 89.6
been unfaithful to her husband
If a pregnant woman is found to be HIV positive, she should | 18 14.2 108 | 85.7
be divorced
PMTCT Information should first be given first to menthen | 42 33.3 84 66.6
to women

Sub Total | 55 4365 |3 2.38 |68 53.97

As indicated in Table 8, majority of the respondents (95.2%) agreed that a pregnant woman could be tested
for HIV without the permission of her husband/partner. Moreover, 107(84.9%) disagreed with the
statement which says it was a shame for men to discuss with women about HIV testing during pregnancy.
The majority (89.6%) of males believed that a positive HIV test result of the female partner implied her

unfaithfulness. Almost all of the respondents, (91.2%) disagreed that PMTCT clinics were only for women

and children.




The composite measure of the level of influence of socio-cultural factors for each respondent was
measured by the total score on the Likert sale with a possible maximum score of 50. Respondents’ scores
were categorized into four groups using cut-off values used in other study (Getu , 2011).

Table 9. Categories of Composite score socio-cultural influence (n=126)

Category Score N %
Low level of socio-cultural influence 0to 19 49 38.9%
Moderate level of socio-cultural influence 2010 29 77 61.1%
High level of socio-cultural influence 30to 39 0 0
Very high level of socio-cultural influence 40to 50 0 0

As shows above in table 9, majority of respondents, (61.1 %) were in the category of moderate socio-
cultural influence and 49(38.9%) of the respondents were in the category of low level of socio-cultural

influence.

4.1.5.2 Health Facility Related Factors

The level of influence by health facility related factors on each respondent was measured by an 8-item
Likert Scale. The respondents’ opinions on each statement are presented in the table below Table 10. For
the purpose of analysis, “Strongly agree” and “Agree” were grouped together as “Agree”, and “Strongly

Disagree” and “Disagree” were grouped as “Disagree.



Table 10. Summary of respondent responses on Health Facility related Factors (N=126)

Questions Responses in Number (%)

Undermined | Disagree

Agree
N % N % N %
Men should have “male only PMTCT clinics 13 10.3 113 | 896
At the MCH/PMTCT clinics Men should be 25
19.8 101 | 80.1
attended to by Male health workers only
Health workers do not like to see men at MCH and
o 21 16.6 105 | 80.1
PMTCT clinics
MCH/PMTCT clinics are made for women and
) 37 |29.3 89 70.6
children only
PMTCT /MCH clinics should be opened during
118 | 93.6 8 6.3

weekends and evening so that men can access

Men should be invited by health workers to come
23 18.2 7 5.5 96
and attend PMTCT clinic 76.1

Distance from health facility was major obstacle for
you to attend ANC/PMTCT clinic with your partner

88 69.8 | 16 12.6 22 17.4

You can do HIV test with your wife, only if you are
) _ 14 11.1 | 15 11.9 97 76.9
promised to be given ARVs afterwards

Sub Total | 42 |3333| 13 | 1031 | 70 |56.36

The results show that majority of the respondents did not agree with idea of female and male separation in
the provision of PMTCT services. 113(89.6%) they did not think of men should have “male only PMTCT
clinics and 108(80.1%) did not think that at the PMTCT clinics men should be attended by male health
worker. Almost all 118(93.6%) of the respondents agreed with idea of PMTCT/MCH clinics should be
opened during weekends and evening so that men can access. 88(69.8%) of the respondents agreed that
distance from health facility was major obstacle for men to attend ANC/PMTCT clinic with their partner.

Composite measure of the level of influence of health facility factors .The composite measure of the level

of influence of health facility factors for each respondent was measured by the total score on the Likert



scale with a possible maximum of 40. In general, the higher the score, the higher the level of health facility
influence on the respondent. Respondents’ scores were categorized into four groups using cut-off values
used in other study (Getu K, 2011).

Table 11 Categories of Composite health facility influence (n=126)

level Score N %
Low level of health facility influence 0to 8 0 0
Moderate level of health facility influence 91019 79 62.7%
High level of health facility influence 20to 29 46 36.5%
Very high level of health facility influence 30to 40 1 0.8%

As shown in table 11 (above), the total health facility related factors score for the majority of respondents

(62.7%) lies in the category of moderate level.

Results of in-depth interview question with health workers in ANC/PMTCT service provider

The data obtained using interview with the health workers were analyzed qualitatively. The interview was
conducted with 6 health workers in ANC/PMTCT service providers in the health institutions and their

responses of health workers were analyzed in the following ways:

Among the participants 1 of the woreda seven health centre and 1 Addis ketema health centre were not
trained on PMTCT; however, all of the participants in one or another way encountered of couple
counselling and they were responsible in providing PMTCT services in the specified department of the

health centres.

Regarding the effort of health workers on conducive male partners to decided taking couple counselling,
most of health workers mentioned that they provide health education on the importance of couple

counselling and PMTCT then inform all pregnant women to come with their male partners for counselling



and testing and sending invitation card for their male partners but still the male partner’s involvement is
low.

Concerning the time took in average for each couple counseling session, almost all agreed that the time that
took for one couple counseling were in average 45mintes. However, there is point should be taken in
account during post counseling the time taken depended on the couples results if it different it took more
time to convince both of them.

Regarding the conducive of the room for couples counseling, almost all the participants stated that the
room is not conducive e for the couple counseling because there is shortage of space in the health centers.
The ANC service like abdominal examination of the pregnant women done also in the same room for the
issues of confidently we will make other mother to wait by giving health education outside and do couple
counseling.

Concerning the common barriers or obstacle for male partner who deter their involvement in PMTCT
service, lack of knowledge and awareness about Couple counseling, time of the service provision one of

the obstacle and fear of test result are the barriers that mentioned by all of the respondents.

Concerning the strategies to improve the male partners’ involvement in PMTCT services the following
points are explained. Using Mass media, health education, and providing the invitation card as well as
leaflet on the service is important to increase the awareness of the male partners on ANC and PMTCT.
Also conducting male partners dialog session at the health centers which gives chance for other male to

participate and a good opportunity for services providers to share information.



4.1.2 The Relationship between Independent and Dependent Variables

This section presents results of inferential statistics (correlation, regression analysis and analysis of

variance).

4.1.2.1 Results of Correlation Analysis

Correlation coefficients were computed to see the degree of association among the independent variables

and dependent variable.

Table12 Correlation matrix of Socio-demographic and Male involvement (N=126)

Marital Educational occupation
Variables Involvement Age status status status
Involvement 1.000
Age .065 1.000
Marital status -.101 130 1.000
Educational status .015 .069 -111 1.000
occupation status -.023 -.057 -.106 305 1.000

** Correlation is Significant at level 0.01 level (2 tailed)

* Correlation is Significant at level 0.05 level (2 tailed)

As shown in table 12. birvairate analysis result shows that level of male partner involvement and age has
non-significant (p=0.472) and very weak positive correlation with a Spearman correlation coefficient (rs) of
0.065.

Marital status and level of the male involvement has non-significant (p=0.260) and very weak negative
correlation with a (rs=-0.101). This negative relationship might tell us a longer of relationship between a

man and a woman may have negative influence on the men’s involvement in PMTCT. Also male’s



occupation and level of involvement had insignificant and negative correlation with (rs=-0.023 and

P=0.800).

This study finds that male involvement in PMTCT and educational status had insignificant association with
an r=0.015 and P=0.869 at 0.01 level which was very weak positive relationship. This positive correlation
might suggest that as the level of education increased there is as positive influence on male partner

involvement in PMTCT services.

Relationship between other independent variables and dependent variables

Table 13. Correlation matrix of independent and dependent variables (N=126)

socio-cultural | - peqjth facility
Variables Involvement knowledge | Attitude influence influence
Involvement 1.000
knowledge 3197 1.000
Attitude 162 126 1.000
socio-cultural -.381" -.223 .081 1.000
influence
health facility -.154 -.044 -.115 299" 1.000
influence

** Correlation is Significant at level 0.01 level (2 tailed)

* Correlation is Significant at level 0.05 level (2 tailed)

As shown in Table 13, bivairate analysis result shows knowledge of respondents and degree of socio-
cultural influence has statistically significant relationship with level of male involvement in PMTCT
services. The results indicate that knowledge of respondents and male involvement have statistically

significant relationship (rs=0.319, p<0.05). They were positively correlated and this might tell us that



respondents with high level of knowledge have also high level of involvement and vice-versa. Whereas
socio cultural influence and level of male involvement in PMTCT service have statistical significant
relationship (rs=-0.381, p<0.01). They were negatively correlated and this might tell us that low socio

cultural influence highly involved in the PMTCT services and vice-versa.

But the level of male involvement and attitude were not statistically significantly correlated (rs=0.162; p>
0.05). The results of this study show that health facility related factors has a weak negative and

insignificant correlation (rs=-.154: p >0.05).

Results of Logistic Regression Analysis

Logistic regression analysis is an extension of multiple regressions. The goal of logistic regression analysis
is to enable the researcher to examine the influence of various factors on a dichotomous outcome of
dependent variable by examining the relationship between several independent and dependent variables.
The logistic regression analysis was employed to address the question of how much does each independent
(predictor) variable uniquely contributed to that relationship. In standard logistic regression all predictor

variables were entered into the regression equation at once.



Table 14. Logistic Regression Model Variables in the Equation
B S.E. Wald df | Sig. | Exp(B) 95% C.I.for

Involvement EXP(B)
Lower | Upper
Knowledge 1.111| .432 6.601 1| .010 3.036| 1.301 7.085
Attitude 951 .440| 4.679 1| .031 2.589| 1.093| 6.130
Socio-cultural

1.766| .548| 10.403 1| .001 5.849| 2.000| 17.111
factors (1)

Health facility

459 3| .928
related factors

Step | Health facility 40193.
. -21.176 .000 1| 1.000 .000| .000
1 related factors(1) 098
Health facility 40193.
-21.530 .000 1| 1.000 .000| .000
related factors (2) 098
Health facility 40193.
-21.844 .000 1| 1.000 .000| .000
related factors (3) 098
40193. 57710811
Constant 17.871 .000 1| 1.000
098 270

a. Variable(s) entered on step 1: knowledge, Attitude, So factor, Health facility related factors.

As Table 14 shows, results on binary logistic regression model knowledge, attitude and socio- cultural
related factors were statistically significant predictors of male involvement in the PMTCT services. And

health facility related factors is not statistically significant predictors of male involvement.



CHAPTER FIVE

Discussion

This chapter discusses the study findings in line with the basic research question and the review of the
literature.

5.1 The level of Knowledge and attitude of male partner toward PMTCT service

This study found that majority of respondents 96(76.2%) have adequate knowledge about MTCT and
PMTCT. This finding is in line with the findings of study conducted in Tanzania by Mbezi (2010).
However; the present findings contrary with findings in a study conducted in Debermarkos town and in
three public hospitals in Addis Ababa, Ethiopia where majority of males had moderate level of knowledge.
This difference can be explained by the fact that study time and setting of the study for the Debermarkos
town. This study revealed that almost equal proportion of respondents has positive (50%) and negative
(50%) attitude toward PMTCT services. There are other factors that affect the attitude of the respondent’s

stigma and discrimination.

5.2 The Current level of Male partner’s Involvement in PMTCT service

The study revealed that as shown on the table 7 for the total score 79(60.3%) of the respondents were
scored highly involved and 50(39.7%) were scored less than the mean of the score and scored low level of
involvement. The study result shows that 79(60.3%) male partners were highly involved in PMTCT
service.

This finding was lower than the result reported from Debermarkos ,Ethiopia is 198 (72.26%), (Amsalu
et.al, 2013) and the result reported from three public hospitals in Addis Ababa, Ethiopia, which revealed
that male participation in the PMTCT services is 190 (88%), (Getu K, 2011). However, a higher than result
reported in eastern Uganda that is only 99 (26%) of the respondents had high level of participation

(Byamugisha R, James KT, Nulu S et al., 2010). This difference attributed to the method used and the



setting of the study, being busy on own businesses, individual difference in health seeking behaviour and
belief toward the service.

The result from the in-depth interview with health workers shows consistent with this finding that male
partners have better knowledge and awareness on MTCT and PMTCT compared to the pregnant mothers
but number of the male partner’s participation is still low. Due to barriers individual related factors, lack of

time for ANC/PMTCT service and being busy.

5.3 The association between independent variables and dependent variables.

Correlations and logistic regression analysis were conducted to answer this research question. This study
found none of the socio-demographic variables were statistically significant association with male
involvement in the PMTCT services. However, there is relationship between the socio-demographic
variables and male involvement in PMTCT services. This study revealed that Age and education level has
weak positive association with male involvement. This positive association might suggest that age and
level of education have positive influences on male involvement.

However, the results in table 12 showed that there is a low negative relationship between the marital status
and occupation of respondents with the criterion variable male involvement, which is not statistically
significant. The negative relationship might tell us a longer of relationship between a man and a woman
may have negative influence on the men’s involvement in PMTCT. This is consistent with previous findings
obtained by Tshibumbu (2006), which showed that non-significant (p=0.989) and very weak negative
correlation (r=-0.01) between male participation and duration of male’s conjugal relationship with the
female partner. other, Kasaye et al .(2005:129) in Metu and Gore towns of Ethiopia also found a non-
significant association that women who had a longer relationship with male partner or boyfriend were more

likely to disclose their HIV status to and receive support from the male partner.

Level of knowledge of the respondents and level of male involvement in PMTCT results were statistically

significant relationship (rs=0.319, p<0.01). This positive correlation might tell us that respondents with



good knowledge have also high level of involvement and vice-versa. Consistent with the finding of this
study, Getu k (2011) also found a statistically significant (p=0.011) positive correlation (r=0.172) between
the composite scores of knowledge and male participation in PMTCT. Other study done in Debermarkos in
Ethiopia found that males with moderate knowledge about PMTCT services were more likely involved in
PMTCT than those with poor knowledge. Also other study in Mambwe district of Zambia revealed a
significant association between knowledge of male partner with their involvement in PMTCT services
(Katz DA, Kiarie JN, John-Stewart GC et al., 2009). Lack of information on PMTCT and HIV testing in
Tanzania has contributed to low male partner involvement in PMTCT services (Family Health
International, 2011)

Other study similar found, Tshibumbu (2006:59) also found a statistically significant (p=0.00) positive
correlation (r=0.483) between the composite scores of knowledge and male participation in PMTCT.
Similarly, Byamugisha et al (2010), in the Mbale district of eastern Uganda found that males who had
heard about the PMTCT programmer were twice more likely to participate in PMTCT activities than those
who had not.

The findings of this study revealed that socio-cultural factors and the level of male involvement in PMTCT
services results were statistical significant relationship (rs=-0.381, p<0.01). They were negatively
correlated and this might tell us that low socio cultural influence highly involved in the PMTCT services
and vice-versa. In agreement with this study Getu k (2011), found a statistically significant (p=0.01) weak
negative correlation between composite score of socio-cultural belief of males and their participation in
PMTCT. Other study done by Tshibumbu (2006:60), found a negative association between socio-cultural
factors and the level of men’s involvement in PMTCT: an r= -0.154 and p of 0.084. These findings may
suggest that strong socio-cultural beliefs and opinions may have a negative influence on men’s
involvement in PMTCT programmes. Similarly, Theuring et al (2009:95) also found that males expressed

“general cultural or traditional habits” [37(30%)] and thought of ANC/PMTCT service as a female domain



[36 (29%)] and “fear of results of HIV test” [25(20%)] to be a potential barrier to male attendance of

ANC/PMTCT services.

The results of this study show that health facility related factors has a weak negative correlation (rs=-.154:
p >0.05) which was not significant. Similarly, Tshibumbu (2006:61) found a very weak negative
correlation (r=-0.014) between programmatic and PMTCT participation scores which was not significant
(p=0.881). Other study done in three public hospitals in Addis Ababa, Ethiopia found a weak positive
correlation (r=0.092) but not significant (p=0.176) correlation is found between programmatic score and

level of male participation.

The logistic regression analysis result found that male involvement was found to have a statistically
significant association with good knowledge of respondents (AOR=3.04, 95%CI: 1.30-7.09), attitude
(AOR=2.59, 95%CI: 1.09-6.13), socio-cultural factors (AOR=5.85, 95%CI 2.0-17.11)

This finding consistent with Amsalu et.al, (2013) found that male involvement was found to have a
statistically significant association with moderate knowledge about PMTCT (AOR= 4.4, 95%CI: 1.9-10.0),
good knowledge about PMTCT (AOR= 3.2, 95%CI: 1.29-7.9) and moderate programmatic factors (AOR=
10, 95%CI: 2.0-56.0).

5.4. The factors that influencing male partner involvement in PMTCT program.

The results summarized in table 13 and table 14 have showed majority of respondents, 77 (61.1 %), were in
the category of moderate socio-cultural influence. And 49(38.9%) of the respondents were in the category
of low level of socio-cultural influence.

As shown in table 8.1 (above), the total health facility related factors score of respondents largely
79(62.7%) lies in the category of moderate level and 46(36.5%) were in highly level and 1(0.8%) very high

level of health facility influence.



Consistent with study funding previously, by Amsalu et al. (2013:19) found Majority of the participants,
208 (79.7%), scored ‘moderate’ on programmatic influence where as 45 (17.2%) and 7 (2.7%) scored for
high and low programmatic influence respectively.

Consistent with study funding previously, by Amsalu et al. (2013:19) found Majority of the participants,
208 (79.7%), scored ‘moderate’ on programmatic influence where as 45 (17.2%) and 7 (2.7%) scored for
high and low programmatic influence respectively.

As the result show on the logistic regression analysis male partner involvement in PMTCT program
influenced by knowledge of participants who had moderate and good knowledge about PMTCT services
were 3.04 times more likely involved in PMTCT services. Moreover, male partners who were highly
influenced by the socio-cultural were 5.8 times more likely involved in PMTCT service than with low
socio-cultural influence.

Another factors mentioned was distance from health facility was major obstacle for men to attend
ANC/PMTCT clinic with their partner. 88 (69.8%) respondent mentioned that distance from health facility
affect the involvement of male partner in PMTCT. Similarly study done by Larsson (2010), found distance,

the cost of transport and clinic operation hours was also mentioned with some frequency.

Other factors that influence the male partner involvement in PMTCT was time of the service provided.
118(93.6%) of the respondents agreed on that PMTCT /MCH clinics should be opened during weekends
and evening so that men can access. They verified that time of service provision has a great contribution to
low male partners involvement in the PMTCT. Literature review stated that men consistently cited a series
of challenges of daily life that prevented them from participating in PMTCT programmes. Men talked
about their perceived principal responsibilities as providers. Thus, time spent at clinics and away from
work or other income-generating activities was clearly perceived as a barrier to their participation in
PMTCT programmes (Byamugisha et al. 2010, Larsson et al. 2010, Reece et al. 2010 and Falnes et al.

2011).



Others such as shortage of space in the MCH clinic, lack of special support from the management of the
health facilities and to improve male partner’s involvement in PMTCT services and lack of community

support were the factors that contributed to the low involvement in the PMTCT service.

Moreover, the interview with health professional showed that to address overall challenges related to low
male involvement in PMTCT service there should be weekend time service provision and problem with
inadequate space in the MNCH should be improved and other IEC /BCC materials should have to promote

male partner involvement in PMTCT program.



CHAPTER SIX
Conclusions and Recommendations

6.1 Conclusions

On the basis of the findings of this study the following conclusions have been reached.

The results of this study showed that 96(76.2%) of male partners have a good general knowledge on HIV
and MTCT/PMTCT and equal proportion of male have positive and negative attitude toward PMTCT
services. And higher proportion of male partners participated in PMTCT services and which is reasonably

good but not to the expected level.

Male involvement was also found to have a statistically significant weak correlation with Knowledge,
attitude and socio-cultural belief. Socio cultural factors, knowledge and attitude accounted for 5.9%, 3.0%
and 2.6% of the variation in male participation in PMTCT service respectively. The proportion of variance
in male involvement that is accounted for by the three predictor variables was 11.5%, which is low. This
shows that the great amount of variance in the criterion variable is unexplained by the predictor variables in

this study.

In general, this found that a higher proportion of respondents have a good knowledge about HIV
transmission, mother to child HIV transmission and ways of reducing the risks. Also higher proportions of
male partners participate in ANC /PMTCT. Therefore, as it also revealed from the in depth interview there
are other factors which influence level of male involvement in the PMTCT such as fear of test results, time
of the services provision, inconvenient of the ANC room and socio cultural related factors. On the other
hand, the findings of this study reflect the situation in health centre in urban setting and may not be

generalize able to different setting.



6.2 Recommendations

The following recommendations are made based on the findings of the study.

+ Interventions aimed at improving male participation in PMTCT should consider the factors related
to it. Priority should be given to addressing socio-cultural belief and fear of participation because of
perceived risk. Dissemination of cultural sensitive messages that acceptable socio-cultural issue

through PMTCT health promotion.

+ Arrangements should also be made to allow males access ANC consultation rooms with their
partners and time of services provision. This promotes interaction with the males, partners and the

provider and provides an opportunity to engage males in MCH in general and PMTCT in particular.

+ Comprehensive and comparative research should be done on male involvement in PMTCT services

in different setting like urban-rural, public- private and hospital and health centre.

+ Further research should be done to identify socio- cultural related factors that affect male partner’s

involvement to address the issues.
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ADDIS ABABA UNIVERSITY
SCHOOL OF PSYCHOLOGY

INTRODUCTION:

My name is ------------------ . I am working as data collector in a survey conducted by the Measurement and
Evaluation Department, Psychology, of Addis Ababa University. | am interviewing men here about MTCT
and PMTCT related knowledge, attitude, and practice and identify factors affect male involvement in
PMTCT in order to generate information necessary for the planning of appropriate strategies
(interventions) to prevent mother to child transmission of HIV and promote appropriate male involvement
in the country. To attain this purpose, your honest and genuine participation by responding to the question

prepared is very important & highly appreciated.

CONFIDENTIALITY AND CONSENT

We would like you to answer some personal questions that some people may find it difficult to answer.
Your answers are completely confidential. Your name will not be written on this form. The nurses, doctors,
and other people will not be told what you said in connection to your name. You do not have to answer any
question if you don't want to and you can stop the interview at any time. However your honest answer to
these questions will help us to better understand the experience of mothers related to VCT and infant
feeding practices. We would greatly appreciate your help in responding to this study. The interview will
take about 20 - 30 minutes. Would you be willing to participate?

If yes, proceed

If no, thank and stop here.

(Signature of interviewer certifying that respondent has given informed consent verbally)

Thank you



Questionnaire

I. Socio- demographic questions
Instruction: - please provide short answer to the socio-demographic questions.

S/N | Question Coding categories Skip

1.1 | Age 1. 15-24

25-35

36-40

41-49

1.2 Marital status Married

Divorces

Cohabitating

PIWINIEP AW

. Other

1.3 Education status 1. Cannot read and writ

2. Read and write

3. Completed Primary
school

4. Complete secondary
school

5. Diploma and Higher

1.4 | Occupation 1. Daily labour

2. Employed

3. Own Businesses

II. Knowledge and awareness on HIV/IMTCT/PMTCT

Instruction: for the statements assessing knowledge and awareness on HIV/MTCT, please answer
“yes” if you agree , “No” if you disagree or “don’t know” if uncertain.

SIN Question Coding Skip

categories
1 HIV is transmitted through?
1.1 Unprotected Sexual intercourse 1. Yes

2. No.

3. Don’t know
1.2 Unsafe blood transfusion 1. Yes

2. No.

3. Don’t know
1.3 Sharing of Contaminated sharps/needles 1. Yes

2. No.

3. Don’t know
1.4 Mother to child transmission 1. Yes

2. No.




3. Don’t know
1.5 Do you know the risks of acquiring HIV? If no skip
1. Yes question 2.
2. No.
3. Don’t know
1.6 Risks of acquiring HIV infection
1.6.1 Unprotected sexual intercourse with an infected | 1. Yes
person 2. No.
3. Don’t know
1.6.2 Multiple sexual partners. 1. Yes
2. No.
3. Don’t know.
1.6.3 Having sexually transmitted infections 1. Yes
2. No.
3. Don’t know
2 Mother- to-child transmission of HIV
2.1 | HIV can be transmitted from mother to child 1. Yes
2. No.
3. Don’t know
2.2 | HIV can be transmitted from infected mother to | 1. Yes
child during pregnancy 2. No.
3. Don’t know
2.3 | HIV can be transmitted from infected mother to | 1. Yes
child during labor and delivery 2. No.
3. Don’t know
2.4 | HIV can be transmitted from infected mother to | 1. Yes
child while sleeping with baby on same bed 2. No.
3. Don’t know
2.5 | HIV can be transmitted from infected mother to | 1. Yes
child during breast feeding after birth 2. No.
3. Don’t know
3 What helps reduce mother to child transmission of HIV
3.1 HIV counselling and testing for pregnant | 1. Yes
mothers 2. No.
3. Don’t know
3.2 HIV counselling and testing for male partners 1. Yes
2. No.
3. Don’t know
3.3 Antiretroviral drugs to infected mother and new | 1. Yes
baby born form her 2. No.
3. Don’t know
3.4 Delivery by caesarean section 1. Yes
2. No.
3. Don’t know
3.5 Complete avoidance of breast feeding is one | 1. Yes
option 2. No.




3. Don’t know
3.6 Exclusive breast feeding for first 6 months is | 1. Yes
one option 2. No.

3. Don’t know
3.7 Using contraception by HIV positive couple 1. Yes
2. No.

3. Don’t know
4 Have you ever heard about a program called | 1. Yes
Prevention of Mother-To-Child Transmission | 2. No.

(PMTCT) of HIV? 3. Don’t know
5 Do you know that PMTCT services are offered | 1. Yes
in all government health facilities? 2. No.

3. Don’t know
6 Do you know that pregnant women are | 1. Yes
counselled and tested at antenatal care clinic? 2. No.

3. Don’t know

III. QUESTIONS ON ATTITUDE TOWARDS PMTCT

Instruction: for the following statements related to socio-cultural belief about PMTCT, please
express your opinion by stating “strongly agree”, “agree”, “undetermined”, “disagree” or “strongly
disagree”

SA: Strongly agree; A-Agree ; U-undetermined ; D: Disagree; SD: Strongly disagree

SIN Question SA |[A U D SD
1 2 3 4 5
1 It is important that every pregnant woman
gets tested for HIV with her partner
2 If couples are infected with HIV then they
shouldn’t think of having child.
3 Do you think using condom during

pregnancy and breastfeeding reduce MTCT

4 Some male don’t accompany their wife at
ANC clinic since it women issues

5 Male should support his wife choice of
feeding the baby

6 Some male partners don’t undergo for HCT
to know their HIV status due to fear of
disclosure.

7 An HIV test result of a pregnant woman

indirectly confirms HIV status of her partner

8 Couples should use condoms at least until
they know their HIV status is negative

9 It is better to live with unknown HIV status




than live depressed with positive HIV status
known

10

Even if couple belive they are faithful to
each other they should be tested for HV
together during ANC follow up for the sake
of PMTCT

Instruction: for the questions assessing level of male participation in PMTCT, please answer “yes” if

IV. LEVEL OF MALE INVOLVEMENT IN PMTCT

you agree , “No” if you disagree or “don’t know” if uncertain

S/N Question Coding Skip
categorise
4.1 Have you ever self initiated the | 1. Yes
discussion on importance of PMTCT | 2. No.
service with your partner during this | 3. Don’t know
pregnancy?
4.2 Have you ever requested your wife to be | 1. Yes
tested for HIV during her pregnancy? 2. No.
3. Don’t know
4.3 If your partner had ANC follow up, have | 1. Yes
you ever asked her what 2. No.
information/service she got at ANC 3. Don’t know
clinic
4.4 Have you ever reminded your partner of | 1. Yes
her ANC follow up (schedule 2. No.
3. Don’t know
4.5 Did you cover medical expenses of your | 1. Yes
partner in the ANC follow up during her | 2. No.
pregnancy? 3. Don’t know
4.6 Did you accompany her to ANC clinic | 1. Yes
at least once during her pregnancy? 2. No.
3. Don’t know
4.7 If yes to .6 did you enter in to ANC 1. Yes
room together with your partner? 2. No.
3. Don’t know
4.8 Were you counselled and tested for HIV
during your spouse’s/partner’s 1. Yes
pregnancy? 2. No.
3. Don’t know
4.9 If yes to Q 8, were you counselled and 1. Yes
tested together with your partner? 2. No.




. Don’t know

4.10

Assuming you are willing for HIV test
now, will you confide in your female
partner if you test positive for HIV?

WP W

. Yes

No.

. Don’t know

4.11

Assuming your female partner gives
consent for HIV test and tests positive,
will you accept that she and the newborn
take ARVs for PMTCT

N -

. Yes
. No.
. Don’t know

4.12

Assuming your female partner tests HIV
positive, would you be confident to
help in the newborn’s medical follow up
until the HIV status is known?

N -

. Yes
. No.
. Don’t know

4.13

Assuming your female partner and you
both gives consent for HIV test and your
female partner tests positive while your
test negative, would you decide to
discontinue your conjugal or love
relationship

N

. Yes
. No.
. Don’t know

4.14

Assuming you and your partner are HIV
tested, If you are positive while she is
negative, would you be confident to use
condom  consistently to  prevent
transmission to her and thus to the
child?

N

. Yes
. No.
. Don’t know

V. Factors Affect Male Involvement in PMTCT program

Instruction: if the following statements affect male partner involvement in PMTCT, please express your
opinion by stating “strongly agree”, “agree”, “undetermined”, “disagree” or “strongly disagree”

29 ¢¢

SIN Question 1 2 5
SA | A SD
5.1 SOCIAL-CULTURAL FACTORS:
521 A pregnant woman can be tested for HIV without
the permission of her husband/partner
5.2.2 Men should accompany their pregnant
wives/partners to ANC/PMTCT clinics
5.2.3 Men who accompany their female partners to
ANC /PMTCT clinics are weak or bewitched
524 It is a shame for men to discuss with women

about HIV testing during pregnancy




525 Men and women should undergo HIV testing at
the same time at PMTCT clinics

5.2.6 Couples can use condoms to reduce chances of
mother to child transmission of HIV

5.2.7 ANC/PMTCT clinics are for women and children
only.

5.2.8 A positive HIV test in a pregnant woman shows
that she has been unfaithful to her husband

529 If a pregnant woman is found to be HIV positive,
she should be divorced

5.2.10 | PMTCT Information should first be given first to
men then to women

5.3 HEALTH SYSTEM FACTORS:

53.1 Men should have “male only PMTCT clinics

53.2 At the MCH/PMTCT clinics Men should be
attended to by Male health workers only

53.3 Health workers do not like to see men at MCH and
PMTCT clinics

534 MCH/PMTCT clinics are made for women and
children only

535 PMTCT /MCH clinics should also be opened
during weekends and evening so that men can
access also

5.3.6 You can attend PMTCT clinic if invited by health
worker to come

5.3.7 PMTCT programmes have done very little to
involve men

5.3.8 PMTCT clinics are conducted very far from your
home and transport is expensive

5.3.9 You can do HIV test with your wife, only if your

are promised to be given ARV thereafter




ADDIS ABABA UNIVERSITY

SCHOOL OF PSYCHOLOGY

INTRODUCTION:

My name is ------------------ . I am working as data collector in a survey conducted by the Measurement and
Evaluation Department, Psychology, of Addis Ababa University. | am interviewing men here about MTCT
and PMTCT related knowledge, attitude, and practice and identify factors affect male involvement in
PMTCT in order to generate information necessary for the planning of appropriate strategies
(interventions) to prevent mother to child transmission of HIV and promote appropriate male involvement
in the country. To attain this purpose, your honest and genuine participation by responding to the question

prepared is very important & highly appreciated.

CONFIDENTIALITY AND CONSENT

We would like you to answer some personal questions that some people may find it difficult to answer.
Your answers are completely confidential. Your name will not be written on this form. The nurses, doctors,
and other people will not be told what you said in connection to your name. You do not have to answer any
question if you don't want to and you can stop the interview at any time. However your honest answer to
these questions will help us to better understand the experience of mothers related to VCT and infant
feeding practices. We would greatly appreciate your help in responding to this study. The interview will
take about 20 - 30 minutes. Would you be willing to participate?

If yes, proceed

If no, thank and stop here.

(Signature of interviewer certifying that respondent has given informed consent verbally)



In-

1.

10.

11.

12.

depth interview Question for the health personnel

What was your effort to convince male partners
deciding to take couple counselling?

How long are you taking in average for each
counselling session?

Is your room convenient for couple counselling?

Do you have an appropriate document system to
provide the necessary data to concerned body?

What do you think that the common barriers or
obstacles for male partners which deter them for PMTCT service?

What do you think the most common reason for the
male partner to seek for couple counselling? probe

Is your room convenient for confidential
counselling?

What do you observe about the trend of male
partners participation on PMTCT service compared with past years?

What are the challenges you encounter in providing
couple counselling for couples?

What do you think about the challenges that must be done to improve the services?
What is your education qualification?

Have you had training on PMTCT?
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