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Abstract

Background: Prevention of mother to child transmission of Human Immunodeficiency Virus
(PMTCT) programme requires great male participation to attain Ethiopia’s new plan to
elimination of mother to child transmission of Human Immunodeficiency Virus by 2015. In this
regard, antenatal care is one of the areas where male couple is expected to participate through
voluntary counselling and testing. Currently, studies showed that male involvement and support

in the program is critical to improving women’s uptake of the services.

Objectives: To assesses male involvement in prevention of mother to child transmission of HIV
in the context to partner testing and associated factors at antenatal care in Goba town, Bale zone,
and Oromia region.

Methods: A facility-based cross-sectional study was conducted. A total of 422 male partners,
whose spouses were attending antenatal care at Goba hospital were enrolled through systematic
sampling method. The study was also supplemented by two focus group discussions. The data
were cleaned and coded then analyzed using SPSS for windows version 16. Odds ratio were
computed to assess the presence and degree of association between dependent and independent
variables. Logistic regression analysis was carried out to see independent effect of each variable

on the outcome. Qualitative data was also analyzed by thematic content.

Result: Only 22.7% of male partners accompanied their spouses for HIV testing and
counselling at antenatal clinic. Men having no formal education was 90% less likely to be tested
as compared to those who had completed the higher education [AOR=0.1, 95%CI: 0.023-0.050,
P=0.004]. Identified barriers to male involvement in the PMTCT programme were individual
factors such as being busy, proxy testing, fear of being tested and neglecting importance,
inadequate knowledge about the program, health system factors and absence of legally enforced

law that makes male to participate.

Conclusion and Recommendation: Majority of male partners had not participated in prevention
of mother to child transmission (PMTCT) program at antenatal clinic. To promote uptake of the
service by male partner, there is a need to raise awareness of the program among community
through behavioral change and communication, develop a new strategy for promoting male
participation in the program and couple HIV testing laws should be revised to get HIV free

generation.
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1. Introduction

1.1. Background
By 2009, a total of 33.3 million people worldwide estimated living with the human

immunodeficiency viruses (HIV) of which 2.5 million were children. A total of 370,000
children estimated to be infected with HIV through mother-to-child transmission (MTCT), and
210,000 AIDS deaths in 2009, most of them live in Sub Saharan Africa. It has been stated that
these figures indicate not only the magnitude of the problem, but also the facts that pediatric HIV
infections are still prevalent and causing worry (1). This is an indication that it needs to work

hard for getting HIV free generation.

Ethiopia is one of the countries severely hit by HIV. Besides the dominant heterosexual
transmission, vertical virus transmission from mother to child accounts for more than 90%of
pediatrics AIDS.(2) Prevention of mother to child transmission of (PMTCT) of HIV is one of the
strategies to prevent pediatrics HIV infection. Taking this fact in to account, PMTCT service has
been implemented in Ethiopia since 2001. However it remained a challenge for the country due

to low coverage of the service, inadequate quality of available service and low male involvement

3).

Study showed that male involvements increase the uptake of PMTCT Services though their
actual involvement in several countries of Sub- Saharan Africa is low including Ethiopia (4).
Reports from MOH of Ethiopia in 2012 stated that low male partner involvement is one of the
challenges to success of the country’s PMTCT program and, the country has made major efforts
through the scale up of PMTCT program to address these challenges as well as others factor that
hinder the service through demand creation, using development army to sensitize community and
sending invitation letter for male partner to attend antenatal care. As a result, the number of
health facilities providing PMTCT service increased by 31%(to1,445) from 2010/2011 in the
country and Partner testing rate has increased from7% in 2011 to 20 % in 2012 (5). As to
proposed area, despite ANC coverage is 90% for the year 2012, only 10% of pregnant women
accompanied by their partner (Goba hospital HMIS, 2012).

In Ethiopia very few studies were conducted from male point of view for their low participation

in PMTCT/ANC service, practically nil for proposed area. Therefore, this study would address



this gap by assessing the magnitude of male partner testing and its barriers at ANC in Goba

town.



1.2. Statement of the Problem

Prevention of mother to child transmission of HIV programme requires great male participation.
Currently, it has been recognized that their involvement and support is critical to improving
women’s uptake of the services including the decision to test, returning for test results and
correctly taking ARV drug (6). In this regard, antenatal care is one of the areas where male
couple is expected to participate through voluntary HIV counseling and testing. However, in
majority of SSA including Ethiopia, their participation is still weak particularly partner testing
rate is low. For instance, the 2012 ministry of health of Ethiopia report revealed that among
pregnant women who had antenatal care, only 20% of them came with their partner for voluntary

HIV counseling and testing(5,7).

Several studies have shown that individual, socio-economic, cultural and programmatic factors
to hinder the participation of male at antenatal care (7). To respond for the factors, Country like
Ethiopia has made major efforts through the scale up of PMTCT program. However, male
involvement in the program still remains a big problem for the country and much need to be

done to contain the problem.

The extents of male involvement in previous studies have not been examined in accordance with
the existing HIV testing law. Absence of clearly stated legally enforced law on disclosure of HIV
status between couples by health professional or no means of partner notification, and non-
existence of law that enforce partners to use the available PMTCT services might have

contributed for low male involvement at antenatal care(8).

Therefore, this study was intended to assess the magnitude of partner testing and associated
factors, to explore opinions of study participants and health professionals working at the area as
well as mother support group (MSG) on the need for breaking confidentiality between legally
married couples on their HIV status and to explore opinions of study participants on the need for

legal enforcement for married couples to use available PMTCT service.



1.3. Significance of the Study

Male involvement is required for prevention of mother to child transmission of HIV. Their
involvement in the program can increase the utilization of the service by women through
encouraging their partners to visit antenatal clinic. In this regard, male partner should be
involved meaningfully for the success of the program. However, until now very little success has
been reported with regard to men’s involvement. So, this study would address the challenges for
low male involvement and provided initiative recommendation that foster their involvement at
the program and helped the policy maker to revise the health policies, law and regulation to
reduce MTCT of HIV in line of getting HIV free child. Furthermore, information obtained from

the study could serve as a base line data for further research.



2. Literature review

2.1. Overview of prevention of mother to child transmission of HIV

HIV infection transmitted from an HIV-infected mother to her child during pregnancy, labour,
delivery or breastfeeding is known as mother-to-child transmission (MTCT). The prevention of
mother-to-child transmission (PMTCT) is a highly effective intervention and has huge potential
to improve both maternal and child health. In 2001, the United Nations General Assembly set a
target for 80% of pregnant women and their children to have access to essential prevention,

treatment and care by 2010 to reduce the proportion of infants infected by HIV by 50 %( 9).

Without intervention, 25-40% of infants born to HIV-positive mothers will become infected.
With current interventions, this risk can be reduced to less than 5%. Ensuring provision of
maternal antiretroviral therapy for pregnant women who require treatment for their own health
and effective provision of PMTCT interventions improves maternal health and infant HIV free
survival and can substantially reduce pediatric HIV over time. Mother-to-child transmission
(MTCT) of HIV infection remains a major public health problem and constitutes the most

important cause of HIV infection in children less than 15 years 0ld(10).

2.2. Men’s involvement in PMTCT program at ANC

As depicted in the conceptual frame work, involvement of male in the program is evaluated by

the number of male partner undergoing HIV testing and counseling at antenatal care.

Why “couple testing” at ANC is important

Assists couples and partners to reduce HIV risk, learn HIV status, Dispel myths about HIV
transmission, Creates an environment that is safe for disclosure of HIV status among partners
includes communication strategies, problem-solving and negotiation skills, and skill building.
Given the great extent of testing of pregnant women, there are important opportunities and
benefits of testing their male partners. In antenatal care (ANC) settings couple HIV counseling
and testing where the father and mother can share knowledge of their HIV status and their
unborn child’s risk of infection and can improve access and adherence to PMTCT interventions

and thus decrease the number of infant infections (11,12).



Why male participation and involvement in PMTCT is critical

Men need to test together with their partners, make decisions together on the aspect of safer sex
and feeding of the baby. Women who have their partner’s support are adherent to PMTCT
regimen, family planning decisions are critical to prevent repeated pregnancies among HIV
infected women and some women who test negative during ANC still seroconvert during
pregnancy /post delivery. In addition a Catholic HIV and AIDS network(CHAN) report has
shown that Women often identify the lack of support from their husbands or partners as a major

barrier to accessing antenatal or other forms of health care (12, 13).

2.3. Magnitude of partner testing

Article reviewed, survey conducted in Cameroon, and Uganda revealed that only 18% and 5% of
men had attended ANC with their partners for HIV counselling and testing respectively (14, 15).
According to FMOH-HSDP4 annual performance report for EFY 2011\12, Partner testing rate
has increased from7% to 20 %. similarly, reports from AIDS Reliefs consortium members
showed that, partner testing increased to 17% in 2011 compared to 0% in 2010 after creating
CQI team at St.Luke Hospital and suggested that male partner involvement via partner HIV
testing is challenging but achievable. Another cross-sectional study conducted in Ethiopia has
also identified only 15.7% women were accompanied by their male partners to the health centers

for ANC or HIV testing (5, 16, 17)

2.4. Barriers to male partner involvement in PMTCT
Demographic barriers

A cross-sectional study conducted in Zambia and Uganda revealed that there was a postive
association between age and level of male involvement. The postive association suggested that
an increase in age has a postive influence on man’s willingness to be involved in PMTCT.
Levels of education were also identified factors for partner involvement. Men who had high level
of education were more likely to get involved in the program than with less education.
Furthermore, a negative association was found between the duration of marriage and the level of
male involvement in the program, the finding suggested that longer duration of relationship
between a man and women may have a negative influence on the men’s involvement in PMTCT

(15.18).

Societal or cultural barriers



Systematic reviews conducted across the different studies in Africa revealed that most of male
partners perceived that antenatal care services as a women affairs. Some of male partner were not
supported by culture that male to participate in antenatal care activities (7,19). Similarly,
descriptive study conducted in Tanzania showed that15.5%, 21.4%and 9.7% of male partners
perceived that the services as women affairs were not supported by culture to participate in
antenatal care activities and felt shy to attend antenatal care (20). Again, a qualitative study
conducted in Ethiopia revealed that socially constructed gender roles was found to be as a
barriers to male partner testing . In other article reviewed, Poor communication between spouses
on PMTCT has also contributed to low turnout of men in antenatal clinics in sub-Saharan Africa.
Again a study conducted in Cameroon showed that most women conceded that they avoid
talking about safe sex and HIV/AIDS to their partner because they feel embarrassed if they start

conversation on these issues (7, 14, 21).

Male individual factor barriers

Study conducted in several SSA revealed that being busy, have no interest, fear of being tested,
stigma, lack of confidentiality and negative provider attitudes were identified factors as barriers
to male involvement in PMTCT/ANC services(19,21,22). Reports from FDRE documented that
among those who are aware of the availability of prevention of mother to child transmission
(PMTCT) services, many do not use them due to fear of discrimination and abandonment by

their spouses and other immediate families; and dislike of being seen in VCT rooms (23).
Information/knowledge barriers

Study conducted in SSA revealed that reason for men not to test is that the female partner had
tested, and it was assumed that her result would be the same as his “proxy testing” and, lack of
awareness of antenatal voluntary Counselling and testing services is another barriers in some part
of Africa however most studies showed that male are aware of the benefits of PMTCT and
partner testing. In addition, study conducted in different part of Africa showed that there is a
postive association between knowledge about PMTCT service and level of male involvement.
These finding revealed that an increase in knowledge and awareness about PMTCT may have

postive influence on men’s involvement PMTCT (18, 19, 21, 25, 26).

Health system barriers



Research conducted in Africa indicated that, inadequate spaces for confidential counselling and
private disclosure, long waiting time, perception of male antenatal clinic as being male
unfriendly, distrust in the confidentiality of health care system, not allowed to enter antenatal
clinic and mistreatment from health worker were identified as an obstacle for male involvement
(7,15, 19,26,27,28). The most important aspect has not been addressed by majority of studies.
That is the issue of partner testing from perspective of public health law has not been examined.
So, this study will address the magnitude of partner testing and factors associated to male

involvement in PMTCT program at ANC.



2.5. Conceptual Frame Work

Figure 1: A Conceptual frame work for factors associated with partner testing at ANC Goba
Woreda, Bale Zone, South East Ethiopia, October, 2014.



3. Objectives

3.1. General Objective

To assesses male involvement in prevention of mother to child transmission of HIV at ANC in

context of partner HIV testing and associated factors.

3.2. Specific Objective

e To assesses magnitude of partner testing at antenatal care.

e To identify factors associated with male partner testing at antenatal care.

e To explore opinions of PMTCT health service providers and mother support group on the
need for partner notification between couples on their HIV status

e To explore opinions of PMTCT health service providers and mother support group on the

need for legal enforcement’s of couples to use the VCT services at antenatal clinic
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4. Methodology

4.1. Study Area and Period

The study was conducted from September 15, 2014 to October 9, 2014 in Goba Woreda at Goba
town. It is one of the 18 Woreda in Bale Zone, Oromia region, South-East Ethiopia. The town is
444 Km south-east from the capital city Addis Ababa and 13 Km from capital city of Bale Zone
(Robe town).

Administratively the Woreda is structured into two: Goba rural woreda with 15 rural Kebeles
and Goba administrative town with 2 urban Kebeles. In the woreda there is one government
referral hospital and four health centers. The total population of the woreda has been estimated
89,859(Projected from CSA 2011) . Of these 50, 650 live in urban and 39,209 reside in rural
area. ANC coverage of the Woreda was 90% and the proportion of mother counseled and tested

in 2012 at Goba hospital was 100% whereas partner testing was 10%.

The Goba referral hospital in the town started to provide PMTCT service in 2002 and since
2013/2014 year, the Hospital has implemented the new option B+ PMTCT program. The study
area is purposively selected because the hospital is one of the facilities in Bale zone which has
implemented PMTCT service earlier when our country adopted the program, Secondly, partner
testing rate is low which is below national level and needs further study.

4.2. Study Design
A facility based cross-sectional survey was conducted concurrently supplemented by two focus

group discussions (one with PMTC staff and the other with mother support group).
For quantitative Survey

4.3. Population

Source population

All male partners whose spouse visited Goba hospital for antenatal care during the period of July

2013 to June 2014.

Study population
11



All sampled male partners whose spouse visited Goba hospitals for antenatal care during the

period of July 2005 to June 2006.
Inclusion and Exclusion criteria
Inclusion criteria

e Male partner whose age is above 18
e Marriage or relationship with a woman visited ANC clinic during the period

of July 2005 to June 2006.

e Permanent residents in Goba Town
Exclusion criteria

e Male partner of pregnant women who already knew his HIV status and come
for ANC during stated period will be excluded

e Mentally ill husbands

e (ritical ill husband

e Partner away from his permanent residents area during data collections period

4.4. Sample Size Determination
The sample size was calculated based on the estimation of the proportion of partner HIV testing

at ANC in the study area taken which was a prevalence of 10 % for the year 2004EC (Goba
Hospital HMIS), absolute precision of 3% and a 95% level of confidence are entered in to a
single proportion formula with a non-response rate of 10%, 422 subjects are estimated as shown

below;

n = (Zy»)’ p(1-p)
d2

Where;

n = Sample Size
z = Standard normal value corresponding to 95% confidence interval = 1.96

d = Margin of error 3% = 0.03

12



p = Expected proportion of male partners tested at ANC from Goba hospital report in
2010 is used which is 10%.

q=1-p=1-0.1=0.9
n=1.962*0.1*0.9/0.03
n=3.84*0.1*0.9/0.0009
n=384+10%NR= 422

4.5. Sampling Procedures
Systematic random sampling technique was used to select the study participants. The sampling

frame was obtained from Goba hospital’s ANC registration book to identify a total of 2030
women who had antenatal care during the period of July 2005 to June 2006 E.C. Then, Personal
records of these women were used to recognize addresses of their male partners. The male
partners whose wife had antenatal visit during stated period were 2030. To establish the
sampling interval, the sampling frame was then divided by the sample size (422), accordingly,
every five person with a random start were selected from the list until the required number was
reached. Later, the men were traced at their place of residence using the information obtained

from ANC registration and recruit them for the study.

4.6. Data Collection Instrument and Procedure
Data were collected using a structured and semi structured questionnaire by reviewing previous

similar studies conducted that could capture the objective. The questionnaire included
information on socio-demographic characteristics, knowledge about PMTCT, experience on
counselling and testing for HIV at antenatal clinic, socio-cultural belief about PMTCT/ANC,
opinion about the need for breaking confidentiality between partners on their HIV status and
opinion on the need for legal enforcement of partner to utilize VCT service .The questionnaire
were also pretested before actual administration in a similar setting to ensure accuracy, and were
translated in to Amharic and pretested on 5% of male partner attending ANC with their wife at
Goba hospital (not included in the study) then back to English to ensure its consistency. Sampled
male partner of pregnant women who visited at ANC during July 2005 to June 2006 were traced
at the Goba town and interviewed. Interviews were conducted by five experienced urban health

extension worker along with five local guider and they were supervised by two health officer.
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For Qualitative study

Focused group discussion was used to supplement the quantitative study. It was conducted in
two different groups, including: mother support groups and health professional working on
PMTCT at Goba hospital. These groups were purposefully selected since they are involved in the

program. (Annexes4)

The FGDs were moderated by principal investigator. And, notes were taken by an assistance that
had training and experience in conducting FGDs. The discussions were conducted in Amharic.

The interviews ranged in length from 45 to 90 minutes

Audio recorded with participants’ permissions was used. A guide and questions were developed
based on the research objectives. Themes included were knowledge on PMTCT program,
benefits of the program and specific service given, importance of male partner HIV testing,
perceived barriers to HIV testing at ANC, opinion on partner notification and, legal enforcement
of partner to use PMTCT/ANC were also area of focus considered.

4.7. Study Variables
Dependent variables

e Partner testing at ANC is taken as dependent variable
Independent Variables
The independent variables have six components, mentioned under:

e Knowledge and awareness about PMTCT
e Experience on HIV counselling and testing at ANC
e Socio-cultural factors
e Programmatic factors
e Demographic characteristics of men
e Opinion on" HIV testing laws and policies (confidentiality)
4.8. Operational Definition
e Couple: Two persons in an ongoing sexual relationship; each of these persons is referred

to as a “partner” in the relationship

14



Couples HIV testing and counseling (CHCT): - When two or more partners are
counseled, tested and receive their results together (11).

Partner testing: This is when one partner has already been tested, and the other partner
is then tested separately. This would be a common scenario in antenatal settings, where
women are routinely offered HTC and then encouraged to bring in their partner for
partner testing. Partner testing may occur with or without disclosure. Whenever
appropriate and feasible, however, mutual disclosure of HIV test results under the
guidance of a counselor should be encouraged and facilitated. In this study partner testing
with mutual disclosure is considered a form of CHTC (11).

Male involvement in this study refers to engaging men to participate in health services
together with their partners, especially in ANC settings for HIV testing and counselling.
Disclosure: When one partner shares his or her HIV status with another partner (or any
other person), this is referred to as disclosure. When individuals learn their HIV test
results alone, they often bear the burden of disclosing their HIV status to their partners
without assistance from a trained counselor or health care provider (11).

Mutual disclosure: When two (or more) partners share their HIV status with one
another. CHTC ensures mutual disclosure of HIV status between partners. When partners
learn their HIV Status together, they also agree that decisions about mutual disclosure to
any third parties must be made together (11).

Partner notification: When an authorized individual in a health facility or health system
shares a person’s HIV test result with that person’s partner, or partners, in order to protect
the health of that partner. This may occur with or without the expressed consent of the
original partner (11).

A serodiscordant couple is a couple in which one partner is HIV-positive and one
partner is HIV-negative. Although one partner is currently HIV-negative, this does not
mean that this partner is “immunized” or protected against getting HIV in the future. It is
of paramount importance for serodiscordant couples to avoid transmission to the HIV-
negative partner. It is possible for couples to stay HIV serodiscordant indefinitely if they
consistently practice safer sex using male and female condoms. The annual risk of

transmission of HIV from an infected partner to an uninfected partner in serodiscordant
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couples can be reduced from20-25% to 3—7% in programmes where condom use is

recommended for prevention (11).

e Male a male biological gender of a married and/or sexual partner of a woman who is

pregnant.

e Partner one who is married to or cohabitating with another individual of opposite sex.
Sometimes either of the words “female” or “male” is added to indicate the sex of partner.
e Knowledge and awareness about PMTCT among men
It means that knowledge on mother to child transmission of HIV, method to prevent
mother to child transmission of HIV and also awareness of the existence of PMTCT

program in Hospital.

Rating for knowledge assessment

The composite measure of respondents’ knowledge was measured by the total number of correct
answers to four item questions on knowledge about MTCT of HIV. These are questions related
to Knowledge on transmission of HIV from infected mother to child, transmission of HIV during
pregnancy from mother to her child, possibility of HIV transmission during delivery and HIV
transmission through breast feeding. Accordingly those respondents who scored greater than
75% of knowledge assessment questions were thought as having adequate knowledge and those
respondents who answered less than or equal to 75% of knowledge assessment questions were

thought as having in-adequate knowledge.

e Socio-cultural factors: - In this study Socio-cultural factors relates to men’s opinion,
perception and their role in PMTCT program at ANC clinic and couple communication
on sexual issue and decision making for HIV test

¢ Programmatic factors: - These are factors that are related to the PMTCT program at
ANC themselves and how friendly to men. In this study, programmatic factors related
to men’s opinion on gender-specific PMTCT clinic, on the suited of PMTCT clinic
times with men’s daily activities, waiting time at clinic and on staff attitudes.

e Demographic factors:- The demographic factors which are age, education level,

occupation, religion, duration of marriage and income
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e Opinion: A belief or judgment on a law enact on breaking confidentiality between

spouse and a law that enforce partner to use PMTCT service

4.9. Data Quality Management (quality control)
Training of data collectors

The data were collected by five urban health extension worker experienced in data collection
after training was given for them in the required approach. They were supervised by two health
officer and principal investigator

Pre-testing

The questionnaires were pre-tested among male partners in the ANC at Goba Hospital in a
similar setting to ensure accuracy and correction was made accordingly and a final version of the

questionnaires were made as agreed upon.

Translation of data collection tools
The consent forms, questionnaires and FGD guide were translated into Amharic and back
translated to English to ensure its consistency.

Method triangulation

The use of FGD to triangulate the result with quantitative findings
Use of audio-taping to ensure accurate record of interviews

4.10. Data Analysis Procedures
For quantitative study

Data collection took place from September 15 to October 9, 2006. The collected data were
cleaned and checked for completeness then data were entered and analyzed using SPSS Version
16 soft ware. Descriptive statistics such as frequency distribution, and percentages were used.
Tables were also used to present the data. Odds ratio with 95% confidence intervals were
computed to assess the presence and degree of association between dependent and independent
variables. P-Value of less than 0.05 was set as a cut-off point for the significance of the
association between the variables. Logistic regression analysis was carried out to see the

independent effect of each variable on the outcome.

For qualitative study
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Qualitative data: Contents of FGDs were grouped according to the emerging themes and

analyzed manually through thematic approach.

4.11. Ethical Consideration
Ethical clearance was obtained from the ethical clearance committee of College of Health

Sciences, Addis Ababa University, through School of Public Health before the study was
implemented. Then, permission was obtained from the Woreda administration, Woreda Health
Office and Goba hospital. Prior to interview; informed consent was also obtained from each

participant.

4.12. Dissemination of Findings
The findings will be submitted to the school of public health of Addis Ababa University in

partial fulfillment of the requirements for the degree of masters in reproductive health. A copy
of the finding will be disseminated to Goba Hospital and power point presentation to PMTCT
staff as well as to Goba woreda health bureau and Bale zone health bureau will be made .
Finally, the findings will be presented in the annual scientific conference of Ethiopian Public
Health Association. And, attempt will be made to publish the findings on local, or national or

international peer reviewed journals.
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5. Results
5.1. Quantitative findings

5.1.1 Response Rate and Sample Size

The data were collected from 409 respondents through face-to-face Interviews making the
response rate of 97%. Of the sampled 422, thirteen could not be interviewed at indicated
addresses because of eight were absent during study period, three refused to participate and two

men died.

5.1.2. Socio-demographic characteristics of respondents

As shown in table 1, Out of the total respondents, 57.2 %( n=234) were between 30-39 years of
age, 26.2 %( n=107) were between18-29 and the rest16.6 %( n= 68) were between the age of 40-
54. Concerning the duration of marriage between partners, 36.2% (n=148) of respondents have
been in a relationship with their wife for less than 5 years whereas 45.7% (n=187) for 5 to 10
years and the rest 18.1% (n=) for more than 10 years. Pertaining to the educational status, 11.7
%( n=48) had no formal education, 18.3 %( n=75) had attained grade 1-6, while over one third of
the respondents 39.1 %( n=160) had attained secondary education and the remaining 30.8 %(
n=126) were at the level of higher education. Among the total respondents 44.5% and 43.5%
belonged to Oromo and Amhara ethnic group respectively and the remaining 12.1% belonged to

other ethnic group (Tigre, Gurage and Wolaita).

About three-fourth of respondents (75.8 %) belonged to Orthodox Christians, 16.6% were
Muslim, and the remaining 7.6% were protestant. With regard to occupation 20% of the
respondents were government employers, 28.6% were private employed, and 28.9% were
merchants whereas 22% belonged to other occupation (Farming, Daily laborer and Driver). The
monthly income of respondents were, below 500 ETB for 33.7 %( n=138) of respondents,
between 500-1000ETB for 40.1 % (n=164) of respondents, others 16.9(n=69)%, and 9.3(n=38)%
of respondents earned a total monthly income that fall in to 1001-2000 and above 2000 Ethiopian

Birr respectively.
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Variable Frequency Percent
Age 18-29 107 26.2
30-39 234 57.2
40-54 68 16.6
Duration of marriage <Syears 148 36.2
5-10years 187 45.7
>10years 74 18.1
Educational level No formal education 48 11.7
Grade 1-6 75 18.3
Grade 7-12 160 39.1
Higher education 126 30.8
Ethnic group Oromo 182 44.5
Ambhara 178 43.5
Tigre 8 2
Gurage 6 1.5
Wolaita 35 8.6
Religion Muslim 68 16.6
Orthodox 310 75.8
Protestant 31 7.6
Occupation Farming 58 14.2
Government Employee 84 20.5
Private Employee 117 28.6
Merchant 118 28.9
Daily laborer 20 4.9
Driver 12 2.9
Income <500 ETB 138 33.7
500-1000ETB 164 40.1
1001-2000ETB 69 16.9
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>2000ETB 38 9.3

5.1.3. Knowledge and awareness about PMTCT

The knowledge and awareness of respondents about mother to child transmission of HIV is
shown in Table 2, All respondents 100% (n=409) knew that HIV can be transmitted from
infected mothers to child. Of these respondents (n=409), 78%% knew that mother with HIV can
pass the virus to her baby during pregnancy, 21% (n=86) said no and 1% (n=4) were not sure.
Almost all respondents 99.5 % (n=407) knew that HIV positive woman could transmit the Virus
to her baby during labor and delivery, where as 0.5% (n=2) respondents said no. similarly, 99.5
% of respondents (n=407) knew that HIV positive woman could transmit the virus to her baby
during breast feeding. Concerning way to prevent MTCT of HIV, all respondents100% (n=409)
knew that the way to prevent HIV from mother to child. Of these, majority of the respondents
69.2%(n= 283) mentioned that the exact means of prevention that was HIV testing of the
pregnant mother & her partner as well as taking appropriate measure based on their status is a
means to prevent . However, the rest 30.8%o0f respondents could mentioned the partial means of
prevention that was HIV testing of pregnant mother only and taking appropriate measure based
on her status is a way to prevent MTCT of HIV. Regarding to awareness of PMTCT program, all
respondents heard about the program and knew that the existence of PMTCT service at Goba
hospital. Concerning HIV testing and counselling of women at PMTCT/ANC, almost all of
respondents 99 %( n=405) knew that women were counseled and tested for HIV at PMTCT

clinics and very few respondents 1% (n=4) did not know.
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Variables Number Percent

HIV can be transmitted from Infected Yes 319 78.0
mother to child during pregnancy No %6 )1
[ don’t Know 4 1.0
During Labour and delivery Yes 407 99.5
No 2 0.5
During Breast feeding Yes 407 99.5
No 2 0.5
Is there ways to prevent MTC transmission ~ Yes 409 100
of HIV No 0 0
Heard About PMTCT program Yes 409 100
No 0 0
Is PMTCT service offered at Goba Hospital ~ Yes 409 100
No 0 0
At PMTCT/ANC, are pregnant women Yes 405 99.0
counseled & tested
No 4 1.0

As shown in figure 1, the composite measure of respondents’ knowledge was measured by the
total number of correct answers to four item questions on knowledge about MTCT of HIV.
These are questions related to knowledge on transmission of HIV from infected mother to child,
transmission of HIV during pregnancy from mother to her child, possibility of HIV transmission
during delivery and HIV transmission through breast feeding. For those who answered four
questions were thought as having adequate knowledge and for those who answered three and

below but more than one answer was thought as having in adequate knowledge. Based on this
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parameter, 77% of the respondents had adequate knowledge whereas 23% of them had in
adequate knowledge about MTCT of HIV.

- ® Adquate Knowledge
B [nadquate Knowledge

5.1.4. Male experience in PMTCT/ANC clinic

As shown in table 3, Overall, 22.7% (n=93) partners were tested for HIV at ANC and majority of
them 77.3 %( n=316) have never counseled and tested for HIV with their wife at ANC in their
last pregnancy. Being busy 59.8 %( n=189) was the major reason for male not being tested for
HIV at Antenatal clinic. Proxy testing that their partner’s HIV status was similar for their own
status was the second reason for not being tested which was 20.6 % (n=65). Others were fear of
being tested, neglecting importance and away for work accounted for 6.3 % (n=20), 4.4% (n=14)
and 8.8% (n=28) respectively for not being tested.

Among those who participated in HIV testing and counseling at ANC (n=93), 71 %( n=66) were
participated because of letter of invitation sent by health worker and mother support group and
the rest 29 %( n=27) was due to their own decision. All of them 100 %( n=93) reported that they
had taken their test result on time. Of these, 100 % (n=93) male reported that they had shared
(disclosed) their HIV test results with their spouses. Of the respondents, 100% of them (n=409)

knew that the benefits of couple HIV testing at antenatal care.

23



Variables Responses Frequency Percent

Counseled and test with your wife at last  Yes 93 22.7
pregnancy? No 316 77.3
If No, what were the reasons? [ am busy 217 68.7
Proxy testing 65 20.6
Fear of being tested 20 6.3
Not necessary 14 4.4
Do you think that partner testing has Yes 316 100
benefit? (for not being tested) No 0 0
Reasons for being tested at ANC clinic ~ OWwn decision 27 29
among tested partner Through letter of 66 71
Invitation
Do you think that partner testing has Yes 93 100
benefit (for those being tested) No 0 0
Received the result among tested Yes 93 100
No 0 0
Disclosed the result to your wife Yes 93 100
No 0 0

5.1.5. Socio cultural factors related to Partner testing

As shown in table 4, Majority (98.5%) of respondents thought that Pregnancy issue is not women
affairs only however about 1.5 %( n=6) of respondents perceived that pregnancy is women
Aftairs. Only 4.9 %( n=20) respondents perceived that ANC clinic serve only for women. With
regard to HIV testing and counseling, majority of the respondents 99 %( n=405) agreed that
women should never get permission from her husband to get HIV testing where as only 1%
(n=4) of respondents thought that women should get permission from their male partners before
undergoing HIV test for PMTCT. Concerning to couple communication, 95.6 %(n=391)male
reported that their wife had shared (disclosed) their HIV test results to them during their last
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pregnancy while the rest 4.4%( n=18) of male did not know their spouse HIV status during their

last pregnancy.

Variables Responses Frequency Percent
Pregnancy is women issue only Yes 6 1.5
No 403 98.5
ANC clinics serve only women Yes 20 4.9
No 389 95.1
No need of husband permission for a motherto  Yes 405 99
be tested
No 4 1.0
Are you told by your wife of her being tested Yes 391 95.6
for HIV during last pregnanc
s pree Y No 18 4.4

5.1.6. Programmatic factors for service user among male partner

As shown in table 5, 100 % (n=93) of male service users said that the room was inadequate. 95.7
% (n=89) and 97.8 % (n=91) of service users mentioned that the health worker keep the privacy
and treat the client very well respectively. About 95.7 % (n=89) of service users stated that the
room for ANC was inconvenient for HIV testing and counseling and only 4.3 % (n=4) felt
service duration was too long. Concerning service satisfaction, Majority of the respondents 97.8
%( n= 91) stated that they were satisfied with their overall service they got, and 68.8 % (n=64)

said ANC working hour suitable for male.

25



Variables

Responses Frequency Percent
Is room adequate for counseling Yes 0 0.00
No 93 100
Keeping the privacy of the client Yes 89 95.7
No 4 4.3
Handling client very well Yes 91 97.8
No 2 2.2.
Convince of ANC clinic for male Yes 4 4.3
No 89 95.7
Waiting long time No 89 95.7
Yes 4 4.3
Overall satisfaction with service Yes 91 97.8
No 2 2.2
ANC working hour suitable for male Yes 64 68.8
No 29 31.2

5.1.7. Opinion on HIV testing laws

As shown in table 6, majority of the respondents 83% (n=326) thought that endorsement
(issuance) of law that obligate male partner to participate (undergo HIV test) at PMTCT/ANC
clinic could increase their participation and 90.6% (n=356) felt that legal permission of Partner

notification by health professionals increases male participation.
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Variables

Responses Frequency Percent
Do you think Legal enforcement of partner Yes 326 83.0
testing at ANC increase male participation

No 67 17.0
Do you think legal permission of Partner Yes 356 90.6
notification by Health professionals increase

No 37 9.4

male participation

5.1.8. Factors Associated with partner testing

In order to identify factors associated with partner testing, Logistic regression with enter method
was used with 95%CI and P-value of Less than 5% all variables were regardless of their
significance in binary logistic regression entered to multiple logistic regressions and finally

independent predictors of partner testing were identified ( Table 7).

In binary regression; duration of marriage less than five years were more likely to be tested
compared to those with duration of marriage greater than 10 years] COR=3.3, 95%CI:1.46-3.90,
p=0.002]

Those partners who had adequate knowledge on transmission of HIV/AIDS from mother to child
during pregnancy, labour and delivery and breast feeding were more likely to be tested

compared to those who had inadequate knowledge about [COR=2.1, 95%CI:1.12-4.02, p=0.021]

Those partners who had no formal education and completed grade 7-12 were less likely to be
tested compared to those who had completed higher education [COR=0.2, 95%CI: 0.05-0.50,
p=0.001], [COR=0.3, 95%CI: 0.56-0.49, p=0.000] respectively.

Those partners who said legal enforcement were necessary to increase male participation in
PMTCT were less likely to be tested compared to those who had said legal enforcement is not
necessary to increase the male/partner participation in PMTCT [COR=0.3, 95%CI: 0.17-0.51,
p=0.000]
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Regarding endorsement of law on partner notification by health professionals about the HIV
status of individual, those who responded affirmatively appeared to be 3.8 times tested than their

counter parts [COR=3.8, 95%CI: 1.15-12.79, p=0.029].

As shown in table 7, In multiple logistic regression, those partners at age group of 18-29 were
5.4 times more likely to be tested compared to those at age group of 40-54[ AOR=5.4, 95%CI:
1.66-17.85, p=0.005]

Duration of marriage less than five years were 5.6 times more likely to be tested compared to

duration of marriage greater than 10 years [AOR=5.6, 95%CI: 1.83-17.30, p=0.03]

Having no formal education were less likely to be tested compared to those who had completed
the higher education [AOR=0.1, 95%CI: 0.023-0.050, p=0.004] and those partner at grade 1-6
and 7-12 were also less likely to be tested compare to those who had completed higher
educational level with [AOR=0.3, 95%CI:0.10-0.99, p=0.049], [AOR=0.09, 95%CI: 0.032-0.24,
p=0.000] respectively.

Those who had said legal enforcement is necessary were less likely to be tested compare to their

counter parts with [AOR=0.14, 95%CI: 0.07-0.32, p=0.00]

Those partners who said partner notification by health professionals should be permitted were

more likely to be tested compared to their counter parts [AOR=8.4, 95%CI: 1.92-37.12, p=0.005]
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Variables Category COR(95%CI) P.value AOR®95%CI) P.value
Age 40-54 1 1
15-29 2.1(0.98-4.39) 0.54 5.4(1.66-17.85) 0.005
30-39 1.2(0.59-2.42) 0.60 2.4(0.93-6.27) 0.07
Occupation Others[] 1 1
Governmental 1.62(0.81-3.23) 0.17 0.8(0.240-2.99) 0.796
employee
Private 1.27(0.65-2.48) 0.484 0.5(0.23-1.26) 0.154
Merchant 0.69(0.34-1.42) 0.315 1.2(0.44-3.14) 0.753
Duration of >10 years 1 1
marriage <Syrs duration 3.3(1.55-3.90) 0.002 5.6(1.83-17.30) 0.03
5-10 years 1.4(0.64-2.95) 0.42 1.5(0.55-3.97) 0.447
Educational Higher education 1 1
status No formal education 0.2(0.05-0.50) 0.001 0.1(0.023-0.50) 0.004
Grade 1-6 0.7(0.36-1.30) 0.22 0.3(0.10-0.99) 0.049
Grade 7-12 0.3(0.56-0.49) 0.00 .09(0.032-0.24) 0.000
Monthly >2001ETB 1 1
Income <500ETB 0.4(0.18-0.94) 0.34 1.7(0.38- 7.85) 0.480
500-1000ETB 0.7(0.32-1.50) 0.35 2.6(0.72-9.70) 0.142
1001-2000ETB 0.8(0.35-1.95) 0.66 1.6(0.50-5.09) 0.425
Knowledge Inadequate knowledge 1 1
status Knowledgeable 0.004(0.001-0.027) 0.000 1.1(0.47-2.54) 0.846
Pregnancy is No 1 1
women affair 7.1(1.27-39.12) 0.25 596(0.07-5.37)  0.644
legal No Ref'1
enforcement Yes 0.3(0.17-0.51) 0.000  0.14(0.07-0.32) 0.00
Partner No 1 1
Notification
Yes 3.8(1.15-12.79) 0.29 8.4(1.92-37.12) 0.005
No 1 1
ANC is for Yes 0.4(0.08-1.59) 0.181  0.16(0.23-1.08) 0.06
female only
Where you told No 1 1
by your wife Yes 5.2(0.69-39.84) 0.110  0.95(0.103-8.69) 0.961
Permission No 1 1
Yes 0.3(0.04-2.09) 0.219 0.9(0.11-8.86) 0.996
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5.2. Results of qualitative study

Focus group discussion participants in both the mother support group and the PMTCT service
providers group have identified the following barriers to partner testing at ANC and expressed
their opinion on the need for partner notification and legal enforcement to increase male
participation in PMTCT program. Identified barriers to male involvement in PMTCT services
are classified as information or awareness, individual factors, community or cultural, health

system and policy issue related factors.

5.2.1. Information or awerance barriers

According to the respondents in both FGDs, males’ involvement was limited in the PMTCT
program due to inadequate knowledge and lack of information about the program. Even male
partner do not know their task in the service. In addition, men would have misconception about

HIV test result.

FGD among the service provider participants viewed that, the awareness and knowledge of the

partners on PMTCT program is inadequate.

“Much has been done to raise the awareness of male partner about PMTCT/ANC service
and their importance of male participation on the program but there is still inadequate

knowledge on PMTCT program among male partner. ’(Delivery service provider 1)

The mother support group discussants stated their view on the importance of male involvement

in the PMTCT program is neglected,

“Most men do not realize the importance of the program despite its benefits is

significant.” (MSG 1)

Most of the service providers FGD discussant agreed that proxy testing is a reason for low male

involvement,

“There is misconception by men that their partner’s HIV status was a proxy for their own
status I think this misconception could arise as a result of inadequate knowledge.” (ANC

service provider I)
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Majority of the MSG discussants revealed the presence misconception among the male partners

on the importance of partner testing during ANC.

“Certain male partner said to us why should I get tested? Since [ am ok” (MSG II)

5.2.2. Individual Factors

The FGD in both groups identified the presence of individual factors that hinder male partners
not to be participated in the program; like fear of being tested, being busy and neglecting the
importance of the service are the common barriers shared among the majority of the FGD

discussants.
5.2.2.1. Fear of being tested

The mother support group and service providers FGD discussant reported fear of being tested

and positive result is a reason for men not to be tested,

“Sometimes men refused to come to antenatal clinic because of fear of being tested and

become HIV positive.” (MSG II)

“Male partners are afraid of if their HIV test result becomes postive that is why they did

not accompany their spouse at ANC clinic....” (Delivery service provider II)

5.2.2.2. Being busy and away For work

The other barrier to male partner testing at ANC which was identified by the majority of the

FGD participants was “partner being busy and away for work™.

“Majority of women claimed that their partners are busy when we asked them to bring

their partner. "(ANC service provider I)

“.... Certain group of women tell to us that their partner were away for work when they

were asked to bring their partner.” (MSG III)

5.2.2. 3. Ignoring the benefits
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Ignoring the benefits obtained from partner HIV testing at ANC was the other individual reason
for low partner testing which was identified by both the service provider and the MSG FGD

participants.
One of the ART service providers reported that,

“Male usually Undermining the importance of the service to their family.... by men is the

reason for not being participated in the program.” (ART service provider I)

The mother support groups FGD findings also identified ignoring the benefits is the common

norm contributing to low partner testing at ANC,

“...in my opinion ignoring the benefits of HIV testing by men is the reason for males not
involved in the program, for instance, I am one of the MSG working in this hospital and
became HIV postive three years ago... but my husband is still not volunteer to know his
HIV status because of ignoring its benefits and by now we have separated our bed.”

(FGD IV)

5.2.3. Commupnity or cultural

Certain cultural barriers to low partner testing which were identified by the majority of the FGD
participants include; considering pregnancy as a women issue only, absence of open discussion
on sexual issue between partners and feeling ashamed by male partner to visit ANC clinic.

“Certain male partners feel shame on attending ANC clinic along with their partners.”
(MSG VI)

“Personally, I feel that lack of clear communication between partners on reproductive
issue is the tradition in the community and is the reason for male not to participate in the
program.” (ART service provider II)

“Rarely, certain groups of men are considering pregnancy and delivery as a women’s
domain.” (Delivery service provider II)

5.2.4. Health system and policy issue

FGDs participants reported that health care system and policy are others barriers that made male
not to be participated. These are inadequate number of ANC health worker, inadequate room for

HIV testing and counseling and even the current ANC set up is also inconvenient for male.
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Others, barriers are lack of mechanism of tracing male partner, neglecting MSG activities and
problem related to working hours. Further, absence of independent male ANC unit, and absence

of male support group were identified barriers by participants

One of the ANC service providers said,
“The ANC room doesn’t have adequate space for HIV testing and counseling.”

One of mother support group said, “The set up is not convenient for male to keep their privacy
since the room offered other MCH services.”

One of the ANC service providers said,

“There is no mechanism to trace male partner who refused to participate in the program
after inviting men through letter, even we are not sure whether the letter has reached for

1

male partner or not. We only depend up on female partner’s responses.’
One of the delivery health service providers said,

“Mother support groups have significant role in increasing service uptake by
encouraging male to visit ANC clinic along with his wife but their role is neglected by
concerned body. They are working without salary. This issue needs attention. Really, 1

can say that they are the back bone for PMTCT program in this hospital.”
One of the mother support groups said,

“It would have been very nice if the hospital had had male support group in ANC clinic, I

think absence of these may affect service uptake by male partner.”

5.2.5. Perception of FGD participants on partner notification

Focus group discussion participants’ stated their perception on the need for partner notification
(disclosure of one’s’ HIV status to others partner without one’s permission) and legal
enforcement of male partner to use VCT services as follow: when looking at the perception of
FGD participants views on partner notification, majority of them commented that it has negative
impact on service up-take by both partners; specially for female partners and they suggested that
it can result in family separation, gender based violence and stigma instead of increasing the

service uptake.
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One of the ART service providers said that,

“My worry is that it may cause break down of family relationships..., because the other
partner may lose trust if the results of one becomes discordant.” (ART service provider

1)
One of the mother support groups said that,

“It may decrease service uptake by mothers, for instance, mothers may say that why
should I go to ANC clinic if the health worker disclose my HIV status to my partner
without my permission?....”" (MSG V)

An ANC service provider forwarded her concern by saying that;

“If partner notification is allowed it may increase stigma and emotional stress in both

groups.” (ANC service provider I)
A discussant among the MSG claimed her fear to partner notification by saying that,

“It may lead to domestic violence since the women whose HIV status is disclosed to her

partner may be blamed as if she brought the virus to her husband.” (MSG IV)
One of the delivery service providers argued on the process of the disclosure by stating that,

“Instead of disclosing ones’ HIV status by third parties like the health providers, it is
better the women should take responsibility to disclose her status to her partner... in
order to protect their unborn child from getting infected with HIV.” (Delivery service

provider II)

5.2.6. Perception of FGD participants to Legal enforcement

Concerning the opinions forwarded by the FGD participants on the need for legal enforcement of
male partner’s to be involved in PMTCT programs. Most of the discussants suggested that the
endorsement of legal enforcement would increase the utilization of the PMTCT services both by
the male as well as the female partners since the law works for both partners. However some of

the FGD participants gave alternative suggestion like the need to strengthen the previous
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strategies which could promote the active involvement of male partners while telling their worry

to the immediate endorsement of such laws for increasing the service uptake.
Alternative legal endorsement was claim by one of the ANC service providers,

“Personally, I would like a moral law to be endorsed than punishable law that is men
and women take their responsibility to use available PMTCT service in order to get HIV

free child. If this is so the service uptake can be increased.” (ANC service provider I)

The discussants of the MSG group showed their agreement and emphasized on the need for legal

endorsement of partner HIV testing at ANC,

“The hard task that we are facing currently is disclosing the HIV status of children...
Child is the future citizen of the nation and we should save guard them against HIV ...
For instance, since I had known my HIV status, I got one HIV free child using available
PMTCT services.... So, I think if serious action is not taken by government, the number of

children born with HIV will increase among non service users. Personally, I would like

the law should be endorsed.” (MSG I11)

“In my opinion, if the legally enforced law is endorsed it can increase the participation

of both spouses in using PMTCT services since the law works for both of them.” (MSG 1V)

Some of the health service providers in the FGD raised their concerns to the need for endorsing
legal enforcement to utilize PMTCT services by male partners at ANC clinic. One of the ART
service providers argued against the endorsement, while high lighting the need to strengthen

existing strategies,

“It is better to strengthen the previous strategy than ever that promotes PMTCT services
uptake before the law is endorsed since it may have negative consequences that affects

the service uptake.” (ART service provider II)
One of the delivery service providers said,;

“Government and community should discuss this issue seriously and search a better
solution for increasing services uptake from perspective of child right.” (Delivery service

provider I)
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6. Discussion
This study was intended to assess the magnitude of partner testing and associated factors in Bale

zone, Goba Town. Out of the total study participants 97.3 %( 409) of them participated in the
study. Of these 22.7 %( 93) partners were tested for HIV at ANC along with their spouses. This
figure is almost consistent to the national partner testing rate for the year 2012 that was 20 %.
But, it is a bit higher than the finding of St.Luke hospital at woliso where the partner testing was
17% for the year 2011. Another, cross-sectional study conducted in East Gojam Zone in 2011
has also identified 15.7% women were accompanied by their male partners to the health centers
for HIV testing at antenatal (5, 16, 17). The discrepancy of partner testing between St. Luke
hospital and east Gojam zone and this study could be due to time variation as both studies were
done four years back. Whereas, this finding is greater than the findings from studies done in
Uganda in which only 5% of men accompanied their spouses to the antenatal clinic for HIV
testing and counselling (15). Despite the fact that the partner testing rate is not satisfactory that
much for study area the difference could arise from study conducted at Uganda due to
implementation of invitation letter to attract male partner to the service and using mother support

group (MSG) in the program.

In this study, it has been found that a number of factors to be associated with male participation
in the PMTCT programme at antenatal clinic. These included ages, duration of marriage and
educational status. For instance, those men 15-29 years were 5.4 times more likely to get tested
compared to 40-54 years of age. this finding is not consistent to study conducted by Tshibumbo
in Zambia that indicated an increase in age has a positive influence on men’s willingness to get

involved in PMTCT (18), and this variation could be explained as a result of cultural difference.

Concerning the duration of marriage, those who were less than five years of marital relationship
were 5.6 times more likely to be tested when compared to the duration of marriage greater than
10 years. This is also in line with the study conducted by Tshibumbo in Zambia that suggested a
longer duration of relationship between men and women may have a negative influence on the
men’s involvement in PMTCT (18). This could be as long as two partners stay together for long
period of time their frankness between them is getting lower. However, this issue requires further

research.
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Pertaining to the educational status; male having no formal education was 90% less likely to be
tested as compared to those who had completed the higher education. This finding is also
consistent with the study conducted at Uganda, which states men who had attained secondary
education werel.9 times more likely to have a high male involvement index than those who had

primary or no formal education (15).

In this study male involvement in PMTCT was also determined by individual factors; out of the
total respondents, 77.3 % have never counseled and tested for HIV with their wife at ANC in
their last pregnancy. This figure is slightly lower than the findings reported by the study
conducted in East Gojam zone 84.7% and Cameroon 82% of men have not participated in

antenatal care to undergo HIV testing(14,17).

Being busy was the major reason for male not to be tested for HIV at antenatal clinic. This
barrier was also reported by FGD participants. Similarly, this finding was explained by study
conducted in Tanzania by Yohana Boniphac 2009 (20). Another reason for men not being
tested in this study was Proxy testing that considering their partner’s HIV status was similar for
their own status. The FGD participants also reiterated the above observation. This finding is
concurrent with the study done by Maryce R in Ethiopia (21). In addition, this was supported by
systematic review done by Frederic Morfaw and his friends (19). The misconception by men
could arise from less access to detailed information of HIV/AIDS message. Such problem will

have to be overcome by extensive and broad based IEC.

Further barriers identified in this study were fear of being tested, neglecting importance and
away for work. This is also stated by FGD participants. Similar findings were also reported by
the study conducted in different parts of Africa (19, 20, 21). Surprisingly, all non tested
respondents knew that the benefits of couple testing at ANC clinic. This could be due to the
reason that men are reluctant to learn their HIV status and not giving attention for the coming
child.

Among respondents participated in PMTCT program, majority of them were involved in the
program because of letter of invitation is sent by health worker and mother support group.
However, a few numbers of respondents were participated due to their own decision. Finding

from systematic review on challenge and success on male involvement in PMTCT in Sub
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Saharan Africa also showed that a 30% increase in male partner counselling and testing when
men sent a letter of invitation to participate in the program (7). This implies that letter of
invitation has contribution to promote male participation in the PMTCT program. Regarding to
couple communication, 95.6 % (n=391) of male reported that their wife had shared (disclosed)
their HIV test results to them during their last pregnancy. Another, majority of the respondents
(99%) agreed that women should never get permission from husband to get HIV testing. This
finding is quite different from study conducted by Tshimibu in Zambia that showed 669% of
male partner thought that women should get permission from their partner before undergoing
HIV test (18). The difference could be due to cultural difference. Unlike of other study, there

were not cultural barriers found in this study (15).

Concerning perception of service among service users, almost all service users stated that the
health workers kept their privacy (confidentiality), treated them very well and did not make them
to wait long. And this finding showed similarity to that of a study conducted in Uganda which
confirmed nearly all respondents (98%) were satisfied with the "actual service they received (28).
Though, almost all respondents claimed that the antenatal care room for HIV counseling and
testing is inadequate and inconvenient. These results were correspondingly substantiated by FGD
participants. The problem is also cited by study conducted at Uganda and other parts of Africa
(15, 25, 28).

With respect to public health law, majority of the respondents supported obligatory law is
necessary for male partner to participate in the program. Surprisingly, those who had said legal
enforcement is necessary were less likely to be tested compare to their counter parts. These
imply that those partners who were not tested may need external pressure. This issue requires
careful attention and further study. These finding is also supported by FGD participants. They
mentioned that obligatory law could increase male participation in the program since the law
equally works for both male and female partner. In contrast, a few participants stated that before
the law is endorsed, others measure should be taken to involve male partner in the PMTCT

program actively.

In addition, greater part of respondents felt that legal permission of partner notification by health
professionals increase male participation. Surprisingly those partners who said partner

notification by health professionals should be permitted were 8.4 times more likely to be tested
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compared to their counter parts. On the contrary, the FGD participants reported that partner
notification is not good for both partner to participate in the program, and they commented that it
has negative impact on service uptake by both partner specially for female partners and may lead
to family separation, gender based violence and stigma instead of increasing service uptake.

There is a need to carry out further research to assess these issues.

7. Conclusion and recommendation
7.1. Conclusions
The level of partner testing in the study area is 22.7%, and majority of men did not accompany

their spouses to the antenatal clinic. Several factors have been identified for male not attending
PMTCT services. These were lack of adequate knowledge on the program, individual factors
such as being busy, proxy testing, fear of HIV test results, neglecting the importance and away
for work were the reason for male not attending PMTCT services with their wives at ANC
clinics. Others identified barriers were health system factors such as: lack of adequate room for
HIV testing and counselling, the inconvenient set up for male and lack of partner tracing
mechanism in the facility. Further, absence of legally enforced law for couples to utilize

available ANC services was the reason for low involvement of male in the program.

7.2. Recommendation
e Strengthen and continue the previous activities than ever such as using letter of invitation

and mother support groups. Besides, design strategy that helps for partner tracing

mechanism.

e Intensify coordinated and targeted IEC program to convince male partner in order to
utilize PMTCT service and develop strategy for community mobilization and support of
the program. Like, promote couple counselling and raising awareness through BCC

among the community

e Develop a new strategy for promoting male participation in the program like introduction
of male support group, creating male ANC clinic, offer weekend couples counseling at
ANC clinic, the use of peer educators for mobilizing male participation and structural

improvement in health care system.
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e Couple HIV testing laws should be revised to get HIV free generation so that men should
be enforced to utilize the ANC service along with spouse through endorsement of law

that obligate male partner to participate (undergo HIV test)at PMTCT/ANC clinic.

8. Strength and limitation
8.1. Strength of the study

e This study used mixed method approach to triangulate the findings

e Men interviewed than women

e The sample size was large enough with precision of 3%.

e The cost and time spent in locating and getting the respondents’ house
8.2. Limitation of the study

e The study setting was institution based.

e Like any cross sectional study it fails to show causal relationship

e Data collection was carried out by female health professional as interviewers that might
maximize social desirability bias
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10. Annexes

Annex 1: participant information sheet and consent form

SCHOOL OF PUBLIC HEALTH COLLEGE OF HEALTH SCIENCE

ADDIS ABABA UNIVERSTIY

This questioner is prepared to assess male involvement in prevention of mother to child
transmission of HIV in the context of partner testing and associated factors at ANC in Goba

town, Bale zone, and Oromia region, south east of Ethiopia.

Good morning/afternoon. My name is and I am working . We

are studying on male involvement in PMTCT program at ANC in context of partner testing and

associated factors.

As part of our studies there are some questions related to Prevention of Mother-To-Child
Transmission of HIV and Maternal and Child Health that I would like you to respond to only if
you wish to do so. I assure you that the information you provide are kept confidential. Your
name would not be written on the questionnaire to ensure your confidentiality. Make sure that,
there should be no harm caused because you are involved in this study. You have full right to
decline to the interview partly or totally. In case you consent for the interview, I need you to
provide me your honest answer to the questions you want to respond as this would help us to
come up with genuine conclusions and recommendations that would potentially help Ministry of

Health of Ethiopia and health facilities improve these services
Consent

I have fully understood its contents and I have agreed to participate in this research project.

Yes---

No----

Thank you for giving us your consent.

NAME OF DATA COLLECTER ) (€30 DY\ | —




Annex 2: Questionnaire

Instruction: - Circle the responses for questions with alternatives and write for open ended

questions on the space provided.

Section 1.Sociodemographic Information

S.no.

Questions

Alternative responses

Code

Skip

101

What is your age?

Year

102

For how long have you been in

marriage with Your wife?

Years

103

To which Religion do you

belong?

1. Muslim

. Orthodox
. Protestant
. Catholic

. Other

W AW N

104

Educational statuses

. Illiterate

. Read and write
. Grade 1-6

. Grade 7-12

A WD =

5. Higher education

105

Occupational statuses

Farming

Gov’t. employee
Private employee
Merchant

Other specify.........

Nk v =

106

What is your ethnicity?

1. Oromo
2. Amhara
3. Tigrae
4. Guragie
5. Other (specify)

107

Economic  status  (Monthly

income)

I150ETB
151-500ETB
501-1000ETB
1000-2000ETB
>2000ETB

APl
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Section II: Knowledge and awareness on HIV/PMTCT
Instruction: for the statements assessing knowledge and awareness on HIV/PMTCT, please answer

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

S.no. | Questions Alternatives responses Code | Skip
108 | HIV can be transmitted from 1. Yes
infected mother to child? 2. No.
3. Don’t know
109 | HIV can be transmitted from 1. Yes
infected mother to child during 2. No.
pregnancy? 3. Don’t know
110 | HIV can be transmitted from 1. Yes
infected mother to child during 2. No.
labor and delivery? 3. Don’t know
111 | HIV can be transmitted from 1. Yes
infected mother to child during 2. No.
breast feeding after birth? 98. Don’t know
112 | Is there a way to prevent HIV 1. Yes
from mother to child? 2. No.
3. Don’t know
114 | Have you ever heard about a 1. Yes
program called Prevention of 2. No.
Mother-To-Child Transmission
(PMTCT) of HIV?
115 | If you heard, where does the
PMTCT service are offered?
(write down the options in the
space )
116 | Are PMTCT services offered 1. Yes
at Goba Hospital? 2 No.
3. Don’t know
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117

At the PMTCT clinics, are
pregnant women counseled

and tested for HIV?

1. Yes
2. No.
3. Don’t know

Section III: Level of male participation in PMTCT/Experience of male on HIV counseling

and testing

Instruction: for the questions assessing level of male participation in PMTCT, please answer

“yes” if you agree , “No” if you disagree

If, yes skip to 122

S.no. | Questions Alternative responses Code | Skip
118 | Were you counseled and tested for HIV 1. Yes
with your wife at ANC in her last 2 No
pregnancy?
3. Don’t know

number 120 ,explain the benefits in the

space

119 | If the answer to question number one is A. Fear of being tested
no, could you tell me your reason for .
not testing? B. Being busy
(Do not read the alternatives and C. Proxy testing
More than one response o
is possible ) D. Neglecting importance
E. Fear of stigma
F. Away because of work
G. Not my concern
H. Others.........
120 | Do you think partner testing has 1. Yes
benefits? 2 No
3. Don’t know
121 | If the answer is yes for question
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122 | If the answer to question number 118 is A. Imyself

w

yes who were you invited to attend My wife
ANC? C. Health worker through
letter of invitation

D. Specify if other-------

123 | Do you think partner testing has 1. Yes

benefits? 2. No Q#125
3. Don’t know
125 |1 do not want to know your results, 1. Yes
have you received your HIV test results 2 No Q#127
at that time?
3. Don’t know
126 | If yes, were you disclosed your result 1. Yes
to your wife? 2 No
3. Don’t know

Section I'V: Socio-cultural belief about PMTCT

This is answered by those who were not tested.

Instruction: for the following statements related to socio-cultural belief about PMTCT, please

express your opinion by stating “YES”, OR “NO"

S.no. | Questions Alternatives responses Code | Skip
127 | Pregnancy is the domain of women/ 1. Yes
women’s affairs? 2 No
3. Don’t know

48




128 | ANC clinic is a place where the service 1. Yes
given only for women 2 No
3. Don’t know
129 | A pregnant woman can be tested for 1. Yes
HIV without the permission of her 2 No
husband/partner?
3. Don’t know
130 | Were you told by your wife for her 1. Yes
being tested during her last pregnancy? 2 No
3. Don’t know

Section V: PROGRAMATIC FACTORS

This is only answered by male who were counseled and tested with his wife at ANC their

opinion on PMTCT program

Instruction:

for the following statements related to PMTCT programmatic factors, please

express your opinion by stating “YES”, OR “NO and for some questions state your reason for

saying NO.
S.no. | Questions Alternative responses Code | Skip
131 |Is the room adequate for 1. Yes
counseling? 2 No
3. Don’t know
132 | Is anyone not allowed to the 1. Yes
room other than health worker to 2 No
ensure privacy?
3. Don’t know
133 | Is the health worker in the unit I. Yes Q#135
handling their clients very well? 2 No
3. Don’t know
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134 | If no specify your reason,
(write in the space )
135 | Is the place where ANC service . Yes Q#137
given suitable for male? No
. Don’t know
136 | If no specify your reason-
(write the answers on the space)
137 | Was the health worker in the unit . Yes
making you to stay long time? . No Q#139
. Don’t know
138 | If the answer is yes, Do not
worry, roughly how long did you
stay to get your test result?
(write on the space)
139 | Did you happy with service you . Yes Q#141
get from ANC unit?  No
. Don’t know
140 | If no specify your reason
(write the answers on the space)
141 | Is working hour of ANC clinic . Yes
suitable for male? No
. Don’t know
142 | If no specify your reason----------
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(write the answers on the space)

Section VI: Public Health law related factors
Instruction: for the following statements health law related factors to PMTCT program in the
context of child right, please express your opinion by stating “YES”, OR “NO and for some

questions, state your reason for saying NO

S.no. | Questions Alternatives responses Code | Skip
143 | Do you agree if there is a legal 1. Yes
enforcement for partner testing 2 No
at ANC clinic?
3. Don’t know

144 | Do you agree if a health worker in ANC disclose | 1. yes

HIV status of his/her spouse without consent of the | 5

original partner?
3 .Don’t know
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SCHOOL OF PUBLIC HEALTH COLLEGE OF HEALTH SCIENCE
ADDIS ABABA UNIVERSITY

Annex 3: Focus group discussion guides

3.1. FGD participants and site

Place: Meda walabu Health Science College Hall

Date

Name of Moderator

Names of note taker........ccececvverrenneee.

PARTICIPANT FOR FGD

Site MSG PMTCT | TOTALFGDS
STAFF
MWHSC | 6 6 2 Groups

NB. MSG- Mother Support Group

Sites from which PMTCT staff members selected

DEPARTMENT NUMBER
ANC 2
L&D 2

ART 2




ANNEX 3.2. Information sheet for the qualitative FGD

Good morning/afternoon. My name is and I am working . We are
studying on male involvement in PMTCT program at ANC in context of partner testing and

associated factors.

As part of our studies, we've asked you here to discuss the problems that communities face in
relation to partner testing at ANC. Our discussion should last for about minutes. [ will
be helping to guide the discussion and make sure everybody has a chance to speak. This is my
friend . S/he will be making notes during the discussion so that we do not forget any of
the points discussed. Although s/he will be recording the points raised, s/he will not write down

any names, so whatever you say will be confidential.

Please remember, you are the experts and we are here to learn from you. Please don't tell us what

you think we might want to hear. Tell us your views, whatever they are.

Before we go further, we should all introduce ourselves. Please tell us your name and where you

live.
Now we have introduced ourselves, let me explain the ground-rules. They are very simple.

Please don't interrupt anyone and try to give everyone a chance to speak. Are there other rules we

would like to add?

Before we start our questions let me explain the objective of the study. The objective of the study

1S;

e To explore your opinion on barriers for male partner testing at ANC
e To explore your opinion on the need for confidentiality between couple on their

HIV status and legal enforcement for couples to use available PMTCT service
Focus group discussion guide for MSG/ PMTCT Service Providers

1. Do you know about PMTCT program? yes/no

2. If the answer is yes, where does the services given at
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What is the importance of PMTCT program? Particularly, who is the beneficiary of the
program

Does PMTCT program include HIV testing? yes/no

4.1 If the answer is yes, who should take HIV test?

Do you think male partner should undergo HIV testing with his wife at ANC

If your answer is yes, what is the importance of requiring male partner to undergo HIV

testing at ANC?

NB-In existing situation (as many research indicated) participation of male partner who undergo

HIV test at ANC is low.

7.

What is the reason for low participation of male partner?

NB-In current situation professional ethics of health and law obligates medical professional to

keep HIV status of a person as confidential (secrets) and not disclose to any one without his\her

consent.

8.

Do you think the existence of this confidentiality law has an impact on low participating

of male partner who get HIV testing at PMTCT program? Yes/no why?

9. Do you think legal permission of partner notification of a person’s HIV status can bring
change on participation of male partner that undergo HIV test at ANC? Yes/no why?

10. Do you think low participation of male that undergo HIV test has played its own
contribution for transmission of HIV from mother to child? Yes/no

11. If your answer is yes, can issuance of law which obligates the couple particularly male
partner to undergo HIV test at PMTCT program solve the problem? Yes/no why?

12. Finally, what would you suggest for getting more men to test and how to improve the
acceptability of the services to save voiceless child.

Thank you!
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Annex 4: Amaharic version questioner

A%.0 A0A acoct tuNLta ms Amae FPUCT Ot aomeP

oY meP eHHILD- 0170 Nt ATLSE ALTLEFD- I8 490t NAL AU L1 O8T AT PTGk AATT
Wt A T NAGT 0L AF h7821ANG 2aPhANA (PMet) TCI° AL SO +AHE AdPSAN ¢HIE
1@

9L ( Consent )

A18I°7 Pl | ALS A (173 L0AA AHY FTTuF (A0 ANO RLOCAT T0NC
L0 @7F (I PMTCT TEUEI° AL PATFD-T +ATE AP Tt jm-::

AT A19718 TPERPTT AmSSP AU PULAM-T dPAN TLOATERrE PFNP 10+ (PPav- (DLt AL
ALAGI® PG M-9° PP PAGPadA\Q MLIP N97GD-9° 1LH, PO aPMPEeT TILLT FTFAAY PFI° 29> AN TFO-
07 PPAGTF ATEC-av avart A TP9 AATLLLCT AIHUT TPRPT ATLIPTaANNT 1014 ASTLCINT::

OG-t Aaeate HATII°FAv-::

hP h%

PN aOMRET avBavC hFAAY-

h? h%

§P Py 1719317 ASaPAISAT::
AGPEavs P ANANPT avavg @

ParQ\( AR @ PN aPOLt 19184 HILD-7 PG BhA APLU-9° AT 100400 F@-7 (it~ (1
AL POGG

NEA WY&~ TYNGE V5T
101. ALY oo qaoi}

102. NAAMAFP IC OONF 9°7 PUA LHh S0 TPA

103. OFIPUCT L8

72V A P — 2. 910G P& L7 —— 3. W78E £LE (1-6) - 4. W& T v-ATE L8 (7-10)
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5. 12+

104. lchC
1. ACTP-——- 2. A%l 3. T 4. TUo—-5. bt ( LANR) —-mmmmmmmmmmeev
105. ULTITT
1. aANI° ——— 2. ACRENA - 3. TCEOWF T — 4. PN A W0 A2 4V —
106. PN ARTT

1L 90CS —- 2. PPNV AGtT - 3. PANTPNG - 4. 198 - 5. bt ( 2N mev

107. OC (L NC
hGA v\Vhi- AT A2 . DAGT 0L A A78L1HAAGE PaPhANA TC129° AL PA TTHN, § h@-Pt

NAT AL 0. NAGT 0L AL A8 TANGE PaPNANA TS9P AL PAPTY TTHNG h@-P T AP +7
N0ttt ACEFTICT 2C rtaeiar “ A7 nAHATIaD “AR.2ATY7 DLI° ACIIMG AU "hAD-PI° 7
N7t A2LTIPANNT KIS PAT::

108. AT AQ 1. N AGT L AP At &TFAA
1. AP-—- 2. h® LAI® 3. AADPIO n4
109. AT AL Q. AACTHS LH & T AL T hAOT AGTF OL 070 (AF) ATANG 274

1. AP I YA 3| L — 3. AAD-Pg°
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n3. A2 Pt AR T A78T avhAhd LFAN?

( @AGT 002 NF@- AL PATS)

4. T A T, NAGT 0L AB AT8LFANE PaPhANA ATACT (PMTCT)AATLAA TCALI® AT~
PO 0,

1. hP 2. hAD-pJ°

15. AP (1 APt Wdbet O 10+ 2UL.AM@-2( VANPTT N0& N F AL LA )

N6. AT AL 0. NAGTT @L AS W18 TANG PaPNADA A1A%0T N0 PATHA £AMA @F, ?
1. A® 2. hSL2NT° hAA@-pgP

7. (AT A% 0. N AT OL A% AT8LTANG PoPhANA A10INT AL ACTH (1§AMC) AT PhT AL T
(HIV) £9°hCS 9°Cave- PRLON DL

1. h?P 2. h&LAJP 3. AAD-Pg°
h&ed vt PO&TF TATE aom7 Nk AL 0. NAST OL AT A78L1AAG ParnANA A1ATT AL

avavg @i hT K T NAST L A% AL TANG PaPhANA A10INT AL POTLTT +Ahe: AaP19P19°
ATLOPET TEEPT AP hQLAT® DLI® hAD-PI° (19INT ANDTT LaPAGANT

n8. MAMTY 1FAMC MINZFOTF LH PhT AL 1L P9PNCG 9°Care- A10NINT NPLav DAL NTLATOTF N
AL ALCIPAN::

1. AP- 122 2. heLAJ®
119. @ANPTF AALLNI® NPT AT AL AL PATAPLP40TT N7 ATIARAT & FAN 0R?
1. APAPCAOC ANGLU———- 2. LH QAAINETG-3. QAN AATIPLavlT @<t AATLIAGT (Proxy testing)
4. ROGALTE AR FEI9° 5. PICGTA NP AATPLL—- 6. AN @A AN ANINC 7. A DA LG
120. PAAG P90 aPapCavC (ACTHG OP T PPI° AAD- NAD- PANA DL?
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1. h? 2. AGLAI® - 3. hHAD-Pg®

121. @AW AP Py PavavCav PPIVET (10L& \J AL LoINARANT

121. ATEE TEBTC N8 PN AP NP1 NPLav DAL Wt (TLLLANE (0 W84S “11@- L OOHH?

1. A3 Al 2. 1A 3. fUN9PS QAP 1280, INH

4. (A DA £o10A
123. PAAS 299,07 avavCavC (ACTHS OPT PPI° AAD- NAD- LOON DL, ?
1L AP 2. ARRAI® - 3. AAD-Pg°

124. @AONP AP Ot PavavCavC pPF7 102 (\F AL 81007

125. ST A Q. P9°CoP¢- @-mFNT (IR@ OALNA ( AD-PYN) DL
1. h® 2. ARLAT®

126. AP NP1 aPA( T P9°Cove Oyt AQANLTY AAD-PUA DL

hGA Ad<:- AA T AL 0. DATT @L AT A18LTANE ParhANA A0 T AL PAD- aPP(1L-PS QVAP
AaranhF AP T LT BUTT aPmPP PULavANT PATaAPLavset R m-::

avavg f:- a\ Pty AP ORIPhLLAT® NTINT LAPANNT
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129. 1&0MC T PANANLTP &L ChT ALA. I°CIP¢ 994 T TFANT
1 AP 2. AQRAIO o 3. AAD-Pg°
130.0A0TY NACTHSP OPF Pht AL O. I°CIPe- WH8LLTT 1°912Y0TF @p

1. hP 2. h® 3. AANFO-O9°

h&A A°0t:- (A TE-0v (oAt

LUTT aPMPP LTaPANT OVETF NTLARFFD- OC 1PLaP MAL AT (ANC) b hT AL T, °Cave-
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133. PURYPGT QAL+ AATST7 1870 LATTA%N DL

1. AP 135 2. Ao

134. AZLAT° NPT 920N P02 8+E NO& 0 &1AA
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139. N$La0 OAL AT OPT AT AT LTS TF @ 0L

1. AP 140 2. heLAP®

140. P00 ARLAT® NPT P°N78ET N10& L AL £AINANTY

141. PPLav MAL A1\t LTLATOT P0d- Ght ADIETF 9VF 10 02
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2. hRLAT®
3. AAD-PgP
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Annex 5: Amaharic Version Focus Group discussion guide

aome,P

oY adMmeP PFHIEM. AT AL 0. NAGTT @L A AT8LTANG PaPNANA TCI® AL A9LAS P10 PATHA
AAPLPTG ARTPFTF AGHT 08 PaomeP avavCP 1a.::
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4. OPHY TCE1&I° AL OAT TLOT U-AE° (106 aparCavC A ANTF@. NA@. PONN?
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a.mt PANON EPL aoC PANTI® LAA: 2V Pt | PMTCT TE49° AL T84T 099,020
AT AL TERT AAA. 1AD. LAON? A+ AIPF?  hAANA AI7?

7. PUNYIPG QATPP PATE T NN PhT AL T I°Cave- @.myt PA INAN L AT8C AD4G aPoIINS:
PILLOTAM. U9 (LEPE DT NTEL-aP AL LT0LCHT TATE AL ANVTPEA BTLPA 1AD.
L0 ? AP hA APT? AL hAh AIPT?
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AT RS T NAGT OLAR: A28 AANGE ANTPRA ALCIA NAD. LANA ? aPANP AP NPT P4C
AICTT W19.00400% 09100128 U (LN HAFEATFD. LIl NAD. PANN? AP N ATPF?
AL i A9PT ?

9. NIPRLA TI&F NTEL0P AL PAFA. +ATE AT9.6RIPCT PTEALa0 P01 WS 907
av@./2° ANOT NAQ. PANA: ?
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