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ABSTRACT

This study explored determinants of male partieggaPrevention of Mother to Child
Transmission of HIV (PMTCT) a case study of Mzumlsard Morogoro. Specific
objectives of the study were to examine male padton in PMTCT service, to
identify factors that impinges or facilitates malarticipation in PMTCT service in
Mzumbe ward and identify effects of male participatin PMTCT service in Mzumbe

ward.

The study adopted a case study design. Data ferdtdy were collected through

interview, focus group discussions, observation @mclmentary review. A sample size
of fifty (50) respondents comprising of twenty eig28) male and twenty two (22)

female were used in this study. Purposive and Asctal sampling techniques were used
to establish sample size of fifty respondents. Bnalysis was done using content
analysis approach. The analysis was guided by blasagenerated in conceptual
framework and organized by logic flow of researbfeotives and research questions.

The findings indicate that, majority of men in teemmunity think that providing
financial support to their sexual partners was ement enough and no further
involvement should be expected from them. Althotlggre are men who participate in
PMTCT service but majority of male in the commurdty not participate in the program
main reasons include, lack knowledge about PMTQVise fear of getting Tested,
presentation of male in the reproduction healthicgptcommunication between couples,
time and schedule of PMTCT clinic, privacy and cdentiality, income status of
individual and occupation status. The study indisathat low male participation in
PMTCT service lead to low utilization by pregnardmen and their infants in PMTCT
services and this lead to high maternal and infaotbidity/mortality rate. Therefore,
there is necessary need for the government to fatspolicies and strategies that will
encourage male participation in PMTCT services.

Vi
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CHAPTER ONE

INTRODUCTION AND BACKGROUND
1.0 Introduction

This chapter presents background to the studyerstit of the problem, objectives of
the study (general objectives and specific objeshy research questions and
significance of the study. Furthermore, this chaptesents the main limitations of the

study as well as the organization of the study.
1.1 Background of the Study

Acquired Immuno-deficiency Syndrome (AIDS) it ilarmful disease that is caused by
virus known as Human immunodeficiency virus (HINYormally HIV transmit from
one human being to another through exchange of Wlodys which include, semen,
blood, vaginal secretions and breast milk (Jack&0@?2). This disease is one among
leading health problem that affect many countries the world until today
(UNAIDS/WHO, 2000). The United Nations’ Joint pragn on HIV/AIDS (UNAIDS)
lately released statistics show that, at the en2l0#, the number of people tested HIV
positive worldwide were nearly 36.9 million and newllV infected worldwide by the
end of 2014 were almost 2 million people (UNAID®,18). Despite necessary strategies
applied and significant progress on scaling up lgtgvention programs the number of
children who become newly affected with HIV worldigi every year remains high
(Children fact sheet, 2014). The number of childndo became newly infected by the
end of 2014 was around 220,000 (UNAIDS, 2015). fdport estimated that more than
90% of those children living with HIV were infecteduring pregnancy, birth or
breastfeeding, (UNAIDS, 2015).

The spread of HIV/AIDS in the world has caused smynnegative impacts and one
among those negative impacts is death of higherbeurof people due to AIDS related
illness. As reported by UNAIDS (2015), number peoplho died due to ADS-related
illness by the end of 2014 was almost (980,0006-iillion), that's makes 23.5 million



AIDS related deaths from 2000 to 2014 and the nuraberphans due to AIDS by the
end of 2014 was almost 78,000.

One among the regions which are most affected BM/ADS is Africa (WHO, 2015).
According to Jackson, (2002) African countries hdezome a seat for HIV/AIDS.
WHO, (2015) reported that Africa have 25.8 milliohpeople living with HIV and also
the report estimated that 66 % of the global All@ted deaths by the end of 2014

occurred in Africa and almost 70% of the globahtaetew infections occurred in Africa.

Tanzania has around 43.6 million people and isisvaated that, in 2011, the number of
people living with HIV were 1.6 million and amongeim 1.3 million were aged 15 years
and older (TACAIDS et al, 2013). In order to redtize number of people who test HIV
positive which was increasing every year sincediscovery in 1983 in the country,

national commitments were established to fight rgjathe epidemic. The national
commitments include presidential announcement of/MIDS as a national disaster

(1999), establishment of TACAIDS (2000) and Devebtent of Multi-Sectoral Strategic

Framework (2003-2007). The outcome of those natico@mitments was improvement
of Health sector strategy on HIV/AIDS which invol¥eur thematic areas including

Prevention, Care, treatment and impact mitigatidnciv resulted in establishment of
PMTCT program (URT, 2013).

Mother to child Transmission (MTCT) of HIV/AIDS the major primary source of HIV
infection in children or infantdt was reported that at the end of 2012, total Inemnof
people living with HIV were around 1.6 million whedry sexual transmission accounted
for 80% of the infection, 1.8% was due to bloodhsfasion and 18% was due to mother
to child transmission (URT, 2013YITCT may occur during pregnancy, labour, delivery
and during breastfeeding. In Tanzania mother téddansmission account for 90% of
all infections in children and infants, and is atesponsible for 5-10% of new infection
in every year in the countffACAIDS et al, 2013). With more than 1.5 millionrths
annually and 6.9 per cent HIV prevalence at ang&rdinics, approximately 103,500

HIV positive women deliver HIV-exposed infants aafiy in Tanzania.



Assuming a 35% transmission rate without PMTCTrirgations, an estimated 36,225
children will be infected with HIV each year. Thine it is crucial and necessary to
design and implement prevention of mother-to chidshsmission (PMTCT) services in
all regions in Tanzania. The figure below explathe risk of MTCT without any
PMTCT intervention.

Figurel1l.1l: Estimated risk of MTCT without PMTCT intervent ion

5-10%
infants
infected
during
pregnancy

Overall
20-45%
infants will be
HIV-infected if
there is no

intervention 10-15%
infants infected infants infected

during breastfeeding during labour and
delivery

Source: MOHSW, 2013

The first developing country in the world to launemationwide plan for prevention of
MTCT was Brazil, followed up by other developinguotries like Nigeria and Tanzania
(Veloso Vg, et al 2010). As a public health applbd@anzania initiated Prevention of
Mother to Child Transmission of HIV (PMTCT) progranor interventions which
projected to reduce the risk of mother to childhsraission of HIV/AIDS through

Ministry of Health and Social Welfare. Tanzaniaaional PMTCT intervention targets



on prevention of HIV in women of reproductive ageegnant women, their partners,

families, children and communities.

According to MOHSW (2013), PMTCT pocket guidelinds comprehensive approach
to PMTCT recommended in Tanzania consists of thevitng elements:
i.  Primary prevention of HIV infection

ii.  Prevention of unintended pregnancies among wommarglivith HIV

iii.  Prevention of HIV transmission from mothers to thefants during delivery

iv.  Provision of treatment, care, and support to worliging with HIV, their

partners, infants and families
v. Antiretroviral (ARV) prophylaxis for HIV-exposed fants,
vi.  Early infant HIV diagnosis and treatment

vii.  Counseling and support for safer infant feedingicas

Major PMTCT interventions according to MOHSW (201take place during;
A. ANC which include HIV counseling and testing, Astioviral treatment (ART).
B. Labour & delivery includes HIV testing and counsgliduring labour and
delivery, ART for the mother and ARV prophylaxisr fthe infant, Obstetric
interventions during labour and delivery.
C. On-going RCH care which include Infant feeding ceelmg and Follow-up

visits.

The objective of the nationwide scale up plan (2608013) was to advance the health
system of mother, father and their children by isgalp comprehensive PMTCT and
pediatric HIV care and treatment. However, duritsgexecution, there has been a shift
from treatment to eradication of HIV infections amganfants or children (EMTCT) by
2015, and keeping infants or children and theiepts well and alive (MOHSW 2013).

In Tanzania provision of PMTCT services started2003. At the end of 2012 the
number of PMTCT implementing centers had incredsach 3,029 in 2008, 4,301 in
2010 to 4,832 in 2012. Pregnant women arrive &N by PMTCT services by 2012
added up to 1,625,811 and among them 54,978 té#Médoositive, total number of



infants tested for HIV infection were 26,608 andoag them 2,328 were positive
(MOHSW, 2013).

Table 1.1: PMTCT summary data (2012)

Pregnant women reached ANC by PMTCT service 1,825,8
Pregnant women tested for HIV 1,036,948
Pregnant women tested positive 54,978
Previously known HIV positive 27,833
Total pregnant women who are HIV positive 82,811
Total women received ARV 73,955
Infant tested for HIV before 2 month of age 26,608
Infant tested positive 2,328

Total number o infant receive ARV 71,571
Partners tested for HIV 219,895
Partners tested positive 34,278
Total number of PMTCT implementing sites 4,832

Source: Ministry of health and social welfare, National A0Control Program, 2013

Regardless of its insertion in the PMTCT guidelimeale partners’ participation in
PMTCT is still a new notion in the country that e been wholly implemented within
PMTCT program. Men are key stakeholders in sexndlraproductive health and play
an essential role in reproductive health care sesviMale In facts play a significant part
in women'’s utilization of health services. Sadlyspite of, the progress registered in the
implementation of the PMTCT program in the countrgle involvement in PMTCT of

HIV services remains low.



1.2 Statement of the Problem

In 2011, an international health strategy was laeddo decrease 90 percent of number
of HIV new infection through MTCT by the end of ZDand this strategy was known as
PMTCT (UNICEF, 2014). Studies have shown that iifiedént countries PMTCT still
faces a lot of problems in its implementation pescenostly in utilization of PMTCT
services those problems include accessibility ofTV€ervices, lack of professional
health servants, fear of disclosure of HIV reswdtggmatization and lack of male partner
involvement in the program (Kiarie JN et al, 2003According to TACAIDS et
al,(2013), in Tanzania 85% of women and 79% of rkeow that HIV can be
transmitted through MTCT but only 55% of men and6#4f women know that
transmission can be reduced through PMTCT interwenData show that 98% of
pregnant women attend Antenatal clinic during thggnancy and 26% of pregnant
women male partners participate in PMTCT servidesMzumbe Health Centre, at the
end of 2015, there were 209 pregnant women whedelstr HIV and only 73 male
partners were aware of their HIV status (Mzumbeltheaentre, 2016), and in
Mikongeni dispensary pregnant women who knew thHV status were 138 and 50

male partners were aware of their HIV status (Mdem dispensary, 2016).

Male partners play a role not only in women's n$lkacquiring HIV but also in terms of
her utilization of the PMTCT program. Male partnsupport mothers to test for HIV, to
return for the results, and to receive medicatiisuya et al 2006 and Farquhar et al
2004). Also male partners support mothers to follbevinfant feeding advice given and
make decision on use of condom if they are supptesg@vVHO, 2012). Despite the
growth of PMTCT service in Tanzania still PMTCT ilementers face different
challenges and one of the major challenge, is padicipation of male in the program
(URT, 2013). Male participation in PMTCT is stilw despite different interventions or
strategies created to ensure male participatioRNITCT (THMS, 2011-2012). This
study aims to explore determinants of male pawiogm in PMTCT and identify effects

of male participation in PMTCT.



1.3 Objectives of the Study

1.3.1 General Objective

The main objective of the study is to explore dataants of male participation in
PMTCT in Mzumbe ward.

1.3.2 Specific Objectives

1.3.2.1To Examine participation of male in PMTCT serviage$1zumbe ward
1.3.2.2To identify factors that impinges or facilitates Imgatrticipation in PMTCT in
Mzumbe ward.

1.3.2.3To identify effects of male participation in PMTQ@T Mzumbe ward.

1.4 Research Questions

1.4.1How do male participate in PMTCT program?
1.4.2 What are the factors that impinge or facilitatelenparticipation in PMTCT in

Mzumbe ward?

1.4.3What are the effects of male participation in PMTCT
1.5 Significance of the Study

This study will give out or provide a general urglanding on the effectiveness of
PMTCT program and rational of involving male in fm@gram to pregnant women and
their male partners. Therefore, male will be faamilwith their roles in the PMTCT

program which will stimulate male participationtire program.

The findings will provide useful information andrgeral knowledge about determinants
of male participation in PMTCT services to differestakeholders like health service
planners who may use it in designing strategigsmnulating policies which will target

both male women and whole community so as to iserd&dMTCT uptake among male

in all regions in Tanzania.



In addition, the study will also provide some assise to other researchers who due to
this study will get valuable information throughlugy findings which could be a source

of new research topics.
1.6 Limitation of the Study

The goal of the study was to come up with deterntsaof male participation in
PMTCT. This would require a bigger sample coverangvide range of people with
different cultural backgrounds than the availalelgources could allow. Moreover, some
of the responses from the interviewees were ambigue to either ignorance on the
subject matter or participants were reluctant tovigle information fearing that some

information could be used against them.

Another limitation is from the purposive samplitngit was used. The researcher targeted
individuals who were available during data colleotprocess rather than selecting from
the entire population of Mzumbe ward. The limitatiaf this approach is that the sample
size may not be representative of the entire pojpulaAlso due to time and funding
limitation, the study did not cover a sample thatbig enough or time that is long

enough to capture all the information regardingenparticipation in PMTCT.
1.7 Delimitation of the Study

This study focused on assessment of male participat PMTCT and establish factors
that influence male to be or not to be involvedhe prevention of Mother to child HIV

/AIDS Tanzania a case study took place in Mzumblwa
1.8 Organization of the Report

This research report is organized into five chapt€hapter one presents the background
to the study, statement of the problem, researghctibes, research questions, and
significance of the study, scope, limitations o $tudy, delimitation of the study and

definition of key terms.



Chapter two deals with literature review which ude theoretical framework and
empirical data review, followed by chapter three iclih covers the research
methodology. Chapter four presents the findingsdisdussion, and finally Chapter five

provides the summary, conclusion and recommendation
1.9 Definitions of key terms
1.9.1 HIV/AIDS

Human immunodeficiency virus (HIV) is the virus theauses Acquired Immuno-
deficiency Syndrome (AIDS). This virus attack thmmune system and condition
referred to as AIDS is caused by HIV damaging tmenune system cells until the
immune system can no longer fight other infectiwat tvould usually be able to prevent.
According to Jackson (2002) AIDS is the end of HiWection and is a serious often
fatal disease of the immune system. Common thetedskind of HIV namely HIV 1
and HIV 2.

1.9.2 MTCT

Mother to child transmission (MTCT) of HIV can befer to type of HIV transmission
where by HIV pass from mother or woman who is Hpésitive to her child or infant
and it might occur either during pregnancy pertaidh or during breastfeeding. MTCT

is most common way for children to become HIV- fgsi(AIDS info, 2014)

1.9.3 PMTCT

According to MOHSW (2013), prevention of motheretoid transmission of HIV
(PMTCT), is the generally used term for programraed interventions planned to trim
down the threat of mother-to-child transmissiorH®¥. The major targets of PMTCT
programme or service include, women of reproductige, pregnant women and their

sexual partners, children, families and communities



1.9.4 Male participation

In PMTCT service male participation refers to thealvement of pregnant women male

partners in the program.
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CHAPTER TWO
LITERATURE REVIEW
2.1 Introduction

This chapter covers the review of literature on englarticipation in PMTCT,
experiences and contributing factors. It providethliheoretical and empirical literature

study.
2.2 Theoretical Review

This is described by scholars as the a literataveew which based on the secondary
source of information which may comprise any pudilan written by the writer who did
not observe direct or participate in the eventragdd (Msabila T, and Nalaila S, 2013).

2.2.1 Overview of HIV/AIDS and MTCT

AIDS is the last stage of HIV infection and is aexe fatal disease which mostly affects
iImmune system (Jackson, 2002). There are two conmkimais of HIV which are HIV-1
and HIV-2. HIV-1 was identified in early 1980s aadother type of HIV, is known as
HIV-2 and it was identified in 1986. On the otland, the transmission speed of HIV-
1 is said to be higher than trasmission speed d-2land people who are victim of
HIV-1 develop AIDS prior to victims of HIV-2 (Ameran Red Cross, 2003).

HIV is said to be related to Simian (monkey) Immdefiency Virus (SIV) but
regardless of extensive research, the origin of i exactly when, where and how
human beings became affected by Simian Immunoeéefigi Virus is still unclear. But
what is clear up to now is that HIV/AIDS has no wmocure and it has 100% mortality
rate (Jackson, 2002). HIV/AIDS is considered asilemt disease epidemic which
spreads over a large area, affects almost all desntn the world; it is actively

spreading and is responsible for death of milliohgeople (Jackson, 2002).
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HIV transmits from one infected individual to anethindividual through straight
contact with some of the body’s fluids. HIV mainhass from one person to another
through unprotected sexual intercourse, infecteddltransfusions and hypodermic
needles and from mother to child transmission, hewenot all body’s fluids can

transmit HIV other body’s fluids, like tears, dotn@ansmit HIV (CDCP 2003).

Mother to child transmission (MTCT) of HIV is onef @ommon ways of HIV
transmission which involves transmission of HIVedtion from a pregnant woman to
her infant or child. According to UNICEF (2011), T is also known as vertical
transmission or parental transmission of HIV whigkes place during:

a. Pregnancy: As the fetus develops, HIV may crospltheenta.

b. Labour and delivery: During delivery, the infantegposed to high volumes of

maternal fluids.
c. Breastfeeding: Breast milk contains virus that nhaytransmitted through the

infant's digestive tract.

In 2009, more than any other region worldwide atineged of 860,000 pregnant
women were found HIV positive in Eastern and Sowthgfrica, on top of that the
region was also a centre of 47% of the global tbi& positive children, of which over
90% were infected through MTCT (UNICEF, 2011). Inderdevelopment countries,
mostly in Eastern and Southern of Africa, all deaimong infants or children under five
years of age 10 to 28 percent are caused by HV&more than half of all infant who
are born HIV positive will die before their secohuthday if there is lack of effective

treatment (UNICEF, 2011).

2.2.2 Concept of PMTCT

A global strategy called PMTCT was launched to miae or reduce the number of
HIV new infection through MTCT by 90% by 2015 (UNEE, 2014). According to
Tadesse and Muula (2004), the common elements in@PVare the desire to know the

HIV status of pregnant women, to prevent HIV trarssion from women infected with
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HIV to their children or infants and to change saXwehaviours, from having more than
one sexual partners to sticking with one sexuangaror adopting safer sex practices,

encouraging partner testing and adopting suitabtaly-planning methods.

Tanzania adopted the PMTCT program, whose targetoban set in compliance with
UNGASS and Abuja Declaration of December 2000 targehich were set in June
2001. The UNGASS Declaration aimed at reducingrite of children affected with
HIV in different countries by 50% at the end of ROby ensuring that 80% of expectant
mothers have access to PMTCT services, includinyARJnited Nations, 2007). This
was supported by the Call to Action for the eratilicaof HIV infection to children and
Infants, issued by the Inter-Agency Task Team (IANBh PMTCT and pediatric HIV
High Level Partners Forum in Abuja, Nigeria in 2qQQited Nations, 2007).

In Tanzania the major goal of the national PMTCddPam is to achieve a HIV/AIDS
free generation in the whole country by reducing namber of children born with HIV
from HIV positive mothers, providing an opportunfty identification of HIV-infected
women and delivery of other interventions to preévidilV transmission to infants as
well as care and support to HIV-infected women|dcbin and their families (MoHSW,
2007).

2.2.3 Overview of male participation in PMTCT

The campaign for men’s participation in women’srogjuctive health programs was
initiated by the International Conference on WorreBeijing in the mid 1990s and the
International Conference on Population and Develagnin Cairo in 1994. According
to ICPD-POA chapter four, section 4.27 state that;

“ special efforts should be made to emphasize meimsed responsibility and
promote their active involvement in responsible ep#inood, sexual and
reproductive behaviour including family planninggpatal, maternal child health;

prevention of sexually transmitted diseases, inoidHlV; prevention of unwanted
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and high-risk pregnancies; shared control and dnrion to family income,

children's education, health and nutrition; rectigniand promotion of the equal
value of children of both sexes. Male responsibdgiin family life must be included
in the education of children from the earliest agégecial emphasis should be

placed on the prevention of violence against woarahchildren”. (UNFPA,1994).

In 2002, WHO formulated recommendations advisingpte's HIV testing in settings
with high HIV prevalence (WHO, 2002). WHO (2010-B)APMTCT Strategic Vision,
focus on the need to involve male partners inasilon of PMTCT services in African
countries. WHO initiated the policy guidelines whitocused on the assumption that
couple testing would help boost men support for worto use PMTCT services, create
opportunities for secondary prevention by coungelboth women and their male
partners about HIV/AIDS, and enhance the uptakéesfing and discovery of HIV
infected persons (WHO, 2010).

Rutenberg et al (2002) argued that men’s partimpain PMTCT may mean a lot of
things, depending on the couple status and nattireommunity, some men in the
community may voluntary decide to go to the climgh their sexual partners, get
involved in all process including counseling and tpsted for HIV, while other men
may decide to never visit the clinic, but insteagport their female partners in coping
with HIV in one way or the other in case they aosifive, pay for their partner’s health
care bills, or pay for transport for their partnerattend clinic. According to UNAIDS
(2011), the international plan indicate that eBomnust be taken to secure the
involvement and support of men in all aspects es¢éhprograms and to address HIV and

gender related bias that impedes service accesspake as well as client retention.
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2.2.4 Rationale or importance of involving males in PMTCT.

Vi.

Vii.

When men decide to take action to prevent HIV itiéeg they can change the
course of epidemic and every action that prevefisihkfection also promote the
sexual and reproductive health of both women andl fd&IPF, 2008).

When male partners are involved and get to knowr tH&/ status, this will
enhance the chances of infant's healthy survival anHIV free generation
(UNAIDS, 2012).

Men participation improves communication betweennmend his sexual
partners, and allow both women and men to deciddifterent issues regarding
their reproductive health matters. The processieblving men in reproductive
health matters will help them to be more sensitweewomen’s needs and
therefore enhancing women’s status.

Almost all settings in Africa where PMTCT is proeidl men trend to be the main
decision makers (Akarret al.,2011).

Without working with men, change would be very didlt or impossible
(Sternberg and Hubley, 2004)

According to Kumah (1999) due to the rapid spreHIY/AIDS epidemic and
due to culture and taboos in African context whimbntribute to negative
stereotypes about male participation in reprodectiealth issues it necessary
and crucial to form all strategies possible to easavolvement of men
Furthermore, if both women and men attend coungal@ssions together and get
tested together then there is less chance for béamdexccusations (Semrau et al.,
2005). Counselors can emphasize the man's rolpréwecting the health of his
partner and the whole family, and can promote the af PMTCT service and
other related service will enhance higher ratedreadtment and care uptake
(Semrau et al., 2005).
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2.2.5 Effect of male participation in utilization & PMTCT service

One among effects of male participation in utiliaatof PMTCT is the rate of HIV
positive born infected infants. Reports on Tanzawigonal response on HIV shows that
as level of male involvement increases and the oatdlV positive infants decreases.
Table 2.1 below show the relationship of male pgréition and infants status, as
reported in national response reports, in 2009 wale attend PMTCT and test for HIV
were 181,185 and in this year infants who tested ptsitive were 3,274, in 2010 male
were 298,990 and number of infants tested posuias 2,151 and in 2012 number of
male who attended PMTCT and tested were 219,895 iafiatits who tested HIV
positive were 2,328 (MHSW 2010-2013) .

This shows that in 2009 level of male involvemergswow and number of positive
infants was high while in 2010 number of male imashent was high and number of
positive born infants was lower compare to 2009 30d2. So if the level of male
participation in PMTCT and ANC will increase themetrate of HIV positive born

infants will decrease.

Table 2:1 Male attendance in PMTCT and test for HIV Vs number of women
received ARV and infants tested positive

2009 2010 2012
Male attendance in 181,185 298,990 219,895
PMTCT and test
for HIV
Women received 58,833 79,579 73,955
ARV
Infants tested 3,274 2,151 2,328
positive

Source; Documentary review on National response reports
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2.2.6 Overview of the national PMTCT policy/guidelnes in Tanzania.

The Ministry of Health and Social Welfare (MoHSW8shbeen implementing PMTCT
services in the country since 2000 and by 2004iceswvere scaled up to cover all
regions in Tanzania. Implementation of these sesviwas guided by the National
PMTCT Guidelines that were developed in 2004 aniseel for the first time in 2007.
The guidance was made to accelerate the achieveafieelimination of new HIV
infections in children and keep both children aheéirt mothers alive and healthy.
PMTCT services provided in Tanzania include routi®/ testing and counseling;
provision of lifelong antiretroviral treatment fail HIV positive pregnant and lactating
women; antiretroviral (ARV) prophylaxis for HIV-egped infants; safer delivery
practices; early infant HIV diagnosis and treatmeunseling and support for safer
infant feeding practices; long-term follow-up céoe mother and child; and services for
family planning (MOHSW, 2004).

National PMTCT guidelines issued in 2004 statecdllsws “It is important to consider
the influence of gender on vulnerability to HIV estion when working to prevent
MTCT of HIV, this can only be addressed if botheeappreciate their interrelated roles
and practices that increase the risk of MTCT cannimified once communities
understand the relationship between these pradiicdghe transmission of HIV”. The
national PMTCT guidelines issued in 2004 by MOH33fdte that “all mother and child
health facilities should initiate strategies to @mage pregnant women to attend the
PMTCT program together with their male partnerdiisTguideline is very relevant for
this study because it brings out clearly the newdniale involvement in the program
especially in antenatal VCT which is the startimgnp for PMTCT service. According to
the national guidelines male participation playigrole in the success of PMTCT. The
male participating in PMTCT service are involved @ore activities such as to
participate in health education sessions, HIV Celing and testing in antenatal clinics
with their partners, support their wives or sexpaftner during pregnancy and after
delivery as well in infant feeding and care.
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2.3. Empirical review

Burns and Grove (2005), state that a review ofveeie literature is conducted to
generate a picture of what is known about a pddrcituation, and the knowledge gaps

that exist in a situation.
2.3.1 Review of studies from North, West, Centralrad South Africa

Haile and Brhan (2014), on their study on Male imement in ANC/PMTCT,
conducted a cross-sectional study among 473 prégv@nen attending ANC/PMTCT
in Mekelle in Northern Ethiopia. The study found dliat 20% of pregnant women had
been accompanied by their partners to the ANC/PME&7Vice. According to the study
Male partner involvement in ANC/PMTCT was low ark tfactors that affected male
involvement in ANC/PMTCT in Makelle were maternaidwledge of HIV sero status,
willingness of female to inform their husband oxis& partners about the availability of
VCT services at ANC. Previous history of couple mseling were identified as
independent determinants of male participation INCAPMTCT. The study
recommended that a comprehensive strategy shoulpubén place to sensitize and
advocate the importance of male partner involvenmreNC/PMTCT in order to reach

out male partners.

In Mwanza District in Malawi a retrospective cohsttidy done by Kalembo FW et al
(2013), with the title “Association between maleatpar involvement and the uptake of
Prevention of Mother-to-Child Transmission of HIPNITCT) Interventions”, found
that around 476 HIV positive pregnant women weigstered in a PMTCT program.
Among those who were followed-up in the study, 83.7%) had a male partner
involvement while 411 (86.3%) had no male partmeoivement. This shows that male
participation was low in Mwanza district during tsieidy. The study also found out that
there was significant difference in the uptake MFTET interventions. Positive women
who were supported by their partners were mordylikee use protective measures like

condom, deliver at the hospital instead home andpbete follow-up in the program
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compared to those positive women without male gantmvolvement. Also, the findings
showed that women with a male partner involvemeatewten times likely to have
infants who are not born with HIV than those pregnaomen without male partner
participation. The study concluded that male parimeolvement increase utilization of
PMTCT services by pregnant women tested HIV pasitand recommended that
modified public health care models are requireshtoease the rate of male involvement

in the program.

Another report from Malawi showed that male pasngho did not often go forward to
test for HIV with their partners, contributed tarfale partners dropping out and or non-
cooperation at many level of PMTCT services (MalaMinistry of Health, 2008).
Kang’oma (2011) in a study with the title “Exploginfactors affecting men’s
involvement in Prevention of Mother to Child Transsion of HIV programme”
showed that men had a better understanding of RWEICT is all about than expected.
Almost all men had positive attitudes towards thegpam; they also approved fellow
men’s involvement in PMTCT programmes and consiistech men who participate in
the program as loving, caring and responsible mathaHowever, translating this
knowledge and supportive attitude into practice stédka big problem for a majority of
men. According to the study, fear of being testedHIV was the main reason men

shied away from patrticipating in the program.

In South Africa, Ladur AN, et al (2015), conduceedesearch with the main objective of
exploring community members’ (men and women) analthewvorkers perceptions of
male involvement in PMTCT in order to create poesibays of increasing male partner
participation in ANC and improve outcomes and fallaup of pregnant women
accessing PMTCT service. The findings suggest®tkieds of men; men who are or
would be actively involved in PMTCT, men who aret riovolved but could be
motivated, and men who are resistant to gettinglired in any kind of support for their

partners (except maybe for financial support).
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The study also found that men were unwilling totipgrate in PMTCT service due to
stigma and negative attitudes from nurses. It edsealed that HIV testing, disclosure
and direct health worker engagement with men irsgéanale involvement in PMTCT.
Using men in the media and community to reach oufetlow men with prevention
messages tailored to suit specific audience wasdido reduce negative perception that
ANC is woman’s domain.

Another study was conducted in Lusaka — Zambia byiren et al (2013), with a title
“Midwives’ perspectives on male participation in PRIT of HIV and how they can
support it in Lusaka”. The study describes midwiyEsception on male involvement in
PMTCT and the methods that could be used to infleanale participation in Lusaka
District. The study shows that male partner involeat can prevent women and their
infant from being exposed to HIV by adopting prevwan behavior in their relationship
and by utilizing health care services. Accordinghis study, methods that midwives can
use to improve male participation include, inteimgnrisk behavior, influencing
individuals, the community and health personal also providing disease intervention
service. The study showed that cultivating a makntily approach in antenatal care is

urgent to protecting infants.

The other research that was conducted at Blantylalawi by Nyondo et al (2014) on
stakeholders’ perception on factors influencing enavolvement in PMTCT service
identified different barriers on male involvementRMTCT. The barriers include lack
of knowledge on male involvement in PMTCT, societeomic factors, relationship
issues, unplanned or extramarital pregnanciesdiiynio be seen in a woman’s domain,
fear of knowing one’s HIV status, unwillingness lie associated with the services,
health facility based factors, peer influence amdtuce. According to the study the
factors that potentially promote male involvemerdre categorized into community,
health facility and family level or personal factoClearly therefore, the success of male

involvement lies on recognizing sources of barréard forestalling them.
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2.3.2 Review of Studies from East Africa

A study conducted in Athi River sub-location of Mé&eo Constituency, Machakos
County in Kenya reported that some of the men apeoned their wives or partners to
the clinic and believe it was their responsibilit9thers felt that providing financial

support towards pregnancy and parental care anel dithancial needs at home was
enough, while others felt that they were busy mdimg a source of livelihood to their
families with no time to accompany their wives oartpers to clinic (Ongweny-

Kidero,2014).

Byamugisha et al, (2010), conducted a cross-setisarvey with main purpose of
exploring determinants of male participation PMTGETHIV program in Mbale district
in Eastern Uganda. The survey involved 388 men ddgednd above, whose spouses
were attending ANC. The study found out that thel®f male involvement in PMTCT
program was low. The factors that contributed t@ toale involvement included health
factors such as health workers behavior, unfrieedlyironment and clinics designed for
women, social-economic factors such as costs ogpart, education level, occupation
and culture. The study though warned that recrritnof respondents through their

spouses in the ANC in the hospital setting couttbtuce selection bias.

2.3.3 Review studies from Tanzania

A study conducted by Bonifance (2009), in Kilimawjaegion to determine willingness
and participation of males in PMTCT program found that of the 138 respondents,
103 (74.6%) were not willing to participate in PMT@rograms by accompanying their
couples to the Antenatal clinics. The majority loém (61.4%) had not participated in
PMTCT programs in Antenatal Clinics. The main rees@or non-participation were
listed to include: being busy (25.2%), culturalseas (21.4%), lack of knowledge on
the importance of the programs (21.4%). It was b that most males did not

participate in PMTCT programs because they did se@ the importance of such
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programs, or they were hindered by cultural sedtingthe community which posed

negative perceptions toward the programs.

Akarro et al, (2011), in their report titled ‘evalion on male participation on the
programme for PMTCT of HIV/AIDS conducted in lldldunicipality in Dar-Es-Salaam
Tanzania’ revealed that communication barriers betwpregnant women and their
male partners were the main limiting factors ofldal up and utilization of PMTCT
services. The findings showed that other limitiagtbrs of knowledge, attitude and
communication behaviors among partners had a greassce of influencing a follow
up to uptake of PMTCT services. Also, HIV/AIDS edtion and PMTCT knowledge
among spouse within the community was still loweTimdings suggested that PMTCT
utilization acceptance required a change of cul@itaude in the community. The study
only evaluated the male involvement in the PMTCTvige of HIV/AIDS and the area
of study was llala Municipal in Dar es Salaam. Ti&in difference of the Akarro study
to our study is in the area of study and the stooulations. Akarro et al, conducted
their study in an urban setting but our study is irural setting. So, it is possible to get

new information on male participation in PMTCT Sees.

Another research in Tanzania was doneBbylichel, (2010) who conducted a study in
Rural Tanzania on the difficulties of male Engagetma@ PMTCT: Masculinity and
Fear. The objective of the study was to examine hwm respond to the challenges of
HIV and Prevention of Mother to Child Transmissi®MTCT) of HIV with reference

to their various discourses of masculinity and asse and their responses to modernity.
The results show that nearly all men expected {baitner to seek for their permission
before participating in VCT and PMTCT programs.tiegrating in VCT and PMTCT
programs were more similar with modern discourdetisease, an equitable masculinity
and an engagement with modernity. In this study iMesdere demonstrated to be
powerful mediators of influence on male participati Fear of knowing one’s HIV

status was identified in the study as a major bata men'’s involvement in PMTCT.
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In addition, men whose partner had participate@NMTCT programs expressed a less
masculinity and were more supportive of traditioapproaches. The study concluded
that men’s response to the implications of PMTCE&dsel a careful consideration in

planning and strategizing PMTCT programs.

Msuya et al., (2008), reported that women with bBigducation often discussed HIV
and reproductive health issues with their malengast compared to those with low level
of education. Women with income were more likelypt@rticipate in HIV testing and

counseling, and well-informed couples were morelfiko increase mutual support and

adopt a low risk behavior, regardless of the tesults.

2.4. Literature review gap

Review of related literature is critical and plade®e study within the conceptual
framework. Both, the theoretical and empirical ratere review shows that male
participation in PMTCT has big impact on the PMTGQptake. Most of the valuable

information or data concerning men and PMTCT relateHIV testing or VCT, more

research is needed regarding other ways of makgipation or other roles that male
play in PMTCT like financial support, approval teeuHIV prevention measures. This
study explores determinants of male participationPMTCT program and factors

contributing to low male participation in PMTCT, rpaularly those relevant to

Tanzanian context. It is evident from the literatueview that few such studies have
been conducted in Tanzania. The results may geneedtiable information to guide

planning programs to improve male participatio®MTCT.

2.5 Theoretical framework

In this study the researcher will use two theonesnodels which are relevant to the
study. Theories which will be used are hegemonicaulnity theory and social

construction which will guide the study.
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2.5.1 Social Construction Theory

Social Construction Theory tries to explain howistcconstruct different phenomena
and analyze the world. According to the theory,i@ocdea and categories are mainly
socially constructed and then are accepted in goecis reality like the concept on
manhood and womanhood, example decisions in th#yfésrmen responsibility and not
women responsibility. According to Khan (2009), rammbeings’ experiences are
usually based on the way they interpret the word #hemselves thus essentially
building realities in which they live. According ®arson and Peiss (1985), the concepts
of masculinity which are socially constructed ambple adopt them from their culture
and reproduce through their own actions play a nraje for the way men (and women)

think and act and thus not their role identities.

This theory is relevant to the study because itnshibow men participation in PMTCT
and other reproductive health issues are affecieditberent phenomena which are
being constructed by the society. The concept offad and Womanhood which are

social contracted are contributing factors to npadicipation in PMTCT services.
2.5.2 Hegemonic masculinity

Hegemonic masculinity theory was also used to wstded male participation in
PMTCT programs. Hegemonic masculinity is one amsagjal contracted phenomena
which tries to explain practices that promote thenthant social position of men and the
subordinate social position of women. Connell desgemonic masculinity has a place
in gender relations, the practices through whicm rmed women engage that place in
gender, and the effects of these practices in p@&kiperiences, personality and culture
(Connell 1999)".

This theory is useful for understanding genderti@heand its applicable aspect of social
life, and how men act and interact in the communipnnell (1999), argued that,

hegemonic masculinity consist of behaviors, langga@nd practice existing in
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particular organization locations and culture, iahare commonly related with males
and which are not defined as feminirEgemonic masculinity is associated with idea of
manhood (being “real man”) or man world. “Many mare not involved in the
ANC/PMTCT process because years of gender powealanbe have created a culture
which fences out men from female reproductive heatbnsidered a woman’s issue
which should be handled by women alone (Gupta 2002)

According to Mbonye et al, (2010), men do have tadbpower in the family and
society, and those powers account as one of thergathat affect uptake of PMTCT.
Due to the concept of manhood men feel that theyr@sponsible in making decision
concerning everything in the house or in the refeghip that include to grant permission
to their partners and whether to support or nosupport them to undertake PMTCT
service. In all these men believe to have a lagt dagemonic masculinity and social
construction theory both are related because theg lip the concept of manhood and
womanhood in the community/society and both infeeemale to or to not participate in
PMTCT program.

2.6. Conceptual Frame Work

This part will present conceptual framework on deieants of male participation in
PMTCT at Mzumbe ward in Morogoro in which the asadyof the study will be made.
We develop a framework that presents relationshimoables based on the assumption

resulting from the reviewed literature.

Figure 2.1 demonstrate the hypothesize model fier gtudy. The study assume that
factors that determine male participation in PMT&EFvice include, Knowledge about
PMTCT service and knowledge about rational of nia®lvement in PMTCT services
may facilitate or stand as obstacle to male paditon in the program, also presentation
of male in the reproduction health policy, commaitimn between couples, the notion of
manhood and womanhood in the community, time aritedide of PMTCT clinic,

privacy and confidentiality of PMTCT clinics, venaad space where PMTCT clinic
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take place, fear of getting tested, income statuisdividual and occupation status all of
this factors determine male participation in thegram. Theoretical framework is as

presented in Fig. 2.1 below.

Figure 2.1: Conceptual framework

Independents variables dependent variabl independent variables

KKnowIedge about\ / \

PMTCT service -Time and schedule
of PMTCT clinic

-Presentation of
male in reproduction
health policy

-Privacy and
confidentiality

Male
Participatio
nin
PMTCT

-Communication
between couples

-Venue and space

-Fear of getting
Tested

-Notion of manhood
and womanhood in
the community

-Income status of
individual

-Occupation status

\_ ) N /

Source: Designed by Researcher 2016
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CHAPTER THREE
RESEARCH METHODOLOGY
3.1 Introduction

This chapter cover detailed information about regedesign, area where study will be
conducted, sample size, sampling techniques, adiactton methods that will be used
by the researcher to collect data, and data asatysthods. The methodology typically,
encompasses concepts such as paradigm, theoratdals, phrases and quantitative or

qualitative techniques (Msabila D, and Nalaila &1 32).
3.2 Research Design

For the purpose of this study, the Case Study desis adopted since it is a fairly

exhaustive method that enables the researcheudy seeply and thoroughly different

aspects of the phenomena; it's flexible to datdectibn methods such as interviews,
focus group discussion and observations. It isohe that saves both time and costs
(Adam J and Kamuzora F, 2008).

3.3 Area of the study

The study was conducted in Mzumbe ward, the areapugposively selected due to its

relevancy to the study. Mzumbe ward is relevantht study because it is one among
the places in the country where PMTCT activitidsetplace and also Mzumbe ward was
selected due to researcher’s ability to reach @réiqular area during data collection,

and therefore the research to be conducted in absshenvironments and this

minimized costs and time respectively. The area alss chosen for the study because
HIV prevalence in Morogoro is 3.8% which is highmguare to other regions like Tanga
2.4%, Dodoma 2.9% and Lindi 2.9% (THMIS 2011/2012).
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Mzumbe ward is located in Mlali division, which &mong four divisions forming
Mvomero District which is among 7 Districts of Mgaro region. Mzumbe ward is
located 8-33- S 37-6° E and its distance from Morogoto town along Monmmgdringa
high way is about 30km. Mzumbe ward covers an efé&8.94 kri. According to the
Tanzania National census of 2012, Mzumbe ward hadta population of 19,056.
Appendix 3 is a map which shows the area of study.

3.4 Sampling frame, and sampling procedures

Purposively sampling was used to sample two PMTG@Giics among three clinics
located in Mzumbe ward. Accidental sampling techeigvas used to sample pregnant
women, men in the community and health workergaedents who were present at the
time during data collection. All members had anaainance of being selected to form
the sample. Also purposive sampling was used $0 altain respondents from medical
officers in charge at PMTCT clinic. We purposiveldfiose to get information from

respective officers and not otherwise.
3.4.1 Unit of Analysis

The units of analysis in this study include thédwaing
) Key stuff in PMTCT
i) Pregnant women reaching PMTCT clinics without tipairtners
i) Couples attending PMTCT clinic
iv) Men in the community both married and men with séxartners irrespective of
their HIV Sero status.
v) Health staff at Mzumbe ward.

3.4.2 Study population

From the perspective of study design, study pomrahvolved pregnant women male
partners regardless of their age, occupation andatin background, pregnant women
under PMTCT or ANC service and health workers inunibe ward. Also the study
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population included key staff working in the PMTCIinic from both Mzumbe Health
Centre and Mikongeni dispensary. A summary of stpdgulation is shown in table

below.

Table 3.1: Target population

Respondents Data collection No. of respondents
method

Pregnant women attending PMTCT (2)FGD 10- women

clinic without their partners 8-women

Couples attending PMTCT clinic (BGD 2-women and 2-
men

Men in community (3)FGD 26-men

Health workers Interview l1-man and 1 |-
woman

PMTCT key stuff Interview l1-man and 1-
woman

3.4.3 Sample size

The study involved a total of 50 respondents cosimgi 28 men and 22 women;
including key stuff working under PMTCT program Mzumbe ward. The small

population size makes even the proposed samplédamtudy to be smaller. This size of
the sample was ideal in accordance to the limitedntial resources and time on the

side of researcher

3.5 Data collection methods

Data collection methods included documentary reyiexderviews, photographs, focus

group discussion and observations. Most of the ofmata collected was qualitative.
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3.5.1 Observation

Non-participatory observation was used to colleatadthat supplement the data
collected through other methods like interview addcumentary review. The
supplementary aspects that were observed incluelgnpnt women who attend clinic,
male who accompany their partners in the clinicl arale who participate in VCT, how
health staff treat males who accompany their pestme clinic and availability of
friendly environment for male in clinic. The ratae for using non-participatory
observation is its ability to provide accurate datathe researcher witnesses what

actually happened in its natural setting.
3.5.2 Interview

This method was used for the key health staff waykih PMTCT clinics in Mzumbe
ward and other health study at Mzumbe ward. Therwgw was conducted face to face
in order to get information from the respondentle Tnformation was required to be
clear and unbiasedlhe rationale of using the interview method is titaallowed
flexibility in data collection since the researches able to clarify ambiguous questions

and even ask follow up questions depending ondhéest.
3.5.3 Focus group discussion (FGD)

A total of six (6) FGD meetings were conducted, t{#) FGDs involved pregnant
women (10 women) in the first group and (8 womeagosd group who came for
antenatal services without their male partners KV testing and counseling
irrespective of whether they were positive or negatthree (3) FGDs involved men in
the community both married and men with sexualnga irrespective of their HIV
status. Two such groups consisted of eight (8) am&hthe third group consisted of (10)

men. The last FGD involved couples who had attemtiadt together (2-couples).
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3.5.4 Documentary review

The researcher made use of documentary review hwhatuded reading published and
unpublished materials such as files, various daihgnthly, quarterly and annual
PMTCT and HIV/AIDS reports which helped to provideluable information of the
study. Also various documents prepared by differesearchers, articles and books
were used to obtain information and this constitigecondary type of data collection.

3.6 Data analysis

This study was a qualitative research, whereby itfermation obtained from
respondents was not express in numerical form. Betiected was analyzed using
content analysis and presented so as to enablestlearcher to answer the research
questions and meet the objectives of the study fremich conclusions and
recommendations were drawn. The researcher usdad-eaodrdings from interviews
and FGDs which were conducted in the participapteferred language, mostly in
Kiswahili and late translated to English. The relsal data were then transcribed in text
form, according to the research objectives, reseanestions and variables which

supported the explanations.

3.7 Ethical considerations

The researcher sought permission to conduct thearels from health canter and
dispensary through the letter from Mzumbe Univgrsill the protocol that may be
demanded by the health centers was observed. Gamasrsought and obtained from all
the participants before commencing the interviems discussions. The researcher also
assured the participants that all information aétd will be confidential and there will
be no reference to the person giving the infornmatidhe researcher also informed the
participant about their rights including the rightt withdrawal from the interview or

discussion.
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CHAPTER FOUR
FINDINGS AND DISCUSSION
4.0 Introduction

This chapter presents demographic information ardirfgs of a specific objective. The
data presentation is organized and guided by thpeeific research objectives such as
male in PMTCT, Factors that impinge or facilitatalenparticipation in PMTC and the
effects of male participation in PMTCT as well ggpmopriate mechanisms that can

improve male participation in PMTCT.

4.1 Characteristics of the Respondents

This part describes the characteristics of theaedents from Mzumbe health centre in
the selected departments. The description inclusk»s age, marital status, and
educational level as the respondents.

Given the nature of the study, it was deemed nacgs® obtain gender specific
information about the participants who were invalve the provision of this data. The
information had to be collected from both males &armdales on determinants of male
participation in prevention of mother to child tsamssion (PMTCT) in Tanzania. The
findings from the Table 4.1 revealed that 66% atipgants were male while 44% of
respondents were female. The findings from tableb&low indicates the majority of
participants, 34% are aged between 36-45 yeatewetl by participants aged between
46-55 years (26%), those aged between 26-35 madsB4pof all participants, 14%
participants were 56 years and above and fourepérwere aged between 18 and

25years. The majority of participants (92%) areurapeople aged above 25 years.

Data about the education qualifications of partifs is presented in Table 4.1. The
table shows that 62% of the participants had pynoarsecondary level education. The
remaining 48% had either a diploma or higher |leadication qualification. Basing on

the level of education, the composition of partéits is assuring of being able to
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provide reliable and valid information on this stud’he group is capable of having
knowledge about PMTCT in Mzumbe ward. Table 4.loWelshows that 64% of
participants were married, 30% of participants weirggle, 4% of respondents were
divorced, and 2% of the participants were widowEkis means that the majority of

respondents lived as couples that could be paaticig in the PMTCT program.

Table 4.1 Characteristics of the Respondents

Variables Categories Frequencies Percentage (%)

Gender Male 28 66
Female 22 44

Age of respondents 18-28 4 8
26-35 9 18
36-45 17 34
46-55 13 26
56+ 7 14

Education qualification| Primary Education 6 12
Secondary Education 14 50
Diploma 9 28
Degree 9 18
Master 2 4

Marital status Single 15 30
Married 32 64
Divorced 2 4
widowed 1 2

Source Field Data, 2016

4.2. Male Participation in PMTCT

The need for male participation in PMTCT was empeasby the nurses working in the
programme. According to the nurses, male involvanmreRMTCT has a positive impact
in every stage of the PMTCT program. Male partragesexpected to take leading roles

in the implementation of the PMTCT just as theyetakleading role as head of family.
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They should lead in making decisions on the implesatgn of PMTCT programme and
supporting their female partners on successfullyi@menting those decisions.

Participants’ opinions on participation of malesHMTCT were varied. In one of the

FGDs one male participant made the following irdéngy comment:

“One of my roles as a father is to escort my wifelinic and if they need me to
test for HIV, | get tested and sometimes | takechilgl to clinic alone. | let my
wife rest because | believe raising a child is atsp duty” (a father in a 26-35

years group).

Fewer men in the community do accompany their wiesexual partiners to PMTCT
and VCT centers as it shown in Figure 4.1 belowlenagacompany his wife to PMTCT

centre.

Figure 4.1: Couples receiving PMTCT service at onef PMTCT clinic in Mzumbe
ward.
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In a FGD consisting of women who were not accomgzhity their male partners one
participant argued that expecting men to partieipet PMTCT service, especially
expecting men to accompany their sexual partneastétmd ANC/PMTCT appointments

is almost an illusion. The woman presented thig/viethe following words:

“Our Tanzanian men, the only role they know of o familiar with is providing
financial aid. They think providing financial suppc enough for us to deliver a
healthy baby, when you tell them about VCT and ANG will just say it's not
their responsibility. That is a woman'’s thing; ggimo clinic is absolutely not
their duty” (36-45 years old pregnant woman).

But the other participant in the same group argthedt it was important for male
partners to support them during the whole periogrefijnancy and after the birth of the
child, saying;
“It is necessary for him to accompany me to thaicland to provide all the
necessary support because it's not my duty alomaise the baby. It is also his
duty. We did have fun together creating this pregyawhy should he now leave
me to raise the baby on my own, and pretendingetdusy with | don’t know
what...” (36-45 years old mother of 2).

This is view was supported by one of the nurses sthted that it is important for men
to participate fully not only in PMTCT or ANC butudng the whole period from
pregnancy through delivery to child rearing. Acengdthis nurse, men should provide
the necessary support including getting involvedessting for HIV together with their

partners so as to protect their children.

Regarding the idea of male partners accompanyingir tiemale partners to
ANC/PMTCT, only a few male partners agreed that thia good practice and that it is
one of their roles of men as fathers. The majdety that the provision of finance for

ANC registration and delivery fees is their mospartant role in supporting their wife’s
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pregnancy. This view was lucidly presented by aspondent from FGDs consisting of

men who did not accompany their wives, who said:

“my duty as a head of the house is to put foodhentable and provide financial
support but to go to clinic it's her duty as a matmot my duty, | have millions
of things to do, to go to clinic and get tested it waste my time. This is even
contrary to Hon. Magufuli’s clarion call “hapa katu” that we need to do work,

going to clinic? To do what?” (56+years old a fatha four).

With regard to the use of HIV preventive measuiles tondom during pregnancy so as
to prevent new infection and prevent HIV transnussito the child, two male

respondents offered the following interesting comtse

“1 will do anything to protect my baby, even if bald use condom for the whole
year | will use it, because | believe that nobodyhis right mind will wish to

harm his own child”(18-25year old father of one)

“We, men are ready to use condom but the problewitis our wives. Women do

not like to use condoms at all; they say they ddew anything using a condom.

And even if they have been advised by doctors i@esuo use the condom they
do not tell us (26-35 year old)

This later view was even supported by one woman setnd:

“It is true most of us women hate using a condonfatt, we feel awkward using
a condom with your husband and this is because ofass we trust our men so
much so that we see using a condom is not necessary(18-25 pregnant

woman)

The tendency for married women or those who arlnmg-term relationship to desist
from using a condom as an HIV prevention measure avaplified in the discussion
with women who went to clinic without their malerpeers. Two women presented the

following comments:

“If you go to your husband and tell him that we slibuse a condom he will just
conclude that you have another man in your life prabably the baby is not his.
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Otherwise, why should you use a condom while yohisewife and you are

faithful?” (a pregnant woman and a mother of two.

“When men have an affair with women outside tharmage most of time they
use condoms or other protective measures, but \@n are with their wives
they do not want to even hear the word condom; oréy with HIV knowledge

can agree to use preventive measure... ” (a pregnaman in FDG)

Distaste of using a condom is not only confinedvtmmen, as some of men said that
using a condom affected their ability to enjoy goeiiform well during sex intercourse.

In the discussion one man remarked:

“Can you eat a banana without pealing it and actyanjoy it really? ..... if you
can’t enjoy it then how can you enjoy having semgia condom? Because using
a condom is just the same as eating a banana wittover” (18-25 year old)

The comments above indicate that most of the masider direct skin contact during
sexual intercourse as prove of intimacy and thegptesents men’s level of control over
their sexual partners. Direct skin contact is atonasserting men’s masculinity or
manhood. This view is consistent with Kimmel argatseas quoted by Ouzgane and
Morrell (2005) “sexual performance is one of thgortant areas in which masculinity
is socially constructed and enacted and failuresemual performance by man can

challenge the essence of masculinity and make soemedoubt if they are ‘real men’..”

Overall however, 80% of the women that were in@mad were willing to use
condoms, 15% were not willing and the remaining @& e undecided. On the other
hand, 70% of male participants were willing to tH¥ preventive measures and 30%

were not willing to use preventive measures as shavigure 4.2 below.
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Figure 4.2: Participants willingness of using prevetive measure such as condom
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Source: Field Data (2016)

From an interview with health workers in Mzumbe djat became apparent that men
participate in PMTCT in different ways. These im#uproviding financial support,
helping women decide on different issues concerthieg pregnancy including abortion
if it need be, attending VCT together with theirtpar, and helping women cope with
the new situation and use drugs when diagnosedgbdiv positive. This is also
supported by Kalembo et al, (2012) who argued thah are also encouraged to be
supportive to their wives if found HIV positive atidat such finding would persuade

them to adhere to all PMTCT protocols.
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4.3 Factors that impinge or facilitate male particpation in PMTCT
4.3.1 Knowledge about PMTCT

According to the study, knowledge about PMTCT i€ @mong factors that facilitate

male participation of PMTCT. This is corroboratedhathe following response from an

interview with health workers:
“In order for male members to participate in PMTGHey need to know the
benefits and their role in the program, to have kmlowledge of how PMTCT is
conducted. Male participation is sometimes dependsn one’s education
background. Most of time people who have high lef/education seem to have
better knowledge on reproductive health than thed® have low level of
education or are not educated at all. If all makedhfull knowledge on PMTCT
then their participation would likely be higher théhe current situation” (health

worker at Mzumbe health centre)

This view was strongly subscribed in the discussigih 10 men who are resident at
Mzumbe ward, who insisted that knowledge about PWMTGIl enable male members
participate in every stage of PMTCT service. Latkrmowledge will lead to poor male
participation. In other words, if people have fiaiowledge about the benefits of male
involvement in the programme it will lead to highmale involvement in the service.
This is line with Ditekemena et al (2012) and Kaoale (2012) observations that women
who adhere to PMTCT programmes are more likely & adzcompanied by their
husbands to ANC/PMTCT clinic compare to those whadt adhere to the programme.
Also, couples with good level of education are lijko freely discuss issues related to
their HIV status and family health care managentaah those with lower level of

education.

Discussions with women who were not accompaniethby male partners, confirmed
that knowledge about PMTCT is an important factmere in making decisions

concerning PMTCT service. Two women posited a®ves:
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“If our husbands will have a bit of knowledge comieg PMTCT services and
its rational to our health it will be easier for uss couples to make different
decisions on PMTCT including using HIV preventiveasures like condom”(26-

35 years old pregnant woman)

“Without the men knowing the benefits of HIV preiwee measures and getting
such knowledge straight from the doctors or nursesounseling and education
talks it will be very difficult for them to agree tise such measures. Clearly,
education and awareness raising about PMTCT to bhettmen and male is

important”.

These views are consistent with the findings madBwff et al, (2011) and Msuya et al
(2006) who reported that well-informed men were enlikely to participate positively
in the decision making for the well-being of thauptes and well-informed couples were
more likely to adopt a low risk behavior and in@@anutual support, regardless of the
test result. Along these lines the participantsthis study observed that lack of
knowledge about PMTCT was one of the major bartievgards male participation in
PMTCT. For example, in our interview with PMTCT kstuff at Mikongeni dispensary
it was reported that lack of knowledge was the nfaator that inhibits male members
from even making decisions on the use of PMTCT isesvor even allowing their

female partners to reach ANC for PMTCT service.

This opinion was share by participants from différeategories in our FGDs. The FGDs
emphasized that lack of adequate information ammivedge on the benefit of male
involvement is what limit male in the communityriot participate fully in the program.
The same kind of findings were reported by Brusamen al. (2012), who found that
lack of awareness of what PMTCT is and its impar¢ato the well-being of families

was one of the reasons for low male involveme®MITCT uptake in Africa countries.

To amplify the importance of this finding, in onétbe FGDs couples at ANC clinic,

one man was quoted saying:
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“There is no education to both women and men ircoinemunity about HIV or
VCT and PMTCT in general, that's why men do notteeebenefits for them to
support their women or to test for HIV. In viewtlois, sometimes women have to
lie that they do not know the father of their pragoy just to protect their men
from coming to clinic. And that is because of tdeynot know the benefit of

male involvement...” (26-35 father of one).

But the women who were not accompanied by theiemaktners in clinic, complained
that their men were stubborn and did not want g¢eespend a second to discuss about
going to clinics The men claimed that they wereaglsvtoo busy with ensuring there
was food on the table to find time for such matesarticipating in PMTCT. But this
is all due to lack of awareness on their role inTRM. Because of the insistent plea by
the PMTCT providers of bringing their partners e service, women were sometimes
forced to go for ANC/PMTCT visits with fake partsgust to allow them get access to
the service regardless of the risks involved. Onenan quoted saying;
“ Because of the stubbornness of her husbandfteseeto go to clinic with her and
get tested as it was strictly ordered by PMTCT iserproviders, my friend decided
to take her brother to VCT and pretend that was husband. The two were tested
because the nurse did not discover that was a bratind not a husband” (26-35

years old pregnant woman).

4.3.2 Occupation status

Responses from discussions on how occupation stffasts male participation in
PMTCT programme indicate that the level of incornthes facilitates or hinders men’s
participation in the program. In our discussionhwébuples reaching ANC for PMTCT
service, it was agreed that one of the barrienmate participation in PMTCT was the
kind of work one is involved in. In some of the golb not easy to be allowed absence
from the work place so to accompany your partndseomvolved in PMTCT activities.
This view is implicit from the following three rema. The first is from a woman who

said:
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“If clinics were conducted on Saturdays and Sundayshusband would often times
accompany me to attend to PMTCT services but beddese clinics take place on
weekdays, particularly for Mzumbe health centrépiclfor pregnant women are

held on Wednesdays, it is hard for my husband tmrapany me because he is

always on working schedules”(26-35 year pregnaninan)

The second is from a man who said:
“No one is too busy when it comes to his own chaold, in reality men who are
self-employed are more likely to participate in PMITcompared to majority of
us who are just employees. Although, we are willmgarticipate but our jobs
sometimes makes it hard for us to participate & pinogram...” (36-45 years
old, father of two)

The other is from a group of women who were nobagganied by their partners which

said:
“if the both of us agree to be busy with PMTCT peog and came together to
clinic who will work and make sure there is enougtoney to support

us”(pregnant woman)

The view of being constrained by work circumstanees also reported in a study
conducted in Rwanda by Kowalczyk et al (2002). Bhedy reported that men with
well-paid jobs were more likely to participate iMPCT programs than those with low

salaries.

4.3.3 Financial status

Some of the men complained that it was expensivernmll in PMTCT service,
mentioning specifically the element of transpontefalrhey argued that high transport
cost to PMTCT clinics made them to leave the wortmago by herself so as to reduce

unnecessary cost.

This finding is consistent with Nkuoh et al., (201@ho reported that men complained
of ANC and obstetric care bills as an obstacle pnavented men from participating in
ANC/PMTCT. The report found out that although AN@d PMTCT services were
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officially provided for free in almost all Sub-Saka African countries, in reality,
unofficial charges and indirect and opportunity tsossummed up to a significant

expenditures which deterred many couples from agaogs$he services.
4.3.4 Fear of getting tested

The fear factor is having its toll in men’s pamation in PMTCT. According to the
discussion fear of testing for HIV and particulafgar of having a positive HIV test
repels most men from attending VCT or ANC. The ¢hgeiotations below are telling

quite a lot about the impact of the fear factoparticipating in PMTCT.

“My husband has refused to come to VCT with theusxof being too

busy or tired but in the real reason he is justaadrof testing for HIV. To

get tested is not an easy thing, but we women tedause we have no
option other than to do it. Fear is what preventnyanen from attending
VCT or PMTCT clinics”(36-45 pregnant woman with talaldren.

“Other men are just afraid of testing for HIV andticularly they are
afraid about how the result will come out. Thismsainly because many
men have “michepuko”. They are having sexual indarse with more
than one partner, even married couples are unfaittd their marriages,
and this is why they are afraid of getting testadn(rse at Mikongeni
dispensary)

“Some of the men are afraid of testing for HIV aid&ey always claim
that there is no need for them, men, to attend ANCVCT because when
their wives attend and test for HIV, and the resw@lome out negative

then automatically they are also HIV negative (agimant woman).

The fear factor is dominant in most African couedti This has been documented by
Getu (2011), in a study where some the men repteaty mentally tormented by HIV

testing. Getu quoted one men saying;
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“It will be too much for me to bear, so | will newgr for an HIV test...”.

Likewise Akarro, et al. (2011) and Koo, et al. (3DXeported that sometimes fear is
such a big problem that it stops pregnant womentésded HIV positive from revealing
their HIV status to their partners or avoiding nealve them in their care; and hence the

low male patrticipation in PMTCT activities.

4.3.5 Privacy and confidentiality

A FGD with men revealed that men are willing totmdpate in the PMTCT program
provided VCT centers are conducted in private aset-friendly settings. That is if there
is high level of confidentiality and privacy. Buhost of the group members though that
most of the VCT centers are either lacking the amywand the staff do not treat the
information with confidentiality it deserves. Clisrhave to feel safe and free for them to
participate in VCT with their partners without feray of their HIV status being exposed

to the community.

It was argued that men mainly mistrust the PMTCiWVise providers because the way
the service provision is arranged does not assurédentiality. This fear is aggravated
by the fact most of the PMTCT service providersfareale nurses. Generally, men felt
uncomfortable to talk to female nurses about teekual problems since they do not

trust women that much and it is hard for them tpl&ix their sexual issues to women.

The setting at provision was also putting off soohiehe men as the following remark

portrays:

“It is hard for us to accompany our partners toratis because we men do not
feel comfortable at these clinics. You may go &dimic and find you are the
only man in the whole clinic and the rest are alomen looking at

you...”(Married man).
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The issue of suitable setting for male participatio PMTCT is quite relevant for the
PMTCT services in Mzumbe Ward. The VCT or PMTChids have only one door for
entering to test for HIV and you exit through tlame door after getting your HIV test
results. When exist the HIV testing rooms you fpeeple who are waiting for their turn
and everyone is looking at your face. Sometimes ot easy to contain your feelings
about your HIV status report. So, some of the peaphy read or predict your results by
looking at your facial expression. It is clear #fere, a setting such as the one shown in
Figure 4.3 below has significant impact in maletipgration in PMTCT activities.

Figure 4.3: Women at clinic waiting for service

Source: Field Pictures (2016)
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4.3.6 Time and schedule

Time and schedule of PMTCT clinics is also a faetbich influence male participation

in the program. In interview with health workersNMtumbe ward, it was argued that
schedules of PMTCT clinics affect male participatethe program. Health workers

claimed that, men sometimes are willing to paratgpin every stage of PMTCT

including escorting their partners to PMTCT climgt the problem is time and schedule
of PMTCT appointments. Most often the clinics tgiace in weekdays and in the
mornings which makes it hard for men to participate

One woman in a group interview reported as follows:

“My husband is not afraid of getting tested andstsy to accompany me to ANC
clinic. The problem is time and days the services @ovided. These are usually
provided from morning to afternoons in weekdayswHim you expect my husband
to come with me when he is busy working so we eafogd and other necessity at

home”(18-25 years old, pregnant woman)

This complaint is vindicated in a poster at Mzuniealth Centre which indicates days
for which reproductive health services are providadcording to the advertisement
shown in figure 4.4 below, all PMTCT services artkeslule on weekdays only.
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Figure 4.4, one among posters at Mzumbe health ceat indicate when
PMTCT/ANC clinic services are provided

Source: Field Pictures (2016)

4.3.7 Communication between couples

Good communication between men and their femalengear is associated with high
male involvement, high HIV status disclosure andpsut between husband and wife.
This was revealed by one of the men in a groupudson as quoted below:

“Good communication is what matters. If couples éagood

communication, and wives explain to their husbaaltithe procedures

47



and PMTCT timetable, it would be easy for the huslsato take part in
PMTCT program”(participant in FGD)

This view was also emphasized by one of the heaftihkers at Mzumbe ward.
According to the health worker, good communicatrati bring male to participate in
the program and would make it easy for couplesisouss about sexual and PMTCT
matters without hindrances. Such discussion woulabke couples to make decisions
about what to do to bring-up a healthy child. Baig cases women are the ones
inhibiting male participation in PMTCT activitieS'his brought up by one of the
participants who claimed that many women do nottask partners to accompany them
to the clinic. The women concerned would only infotheir partners that they were
going to the clinic on a particular day and thatytimeed money for that purpose. Such
woman would not say that, “you can accompany meheo clinic!”. So, in such
circumstances poor communication from the womeecaffale participating in the
PMTCT activities.

It was also argued that sometimes it is hard fer mhale partner to discuss issues
concerning ANC or PMTCT with their female partnarsen pregnant because a lot of
women distaste from such discussions during pregnaRregnant women are generally
very demanding, their moods and attitudes swingrethy making it hard for them to

hold serious discussions with their male partnerssoch matters. This is poignantly

presented by one man who was quoted saying:

“The behavior of most women change when they becpragnant;
pregnant women are nagging too much, they cursefgiono reason, so
how can you discuss anything with her when all et can do is get mad
at you.”(36-45 years old)

In the case of Mzumbe Ward, one unique reason for male participate in PMTCT
program could not work is that some of the girlsrevémpregnated by University

students. Such male partners, that is the studevatsed, had either left the University
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without knowing that they had fathered the childogreven when they were still at the
University they could not get involved becauseankl of communication.

“One of the challenges we face here at Mzumbe ward/hen you tell a
pregnant women to come to ANC with their partndisers claim that, the
father to their pregnancy was a university studemtd that they cannot reach
them anymore since they already finish their swdied left the University and

hence they do not know where they are (a nurselairigeni dispensary)”
4.3.8 Venue and space

PMTCT clinics are often unable to concurrently anowdate both pregnant women
and their partners because of a lack of spacen lmtarview with health providers in
Mzumbe ward, it was acknowledged that PMTCT cerdersot have enough space for
both women and their partners to sit comfortablgl asait for service. This was seen as
one of the barriers for men to participate in thegpam. This situation is similar to the
one reported about Uganda by Byamugisha et all,020n their report Byamugisha et
al found out that lack of space to accommodate pogignant women and their male
partners in ANC clinics was a major obstacle toemaVolvement in Uganda.

During the field study the researcher observedrmws® lack of venue and space to
accommodate both women and their sexual partndmsthtMikongeni dispensary and
Mzumbe health centre. At Mikongeni there was onhg dench for both women and

their male partners waiting for PMTCT service asveh in Figure 4.5 below.
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Figure 4.5: Facility and Space for PMTCT Customersjueuing for service
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Source: field picture 2016

At Mzumbe Health Centre venue and space for PMT&YVice is also a problem. There
isn’t enough space to accommodate both women aidghrtners at same time. Most
of the time the whole space and chairs are occupyedomen as shown in figure 4.6

below.
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Figure 4.6, Crowded waiting area at Mzumbe Health @ntre

—

Source: Field picture 2016

4.3.9 Presentation of men in reproductive hhealthglicy

According to health workers in Mzumbe ward, the vpajicies on reproductive health
are formulated and promoted has significant eftactmale participation in PMTCT
programmes. In one of the interview one of healtinker at Mzumbe ward, remarked as
follows:
“.... policy is a major factor which influence mal@vbolvement in
reproductive health and PMTCT in general, becausepfe are always
influenced to act according to the system of thdéiqdar place”( nurse at
Mzumbe health centre).
This view was supported by men in one of the grdigspussion. The group posited that
most men are aware of the reproductive health pelisich has existed for a long time
in the country. In the eyes of the group the polpytrays reproductive health as
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essentially a women’s issue. The basis of thisonaomes from the following words

presented by one of the group members in the FGD:

“One of the barriers to male participation in PMTG our community is the
belief that pregnancy is a “woman’s affair’. Thiselief is contributed by
reproductive health policy. Most of us are familiaith reproductive health
policy which literary is known as mother and childalth (afya ya mama na
mtoto). The wording in the policy connotes the nfacus is on the mother
and child, and there is no role for the men. Althlodhe policy has now been
reworded to reads health of father, mother andd;hilut this later version is

not known by the majority especially in rural arg@6-35 years old man)

The notion that reproductive health is a preserfvav@men is reinforced by hospital
policy or rules that do not allow men to enterabdur rooms when their female partners
go to deliver babies. The society has now takem @eneral practice that expecting
mothers are escorted and assisted by female attisndach as sisters and mother-in-
laws, and not the male partners. This reinforcesvibw that male presence in labour or
reproductive health facilities is irrelevant anchis appreciated. Such a view affects the
level of male involvement in reproductive healthhisl behavior is consistent with
Theuring’s argument that the existing cultural raditional barrier to male involvement
in reproductive health services has been exacefliptehe tendency of health systems

to structurally segregate men from reproductivaass (Theuring et al. 2009).
4.3.10 Notion of manhood and womanhood in the commity

The notion of manhood and womanhood as sociallgtcoated in the community may
facilitate or impinge male involvement in PMTCT. gmoup discussions one woman
argued that the norms and traditions obtaininghs ward present men as superior to
women. As such it almost impossible for a womartetbher husband what to do and
how to do it. This notion of manhood and womanhdmdbids women from making
decisions on matters regarding health care andudesl preventing women from
involving their partners to PMTCT/ANC.
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The notion of male domination in many countriesmvsll documented, Akarro et al,
(2011) reported that men are the decision makensany of the African settings where
PMTCT is offered. Without working with men, changeuld be very difficult or
impossible (Sternberg and Hubley, 2004). This motbmanhood is well guarded. This
was observed during this study when the reseakabiéed PMTCT clinics for expecting
mothers at Mzumbe Health Centre. One young mdmsimid-twenties came with his
partner to the clinic. A group of men were passiegr the clinic and saw him outside
the clinic waiting for his pregnant partner to liteaded. The group started laughing at
him, calling names and hulling obscene words to antil a benevolent nurse escorted

him and his partner into the clinic.

On the other extreme, years of gender power imbaldrave created a culture which
fence out men from reproductive health which isimgaongly considered as women’s
issues. And therefore these should be handled bywemoand not otherwise (Gupta
2002). This wrong notion is also reported by Kunia899) and Drennan (1998) who
maintain that some cultural norms and taboos incAfreinforce negative stereotypes
about male involvement in PMTCT services, and sogmwen condone abuses of
women’s reproductive rights by men. The impactwdhsmisconceptions on PMTCT is
well documented by Skovdal. According to Skovdahk(2011), the mere thought of
being tested and found to be HIV positive and ld&reloping AIDS is a big threat to a
man’s sense of masculinity. The fact of beingsilbeen as criticism to a man’s sense of
manhood as this is perceived to be jeopardizingdiesas head of the household and is
a sign of a man being weak or unable to controtbiuiality and his family in general.
This notion was vindicated by one man in a growgeussion who said:

“I grew up not seeing my father or grandfather gpito clinic together

with his partner. So, in my mind | know that itoisr tradition that men do

not go to clinic and I fear if | start going to olc now how will my father

and community in general treat me” (18-25 years siltgle man).
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4.4 Effects of male participation in uutilization d PMTCT sservices

Theoretically, one of the outcomes of male parétgn in PMTCT program is that
there will be increased voluntary testing, follow af HIV test results and uptake of
HIV prevention measures. These will in turn leatbireduction in new infection from
pregnant women to infants. It was argued that nheuls participate equally in PMTCT
programmes because there are also vehicles faniigtimg HIV to infants. This was
brought up by one health worker who said:

“Just like women, men also play a big part in thekrof transmission of

HIV to newborns or infants. So, they have the saatagral duty as women

in making sure that their partners and their newimare safe from HIV

transmission. In fact, when they get tested for Hi&y are reducing the

chances of HIV transmission not only to their nemabdout also to their

partners”

Study from Nairobi, Kenya which was a sixteen-ypasspective cohort study found

that mothers who received care together with thartners reduced the mutual risk of
HIV infection and infant mortality rate by 44% coarpd to the birth outcomes were
male involvement is low (Alusio et al, 2011). Othetudies reported that women with
supportive partners during their pregnancy are nmooéivated to undergo HIV testing

and they normally collect their HIV results andadliise the HIV results to their partners
(Baiden.F. 2005).

Studies in Kenya found that pregnant women who wvisieag accompanied by their
male partners for couple HIV testing were more l\ikéo return for antiretroviral
prophylaxis (Farquhaet al., 2004). This is has also been supported in the siésons

with pregnant women as observed in the followingnoeents:

“Sometimes when we (women) go back home and telhaegbands that
the doctor advised that we do this or that, or that were forbidden by
nurses to do this and that because of our condstidhey would just
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assume it is all lies. And that we just have oun@agenda. But if they
came with us to couple counseling and hear whatdthetor’s advice us,
we would be able to decide on different issues gfedg without

arguments”(26-35 years old pregnant woman)

“It would be important for my husband to accompang for ANC and
PMTCT, first it will give me comfort because | h@oeneone with me and
he will also get a chance to hear the advises difiexn the doctors and
nurses so that | can be able deliver a healthyyb@6-35 years old

pregnant woman).

Similar findings were also reported from Zambia &®hya where couples that were
accompanied to HIV counseling improved the uptakeHt/ testing, antiretroviral
prophylaxis, alternatives to prolonged and mixedabtfeeding, and reduced risk of
undesirable social events compared with those wtem@ed counseling individually
(Farquhar et al., 2004 and Semrau et al., 2005).

4.5 Mechanism for improving male participation in EMTCT

4.5.1 Provision of education about HIV/IMTCT and awaeness raising about
PMTCT

Participants in group discussions and interviewssmtered awareness rising as the best
mechanism to improve male participation in PMCTThe following comments are
telling a lot about the role awareness raisingaiilitating male involvement in PMTCT
programmes.
“The major cause of low involvement is lack of extion about HIV/AIDS and
PMTCT services. So, the best way to make both raatefemales participate in
PMTCT services, as it should be, is to provide atlan to all members in the
community, not just men themselves but all adolteé community. This will at

least improve male participation in PMTCT..”(26-$8Bars old, father of one)
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“if you ask me what to do to improve male partid¢ipa, the answer is simple.
Create awareness on the rationale for male paratgn in PMTCT through
education, and not just to adults but from the grasets level, meaning from
primary school, up to higher education so that geee in the society will
understand...” (18-25 year old single)

Alternative mechanisms for involving men in PMTQGTto make this service as part of
the health education that takes place in the oetpalepartment instead of limiting it to
ANC. Through outpatient services it could be pdssito reach more people. This
approach will involve more men because most ofntlee are found in general medical
outpatient department than in ANC. This idea wagppsed by one nurse during in-

depth interviews. The nurse remarked as follows;

“Health talks within outpatient department about en@lvolvement are what will
improve male participation in PMTCT because if viyadiscuss it on ANC, the
only people who will be informed will be women. Asdsuch the message will

not get to men...” (Nurse at mikongeni dispensary)

The two alternatives mechanisms could be augmetgdtaking advantage of
community events such as open-day functions likermational AIDS day to promote
male involvement in PMTCT programs because suclagons attract almost all the
community members. By promoting the programme ichsevents it will be easy for
men in the community to get the right message awbine aware of their roles in the

program.

4.5.2 Strengthen laws and regulations in PMTCT cests

The participants in both interviews and focus graligcussions felt that all PMTCT
centres in Mzumbe ward requires every pregnant wowigen attending clinic for the
first time should come with the male partner thame no mechanisms for enforcing this
requirement. At worst the requirement constitutestiaer burden on women rather than

on men. Justifiably, health providers should insien to attend couple counseling and
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testing and the necessity for men to facilitatartfemale partners to access PMTCT
services. The requirement that a woman should benaganied by her sexual partner
when attending the first visit to a clinic oughttiave a legal force that binds also the
men. The measure in place so far only bind the @gnas explicit in the following
remark from the nurse:
“If a woman come alone, without her sexual partrfer, her first visit, no one will
attend to her because it will encourage other womeedo so and men will not feel

the need to attend” (a nurse at Mzumbe health egntr

Figure 4.7 below is a poster at one of PMTCT cliniMzumbe ward which insists that
women should go with their sexual partners when gheoll in PMTCT/ANC services

S0 as to improve male involvement in PMTCT service.

Figure 4.7: One of the poster at PMTCT clinic at Mkongeni dispensary

R ]

Source: Field picture 2016
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4.5.3 Create male — friendly environment in PMTCT &nic

Participants in FGDs with men in the community sgjgd that the systems and
facilities in clinics should be male friendly. Thwocesses and treatment by service
provides should encourage male partners to acassh rPMTCT services without
making them feel unwanted or uncomfortable. Senpceviders should treat their
clients with courtesy and preserve confidentialBuch treatment will encourage men to

participate in the program.

This goes hand in hand with the need for gendearigal amongst PMTCT attendants in
all the clinics and ensuring flexibility on operadi time. Currently, most clinics have
acute shortage of male attendants. The participgatscomplained about long waiting
time for service at the clinics. Long waiting tildsscourages men from participating in
the programme. Shorter waiting time will encouragen to attend clinics because they
will know they will not waste much time before ggimack to their private errands.
Concern for flexibility on operating time was ecHbae discussions with couples who

were not accompanied by male partners. One of tmeem remarked:

“For our partners to participate in PMTCT serviceké VCT, health
providers should be flexible with operating timésvould at least wish
they opened the clinics during weekends insteaticking to weekdays. If
they stick to weekdays then they should open @wdnings so as be fair

to everyone” (36-45 years old pregnant woman)

4.5.4 Doing away with repugnant culture and traditonal believes

PMTCT programmes need to work hard on influencesbeety so that it abandons
some of its culture and traditions norms that a&gugnant with male participation in
PMTCT program. This was advocated by one partitigom women who were not

accompanied to the clinic by their husband whenssi
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“As society we need to let go some of the culturd @aditions which
have no importance at all, like the traditions whibinder men from
accompanying their partners to clinic because tlueladvis changing and

we need to change as well”. 18-25 years old pregmaoman)

This argument was also supported by Datta (201D meported that the advent of HIV
epidemic has created a situation where fatherhoodfrican settings needs to be
reconstructed so that men can adopt new gendentpagyeoles of caring for the sick
and the dying as well as children. These rolestraditionally associated with women
and mothers but not fathers, brothers or sons.|atke are not expected to take up these

care roles for their family members, wives, childor siblings.
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CHAPTER FIVE
SUMMARY AND CONCLUSIONS
5.1 Introduction

This chapter presents the summary, conclusion ahidyRmplications of the study. The
summary shows key study findings. The conclusioowshwhat the study findings
suggest and recommendations show what needs toneetd address the problem.

5.2 Summary

The aim of the study was to explore determinantgnafe participation in PMTCT
services at Mzumbe ward in Mvomero district in Mgooo region. Specifically, the
study aimed to determine male participation in PMT@rogram as perceived by
PMTCT service provider, pregnant women and malelzmbe ward, also to examine
factors that impinge or facilitate male participatin PMTCT services in Mzumbe ward

and effect of male participation in utilizationBMTCT services.

Literature review and empirical studies reveal hmale participate in PMTCT to
enhance effectiveness of PMTCT service provisibhe typical responsibilities of male
partners that have been emphasized in the literataview and corroborated by
responses from interviews and group discussionlsidecaccompanying their female
partners to PMTCT/ANC clinics during pregnancy aafter delivery. Male partners
should also attend counseling sessions togethér tveir female partners, voluntarily
test for HIV and discuss the results of the teghwheir partners. In addition, they
should provide financial support to their femaletpers so as they can be able to be
enroll in the service. Financial support is reqdite cover PMTCT fees if there is any,

transport fare and food when the clinic sessiosisfta more than half a day.
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As heads of families, male partners have big imit@eon decisions affecting adoption
and use of PMTCT services. Male partners are éxpede in the forefront to
encourage their female partners to enroll in theise, and if need arises, agree to use
protective measures like condoms. In Mzumbe wadrd, study has found out overall
willingness by both women and male on the use ofegtive gear, specifically the use
of condom. Based on the interviews 80% of women#i¥d of men were willing to use
condoms as an HIV prevention measure. The stusalsa found out that where either
one of the member, or the couple, is tested H\itpes it is the role of the male partner
to help them cope with their new HIV status inchglisupporting and encouraging the
respective member to receive proper treatment arel ¢

The main factors which facilitate or inhibiting hagparticipation in PMTCT service
include employment status and type of economicvitiets one is engaged in, fear of
getting tested HIV positive and its associated nséig timing of service provision,
convenience of health provision infrastructure, gadder of PMTCT service providers.
The majority of the health workers involved in PMTT@rogramme in Mzumbe ward
are women and this makes men shy away from attgridenclinics. This is made worse

by lack of adequate space and convenient roomsefoice provision in the clinics.

Furthermore, manhood and womanhood notion dissnagle from going for female

dominated PMTCT services. This attitude is reioéar by reproductive health policy
and practices which mainly focus on women and obildand compounded by lack of
adequate knowledge about the role of male in PMTRE study also found out effect
of male participation in utilization of PMTCT sece, result show that low male
participation in PMTCT service lead to low utilimat by pregnant women and their
infants in PMTCT services and this lead to highienaal and infant morbidity/mortality

rate. In the study participants also suggest diffexvays to improve male participation
in PMTCT which are provision of education and awass rising on PMTCT issues
including importance of male participation in theogram to whole community and

proper implementation of laws and regulation in RBATcenters which may lead to
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male involvement, create male — friendly in PMTdihic and elimination of culture

and traditions which hinder male participation MFCT.
5.3 Conclusion

Male participation plays an important role in thesess of PMTCT programs. Without
positive involvement of men PMTCT programs can hardchieve the desired
outcomes. To succeed, appropriate mechanisms @estgnmprove male participation
in PMTCT services should constitute a core comptmefithe programme. The study
found how male participate in PMTCT and identifierious factors which impinge
male participation in the PMTCT program. This studynd that lack of adequate
knowledge about PMTCT and some still being infllehdy notion of manhood and
womanhood which is high driven by hegemonic masdylinotions which are social
contracted. In as much as there some men who a@nipeir sexual partners to clinic
and believe it their duty but there some who feelvgle providing financial support
towards pregnancy and parental care and otherdialameeds in home is enough.

Some men fear the HIV test and others feel th@nemic activities give them no time
to accompany their sexual partners. Also commuioicgtetween couples may lead to
male participation or hinder male participation. eTlstudy also found out male
participation in PMTCT was hindered by factors slattk of privacy and confidentiality

in PMTCT clinic, lack of enough space and occupasitatus of individual.

Furthermore, there is need to review the policy prattices on provision of sexual and
reproductive health services. Currently, the repotistle health policy and practices on
provision of PMTCT services are too focused on woraethe expense of excluding
men in key pronouncements. Men often play a ciliticde in determining the
reproductive health of women. Therefore, excludimgn in reproductive health would
end up increasing the number of HIV positive wonaed consequently increasing the
number of infants born HIV positive.
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However, the findings of this study reflect thauation in public health facilities at rural

setting and may not be generalized to other satting

5.4 Policy Implication

This section give recommendations based on studynigs on how PMTCT policy and

program could be improved so as to improve thelle/enale participation in PMTCT

program in Mzumbe ward and Tanzania in general.

According to the findings most of men think thagithparticipation in PMTCT

service and other related reproductive health serend by providing financial
support and not otherwise but in reality men doehaany roles to play in the
program and not only provision of financial supp&®MTCT policy should state
clearly how men should participate in the prograyrstate out their role in the

program and advantage of their participation ingregram.

The study findings also show that there is a probla reproductive health
policy which fence men in reproductive health doette fact that, the policy
focuses much on women and children. Therefore seiraproductive health
policy include PMTCT should emphasis equal involeaimof both female and

male in reproductive health

Lack of adequate knowledge about PMTCT and bepéfihale involvemen in
PMTCT was found as one of the factor that hindelerparticipation in PMTCT
program male do not know their roles and benefithefr involvement so what
should be done is MHSW should provide education @athing concerning
PMTCT service and the benefit of male involvementhte whole community so
everyone get to understand PMTCT program.
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Effort should be made to ensure privacy and confidéty in VCT centers and
PMTCT centers, VCT centers there should be two slofor entrance and
another door to exist so patient can not face tbavad when they come out of
testing room and also service providers shouldramdd on how to handle
delicate medical issues like HIV so as patient daudt feel uncomfortable or

unwanted when they are at health centers.

In order to create male — friendly environment marale service providers
should engage in the services so as to make meondedortable and willing to

participate and also health centers should allow toenter in labor room when
their sexual partners are delivering so men carrimdurage to participate in

every stage during the pregnancy of his partner.

Improve couples communication skills through headttiucation talks and
counseling so as to enable couples to decide tegeih different matters

concerning PMTCT and family matters in general.

In as much as this study explored determinantaalé participation in PMTCT
in Mzumbe ward there is still need to conduct fartetudies in other parts of the
country so as to encourage comparison of findingkdraw up comprehensive
conclusions that can help in formulation of polgciend strategies which will

improve male participation in the PMTCT program.
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APPENDENCES
Appendix I

Interview Guides
1) How long have you worked in the PMTCT program?
2) What are your task in the PMTCT Program (explain)?
3) How do men participate in PMTCT program?
4) To what extent do men participate in PMTCT program?

5) What do you think could be the reasons why few pamicipate in the program

especially in antenatal/PMTCT clinic attendance?
6) What will be the outcome of male participation MPCT program?

7) What do you do to encourage male involvement in BWMTprograms in

Mzumbe health centre?

8) From your assessment, do you think they are helpmgmproving male

involvement?
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Appendix 2:

Topic Guideline for Focus Group Discussion (FGDs)

V)

Pregnant women reach PMTCT clinics without thentmpers
Couples attend PMTCT clinic

Men in the community both married and men with sdxpartners whose
partners have ever been pregnant and visited datearad PMTCT clinics

irrespective of their HIV Sero status.

Health stuff at Mzumbe health centre

Topic 1; Pregnancy and parental care

1.1. What are your expectations as the man’s responbilduring his wife’s

1.2.
1.3.

1.4.
1.5.

pregnancy?

Do you think men and women should discuss about diiNihg pregnancy?

In your opinion, do you think a woman can testHidY during pregnancy without
her husband’s permission?

Do men accompany their wives when they visit theeattal clinic (ANC)?

Point out factors that may hinder and/or encouraga from accompanying their

sexual partners to the ANC.

Topic 2; Mother to child Transmission issues

2.1

2.2

2.3

Do you think HIV transmission from an infected matho her baby can be
prevented?

Please describe what you think an HIV-positive peeg woman can do so that
she does not give the virus to her infant?

Have you heard about the use of some drugs to eetihéctransmission of HIV

from an infected mother to her child?
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2.4 In your opinion, do you think married couples shibulse condoms to reduce
chances of mother to child transmission during paegy?
2.5How do men react when a woman who is HIV positisesinot breast feed her baby

so as to avoid MTCT?

Topic 3. Male participation in PMTCT

3.1 Do you think it's important for men to attend ANGAPCT clinics get HIV
counseling and testing together with their partivéres?

3.2 How do men feel about attending ANC/PMTCT cliniashwtheir partners for HIV
counseling and testing?

3.3 How are men who accompany their partners to the AN@c regarded in your
community?

3.4 How are men who do not accompany their partnetedcANC clinic regarded in
your community?

3.5 Is it necessary for men to provide financial suppotheir wives when they enroll
in PMTCT service? If it necessary why? If it noty#h

3.6 What do you think could be the benefits of maletipgmation in PMTCT
programs?

3.7 What do you think could be the outcome of men pigudition in PMTCT program?

3.8 What do you think men should do in the PMTCT progsa

3.9 What do you think are the reasons for low men’sratance of ANC/PMTCT
clinics and general participation in PMTCT progr&@ms

3.10 How do men feel about women being sent from thepitasto invite them for
couples counseling and testing in ANC/PMTCT clinic?

3.11 In what ways do you think men could be encouragedttend PMTCT/ANC

clinics and become actively involved in PMTCT pragis?
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Appendix 3

Map showing location of Mzumbe ward
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