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ABSTRACT

The purpose of the study was to establish the factioat influence male partners’
involvement in Prevention of Mother to Child Transasion (PMTCT) of HIV and
focused on health care provider factors in the exdnbf Murang’a District hospital,
Kenya. The study adopted a census method and aanedntacting all 110 PMTCT
clients as respondents and all 10 Health Care Wer¢eCWSs) as key informants. To
complement each other, structured interviews, pHdénterview guides, secondary data
collection guide and observation checklist weredusg key data collection instruments.
The raw data from the field was analyzed usingiSieal Package for Social Sciences
and MS excel. Descriptive statistics were usedterpretation of findings and mainly
used frequencies and percentages to present e dat

The study revealed that the majority of the respotsl (78%) had education up to
secondary school and beyond and that majority (448&6) married. The study established
that out of the 108 respondents, 53.7 percent ehthad informed their male partners
about their PMTCT clinic appointment while 46. 3rqgent indicated that they had not.
Three quarters of the respondents (75%) statedthieggt would like to involve their
partners in the PMTCT program and 25 percent ineiicéhat they would not. Despite
the majority of respondents (75%) indicating thaéyt would like to involve their
partners in the PMTCT program, only 53 percent hadted their male partners to
accompany them to the PMTCT clinic and 47 percextHot.

On the other hand, the study found out that 18querof the respondents had ever been
accompanied to the PMTCT clinic by their male parsnwhile the majority, (81%) had
never. The study findings indicated that 1.9 petroéthe respondents had ever attended
PMTCT support group with their male partners while greater percentage (98.1%) of
the respondents stated that they had never. Thily sasults further revealed that 16
percent of the respondents and their male partmeaisever been counseled on PMTCT
and the majority (84%) had never. The study esthbtl that more than three quarters of
the respondents (78.7%) indicated that the HCWsdmalissed the importance of male

involvement with them while 21.3 percent stated th@Ws had not discussed.
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The study findings further revealed that majorifytlee respondents (97.2 %) had been
asked by the HCWs to invite their male partnerdevRi8 percent indicated that they had
not been asked. As regards the provision of InféionaEducation and Communication
(IEC) materials to the respondents by the HCW, itqr# indicated that they had been
provided and the majority, (99 %) stated that thagl not. A small percentage (15%) of
the respondents confirmed that HCWs paid attendgiod invited male partners to the
PMTCT clinic while the larger percentage, (85%)dstie HCWs did not. Results from
cross tabulation of data revealed that economiwies of the respondents were only
associated with the partner being aware of theoredgnts visit to the hospital and that
economic activity was not associated with all thigeo aspects related to uptake of male
involvement services in PMTCT clinic.

Further, cross tabulation showed that marital statiithe respondents was associated
with several aspects related to participation inemavolvement services in PMTCT
clinic. Marital status was associated with partibeing aware of clinic visit, respondent
having ever invited the partner to the clinic am$pondent ever having had a joint
counseling session with the partner. Marital stdactor was not associated with any
other aspects of male involvement. Cross tabulatsnlts revealed that age and level of
education were not significant factors associatath vany of the aspects of male
involvement.

In conclusion, major impediments to male involvemi@nPMTCT program were found
to be that staff were not trained in PMTCT and male@lvement; inadequate space for
counseling; inadequate community mobilization aedsgtization; lack of integration of
health services and lack of proper male involvengemdelines in PMTCT program. The
findings indicate that the level of male involverhenstill minimal.

The study therefore recommends that the healthitfashould hire more HCWs, train
them on male involvement in PMTCT program and padevihem with guidelines and
standard operating procedures for the PMTCT prograhe facility should expand
counseling rooms, integrate health services andwxircommunity outreach activities.

Xii



CHAPTER ONE: INTRODUCTION

1.1 Background to the Study

The HIV epidemic continues to grow despite sevdemiades of advocacy, awareness
raising and investment in programmes to control speead of (HIV) Human
Immunodeficiency Virus (UNAIDS, 2009). By 2008 astimated 33.4 million
people were infected, a threefold increase sin@19wo thirds of the people living
with HIV are in SubSaharan Africa, and thus the HIV epidemic in tragion is
outpacing the treatment and prevention responsehwh partly explained by the
lack of alignment between programmatic and findndi& prevention needs and the
prevailing prevention responses (UNAIDS 2009). @lbh prevention strategies have
not addressed the key drivers of the epidemic dfoit® aimed at addressing
underlying social norms that hinder the capacityiradividuals to prevent HIV
infection remain weak. This calls for tailoring fV prevention responses to match
the needs (UNAIDS, 2009; Colvin, Kasedde, 2009).

In Sub-Saharan Africa, HIV/AIDS pandemic remainsa@or public health challenge
while in many African countries, widespread testmfigwomen for HIV infection

remains an elusive goal (WHO, 2008). This elusigsnalso persists in women’s
primary access to HIV testing and education offededing Prenatal Care (PNC)
visits and through Prevention of Mother-to-Childafismission (PMTCT) programs.
(WHO, 2008).Further, HIV testing of men also rensamn challenge, with only an
estimated 6.1 per cent of men in sub-Saharan Afrezang ever been tested for HIV
and receiving the results. It is however perceitleat one strategy to increase HIV

testing and counseling in men is to include matérig in PNC (WHO, 2008).

In Kenya, the first case of HIV was diagnosed i83.@%nd since then, according to
United Nations AIDS program UNAIDS (2010), an estted 1.5 million people are
living with HIV and around 1.2 million children ha been orphaned by AIDS. In
2009, 80,000 people died from AIDS related illnes$§gNAIDS 2010). PMTCT
program is a highly effective approach to the pntie@ of HIV transmission from a
mother to her child, yet in many developing cowegmumerous barriers to PMTCT

access and uptake persist. During the XVIII Indtional AIDS Conference in
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Vienna in July 2010, one skills building workshamked at how gender relations
influence PMTCT outcomes. (UNAIDS, 2010).The coefere also, in particular
advocated for male participation in prevention oértical HIV transmission

programmes in order to improve outcomes for wonmh ehildren in prevention of
mother to child transmission (UNAIDS, 2010).

As shown by several studies, use and uptake afvenéons for HIV prevention are

increased by male participation in antenatal catéer spouses together with couple
counseling and HIV testing. For example, Berer @98@dicates that male partners
can influence women’s uptake of HIV testing andnptal services. Berer further

noted that women may experience difficulty adhetiogreatment due to concerns
about disclosure to a partner. However, increaswigence suggests that partner
support results in greater antiretroviral therapiRT) adherence and antenatal clinic

attendance, as well as lower transmission ratéd\éfo a child (Berer, 1999).

1.1.1 HIV Prevalence in Kenya

Heterosexual sex is the primary form of transmisidHIV in the country, and the
epidemic varies greatly across demographic grokipeya’s HIV prevalence peaked
during 2000 and, according to the latest figuredyltaHIV prevalence has now
stabilized to around 6.3 percent according to tlstmecent Kenya Demographic and
Health Survey KDHS ( 2008—2009) which is a dramagduction (UNGASS,
2010). This decline is thought to be partially doean increase in education and
awareness and high death rates. Many people in &any still not being reached
with HIV prevention and treatment services as iatiid by the fact that only 1 in 3
children needing treatment are receiving it (WHO1®@. This demonstrates that
Kenya still has a long way to go in providing unsa access to HIV treatment,

prevention and care.

As far as UNGASS (2010) is concerned, HIV infectiomre easily prevented in
healthcare settings. Nevertheless, 2.5 percenteaf HIV infections occurred in
health facilities in Kenya where women are disprtipoally affected by HIV. In
2008/09 HIV prevalence among women was twice als &gythat of men at 8 percent
and 4.3 percent respectively (UNGASS, 2010). Thepatity is even greater in young



women aged 15-24 who are four times more likelpdoome infected with HIV than
men of the same age (UNGASS, 2008).

Kenya’'s National AIDS/STD Control Programme (NASE)X2002, estimates that
there are 1.2 million babies born each year in kearyd that as many as 10 per cent
of pregnant women in Kenya are living with HIV/AID&t least 50,000 to 60,000
infants in Kenya are thought to become infectechwdtV as a result of Mother to
Child Transmission (MTCT) each year. According he tkenya Demographic and
Health Survey (KDHS) in 2003 by MOH, knowledge ti#l can be passed from
mother to child is high in Kenya. The survey indésathat 72 per cent of women and
68 per cent of men reported that HIV can be trattechithrough breast milk; 33 per
cent of women and 38 per cent of men know thatigleof MTCT can be reduced
when the mother takes certain drugs during pregnaatmout 50 per cent of women
and 60 per cent of men have heard of Voluntary Gelimg and Testing (VCT))
while only about 15 per cent of them have actuglbye for testing. These facts
however indicate that more children are at risigeiting infected as most of the adult
(85 per cent) have not gone for HIV testing (KDR2803).

1.1.2 Murang’a District Hospital

Murang'a District Hospital is located in Murang’stdct within Murang’a Township,
bordering Kirinyaga, Nyeri and Thika Districts. Mung'a district is located in central
province of Kenya. According to Kenya Census daf®92 the district has a
population of 942,581 (KNBS, 2009). Murang'a ditthiospital is located in County
of Murang'a, Kiharu Constituency, Kiharu DivisiondaKaruri Sub Location. This
hospital is currently operational and its’ capaatyrently stands at 270 beds and 58
cots (KNBS, 2009). Among the services it offers @uarative Outpatient Services,
Clinic for Prevention of Mother to Child Transmissiof HIV, Comprehensive Care

Center for HIV positive clients, Tuberculosis Laidaclinic.

Like in many other hospitals in sub Saharan Afaca Kenya in particular, PMTCT
services in Murang'a District Hospital are mostlided for women and children.
PMTCT programmes here have done very little to Imeonen. Therefore, a lot needs
to be done to improve male participation in thispital. Probably, the PMTCT

programs should be revised to conveniently increaele participation.
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1.1.3 Male involvement in PMTCT

With men’s participation in PMTCT, the testing aoounseling they receive in the
PMTCT clinic promotes sexual and reproductive lreaftwomen and men as both of
them will know their HIV status and therefore chetrisk of infections and or re-
infections (Greene, 2002). Men and women of allsagearried or unmarried have
their own sexual and reproductive health needs. é¥ewin spite of the call for men
to take responsibility for their sexual and reprctdie health, the sexual and
reproductive health needs of men remains poorlyetsidod (Lee, 1999). In South
Asia for example, men have been found to be mainhcerned with psychosexual
disorders (Collumbien et al., 2000). Hitchings ket(2009) says that in the UK, men
in a sexual health clinic expressed preferencedafidential and quick services over
medical expertise, rapid access or patieeintered services. According to Pearson
(2003), young men sought sexual health servicesgpily to remedy crisis situations
such as symptoms of Sexually Transmitted Infecti¢831) and to obtain condoms
while Lee, (1999) portends that ideally, it is imjamt that everyone receives lifelong

education about reproductive health, STI and condsen

Reproductive health programs have also not beegetiag men and this has
weakened the impact of the programs’ interventginse men who can significantly
influence their partner’s reproductive health decis to use of health resources are
left out (KDHS, 2008-2009).This is especially soAfrican setup where men wield
considerable power in decision making with regard=amily Planning options and
utilization, PMTCT and support for mothers and miféeeding options. According to
KDHS (2008-2009), there is increased prevalencélldf among married couples
with 78 percent couples not being aware of HIV u&afor their respective sexual
partners.

In 2008, the number of people living with HIV wonlidle reached an estimated 33.4
million and heterosexual transmission was the lgadause of HIV transmission in
SubSaharan Africa (Higgins et al., 2010). Heteroséxoen have been regarded as
active transmitters of HIV and not active agents prevention, conversely
heterosexual women have been portrayed as espeaidiierable to HIV infection
because of biological susceptibility and men’s s¢éxwwer and privilege (Higgins et
al., 2010).



1.2 Problem statement

PMTCT programs are an important component of thelehllV prevention strategy.
The idea of involving men in matters related to veors reproductive health started
to attract a lot of interest especially after th@94 International Conference on
Population and Development (ICPD) in Cairo and 19@&men’s conference in
Beijing (Drennan, 1998). In these two conferendés, stakeholders were able to
recognize the many roles men can play in bringimgreproductive health services to
success (Clark et al., 2001). Even though involvimen in these programs has been
associated with an increased uptake of PMTCT ietg@iens by women, it remains
one of the major challenges encountered by theranogmplementers (Rutenberg et
al., 2003). Increasing evidence indicates thatnearsupport enhances adherence to
Antiretroviral Therapy (ART) and antenatal clinitteandance as well as lower
transmission rates of HIV to a child (Berer, 199Q)alitative studies point out the
contradiction between male beneficial attitudesaxls HIV testing in pregnancy and
low uptake, a suggestion that indicates externaldra to successful implementation
of male involvement (Theuring, 2009 and Auvvierakt 2010). Studies indicate that
HIV services are not reaching out fully to menElhiopia, a study was carried out on
663,603 pregnant women for 2004 to 2009 where EBcemt (986) were HIV
positive and showed that male testing was low &t an4.9 percent, with a worrying
decline over time by 14% from 2004 and 2009. Mepore that the antenatal
environment is a women'’s’ environment and not camnduto their attendance (Snow
et al., 2010). According to Mirkuzie et al. (201€)e environment is not conducive,
the way of operationalizing the request for inv@atto test is often mediated through
women and thus an indirect invitation may be pewiwith lower validity or
desirability by men. Furthermore using women as lggiween may add an
unnecessary burden on their shoulders and accotdiMirkuzie et al.(2010), there
does not seem to be any global policy on male irerakent in HIV testing in
pregnancy or ongoing vertical transmission provisad HIV (MTCT). Thus in the
absence of direct policy, male testing in HIV pragoy may present serious missed
opportunity in the reproductive health especiallfPMTCT (Mirkuzie et al., 2010).



The benefits of male involvement in women’s repitke health and PMTCT in
particular are well recognized and have been recemaied by many (Ekouevi et al.,
2004). However reports from various PMTCT faciktimdicate generally low male
participation and its negative impact on the lexfaliptake of interventions by women
in these programs (Rutenberg et al., 2002). This ifovolvement by men deprives
women of their partners’ care and support in copaith HIV infection, in taking
antiretroviral therapy and making appropriate inf@eding choices (UNICEF, 2001).
On the other hand, Kraft et al. (2007) portends idhentifying discordant couples is a
specific HIV prevention opportunity that is missédoartner testing is overlooked
during the PMTCT service provision. Cost-effectiges analysis showed
considerable benefits for male partner testing,ctvhivould identify HIV positive
fathers and thereby intervene to prevent new tr&gssom to pregnant women and
obviate infants acquiring HIV which could be heighed if the mother had newly
acquired HIV (Kraft et al., 2007).

Since men in Kenya principally make key decisioms the household, it is

fundamental to involve them in promoting plannimgaeproductive health matters
for the household. This calls for male partner dbaotion in whole cycle of

pregnancy, delivery and care for the baby in otdehave successful interventions
that will enhance mother and baby pair survivaltéRberg et al., 2002). Men can
change the course of the HIV epidemic by takingoacin prevention since the very
actions that prevent HIV infection also promote slegual and reproductive health of
both women and men (Greene, 2002). Why this lowlwement, and what could be

the factors influencing it?

Male involvement in mode of childbirth, continuing use treatment services and
feeding decision- making needs to be understoadeisas the factors associated with
parenting a child in the presence of HIV (Mirkueieal., 2010). This study therefore,
looked into the factors that influence male pagharvolvement in PMTCT program
and focused on health care provider factors in dbetext of Murang’a District
hospital, Kenya. Specifically, the study contactieel PMTCT clients as respondents
and HCWs as key informants.



Establishing these factors is important in order tdentify appropriate
recommendations.

1.3 Research Question
Taken from the background description above, thidysaimed at understanding the

following questions:

I What is the extent of male involvement in PMTCTNurang'a District
hospital?

il. What are the service providers’ factors that inflcee male involvement in
Prevention of Mother to Child Transmission at Mu'an District
Hospital’'s PMTCT clinic?

iii. What strategies can the PMTCT service providers ipuplace at the
PMTCT clinic to encourage men to participate in pinegram at Murang'a
District Hospital?

1.4. Broad Objective
The study aimed at establishing the service proadectors that influence male
partners’ involvement in prevention of mother taldtransmission (PMTCT) of HIV

at Murang’a District Hospital.

1.4.1 Study Objectives

This study was based on the following objectives:

i. To determine the extent of male partner involvementPMTCT in
Murang’a District Hospital.

il. To establish the health services provider relasetiofs that influence the
involvement of male partners in PMTCT program inrishg’a District
Hospital.

iii. To identify the best strategies that health cac¥iders can put in place to
encourage male partner involvement in the PMTCTgnm in Murang’'a
District Hospital.



1.5 Scope and Limitations of the Study

The scope of this study was limited to looking irth® service providers’ related

factors that influence male partners’ involvemenPrevention of HIV transmission

from mother to child and was conducted in MuranDiatrict Hospitals’ PMTCT

clinic. The subjects of this study were health gqam@viders in PMTCT and PMTCT

clients in Murang’a District Hospital.

In determining the extent of male partner involveme& PMTCT, the study
was limited to the issue of male accompanying aafemartner to the PMTCT
clinic and receiving health services and informatiogether in the PMTCT
clinic.

To establish the health care provider’s factord thader or encourage male
involvement in PMTCT in Murang’a District, the studvas limited to the
views of the PMTCT clients as well as the Healtlmecproviders in the
PMTCT clinic. Focus was on factors related to Healire providers in the
PMTCT clinic.

To identify the best strategies that could be puplace to encourage male
partner involvement in the PMTCT program, the stiigyted itself to health
care providers’ practices in the PMTCT clinic andused on the views of the
clients and health care providers in the PMTCTiclin Murang'a District
Hospital.



CHAPTER TWO: LITERATURE REVIEW

In this chapter, the literature review for thisdstus discussed. This literature review
highlights the types, quantities and content ofsctted sources and also the way in
which they were acquired. The review covers théwakbr empirical sources related
to the main concepts found in this study. They wereiewed with the aim of

gathering enough insight into the topic to refine problem being studied, to become
familiar with the existing body of knowledge on ttapic and to choose and define

the methodology used for this study.

2.1 Concept of Prevention of Mother to Child Transnssion of HIV (PMTCT)
Mother to child transmission (MTCT) of HIV is whenHIV positive woman passes
the HIV virus to the baby. Transmission of HIV framother to child is also referred
to as “Prenatal Transmission” or “Vertical Transsios”. According to WHO (2007),

most of the children infected with HIV acquiredridm their infected mothers.

Mother-to-Child Transmission can take place dunprggnancy and or after birth.
During pregnancy, the fetus can become infecteddmyact with the maternal blood
through a placental hemorrhage or by swallowingdtéd amniotic fluid (Rutenberg
et al., 2003). Some of the maternal factors wimchease the chance of mother-fetus
transmission of HIV are discussed by Rutenberg let (2003) as follows:
malnutrition, high viral load, maternal sero-corsien during pregnancy and other
sexually transmitted diseases and lack of or poamgtiance with antiretroviral drug

therapy.

There are other factors that increase the rislofa®f mother —to- child transmission
which include the rapture of the vaginal tissues tontact of maternal blood and
vaginal secretions and vaginal delivery (HorizomgPamme, 2002).Presence of a
high viral load in a pregnant woman is correlatathviransmission of HIV to the
baby. This higher risk is related to greater exppsa maternal secretions caused by
the rapture of membranes. The most significant afier birth is breastfeeding.
According to the Horizon programme, (2002) it haer confirmed that there is

presence of HIV in breast milk which poses a riek the breastfeeding infants.



Breastfeeding causes 16-29 percent of HIV transanis® the breastfeeding babies
while the risk of HIV transmission is also incredd®y mixed feeding of breast milk

and other food sources. According to hypothesisdgntists, introduction of new

foods to the baby triggers the infant's immune oese thus attracting white blood
cells to the gastrointestinal tract which increasegets for the HIV viruses to spread
infection. Scientists hypothesize that an infantismune response is triggered by
the introduction of new foods, attracting whiblood cells to the gastrointestinal
tract thus increasing targets for the HIVusis to spread infection (Horizon

Programme, 2002).

Vertical Transmission is the cause of most incideaftHIV in children aged below
fifteen years. A Further 5 percent-20 percent wikcome infected through
breastfeeding (WHO, 2004). Therefore it is impartenprevent the passing of HIV
from mother to child. Without intervention or atenent, the possibility of HIV
transmission from mother to child is 20 percedD percent. However, with the
appropriate intervention and treatment, transmissian be reduced from around 25
percent to less than 2 percent (WHO, 2004).

2.2 Male partner involvement in PMTCT

Promotion of men’s involvement or participationmomen’s health programmes has
been a source of much interest in the recent yesaes) though its meaning continues
to vary from source to source. According to Lee9d)9 men’s involvement can be
viewed from programme perspectives and may mean snpporting choices and
rights of their female partners, or men doing sdnmet about their own reproductive
and sexual behavior as a way of protecting theinpas. For Rutenberg et al. (2003),
men’s involvement may mean many things, dependmthe couple and community.
Some men may choose to go to the clinic with tfexmale partners, get involved in
counseling and be tested for HIV, while many choose to visit the clinic, but
instead support their partners in coping with HiVother ways like paying for their
partner’'s health care and/or provide transporttfair partner to reach the clinic
(Rutenberg et al., 2002).

According to Drennan (1998), the topic of men’sdlwement is further complicated

by the wide range of terms used in the literatwreqtalify it. This terminology
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includes: men’s participation, men’s responsibjlitynale motivation, male
involvement, men as partners, and finally men amtaductive health. For Drennan
(1998), the terminology used does not matter ag &mthe purpose is to describe the
process of social and behavioral change that isletedor men to play more

responsible roles in reproductive health services.

2.3 Reasons for male partner involvement in PMTCT

In 2008 motheto-child transmission of HIV accounted for 390,000 niefections
among children below 15 years of age in Saharan Africa. According to the
Inter-Agency Task Team (IATT, 2007) male involvement isrisical component of
the PMTCT program. According to Maman, (2008) mal@lvement is necessary for
improving women’s uptake of core PMTCT services;isita key contributor to
community acceptance and support of PMTCT and & been linked to greater
uptake of testing, greater uptake of Antiretrovifdderapy, increased condom use,
increased communication and support for infant ifeecchoices. Therefore, male
involvement is critical for primary prevention oflV and for avoiding unintended

pregnancy (Maman et al., 2008).

Despite many challenges, the importance of invgivmen in the prevention and

treatment of HIV/AIDS programmes for women has gdiincreased recognition in

the literature, especially after the 1994 Cairo 4865 Beijing consensus documents,
which agree that men are crucial to bringing almtainges in women’s health status
(Lee, 1999). The call for involving men in reprotive health issues has emphasized
on the role of men in improving the health of thfamilies and themselves (White et

al., 2003). Involving men is important because rderninfluence women’s access to

health services through their control of financesmen’s mobility, and means of

transportation and health care decisions (Greed@?)2 Lee (1999) calls this role the

“gate keeping” authority of men. For Kumar (1998)e need to involve men, as

defined by the International Conference on Popaatind development (ICPD) and

the Beijing Conferences, is even more crucial m Atfrican context, because of the

rapid spread of the HIV/AIDS pandemic and becauseutiural norms and taboos

which reinforce negative stereotypes about mal@liiement in reproductive life

issues (Kumar, 1999). These factors call for resjmb® sexual and reproductive
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behavior by both men and women if HIV/AIDS is to cntrolled. Rutenberg et al.
(2003) also recognize the importance of men’s raleBMTCT. According to these
authors, it is difficult to consider optimal uptaBEPMTCT interventions without the
partner’s understanding and consent. In the cabeeatfeeding, for example, lack of
partner support has been identified as a barrierepdacement feeding for HIV-
infected women since women who choose to exclugsibetéastfeed need partner

support (Baggaley et al., 2000).

While the benefits of male involvement seem toimdisputable, Kumar (1999)
mentions opposing views in some circles that carsigen’s involvement as a way of
increasing men’s control over women’s reproductiife (Kumar, 1999). The

argument is that as men are already involved inmajor human activities, why
should they acquire more control over women'’s rdpative life as well? (Kumar,

1999).

Clark (2001) warns against some of the pitfalldb& considered in the process of
involving men: firstly, the fact that involving mesimould be constructive, in the sense
that it should always protect women'’s interest withbeing paternalistic. Secondly,
involving men should not result in subtraction ofsources from women’'s

programmes for the sake of men’s programmes (CE®1).

Kumar (19990) portends that there are other magsans why men should
accompany their women to the PMTCT clinics and goedo discuss some of the
benefits as follows. Firstly, basic knowledge invViHwhen men accompany their
female sexual partners to the PMTCT clinic, theiokledge of HIV increases, and
their behavior becomes supportive and their regepéss to HIV testing increases
(Kumar, 1999). Accompanying their sexual partnershie PMTCT clinic increases
access to information, knowledge and awarenessfalditates good choices. Men
who have accessed information are able to helplannmg for delivery and also

support the women in adhering to HAART (Highly AgtiAntiretroviral Therapy) in

order to protect the baby from HIV infection duripgegnancy, labor and delivery (
Kumar,1999). Secondly, it also helps men accesmdeservices that allow them to
know their HIV status and thereafter plan theirufet together with their female

partners. Pregnant women and their partners a@lygiven a HIV test as a routine
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ANC service, thus enabling couples to protect thainy from being infected during
pregnancy, labor and delivery. Thirdly, it ensuestherence to the PMTCT clinic
appointments among men as those men who haveteatat the PMTCT clinic are
not able to support their sexual partners in adieeanainly because they do not
understand the benefits or that they do not knaeur ghartners HIV status. Fourthly,
when men accompany their wives to the PMTCT, thely sypport on HIV status
disclosure. A pregnant HIV positive woman who has disclosed her HIV status to
her partner, family or friends is generally ledeely to accept preventive drugs and
may refuse to practice unconventional methods fahinfeeding, for fear of revealing
that she is infected, hence risking the well bahthe infant. Such a woman will also

miss out on family support during and after pregyaiiKumar, 1999).

Couples need to go for HIV counseling and testirith iheir sexual partners to
establish their status to protect their baby froossible HIV infection and other
related STIs (Ntabona, 2002). Adherence to HAART faregnant women

dramatically reduces perinatal transmission: a wonvao has not disclosed to her
sexual partner may not be able to adhere well t&ARA and will not be able to use
condoms, get good nutritional support and will mdsly have stress. Moreover she
will not attend clinic in time and will not accesgalth information (Russo et al.,
2009).

If couples are counseled and tested then thereess potential for blame and
accusation (Clark, 2001). Counselors can emphasiegeman's responsibility for
protecting the health of his partner and familyd @an promote the use of PMTCT
and other services, resulting in much higher tgkeates. According to Clark, (2001)
this will improve the well being of the family, thuncreasing the chances of survival
for the child. Those women who are uncomfortabgeldising to their male partners
on their own, can chose an option of provider andfunselor-mediated disclosure.
HIV positive pregnant women who do not discloseirtistatus to their partners
usually do not return to the clinic, therefore mgtthe baby's life in jeopardy (Clark,
2001). Increased adherence to care and medicatiomr® as people disclose HIV
status, and provides an opportunity to discuss sefeand family planning choices

with sexual partners. Pregnant women get supporsdter infant feeding practices,
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financial and emotional support as a result ofldgae of HIV status to their partners
(Clark, 2001).

Counselors can emphasize on the man's responsibiliprotecting the health of his
partner and family, and can promote the use of PM&@d other services, resulting
in much higher up-take rates. Counseling the maténpr also increases chances for
female partner and children to seek HIV counseliegting, care and treatment if
needed (Russo et al., 2009).

According to Barker (2010), providing diagnosis arehtment of STIs to couples as a
part of routine HIV care, with particular care tgndrome management, diagnosis,
and treatment of genital herpes and other STIs IM-pdsitive persons and their
partner is crucial. For HIV-positive women and clespwho desire children, it is
important to discuss strategies to reduce theitied of transmission to sexual
partners and infants. Couple screening and promngattrhent of STIs will reduce
chances of HIV transmission to the baby and reeiida to each other (Barker et al.,
2010). Programs such as Women Fighting AIDS in leease successfully working

towards increasing male involvement in PMTCT sersi(Ovaro and Kaduwa, 2008).

2.4 Theoretical Review of Literature
This study will be guided by the Gender Schema Theaad the Social Construction
Theory.

2.4.1 The Gender Schema Theory

Gender schema theory suggests that children plaor@ active role in their own
gender development from an earlier age. In 1981, $andra Bem formally
introduced the Gender schema theory to explain indwiduals become gendered in
society, and how sex-liked characteristics are tamied and transmitted to other
members of a culture. According to Bem 1981, Gesdhema theory mainly focuses
on the role of cognitive organization in additiansbcialization. The theory postulates
that children learn how their cultures and or/soegdescribe the roles of men and
women and they internalize this knowledge as a gemsdhema or unchallenged
underpinning belief. According to Bem (1995) gensigliema is then used to organize

consequent experiences. The perceptions of childnemen and women are thus an
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interaction between their gender schemas and éx@eriences. Eventually, children
will incorporate their own self — concepts intoithgender schema and will assume
the traits and behavior that they deem suitablétfeir gender (Bem, 1995).

According Bem, (1995) gender schema theory suggdsis a child’'s gender
development reflects the increasing complexity hid schemas it develops around
maleness and femaleness and by about the age dhéaahild is able to label it and
others as female or male. This reflects the devedoyt of a basic gender schema. The
child then starts to seek out information fromdts/ironment in order to increase its
understanding of maleness and femaleness and yhéwefuide its own behavior
(Bem, 1995). The child identifies activities andemits associated with its own gender
and start to ignore or reject those that do notnfitvith this. At this early stage a
child’s understanding of gender is simplistic andte rigid and this is reflected in its’
behavior (e.g. a three year old girl may reject abjgect that isn’t pink). Bem portend
as their gender schemas increase in complexityetiery the child becomes better at
coping with ambiguity and their ideas about whatdseptable or appropriate start to
relax. On the other hand, Eagly et al. (2000) pmitethat consequences of gender
roles and stereotypes are sex-typed social behbeause roles and stereotypes are

both socially shared descriptive norms and preseemorms.

According to Bem (1985), Gender schema theory hdldat children learn
conceptions of appropriate gender behavior and néwvork of gender related
associations from their culture and then they le@arrapply this network as they
evaluate and incorporate new information. The ¢hibde existing views about gender
will impact how new information is perceived. Acdorg to Bem (1985) initially, a
child learns to assess attributes differently fdfedent genders (For example, the
child sees boys as stronger than girls). Eventudhg child sees dimensions as
belonging entirely to one sex and not the othee dimension is completely removed
from the schema that they apply to one gender. €bBmeept of "strong" is no longer
applied to girls in any degree. Instead girls aesved as the opposite: "weak".). The
outcome is that the sexes become different to Ithile,c'not only in degree, but in
kind." (Bem, 1985)
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Fortunately, the process of developing a gendeersahis not finite or immutable.
Because gender schema theory sees gender schentearreed and dynamically
constructed, it provides for the Social learningaity and for this reason Dr. Bem
(1985), says that children learn gender roles bygoeewarded for some behaviors,
punished for other behaviors, and by watching ethpgrform gender (modeling).
Although Dr. Bem agrees that gender roles are éshrshe believes that children are
not only passively receiving the information abgahder roles, but are then actively

using that information to organize and comprehéxedarger world.

Traditionally, men have been viewed as financiavpters, whereas women have
been viewed as caretakers. Therefore this forminfiset, which could also be held
by the Health Care Providers, may discourage malelvement in many duties

which are coded as women'’s.

2.4.2 The Social Construction Theory

The Social Construction Theory as postulated byg&®i(1985) indicates that human
beings’ experiences are usually based on the way thterpret the world and

themselves thus essentially building realities ihiolw they live. Therefore human

behavior is frequently influenced by circumstande@se and context which means
that different meanings are assigned to differeqtegences. Consequently, people
are required to understand the cultural/historicahtext that exists when the
information is gathered in order to understand dhferent social relations (Khan,

2009).

The Social Construction Theory is suitable for ustinding the relevance of
hegemonic masculinity in male involvement in PMT@bgrams in Kenya. (Garson
and Peiss, 1985).The concepts of masculinity (emdrfinity) are socially constructed
and people adopt from their culture and reprodaceugh their own actions. This is
responsible for the way men (and women) think aod amd thus not their role
identities or psychological traits (Garson and ®ei%985). Therefore from this
perspective gender is viewed as a dynamic sociatoact, which is continuously
being shaped by cultural concepts and notions dfcolmity and femininity. The

involvement of men in PMTCT has been socially canded whereby matters around

child bearing are seen as exclusively a women’goresibility (Khan, 2009). Social
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constructionism may be defined as a perspectivelwhelieves that a great deal of
human life exists as it does due to social andpetsonal influences (Gergen, 1985).
The subjects that social constructionism is intexcksn are those to do with what

anthropologists call culture, and sociologists saltiety: the shared social aspects of

all that is psychological.

Social constructionism regards individuals as irgegvith cultural, political and

historical evolution, in specific times and placesd so resituates psychological
processes cross-culturally, in social and tempooatexts (Khan, 2009). Apart from

the inherited and developmental aspects of humasitgial constructionism also

hypothesizes that the very aspects of humanitgeeated, maintained and destroyed
in our daily interactions with others through tinféne social practices of all life begin
and are recreated in the present and eventuallykmah, 2009). For psychotherapy,
this view emphasizes the importance of the acquoisitcreation and change of
emotional behavior, therapeutic ability and waysirdérpreting things and people.
(Khan, 2009). Because the genetic material of @ack and region is different, as
well as the cultural practice, then we say rightrfrthe start that there is no universal
human nature. What social constructionism showbetamportant are the ways in
which socialization and enculturation, amongst peeple we have known, plus the
current influence of those whom we now know, are iiost active in shaping our

mutual existence with others (Khan, 2009).
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2.5 Conceptual frame work

Figure 2.1: Conceptual model
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In figure 2.1 of the conceptual model, various destmay affect health care workers
which in turn affect male involvement in PMTCT pram. HCW are also part of a
culture/society that believes that child care isv@man’s’ role. According to the
Gender schema theory, children learn and intemabiaits that are deemed
appropriate for male and females. Children leamaieness and maleness and they
become gendered whereby they are guided by unogaliebelief on what behavior is
suitable for male and female. Cultural beliefs,mgand attitude affect the way HCW
view male involvement in PMTCT. In cultural belietsoth men and women believe
that attending the PMTCT clinic is the role of wamend that the PMTCT services
are meant for women. The PMTCT program is alsowwlt designed to suit men as
most of the time men are referred to other departsnéor their medical care. The
HCW is not able to offer male friendly services doethe design of the PMTCT
clinic as it is targeting and focusing on women &hddren. The HCW are usually
demotivated with high workload, burnout and fatigueel hence they are not ready to
accommodate male clients as they see them aslaxtlan who can seek services in

other general departments.
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CHAPTER THREE: RESEARCH DESIGN AND METHODOLOGY

Outlined in this chapter is the research methodptbgt was used to accomplish the
objectives of the study. The chapter also preséimes research design, target
population, study site, sampling design, data cbotbe methods and tools, data

analysis, ethical considerations and data presentat

3.1 Research Design

The study used a descriptive survey design. A gese survey design involves
description of characteristics of a group or indals drawn from a given population.
The design helps a researcher to obtain completeaecurate information to answer
the research questions for the study. Khan (199&)mmends descriptive design for
its ability to produce statistical information abaspects of education that interest
policy makers. A research design outlines the ases, purpose, intentions and plans
within specified constraints that include: locatidime, money and human resource

availability.

3.2 Site Selection and Description

The study was carried out in Murang’a District Hitslpwhich is located in Kiharu
Constituency, Kiharu Division and Karuri Sub Locatiand covers both urban and
rural settlements of Murang’a region. The Hosp#dbcated in Murang’a Town and

is the largest health facility in the County.

Murang'a District Hospital is the largest healthility in the district and is located in
Murang’a district in Murang’a County and mainly wes rural and urban population
around Murang’a town. Murang’a County borders Nydfirinyaga and Kiambu
Counties in Central Kenya. Murang'a is one of tiséridts of Kenya's Central Region.
According to the Kenya Census report (2009) Murargistrict has a population of
942,581 .Murang'a is located between Nyeri and Thikathe South, 10 kilometers
away is Maragua town while 15 kilometers Northwkss Sagana town. (Kenya
Census, 2009). Murang’a district has varying adks that make the county quite
cold in the months of May to mid-August. There kitaiyu farmlands rolling to the

west of Murang’a town and are visible as far as d¢lges can see. Due to its fast
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growth, Murang’'a town has been able to attracttaofobusiness from traders and
farmers from the bordering districts. Some of thst ipcoming businesses are banks,
lodges and hotels, post office, petrol stationstawgrants serving local and exotic
dishes, supermarkets, dry cleaners, lively supemtsiand night clubs playing latest

local and Western music

There are 271 health facilities in Murang’a Couatyd among them are 112 centers
which are run by the government. Privately ownedlifees are 125 in total while
another 31 health facilities are run by faith baseganizations. There are a few
centers managed by community based organizationsseT facilities range from
District Hospitals to maternity/nursing homes atighgly over two thirds of them
(2/5) are government supported. Out of these 2@ilitias, 52 government sponsored
health institutions offer PMTCT services (Softkermygam). The governments’ health
sector has partnered with other organizations dwcly Non-Governmental
Organizations (NGOs), United Nations Children’s &{0NICEF), community based
organizations (CBOs), private institutions and Haliased organizations to offer
PMTCT services in these facilities (Softkenya.cdviirang'a District Hospital is the
largest government sponsored health facility in &hgra District and has a bed
capacity of 270 beds and 58 cE®ftKenya.com).

Among the services offered at the hospital inclu@erative Outpatient Services,
Clinic for Prevention of Mother to Child Transmissiof HIV, Comprehensive Care
Center for HIV positive clients, cervical canceresning, Tuberculosis Lab and

clinic.

3.2.1 Units of Analysis
In this study the units of observation were PMTQi€nts and HCWs who work in
the PMTCT clinic while the units of analysis weredtth Care Provider factors that

influence male involvement in PMTCT program.
3.3 Sources of Data

Primary data was sourced from PMTCT clients (womeam) PMTCT Health Care
Workers (HCWSs) at Murang’a district hospital’'s PMTCClinic. Secondary data
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relating to the number of PMTCT clients, male imavhent and staff information

under the study was sourced from hospital records.

3.4 Target population

Target population for the study comprised of a#l il10 active PMTCT clients and all
the 10 Health Care Workers (HCWSs) including thelarge of the PMTCT clinic at
Murang’a District Hospital. These figures were plee records of active PMTCT
clients enrolled at the facility by 31 December 2@hd all the 10 staff that had been

working at the facility.

3.5 Sampling Design and Procedure:

Since the target population for the study was Yasrinall, the study used a census
design with an intention to interview all the 11@iwe PMTCT clients and 10 Health
Care Workers. The major consideration was thetfettthe PMTCT clients and the
PMTCT clinic HCWs were best placed to give theirinign and experiences in

PMTCT since they were already in the program.

The researcher used purposive sampling to seleet W8W for the in-depth
interview. This was because the researcher haddotify the most appropriately

placed person in terms of experience, knowledgioaity and expertise in PMTCT

3.5.1 Selection of study site
The site selected for this study was Murang’a [istdospital.

3.5.2 Selection of respondents

In this study, there were respondents who inclutted PMTCT clients and key
informants who included the Health Care WorkerthatPMTCT clinic. According to
the head of the clinic, clients visited the fagilih three groups per week (Mondays,
Tuesdays and Fridays). Each group was assignedc#isplay and therefore, clients
were contacted on their respective clinic day dumata collection period. Clients’
honoring of clinic appointment was good and hachbirdicated to be over 98 percent

in the appointment diary at the clinic. For thosernts who did not honor their clinic
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appointments, the researcher did home visits toctlemt using the Community
Health Workers (CHWs) who were guided by the locdatdormation that was

documented in the clients’ file.

3.6 Methods of data collection

In this study, various methods of data collecticgravused. The researcher employed
and trained two research assistants to collect. dedae to face interviews were
conducted to obtain required information from tiMTET clients and PMTCT clinic
HCWs. Use of this method was appropriate given thete were some respondents
who were illiterate and semi-illiterate. In additjoit helped to clarify questions in

order to get the right responses.

In-depth interview was conducted with the PMTCThidiin charge to enable the
researcher gather rich information on key aregheftudy. Observation method was
used to record the number of female clients whoewaarcompanied by their male
partners to the PMTCT clinic and this was done rurihe time the respondents
(PMTCT clients) attended their PMTCT clinic apporents. To collect secondary
data, desktop review of registers and hospital dwois was done to extract the

relevant information.

3.7 Data collection tools

Two structured interview schedules were develomedPMTCT clients and HCWSs.
Simply put, an interview schedule is a pre-codedl tbat specifies the order and
wording of questions and often filled by an enurtmra Structured interview
schedules were administered to the respondentarawlers were recorded alongside
the questions and coded. Structured questions w@ted for this study as they
allowed collection of uniform information. Whileghnformation sought from clients
and HCWs was the same, clarifications on the qoestiwere made for each
respondent to ensure they gave the intended infamarherefore, the researcher

factored in the issue of reliability especiallyamial consistency in the questionnaires.

An interview guide was designed and used to gathéepth information from the

clinic in-charge. It was precise with brief operded questions addressing the three
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objectives of this study. An observation guide wasd to guide the researcher in
picking the number of female clients accompaniedth®ir male partners. Specific
issues that were captured included but not limteedhe number of male partners
attending PMTCT clinic, estimated age and behawioite at the clinic. A checklist

was used to ensure that all the required registedsdocuments were obtained in

order to extract the necessary secondary data.

A pilot test on the instruments to verify theiriaglility and validity was carried out
one week before the study commenced. About 15 PMg@l@&nts and 3 HCWSs were
interviewed during the pilot testing. During thetwsd data collection exercise, the
researcher immediately received and cross checketi élled questionnaire for

completeness and consistency and rectified all aiiesthat came up.

3.8 Data analysis
Data analysis involves synthesizing and develogdetgiled insights and relationships
among variables from raw data. Data analysis wasedaout in line with the three

objectives of the study.

Data collected in the field was cleaned, codeceredtand processed in the computer
using Statistical Package for Social Sciences ($PQ&antitative data was detailed
and was analyzed using SPSS. Tests of independmsinag Pearson chi square and
Fishers exact test were done. Using Descriptivéisits, quantitative data was
analyzed by generating measures of central tende@hah were mainly frequencies
and percentages. Main quantitative variables weatyaed using descriptive statistics
including; age, education level, marital statugltmeare worker related factors, rating

on male involvement among others.

Qualitative data was analyzed using qualitativeteain analysis (QCA). Schreier
(2012) defines qualitative content analysis as thateof describing and interpreting
qualitative information in a systematic way. QCAvaives identifying themes or
topics, then coding and collating various variakile®rder to provide detailed and
predictable characteristics about a population.rdfoee, themes and topics from
interviews were collated and coded in line with tigectives of this study to allow

objective interpretation and analysis of the relaghip among variables as well as
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making inferences. Views from different respondeategories were analyzed for
consistency to determine to what extent generaizatan be made. Some of the
variables that were under this context includecegtions, level of agreement or

disagreement and observable behavior.

3.9 Data presentation
Analyzed data was presented in frequency tablesanss tabulation.

3.10 Ethical Considerations

Given the sensitivity of the study especially oa ®BMTCT clients (respondents), the
researcher and the research assistants ensurdatigfiaemained humane and ethical
during the data collection period. To assure tpaoadents that the study was to be
used solely for academic purposes, the researttained an introduction letter from
the Head of Department at the University of Nairedhich was used to seek approval
for collecting data from the PMTCT clinic for thesearch project. In addition, the
researcher gave assurance to the respondentslithatoemation given would be
treated with confidentiality and questionnaires ldovemain anonymous without

name or identification number of the interviewee.

25



CHAPTER FOUR: DATA ANALYSIS AND PRESENTATION

The study sought to establish the factors that@rfte male partner’s involvement
prevention of motér to child transmission (PMTCT) of HIV at Murangiistrict
Hospital.

The results presenténl this studyare pegged on the following research quest

i. What is the extent of male involvement in PMTCT Nturang’a District
hospital?

il. What are the ¢vice providers’ factorghat influence male involvement
Prevention of Mother to Child Transmission at MganDistrict Hospital’s
PMTCT clinic?

iii. What strategies can the PMTCT service providers ipuplace at thi
PMTCT clinic to encourage men to participate in gnegram at Murar'a
District Hospital’

4.1 Response Rate

A total of one hundred and eight (108) out of thiemded one hundred and ten (1
PMTCT clients were interviewed at the hospital. t©@ other hand, a total of nine |
out of the intendeten (1() health workers were interviewed.

Figure 4.1: The front gate of Murang’a District Hospital




4.2 Demographic characteristics of the PMTCT clierg
This section gives the demographic attributes @& thspondents including age,

marital status, level of education and economiiviygt

4.2.1 Literacy level of the PMTCT clients

Past empirical studies show a near perfect coiveldietween the literacy level of
women and the rate and extent at which they aringito adopt new reproductive
health methods (Hollen, 2011). It is in this backgrd that this study sought to
establish the level of education of the PMTCT famelients and the findings are

presented in table 4.1 below.

Table 4.1: Literacy level of PMTCT clients

Literacy Level Frequency Percentage
Never attended school 3 2
Primary not completed 4 4

Primary completed 17 16
Secondary not completed 46 44
Secondary completed 33 31
College not completed 2 1

College completed 3 2

Total 108 100

According to table 4.1 above, 44 percent of th@eadents had attended secondary
school though they had not completed and 31 perbhadt completed secondary
school. It is also evident that 16 percent compl@iemary school while 4 percent did
not complete primary school. Those who completdiége education were 2 percent
while 1 percent did not complete college educatod 2 percent had not attended

school.
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Table 4.2: A cross tabulation of age versus educati level

Age Education Total
Primary and Below | Secondary and
Above

30.0% 70.0% 100.0%
24 and below (n=10

16.4% 83.6% 100.0%
0534 (n=73) ° ° °
35 and  Abovg 33.3% 66.7% 100.0%
(n=24)
Total (n=107) 21.5% 78.5% 100.0%

From the results in table 4.1 and 4.2 above, thelt® indicate that majority of the
respondents had education as the total number affethvho attended secondary
school and beyond were 78.5 percent. Majority (83.6f those who had attained
secondary school education and beyond were i”25h@4 years age category while
16.4 percent attained primary level education aetbw. The results show that
among those respondents in 35 years and aboveadggory, 66.7 percent of them
had attained secondary school education while p&r8ent of them had attained

primary school education and below.

4.2.2 Marital Status of PMTCT clients

The marital status of women determines their ecangrowess and consequently it
has a bearing on their ability to manage HIV/AIOXéclaux, 2009). According to
Tischler (2004), marriage is defined as an insttufound in all societies; it is the
socially recognized and supported union of indigiduof opposite sexes. He also
defines nuclear family form as being made up ofaariad couple and their biological
or adopted children. This section sought to fintithe respondents’ marital status and
the results are presented in table 4.3 below.
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Table 4.3 Marital status of PMTCT clients

Marital status Frequency Percentage
Divorced 4 4

Married 47 44

Single mother 23 21
Separated 26 24
Widowed 8 7

Total 108 100

As can be seen in table 4.3 above, majority ofréspondents (44 %) were married.
Those who had separated from their partners wengeggent while 21 percent were
single mothers. The results indicate that 7 pereendt4 percent were widowed and
divorced respectively. The fact that most of thepmndents were married is in line
with KAIS report that indicated a higher HIV pregate among married couples
(KAIS, 2012). In this study the findings indicatédat though 56 percent of the
respondents were either divorced, single, separatetvidowed, they had male

partners with whom they engaged in sexual relakignss

Table 4.4: A cross tabulation of age versus maritatatus

Age Marital Status Total
Currently Married Currently Single*

b4 and  belov 60.0% 40.0% 100.0%
(n=10)

46.6% 53.4% 100.0%
05-34 (n=73) ’ ’ ‘
35 and Abovg 33.3% 66.7% 100.0%
(n=24)
Total (n=107) 44.9% 55.1% 100.0%

*- Divorce, Separated, Widowed, Never married
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It is interesting to notice that study results eiblle 4.4 shows that 46.6 percent of the
respondents within the 25-34 years age category3jnwére currently married and in
the same age group, 53.4 percent of them werentlyrgingle. In the 35 years and
above age category, 33.3 percent of the respondemes married while the majority,
(66.7%) were currently single. In a study on genaled marital status differences,
Tschann (2013) found that married peoples’ intimatigclosure and health seeking

behavior was higher in comparison to the unmarried.

4.2.3 Economic status of the PMTCT clients

The economic status of an individual has a diretationship with his or her
propensity to seek medical service. According tedgBer (2007) scholars attribute
health seeking behavior to economic status of mtivelved individuals particularly
women. (Greener et al., 2007) PMTCT services haweesfinancial expenses like
travelling expenses even in cases where it is @ffdi00 percent free of charge. This
section focused on the distribution of PMTCT clgebtised on three social economic
characteristics including: Literacy level; marisahtus; and economic activities. The
respondents were asked questions on their ecoramtigties with the aim of getting
data on the relationship between the economic statwf the clients and their
propensity to seek PMTCT services. The findings thtes presented in Table 4.5

below;

Table 4.5: Economic status of PMTCT clients

Economic Activity Frequency Percentage
Farmers 38 35

Casual laborers 32 30

House wives 20 19
Unemployed 13 12
Permanent job 5 4

Other 0 0

Total 108 100
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It is clear from table 4.5 above thatregard to economic activities, 35 percent of the
respondents were engaged in farming activitiesev®@ percent were casual laborers.
The study revealed that 12 percent were unemplayedd percent were permanently
employed while 19 percent were housewives. Theirfgsl are in line with the
employment pattern of Kenya and indeed other les®ldped countries where the
bulk of the population is engaged in farming. Taeelation low level of women with
permanent jobs at 4 percent may indicate that femn&n have secure jobs with
financial stability. The findings reveal that thardest percentage (90%) of the

respondents categorized themselves as famers| tasoi@rs or housewives.

Table 4.6: A cross tabulation of age versus econotmctivities

Age Occupation Total
Employed Unemployed

24 and belov 10.0% 90.0% 100.0%
(n=10)

34.2% 65.8% 100.0%
25-34 (n=73) o 0 0
35 and Abovg 45.8% 54.2% 100.0%
(n=24)
Total (n=107) 34.6% 65.4% 100.0%

The study results presented in the cross tab ainoN@ated that the majority (65.8%)
of the respondents within the age category of 2%&s, (n=73) were unemployed
while 34.2 percent of them were employed. In they8&rs and above age category,
(n=35) 54.2 percent of the respondents were ungraglavhile 45.8 percent of them
were employed. According to Msuya et al. (2008)mea were more likely to bring
their partner to the clinic if they had a high nfdgtincome and had expressed the
intention to share HIV results with their partneridg enrolment. The results in the
cross tab reveal that in all age categories, migjoof the respondents were

unemployed.
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4.3 Main Findings
The main findings were guided by the objectivestted study which included the
following:
I. To determine the extent of male partner involvementPMTCT in
Murang’a District Hospital.
il. To establish the health services provider relagadofs that influence the
involvement of male partners in PMTCT program in rithg’a District
Hospital.
iii. To identify the best strategies that health caoxigers can put in place to
encourage male partner involvement in the PMTCTgnm in Murang’a
District Hospital.

4.3.1 Extent of male involvement

Establishing the extent of male involvement is im@ot as men are the decision
makers in most of the African settings. According Greene (2002), male
involvement is vital as men do influence women’sess to health services through
their upper hand in control of resources includimgnces, women’s movement and

mobility, means of transportation as well as decision health care.

The study thus sought to investigate the extermale involvement in the PMTCT
program in Murang'a District Hospital. The respontde were asked questions
relating to their male partners awareness, accomeant, involvement and invitation

into PMTCT program yielding the results in tabl& #elow:
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Table 4.7 Extent of male involvement in the PMTCT pogram

(A) Male accompanying a|Yes No Total
female partner to the PMTCT

clinic
F % F % Total | Total
F per | % per
Question row | row

Is your partner aware that
you are in this clinic today? 58 53.7 |50 46.3 108 | 100

Would you like to involve
your partner in PMTCT 81 75 27 25 108 | 100
program?

Have you ever invited your 22 53 51 47 108 100
partner to accompany you to
the PMTCT clinic

Has your partner ever
accompanied you to the 19 86 81 108 | 100
PMTCT clinic? 22

According to the study results presented in Tablé above, 53.7 percent of the
respondents stated that their male partners weageathiat they were in the clinic on
that day while 46. 3 percent indicated that thertmers were not aware. Three
quarters of the respondents (75%) stated thatwioeyd like to involve their partners

in the PMTCT program and 25 percent indicated thay would not. Despite the

majority of respondents (75%) indicating that tleguld like to involve their partners

in the PMTCT program, 53 percent had invited theale partners to accompany
them to the PMTCT clinic and 47 percent had notti@nother hand, the study found
out that 19 percent of the respondents had evar beeompanied to the PMTCT
clinic by their male partners while the majorit§106) had never.

It is clear from the study findings that slightlyone than half (53.7%) of the

respondents’ male partners were aware of them beitige clinic that day, while 46.3
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percent confirmed that their partners were not awa@his percentage is in line with
findings by Kasseye (2005) who found a higher patage (69%) of women who had
informed their partners of PMTCT clinic. The finds also concur with those of
Ladner (1996) who in his study in Rwanda foundghér percentage of male partners
who had been informed by their female partners aBdUTCT clinic. According to
the results from cross tabulation (table 4.9) rahrtatus of the respondents was
associated with partner being aware of clinic visita study on gender and marital
status differences, Tschannn (2013) found thatiethpeoples’ intimacy, disclosure
and health seeking behavior was higher in comparisadhe unmarried. On the other
hand, the cross tabulation results (table 4.12)wsko that education of the
respondents was not a significant factor associaitdany of the aspects regarding

uptake of male involvement services in the PMTdmicl

The revelation that 46.3 percent of the respondet not informed their male
partners on their attendance to the PMTCT clinat thay is in line with a report by
Theuring et al. (2009) who contend that despitefdoethat men may be motivated to
get involved in the PMTCT program, they lacked miation that men were called
upon to attend ANC/PMTCT services with their wivan, aspect that posses a major
limiting factor for their involvement. Results froroross tabulation (table 4.10)
indicate that economic activities of the responslemtre actually associated with the
partner being aware of the respondents visit tdhthspital. A study done by Msuya et
al. (2008) showed that women who had expressethtastion to share HIV results
with their partner at enrolment and had a high mignincome were more likely to
bring their partner to the clinic. In their study Malawi, (Aarnio et al., 2009)
reported that lack of male involvement in PMTCT sequently undermines the
potential benefits of antenatal HIV prevention efothus representing a missed
opportunity to effectively prevent vertical transsion of HIV. According to Mohlala

(2011) male partners therefore seem to be the fimmyequation.
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Table 4.8: Cross tabulation of age versus particigéon in PMTCT services

Age Proportion of respondents in each category reportig their male partners as
Categ | having been involved in PMTCT in each stated aspect
ory
Partner Willingness | Ever Ever been | Ever Ever
aware of to invite invited accompanie participate | participated
clinic visit | partner partner to | d by partner| d in in a joint
accompany | to clinic support counseling
to clinic group with | session
partner with partner
Yes | No | Yes| No| Yes] No| Yes Ng VYebBo | Yes | No
24 and| 60.0 | 40% | 60.0| 40% | 50.0| 50% | 10.0| 90% | 0% | 100 | 0% | 100
below | % % % % % %
(n=10)
25-34 | 58.9|41.1|76.6|23.4|548|45.2|26.0|74% | 2.7|97.3|20.5|79.5
(n=73) | % % % % % % % % | % % %
35 and| 33.3 | 66.7 | 70.8 | 29.2 | 458 | 54.2 | 16.7 | 83.3 | 0% | 100 | 8.3 |91.7
above | % % % % % % % % % % %
(n=24)
Total |53.3|46.7|73.8|26.2|523|47.7(224 77619 |98.1|159|84.1
(n=107 | % % % % % % % % % | % % %
)

The cross tabulation above presents study reselgaling that most of the
respondents were in the 25-34 years age categefB8jrand a large percentage of
them (60%) were willing to invite their partners. the same category, 58.9 of them
indicated that their partners were aware of theichisit that day while majority of
them in the same age category (97.3%) had nevécipated in a support group with
their partners. It is also interesting to note timathe same age category, the larger
majority (79.5%) had never participated in a jogdunseling session with their
partners while 76.6 percent of them were willingrteite their male partners to the
clinic. The results also indicate that 45.2 percehthe respondents in the same
category (25-34) had never (0%) invited their parsrto the PMTCT clinic.

According to Ntabona (2002) it is important for lhahen and women to go for HIV

counseling and testing with their sexual partnerggtablish their status to protect
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their baby from possible HIV infection and othetated STls. In the 35 years and
above age category, majority (66.7%) indicated their partners were not aware of
the clinic visit that day while none of them (0%gdhever participated in a support
group with their partners even though the samecagegory majority, (70.8%) had

expressed willingness to invite their partnerss linteresting to note that among the
youngest age category, 24 year and below (n=10g nbthem had ever participated
in a counseling session with a partner. Furtheylts indicate that in this younger age

category, none (0%) had ever participated in asugpoup with a partner.

According to the study findings, more than half @3 of the respondents had ever
invited their male partners to accompany them ® dlinic and this could also be
attributed to the fact that the HCW were routingdigcussing the importance of male
involvement with the PMTCT clients as confirmedd¥ey informant. According to
this study’s cross tabulation results, (table 4r@yital status of the respondents was
associated with respondent having ever invitechiaée partner. According to Msuya
et al. (2008) women who live with their partners amore likely to invite and bring
their partners as well as share HIV results .Orother hand, cross tabulation results
(table 4.6) reveals that age of the respondenssnetia significant factor associated

with any of the aspects of male involvement.

However this result reveals that the other 47 eudrof the respondents had not
invited their male partners. This begs the questibry? According to Kiarie et al.
(2006), women constitute a barrier to male involeatmby not informing/involving
their partners in PMTCT due to the fear of domestadence .The key informant
asserted that men were not fully involved, a faat tould be attributed to the cultural
inclinations which include factors such as innas& attitudes or cultural background
which undermines the effects of the male involvemeampaigns (Kimberly and
Kessler, 2014). In her study in Uganda, Dukti (204€serted that male participation
would have to start from attending health educattatks and understanding
pregnancy needs of their partners, to couple cdimgseHIV testing and mutual
disclosure. These would then be followed by takihg lead in making relevant
PMTCT decisions and supporting the female partoesuccessfully implement these

decisions.
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According to the Ministry of Planning and Natioriaévelopment in Kenya (2003),
research has revealed that involvement of male@etin PMTCT can significantly
improve the outcome of the program. According to @H2007) , specific

interventions to prevent mother-to-child transmaesiof HIV include: Increasing

access to HIV testing and Counseling, Antiretrdv(isRV) therapy, Safe delivery

practices, counseling and support on infant-fegaiethods, provision of care and
support for HIV infected mothers, their infantsrtpars and families . According to
Peltzer et al. (2010), increased male involvemeas been identified as a critical
strategy for the Presidents’ Emergency Plan for SIIPEPFAR) countries to
enhance implementation of PMTCT interventions.

Table 4.9: Cross tabulation of marital status verss participation in PMTCT

services
Marit | Proportion of respondents in each category reportig their male
al partners as having been involved in PMTCT in eachtated aspect
Status
Partner Willingnes | Ever Ever been Ever Ever
aware of| s to invite| invited accompani| participat | participate
clinic visit | partner partner to| ed by| ed in{ din a joint
accompan | partner to| support | counseling
y to clinic | clinic group session
with with

partner | partner

Yes |[NOo | Yes|NO | Yes|No | Yes|No | Ye |No | Yes| No
S

Curren| 72.9| 27.1|81.3| 18.7|64.6| 35.4| 29.2| 70.8| 2.1 | 97.9| 25.0| 75
tly  [% [%9 (%9 |[% |% |% |% |% |[% % |% |%
marrie
d
(n=48)
Curren| 38.3| 61.7| 68.3| 31.7|43.3|56.7|18.3(81.7|1.7 | 98.3| 8.3 | 91.7
iy, [% |[%9 (%9 |[% |% |% |% | % |[% % |% |%
single
*
(n=60)
Total |53.7|46.3|74.1|25.9|52.8|47.2|23.1{76.9/1.9|98.1|15.7| 84.3
=10 |% |% |% | % |% |[% |[% |[% |% |% |% |%
8)

*-Include never married, widowed, divorced and seped
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The cross tabulation results from the study shat timarital status of the respondents
was associated with several aspects related tmmdspt's participation in male
involvement services in PMTCT clinic. Marital statwas associated with partner
being aware of clinic visit, respondent having ewerted the partner to the clinic and
respondent ever having had a joint counseling sessith the partner. Marital status

factor was not associated with any other aspeatsabé involvement.

In the currently marries category (n=48), 72.9 percé them said that their partners
were aware of the clinic visit while in the currgnsingle category that had the
majority of the respondents, (n=60) 38.3 percerithem confirmed that their partners
were aware of the clinic visit. It is interesting nhote that in the currently single
category, an overwhelming majority (91.7%) had meateended counseling sessions
with their partner. The results further reveal 813 percent of the respondents in the
currently single category had never participated support group with their partners
despite the fact that 68.3 per cent of the samegoay of respondents had indicated
that they were willing to invite their partners tioe PMTCT clinic. In all the age
categories however, results indicate minimal pgdition of male partners in support
groups as majority of the respondents had nevendeéd support group with their
partners. The results indicate that those who hgmh@ed support group with their
partners were 2.1 percent and 1.7 percent for otlyrenarried and currently single
respectively. The cross tabulation results on ta@lb®e show that marital status was
associated with respondent ever having had a jominseling session with the
partner. According to Haile and Brhan (2014), poesi testing and counseling for
HIV was also associated with increased husbandnaganiment of pregnant mothers
to the ANC/PMTCT clinic. Respondents who have btested and counseled with
their husband previously were 5 times higher to €amith their husbands than their
counter parts. Being informed about the availabibt VCT service in the ANC was
also associated with increased husband accompanineermothers who tell their
male partners about the availability of VCT servieehe ANC clinic were 4 times
higher to be accompanied by their male parthneh&ANC than those who didn't.
The same study done in Uganda showed that incrdasedledge and awareness of

male partners about the availability of VCT sersida the ANC clinic and its
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importance with the prevention of mother to chilmhsmission of HIV was associated
with increased husbands participation in ANC/PMT{Ef&ile and Brhan, 2014)

On the other hand, the study findings (Table d)cate that three quarters (75%) of
the respondents stated that they would like to lirestheir male partners in PMTCT
clinic. These findings concur with Grady et al. 969 who assert that women express
great interest in wanting their partners to be imed in joint decision making in
reproductive health. According to the key inforngnall health care workers
discussed the importance of male involvement with tlients which could have
enhanced women’s’ willingness to involve their pars. According to Kang’oma
(2011), women reported that they would be very lafip see their men getting
involved in PMTCT services because it is admiraisiebe accompanied by your
spouse to the ANC and it shows that he is a lo@nd responsible man. This was
echoed by Roy et al. (2002) who reported that 82qme of women wanted their
partners to accompany them on their next familypiiag visit and 94 percent would

have liked their partners to be present during tlanily planning session.

The revelation by the study findings that 25 petagrthe women would not want to
involve their partners shows that a quarter (25%hale partners had not been called
upon by their female partners to participate in BMTCT program. This is further
confirmed by Theuring et al. (2009) who asserteat thck of information that men
were called upon to attend ANC/PMTCT services withir wives was the major

limiting factor for their involvement.

On the other hand, Kiarie et al. (2006) reporteat tvomen constitute a barrier to
male involvement by not informing/involving theiagners in PMTCT due to the fear
of domestic violence. This notion is further comfed by Msuya et al. (2008) who
found out that the reluctance on the part of thenawo to involve their male spouses
was grounded in numerous fears. There was the déativorce, accusation of

infidelity or of bringing the infection into the legionship as well as the fear of

stigmatization of the woman who is HIV positive.
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Table 4.10 Cross tabulation of economic activitiegersus participation in
PMTCT services

Occupation(Ec | Proportion of respondents in each category reporting theimale partners as

onomic having been participated in PMTCT in each stated aspect
activity)
Partnet Willingnes | Ever Ever beer| Ever Ever
aware of| s to invite| invited accompani | participate | participated
clinic visit | partner partner to| ed by| d in|in a joint
accompany| partner to| support counseling
to clinic clinic group with | session
partner with

partner
Yes | No | Yes| No| Yes No| Yes Ng YeNo | Yes| No

S
Employed*(n={ | 39% | 61% | 70.2 | 29.7 | 45.¢ | 54.1 | 29.7 | 70.2 | 2.7 | 97.2 | 18.€ | 81.1
7) % % % % % % % | % % %

Unemployec | 62% | 38% | 76.1 | 23.€ | 56.2 | 43.7 | 19.7 | 80.2 | 1.4 | 98.€ | 14.1 | 85.
(n=71) % | % |% |[% |% |% |% % | %

Total (=108 53.7 | 46.2 | 74.1| 25.€ | 52.&€ | 47.2 | 23.1 | 76.€ | 1.¢ | 98.1 | 15.7 | 84.c
% % % % % % % % % | % % %

*-Include casual workers

In the cross tabulation above, the study resuiteaiethat economic activities of the
respondents were only associated with the par@iegaware of the respondents visit
to the hospital and that economic activity fast@s not associated with all the other

aspects related to uptake of male involvement sesvin PMTCT clinic.

In the unemployed category (n=71), 62 percent ofris@ondents said their partners
were aware of the clinic visit while 85.9 percerit them said they had never
participated in a joint counseling session withirtpartners. In the same age category,
80.3 percent of them said they had never been guaoed to the clinic by their
partners while in the employed category (n=37), f#8&ent of them said they had
been accompanied by their partners to the clingrégards partner invitation, 56.3
percent of the respondents in the unemployed catesgid they had ever invited their
partners while 45.9 percent in the employed categaid they had never. It is
interesting to note that among the unemployed caye@gn=71) 19.7 percent said they

had been accompanied to the clinic while amongethployed category, (n=37) 29.7
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indicated they had been accompanied. The crosdataiyuresults indicate that the
respondents in both economic activity categorieseviiardly receiving joint PMTCT

services with their partners.

As far as accompaniment is concerned, the studyngs (table 4.7) show that 19
percent of the respondents had ever been accondpntbe PMTCT clinic and this
was echoed by the key informant who asserted tNaE@T clients were normally
requested to bring their male partners, thoughvtbmen were unable to convince
their male partners to accompany them to the cliflibe study findings show that a
larger percentage, (81%) had never been accompamid¢ige clinic by their male
partners. These findings concur with those of Seretaal. (2005) who in their study
in Zambia, found out that only 10 percent of wonvegre able to encourage their
male partners to participate in PMTCT program. Bhedy findings further concur
with those of the Horizon program (2002) in Ugamghich indicated a low
percentage of clients coming to the clinic as aptamuThe revelation that a larger
percentage (81%) of respondents had not been aervetpto the PMTCT clinic

indicates low male involvement.

According to PATH report (2007) reproductive hea#rvices are designed to meet
women’s and children’s needs and this results to nw considering the programs as
a source of information and help for them. In hedg, Dukti (2010) found out that
the fact that PMTCT program is delivered in Healtnters where women and not
men are more likely to go hinders male involvemen®PMTCT program. Further
Dukti asserts that “most programs are found inhbalth centers where men rarely
go. The women are common there because they takdrech for treatment,
vaccination and attend antenatal clinic”. Accordioghe secondary data at Murang’'a
PMTCT clinic, 2 couples had ever been tested anths®led in the last nine months.
During the study, the researcher observed a few @seort their female partners to
the PMTCT clinic, though hardly were men seen @mgethe PMTCT consultation
room. The researcher noticed that most men werg&inngabway after their female
partners sat at the waiting bay or entered intoRNETCT consultation room. This
indicates that not all couples who make their wayhie clinic together benefit from
the PMTCT services.
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According to Baggaley, (2000) male involvement iIMTCT also includes male
partners accompanying their female partners toPiE CT clinic, a notion that is
supported by Kalembo et al. (2011) who argue thdh male partner involvement in
PMTCT, a couple has a chance to make informed idesi®n living positively with
HIV and share responsibility for preventing HIV rismission to their baby. This
study revealed low male involvement as far as apeomment was concerned and
this was echoed by the key informant who stated #hamen were not able to

convince men to accompany them to the PMTCT cliscindicated below;

“Yes, but they are unable to convince men to ag@om them”

4.3.2 Extent of joint PMTCT services

The study sought to find out to what extent PMTdi@rts received services together
with their male partners. To meet this objectiv, tespondents were asked questions
regarding health services they received in the @mypf their male partners. The
results are shown in table 4.11 below:

Table 4:11: Extent of male and female clients receing health services and

information together (Joint services)

(B) Male and female clients Yes No Total
receiving Health services and

Information together

F % F % Total | Total
F per | % Per

Question row | row

Have you and your partner ever
attended PMTCT support grou 19 |[106 [98.1 |108 |100
together?

Have you and your partner begh7 16 91 84 108 | 100
counseled on PMTCT together?
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The study findings in Table 4:11 above indicate th@ percent of the respondents
had ever attended PMTCT support group together thigir male partners while the
greater percentage (98.1%) of the respondentsedstiaat they had never. The study
results further reveal that 16 percent of the radpats had been counseled on
PMTCT together with their partners and the majo{®4%6) had never.

Generally, it can be deduced from these findingg the facility was experiencing
low male involvement in PMTCT program. This was @sth by key informants who
said that male involvement in PMTCT was not optimihough the facility has a
support group for PMTCT clients and their partndfgere was minimal (1.9%)
participation from men as found out by the studg as indicated in the support group

list of participants.

Table 4.12: Cross tabulation of education level veus participation in PMTCT

services.
Educa | Proportion of respondents in each category reportig
tion their male partners as having been involved in PMTQ in each stated
Level | aspect
Partner Willingnes | Ever Ever been Ever Ever
aware of| s to invite| invited accompani| participat | participate
clinic visit | partner partner to| ed by| ed in| d
accompan | partner to| support in a joint
y to clinic | clinic group counseling
with session
partner | with
partner
Yes [No | Yes|No | Yes|No | Yes|No | Ye |No | Yes|No
S

Primar | 60.9| 39.1| 82.6| 17.4|52.2| 48.8| 21.7| 78.3| 4.3 | 95.7| 17.4| 82.6
y and|% |% |[% |[% |% |[% |% |% |[% (% |% | %
below
(n=23)

Second| 51.8|48.2| 71.8| 28.2| 52.9| 47.1| 23.5| 76.5| 1.2 | 98.8| 15.3| 84.7
aszyandf% |% |% |% | |[% |% [ |[% |[% |[% | %

above
(n=85)

Total |53.7/46.3|74.1(25.9|47.2|52.8/23.1/76.9/1.9|98.1|15.7| 84.3
n=108{% (% |% |% |% |% |% |% |[% |[% |% |%
)
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The cross tabulation results in the Table 4.12 abodicate that education was not a
factor associated with any of the aspects of nalelvement. In the Primary level
education category (n=23), 60.9 percent of the mdpots said that their partners
were aware of the clinic visit while in the secornydschool education category, 51.8
percent of them indicated that their partners veavare of the clinic visit. As regards
participation in a counseling session as a couf®f percent in the primary
education level category said they had never agigmwhile 84.7 percent secondary
education level category said they had never agéndn the Primary school
education category, 95.7 percent of the respondandsthey had never participated in
a support group with their partners while in theoselary school category, 98.8
percent said they had never. As regards attendoapuaseling session with partners,
the results reveal minimal participation for botitegories. Those who had received
couple counseling in the primary school educatiategory were 17.4 percent and
15.3 percent from the secondary school educatitegoay.

On the other hand, the key informant cited supgmtip and health talks as some of
the key services that men are involved in at thecclHowever, from the researchers
observation and as indicated by the key informathgre was minimal male
involvement in these activities and as the studwyébout, majority of the respondents
(98.1%) had never attended the PMTCT support gmitip their male partners. In
their study in DRC (Congo), Ditekemena et al. (20@@nd out that cultural barriers
represent the most pertinent barriers to male irerakent in PMTCT. They found out
that this is a multifaceted barrier, the strongelsiments being the recognition of
antenatal care as the women'’s place, and assoai&edmfort for all men found
within the setting. According to a report by Frader (2013) the most frequently
reported barrier of male involvement in the ANC/P®/IT care is the perception that
antenatal care was a woman’s’ activity, it is adb@ameful for a man to be found in
such settings. This cultural barrier in itself vath any other external influence
demotivated men from attending antenatal care attthg involved in PMTCT.

This is further confirmed by the key informant wasserted that men associate the
MCH/FP (Mother and Child Health/Family Planningpno to women and children as

indicated below;
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“Men associate the MCH/FP room to women and chiltire

As far as counseling is concerned, the study resiibwed that 16 percent of the
respondents had been counseled together withrttede partners. The rest who are
the majority (84%) had not received counselinghe tcompany of their male partners
.This indicates low male involvement in counselemgd also concurs with similar

findings reported by Semrau (2005), in Zambia wherdy a small percentage (10%)

of women were able to encourage their husbandtcgsation in PMTCT program.

The revelation from the findings is further confed by the key informant who
stated that the HCW had not received training orenmavolvement and couple
counseling. This lack of skill could contribute BCW paucity of confidence in
counseling and discussing male involvement henedalv percentage. According to
the key informants, the facility did not have guides on male involvement in
PMTCT which could further compound the problem. Taet that 84 percent of the
clients had not been counseled together with timgite clients indicated that most
respondents went through the PMTCT program withawring their partners involved

in counseling.

According to Bymugisha (2010), greater involvemeinten in long-term prevention,
care and support services for mothers and theitdrelm can increase child
development and survival, particularly by suppatimothers to adhere to child
feeding advice. Harvey (2013) reported that mal®lvement in PMTCT and other
family planning activities can reduce the riskswafitical transmission and infant
mortality by more than 40 percent. From the studglifgs, it is clear that the biggest
percentage (84%) of the respondents’ male partmers not involved in counseling
at the PMTCT clinic. As confirmed by one of the kejormants, the women were
not able to convince their male partners to accampghem to the clinic and men

were reluctant to enter the PMTCT consultation re@mndicated below;

‘They are reluctant to enter the PMTCT room butsthavho come are offered

counseling and testing and are willing to protbeirtfamilies’
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Though family planning and counseling were mentibihe the key informant as
some of the key activities in which men were inwealy secondary data indicates that
2 couples had been tested and counseled at the idithe last 9 months. Going by
the researcher’'s observation during the study,ctimc is too small and congested
leaving very little space for comfort and confidahty during counseling. According
to Aarnio (2009) distrust in the confidentiality thle health care system was identified
as an obstacle to male involvement. This is furggported by Hilber (2010) who
contend that counseling requires a high degree affidentiality which if

compromised, makes the couples uncomfortable.

Figure 4.2: The only table in the PMTCT consultatio room at Murang’a
District Hospital

The key informant further cited condom use educatind provision of Septrin and
ARV drugs as some of the key activities in whichnnaee involved. On the contrary,
the researcher did not see any man participatingpimdom use demonstration and
none was issued with Septrin and ARV drugs durhmg period of the study. This
could be attributed to the fact that men have besoctant to participate in
reproductive health initiatives, but also duettie fact that most HIV related and

reproductive health policies have not been focusimghe male side over the last two
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decades (Burke et al., 2004). In Kenya particujattere has been selection bias
towards females in most of the recent studies oN ldhd AIDS which has
accumulatively created a literature gap on theicatitrole of men in HIV/AIDS
programs including PMTCT (Hahn et al., 2011). Theearcher observed that, men
who escorted their partners to the clinic latercpealed to the CCC for HIV care and

follow-up. This observation was further confirmegthe key informant as below.

“Some men who escort women just proceed to the @€partment”

The findings imply a daring situation of either dieguate investment in the
engagement of men in the PMTCT program or lackuffigent knowledge among
the male populace on the significance of the sesvilm the management of
HIV/AIDS (Souza, 2012).

4.3.3 HCW factors that hinder or encourage male inelvement

To unravel the influence of health care workersmale involvement, the study
sought to collect data from the respondents on Hfa@ors that may hinder or
encourage male involvement in PMTCT. Successfullementation of health care
programs requires both human and infrastructunahcity if the project goals are to
be achieved (Brystad and Moland, 2009). In thisitlighe study focused on the
activities of the health care workers to ascerthiir potential and infrastructure in
regards to their performance particularly on tlaility to bolster male involvement
in the PMTCT program. The results are as preseanttble 4.13 below.
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Table 4.13: Health Care Workers factors that influemce male involvement

HCW factors that influence male Yes No Total
involvement PMTCT program

F % F % Total F | Total
per % per

Question row row

Has your HCW discussed with you | 85 78.7 | 23 21.3] 108 100
on importance of involving your
partner in PMTCT clinic?

Has the HCW ever asked you to
invite your partner? 105 | 97.2 |3 2.8 | 108 100

Does the HCW provide you with
IEC materials to share with your |1 1 107 |99 108 100

partner?

Do you think that the HCW pay
attention and welcome the male | 16 15 92 85 108 100
partners into the PMTCT clinic?

From the study findings in table 4.13 above, ttlesar that more than three quarters of
the respondents (78.7%) confirmed that the HCW diadussed male involvement
with them while 21.3 percent stated that HCW hatl nthe study findings revealed
that majority of the respondents (97.2 %) had kesked by the HCW to invite their
male partners while on the other hand 2.8 peraeditated that they had not. As
regards the provision of IEC materials to the resiemts by the HCW, 1 percent
indicated that they had been provided and the ritgjd®9 %) stated that they had
not. Respondents were asked whether they thoughtHthW paid attention and
welcome male partners to the PMTCT clinic and thdifgs revealed that 15 percent

gave an affirmative answer while the majority (85%4id no.

As can be seen in table 4.13 above, majority oféspondents (78.7%) affirmed that
the HCW had discussed the importance of involvimgirtmale partners in PMTCT
clinic while the rest, 21.3 percent said they hat mhe study findings reveal that the
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HCW were discussing the importance of male involeetmwith majority of the
PMTCT clients. This is in agreement with a studyare by Kang’oma (2011) wh
affirmed that women discussants acknowledged tNBI®T service providers wel
enmuraging men to accompany their wives to the AN@eb counseled and test
for HIV together and that the HCW demanded womemdcaccompanied by the

spouses when going to the ANC more especially duhe first visit.

According to the findings in table 4. above, 97 percent of the respondents adm
that they had been asked by the HCW to invite ttmgile partners. It can therefore
deduced from the study findings that the healtle s@orkers were making efforts
have he PMTCT clients invite their male partners. Théadings confirm the ke
informant’s assertion that the health care worldéssussed male involvement w

the PMTCT clients, a discussion in which male iatidn is a componen

From table 4.13above 1 percent of the respondents had ever been givén
materials and 99 percent had never been given IBt@ral to share with their ma
partners. Thestudy therefore revealed that majority of the resjgmts wa not
accessing IEC materials from the PMT clinic. This is a missed opportunity by t
clinic considering that at clinic level, it is thiele of the HCW to ensure that th
facilitate access to information on PMTCT to cleeand their partners in order for 1
program to meet its objectives. wever the key informant confirmed that the cli
had a shortage of IEC materials and therefore arigw of the HCW had ever give
out IEC materials to the PMTCT clientFurther observation by the researc
revealed lack of IEC materials includithe male invitation cards. This observati
on lack of IEC materials and access to informatiniPMTCT is further confirmed k
Burke (2004) who portend thmen feel marginalized by the inadequacy of acce
information as they receive sec-hand informabn through their wivesThis lack of
knowledge about HIV and importance of male involeatin PMTCT has dire
implication for information, education and commuation initiatives hence highligh
the need to increase male education on HIV/PMTCI tangd¢ information for mer

by varoius meangTheuring et al., 200.
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From the findings in table 4.13 above, majoritytlud respondents (85%) felt that the
HCW did not pay attention to men and did not weledimem to the PMTCT clinic.

These findings were confirmed by the key informahb stated that the health care
workers get burnout, they forget to invite men desthe clinic and lacked training
and guidelines on male involvement .This lack afrting of the HCW could impact

negatively on the way they discussed male involveras they did not understand the
components and the guidelines, particularly fortrmar invitation and service

provision. This observation is supported by BenKg2@07) who reported that lack of
capacity and motivation among HCPs were some obkyiséemic factors that hinder
male involvement. In Uganda, men reported havirenderced to wait an entire day
for care at the antenatal clinics, a heavy saeriftr someone who needs to work for
their family. They were also excluded for the sessh which their wives were being
examined and had to wait outside without any infaion about what was happening
to their pregnant wives (Kalembo et al., 2011) Adong to Shankar (2003) long

waiting time at the antenatal clinic was cited asoastacle to male involvement in
antenatal care while antenatal health services wereeived to be male unfriendly,
and this consequently discourages men from getiim@lved. This is further

supported by Kamal (2002) and Hilber (2010) whoorégd that men want to make
use of the existing public health care facilitiegt the way these facilities function is
not very conducive to their utilization because coinstraints related to the time

schedule, the attitude of the health care providetsthe expenses involved.

The researcher observed that when men arrive atlitiie, they barely get attention
from the HCWs. This observation is further suppaiig Dukti (2010) in her findings
in a study in Uganda by revealing that lack of oostr care and attention for the male
partners deterred male involvement in the facsitilthough men accompanied their
partners to facilities, attention was given to themen, the men were left waiting
without any responsibilities or service to keepnthieusy, so they felt left out of the
program and chose to stop going to health fagliwwth their partners. According to
Kalembo et al., (2011) HCW mistreated the male spsuand embarrassed them. In
his study in Malawi, Kang’oma (2011) reported tekame men mentioned that some
nurses ill-treat patients and they do not want ée $heir pregnant wives being

mistreated at the hospital.
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The researcher observed that the clinic room istoall such that if men were inviti
in, it would be difficult to do proper counselinguel to lack of privacy. Thi
observation is supported by Kalembo et al. (201hpviound out tht, lack of
adequate space in the antenatal clinic coupled s¥thrtage of health care worke
and increased number of women attending antenata demotivated men fro
attending antenatal care clinics with their spousiase they had to wait for a lo

time before they were attended

Evidence from observation further shows the degrecongestion given that; t
consultation room has one desk as a work statioalfstaff that includes at least o
clinical officer, one nurse and two voluntementor mothers (peer educators). 1
inadequacy of ample space could be a reason thadutages the HCW to invite m

inside the consultation roor

Figure 4.3: PMTCT consultation room at Murang’a District Hospit al

4.4 Strategies that could be put in place to encoage naleto participate in the
PMTCT program

To ameliorate the level of male involvement in giregram, holistic strategies tr
can act as impetus for men participate in the activities are required (Scattle,
2005). In this context, the study sought to idgntiarious strategies aimed
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boosting male participation. This part of the studguired the respondents and the
key informants to suggest various strategies tlaat immprove male participation.
Effective utilization of such strategies is depamtdan uncovering the pertinent issues
that augment male participation in maternal healire (Kululanga et al., 2012).
According to Berer (1999), male involvement in tr#enatal care, couple counseling
and testing for HIV enhances uptake of activities the prevention of HIV. For
example, he indicates that male partners can inf@evomen’s uptake of HIV testing
and prenatal services as partner support resuliseiater adherence to antiretroviral
therapy (ART) and antenatal clinic attendance legdo lower transmission rates of
HIV to a child. Lack of adherence may occur whenmea experience difficulty
keeping up with treatment due to concerns aboutatiare to a partner. According to
Medley et al. (2004), optimal uptake and adheranceMTCT recommendations is
difficult for women whose partners are not suppertf their involvement.

The respondents suggested the strategies dischosEsd

4.4.1 Educate men through community outreaches andedia

The respondents suggested that pudhd community health care workers need to
work at community level and engage in stigma redactampaigns that sensitize
men on PMTCT. Adherence to PMTCT services is wtdHlV prevention and hence
the respondents suggested that the community healtkers should participate in
education and sensitizing men on PMTCT and workhwite health facility in
encouraging men to participate. This is supportgd\HO (2010) report which
indicated that a lot of people in Kenya are stit heing reached with HIV prevention
and treatment services. Male participation fa¢ésaadherence to the PMTCT clinic
appointments among couples. Men who have not redeinformation on PMTCT
services are incapable of supporting their femaleners in adherence for failure to
understand the benefits or the fact that they aeavare of their HIV status (Russo et
al., 2009).

A successful case of this approach is in Zimbabmieere Rutenberg et al. (2002)
undertook a study on male involvement projects esmbrted that cultural beliefs
augmented the community belief of men who openppsuted their female partners

by accompanying them to the clinic as “bewitched"weak”. This is in line with the
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respondents who felt that community education amshsi§ization on male
participation in PMTCT would mitigate such socialsoonstruction and perception.
This suggestion is supported by Mlay et al. (200Bp affirmed that a possible way
to encourage male involvement would be to initidteerse community — based
initiative to address gender norms and societalidds towards male involvement in
PMTCT activities. They assert that men should beubht to realize that it is
unacceptable to preserve outdated cultural normtheatrisk of endangering their
infants (Mlay et al., 2008). It is therefore import to work with community leaders
such that additional support is provided to womangd men are encouraged to
participate in PMTCT activities. In addition, stadihave shown that men who are
well-informed about reproductive health matters arere likely to support their
partners in contraceptive use, use contracepti@msklves, and exhibit higher
conscientiousness for their children (Grady et B996). Further, Baggaley (2000)
reported that the level of ignorance amongst memost PMTCT settings is so
significant that very few are aware that their féar@artners have been tested during
their antenatal care and are enrolled in PMTCT mog Therefore the community
based programs that would normalize male PMTCTigyation and minimize
associated stigma should be initiated (Mlay et28l08). On being asked what can be
done to encourage men to participate in reprodectiealth concerns, the key

informants had this to say:

“Keep encouraging women, public education , semsitien and train more HCW o

be involved in the clinic”

“community education through the public health aboiobilizations’

4.4.2 Use of invitation cards

The respondents suggested that the clinic shouldivaeg out invitation cards for

men through the female clients and that the ineitato partners could be written on
the antenatal cards. In support of this suggestsimilar reports on partners’
invitation cards have been made in Tanzania by fihguet al. (2009) who

established the effectiveness of using such amocappr where there was a 30 percent
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increase in male partner counseling when men wane & letter of invitation to take
part in PMTCT programs. In a similar study, Koaakt(2013) found out that the use
of such invitation cards received affirmative reg@r among a group of men and
women in a health facility in Pretoria, South A&icln this study, the respondents
suggested that the invitation can be in form oécliinvitation phone calls to the male
partners as well as sending community health werker home visits to invite the
men face-to-face (Koo et al.,2013). Sending ouineitation letters from the health
care workers inviting men to participate in PMTChraugh their spouse was
identified as a facilitator of male involvement Wall (2012) in his study in Rwanda
where it was found out that the use of invitatiettdr was perceived as a medical

prescription which obliged the spouse to attend.

The key informant had this to say;

“Replenish invitation cards to give to the women”

4.4.3 Invite men into the counselling room and offeprompt services

The key informants asserted that men should beeihvinto the counseling room
immediately they avail themselves to avoid longtimgihours at the clinic. They also
suggested that when men arrive at the clinic, 8feuld be given more attention by
providing sitting space, privacy and prompt sersic€his strategy is supported by
Dutki (2010) who, in her study revealed that mesrevperceived as neglectful and
occasionally inflexible, bearing in mind that thelgimed to be constantly busy, yet
would rather be involved in leisure time aciestthan participate in seeking health
services with their partners. The researcher oleskttvat most men who accompanied
their partners to the PMTCT clinic hardly got iredtinto the consultation room by
the HCW. The Key informant confirmed that someltie care workers forgot to
invite men in to the clinic and as indicated by ieeondary data, 2 couples had been
tested and counseled at the clinic in the last %ith® The assertion by the key
informant that some HCW forgot to invite men inke tconsultation room is further
confirmed by Burke (2004) in his study in Tanzamé&o found out that men
considered they to be marginalized by PMTCT prografitcording to Betancourt et

al. (2010) the reality is that traditional PMTCTograms focus mostly on women,
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ignoring the important role of men and hence thelenate levels of successful male
involvement in PMTCT can be partially explained thys narrow focus on women
alone.

The affirmation was made by a key informant asdatéid below;

“Some health care workers forget to invite the nmga the clinic”

This strategy as suggested by the study respondsritsther supported by Hearings’
finding in his study in Meyer, Tanzania in 2009, es he reported that barriers to
PMTCT attendance for men included lack of informatand knowledge, no time and

neglected importance (Theuring, 2009).

The key informant had this to say;

“Invite men inside the room”

“Prompt service delivery upon arrival of the cliemd husband”

4.4.4 Addition of Healthcare workers

The key informants confirmed that the facility haadequate number of staff to deal
with the ever increasing new enrolment in PMTCT &merefore more health care
workers should be engaged. This strategy is furthgported by Bystander and
Moland (2009) who assert that both human and itrfresiral capacity have to be met
if the project goals are to be achieved. As indidaby the key informant, the staff
members that are available on a daily basis aessd and keep rotating to work in
other departments. This high workload causes buanvbich could lead to HCW poor

attention to clients which could lead to low papation in PMTCT among men. This

is evidenced by the key informant’s response below;

“We need more staff in PMTCT to handle all casetuiing offering services in the
PMTCT room”.
“Add more regular staff specifically for PMTCT duat they can have time for private

sessions with couples .We have many clients”
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“Some of the HCW who are supposed to support thiscchave been deployed In
other departments so the workload here is highs €auses burnout and the staff|do

not have enough time for each client”

4.4.5 Expand counseling rooms

According to the key informant, there was not erorgpm for privacy during couple
counseling, hence they suggested that room foagyishould be created. Lack of
privacy in many antenatal settings should be piot donsideration as this infringes on
personal space making it hard to maintain confidétyt due to small or lack of space
which discourages both men and women from attenttieglinic (Berer, 1999). The
suggestion is further supported by Aarnio, (2009owasserted that more male
friendly changes within health facilities renderiddC and PMTCT services are
necessary. These should include the implementafi@ouple counseling and testing
as a routine within the health service, strengthgmouple counseling and creating
male friendly spaces within the ANC premises. Th&ans that the approach engaged
in provision of PMTCT services, particularly the ythey are structured can be a
restraining factor to male participation in PMTCiiogram (Aarnio, 2009). The key

informants had this to say;

“The PMTCT room is very small, we need more room”
“Expand the PMTCT clinic to give more room , righdw we have no space for
chairs”

“Provide room for couples counseling”

4.4.6 Avail IEC Materials

According to the key informants, there should b€ Haaterials available to enable the
clients to read and take home to their male pastrigne key informants reported that
the facility did not have IEC materials for PMTCiicanone for male involvement in

particular. The facility relied on IEC material sy from a parther NGO and the

public health departments but they had not recearedsupply for a long time. This

suggestion is further supported by Mohlala et aD1() who portend that these

sensitization activities include the pasting okfly and posters in areas frequented by
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men, and use of the media to discuss and encoumage to participate in
HIV/IPMTCT.

The above observation is evident from the key imfamts’ assertion below;

“Have |IEC materials to take home”

4.4.7 Integration of services into the PMTCT clinic

PMTCT clinic should provide integrated servicestisat men do not have to go to
other departments. This suggestion is in line vd&IH (2007), who reported that
reproductive health services are designed to meetem’s and children’s needs and
this results in men not considering these prograsna source of information and help
for them. According to Benkele, poor communicatibbetween couples and
misconception that reproductive issues are a resefvwomen affect PMTCT

program (Benkele, 2007). This is further supporsdKiarie (2009) in his study

conducted in Nairobi which concluded that offerM@T services to men at antenatal
clinic with options for couple and individual cowhieg is an important opportunity

and acceptable strategy for increasing male invoérg in PMTCT.

The PMTCT clinic should incorporate all servicesonder to serve as one stop shop
for couples seeking PMTCT services. Like women, noérall ages, married or
unmarried, have their own sexual and reproductiealth needs and therefore
everyone should receive lifelong education aboytraductive health, STIs and
condoms use (Lee, 1999). According to the key mmts, the HCW had not been
trained in male involvement and therefore encowat@ompetence challenges as far
as integrating health services was concerned.s€tendary data indicated that no
HCW was trained in couple counseling, a service itha key component in boosting
male involvement. The key informant confirmed thae clinic did not have
integrated services and men had to go for treatnmewther departments like the
CCC.

“Provide integrated services for CCC and PMTCTeofART in PMTCT room fol

men”
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“ Comprehensive screening and health educationg@ouple”

Offer screening services to men like in STI scregniB screening

4.4.8 All staff should be trained in male involvemet

The respondents suggested that all the HCW shaulained in male involvement.
According to the key informant, the HCWs were irquagely trained considering that
they had not received training especially in PMT@ouple counseling and male
involvement. It is in light of this that the resptEmts suggested training as a strategy
to be applied in order to equip the HCW with theeassary skill required in offering
comprehensive health package. This strategy isdugupported by PEPFER report
(2011), which indicated that it is important to popt effective strategies for hiring
and training the health care providers in ordelbdéaable to allow essential integrated
PMTCT services. PMTCT campaigns disseminate inftioneby means of large and
small community organized meetings, one-to-oneudisions from health workers to

individuals, which call for greater interpersonkills (Kamali et al., 2003)

According to the key informants, the training shiblle accompanied by availing
guideline on male involvement. Providing serviceshewut training and guidelines
could contribute to lack of competence which consedy could lead to poor male

involvement. The key informant had this to say;

Train all staff in “PMTCT PLUS” and sensitize them male involvement

4.4.9 Engage male peer educators and HCW

According to the respondents, the clinic should sader engaging male peer
educators and male HCW so that men who prefer tattemded to by men can feel
comfortable. The Horizon program, (2002) in Zimbabwsupports this strategy
through its report in which it states that men fielit female counselors were a barrier
to their involvement in the PMTCT programs. Thigygestion also concurs with
Burke et al. (2004), who in their study in Tanzarezealed that men preferred to
receive information from fellow men and that thegrevuncomfortable with having to

receive health information in mixed gender sessioReom the researcher’s
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observation, the PMTCT clinic is mainly dominateg female health care worke!
According to the secondary d on PMTCT clinic staffing, the female health work
constitute 87.5 percent which indicates femalenidance among the staff

reproductive health servic

According to PATH report, antenatal and mother emitt health clinics are women
ground thatcannot be easily modified to accommodate men. Gibenfact tha
service providers are mostly females, they may iaseld towards female relat
services (PATH, 2007). This indicates gender im@dain the PMTCT health ca
workforce which  augments e fallacy that the clinic is biased towards fen

services. The key informant had this to comn

“Engage male peer educators and male H

Figure 4.4 A female peer educatol(Mentor Mother) gives peer counseling to :
client outside the PMTCT consultation roon
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CHAPTER FIVE: DISCUSSION, CONCLUSION AND
RECOMMENDATIONS

5.0 Introduction
This chapter presents the summary and conclusionthef study. It gives
recommendations drawn from the findings of the wtasl presented in chapter four.

Recommendations for future research related tooghie of the study are also given.

5.1 Summary of findings
The following were major findings that emerged frdm data analysis. Their themes

were guided by the following research questions.

i What is the extent of male involvement in PMTCT Murang’a District
hospital?

i What are the service providers’ factors that inficee male involvement in
Prevention of Mother to Child Transmission at MuanDistrict Hospital's
PMTCT clinic?

i What strategies can the PMTCT service providerspptace at the PMTCT
clinic to encourage men to participate in the paograt Murang'a District

Hospital?

5.1.1 Extent of male involvement in PMTCT program

The study found out that most of the respondeb.,7] had informed their partners
that they had a PMTCT clinic appointment at theetitiney had the appointment. The
rest, (46.3%) indicated that they had not. On theerohand, the majority of the
respondents (75%) stated that they would like wolwe their partners in the PMTCT
program while 25 percent indicated that they waudtl These findings revealed that
a big percentage, (75%) of the respondents werkngvito involve their partners
though only 53 percent of the respondents had ewdted their male partners to
clinic. Further, the study revealed that a notgi@ecentage of the respondents, (47%)
had not invited their male partners, a fact thatl@¢de the reason why only 19
percent had ever been accompanied by their mategoarto the PMTCT clinic. This

clearly means that the majority of the respondéit8o) had never attended the clinic
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in the company of their male partners. The finditigerefore indicated that, whereas
most of the respondents (75%) were willing to héhweir partners involved, only a
small number of them (19%) had ever been accomg@ani¢he clinic by their male

partners.

The study found out that the PMTCT clinic had hardffered joint services to
couples. This is evidenced by the fact that onl@¥d) of the respondents had ever
attended PMTCT support group with their male pagnemeaning that the
overwhelming majority (98.1%) had never. Lack déatance to the PMTCT support
group means that men were missing out on treatritmacy and psychosocial
support services which could lead to low awarermssvailability and benefits of
PMTCT program. There was also an indication of uple counseling activity at
the PMTCT clinic as only 16 percent of the responisidhad ever been counseled as a
couple in the clinic, meaning that the rest, 84ceet had received no couple
counseling. From the study findings, it can be deduthat the clinic was
experiencing low male involvement and PMTCT fendients were hardly receiving
joint services with their male partners. The fdwtt84 percent had never received
couple counseling is an indication that women wargely participating in PMTCT

program without the support of the male partners.

From the study findings and observations madegsitlear that very few men
accompany their female partners to the clinic. fiilndings showed that while most of
the respondents (75%) were willing to have theilemaartners participate in the
program, some of them (47%) were not inviting theale partners to the clinic. On
the other hand, even after 53 percent of the respun indicating that they had ever
invited their male partners, not all of the menited¢ ever accompanied their female
partners to the clinic as only a small percentdd@®4) of the respondents had ever

been accompanied.

5.1.2 Health services provider factors that influeoe male involvement

The majority of the respondents (78.7%) confirmeat the HCWs had discussed the
importance of male involvement with them while 2pecent indicated they had not.
It is evident that the HCWs were making effort imsering that they discussed the

importance of male involvement with the PMTCT ctenThe same effort was
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revealed in this study since the largest percentdgle respondents (97.2 %) had
been asked by the HCWs to invite their male pastmdrile a small percentage (2.8
%) indicated they had not. The results showed H@Ws were supporting the

PMTCT clients in terms of discussing the importantenale involvement as well as
asking them to invite their male partners. Surpghi however, the study found out
that only 1.9 percent had ever attended PMTCT sugpoup as a couple and only 16
percent had received couple counseling at thecclifiiis indicated that despite the
apparent health care workers efforts, male invokmtmvas still minimal. What could

be causing this contradiction?

The findings revealed that there was lack of piowisof IEC materials to the
respondents as only 1 percent indicated that tlaely dver received and the largest
percentage (99 %) stated that they had not. Thiklarause scantiness of knowledge
regarding services on PMTCT at community level asgecially among the male
community who rarely attend reproductive healthicB. On the other hand, the study
findings showed that only a small percentage (16#4he respondents indicated that
the HCWs paid attention and invited men into theTENI consultation room. The
largest percentage (85%) indicated that the HCWe wet paying attention and were

not welcoming the male clients into the consultatioom.

The study revealed that the HCWs were actively Ivea in discussing the
importance of male involvement as well as askirggPIMTCT clients to invite their
male partners. Observations by the researcherateticthat some men came to the
clinic but ended up not receiving any health s&wicThis presents lost opportunities
and could be detrimental to male involvement. Tikidbecause, if a man had been
given an invitation to accompany their partnersht® clinic and end up not getting
any services or even understanding why they werienh, it may reflect negatively
on the clinic and such men could contemptuouslip@nice their peers at community
level. The findings of the study indicated a cleapacity gap as the health care
workers were not well trained and were not exegusome of their key roles in

enhancing male involvement.

62



5.1.3 Strategies that could be put in place to impwve male involvement in the
PMTCT clinic.

According to the respondents, educating men thrangtlia and community outreach
programs is imperative as it would ensure thatagpective health information and
importance of male involvement in health mattersidaeach more people. In order
for male involvement activity to succeed in the RMTprogram, the HCWs need to
work closely with the community public health workevho can do advocacy work
as far as the benefits of male participation inredpctive health and PMTCT are

concerned.

The HCWs need to ensure that they invite men ineodounseling rooms and offer
prompt services. The study findings showed that mvbp avail themselves at the
PMTCT clinic hardly get attention and invitationtonthe consultation room. This
could send a message to the male clients thatateepctually not welcome and that
the clinic is a women and children’s place. Howetres lack of invitation could be
due to lack of training of the health workers, soaievhom may not know what
services they need to offer to male clients oney et into the consultation room.
According to the researchers’ observation and cmafiion from the key informants,

the clinic does not have a defined health care ggekor men.

The study revealed that though the PMTCT clinic aachdequate number of staff, it
experienced staff shortage due to the fact thasdinee staff were deployed elsewhere
to relieve other staff in various departments, ilegva lean number of staff in the
PMTCT clinic. The key informant confirmed that thealth care workers in the clinic

had a high workload leading to fatigue and burnout.

The health facility needed to consider expandirggdbunseling rooms to ensure that
there was adequate space for PMTCT clients and thele partners. Space was
identified as a crucial impediment to male involwst due to privacy and
confidentiality. Even when health care workers arell equipped, the issue of
infrastructure may be a hindrance to male involveimand therefore the PMTCT

program needed address it.
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The facility lacked IEC materials and male invitaticards as confirmed by the key
informant as well as the researchers’ observatReading materials on male
involvement in PMTCT, guidelines on PMTCT programdaa brochure on men’s

health care package should be provided to all tdiesno visit the clinic.

Integration of services in the PMTCT departmengessential in ensuring that both
men and women get health care services once thise at the clinic without going

to seek basic HIV, reproductive and PMTCT servioesther departments. The clinic
needed to accommodate the men who accompany ¢émealé partners to the PMTCT

clinic.

As suggested by the respondents and the key infaand was vital that all health
facility staff be trained in male involvement pragr. Understanding of what male
involvement entails by all those working in the P®IIT clinic is critical in ensuring
the success of the same. The study findings ineficitat while a number of health
care workers in the PMTCT clinic have long experem health provision, not all of
them are at the same level of awareness of PMT@gram. The key informant
confirmed that the health care workers did not hadequate awareness and training

to help them fully implement male involvement in PRI program.

It is also clear from the findings that the hed#hbility and development partners on
the ground had not done much to institutionalizéenavolvement into the PMTCT

program. Partners play a key role in providing tiecessary support including
trainings, provision of materials and even infrasture. One key observation is that
despite male involvement in PMTCT being a very imi@ot component of prevention
of mother to child transmission of HIV, male invelment training and orientation
had not been provided to the HCWSs, an oversightabtald highly affect the success

of the program.

According to the respondents, it is important fue tlinic to consider engaging male
HCWs and maintain a gender balance in the workforbe PMTCT clinic is mainly
dominated by female HCWs who constitute 87.5 pdroénhe staff and this could
send a wrong signal to the community by confirmthgt the reproductive health

clinic is a place for women and children. Men whanivto be attended to by male

64



HCWs might consequently opt not to accompany tfegirale partners to the clinic if
they discover that they are not likely to find alendCW at the clinic.

5.2 Conclusions

Male behavior is fundamental in reproductive heaéibpecially in preventing the
transmission of HIV and other STDs. Therefore paogs should encourage men to
adopt positive behavior such as participation praductive health matters, consistent
condom use and remaining faithful to a single partihe study revealed that major
hindrances to the successful implementation of nraelvement in the PMTCT
program include lack of staff training in PMTCT amdle involvement. The findings
revealed that there was inadequate community nzalitin and sensitization on
PMTCT as well as lack of guidelines on male invahemt in the PMTCT program.
The findings further indicated that there was uraddble success despite the
apparent efforts made by the HCWs to promote mai®lvement in PMTCT
programs.

5.3 Recommendations

On the basis of the above findings of the studg,ftllowing recommendations were
made:

(1) Male involvement strategy in PMTCT program needsbt well packaged,
documented and shared with all health care worKdrs.guidelines and standard
operating procedures should be provided and wealertsiood by all the health
care providers in the facility.

(2) The facility should train HCWs in PMTCT and malevatvement in PMTCT
program.

(3) The facility needs to engage more health care werispecially male, in order to
reduce the workload and allow more time for the HC&d clients. Engagement
of male HCWs will ensure gender balance and addhesmyth that reproductive
health clinic is a women’s domain.

(4) The facility should organize community outreachivdiieés in which community
opinion leaders are involved as advocates for nmlelvement in reproductive
health.
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5.4 Areas for further research

* Marital status and economic activities were foundbe significant factors
associated with uptake of male involvement service®MTCT program.
Further investigations would give more insights.

* The study was done in a high volume facility whimbuld have influenced
HCWs factors due to high workload. Therefore thisreneed for a similar
study to be done in a low volume health facility.

» This study focused on PMTCT clients and Health GRr@viders within the
health facility. A study can be done focusing oder@artners and community
health care workers at community level.

» The study was undertaken in a public health fadhat is supported by the
Murang'a County Government. Therefore there is rieembnduct a similar

study in private health facility to bring up comatwe findings.

Figure 5.1: the main road leading to Murang’a Town
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APPENDICES
APPENDIX |
PMTCT Client Structured Interview Schedule
Interview NO:.........ccooiviiann.
Dear Respondent,
I am Cecilia Muchemi,

| am a student pursuing a Master of Arts DegrethatUniversity of Nairobi. | am
carrying out a research on Factors that influenedenmvolvement in PMTCT in
Murang'a District Hospital, focusing on Health C&verkers factors. The questions
asked under this questionnaire are solely for anadgurpose and information
sought will only be used in writing academic resbapaper in partial fulfillment of
the requirements for the award of Masters Degrededical Sociology at The
University of Nairobi. You are kindly requested participate in this study by
responding to this questionnaire. Your responsdk bei treated with the highest

confidentiality. The questionnaire will remain anonymous withoupogglent’s name.
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SECTION A: PERSONAL DETAILS
Please tick where appropriate

1. Please indicate the state you are in

I.  Am Pregnant [ ] How many months pregnant?
ii. A Motherto < 24 months old child [ 1 Age of
Months

2. Place of residence

Location

Sub-location:

Village/ Estate:

3. Age bracket of the respondent

i. Below 20 years [ ]

i. 21-24years [ ]
iii. 25 -—29 years [ ]
iv. 30— 34 years [ ]
v. 35-39years [ ]
vi. 40— 44 years [ ]
vii. 45 —49 years [ ]
viii. 50 + years [ ]

4. What is the highest level of your academic quadiien?

i.  Never attended school [ ]
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ii.  Did not complete Primary school [ ]
iii.  Completed Primary school [ ]

iv.  Did not complete Secondary school [ ]
v. Completed secondary school [ ]
vi.  Did not complete College/University [ ]
vii.  Completed College/University [ ]

5. What is your marital status?

i.  Married [ ]
i. Separated [ ]
iii.  Divorced [ ]
iv.  Widowed [ ]
v.  Single mother (never married) [ ]

6. What economic activity do you engage in for a lgn

i. Farming [ ]
ii. Casual laborer [ ]
ii.  Permanent employment [ ]
iv.  House wife [ ]
v. Unemployed [ ]
vi.  Other (Specify.....................) [ ]
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SECTION B: EXTENT OF MALE INVOLVEMENT IN PMTCT PROG RAM
7. For how long (months) have you been attending M&®T clinic?

months

8. What is the frequency of your visit to PMTCT clinic

i.  Once aweek [ ]
ii. Everytwo weeks [ ]
iii.  Once a month [ ]

iv.  lrregularly (I skip some appointments) [ ]

Table 1: Extent of male involvement in PMTCT

Kindly tick YES or NO

v Yes

A | Male accompanying a female partner to the
PMTCT clinic

1 | Is your partner aware that you are in this clinic
today?

2 | Would you like to involve your partner |n
PMTCT program?

3 | Have you ever invited your partner |to

accompany you to the PMTCT clinic?

4 | Has your partner ever accompanied you to| the
PMTCT clinic?
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B | Male and female clients receiving Health

services and | nformation together

1 | Have you and your partner ever attended

PMTCT support group together?

2 | Have you and your partner been counseled on
PMTCT together?

SECTION C: HEALTH CARE WORKERS FACTORS THAT HINDER OR
ENCOURAGE MALE INVOLVEMENT

Table 2 Health Care Workers Factors that influencanale involvement

Kindly tick YES or NO

v Yes

1 | Has your HCW discussed with you opn
importance of involving your partner in
PMTCT clinic?

2 | Has the HCW ever asked you to invite ypur
partner?

Does the HCW provide you with IEC
materials to share with your partner?

3 | Do you think that the HCW pay attention and
welcome the male partners into the PMTCT
clinic?
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SECTION D: STRATEGIES THE CLINIC SHOULD PUT IN PLAC E TO
INCREASE MALE INVOLVEMENT IN THE PMTCT PROGRAM.

1. What are some of the strategies that could be mpuilace to encourage male
partners to be more involved in PMTCT progra@i?e at most three strategies

that focus on HCW practices.
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APPENDIX Il

PMTCT HCWs Structured Interview Schedule

Dear Respondent,

| am Cecilia Muchemi, a student of Master of Artegbee in Medical Sociology at
the University of Nairobi. | am carrying out a rasgh on Factors that influence male
involvement in PMTCT in Murang'a District Hospitdlpcusing on Health Care
Workers factors. The questions asked under thistoumnaire are solely for academic
purpose and information sought will only be usedviiting academic research paper
in partial fulfilment of the requirements for tlaevard of Masters Degree in Medical
Sociology at The University of Nairobi. You are #&in requested to participate in this
study by responding to this questionnaire. Youpoeses will be treated with the
highest confidentiality. The questionnaire will remain anonymous without

respondent’s name.
SECTION A: PERSONAL DETAILS
Please tick where appropriate
1 Gender of the respondent
i. Male [ ] ii. Female [ ]
2. What is your job designation?

i.  Medical Doctor [ ]
ii.  Clinical Officer [ ]
iii. CCC incharge (Cadre) [ ]
iv.  Pharmacist

v. Lab. Technologist
vi.  Nurse [ ]

vii.  Peer Mentor [ ]
viii.  Other[ ] Please SPecCify..... ...
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3. In which age bracket do you fall?

i. 25years and below [ ]

ii. 26to 35 years [ ]
iii. 36 to 45 years [ ]
iv. 46 to 55 years [ ]

v. 56 years and above [ ]

4. What is the highest level of your academic quadiien?

i.  Primary School (KCPE/ CPE) [ ]
ii. Secondary School (KCSE) [ ]
ii. College (Certificate) [ ]
iv.  College (Diploma) [ ]
v.  University [ ]

5. For how long have you been working as a healthgeaetitioner?

i. <2years [ ]
i. 2-3years [ ]
iii. 3 -—5years [ ]
iv. ~5-10years [ ]
v. Over 10 years [ ]

6. For how long have you worked in this clinic?
i. Lessthan 1 year [ ]
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i. 1-2years [ ]
iii. 3-5years [ ]
iv.  Over5 years [ ]
7. Have you received any special training in PMTCViees?
i. Yes [ ] i.No [ ]

8. If YES, please indicate what type of training yaceaived duration of training?

SECTION B: EXTENT OF MALE INVOLVEMENT IN PMTCT PRO GRAM
Kindly tick as appropriate

1: How would you rate the extent of male involvemienprevention of MTCT in this
clinic?

i.  Fully Involved [ ]
i. Involved [ ]
iii.  Moderately involved [ ]
iv.  Sparingly involved [ ]

v. Not Involved [ ]
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Table 1: Extent of male involvement in PMTCT

Kindly tick YES or NO

v Yes

i.| Do you discuss male involvement in PMTCT

with the clients?

ii.| Have you ever tested and counseled a couple in

this clinic?

iii.| Do you have a support group for clients and

their partners?

13 Please mention KEY Health services in which men are involved in AMTCT

clinic
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SECTION C+: HEALTH CARE WORKERS FACTORS THAT HINDE R OR

ENCOURAGE MALE INVOLVEMENT

Table 2: Health Care Worker factors that influence male involvement in
PMTCT

Kindly tick YES or NO

Training v Yes

1 Have you been trained in PMTCT?

2 Have you been trained in partner testing and

counseling?

3 Do you have guidelines on male involvemgnt
in PMTCT?

Partner Invitation cards

4 Do you have partner invitation cards?

5 Do you give partner invitation cards to female

clients to deliver to their partners?

Male health services

6 Do you have a health services package| for

men in PMTCT clinic?

7 Do you offer health services to male partners
who accompany their women to PMTCT

clinic?
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IEC material

8 Do you have IEC material on male
involvement in PMTCT?

9 Do you give your clients IEC materials pn
male involvement to take to their male

partners?

Privacy

10 | Do you offer couple counseling services?

11 | Is there a room that provides privacy during
couple counseling?

SECTION D: STRATEGIES THAT COULD BE PUT IN PLACE TO
IMPROVE MALE INVOLVEMENT IN PMTCT CLINICS

1: What are some of the strategies that could bélace to encourage male
partners to be more involved in PMTCT prograB@i?e at most three strategies that

focus on HCW practices.
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APPENDIX I
IN DEPTH INTERVIEW GUIDE

(1). What is your role in this Clinic?

(2) For how long have you been working in this ictth
(i) Lessthan2yrs( )

(i) 3-4( )

(iif) More than 4 years ()

(3) What is your understanding of PMTCT?

(6) Are men reluctant to go for couples counseding testing for HIV?
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(7) Are there factors at the facility that detersmirom participating in reproductive
health/PMTCT issues? Discuss

(9) What can be done to encourage men to parteipateproductive health issues
such PMTCT?

(10) are there any Health care provider factoasfpres in this clinic that deter men

from participating in reproductive health/PMTCTuss? Discuss

(11) Do you feel your PMTCT clients are well infogthabout male involvement in
PMTCT?
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(12) Do you think the Health Care Worker is well mwered to encourage male
involvement in PMTCT?
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APPENDIX 1V
OBSERVATION GUIDE

(1) Are PMTCT clients accompanied by their maletpar to the PMTCT clinics’

waiting bay?

(2) Does the PMTCT client enter into the clinicembom together with the male

partner?
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APPENDIX V
SECONDARY DATA COLLECTION CHECKLIST

This information will be picked from hospital records

(1) Number of HCW trained and sensitized on new PMTG@itlglines

(4) Number of couples tested and counseled in the PM@I@ilc in the last 9
months

(6) No. of male partners who received treatment inRNE'CT clinic in the last 9

months
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APPENDIX VI

RESEARCH RESPONDENT’S INFORMED CONSENT FORM
Read this consent form and you may ask as many quems as you like before
you decide whether you want to participate in thigesearch study. Any concerns
can be raised before, during or after your participation
Research title: Factors that influence male involvement in Preicenbf Mother to
Child Transmission of HIV in Murang’a district hatgd: Health Care Worker factors
Researcher:Cecilia Muchemi
Introduction: 1 am MA student in Medical Sociology at the Unisigy of Nairobi.
Purpose of this research studyYou are asked to participate in this researchystud
designed to describe Factors that influence maleh\vement in Prevention of Mother
to Child Transmission of HIV in Murang’a Districtddpital, focusing on health care
provider factors.
Procedures: You will be asked to answer questions led by aaeteassistant; this
will take about twenty minutes of your time.
Possible Benefits:Your participation in this study may not have anymediate
benefits for you personally but in the long termdings from the study may be used
to improve the PMTCT program for the benefit of deenmunity as a whole.
Risks: There are no known risks associated with partimpan this type of study.
Confidentiality: Your identity in this study will not be disclose®esults of the study
may be published for learning purposes but will gige any identifiable reference to
you.
Compensation: There is no financial compensation for your pgttion in this
research.
Study approval: This study has been approved by the ministry ofcation through
the University of Nairobi institutional researchdagthics committee.
Consent:
| have read and understood this consent form and Volunteer to participate in
this research study

Respondents’ signature........................ Date.. .o
Researcher’ signature..................cc.... Date.....o oo
Witness'’s signature.............c.coevvn v Date. ...
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APPENDIX VII

TIME PLAN

Activity

Proposal

development

Approval

Data collection

—~

Data analysis/ Proje¢

write up

Project submission
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APPENDIX VIII

BUDGET
Proposal development 20,500.00
Stationery 15,700.00
Typing and printing proposal 34,000.00
Photocopy (proposal questions ) 27,000.00
Transport 25,000.00
Accommodation 14000
Research Assistants 15000
Miscellaneous expenses (15%) 22,680.00
Total Cost 173,880

96




APPENDIX IX

RESEARCH PERMIT

UNIVERSITY OF NAIROEI
DEPARTMENT OF SOCIOLOGY & SOCIAL WORK

PO, Box 20197
Fax 254-2-245566 Mairobi
Telex 22095 Varsity NMaivobi Kenya Kenya
Tel. 318262/5 Ext. 28167

PE™ Fabroury, 2004
FOWHOM IT MAY CONCERN

RE: CECILIA W, MUCHEMI-CSH/TATH32009

(hrough this letter, 1 'wish to confirm that the above named i3 a bonafide postgraduate
audent at the Department of Socwology & Social Work, University of Mairobi. She s
presented her projebt propesal centitled, “Factors that influenve male pariner
wvolvement in (PMTCT) prevention of mother to child transmission in Murang's
District Hospital: Health Care Providers factors?

Cerilin is required o collest data pertaining 10 the research problem from the selecied
organizntion to epuble her complete her project paper which s a requirement S the
Magters degree.

-

"¢ Dr. Robinson Ochara - Supervisor
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APPENDIX X

AUTHORIZATION LETTER FROM MURANG’A DISTRICT HOSPITAL

MINISTRY OF HEALTH

elephiine. (O60) 30244 COLINTY THRECTOR OF HEALTH
Pz (O60) 30244, MILIRA NG A -'|-|||-:|'1
When replying pleanse JUCiE I

Hek MRGNOL L5812
Diate 20™ JLIHE i1g

TOWHOM IT MAY CONCERN

RE: PERMISSION TO CONDUCT RESEARCH FOR
CECILIA W. MUCHEMI IN PMTCT CLINIC MURANG'A COUNTY
REFERRAL HOSPITAL- MURANG'A COUNTY

The above mentigned who 15 2 st lent at University of Nalrobl has been permitted to
undertake & research on Faclors that nfluence male partner invalvement In {(PMTCTY
prevention of my nII er ekl tranamission in Murang'a District Hospital: Health Care
Prroviders factors

Any asslstance accordeetd her will be highly appreciated.
-

P AC B
Y /)( '[ -’:’}‘\{ < :
. "-,__'_‘-j::: ) ¥ =
/\?}"’H—.};ﬁ - 'k‘l} I 4 /
rgq, KANYT W.w. S
COUNTY DIRECTOR OF HEnLTa
MURANG'A COUNTY
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