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Abstract 

Background: There is ample evidence that male involvement in prevention of mother-to-chi ld 

transmiss ion (PMTCT) programmes results in positi ve health outcomes and as a result it has been 

recogn ised as a priority area of intervention within this woman-centred approach. When male 

partners arc involved, both partners get tested for HI V, know their status, and therefore improve 

the baby's chances of be ing free from HIV. However, despite all the positive outcomes assoc iated 

with th is. male partner involvement in PMTCT programmes, remains low in Kasama urban clinic. 

This study assessed what factors influence male partner participation in PMTCT of HIV in Kasama 

urban clin ic in Kasama di strict, Zambia. 

Methods: This study used a desc ripti ve, cross-sectional study design to descri be perceived factors 

associated with male in volvement in PMTCT. Three groups of participants were selected, using 

convenience and purposive sampling: men who accom panied their partners fo r ANC (hereafter 

re ferred to as the male part icipants); women who attended A NC without their partners (hereafter 

referred to as female participants); and health care workers providing A C (hereafter referred to 

as key in fo rmants). A total of 80 males, 18 females and 3 hea lth prov iders were inte rviewed. This 

study utili sed a questionnaire survey for partners of antenatal care clients (A C) which was 

ad ministered th rough a face-to-face interview. It also utilised semi-structured interviews with 

women attending the ANC clinic but not accompanied by their partners; and semi-structured 

interviews with Kasama urban clinic fac ility staff prov iding PMTCT services. All data co ll ection 

tools foc ussed on identifying barriers to male participation in PMTCT programmes. 

Results: The men had high levels of knowledge about Mother-To-Child Transmission (MTCT) 

and they seemed '"' ill ing to participate in PMTCT activities. They also considered ANC as male 

fri endly and were sati sfied with the treatment from the health prov iders. The resul ts also howed 

that the majority of male respondents did not think that there was lack of confidentiality during 

ANC clinics. 
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However, some barriers to participation were mentioned among them the PMTCT 

programmatic/health systems factors and soc ietal/soc iocultural factors. Tight work schedules and 

long queues at the clinic were cited as one of the major barriers to male participation in 

PMTCT/ANC. This was associated with human resource (HR) constraints at the clinic which 

resulted in prov iding the service only twice a week. This was cited by the health providers as one 

of the contributing factors fo r long queues. It was perceived that the current schedule of ANC does 

not seem to be accommodative to those who were employed with tight schedules. Other barriers 

identified by female respondents included the belief that it was the duty of women and not men to 

go for ANC; the belief that men were jealous if they accompanied their wives to the clinic; and 

fear of knowing their HIV results. 

Conclusion: Almost all men interviewed had a better understanding of PMTCT and were ready 

to prov ide support to their female partners in any PMTCT interventions. Doing an HIV test was 

perceived as a motivating factor for HIV positi ve and negative people ali ke to adopt safer sexual 

behav iour. The study revea led that a combination of poor knowledge and also some soc io-cultural 

and hea lth system related factors affected the parti cipation of males in ANC/PMTCT programmes. 

As a way of responding to some of the barriers identified, and also to encourage men to participate 

in A C/PMTCT programmes, recommendations were proposed. One of the key recommendations 

was to increase or spread the number of days ded icated to ANC service prov ision during the week. 

The flex ibility in the provision of ANC was perceived as an opportunity to improve male 

involvement. It was also recommended that increasing the number of staff at the fac ility would 

reduce the time spent at the clinic. 

Other recommendations included prioritising women who come with their partners so that they 

spend less time at the clinic. It was also recommended that couple counselling and testing should 

be encouraged because men believed that it was important for the couple to know one' s serostatus. 
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CHAPTER ONE: INTRODUCTION, BACKGROUND, RATIONALE, AIM AND 

OBJECTIVES 

I . I INTRODUCT ION 

This chapter describes the research background and outl ines the rationale for conducting the study. 

It describes the aim and objectives of the study, defines the most freq uently recurring concepts and 

provides an outline of the mini-dissertation. 

1. 2 BAC KG ROUN D 

Recent reports have shown that the number of people newly infected with Human 

Immunodeficiency Virus (HIV) has continued to decline globa lly. However, despite th is decline, 

I ll V continues to pose a serious threat to the health of many people across the world. Globally, 

about 78 million people have been in fected with HIV and almost 39 million people have died as a 

resu lt of the disease since the beginning of the epidemic (UNA IDS, 20 13; WHO, 2013). Sub­

Saharan J\ frica, the region worst affected by HIV I Acquired Immune-Defic iency Syndrome 

(A IDS), accounts fo r about 70% of the people living with HI V I AIDS (UN AIDS, 2015). 

Zambia, a outhern African country, with a populat ion of approxi mately 13 million has a 13% 

HIV prevalence rate among adults between 15 - 49 years of age (CSO, 20 14). Although recent 

reports indicate that Zambia has made significant progress in terms ofreducing new HI V infections 

by 58% and achieved more than 80% anti -retroviral therapy (ART) coverage, HIV/AIDS 

continues to be a major threat to the li ves of women in the reproductive age group ( 15-49 years) 

and thei r children (UNA IDS, 20 12). Literatu re shows that fe males in the reproductive age group 

( 15 - 49 yea rs) are more likely to be HI V positive ( 15%) than males ( 11 %) of the same age 
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category (ZDHS, 201 4). This is because women tend to be more vulnerable to HIV than men due 

lo their greater phys iological susceptibility to heterosexual transmission and al so the soc ial, legal 

and economic disadva ntages that they are often confronted with (UNAIDS, UN ICEF and WHO 

2009). With this vulnerability to the disease, HIV pos iti ve mothers have a high ri sk of passing the 

infection lo their baby during pregnancy, vaginal childbirth (deli very) and/or breastfeeding, 

especial ly if they do not receive any interventions such as Prevention of Mother-To-Child 

Transmission (PMTCT). 

With 88% of the wortd ·s HIV-related deaths fo r children under the age of 15 taking place in sub­

Saharan Afri ca, the region bears a disproportionate burden of paediatric HI V in feet ions that wi II 

continue to persist until new HIV infections in children are eliminated (UN AIDS, 20 IO; UN AIDS, 

201 5). Prevention of Mother-To-Chi Id Transmiss ion fo rms a vital component of HIV prevention 

strategies in paediatrics, worldwide. Evidence shows that it can reduce the chances of transmitting 

the virus to in fa nts to as low as 2% in non-breastfeeding and 5% in breastfeeding populations 

(Torpey et al. , 20 IO; WHO, 20 I Oa). 

1.3 RAT IONA LE 

In 20 12, 260 000 children were infected with HI V in low and middle income countries (UNA IDS, 

201 2). Though in fecti on rates reported in 20 12 showed a 35% decline compared to that of 2009, 

almost all of these children were infected through Mother-To-Child Transmission (MTCT) largely 

due to low access and utili sation of PMTCT services in most Sub-Saharan Africa countries 

(U /\ ID . 20 13). With an estimated 15% HI V prevalence among women in the reproductive age 

group in Zambia, over 80,000 infants born annually are at risk of acquiring the virus from their 

mothers through MTCT (Zambia National lllV/AIDS/STl/TB Council [NAC], 20 12; Zambian 

CSO. 20 14). This is despite the recent positi ve ga ins in the reduction of paediatric HIV infections. 
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According to Byamugisha et al., (20 I 0), the utili sation of PMTCT services by pregnant women is 

influenced by factors related to the hea lth system such as accessibility to voluntary counselling 

and testing (VCT) services, and by individual factors such as fear of disclosure of HIV results, 

lack of male partner support, fear of domestic violence, abandonment and stigmatization. There is 

documented evidence that invo lving men in PMTCT programmes through couple counselling and 

mutual disc losure (Kalembo et al. , 2012; WHO 201 2) for example, results in positi ve health 

outcomes fo r both women and children (WHO 201 2; Auvinen et al. , 201 3; Morfaw et al., 2013). 

This is because male partners are considered to be decision makers in Afri can families (Kalembo, 

et al. , 2012; Byamugisha et al., 20 I 0). Recent stud ies have shown that most women in sub-Saharan 

Africa need to request their male partner's approval and support before an HIV test is done to 

avoid stigmatization, fear of abandonment and violence (Kalembo, 2012; WHO, 2012). It is 

therefore critica l to consider or recognise male involvement as an important component of PMTCT 

programmes in sub-Saharan Africa if the utili sation of PMTCT services is to improve 

(Byamugisha et al. , 20 I 0). 

The World Health Organisation ([WHO], 201 2) recognises that men play an important ro le in 

supporting HI V positive pregnant women by creating a more conduci ve environment for seeking 

treatment and being adherent to medications. Research conducted in Zambia and Kenya (Auvinen 

et al. , 201 3) fo und that couple HIV counse lling contributed to the acceptability rate of HIV testing, 

uptake of ART and adherence to prolonged exclusive breastfeeding. In addition, it was found that 

in volving males in PMTCT could prevent women and infants from being infected with HIV. This 

is because the risk behav iours among couples change dramatica ll y as their understanding of HIV 

prevention increases (Kalembo et al. , 201 2). Similarly, other studies in Uganda, Malawi and 

Nigeria have shown that the utili sation of PMTCT services by pregnant women is influenced by 

male partner support (Byamugisha et al. , 20 IO; Kalembo et al. , 201 2; WHO, 201 2). 

Despite thi s evidence, PMTCT uptake in Zambia leaves much to be desired (S i file, 201 3). This is 

largely attri buted to poor male partner involvement in PMTCT programmes, which varies between 

12.5% and 18. 7% in many sub-Saharan African countries including Zambia (Kalembo, 201 2). 
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With the current HIV prevalence among women of reproductive age at 15% and about I 0% fo r 

in fa n ts in Zambia, there is a need to improve on the integration of male partner involvement and 

support in PMTCT programmes. 

According to WllO (201 2) the most significant obstacles in involving male partners in PMTCT 

arc the conceptual and policy barriers that inadvertently support men' s exclusion from PMTCT 

and other reproductive health services. Furthermore, the historic institutionalisation of 

reprod ucti ve health as women's hea lth has also contributed to men's perception of clin ic spaces as 

"women's spaces ... and reproducti ve health as women's work, and has generally produced health 

services that are not welcoming of men and couples (WHO, 20 12). The reason fo r this could be 

that, men in the past were presented as an obstacle and not as part of the solution. It is ev ident that 

if men are not in formed of the benefits of PMTCT they will not become a supportive fo rce for 

PMTCT uptake and compliance (Kalembo et al. , 201 2). When male partners are involved, both 

partners get tested for HI V, know their status, and therefore im prove the baby' s chances of being 

free from 111 V. 

Globally. male involvement is a critical success factor in Elimination of Mother-To-Child 

Transmission r eMTCT] (Morfaw et al, 20 13). Therefore there is a need to identify what factors 

influence male partner participation in PMTCT and hence suggest better ways to engage male 

partners. In particul ar, this study investigated male's knowledge of MTCT of HIV as well as 

possible barriers and fac ilitators that influence their invo lvement in PMTCT in Kasama di strict, 

Zambia. 
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1.4 A IM S AN D OBJ ECT IVES 

The aim of this study was to determine what factors influence male partner participation in PMTCT 

of I I IV in Kasama district of Zambia, More specifica lly, the objecti ves were to: 

• Investigate male awareness and knowledge of MTCT of HIV 

• Determine what factors could influence male participation in PMTCT 

• Estab lish the level of male involvement on PMTCT 

1. 5 SCO PE OF TH E STU DY 

The study was conducted at one health faci lity prov iding antenatal care (ANC) and PMTCT 

services in Kasama district in Zambia. The research fi nd ings should prove useful to both MoH and 

other non-governmental organizations (NGOs) such as Family Health International (FHI) which 

closely support the MoH both technically and fi nancial ly in all aspects of HIV service prov ision, 

including PMTCT. 

1.6 CONC EPTUA LI ZATION OF KEY TERMS 

The fo llowing key concepts are used in this study: 

HIV 

HI V targets and ultimately affects specific cells of the immune system, ca ll ed the Cluster of 

Differentiation 4 (CD4) cells, or T cells (Centre for Disease Control and prevention [CDC], 20 15). 

19 11' age 



Lowering or damaging of CD4 cells by HI V makes the body become more vu lnerab le 

to"opportunistic infections". This is because HI V continues to destroy the immune system and 

hence lowering its capaci ty to fight off infections and diseases. HIV is spread through unprotected 

sexual intercourse (anal or vag inal), transfusion of contaminated blood, sharing of contaminated 

needles. and between a mother and her infant during pregnancy, childbirth and breastfeed ing 

(WHO, 20 15). Literatu re indicates that advanced HIV infections ultimate ly lead to the 

development of AIDS although th is can take I 0 - 15 years; ART can slow down the process even 

further (A VERT, 20 15) 

AIDS 

This is a term which appl ies to the most advanced stages of HI V infection. AIDS is caused by HI V 

that weakens the immune system, making the body susceptible and unable to recover from other 

opportunistic diseases. As a result of the weakened immune systems, secondary/opportunistic 

in fecti ons can lead to death (WHO, 20 15). 

PMTCT 

PMTCT general ly refers to a package of interventions including HIV testi ng, ARVs for vertical 

prophylaxis, breastfeedi ng advice, and fam ily planning (Wi lson, 20 12). It should however be noted 

that the term is used because the immediate source of the infection is the mother, and does not 

imply to blame the mother. 
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HIV exposed baby 

These arc in fa nts born to an HIV positi ve woman. 

HI V negative 

People who have taken an HIV test and whose results have been confirmed negative. 

HIV positive 

People who have taken an HIV test and whose results have been confirmed positi ve. 

HIV status unknown 

People who have not taken an HIV test or who do not want to know the result of their test. 

Community health care worker 

Accordi ng to WHO (2007: I) .. Community health care workers (CHCW) should be members of 

the communities where they work, should be se lected by the communities, should be answerable 

to the communities fo r their activities, should be supported by the health system but not necessarily 

a part of its organization, and have shorter training than profess ional worker" . Therefore a CHCW 

is person who is in vo lved in the provision of hea lth services to a user, but does not include 
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professional ly trained hea lth care providers. This includes lay counsellors and community 

caregivers. 

Infant 

WHO (20 I 5) defines an infant/or neonate as a child under 28 days of age. 

1.7 STRUCTU RE OF THE MINI-DISS ERTATION 

The mini-di ssertation is divided into fi ve chapters: 

Chapter 1: The research background, rationale, aims and objectives are discussed in this chapter. 

Fu rthermore the, scope of the study and defini tion of concepts used in the study, are also outlined. 

Chapter 2: Literature is reviewed and provides in formation on existing data on HIV/AIDS, 

MTCT, PMTCT and male involvement in PMTCT at the global, regional and nationa l level. 

Greater emphas is is made on how PMTCT works and how the involvement of male partners can 

contribute to the high uptake of PMTCT and hence reduce the number of babies infected through 

MTCT. 

Chapter 3: Research methodology: The chapter is describes the research design, sampling 

proced ures, research instruments, data collection and analys is, as well as the ethical cons iderations. 
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Chapter 4: Research findings: This chapter focuses on the research findings of data. The findings 

are presented in the form of statements, tables and graphs. 

Chapter 5: Discussions, conclusions and recommendations: The discussion presented in this 

chapter is based on the objectives of the study as well as the analysed and interpreted data. 

Recommendations are also formulated based on the findings and the proposed conceptual 

framework. 
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CHAPTER TWO: LITERATURE REVIEW 

2. 1 INTRODUCT ION 

In thi s chapter, a rev iew of the literature on male involvement in PMTCT is presented. More 

speci fically, the chapter reports on global , regional and national perspectives of HIV I A IDS, and 

MTCT of HIV. The PMTCT process is described , as well as how PMTCT can effectively 

contri bute to the e lim ination of HIV in infants. The remainder of the chapter focuses on the role 

of men in PMTCT, as we ll as the benefits and challenges of involving males in PMTCT/Maternal 

Child Hea lth (MCH) acti vities. 

2.2 HIV/AIDS AND MOTHER-TO-CHILD-TRANSMISSION OF HIV : T HE 
S ITU ATI ON GLOBAL LY , IN SUB SAHARAN AND ZAMB IA 

The spread of the HIV/AIDS pandemic has emerged as one of the biggest and most serious threats 

to development, affecting the health of the poor and many aspects of social and economic 

development around the world. According to the 20 13 United Nations Program me on HIV/AIDS 

(UNA IDS) Global Report (UNA IDS 20 13), about 36.9 million people were li ving with HIV /AIDS 

by the end of 20 14, of whom approximately 5 1 % were adult women (WHO, 20 15). The situation 

regarding children is as dire. Approximately 2.6 million children were li ving with HIV by the end 

of 2014 ( AIDS, 201 5). Whilst new lllV infecti ons among children were reported to have 

declined by 58% since 2000. there is still an unacceptably high number of new 1 llV infections and 

A IDS-related deaths occurring each year. There were 220.000 new infect ions among children by 

the end of2014 and 150,000 AIDS deaths (UNA IDS, 20 15). More than 90% of these infections 

were as a result of MTCT (WHO, 2010b). 
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Sub-Saharan African is one of the worst affected regions, accounting for more than two-thirds 

(70%) of all people li ving with HIV, including 88% of the world 's HI V positive children. Slightly 

more than half (58%) of those liv ing with HIV in sub-Saharan Africa are women (UN AIDS, 20 15). 

MTCT of HIV constitutes a substantial burden of new HIV infections among infants in sub­

Saharan Africa and it is still considered to be a significant problem in developing countries despite 

the growing ava ilability of effective prevention methods such as PMTCT (Chinkonde et al. , 2009; 

Katz et al. , 2009). 

Zambia is one of the sub-Saharan African countries that is adverse ly affected by the HIV/AIDS 

pandemic, with an HIV prevalence rate among adults (aged 15-49) of 13%, (UNA IDS, 201 2; 

ZDHS, 20 14). The most common transmission of HIV in Zambia is through heterosexual 

intercourse (CSO, 20 14). HI V transmission in children is predominantly through vertica l 

transmiss ion from mother-to-child (MTCT) at birth or during breastfeeding, and accounts for 90% 

of HIV in fection in children aged between 0-1 4 years in Zambia. According to the UNAIDS 

Country Report (20 I 3), the rates of HIV transmiss ion through MTCT have been halved by 

increased coverage of ART to both mothers and infants. More specifi cally, MTCT significantly 

dropped between 2009 and 2014 from 24% to less than 9% respectively (UNAIDS, 2014). The 

decline in HIV in fections among children was predominantly due to significant progress made in 

increas ing and improving access to and the use of HI V treatment services in Zambia. This can 

further be evidenced by the adoption/implementation of the 20 13 Zambia Consolidated Guidelines 

for Treatment and Prevention, which are based on the 20 13 WHO treatment guidelines. It is 

expected that th is will further contribute to ART sca le up in the country. With the development 

and implementation of diverse programmes to prevent new infections and improve the quali ty of 

life of those in fected and affected by HIV and AIDS, it is evident that Zambia has scored 

tremendous achievements in halting and beginning to reverse the effects of the epidemic. 

Wh ilst positive strides have been recorded over the past two years in halting and beginning to 

reverse the effects of the epidemic, there is still a need to qu ick ly find more effective ways of 

reducing HI V transmission in both adults and children. The integration of MTCT and ART 
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services inlo MCH has been recognized as one of Lhe mosl efficient and cost effective way to 

reduce the I ll V transmiss ion during pregnancy, labour, delivery and breastfeed ing. 

2.3 PR EVENTION OF MOTH ER-TO-C HILD TRANSM ISSION (PMTCT) OF 
llI V 

In Zambia, PMTCT was introduced in 1998 as a comprehensive package of interventions. This 

included; improved ANC services, opt-out HIV counsell ing and testing of pregnant women for 

I ll V. ARV prophylax is for HI V pos itive pregnant women and new-ba rns, referral to support 

groups, and counse ll ing on options for safer in fant feed ing practices. The primary aim of the 

PMTCT program is lo decrease the number of exposed bab ies from becoming infected with HIV 

through the provision of ARV prophylaxis to both the mother and the baby. With the estimation 

of 15% lo 45% chance of passing on the virus from the mother to the baby during pregnancy, 

labour or del ivery in the absence of treatment, llorwood et al. , (20 11) suggests that th is can be 

reduced to as low as 2% in non-breast feed ing population if the mother is put on treatment; either 

lifelong Lrcatmenl or short term prophylaxis for PMTCT. With the treatment in place the viral load 

is substantially reduced and hence reduce the ri sk of transmitting the virus to the unborn child 

(WHO, 20 14). 

PMTCT can be offered at stand-alone or co-located sites. Stand-alone refers to sites that only 

provide PMTCT, whi le co- located/full packaged sites offer both ART and PMTCT serv ices. Both 

sta nd-a lone and full package siles provide dua l ARV and single dose Nevirap ine (sd-NVP) 

regimens. but only full package sites offer therapeutic Highly Active Antiretroviral Therapy 

(HA/\.RT) and short-course HAART. 

During the past year, Zambia has been transitioning from offering less effecti ve Lo more effective 

regimens such as Atripla (favirenz, Tenofovir, FTC). There has been a policy shift in the 
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ad ministration of ART in Zambia as a country where both WHO option B+ and WHO option B 

are still being im plemented alongside each other. 

WI 10 recommends three treatment options: Option A, Option Band now the most recent, Option 

B+ (citation) . According lo Option A, women receive antenatal and intrapartum ARV prophylaxis 

along with an ARV postpartum "tail" regimen to reduce risk of drug resistance, while infants 

rece ive postpartum A RV prophylax is throughout the duration of breast feeding (see Table I). 

Option B has a sim pler cl inical flow in which all pregnant and lactating women with HIV are 

initially offered ART, beginning in the antenatal period and continuing th roughout the duration of 

breastfeeding. At the end of breastfeed ing, those women who do not become eligible fo r ART 

di scontinue the prophylaxis and continue to monitor their CD4 count, eventually re-starting ART 

when their CD4 fa lls below 350 cells/mm3 (UN ICEF, 20 12). 

Under option B+, all pregnant HIV positive women are started on triple AR Vs regardless of their 

CD4 cell count and this is continued for life. As for the infant, dai ly NVP or AZT (Zidovidine) is 

ad ministered from birth to 4 - 6 weeks of age (Coutsoudis et al.. 20 13). Option B+ makes the 

eMTCT much simpler and more effective: all positi ve pregnant women receive treatment 

immediately and for life regard less of CD4 count and all infants are provided with NVP/or AZT 

syrup, once a day from birth through fou r to six weeks regardless of the feeding method. Option 

B+ also entail s that, regardless of the service delivery mode l (co-located or stand-alone sites) all 

hea lth fac ilities offering eMTCT services in the country will be enhanced to be ab le to initiate 

positive pregnant women on treatment for life soon after completion of required baseline 

laboratory tests. In thi s regard, the Zambian Ministry of Community Development, Mother and 

Child Health (MCDMCH) began implementing the Joint eMTCT and ART ational Strategy and 

Operati onal plan in 20 13 to upgrade all 1,200 PMTCT sites to deliver PMTCT and ART services. 

In February 2014. Zambia adopted Consolidated Guidelines for Treatment and Prevention of HIV 

In fections that simplifies and standardizes treatment and prevention protocols to allow as many 

prov iders as possible to provide these servi ces (UNA lD , 2014). 
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Ta hie I: Summar~ of PMTCT options 

PMTCT options 

Option A 
Mother 

Infant 

Option B 
Mother 

Infant 

Option B+ 

Mother 

Infa nt 

• CD4 count :S350 cells/µI: triple AR Vs starting as soon as diagnosed; continued for 
life 
• CD4 count >350 cell s/µ1: Antepartum: AZT from 14 weeks' gestation 
• lntrapartum: single-dose (sd) NVP and AZT + 3TC 

• Postpa1t um: AZT + 3TC for 7 days. 
• Daily sd NVP for 6 weeks in non-BF infants or mother receiving ART or until I 

week after all BF has stopped. 

• All pregnant women started on triple AR Vs regardless of CD4 cell count. 
· CD4 count 950 cells/µ1: triple AR Vs will be continued for life 
• CD4 count >350 cells/µI : triple ARVs will be started as early as 14 weeks ' 

gestation, continued intraparturn and through childbirth and stopped if not 
breastfeeding or continued until I week after cessation of all breastfeeding. 

• Daily NVP or AZT from birth to 4 - 6 weeks of age. 

• All pregnant women will be started on triple AR Vs regardless of CD4 cell count and 
this will be continued for li fe. 

• Dai ly NVP or AZT from birth to 4 - 6 weeks of age. 

Source: Coutsoudis c l al.. 20 13 

2. 4 STE PS INVO LV ED IN PMTCT 

PMTCT interventions can be seen as a series of consecutive steps/cascade (see Figure 1): HI V 

testing during pregnancy, the uptake of ART by pregnant women living with HIV; safe childb irth 
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pract ices; appropriate infant feeding; and uptake or in fa nt HI V testing and other post-natal 

hea lthcare services (Padian, 201 1 ). 

Figure I: PMTCT Casc~uJc 

ANC Client 
testing HIV 
Negative 

Provide prevention 
messages, establish 
partner status and 

retest after 3 months 

ANC clients 
undergo group 

education 

Individual HTC 

>=500 cells/ml and 
WHO stage 1 or 2 

ANC client 
testing HIV 

positive 

Start CTX conduct 
clinical assessments for 

ART initiation 

CD4<500 cells/ml or WHO 
Stage 3 or 4 or HIV TB co­

infected 

Enrol in HIV Care and treatment. 
follow up on CD4 count every 6 

months. Clinical monitoring ever3 
months 

I 

Treatment preparation and 
adherence counselling/ ART 

initiation 

Source: ,\loll. (20/.1) - Poli(\/ Guidelines for Health Facilities in %a111hia. 

Unfortunately. the uptake of each successive step in the PMTCT cascade decreases as a result of 

economic, educational, polit ica l, social-cu ltural and/or health system factors (Torpey et al ., 20 I 0). 
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2 .-L I 111 V pre- and post-test counse 11 i ng 

Zambia' s policy guidelines fo r PMTCT (20 14) recommend that all pregnant women receive HIV 

testing and counselling (HTC) regardless of the model of service delivery. During ANC, pregnant 

women are sensitized to the importance of knowing their I !I V status prior to delivery and how 

11 IV can be prevented. They are encouraged to come with their male partners so that they can go 

through the counse lling process as a couple. Katz et al (2009) suggest that offering voluntary HIV 

co unselling and testi ng services to men in ANC is a viable strategy for increasing male 

in vo lvement and promoting male testing as a way lo im prove hea lth outcomes for the mother and 

baby. 

Pre-counse lling sessions are used as a means of sharing information and provid ing education on 

Maternal, eonata l and Child Hea lth (MNCH). They are conducted in a group setting and male 

partners are encouraged to attend. During the session some of the topics that are discussed include 

feed ing practices and the importance of involving male partners in PMTCT. Gro up counse lling is 

fo llowed up with individual sessions prior to conducting the HIV test. Once counse lling has been 

completed, those who are wi lling arc tested fo r HIV using a rapid HIV test. An opt-out approach 

is used to ensure that all pregnant women are offered an HIV test during their first ANC visit 

(UNG AS, 20 11 ; Zambia pol icy guide lines, 20 14). 

Once the HIV test resu lts arc available, women (and their partners if they were also tested) receive 

post-test counse lling, regardless of their status. During this sess ion, pregnant women are told how 

to mainta in their negati ve status in the event that they are negati ve. However, they are also 

encouraged to have another test before delivery in case they seroconvert. Once a pregnant woman 

tests HIV positi ve, he is informed about PMTCT and offered an opportunity to join the program 

(MoH. 20 14 ). However, due to fear of disclosure to their partners, most pregnant women tend to 

drop out at thi s stage and hence the need for emotional support from family members and their 

male partners (Torpey et al. , 20 I 0). 
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2.4.2 Provision of /\ RVs for PMTCT 

Studies have shown that the provision of A RVs to the mother during pregnancy can reduce HIV 

infection rates in newborn babies to less than 5% (Chinkonde et al., 2009; WHO, 20 14). Accord ing 

to MoH (20 11 ), Zambia endorsed the global goal of eMTCT of HIV. which was defined as a 90% 

reduction of new II IV infections among chi ldren by 2015. Whilst WHO acknowledges three 

PMTCT antiretroviral program options, Zambia has adopted WI 10 Option B+ to supplement 

Option B. 

/\RV prophylax is (NVP syrup) in infants is administered at birth , or within 72 hours of birth and 

thereafter AZT syrup is administered lo them for the first 28 days as part of the prophylaxis. The 

administration ofCo-trimoxazo le Prophylax is (CTX) starts at six weeks for 28 days (WHO, 20 14). 

I lowever, with the recent changes in pol icy direction in terms of eMTCT, Zambia adopted Option 

B+ to eliminate paediatric HIV and keep HIV+ mothers alive by initiating them on li fe long ART, 

alongs ide the WI 10 option B. According to Zambian poli cy, exposed infants undergo a series of 

HIV tests after birth : at 6 weeks, (Polymerase Chain Reaction lPCR]), 6 months, 12 months and 

18 months (rapid I llV test) . PCR is used as the first test to avoid getting incorrect results from the 

baby. If the PCR result comes out HIV positive. babies arc put on full ART, otherwise they are 

di scontinued with the ARV prophylax is and CTX. However, babies are still followed up at 18 

months for a rapid HIV test (MoH, 20 14). 

The programme continues to fo llow up HIV positive women and their infants monthly from six 

weeks after birth until the in fant is 18 months old. During thi s time, women continue to receive 

infant feeding support and risk reduction counse lling, including family planning and dual 

protection (MoH, 2014). Their CD4 counts are taken and clinical stag ing repeated every six 

months. They are referred for ART when ind icated and are linked to support groups. Children 

testing positi ve are referred for paediatric HIV care while those who are negative are discharged. 

It is assumed that all HIV pos itive women agree to attend these visits. 
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2.4.3 In fant feed ing 

Safe feeding options help reduce the chances of transmitting HIV from mother-to-child. 

Depending on the duration of breastfeeding and other ri sk factors such as mixed feeding, it is 

estimated that I 0% - 20% of exposed babies may acquire HIV through breastfeeding (WHO, 

2004). It should , however, be noted that in the absence of ART, the risk of HIV transmission 

through breastfeeding is between 20-45% (Dun el al. , 1992, Shapi ro et al, 2007; WHO, 20 11 ). 

Appropriate infant practices in the context of HIV should therefore balance the risk of MTCT of 

the virus and morbidity and mortality from other causes (Haile et al. , 20 14). In Zambia, "EBF is 

recommended for HIV-infected women for the fi rst six months of I ife unless replacement feeding 

is acceptab le, feasible, affordable, sustainable and sa fe (A FASS) fo r them and their infants before 

that time" (MOH & NFNC 2007:3). Exclusive breastfeed ing (EBF) carries lower risk fo r HIV 

infection than combined with other fluids or foods (i.e. mixed feeding) (WHO, 2007a). However, 

the chances of the baby being infected with HIV through EBF increases with the number of 

breastfeed ing months (WHO, 2004). WHO (2007a), estimates that breastfeeding for six months 

puts the baby at an extra risk of I 0% of gett ing infected with HIV whilst 18 - 24 months of 

breastfeed ing leads to approximately 17.5% increased ri sk of transmission of HIV. 

While it is normal in many soc ieties, espec iall y in sub-Saharan Africa, for a baby to be exposed to 

mixed-feeding, fa ilure to completely ad here to EBF may contribute to the transmission of HIV to 

the baby (UN ICEF 2007). Mi xed feed ing makes infants under 6 months more likely to acquire 

HIV since it harms the infants' digesti ve systems or damage the already delicate and permeable 

gut wall of the small in fa nt and allow the virus to be transmitted more easily (UNICEF, 2005). 

Mixed feeding also poses the same ri sks of contamination and diarrhoea as form ula feeding, and 

diminishing the chances of survival. Another feeding option for exposed babies is exc lusive 

replacement feeding (ERF) which entail s that the child is only given milk fo rmula (MoH, 2009). 

Lack of access to clean water in Zambia makes formula/or ERF an unsa fe alternative to breast 

milk for children as this may cause diarrhoea. Furthermore, with the current poverty leve ls in the 

country, the use of milk formula as an optional infa nt feed ing method is not sustainable. WHO 
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(2004), however, recommends that all mothers, regardless of thei r HIV status practice EBF fo r the 

first six months of an infa nt 's life. 

Collecti ve decision making is critica l when it comes to infant feed ing. Infa nt feeding has cost 

impl ications that may need the support of the male partner, especiall y if the family opts for ERF. 

Thi s is because males are considered providers and decision makers in African communities and 

as such, their invo lvement becomes very important in making decisions associated with in fa nt 

feeding (Chinkonde et al., 201 2; Kwambai et al. , 20 13). 

2 .5 C HALLENGES lN TH E PRO VI S ION OF PMTCT PROG RAMM ES 

Despite the effectiveness of PMTCT in greatly reducing the risk of MTCT of HIV, a number of 

challenges have been identified affecting the implementation of the programme. Some of the main 

challenges include: fear of stigmatisation; poor uptake of ARV s; and the lack of male involvement 

in PMTCT programmes. 

2.5.1 Fear of sti gmatisation 

Family and community support is a critica l element in enhancing the uptake of treatment among 

HIV positi ve clients. I lowever, in some instances, social support from family members and 

communities tends to be inadequate and as a result women fa il to adhere to the drugs prescribed 

to them (Morfaw et al. , 20 13). Thi s is because of fear of stigmatisation regarding their HIV status 

and as a resul t they fear di sclos ing their HIV status to partners or family members (Gourlay et al., 

20 13). The absence of communi ty support has been associated with low uptake of PMTCT 

interventions in several studies (Gourlay et al., 201 3; Morfaw et a l. , 201 3; Van Lettow et al. , 2011 ). 
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A study conducted in Zambia indicated that a high proportion (sometimes up to 70%) of pregnant 

women testing HIV positi ve choose not to tell their partners, mostly because they are afraid of 

violence or aba ndonment (Muyanza, 2009). In many soc ieties it is common for men to blame their 

partners for being infected , even if they too have HIV. Lack of disc losure becomes a barrier to 

achiev ing the objectives of PMTCT, as women are less likely to accept preventive drugs and to 

practice unconventional methods of in fant feeding for fear of revealing that they are infected with 

the virus. This also resu lts in high dropout rates during the different steps of the PMTCT cascade 

of interventions (Torpey et al. , 20 I 0). 

2.5.2 Poor uptake of ARVs 

Over 94% of pregnant women attend ANC at least once, whilst about 60% deliver at home. 

Furthermore, only 19% of women attend antenatal care by their fourth month of pregnancy, as 

recommended by WHO (Band et al. , 20 12). This already shows some challenges in ensuring that 

all the necessary PMTCT interventions are done in a more effective way to save the lives of babies. 

It also affects the infa nts born from HIV positi ve women, as they are brought back to the clinic too 

late for NVP syrup (recommended 72 hours post-delivery) to be administered. 

2.5.3 Lack of male invo lvement in PMTCT programmes 

Whilst male involvement in PMTCT has shown evidence that it improves women' s uptake of core 

PMTCT services and is also a key contributor to community acceptance and support of PMTCT, 

male involvement still remains a cha llenge. Though no randomized clin ical trials has been done to 

establi sh the factors that influence male partners as key contributors to acceptance and PMTCT 

uptake, literature suggests that the need for male involvement in the PMTCT process has been 

increasingly encouraged to improve ad herence to ARV prophylaxis (Peltzer et al. , 20 I I). 
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In 1999, the Zambian MoH added the promotion of male involvement as part of the minimum 

package fo r PMTCT as a way of reducing the increasing rates of HIV infections among infants 

and young children in the country. However, the uptake of male involvement is generally still low 

in most health faci lities across the country. Northern Province is not an exception. The proportion 

of women attending ANC with their partner in Northern Province of Zambia, is very low. In 

Kasama district, about half of all ANC clients are accompanied by their male partner (FHI 

database, 20 14 ). 

2.6 MAL E INVOLVEMENT IN PMTCT 

2.6. 1 Background - International Conference on Population and Development 

Historica ll y, most reproductive hea lth programmes focused exc lusive ly on women. This is because 

most reproductive health programmes viewed women as the primary target and as a result, paid 

little attention to the ro les that men might play in women's reproductive health dec ision making 

and behaviour. In terest and recognition of involving men in women 's' reproductive health services 

started to attract a lot of interest after the 1994 International Conference on Population and 

Development ( ICPD) in Cairo and the 1995 women 's conference in Beij ing (Drennan 1998; 

Ntabona 2002). During the ICPD, representatives from 180 countries formally recognized the 

importance and influence of male in vo lvement in women's reproductive health (Kwambai et al., 

20 13). As a result, after the ICPD the number of reproductive health programmes that involved 

men spiked. In fact, one of the critica l outputs of the ICPD meeting, was the emphasis on the ro le 

that male partners would play in successful implementation of PMTCT (WHO, 20 12). 

In recent years, studies have shown that involvement of males in reproductive health programmes, 

including PMTCT has resul ted in positive hea lth outcomes (Brusamento et al., 2012; Morfaw et 

al., 20 13; Ase fa et al., 20 14). With the positive evidence from these studies and also the ICPD's 
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statements which re-emphasized the need lo recognize men's shared responsibi lity and 

in volvement in responsible parenthood and sexual reproductive behaviour, the Zambian 

Government through the MoH, started promoting male in vo lvement in PMTCT (Nakamboa, 

2008). This was with the view that the uptake of ART amongst ANC mothers would im prove with 

the in volvement o f the male partners in the programme. 

2.6.2 Definition or male in vo lvement in PMTCT 

There is no standard definition or approach to male involvement in PMTCT. The involvement of 

males throughout the PMTCT cascade is often used as a proxy measure of support a woman 

receives from the partner during ANC and postpartum periods. This includes I ITC and ARY 

uptake, deci sion on infant feeding and attendance of ANC visits. However, the definiti on of"male 

involvement" varies according to different authors. Some authors define male involvement as 

simply taking up counsell ing and HIV test individually whilst others define it as being part of the 

couple counse lling (Diketema et al., 20 12). For the purpose of this study, male in vo lvement is 

defined as male partners escorting and supporting their partners during ANC in terms of HTC, 

providing emotional support and also the uptake of ARYs in an event that the woman is fo und to 

be HIV positive. This means that male involvement goes beyond simple participation in HTC and 

also includes be ing a upporting partner in ensuring that the health outco mes for both the mother 

and child are pos iti ve. 

2.7 IMPORTANCE OF MAL E INVOLVEMENT IN PMTCT 

Bolu et al. , (2007) fo und that a major factor that prevents some women from accepting HIV testing 

is the need to seek their partners' consent. Studies have shown that providing HTC to both partners 

together can lead to greater acceptance and less abuse and abandonment of HIV-infected women 

(Katz et al, 2009; Akaro et al., 20 12; Ditekemena et al. , 20 12). It also al lows couples to make 
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in formed decisions on li ving positively with HIV; preventing HIV transmission to the unborn 

child ; deciding on safe sex practices; and making informed dec isions to access care and treatment 

(Med ley et al. , 2004). Kalembo et al., (20 13) also found that men can play a crucial role in 

supporting HIV positive pregnant women by assisting them to get to clinics or hospitals where 

chances of safe delivery are higher and to choose a safe infant feeding method. Furthermore, when 

men participate in PMTCT programmes, their knowledge of HIV increases, and their behavior 

becomes supporti ve, and their receptiveness to HIV testing increases (Godlove et al., 20 I 0). 

A Tanzan ian study fo und that HI V-seropositive women whose partners were involved in PMTCT 

were three times more likely to use NVP prophylaxis, and six times more likely to adhere to the 

infant feeding method selected than those whose partners were uninvolved (Burke et al, 2004: 15). 

This was consistent with another study conducted in Tanzania and Kenya, which showed that 

involvement of male partners in PMTCT programmes, led to increased acceptance/uptake of NVP 

among HIV positi ve women during their ANC fo llow up visits and adherence to in fant feeding 

methods chosen than those whose partners were not involved (Nyondo et al., 20 14). According to 

the prospective cohort study undertaken between 1999 and 2005 in Nairobi, the combined ri sk for 

vertical transmission or in fant death was sign ificantly lower, by more than 40%, if males attended 

A NC with their partner (Aluiso et al. , 20 11 ). 

Men 's role in HI V prevention is pi votal to changing the course of the epidemic. To improve on 

male invo lvement, it is therefore critica l that men are provided with information among others, 

about the importance and benefits of getting involved in reproductive health issues such as 

PMTCT. 
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2.8 CONCEPTUAL FRAMEWORK: FACTORS INFLUENC ING MALE 
IN VOLVEMENT IN PMTCT 

Despite intern ational agreements on the importance of men in maternal and newborn health 

programmes, the involvement of male partners remains a major challenge. Poor/or low male 

involvement during ANC visits has been ev idenced with the low uptake of PMTCT intervent ions 

among women who test HI V pos itive (Asefa et al.. 2014). Their failure to participate or be part of 

thi s process has been associated with a number of factors/ or reasons. The conceptual frame work 

in Figure 2 is based on the literature reviewed and categorises the factors that could potentially 

influence male participation in PMTCT services. 

Fig Lire 2: Fa cto rs contri b utin g to low male involvement in PMTCT 

Societal/or cultural factors 

• Cultural bdiels 
• Disc losure o fl llV s tatus 

Socio-Demographic factors: 

• t\gc. 
• Duration of re lationship. 
• Marital status 

• Education. 
• Re ligion 
• Occupation and 
• Tribe 

Male attitudes and beliefs 
towards PMTCT 

MALE 
INVOLVEMENT IN 

PMTCT 

PROGRAMMES 

PMTCT Programmatic /Health 

systems factors 

• Accessibility to PMTCT c linic 

• Service hours 

• Misconceptions about A C 

Source: Adopted from Se val an et al (200 I: 78 1) 
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2.8. 1 Societal/cultura l !'actors. attitudes and beliefs 

Societal/cultu ral factors, attitudes and beliefs play a critical role in women 's' reproductive health . 

In Zambia, men are usually perce ived as decision makers in the home (Nyirenda, 20 15). They fee l 

that their pos ition as the household head is undermined if they are expected to escort their partner 

for ANC, which they consider to be a "woman's clin ic program", leading them to dec line to attend 

ANC and PMTCT with their partners (Peltzer et al., 2011 ). Morfaw et al., (20 13), Asefa et al., 

(2014) and K wambai et al. , (2013) also found that ANC clinics are perceived to be women's spaces 

and thus it is considered shameful for a man to be found in such clinics. Men perce ived their roles 

to be predominantly focused on economic act ivities and as a provider to the fami ly (Peltzer et al. , 

20 I I). Furthermore poor male participation in the A NC service was also associated with a lack of 

perce ived benefits coupled with other competing needs; need to provide fo r the fam ily versus the 

demand for in volvement in PMTCT services. As such, a man would rarely seek permiss ion from 

work in order for him to accompany his wife for ANC. As a result, having a woman tel ling her 

male partner what to do, was considered ludicrous (Morfaw et al. , 201 3; Nyondo et al. , 2014). This 

perception or be lief discourages men from participating in PMTCT activities (Morfaw et al. , 20 13; 

Osoti et al., 20 14). Research has also found that men who escort their partner to ANC are seen as 

being jealous, over protective and lacking confidence (Aarnio et al. , 2009; Homsy et al., 2006) .. 

Ditekemena et al., (20 12) and Morfaw ct al., (20 13) fo und that male reluctance to know their HIV 

status was another limiting factor for men to get involved in ANC/PMTCT activities. This was 

assoc iated with stigmatisation in the community especially if the results were positive. A similar 

study conducted in Malawi indicated that men were afraid of knowing their HIV status, and 

preferred to use their wives· HI V status as a proxy for themselves (Nyondo et al., 2014). Male 

re luctance to have an 1-1 IV test is further exacerbated by their self-perception of being in good 

hea lth (Morfaw et al. , 20 13). As men knew that attending ANC services entailed taking an HIV 

test; most men opted for non-involvement in order fo r them to avoid the test. Apart from being 

reluctant in knowing the ir HI V status, the fear of knowing was associated with their past ri sky 

sexual behaviours. 
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Other barriers reported by Nkuoh et al. (20 I 0) is that of childcare. In the case where both parents 

were to go for antenata l care, there would be no one left at home to look after the other children. 

Cultural communication patterns between men and women was also noted as a barrier. A study in 

Cameroon revealed that 69.9% of women were asked to bring their partner for PMTCT/VCT and 

on ly 42.8% of the partners came (Nsagha et al. , 20 14). This shows that partners do not freely 

engage with each other on important matters and it therefore takes more than just an invitation to 

have the men come to the clinic. Similarly, Faines et al., (2011 :34) reported that "a woman cannot 

tell a man what to do even though the advice comes from the doctor and worse still for him to 

consent to what she says" . This was also highlighted by kuoh et al (20 I 0) from a study in 

Cameroon as one of the factors hindering men from partic ipating in ANC. 

2.8.2 I lcalth systems factors 

Various factors associated with health systems that negatively affect the uptake of health services 

and male participation in PMTCT have been reported. The attitudes of hea lth care providers 

towards men, the timing of ANC service provision, and the ANC environment tend to discourage 

men from participating in PMTCT activities (Byamugisha et al., 20 IO; Ditekemena et al. , 2012; 

Nyondo et al. , 2014 ). 

Hea lth providers' att itudes towards men have been described as harsh in terms of how they treated 

men who accompanied the female partners for ANC. Studies conducted in Uganda and Malawi 

fo und that men were di scouraged to attend ANC services because of the harsh treatment and the 

unwelcoming attitudes of health care workers during ANC clinics (Byamugisha et al., 20 IO; 

Nyondo et a l. , 20 14). 

The operating hours and timing of ANC clinics was also problematic. Morfaw et al., (20 13) and 

Kwambai et al., (2014) noted that the timing of ANC activities confli cted with other economic 

acti vities that men were invo lved in and as a result, they prioritized other activi ties rather than 
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accompanying their partner to ANC. Similar findings by Borniphace (2008) also revealed that men 

are too busy with other work and yet hea lth prov iders at health facilities do not recognize and 

respect the presence of ma les at A C. Thi s di scourages men from part icipating in A C and 

PMTCT activities. 

Morfaw et al., (2013) suggests that there is need to accommodate male partners who are heavily 

burdened with earning a family's substance, by offer ing A C acti vities over the weekend or after 

working hours. Similarly, a study from Cameroon (Nsagha et al. , 20 14) fo und that lack of time 

and non-in vitation to clinics were the major reasons that contributed to low uptake of male 

pa rt icipation in PMTCT. The study conducted in Kinshasa revealed that ma le involvement in HTC 

uptake and couple counsel I ing improved when the service was available between 5pm and 6pm 

(Diketemena et al. , 20 11 ). Morfaw et al., (20 13) further identified long wai ting time as another 

barrier to male invo lvement in PMTCT. 

Furthermore, most health staff working in ANC are female and as a resu lt males tend to feel 

uncomfortab le when having to access information about reproducti ve hea lth from them 

(Borniphace, 2008). Th is led to A C clinics being perceived as male unfriendly, wh ich also 

discourages men from attend ing A C with their partners (Fa ines et al., 2011 ; Nkuoh et al 20 IO; 

sagha et al. , 20 14 ). 

2.8.3 In fo rmation/ knowledge ba rriers 

Faines et al.. (20 I I) and Abu hay et al. , (20 14) found that a lack of knowledge about PMTCT 

services tends to be a barri er for male in volvement in PMTCT programmes. Fear of knowi ng their 

I ll V status, traditional gender ro les and cultural norms and inadequate appropriate knowledge 

among health providers about PMTCT partially explains the unwillingness of men to become 

invo lved in the PMTCT programme ( sagha et al. , 2014; yondo et al., 2014). However, wh ile 

there is an ind ication that some men were willing to participate in PMTCT activities, lack of 
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knowledge about where to access HTC or PMTCT services deterred the partic ipation of males in 

such programmes. Research also found that men were unaware of their roles in PMTCT services 

and the benefits thereof; not knowing their partners I ll V status and rationale for testing when they 

had no s igns o f sickness (Nyondo et al. , 2014). A study conducted in Cameroon which explored 

the role of male partner involvement in PMTCT of HIV revealed that women had more knowledge 

about PMTCT than men most likely because women had direct contact with the health care 

providers (Nsagha et al. , 20 14). The fact that health facil ities are the '·main sources of information 

on PMTCT for women exposes them to first-hand information while men get incomplete 

in fo rmation from the media" (Nsagha et al. , 2014:57). Very few men (2.9%) cited fema le partners 

as their main source of in formation, re-confirming the gap in communication between partners 

( sagha et al. , 20 14). Thi s gap in information among men contributes to the low uptake of ma le 

involvement in PMTCT as men do not fully understand the need to support thei r partners (Nyondo 

ct al., 2014). 

2.8.4 Demographic factors 

Byamugisha ct al. , (20 I 0) identified demographic factors as one of the major predictors of male 

involvement. According to the stud y conducted in Mbale District in Uganda, Byamugisha et al., 

(20 I 0) found that men who had had 8 or more years of education were two times more likely to 

get involved in PMTCT programme than those with less education. Type of occupation was also 

identifi ed as one o f the barriers to male invo lvement. Nsangha et al. , (2014) also identified some 

of the demographic factors that affected different aspects of respondents knowledge, attitudes and 

practices in PMTC and this included; marital status, age and education level. This was also 

congruent with a similar study that was conducted in Ethiop ia. The findings revea led that soc io­

demographic variables had a statistically significance assoc iation with the outcome variable with 

the exception of age duration of relationship and ethnicity (A buhay et al., 20 14). Th is was also 

supported by a study of systematic rev iew done in sub-Saharan region where marital status; 

education and pro fessiona lism was found to have statistically significant association with male 

invo lvement (John cl al. , 20 12). 
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A combination of al I these factors, negatively affects the involvement of male partners/partners in 

PMTCT programmes. 

2.9 SUMMARY OF KEY ISSUES 

PMTCT remains the most effective way of eliminati ng HIV in paediatrics as it can reduce the ri sk 

of HIV transmiss ion to as low as 2%. This includes the provision of ARY prophylaxis to both the 

mother and the baby, avoidance of breastfeeding or EBF and giving birth through caesarean 

section. In Zambia, an opt-out approach has been adopted where every pregnant woman is offered 

an HIV test. This has increased access to HTC fo r a number of women during ANC. However, 

literature reviewed revealed that women's uptake of these services are influenced by the attitudes 

of their male partners because men are the key decision makers in most African societies. It is 

therefore critical that strategies lo enhance male participation in routine ANC/PMTCT services are 

established to reduce on maternal morbidity and mortali ty rates. 

Various challenges or barriers that influence male participation 111 ANC/PMTCT have been 

identified based on the literature reviewed. These barriers include: soc ietal/cultural factors; 

attitudes and beliefs; health systems factors; lack of in formation/knowledge about PMTCT; and 

demographic factors. 

The literature review on societal/cultural factors, att itudes and belief, revealed that fema le uptake 

of PMTCT is influenced by the attitudes of their male partners because men are the key decision 

makers in most African settings. Societa l perceptiqn towards men who escort their partners as 

being jealousy and over protective was also identified as a deterrent to male participation. The 

health systems has also shown that men are often made to wait fo r long hours before their partners 

can be attended to. Thi s makes male partners to avoid participation in ANC/PMTCT. The timing 

of ANC services has also been cited as one of the deterrent factors to male participation in PMTCT 
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because men are expected to escort their partners at the time when they are supposed to be 

financia ll y productive so as to have income to provide for their fami lies. These competing factors 

were identified as a barrier to male participation. Furthermore, literature reviewed, revealed that 

health service providers are viewed as being unfriendly and harsh to males who escort their 

pa11ners for ANC/PMTCT services. 

Lack of information on maternal health was also identified as a hind rance to male involvement in 

ANC/PMTCT. The reviewed literature also indicated that demographic factors were major 

pred ictors of ma le participation in PMTCT. Notab ly, marital status, age and economic status of 

male partners was stati stically significantly associated with male involvement 
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CHAPTER THREE: RESEARCH METHODS 

3. 1 IN T RO DUCT ION 

Bryman (2008) defines research methods as a technique for collecti ng data which may invo lve 

specific research instruments such as self-admin istered questionnaires, a structured interv iew 

schedule or participant observation where the researcher listens to and watches others. 

This chapter starts with a genera l overview of Zambia and more spec ifically Kasama district in the 

Northern Province where the study was conducted. This is fo llowed by an overview of the study 

design, sampl ing, research instruments, data gathering, analysis and ethica l considerations. 

3.2 DELIMI TAT IO N OF THE STUDY 

The study was lim ited to three groups of participants: men who accompanied their partners for 

ANC (hereafter referred to as the male participants); women who attended ANC without their 

partners (hereafter referred to as female participants); and health care workers providing ANC 

(hereafter referred to as key info rm ants) at Kasama urban clinic in the Northern Province of 

Zambia. Due to the sensitive nature of HIV, men and women attending ANC were se lected and 

not PMTCT clients. Thi s ensured that the researcher and research assistants never found out the 

HI Y status of the respondents. 
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3.3 GEN ERAL O VERVI EW - ZAMBIA 

Zambia is a land-locked country spanning a total area of 752,6 12 square kilometres with an 

estimated population of 13 million people (CSO, 20 I 0) . Zambia, shares its boarders with the 

Democratic Republic of Congo (DRC) and Tanzania in the north; Malawi and Mozambique in the 

east; Zimbabwe and Botswana in the south ; Namibia in the southwest and Ango la in the west. 

Administrative ly, the country is di vided into nine provinces and 72 districts. Lusaka and 

Copperbelt prov inces are predominantly urban, whilst the remaining prov inces-Central, Eastern, 

Northern, Luapula, North-Western , Western, and Southern-are predominantly rural (CSO, 

20 10). 

3 .4 STUDY AREA 

This study was conducted in Kasama district in Northern Province of Zambia. Northern Prov ince 

is the largest province in Zambia with twelve districts. The province has a total of 145 health 

centres, one miss ion hospital and eight government hospitals and it shares international borders 

with Tanzan ia, Malawi, and DRC. Within the country, the prov ince shares provincial boundaries 

with Luapula and Muchinga provinces. The prov ince consists of eight di stricts namely; Chilubi, 

Kaputa, Kasama, Luwingu, Mbala, Mporokoso, Mpulungu and Mungwi. Northern Prov ince is 

widely considered to be the heartland of the Bemba, one of the largest tribes in Zambia. 

The population of Northern Prov ince is estimated at 1, 759,600 of which 49% are males and 5 1 % 

are females (CSO, 20 I 0). It has an average population growth rate of 3.4%, making it the second 

fastest growing province in the country (CSO, 20 I 0). However the population in the prov ince is 

generally said to be poor with limited income generating ve ntures. 
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The HIV prevalence rate in Northern Province is estimated at 6.8% among adults in reproductive 

age group of 15 - 49 years (CSO, 20 I 0). The HIV prevalence rate was higher among females 

(7.7%) than males (5.7%) of the same age category of 15 - 49 years. 

Kasarna district is the provincial capital as well as administrative and commercial headquarters of 

Northern Province. The district has a population of approximately 237,546 people representing 

13.5% of the total provincial population (CSO, 20 11 ). Kasarna has 32 health facilities, one of 

which is a district hospital and the rest are primary health centres. 

The map in figure 4 below shows all the districts in Zambia, and highlights Kasama district in 

Northern Prov ince where the study was conducted. 

Figure 3: Map of Zambia indicating the study area 
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3.5 STUDY DESIGN 

A research design is defined as a plan or strategy which moves from the underlying philosophical 

assumptions to specifyi ng the selection of respondents, deciding on the data gathering techn iques 

to be used and the data analysis to be done (Maree, 2007). The research design provides a 

framework for the collection and analysis of data (Bryman, 2008). 

This study fo llowed a descriptive, cross-sectional study design to describe factors perceived to be 

assoc iated with male involvement in PMTCT. A descriptive study design according to Bryman 

(2008) is "one in which the primary goal is to assess a sample at one specific point in time without 

trying to make in ferences or causal statements". Cross sectional designs are conducted in the 

present time to examine what currently ex ists and they are fundamenta lly characterised by the fact 

that all data are col lected at one time (Brink et al., 1988). One of the advantages of the cross­

sectional design is that it allows researchers to compare many different variables at the same time. 

However, cross-secti onal studies may not prov ide definite info rmation about cause-and-effect 

relationships since they only offer a snapshot of a single moment in time and do not consider what 

happens befo re or after the snapshot is taken. Cross-sectional study designs are usua lly associated 

with a survey. A survey according to Mouton (200 I) is quanti tative in nature and aims to provide 

a broad overview of a representative sample of a large population. Data gathered through a survey 

from a sample of male respondents was used to describe how men perceive male participation in 

PMTCT. This data was further used to determine factors that hinder and/or encourage male 

part icipation and make recommendations based on research findings that could improve male 

participation in PMTCT. 

Both quantitative (a survey) and qualitat ive (interviews) methods were used to collect data for this 

study. The rationale for using mi xed methods is that when used in combination, quantitative and 

qualitative methods complement each other and allow for more complete analys is (Green et al., 

1989; Tashakkori and Teddlie, 1998). Quantitative research is abo ut quantifying relationships 
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between variables. It is commonly argued that using quantitative data collection is more reliable 

and can eas ily be checked or verified by another researcher conducting the same research (Bryman, 

2008; Dunsmuir et al, 199 1 ). Quantitative methods involve measurements, statistics and numerical 

figures. The survey questionnaire in this study, comprised of closed-ended questions that were 

coded numerically and were therefore ana lysed statistically. The open-ended questions in the 

questionnaire were categorized, coded and analysed statistically. As opposed to quantitative 

research/or methods, qualitative research is characterised by its aims, wh ich relate to 

understanding some aspect of social life, and its methods which generate words, rather than 

numbers, as data for ana lys is (Patton et al. , 2002). The interview gu ides used in this study 

comprised of open ended questions for both the key in formants (providers) and also female 

pa11icipants. This generated qualitative understanding of how men may perce ive participation in 

PMTCT, factors which hinder and /or encourage men to participate as well as recommendations 

to improve male participation. 

3.6 SAMPLING 

It is generally imposs ible to include the entire population in most studies, due to time and resource 

constraints such as finances and manpower. Th is has resul ted in most social surveys using a 

random sample of the population where generalisations can be made to the general population. 

Sampling therefore refers to a process of selecting a portion of the population for a study (Maree, 

2007). 

Kasama district has 32 faci lities: one district hospital, five health posts (HP), three urban centres 

and 23 rural health clinics. Due to resource constraints, purposive sampling was used to select 

Kasama urban clin ic because it is centrally located, easi ly accessed by cli ents and offers ANC and 

PMTCT services among other primary health care (PHC) services. Furthermore, desp ite the fact 

that Kasama urban clinic has been implementing a PMTCT programme for some time now, male 

involvement is still very low. It has a catchment population of 27, 696 and is less than one 

kilometer from the District Medical Health Office (DMHO). According to MoH (2013), urban 
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hea lth centres are expected to serve a population of 30 000 to 50,000. In terms of staffing, Kasama 

urban clinic has 11 tra ined staff: six nurses, one doctor, three clinica l officers and one Environment 

Health Technician (EHT). 

Purpos ive sampling was used to select the three targeted groups of respondents. Purpos ive 

sampling entail s selecting respondents because of certain characte risti c, for example age, gender, 

use of a particular teaching strategy, specific learning barrier etc. (Bryman, 2008). The criteria 

used often helps to select participants most likely to possess the ex perience, or know about, or 

have insights into the research topic. Thi s sampling method was used to select study subjects 

because it was affo rd able financially and was quick to get the desired sample size. The fo llowing 

procedure was fo llowed to se lect the required study participants; 

3.6. 1 Male participants 

Male study partic ipants were purposive ly recruited at the hea lth fac ili ty by hea lth prov iders 

between I January and 3 1 March 2015. They were recruited during ANC group and/or ind ividual 

counse lling sessions. ANC providers informed "potential study participants" during these sessions 

about the research study. Those who showed an interest were referred to data collectors for consent 

and enro lment. A sample of 80 men was achieved. 

3.6.2 f'cmalc partic ipants 

Women who were not accompanied by their male partners were purposively selected during the 

ANC gro up and/or individual counselling sessions. The recruitment of fe ma le participants took 

place between 151 January and 3 151 March 20 15. The ANC providers in fo rmed the women about 

the study and those who showed interest were referred to the data collectors fo r consent and 

enrolment in the study. A total of 18 wo men agreed to parti cipate in the study. 
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3.6.3 Key in fo rmants 

Kasama urban clinic has three heal th care providers working in MNCH. These health care 

providers were purpos ively selected to participate in the study as they were the only health 

professionals trained to provide A C. 

Figure 4 below summarises how the selection of the health fac ili ty and respondents were reached. 

Figure .t: Sa mple 
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3. 7 RESEARC H INSTRUMENTS 

This study utilised a structured survey questionnaire for male participants (see Anncxure A); a 

semi-structured interview schedule for fem ale participants (see Annexure B); and a semi­

structured interview guide for the key in formants (see J\nnexure C) . 

3.7. 1 Th1; structured survey questionnaire fo r male participants 

The structured questionnaire for male participants was adapted from a questionnaire that was used 

in a similar study conducted in Mambwe district in Zambia (Tshibumbu, 2006). The questionnaire 

was revised to address the issue of how men perceive male participation in PMTCT, the factors 

that hinder and/or encourage male participation in PMTCT as well as recommendations on 

how men could be encouraged to participate in PMTCT. An advantage of using a structured 

questionnaire is that all the questions are standardised and therefore all respondents are asked the 

same questi ons in the same order. As a result, the responses are comparable based on the 

assumption that they were all responding to the same questions. Both open- and closed-ended 

questions were included in the questionnaire. Data obtained from the ad ministration of closed 

questions (quantitative) is simpler to analyse than data obta ined from open questi ons (Maree, 

2007) . On the other hand, the use of open-ended questions provides much deeper and rich 

in formation as people arc able to express their own views more so than where the researcher has 

pre-coded data. 

More specifically, to investigate the aim of the study, namely to determine what factors influence 

male partner participation in PMTCT of HIV in Kasama district, the structured questionnaire fo r 

male participants collected informat ion on: 

• Basic demographics including age, education, marital status, and tribe. 
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• Knowledge and awareness of MTCT of HIV was measured by a series of six questions. !\ 

knowledge index was constructed using these questions. The scores ranged from I lo 6, I 

being the lowest and 6 being the highest. Each question/or statement was given an equal 

we ight of I. 

• Factors that innuence the participation of males in PMTCT programmes including; social­

cultural factors (e.g. are there any cultural beliefs that discourages men from participating 

in ANC activities?), and programmatic factors (e.g. what are the programmatic factors that 

affect male part icipation in A C?) 

• Levels of male involvement in PMTCT (e.g. what type of support do women receive from 

their partners as they attend ANC activities?) 

The questionnaires were translated into the local language (Bemba) and pre-coded for easy data 

ana lysis and entry. Before implementing the actua l data collection, the too ls were pi lot-tested at 

Kasama urban cl inic with five males who acco mpanied their partners for ANC al the time. This 

data was nol included in the study. Piloting data collection tools or research instruments is critical 

when conducting any research study. This is done so as to identify potential problem areas and 

deficiencies in the research instruments prior to actual data co llection (Zailinawali, 2006). Pi lot­

testing of data co llection tools al o allows the researcher to assess if the respondents understood 

the questions and to assess the practicality of asking questions by enumerators. 

3.7.2 Semi- structured interv iew schedul e fo r fe male participants 

Semi-structured interviews can be used to corroborate data emerging from other data sources 

(Maree, 2007). It allows the interviewer to explore particular themes or responses further as it is 

not limited lo pre-determined answers. It also allows participan ts the freedom to express their 
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views on their own terms. Another advantage of semi-structured interviews is that they can provide 

reliable, comparable qua li tative data. However, semi-structured interview are time consuming in 

terms of data collection and analysis. 

The quali tative semi-structured interview schedule co llected information on perceived 

barriers/enablers to male involvement in PMTCT as well as whether the ANC client would like lo 

be accompanied by her partner to a PMTCT clinic at the next visit. The interview collected 

in formation about reasons why male partners did not attend PMTCT serv ices. It included questions 

such as: 

• Whal encourages men to accompany their partners for PMTCT? 

• What di scourages men from accompanying their partners for PMTCT? 

• Do you think that men should accompany their partners to A C clin ics offering 

PMTCT? 

3. 7 .3 Key in lonnanl sem i-structurcd-intcrview 

The key in formant interviews targeted the health care providers who were offering PMTCT 

services at the time of the study. In fo rm ation was co llected on the health provider' s perceptions of 

what encourages men to participate in PMTCT programmes and what discourages them. More 

specifically some of the questions included were as below: 

• What factors encourage men to attend PMTCT services with their partners? 

• What factors discourage men from attending PMTCT services with their partners? 
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• What recommendations could you make to improve male participation in PMTCT 

services? 

The interview guide for health care workers also co llected basic demograph ic data, which included 

age. gender, education and their position at the time of the interview. Other in fo rmation collected 

was the general perception of male invo lvement in PMTCT and also programmatic factors 

innuencing the participation of male partners in PMTCT. 

3.8 DATA COLL ECTION 

Data collection took place from 1st January to March 27th 201 5. Due to ANC services only being 

offered twice a week, data co llection took longer than initially anticipated. Permission to conduct 

the research was obtained from the Prov incial Medical Health Office (PM HO) and the purpose of 

the study was shared with the health staff at the clinic, including other key in formants. 

Two (one male and one fe male) research assistants were contracted to underta ke data collection. 

They were recruited based on their past experience in data collection as well as academic 

qualifications so as to ensure that the data collected was of good quali ty. Both research assistants 

underwent a one day orientation and training session before going into the fi eld . During thi s 

session, the rationale and aims of the study we re discussed as well as interviewing techniques and 

a careful rev ision of the research instruments. This process helped the research assistants became 

familiar with questions and how to ph rase them at the time of data collection. The tra ining also 

ensured consistency among the data co llectors. 

Because of the sensiti vity nature of the study, the female research ass istant interviewed the fe male 

participants only and the male research assistant interviewed male participants. This was done to 
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ensure that the participants were comforta ble during the survey interv iew and also ensure that they 

answer the questions as honestly as possible. 

3.8. 1 Surve) - male stud) participants 

Potential male study participants were contacted during ANC visits. The health providers info rmed 

the /\NC attendees of the study and encouraged those who wou ld want to get more info rmation 

and potentially part icipate in the study to see the research assistant. The interviews were conducted 

at Kasama urban clinic as it was the most convenient place for the respondents. 

After /\NC, men who showed interest in participating 111 the study approached the research 

ass istant for more in formation about the study. The research ass istant exp lained what the study 

was about and what the interview would entail. Before participating in the interv iew, the male 

part icipants were asked to read through a summary of the study and were then asked to sign the 

consent form (Sec Annexure D) agree ing to take part in an interview. 

Upon recruitment into the study, the research assistant made appointments with the participants, 

so that immedi ately after attending A C activities, the interviews could commence. In instances 

where the respondents were not ava il able at the time, research ass istants made appo intments with 

them and conducted interviews later at a time and place most conven ient for the participant. 

The face-to-face in terv iews were conducted by a trained research assistant using the survey 

questi onnai re. Interv iews were conducted in both English and the local language (Bemba) 

depending on the respondent's preference. The interviews took approx imately 30 minutes per each 

respondent. 
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3.8.2 Semi-structured interviews- f emale participants 

Semi-structured interviews were conducted by a trained female research assi stant. The interviews 

were conducted in both English and the local language (Bemba) depending on the respondent's 

preference. The interviews lasted approx imately 20 minutes. Before starting the interview, the 

purpose of the stud y was exp lained to the participants and written informed consent obtained for 

their participation (see Annexure E). The interviewer recorded responses to each question on the 

interview schedule by taking notes. 

3.8.3 Key informant interview process - Hea lth providers 

Key in fo rmant interviews targeted the hea lth prov iders who were providing ANC at Kasama urban 

clinic. Semi-structured interviews were conducted by trained research ass istants. Interv iews were 

conducted in Engli sh. The interviews took approx imately 30 minutes per each participant. Before 

starting the interview, the purpose of the study was explained to the participants and written 

informed consent obtained for their participation (see Annexure F). The interviewer recorded 

responses by tak ing notes. 

3.9 DATA QUA LITY CONTROL 

The study was managed by the researcher, who saw to it that al I aspects of the research were 

adhered to as indicated in the research protoco l. The resea rch assistants were adequately prepared 

through a one day orientation to ensure that they understood the questions and how to phrase them. 

To ensure that data co llected was of good qua I ity, the researcher checked for consistency, accuracy 

and completeness on a daily basis, and held daily debriefing meetings with the research assistants. 

Th is was done to add ress questions or concerns among the research assistants and to check the 
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quality of the information collected. During this process erroneous entries were inspected and 

co rrected where possible. 

3 . 10 DATA PROC ESS ING AND ANALYS IS 

According to Brink et al., (2006) data ana lysis entails categorizing, orderi ng, manipulating and 

summarising data and describi ng them in meaningful terms. Two sets of data was co llected for 

this study: quantitati ve and qualitati ve. 

3. 10.1 Quanti tati ve data analys is 

Data from survey questionnaires were entered and analysed using the Statistical Package fo r Social 

Sciences (SPSS) version 2 1. A data entry template was deve loped using Epidata software 1• Once 

captured, the data was exported into SPSS for data cleaning and analys is. Data cleaning involved 

running of frequencies so as to check on the consistencies and also to check the ranges. 

A data analysis plan was also developed prior to data analysis and assisted in guiding the selection 

of variab les to be included in the analys is. The responses from open ended questions were 

extracted, categorized and coded before entering them into SPSS. The data was analysed using 

univariate analys is and results presented in freq uency and percentage tab les and graphs. 

1 Epidata, is a free downloadable internet software which is basically for data entry and can also be used to 
performs basic data ana lysis. 
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3. 10.2 Qualitati ve data ana lysis 

Qualitative data analys is (QDA) is usually based on an interpretative phi losophy. Taylor et al. , 

(2010) refers to qualitati ve data analysis as a range of processes and procedures of turning written 

data such as interview and field notes that has been collected into some form of explanation, 

understanding or interpretation of people and situations. There is a broad range of approaches to 

anal ysis in qualitative research. In this study, the thematic data analysis approach was used. 

Thematic analysis is a method for identi fy ing, analysing, and reporting patterns (themes) with in 

data (Braun et al.. 2006). The data collected during the key in formant interviews with providers 

and during the semi-structured interviews with female participants was written in notebooks during 

fie ld data co llection by trained research assistants. In formation gathered from targeted respondents 

was summari sed and categorised, and thematic areas identified. 

To ga in deeper understanding of the factors assoc iated with male participation rn ANC, the 

qualitati ve findings were then tri angulated with the quantitative data findings. A combination of 

qualitati ve and quantitative findings added very rich understanding of the factors that influence 

ma les to participate in PMTCT. 

3.11 RESEA RC H ETHICS CONS ID ERATIONS 

According to Mouton (200 I), the ethics of sc ience concerns what is wrong and what is right when 

conducting research. Furthermore since research is a form of human conduct, it fo llows that such 

conduct has to conform to generally accepted norms and va lues. Considering the sensitivity of thi s 

study. the fo llowi ng ethi cal issues were taken into account: permiss ion to conduct the study and 

ethical clearance, voluntary participation, informed consent, right to confidentiality, right to 

privacy and scientific honesty. 
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The fo llowing was done to ensure that the above ethical issues were adhered to: 

3. 11 .1 Permiss ion lo conduct the study and ethica l clearance 

The resea rch proposal was submitted lo and approved by the Ethics Committee of the Faculty or 

I lumaniti cs, Free State University (Annexure G). Permission to conduct the study at Kasama 

urban clinic was al so sought through the Prov incial Medical Office (PMO) (Annexure H). 

3. 12.2 Vo luntary partic ipati on 

Participation in this study was vo luntary. The ri ght of the study participants to take part in the 

research was respected as no respondent was forced to be part of the study. The participants were 

in formed of their right to answer questions or not and to withdraw at any time during the interview 

process if they so wished. 

3. 11 .3 Informed consent 

/\II respondents were in formed about the general purpose of the study. The trained research 

ass istants administered the consent fo rms to study participants individually, in a private space, 

with each eligible study parti cipant who was willing to be part of the study. After explaining the 

purpose or the study. participants were given an opportunity to a k questions. 
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3. 11.4 Ri ght to confidentiality 

Study respondents were ass ured of confidentiali ty. J\11 respondents were informed in advance 

about issues of confidentiality so that they were free to respond honestl y to questions in the 

questionnaire and during the semi-structured interviews. The names of the respondents were not 

recorded on the questi onnaires/semi-structured interview schedules and all data was aggregated. 

Hard copies of the questionnaires and notes were stored under lock and key. Issues of 

confidentiality were also stressed during the training of the research ass istants so that no 

information that they come across during the study would be divulged. 

3. 11 .5 Right to privacy 

The respondents' ri ght to privacy was ensured . Interviews were conducted at a time and place 

convenient fo r the respondent. Respondents could refuse to participate in the interview, or stop an 

interview at any point. Al l the rights to privacy such as declin ing to be interviewed all together or 

declin ing at specific cases such as meal time, at ni ght or for longer periods was respected during 

the actual implementation of the study. 

3. 11 .6 Sc icntilic honesty 

Scientifi c honesty was observed by ensuring proper cross-referencing and by li sting all scientific 

sources at the end of thi s mini-dissertation. The researcher also pursued truthful and objective 

interpretation of the data and drawing of findings and conclusions. 
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3. 12 LIMITATIONS OF THE STUDY 

This study had some limitations. The purposive sampling of respondents at the cl inic posed a 

li mitation to the genera li sation of the study results. Furthermore, only males who accompanied 

their partners during J\NC services at Kasama urban clinic were interviewed, thereby excluding 

those males who did not accompany their partners to A C. Audio recording in qualitati ve 

research has the advantage that the interview report is considered more accurate than writing out 

notes. I lowever, the interviews wi th female participants and key in fo rmants was not audio 

record ed because of lack of resources to acquire the voice recorder. Failure to do the audio 

recording was considered as a limitation, as some of the important key findings may have been 

lost by the note taker or the data co llector. 
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CHAPTER FOUR: RESEARCH FINDINGS 

4. I INTRODUCT ION 

Th is chapter foc uses on the resea rch findings from the 80 male and 18 female participants as well 

as the three key informants. More specifically the chapter describes how men perce ived male 

participation in PMTCT, as well as the factors they and the key informants thought hindered and/or 

encouraged male participation in PMTCT. The findings are presented in the fo rm of tables and 

gra phs. 

More specifically, the chapter describes the demographic characteristics of the male respondents; 

their knowledge and awareness of HIV transmission from mother-to-ch ild: socio-cultural factors 

and attitudes influencing male participation in PMTCT. It also describes programmatic factors that 

may influence/or deter men from participating in PMTCT. The level of male involvement is also 

di scussed. 

4.2 DEMOGRAPHIC CHARACTE RISTRI CS OF MAL E PARTI C IPA NTS 

This section presents the demographic characteristics of the male participants including: age, 

marital status, educationa l levels, religious affi liations, tribal affi liation, type of relationship and 

duration of current relationship (see Table 2). 

More than two th irds of the male participants (n=56; 70. 1 %) were between the ages of 24 and 38 

years. The majority (n=77; 96.2%) had some form of education, with almost half (n=38; 47.5%) 

of the participants hav ing completed seni or secondary school. In terms of occupation, almost all 
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(n=75; 93.7%) participants were employed at the time of the survey, except for five participants 

(6.3%) who were students. One fi fth of employed participants worked in farming, forestry or 

fishing (n= 19; 23.8%) and business (n= 18; 22.5%); while 12.5% were bus/tax i drivers (n= I O).Two 

thirds of the males (n=53; 66.3%) were from the Bemba tri be. Kasama District is the home of the 

Bemba tribe. The main religious groups were Catholic (n=24; 30%) and Pentecostal (n=22; 

27.5%). 

The male participants were asked how long they had been married/or in a relationship with their 

pregnant female partner. Almost one th ird of the participants (n=25; 3 1.3%) were married/or in a 

relationship for 2 to 4 years. More than a quarter (n=24; 30%) of the participants reported that 

they had been married/or in a re lationship for 8 to I 0 years at the time of the survey. 

Table 2: Demographic characteristics of male survey respondents 

Va riable N=80 Percentae:e (%) 
Ae:e 
:S l8 I 1.3 
19-23 5 6.3 
24-28 18 22.5 
29-33 15 18.8 
34 - 38 23 28.8 
39-43 11 13.8 
44+ 7 8.8 
Level of education 
Secondary 38 47.5 
Tertiary 31 38.8 
Primary 8 10.0 
None 3 3.8 
Occupation 

Farmer, forestry, fishing 19 23.8 
Businessman 18 22.5 
Driver (bus, taxi, truck) 10 12.5 
Other 9 11.3 
Soldier, po liceman 8 10.0 
Student 5 6.3 
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Profess iona l manager 4 5.0 
Manua l worker 3 3.8 
C lerica l 3 3.8 
Sa les, service worker I 1.3 
Tribe 
Bemba 53 66.3 
O ther 23 28.8 
Tonga 3 3.8 
Soli I 1.3 

Relieious affiliations of respondents 
Catholic 24 30.0 
Pentecosta l 22 27.5 
Protestant 15 18.8 
New Apostolic 9 11.3 
Adventist 8 10.0 
Anglican I 1.3 
Other I 1.3 
Duration of the relationship 
<= I 11 13.8 
2-4 25 3 1.3 
5 - 7 19 23.8 
8- 10 24 30.0 
11+ I 1.3 
Relationship 
Wife 75 93.8 
Regu lar or steady g irlfrie nd 4 5.0 
Other I 1.3 

4.3 KNOWL EDGE AND AWARENESS OF MOTHER-TO-CHILD 

TRANSM ISS ION OF HIV 

increas ing the leve l of know ledge about HIV transmission through MTCT is ve ry important for 

pregnant women and their ma le partners. The male participants were asked to indicate whether a 

number of statements testing their knowledge of MTCT were "true" o r "fa lse". They also had the 

option "don ' t know,. if they were not able to respond to the statements w ith a definite answer (see 

Table 3) . 
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To assess MTCT knowledge, male survey participants were asked whether HIV could be 

transmitted from a mother-to-a chi ld during pregnancy. More than three quarters (n=64, 80%) were 

aware that HIV could be transmitted during pregnancy from mother-to-child, they also knew that 

HIV could be transmitted through breast milk (n=78; 98.7%). Knowledge among the male 

parti cipants on whether giving ARVs to both the mother and the child coul d reduce the chances of 

MTCT was also hi gh: 94.9% (n=75) indicated that they were aware that giving ARVs to both the 

mother and the child could reduce the MTCT rates. However, on ly 15% (n= 12) were aware that 

delivering a baby through caesarean section could reduce the chances of MTCT. 

Table 3: Knowledge and awareness of MTCT 

TRUE FALSE Don' t know 
Variable 

N % N % N 

A mother who is HIV positive can transmit HIV 
64 80.0 13 16.3 

to her child during pregnancy 

A mother who is HIV positive can transmit HIV 
78 98.7 0 0.0 

to her child through breast milk 

Giving AR Vs to both the mother and child 
reduces the chances of transmission of HIV 75 94.9 0 0.0 
from the mother-to-chi Id 
Delivering the child by Caesarean section can 
reduce the chances of transmitting HIV from the 12 15.0 60 75.0 
mother-to-chi Id 

Not breastfeeding reduces the chance of 
78 97.5 I 1.3 

transmission of HIV from mother-to-chi ld 

Couples can use condoms to reduce chances of 57 58.8 22 27.5 
mother-to-chi Id transmission 

The composite measure of male respondents' knowledge and awareness was measured by total 

number of correct answers to the six items on knowledge. Based on the scores, fo ur categories 

were established to determine the levels of men' s' knowledge and awareness of PMTCT as 

fo llows (See table 4 below); 
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Table .t: Level of knowledge and awareness about PMTCT 

Level of knowledge Scores N=80 Percentage(% ) 

No Knowledge :S I 0 0% 

Low knowledge 2- 3 2 2% 

Medium knowledge 4-5 19 24% 

11 igh Knowledge 6 59 74% 

PMTCT knowledge scores, as determined by the knowledge questions, were high, wi th a median 

o r 4 (0.508SD) out of a max imum of 6 as shown in table 4 above. The maj ority (n=59; 74%) of 

the respondents were in the high knowledge category. 

4.4 SOCIO-CULTURAL FACTORS AND ATTITUDES 

The male participants were asked to "strongly agree", "agree'', "disagree" or "strongly disagree' ' 

w ith a number of statements regarding socio-cultural factors that could influence ma le 

in volvement in PMTCT. They also had the option "undecided", if they were not able to respond 

to the statements with a definite answer. For the analysis, strongly agree and agree were grouped 

together and strongly disagree and disagree were grouped together (see table 5). 

When asked if a pregnant woman could be tested for HIV w ithout permiss ion from her male 

partner, almost all (n=78; 98%) participants agreed that this was acceptab le. All male participants 

(n=80; I 00%) were of the opinion that men should accompany their partners for PMTCT; although 

11 % (n=9) were undec ided if men who accompanied their partners fo r PMTCT could be seen as 

being weak. 
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It was also evident that some of the female participants were of the view that their partners should 

be ava ilable to accompany them fo r ANC to appreciate what they go through and also have an 

opportunity to understand the benefits of male involvement in such programmes. 

"This isjust too 11111c/J for a woman alone especially when you test positive. It is ve1y d(fjicult to 

i1!f<m11 your partner about such, so in most cases we j ust opt to keep quiet and where possible 

drink the A RVs secretly. So I feel men should start accompanying us so that they understand what 

we go through. " Female partic ipant 

Whilst the majority of the interviewed female participants indicated that they would want to be 

escorted fo r ANC by their partner, a few were not in support of this. 

"My partner is 111arried so there's no way I will get embarrassed at the clinic by going with a 

111arried 11wn.f<Jr ANC. otherwise I may end up even being beaten by his wife the moment she knows 

that he is the father of my child ... Female participant 

In terms of I llV testing as a couple, the majority (n=74; 93%) of the male participants di sagreed 

with the statement that it is a taboo fo r men lo discuss I ll V testing with their pregnant partner. 

When asked if men and women should undergo HI V testing at the same time when going for 

PMTCT, almost all (n=77; 96%) male respondents were in agreement with the statement. 

Qualitati ve fi ndings also suggested that it was important fo r the couple to undergo HIV testing 

together. Knowing one's HI V stat us was described as being fundamental in avo iding some of the 

marital problems such as divorce. 
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"It is i111portant for our partners to escort us because you know the issues of HIV are vety sensitive. 

It 's actually heller that the testing is done as a couple so that the divorces we have seen as a result 

of /-/JV test results during ANC can reduce ". Female participant 

The majori ty of the male partic ipants (n=76; 95%) did not agree with the statement that "ANC 

clinics offerin g PMTCT are for women and children only''. Male participants were also asked if a 

positive HIV test in a pregnant woman was as a result of her being unfa ithful to her partner, the 

majority , 9 1 % (n=73) disagreed with the statement and 8% (n=6) were undecided. The results 

also show that male participants 93% (n=74) did not consider it shameful fo r a man to attend ANC 

clin ics fo r PMTCT with their partners. Asked if men who go fo r PMTCT with their partners are 

jea lous, 98% (n=78) disagreed with the statement. However, the results also show that almost all 

(n=79; 99%) the male participants agreed that it is inconce ivable for a woman to tell a man what 

to do and worse sti ll for him to consent to what she says . When male respondents were asked if 

men who attend ANC clinics for PMTCT are over-protective of their wives, almost all (n=79; 

99%) the respondents did not agree with thi s statement (see table 5). 

Table 5: Social cultural factor- responses for men and female interviewed in Kasama 

Variables 
Agree Disagree Undecided 

N % N O/o N % 
A pregnant woman can be tested fo r HIV 
without the permission of her 78 98% 2 3% 0 0% 
husband/partner. 

Men should accompany their pregnant 
80 100% 0 0% 0 0% partners fo r PMTCT 

Men who acco mpany their pregnant 
0 0% 7 1 89% 9 11 % 

partners for PMTCT are weak 

It is a taboo fo r men to discuss HIV 
0 0% 74 93% 6 7% testing with their pregnant partner 

Men and women should undergo HIV 
testing at the same time at when go ing for 77 96% 2 3% I 1% 
PMTCT 
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ANC clinics offering PMTCT are fo r 
0 0% 76 95% 4 

women and children onl y 

A positi ve HIV test in a pregnant woman 
shows that she has been unfaithful to her I 1% 73 9 1% 6 
partner 

It is shamefu l for a man to attend ANC 
0 0% 74 93% 6 

clinics for PMTCT with their partners 

Men who go for PMTCT with their 
0 0% 78 98% 2 

partners are jealous. 
It is inconce ivable for a woman to tell a 
man what to do and worse stil l for him to 79 99% 0 0% I 
consent to what she says 

Men who attend ANC clinics fo r PMTCT 
0 0% 79 99% I 

are over-protective of their wives. 

A compos ite score was calculated to determine the influence of sociocu ltura l factors on male 

in vo lvement in PMTCT (Tab le 6); 

Table 6: In 11 ucncc of socio-cu Itu rat factors on male involvement in PMTCT 

Influence of socio-cultural 
factors Score N=80 Percenta2e (%) 

No influence 0 75 94% 

Low influence 1 - 2 5 6% 

High influence 3+ 0 0% 

The higher the scores the higher the leve l of social cultural influence on the respondent. The tota l 

scores of the social cultural factors were low, with a median of 0.625 (O.OOSD) (Table 6). The 

majority (n=75; 94%) of the male respondents were in the "no influence of socia l cultura l factors" 

category. 
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4.4. 1 Programmatic factors 

The male participants were asked to "strongly agree' ', "agree", "disagree" or "strongly disagree" 

with a num ber of statements regarding programmatic factors that influence male involvement in 

PMTCT. They also had the option "undecided", if they were not able to respond to the statements 

with a definite answer. For the analysis, strongly agree and agree were grouped together and 

strongly di sagree and disagree were grouped together (Table 7). 

The majority of male participants (n=77; 96%) did not agree that men should only be attended to 

by male hea lth workers. Furthermore, all male participants (n=80; I 00%) indicated that they did 

not agree with the statement that health workers do not like to see men when providing PMTCT 

services. 

This was also supported by quali tative findings from female participants: 

"Even if some males do not like supporting their f emale spouse by way of escorting them to ANC, 

the nurses at this clinic are ve1y good. In fact, they make sure that those who come with their 

partners are al/ended to.first than those who were unaccompanied ". Female participant 

Some of the fe male participants also indicated that some women "hire" men who pretend to be 

their partners fo r the sake of being served ea rlier than others. 

"Some o_f these so called husbands are not even legitimate partners to these women. They hire so 

that they take less lime on the queue. In /act some of them are not even married, hahahahah. Just 

ask around you will know the truth ". Female participant 

The results also show that almost all (n=77; 99%) of the male participants did not agree with the 

noti on that PMTCT is meant fo r women and children only. When asked if ANC clinics offering 

PMTCT should be open during weekends and evenings so that men could access them, 85% 

11 I rd g P 



(n=68) of the ma le participants were in agreement. Whe n asked about confidentia lity in PMTCT, 

all (N=80; 100%) of the male participants d id not think that ANC/PMTCT services lacked 

confidentiali ty in terms o f HIV test results . The majority of the parti c ipants 96% (n= 77) indicated 

they d id not need to be invited by the health worker to escort/or accompany the ir partners for 

A C/ PMTCT serv ices. 

Table 7: Programmatic factors 

Ae:reed D isarreed U ndecided 

Statement N O/ o N % n O/ o 

At A C c linics o ffering PMTCT, 
men should be attended to by 3 4% 77 96% 0 0% 
male hea lth workers only 

Health workers do not li ke to see 
men when prov id ing PMTCT 0 0% 80 100% 0 0% 
services 
PMTCT is meant for women and 

1% 0% 
c hi ldren onl y I 77 99% 0 
ANC cli nics offering PMTCT 
sho uld be open during weekends 
and evening so that men can 
access them 68 85% 7 9% 5 6% 

Staff provid ing PMTCT services 
do not keep the HI V status/results 
of men and women confidential 0 0% 80 100% 0 0% 

You can only receive PMTCT if 
in vited by hea lth worker to come 0 0% 77 96% 3 4% 

4 .5 LEVE L OF MALE IN VO LV EM ENT IN PM TCT 

As a way or ascerta inin g the leve l of ma le involvement in PMTCT, the male part icipants were 

asked a series of questi ons regard ing invo lvement in the various steps of the PMTCT cascade (see 

Tab le 8). 
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A 11 male participants (n=80; I 00%) had discussed HTC with their partner during her current 

pregnancy. and also indicated that they would di scuss this again with their partner during her nex t 

pregnancy. They also all (n=80; I 00%) reported that their partner did receive HTC during her 

current pregnancy, while 93.8% (n=75) had rece ived HTC themselves. All male participants 

(n=80; I 00%) indicated that they would buy in fa nt formula for their baby/ infant if required, and 

that they would support their partner to take ARVs in an event that they were found to be HIV 

positive. 

Table 8: Level of male of involvement in PMTCT 

Kev variable N=80 Percentage (%) 
Have you discussed HI V counselling and testing with your partner during thi s current 
pregnancy? 

Yes 80 100 
No 0 0 

Don 't know 0 0 
Wi ll you di scuss HIV counselling and testing with your partner the next time she is pregnant? 

Yes 80 JOO 
No 0 0 

Don't know 0 0 

Was your partner counselled and tested fo r HIV during her current pregnancy? 

Yes 80 JOO 
No 0 0 

Don 't know 0 0 

Have you ever been counselled and tested fo r HIV together with your partner at ANC clinic? 

Yes 75 93.8 
No 5 6.3 

Don 't know 0 0 

If no, wi 11 you go for counsel! ing and testing fo r HIV together with your partner? (N=5) 

Yes 5 JOO 
No 0 0 

Don 't know 0 0 
If your partner was HIV pos itive, and you were adv ised not to breast feed, would you buy 
fo rmula mi lk for the baby? 
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Yes 80 JOO 
No 0 0 

Don 't know 0 0 
If your partner was HIV positive, would you encourage her to take medication (ARVs)? 

Yes 80 JOO 
No 0 0 

Don 't know 0 0 

4.5. 1 Factors that hinder males from being in vo lved in J\NC 

The male parti cipants were asked what would prevent men from participating in PMTCT (figure 

7). Slightl y more than half of the responses (n=36; 55%) related to busy schedules due to work, 

that prevented men from accompanying their partners to attend ANC clinics offering PMTCT. 

Other factors di scouraging males from par1icipation in PMTCT included: long queues at ANC 

clinics (n= 14; 2 1 %); the belief that it was the woman ·s duty to go fo r PMTCT (n= 11 ; 17%); fear 

to be tested fo r HIV (n=3; 5%) and long distances to the A C clinic (n=2; 3%). Qualitative 

findings indicated that some men in the community may have extramarital affairs which maybe a 

deterrent fo r them to support their "partners" by way of escorting them to A C. 

" From our experience. some of these wo111e11 you see without their partners, its either they are 

dating o married man or they are j ust single and got pregnant by mistake. So you don 't expect 

them to come with their partners" Key in.formant 

Qualitati ve findings were also evident that some men still perceived PMTCT as a women' s' duty 

as shown in fi gure 5 below. 
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"Most of the men I have interacted with usually say that this is supposed to be for women and not 

men. Thejob of men is to ensure that theirfa111ily has enough food on their table and not to go and 

waste time at ANC clinics in queues and.full of other pregnant women ", Key fl?formant 

Figure 5: Factors hindering male involvement in PMTCT 

40 
36 

35 

30 

25 
~ 

<11 
.0 

E 20 
:J 
z 

15 
14 

11 

10 

s 3 

0 -Busy schedules wi th Long queues It's the duty o f Fear to be tested 
work women to go for for HIV 

PMTCT and not men 

Reasons 

2 -Distance is far 

The qualitative study findings also showed that the num ber of times that the ANC services are 

offered in a week was inadequate and hence contributing to longer queues and ultimately 

increasing the time taken before rece iving the service. Thi s was cited as a barrier to encouraging 

men to part icipate in ANC activities. 

"There 's need.for the clinic to increase in the number of days that offer ANC services. Imagine 

the whole week. this is only done on Wednesdays and Thursdays during the week. Some of us have 

hushanll.\· working and as a result they pre.fer going for work and not escorting us here at the 

clinic". Female participant 
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"A 111, sure you can see how long the queues are. and how long it takes to be attended to. this is as 

a result of less days dedicated to ANC and probably less st a.ff How can our husbands be convinced 

to come like this?" Female participant 

Furthermore findings from the key in formant interviews identified some factors that reportedly 

discouraged men from being involved in ANC. One of the key factors or reasons that discourage 

men from attending A C with their partners was the issue of inadequate human resource and long 

queues: 

" We t1y to encourage our women to come with their husbands to the clinic for ANC. But I fee l 

one of the discouraging factors/or the male partners not escorting their wives is that we have 

long queues at this clinic. This is because we are understc{[/ed and have decided to dedicate the 

A NC service provision to only two days a week ". Key informant 

~ . 5 .2 Factors encouraging men to attend PMTCT with their partners 

The male participants provided a number of factors that could encourage men to attend ANC with 

their partners. More than three quarters of the male survey participants (n=69; 87.3%) indicated 

that encouraging couple counse lling will bring more men on board to support their spouses. This 

finding is supported by the qualitati ve research, where the female participants' perceived couple 

counselling as one of the encouraging factors as opposed it being a deterrent. 

"Our lmsbandsjeel encoumged to escort us/or ANC if they hear that the HIV testing will be done 

together as a couple. Yo u know men rarely go the clinics if not sick. So to he given such an 

opportunity of doing an HIV test with their spouse, I think they fee l ve1y encouraged because that 

the only time they will also get to know the HIV status for their wives, and hence plan nicely/or 

the unborn child. In 111y case he did not escort me because he was hwy with work ". Female 

participant. 
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Other factors that could encourage males to attend PMTCT included: sensitising men about the 

importance of' PMTCT (n=7; 9%); and giving preference to woman who are accompanied by their 

partners (n= I; 1.3%). 

Fi~Lirc 6: Factors that encourages men to at1cml ANC with their partners 

Getting tested for HIV 
asa couple 

87% 

knowledge and 
awareness about Priority given to those 

with their partners 
3% 

In summary, the find ings show that the majority (n=78; 97.5%) of the interviewed respondents 

were in the category of high in volvement, suggesting wi llingness to get involved in supporting 

their fem ale spouses in PMTCT. The level of ma le involvement was measured by the total scores 

in terms of positive response that supports male invo lvement. In th is case, the total scores varied 

from I to 7; I being poor/or no involvement and 7 being better/or high involvement in terms of 

support (Table 9). A mean of 6.2 1 and SD of 0.52 was observed. 
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Table 9: Level of male involvement 

Level of involvement Score N=80 Percentaee (%) 

No in vo lvement :::; I 0 0 

Low involvement 2 - 3 0 0 

Moderate involvement 4-5 2 2.5 

I ligh involvement 6-7 78 97.5 

4.6 SUMMARY OF FIND INGS 

This Chapter discussed the research findings for the 80 male, and 18 females· participants as well 

as the three key in forma nt who participated in this study. 

They majority of the male respondents had a good level of knowledge about PMTCT and the 

importance of be ing engaged throughout the process fo r the hea lth benefit of both the mother and 

the unborn infant. However, there were some knowledge gaps identified in relation to HIV 

transmiss ion through mother-to-chi ld at delivery. Less than a quarter (n= 12; 15%) of the 

interviewed men were aware that delivering a baby through caesarean section could reduce the 

chances of MTCT. 

The findings suggest that men were wi lling to support their partners despite some of the known 

cultura l factors which were perce ived as a deterrent to male involvement. Qualitative findings also 

indicated they would want their partners escort them for ANC as this would give them an 

opportunity to appreciate the purpose and benefits of PMTCT. Overa ll socio-cultural and 

programmatic factors did not appear to influence ma le invo lvement in PMTCT. 
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Despite the positi ve perception towards male participation in PMTCT/ ANC, various facto rs that 

hindered their participation in ANC were identified. Conflicting times of being at work so as to 

provide fo r the fa mily and also wanting/or willingness to escort their partners fo r PMTCT/ANC 

made some men shun from accompanying their partners to the ANC clinic. Fear of HIV testing 

during /\NC visits also made some men shy away from escorting their partners. In addition, some 

men still has a belief that A C/PMTCT is a woman 's responsibility and those who were willing 

to escort their partners for such were considered over jealous and protective. Long queues and time 

spent at the clinic was another major deterrent towards the participation of males in PMTCT/ A NC. 
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CHAPTER FIVE: DISCUSSIONS, CONCLUSIONS AND 

RECOMMENDATIONS 

5. 1 INTRO DUCTION 

During the past yea r, Zambia has been transitioning from offering less effecti ve to more effective 

PMTCT regimens. Zambia has also witnessed a poli cy shift in the ad ministration of ART. 

Currently, both WHO option B+ and WHO option B are being implemented alongside each other. 

MoH has also continued enhancing the involvement of males in PMTCT/ANC activi ties, but still 

face some challenges. In order to address this, the MoH in co llaboration with its partners have, 

been trying various strategies to promote male involvement in fac ili ties. These strategies include 

givi ng priority to women who come with their male partners and to men who bring their children 

to clinics. The Mol I has also, th rough community health workers, engaged traditional leadership 

in promoting ma le invo lvement. These concept have gained populari ty and is increas ing male 

participation in prevention of MTCT programmes. 

The aim of this study was to determine what factors influence male partner participation in PMTCT 

of HIV in Kasama district, Zambia, and to make recommendations on how this could be improved. 

More spec ifical ly, the objectives were to: 

• Investigate male awareness and knowledge of MTCT of HIV 

• Dctcrrn inc what factors could influence male participation in PMTCT 

• Estab li sh the level of male involvement on PMTCT 
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The discussion presented in this chapter is structured according to the research objectives of 

the study. Relevant literature is used as a frame of reference during the discussion of findings. 

Recommendations are also formulated based on the findings and reviewed literature. 

5.2 KNOWLEDGE AN D AWARENESS OF MOTHER-TO-C HILD 
TRANSM ISS ION OF HIV 

The findings revealed that male participants' knowledge about MTCT of HIV was fairly hi gh. 

Men were also aware of the importance of partner involvement in PMTCT/ ANC. Being aware and 

being knowledgeable partially ex plains what motivated men at Kasama urban clinic to participate 

in PMTCT programme. 

The findings expressed in this study is congruent with reports from Kenya and Tanzania where 

lack of community awareness on the importance of partner involvement was reported as a deterrent 

to partner invo lvement in ANC/PMTCT (Farquhar et al., 2004). In addition, the gap in knowledge 

about PMTCT was also assoc iated with poor uptake of partner involvement in PMTCT/ANC 

(Faines et al., 20 11 ). The qualitative findings also suggested that if men were well informed about 

PMTCT, the uptake of male partner involvement would improve. 

The majority of the male survey respondents were aware of how HI V is transmitted from the 

mother-to-child during antenatal and post-natal periods. For example, they were aware that HIV 

could be transmitted during pregnancy and also through breast milk from mother-to-child. These 

findings are s imilar to those reported from the Zambia Demographic Health Survey (20 14), where 

82% of the interviewed males reported that they were aware that HIV cou ld be transmitted to the 

chi Id during pregnancy. In the current study, the majority of the male participants knew that AR Vs 

taken by the mother and baby decreased MTCT rates. 
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However, some gaps in knowledge did exist, for example when it came to caesarean section; only 

a few of the interviewed male survey respond ents, were aware that deli vering a child through 

caesarean secti on could reduce the chances of MTCT. Tshibumbu (2006), had similar findings, 

where only 38% of respondents knew that caesarean section could reduce the risk of MTCT 

transmission. 

Whilst the findings in thi s study suggest that awareness and knowledgeable scores about PMTCT 

program were fairly high among the men interviewed, some gaps were however observed . The 

findings further suggest that there is need to do more on sensitisation among males so as to 

encourage/or moti vate them participate in PMTCT programmes. This is in line with a study 

conducted by Theuring et al (2009), where it was fo und that increased education and knowledge 

on the importance of ANC and PMTCT services, through sensitisation, wi ll encourage male 

participation in PMTCT. 

5.3 FACTORS THAT COULD INFLUENCE MALE PARTIC IPATION IN 
PMTCT 

5.3. 1 Socio-Cultural factors 

In thi s study, socio-cultural beliefs were not perceived as a barrier towards male involvement in 

PMTCT. The majority (n=78; 98%) of the male survey respondents were of the opinion that 

women can do an HIV test without seeking for "approval" from the male partner. Thi s suggested 

that the innuence of hierarchy and power between men and women did not appear to permeate 

numerous aspects of decision mak ing. For example, whil st it is considered that man is the head of 

the house and the final decision maker, in the African society (Nyi renda, 20 15), the results from 

thi s study shows that women could still initiate the discussion about the possibility of doing an 

HIV test. The results fu11her reveal that it was not taboo to di scuss HIV testing as a couple. On the 

contrary, couple HIV testing was instead used as a motivating factor for males to also have an 
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opportunity of knowing their HIV status and ultimately support each other in the uptake of 

interventions. In Uga nda, Byamugisha et al ., (20 I 0) also fou nd that male participation in the ANC 

of their partners together with couple counse lling and testing for HI V, increased the use of 

interventions for HIV prevention. However, these findings were in contrast with the findings by 

Ditekemena et al.. (20 12) and Morfaw et al., (20 13). In their studies, HIV testing was considered 

as a limiting factor fo r men to get involved in A C/PMTCT acti vities. The reasons given are 

reflective of inadequate knowledge of HI V testing. 

It was also interesting to note that male survey respondents were not in agreement with perceptions 

that men who accompany their fema le partners to A C are jealous and that it was considered 

shameful for the men to attend ANC clinics with their partners. However, qualitative findings 

revea led some conflicting views of how socio-cu ltural factors deterred male invo lvement as 

PMTCT/or ANC was sti II perceived as the duty of women and not men. Byamugisha et al., (20 12) 

in Uganda had sim il ar findings in terms of cultural factors affecting the involvement of males in 

PMTCT. Men had negative opin ions towards the support of women during ANC services. 

The quantitative fi ndings from thi s study are therefore in contrast to fi ndings from similar studies, 

fo r example Morfaw et al. , (20 13) and Osoti et al., (2014) who found that men who escorted their 

partner to A C were seen as being jealous, over protective and lacking confidence. The study 

done by Pe ltzer et al., (20 11 ) also suggested that men 's position as the household head was 

undermined if they were expected to esco rt their partner for ANC, as it is considered to be a 

"woman's clinic program", leading them to decline to attend A C and PMTCT with their partners. 

5.3.2 Programmatic factors 

With increased coverage in terms or PMTCT in Zambia, there has been significant changes in a 

way the HCWs view male in volvement. The findings revealed that men who accompany their 

fema le partner for A C/PMTCT do not have a problem in interacting with fe male providers during 
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ANC. The majority (96.3%) of the respondents were ready to be attended to by the fema le health 

care workers. Furthermore, al l the male participants disagreed with the statement that HCWs do 

not like seeing men when providing PMTCT''. This is contrary to the findings by Burke et al, 

(2004) in Tanzania . The findings from his study revealed that that men preferred to receive 

in formation from their fellow men rather than from women. The findings also revealed that the 

timing of ANC activities conflicted with other economic activ ities that men were involved in and 

as a result, they prioritized other acti vities rather than accompanying their partner to A NC. 

Qualitati ve findings from the key in fo rmant interviews also revea led that most men were busy 

wi th their work schedules during the week. This was aggravated by the fact that Kasama urban 

clinic had only two days dedicated to A C/PMTCT activities in a week and they were not fl ex ible 

enough to accommodate those who were busy with their work schedules. Because of the lim ited 

time, the majority of the male survey respondents (85%) were of the view that ANC should be 

open during weekends so as to accommodate some men with busy schedules during the week. 

These findings were consistent with the findings by Tshibumbu (2006), in Zambia where 

approximately half of the interviewed respondents felt that it was necessary to open have ANC 

during weekends. 

Limited number of days dedicated to A C in a week coupled with human resource constraints was 

also perceived as the one of the contributing factors resulting into longer queues. Longer queues 

resulted in longer waiting times and this also discouraged some men from attending ANC. Similar 

findings were noted by Morfaw et al. , (201 3) and Kwambai et al. , (20 14) in their studies where 

long wa iting times was identified as a deterrent to male partner participation in PMTCT/ANC. 

Being employed was viewed as one of the barriers towards male involvement in PMTCT. 
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6 RECOMMENDATIONS 

Based on the findin gs from thi s study, it is recommended that: 

• There is need to consider increasing the number of days during which ANC services are 

provided. This will not only accommodate men with tight schedules during the week but 

also reduce the long queues of people. This will equally reduce the waiting period that 

pregnant women together with their partner spend at ANC clinics. 

• Adequate human resource is pivotal in the successful provision of health services and also 

strengthen the health care system. There is need for the MoH to consider improving on 

staffing leve l of human resource in health fac ilities as this will equally reduce on the time 

spent at the clinic. This will eventually encourage male counterparts to accompany their 

partners. 

• According to the findings of this study, the majority of the respondents were of the view 

that couple counselling is encouraged lo remove the fears of knowing the HIV status 

individually as a couple. Increased male invo lvement and couples' joint HIV 

counse lling/testing during antenatal care (ANC) seem crucial for improving PMTCT 

outcomes. 

• There is need to provide more in fo rmation about PMTCT and the benefi ts of male 

involvement to male partners. Only when one knows the benefit wil l make a wiser decision, 

in th is case support the partner 

• To further encourage more men to accompany their partners, women who attend A NC with 

their partners should be given preference and attended to fi rst. This means that they woul d 

not have to wait too long at the health centre to rece ive the service 

To ex plore further the in depth factors that influence male participation in ANC, it is recommended 

that further qualitative research is undertaken. 
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7 CONCLUSION 

This study aimed at establi shing factors associated with male participation in PMTCT in Kasama 

at Kasama urban clin ic. Whilst A C/PMTCT is considered as key component that represents a 

window of opportunity for information sharing, knowing each other's serostatus and as a gateway 

to both prevention and ca re, this study revealed that male were willing to be involved in PMTCT. 

I lowever, thi s ca lls for conti nued sensitisation on the importance of ma le partner involvement as 

well as its benefits in PMTCT programmes. 

Various factors encouraging male partner involvement were identified. Th is included knowledge 

and awareness or PMTCT programmes, health systems and socio cultural factors. Men be li eved 

that it was important fo r the couple to know one' s serostatus as this was perceived as a motivating 

force for HIV posit ive and negati ve people al ike to adopt safer sexual behaviour. This was 

considered that seropositive people wi ll prevent their sexual partners from getting infected and 

those who test scronegative wi ll need to remain negati ve. All the men interviewed were aware 

what PMTCT services are key to preventive actions ex ist. However, whilst it is considered that 

men play critica l roles in women's abi lity to seek health care, some men sti ll felt that PMTCT was 

the duty of women and not men. Men's duty was perceived as that of supporting the fami ly 

financially and not wasting time accompanying their partner for A C. The study therefore 

revealed that a combinati on of knowledge gap and also some of the socio cultural related factors 

affected the participation of males in ANC/PMTCT programmes. 

Men identified a number of factors that discouraged them from participating in ANC despite some 

of the pos itive male participation results. Other factors that discouraged men from participating in 

ANC was their busy work sched ules that prevented them from accompanying their partners as they 

were busy with other income related activities during the time they were expected to escort their 

partners to A C. The study also identified that the specified number of days in which they provide 

/\ C was li mited and not accommodative to those who were in employment with tight schedules. 
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As a way of responding to some of the barriers identified, and also ensure that men participate in 

/\ C/PMTCT programmes, recommendations were proposed . One of the key recommendations 

was to increase or spread the number of days ded icated to ANC service provision across the week 

un like the current situation where only two days are ded icated to ANC service provision. The 

flex ibility in the provision of A C was perceived as an opportun ity to improve on male 

involvement. Men also fe lt that they would be encouraged to attend A C if women who attend 

ANC with the ir partners were prioriti sed as this would result in men not having to worry about 

spending the whole day at ANC at the expense of other income generating activities. It was also 

recommended that improving on staffing leve l of human resource in health fac ilities will reduce 

on the time spen t at the clin ic. 
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' 9 APPENDICES 

ANNEXURE A: STRUCTURED SURVEY QUESTIONNAIRE FOR MEN 

Perception of male involvement in PMTCT of HIV 

Questionnaire No. _________ _ 

SECT ION A. D EMOG RA PHIC AND BACKC RO U D INFORM ATION 

/\ I 

A2 

A3 

Genera l instructions to the enumerator: C ircle the appropriate number/code refl ecting the 
respondent ' s option or write the answer in the space prov ided 

I low old are you now? (indicate age in completed 

years) 

What is your hi ghest educational level attained? 

What is your usual occupation? 

[PROBE: What kind of work do you do most of 

the time? I 

103 I r• .i 1. 1 

Years - - ----- - - -

I. None 

2 . Primary level 

3. Secondary level 

4. Tertiary leve l 

I. Farmer, forestry, fi shing 

2. Soldier. policeman 

3. Driver (bus, taxi, truck) 

4. Businessman 

5. Manual worker 

6. Sa les, service worker 

7. Clerical 

8. Professional, manager 



9. Student 

10. None 

11 . Other 

Specify 

I. Bemba 

2. Tonga 

/\4 What tribe are you? 3. So li 

4. Other (spec ify) 

I. Catholic 

2. Adventist 

3. Protestant 

4. Anglican 
J\5 What religion do you belong to? 

5. Pentecostal 

6. New apostolic 

7. Other 

(Specify) 

How long have you been living with your current Years 
A6 

wife/partner Months 

88.Don't live together 

I. Wife 

2. Regu lar or steady girl friend/ 

A7 I low would you characterise your current partner? 

3. Casual girl fr iend 
4. Other (spec ify) 

104 I r> ,1 gr 



SECTION B. KNOWLEDGE AND AWARENESS OF MOTHER-TO-CHILD TRANSMISSI ON OF HIV 

Bl 

82 

83 

84 

85 

Genera l instructions to the enumerator: Circ le the appropriate number/code reflecting the 
respondent' s option or write the answer in the space provided 

I. True 

2. False 
A mother who is HIV pos itive can transm it HIV to her 

3. Don't know/Not sure 
child during pregnancy 

I. True 

A mother who is HIV positive can transmit HIV to her 2. False 
chi ld through breast mi lk Don ' t know/Not sure 

I. True 

Giving ARVs to both the mother and child reduces the 
2. False 

chances of transmission of HIV from the mother-to- 3. Don 't know/Not sure 

chi ld 

I. True 
Delivering the ch ild by Caesarian section can reduce 

2. False the chances of transmitting HIV from the mother-to-

child 3. Don' t know/Not sure 

I. True 

Not breastfeeding reduces the chance of transmiss ion of 2. False 

1-1 IV from mother-to-chi ld 3. Don't know/not sure 
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I . True 

8 6 Couples can use condoms to reduce chances of mother- 2. False 

to-child transmission 4 . Don' t know/Not sure 

I . Yes 

B7 Are pregnant women counseled and tested for HIV 2. No 
during ANC clinics? 

3. I don' t know/Not sure 

I. Yes 

8 8 Was your partner tested fo r HIV during her ANC visits 2. No 
for th is current pregnancy 

3. I don' t know/Not sure 

SECT ION C: SOCIO CULTURA L FACTORS MALE INVOLVEME TIN PMTCT OF HIV 

C I 

C2 

C3 

C 4 

General instructions to the enumerator: Circle the appropriate number/code reflecti ng the 
respondent's option or write the answer in the space provided. 

Strongly Agree Undecided Disagree 

Agree 

A pregnant woman can be tested for I 2 3 

HIV without the permiss ion of her 

husband/partner. 

Men should accompany their I 2 3 

pregnant partners fo r PMTCT 

Men who accompany their pregnant I 2 3 

partners fo r PMTCT are weak 

It is a taboo fo r men to di scuss HI V I 2 3 

testing with their pregnant partner 

106 I P .1 r, e 

Strongly 

Disagree 

4 

4 

4 

4 

5 

5 

5 

5 



cs Men and women should undergo I 2 3 4 5 
11 1 Y testing at the same time at 
when going for PMTCT 

C6 ANC clinics offe ring PMTCT are I 2 3 4 5 
fo r women and children only 

C7 J\ positive HI Y test in a pregnant I 2 3 4 5 
woman shows that she has been 
un fa ith ful to her partner 

C8 It is shameful for a man to attend I 2 3 4 5 
J\NC clinics fo r PMTCT with thei r 
partners 

C9 Men who go for PMTCT with their I 2 3 4 5 
partners arc jea lous. 

C IO It is inconceivable fo r a woman I 2 3 4 5 

to tel I a man what to do, and worse 
still fo r him to consent 

to what she says 

C l I Me n who attend ANC clinics fo r I 2 3 4 5 

PMTCT are over-protective of their 

wives. 

C l2 

Arc you aware of any cultural beliefs that discourage men from attending I. Yes 

the PMTCT cli nic with their partners? 2. No 

C l3 Please explain 
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11SECTION D . PROGRAMMATIC FACTORS 

D I 

D2 

DJ 

General instructions to the enumerator: Circle the appropriate number/code reflecting the 
respondent's option or write the answer in the space provided 

SA A u D 

At ANC clinics offering PMTCT, men should be 
attended to by male hea lth workers only 

I 2 3 

Hea lth workers do not like to see men when 
I 2 3 

provid ing PMTCT serv ices 

PMTCT is meant for women and children only I 2 3 
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4 5 

4 5 

4 5 



ANC clinics offering PMTCT should be open 
0 4 during weekends and evening so that men can I 2 3 4 5 

access them 

05 
Staff providing PMTCT serv ices do not keep the 

I 2 3 4 5 
111 V status/resu Its of men and women con fi dentia l 

06 
You can only rece ive PMTCT if invited by health 

I 2 3 4 5 
worker to come 

S I < llCl'\F. \<<l'-.'-11:1111\ 10 P\11 ( I< 11'\I<" 

I. Less than I km 
El How far is the ANC c linic offering PMTCT services from 

your home? 2. Between I km - 5km 

3. Between 6km - I Okm 

4. More than I Okm 

5. Don·t know/Not sure 

I. Less than 15 mins 
E2 How long does it take yo u to trave l to thi s cli nic? 

2. One lh r 15 mins 

3. About 2hrs 

4. More than 2hrs 

5. Don't know/Not sure 

I. Yes 
E3 Do you know the times that the clin ic is open? 

No===-+ Fl 2. 
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I. Yes 
E4 Do these times suit you? 

2. No 

ES I f no, why not? 

SECTION F. L EVEL OF I NVOLVEMENT I N PMTCT 

I. Yes 

F l I lave you discussed HI V counsell ing and test ing wi th your 2. No 
partner during thi s current pregnancy? 

I. Don' t know/Not sure 

I. Yes 

F2 
Wil l you discuss HI V counsell ing and testing with your 2. No 
partner the next time she is pregnant? 

3. Don' t know ot sure 

2. Yes 

FJ Was your partner counsel led and tested for HI V during her 3. 0 

current pregnancy? 
3. Don' t know/Not sure 
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Have yo u ever been counse led and tested for HIV together I. Yes 
F4 

with your partner at ANC clinic? 2. No 

lfn o, wil l you go for counselling and testing for HIV I. Yes 
FS 

together with your partner? 2. No 

Ir your partner was HIV pos itive, and you were advised not I. Yes 
r6 

to breast feed , wou ld you buy formula milk for the baby? 2. No 

If your partner was HIV positive, would you encourage her I. Yes 
r7 

to take medication (ARVs)? 2. No 

What are the factors that prevent men from attend ing ANC 

F8 cl inics offering PMTCT with their partners? 

What are the factors that encourage men to attend ANC 

F9 clinics offering PMTCT with their partners? 
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ANNEXURE B. SEMI-STRUCTURED INTERVIEWS WITH WOMEN 

Interview guide for ANC clients who arc not accompanied by their partners 

I. Does yo ur pa rtner li ve with you? 

2. If no, where does he live (probe to see if he lives in the same town as the respondent). 

3. Would you li ke your partner to accompany you to the ANC clinic? 

4. Please explain. 

5. Do you think that men should accompany their partners to ANC clinics offering 

PMTCT? 

6. Please ex plain. 

7. What encourages men to accompany their partners for PMTCT? 

8. What di scourages men from accompanying their partners for PMTCT? 
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ANNEX URE C: SEMI-STRUCTURED KEY INFORMANT INTERVIEW 
GUIDE 

Interview Guide for key informants 

(ANC and PMTCT service providers) 

I. Whal is yo ur position at th is faci lity? 

II. I low long have you been providing PMTCT services at this facility? 

111. In your opinion, is it beneficial for men to be involved in PMTCT services? 

IV. If yes, please exp lain the benefits of male in vo lvement in PMTCT. 

Y. I low woul d you describe male in volvement in PMTCT programmes at this facility? 

YI. What factors encourage men lo allend PMTCT serv ices with their partners? 

V 11. What factors di scourage men from allend ing PMTCT services with their partners? 

V 111. What recommendations could you make lo improve male participation in PMTCT 

services? 

Thank you for participating in this interview. 
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ANNEXURE D: MALE PARTICIPANT INTERVIEW CONSENT FORM 

l "t ! .1 ~ , 1t - tJf '•tJ 
fAU llATC 

ur. •l~\111 I VA~ D•l 
VAHT U I 

'lHt <;f~lf"i~ VA 
fRllSllll 

<f\ih UFS 
~UV 

Dear Participant, 

MALE PARTIC IPANT INTERVIEW CONSENT FORM 

HUMANITIES 
GEESTESWETENSKAPPE 

UFS·UV 

My name is Webby Kanjipite. I am a student studying fo r a Masters in Development Studies at the 

Uni versity of the Free State in South Africa. I wou ld like to in vite you to vo luntari ly take part in a 

resea rch project. I am carrying out a study on perceptions of male involvement in the prevention 

of mother-to-child transmission (PMTCT) of HIV services in Kasama Distri ct. This study will 

provide an opportunity to obtain in fo rmation on the factors that hinder or promote ma le 

invo lvement in PMTCT. 

You have been selected to participate in thi s study as your partner is accessing antenatal care 

serv ices at Kasama urban clinic. To be in this study you must give your in formed consent. Your 

participation in this research is entirely vo luntary. It is your choice whether to participate or not. 

Whether you choose to participate or not, all the services you receive at this cl inic will continue 

and nothing wi ll change. No harm wi ll come to you, your partner or unborn child as a result of 

your participation or non-participation in thi s study. If you decide to take part, you can change 

your mind later on and withdraw from the study. 

If you take part in this study, you will be given a copy of this consent fo rm. The interv iew wi ll 

take approximately 20 minutes . You will be interviewed in a language of your choice, and yo u 
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will be asked questions about the possible factors/or barriers that affect male partner participation 

in PMTCT of HIV. 

You will rece ive no remuneration for taking part in this study nor will you have to pay any costs. 

Although there are no personal benefits if you take part in this study, the in formation that you 

provide during this interview will help us to understand why males do/do not become invo lved in 

PMTCT services and to make recommendations to Kasama urban clinic and the Ministry of 

Health th at could poss ibly help to improve this. 

All in formation that you prov ide during the interview will be kept secret. Your name will not 

appear on the questionnaire. This consent form (with your name and signature) will be kept 

separate from the questi onnaire. Your answers to these questions will be combined with answers 

from the other respondents so that no one will know that the answers you give me today belong to 

you. The results of thi s study may be presented at meetings or in publicati ons. Your identity will 

not be given out during those presentations. 

The interview will take place in a private venue of your choice. If you need more in fo rmation 
about this study, you can contact Mr. Webby Kanjipite at 0977470751 

l f you agree to take part please sign the consent fo rm below. 

[FU LL NAME OF RESPONDENT IN BLOCK LETTERS] 

• Read and understood the above informati on 
• Was given the opportunity to di scuss the informati on and ask questions 

• Volunteer to take part in this study, and 
• Confirm that I have rece ived a copy of this consent fo rm 
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Signature Date 
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ANNEXURE E: FEMALE PARTICIPANT INTERVIEW CONSENT FORM 

U\1\0~\ I t Ill Tiff 
fA(( SUI£ 

U~ 'w'f~\111 1 VAN 011 
VA YS IAAI 

t'V '• 'Y( \ll •H V>. 
fR( IS f4U 

<f\ih UFS 
o/ UV 

Dear Participant, 

FEMALE PARTIC IPANT INTERVIEW CONSENT FORM 

HUMANITIES 
GEESTESWETENSKAPPE 

UFS·UV 

My name is Webby Kanj ipite. I am a student studying fo r a Masters in Development Studies at the 

University of the Free State in South Afri ca. I would like to invite you to vo luntarily take part in a 

research project. I am ca rrying out a study on perceptions of male invo lvement in the prevention 

of mother-to-child transmission (PMTCT) of HI V services in Kasama District. This study will 

prov ide an opportuni ty to obtain inform ation on the factors that hinder or promote male 

in volvement in PMTCT. 

You have been selected to participate in this study to give your ideas about male invo lvement in 

PMTCT. To be in this study you must give your in formed consent. Your participation in this 

research is entirely vo luntary. It is your choice whether to participate or not. Whether you choose 

to pa11icipate or not, all the services you rece ive at thi s clinic will continue and nothing wi ll change. 

No harm wi ll come to you, your partner or un bo rn child as a result of your participation or non­

participation in this study. If you dec ide to take part, you can change your mind later on and 

withdraw from the study. 
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If yo u take part in this study, you will be given a copy of this consent form. The interview will 

take approx imately 15 minutes. You will be interviewed in a language of your choice, and you 

wi II be asked questions about the possible factors/or barriers that affect male participation in 

PMTCT of HIV. 

You will receive no remuneration for taking part in this study nor will you have to pay any costs. 

Although there are no persona l benefits if you take part in th is study, the information that you 

prov ide during this interview wi ll help us to understand why males do/do not become involved in 

PMTCT services and to make recommendations to Kasama urban clin ic and the Ministry of 

Health that could possibly help to improve this. 

All in fo rmation that yo u provide during the interview will be kept secret. Your name will not 

appear on the questionnaire. This consent form (with your name and signature) wi ll be kept 

separate from the questionnaire. Your answers to these questions wi ll be combined with answers 

from the other respondents so that no one wil l know that the answers you give me today belong to 

you. The results of this study may be presented at meetings or in publications. Your identity wil l 

not be given out during those presentations. 

The interview wil l take place in a private venue of you r choice. If you need more information 
about this study, you can contact Mr. Webby Kanjipite at 097747075 1 

If you agree to take part please sign the consent fo rm be low. 

[FULL NAME OF RESPO DE T IN BLOCK LETTERS] 

• Read and understood the above information 
• Was given the opportunity to discuss the in fo rmation and ask questions 

• Volunteer to take part in this study, and 
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• Confirm that I have received a copy of this consent form 

Signature Date 
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ANNEX URE F: PROVIDER INTERVIEW CONSENT FORM 

' • , ( N\I f fl f 

<II[ llAIC 
~. • f ll\11f I ' , ,. .,_ 

Y•Y SUU 
'< '• Vf ~ •A 

l ll lSIAU 

(f\fl) UFS 
'o/ UV 

Dear Participant, 

PROVIDER INTERVIEW CONSENT FORM 

HUMANITIES 
GEESTESWETENSK APPE 

UFS·UV 

My name is Webby Kanj ipite. I am a student studyi ng for a Masters in Development Studies at the 

Universi ty of the Free tate in South Africa. I would like to invite you to voluntarily take part in a 

research project. I am carrying out a study on perceptions of male involvement in the prevention 

or mother-to-child transmiss ion (PMTCT) of I I IV se rvices in Kasama District. Th is study will 

prov ide an opportunity to obtain in formation on the factors that hinder or promote male 

involvemen t in PMTCT. 

You have been selected to participate in thi s study as you are a provider of PMTCT services at 

Kasama urban clinic. If you agree to participate in this interview, you must give your informed 

consent. Your participation in this research is entirely vol untary. It is your choice whether to 

partic ipate or not. No harm will come to you as a result of your participation or non-part ic ipation 

in thi s study. If you decide to take part, you can change your mind later on and withdraw from the 

study. 
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If you take part in this study, you will be given a copy of this consent fo rm. The interview will 

take approx imately 15 minutes. You will be interviewed in a language of your choice, and you 

wi ll be asked questions about the possible factors/or barriers that affect male partner participation 

in PMTCTof lllV. 

You will rece ive no remuneration for taking part in thi s study nor wi ll yo u have to pay any costs. 

A It hough there are no personal benefits if you take part in this study, the info rm ation that you 

prov ide during this interview will help us to understand why males do/do not become involved in 

PMTCT services and to make recommendations to Kasama urban clinic and the Ministry of 

Health that could possibly help to improve th is. 

All information that you prov ide during the interview will be kept secret. Your name will not 

appear on the questionnaire. Th is consent form (with your name and signature) will be kept 

separate from the questi onnaire. Your answers to these questions will be combined with answers 

from the other respondents so that no one will know that the answers you give me today belong to 

you. The results of thi s study may be presented at meetings or in publications. Your identi ty will 

not be given out during those presentations. 

The interview will take place in a private venue of your choice. If you need more in fo rm ation 
about this study, you can contact Mr. Webby Kanjipite at 097747075 1 

If you agree to take part please sign the consent fo rm be low. 

[fU LL NAME or RESPON DENT IN BLOCK LETTERS] 

• Read and understood the above in fo rmation 
• Was given the opportun ity to di scuss the info rmation and ask questions 

• Vo lunteer to take part in this study, and 
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• Confirm that I have received a copy or this consent fo rm 

Signature Date 
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ANNEX URE G: ETHICAL CLEARANCE FROM UNIVERSITY OF FREE 
STATE 
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Mr W Kan1 pile 
Centre f0< Development Support 
UFS 

15 August 2014 

Ethlcal Clearance Application: Perceptions about male Involvement In the PrevenUon 
o f Mo1htr· to.Ch l ld Tronsmlu lon (PMTCT) o f HIV Programme In Kaumo d1stri<:l. 
Zamblo 

Dear Mr Kan11oite 

W1lh reference to your apphcauon tor e1h1cal clearance with the Faculty of the Humanities I 
am pleased to inform you on behalf o f the E1hoc1 Board of the facul1y that you have been 
granted ethical clearance for your research wi1h lhe folloWlng • l•pulations 

No box 1s hcked to 1ndteate that vulnerable papulahon1 will be mvotved • therefore no 
m1hgation 11 put 1n place 

Many of the respondents will be HIV·po11tive and Wiii be poor The applicant has to 
take this into constdefa11on Yrhen reflecting on po1ent1al ethical issues 

No letter aulhonsmg this research in pubic health care chmcs was N'\Cluded 

TranslatK>nS are still in process - submrt documentatlOf'l as soon as 1t 1s ava~able 

YOUt ethical dearance numbef to be used mall couespondence. 11 

UFS-HUM-2014·52 

This eihteal clearance number is vahd fot reM1arCh condueted for one year from issuance 
Should you requlfe more time to complete thes research ple1se appty fot an extens'°'1 m 
wr1t1ng 

We request that any changes that may take place dunng the cowse of your research P<<>;ect 
be •ubmot1ed on wr111ng 10 the etlucs olloce to ensure we are kepe up 10 date w.tn your progress 
end 1ny etnical ompllcat100s lhat may arose 

Thank you f0< submot1ing tt.s proposal f0< ethlcal cJeararoce 1nd we W\Sh you every success 
with your res.earch 

Yours sincerely 

Kallnke de We1 
Research Elh1cs Committee (Faculty of the Humanit ies) 

Copy Mrs Charne Vercue11 (Research Co-ordinator Faculty of the Humanities) 
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ANNEXURE H: PERMISSION FROM THE PROVINCIAL MEDLCAL 
OIFFICE (PMO)MTO CONDUCT THE STUDY AT KASAMA URBAN CLINIC 

C/0 Plot 3362. 

Mcm1wood. Chnmba Valley 

Lusnko 

'l11e Provincial Medical Office 

P.O. Box 410026. 

Ka sumo. 

Denr Sir/Madam, 

Ref; Permht!lion to cnro• oul ocademlc 11h1dy n! Ku~umn Urhnn CJ!nls- Sinden!. Wehby 

Knnllnifc, 

Rcforcnce Is mndc 10 the above subject. 

I am o Zambian s1udent studying n Master's Degree program in Development Study at 

University or Free State in South Africa. 

I wish 10 n.-qucst for your approvnl to collect datn from Knsama Urban clinic es per nuachcd data 
collection tools, consent forms and ethical clcarimcc from University of Free State. 

Your posilive response will highly be appreciated. 

1241Page 


